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___________________________________________________________________ Abstract

ABSTRACT

Repeat prescribing is a common and practical way to prescribe medication for patients with 

chronic conditions. However, lack of regular review has raised questions about the quality 

of the prescribing and how this affects patients’ compliance and safety.

The thesis consists of two main parts. Part One investigated how the effectiveness of repeat 

prescribing from a general practice surgery could be improved by having a community 

pharmacist reviewing and intervening on repeat prescriptions, in collaboration with the 

general practitioner (GP). Patients’ experiences with the repeat prescription system, how 

they managed their medicines and if they perceived any intervention from the pharmacist 

were explored through domiciliary interviews.

The pharmacist reduced the absolute risk (ARR) of drug-related problems (DRPs) by 26%, 

and the prescription number needed to treat (NNT) was found to be 3.8. Additionally, for 

every 19 prescriptions reviewed by the pharmacist, a DRP that resulted, or potentially 

resulted, in clinical improvement in patient care was identified and resolved.

Part Two is developed from the experiences of Part One, and includes patients having drug- 

related consultations with the pharmacist in a general practice surgery. The consultations 

were followed by qualitative interviews to explore patients’ perception of the consultation, 

their beliefs about medicines and empowerment issues, and how this relates to information 

provided on medicines. The complexity of how these factors relate were analysed and an 

empirical model developed and described.

The pharmacist significantly reduced the number of repeat prescriptions with DRPs 

compared to the routine GP surgery procedure and was an effective method of solving 

DRPs, reducing risks and making significant clinical improvements to patient care. The 

study further recommends that pharmacists’ repeat prescription review must extend beyond 

prescription-based interventions and move towards a distinct pharmaceutical care 

programme. This includes pharmacists acting as dependentprescribers responsible for the 

continuing of patient care with the authority to adjust doses and dosage forms as 

recommended in the Crown report (1999) but also incorporates the model on patients’ 

beliefs about medicines to successfully implement interventions.
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PREFACE

The purpose of the work in this thesis was to explore problems with repeat prescribing in 

general practice and to investigate how pharmacists’ pharmaceutical knowledge can be 

utilised to improve the quality of prescribing to these patients. In addition, the purpose of 

the work was to improve and strengthen the collaboration between general practitioners 

(GPs) and pharmacists at a local level. Focus was placed on exploring the patients’ view 

of the repeat prescription service.

This thesis demonstrates how a systematic approach to repeat prescription review can 

improve health care services. The work represents a methodology for pharmacy to be able 

to document and support the expansion of the traditional pharmaceutical role in primary 

health care. The randomised control-trial design also emphasised the existing poor review 

of the repeat prescriptions which confirms findings in other studies: repeat prescribing is 

not a prioritised process in primary care despite its common use and influence on patients 

and prescribing budgets. Considering the high costs and high incidence of drug-related 

problems observed, pharmacists have outstanding opportunities to contribute with their 

pharmaceutical knowledge to improve health care services to the majority of patients 

receiving long-term medication.

The thesis also explores patients’ worries and beliefs about their medicines and the drug- 

information provided. It concludes that a pharmacist can provide services to support and 

empower patients to make informed decisions about their medicines. The findings also 

emphasise that stronger links between health care professionals is needed to provide a 

complete and integrated health service to the public.

This thesis is in ten chapters and in two main research parts. Chapter one, the introduction, 

describes developments and changing needs in public health care, how patients manage 

their medicine and disease, prescribing policy, history and problems with repeat 

prescribing, development of new pharmaceutical roles and GPs’ attitudes to extended 

pharmaceutical roles in primary health care. Repeat prescribing is increasingly used to 

prescribe medicines to patients on long-term medical treatment, but there is evidence that
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a regular review of the prescribing is lacking. Repeat prescribing also constitutes for a high 

proportion of the total prescribing costs in primary care. The lack of regular review is 

reflected in poor control and over-prescribing of medicines. It also reflects the increasing 

workload on general practitioners, echoing both an organisational shift encouraging higher 

proportions of patients to be treated in primary health care, and an increase of the 

proportion of elderly in the population. The high proportion of repeat prescribing 

additionally mirrorsthe increased availability of medical treatments for chronic diseases and 

prophylactic treatments.

Chapter two describes the aims at the different stages in the research: the initial repeat 

prescription review and semi-structured interviews, the transition stage of improving the 

services, and the face-to-face consultations between the pharmacist and the patients 

followed by qualitative interviews with the main researcher.

Chapter three, materials and methods, describes the theory behind the methods used 

throughout this thesis. It gives a short introduction on the research process in pharmacy 

practice, methods of sampling, selecting between qualitative and quantitative approaches 

to research, design of interviews and questionnaires and consensus work. It describes data 

issues relevant to this thesis and quality assurance used when working with the data 

collected. The different methods of analysing quantitative data and J qualitative data are 

discussed and the purpose of all the people and organisations involved in the study is 

shortly described.

Chapter four, the pilot of the repeat prescription review and the semi-structured interviews, 

describes the initial work to design the study, its aims and objectives, the methods used, the 

results and discussion, and the changes that were made before the design was implemented 

in the main study. It gives an overview of the meeting with the health authority, the GP and 

the community pharmacist, the training of the community pharmacist and the main 

researcher and the meeting with the surgery staff. It also discusses inclusion criteria for 

repeat prescription review, the data collection and the methods used for the repeat 

prescriptions randomisation. The chapter also describes the methods for communicating
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with the general practitioner and the design of the interview questionnaire and the 

information leaflet.

The results of chapter four, the review of 44 patients prescribed 183 medicines, revealed 

that 12 (27.3%) patients had one or more drug-related problems (DRPs) with their repeat 

prescription. For one of the 12 patients, the DRP was highlighted immediately to the GP. 

The semi-structured interview schedule was tested on six patients and was very well 

received and understood. Regular meetings were found necessary to be able to 

communicate the interventions efficiently to the GP.

Chapter five, the main intervention chapter, comprises two sections: The repeat prescription 

review and the semi-structured interviews. The repeat prescription review had four main 

aims: to review and identify drug-related problems with repeat prescriptions, to resolve the 

DRPs in collaboration with the GP, to compare the DRPs resolved by the pharmacist to the 

standard surgery procedure and to develop a model for further improving the quality of the 

prescribing on repeat prescriptions.

The community pharmacist reviewed repeat prescriptions on 69 different days over two 

years and reviewed a total of 511 repeat prescriptions with a total of 3018 items. Drug- 

related problems were identified with 187 of the repeat prescriptions, giving a repeat 

prescription intervention ratio of 36.6%. The prescribed items with DRPs are described and 

discussed in relation to how community pharmacists can contribute with pharmaceutical 

knowledge to improve the quality of the repeat prescribing system. The method for coding 

and validating the clinical significance of the interventions is also described and discussed.

\
The second section of) chapter f i v e  focusses on the findings from the semi-structured 

interviews. The interviews had several aims: to investigate how patients manage their 

medicines and their satisfaction with the information provided, to study if they have other 

supplies of medicines, to study their satisfaction with the repeat prescription system, to 

study any worries about their illness or medication and finally to study attitudes to changes 

being made to their medication. In total, 58 patients prescribed 388 medicines were 

interviewed. The findings from the interviews revealed that the interventions had not been
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communicated efficiently to the patients. The interviews also revealed that the patients had 

DRPs which could not be identified without talking to the patient.

In chapter six, the findings in Part One of the thesis, that is chapter 4 and 5, is discussed in 

a broader context in relation to the literature and general trends in society. It discusses two 

main areas of interest materialising from Part One: the poor dissemination of the message 

about the DRPs to the patient and the patients own complex understanding of disease and 

the health care services provided. This produced the basis for suggesting and designing a 

pharmaceutical consultation in the GP surgery where the pharmacist could implement these 

factors when reviewing the patients’ medication.

Chapter seven. Part Two, the pilot of the pharmaceutical consultations in the surgery and 

the qualitative domiciliary interviews, describes the initial work to design the study, its 

aims and objectives, the methods used, the results and discussion, and the changes that were 

made before the design was implemented in the main study. It provides an overview of the 

development of the system for drug-related consultations (pharmaceutical consultations) 

between the pharmacist and the patient in the surgery which was designed in cooperation 

with the pharmacist and the GP. The questionnaire used to explore the effect of the 

pharmaceutical consultations and patients’ attitudes to health and medicines were 

developed based on experiences and issues raised in the semi-structured interviews in Part 

One.

The pharmacist counselled 4 patients in the pilot phase. Both patients for a control (4) and 

a trial (2) group were recruited for a domiciliary interview. However, the control group did 

not add or answer any additionally research questions, and this research design was 

modified for the main study.

Chapter eight, the main study for Part Two of the thesis, aimed to establish closer contact 

between the patient and the pharmacist to discuss drug-related problems and to explore 

patients’ views and understanding of their own medicines and health, as well as their 

perception of the value of a pharmaceutical consultation. The chapter describes the 

establishment of a model for pharmaceutical consultations with direct contact between the

26



___________________________________________________________________ Preface

pharmacist and the patient. It also gives attention to the exploration of patients’ perception 

of the pharmaceutical consultation as well as their understanding and beliefs of their own 

health and medication.

In total, the pharmacist had a pharmaceutical consultation with 45 patients. In addition, 

18 patients were successfully interviewed their homes. The findings from these are 

analysed and discussed. In particular, 15 medical themes emerged from the analysis of the 

qualitative interviews and these are exemplified with quotes and discussed in relation to the 

literature.

Chapter nine explores the complexity of the themes emerging from the qualitative 

interviews in chapter 4 and 5. The aim was to explore the correlations between the medical 

themes to illustrate how patients view themselves in relation to the health care services 

provided and their health care needs. This was done by looking for patterns and 

connections between the themes and describe and display these patterns and connections 

in a patient health care model. From this, a model is suggested on how pharmacists and 

GPs in collaboration might contribute to improve health care services for patients.

Chapter ten concludes with an overall discussion of the findings in Part One and Part Two. 

It discusses the consequences of implementing a repeat prescription review service and the 

benefits of introducing pharmaceutical consultations in a surgery. The results from this 

thesis recommend that repeat prescription review by a pharmacist is an effective method 

of improving the quality of the prescribing and makes significant clinical improvements to 

healthcare. It further concludes that patients must be actively involved when decisions are 

made about their medicines to successfully implement interventions to prescribing. The 

GPs views to these extended services are also discussed. The implementation for further 

work for pharmacists in primary health care is suggested.
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CHAPTER ONE

INTRODUCTION
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1.1 DEVELOPMENTS IN PUBLIC HEALTH CARE

1.1.1. Historical aspects of health care in Great Britain

The National Health Service (NHS) in Great Britain was founded in 1948 on the principle 

of how to assure health care for all. Pharmacy practice research is one of the most recent 

attempts to empower pharmacists to fulfil that principle and this thesis directly relates to 

that effort. The National Health Service Act 1946 (Glennester, 1996), a milestone act in 

government legislation at this time, included the following main features:

• The health service shall be run on a national basis and paid for by general taxation.

• All citizens can register with a family doctor of their choice and receive free 

treatment.

• General practitioners (GPs) will receive an annual payment from the state for each 

NHS patient who signs on at their surgery. In turn they have a duty to provide care 

for that person.

• Attendance at hospitals is free.

• Medicines prescribed by a GP can be collected from a pharmacy for free.

1.1.2 Changes in the population and the distribution of health care

In 1948 the NHS was welcomed by a population that up until then had limited access to 

medical care. However, soon after its introduction its spiralling costs began to catch 

politicians’ attention. Ever since, numerous reports have been written and new systems 

implemented to try and utilise health service resources better. Despite many attempts to 

rationalise the system, it seems that the money and resources provided are increasingly 

inadequate to deal with the public demand for health services.

The baby-boom after the second world, with the later reduction in the birth rates three 

decades later, has produced a skewed distribution between young and elderly in the 

population. Also, people are living longer due to a range of factors such as diet, 

vaccination and hygiene. Projections indicate that the world population of persons
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60 years and over will increase from 376 billions in 1980 to 590 billion in the year 2000 

(Belligan and Wiseman, 1996).

One way to contain costs is to make doctors more responsible for spending. The public’s 

satisfaction with the standards of the services in the NHS had dropped, and privatisation 

was encouraged to try and fill the growing vacuum of confidence. In the 1980s the 

Conservative government tried to do this by applying market economics to a sector that so 

far had been totally driven by public money. During their administration a local versus 

central control model was adapted from free marked economics. The result was that Health 

Authorities were divided into smaller and smaller working units. Today, under a Labour 

government, the strategy of decentralisation persists. Primary Care Groups (PCGs) 

(Bradley, 1998) have been introduced giving more autonomy to local areas. Health care 

to a local area is provided from a PCG which work from smaller, but more controllable, 

budgets. Hand in hand with this decentralisation process, recommendations to increase the 

efficiency and dynamism of the management system of the NHS has forced GPs to become 

more accountable for their budgets.

Within today’s NHS, patients are increasingly paying more for their prescription 

medication. The fee for each dispensed item has risen from £0.20 in 1979 to £6.00 in 2000. 

At the same time a new emphasis on self-care has been encouraged. A growing number of 

previous prescription medications are available as Over The Counter (OTC) medicines 

from community pharmacies, and a number of Prescription Only Medicines (POMs) have 

been deregulated to OTC medicines. Pharmacists have been promoted to the public as a 

person one should contact to advice and self-medicate on minor health problems. 

Politically, it is hoped that this should reduce the number of visits to the doctors and 

therefore the prescribing budget.

Recently, the White Paper, “Working for Patients” (Department of Health, 1989) 

recommended that patients should be given the autonomy to live in their homes, even if 

they needed health care. Long-stays in hospital were reduced. However, this required a 

change in the support system in primary care. As a result of the new legislation, patients 

were sent home to inadequate medical care, as the primary health care system was not
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prepared to respond to the increased demand for care services. Following this, 

communication links between primary and secondary care have had to be improved. In this 

context, pharmacists have been shown to be placed in an ideal position to improve 

information transfer to this group of patients (Duggan et al, 1998).

To understand recent developments in the working role of pharmacists, the history of 

pharmacy has to be seen in a wider perspective. The work of pharmacists follows and 

reflects developments in society. New developments in the pharmaceutical industry, the 

increase in the number of medicines available to the public, progress in research, and the 

increased expectations of the public to what medicine and technology can and do, all affect 

the way pharmacy is perceived and understood. The public demand access to medical 

information, and demand to be treated fairly.

The pharmacist’s role is also affected by public health reforms and the need to control 

public spending on health care. In recent years, a total new market of effective but very 

expensive drugs been introduced and great hopes to what medicines can cure have been 

created in the public. Expenses are high and with new technologies and medicines 

available the distribution of the limited resources for health care is widely discussed by 

politicians, patient organisations, hospital management, and local health authorities. 

Medicines and treatments available to extend peoples life expectations raise pivotal ethical 

issues as to whether treatment should, or ought, to be given.

1.1.3 Aim of the introduction

Pharmacy is affected by discussions and decisions made in the above institutions, and the 

remainder of this introduction will reflect on how these changes in society and health 

politics challenges pharmacy in primary health care. The introduction will focus on six key 

areas:

• Patients managing medicine and disease.

• Prescribing policy and challenges with prescribing.

• Evolution and debate on repeat prescribing.
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• Development of new pharmaceutical roles.

• Attitudes to extended roles in primary health care.

• Doctor-pharmacist inter-professional collaboration.

1.2 PATIENTS MANAGING MEDICINE AND DISEASE

I.2.I Public health policies

The World Health Organisation (WHO) has recognised and defined Health Promotion as 

a process of enabling people to increase control of their lives (WHO, 1994). Governments 

stress the damage that lifestyle and behavioural factors such as smoking, activity, salt- 

intake, fat and alcohol consumption have on health (MacDonald, 1996). Following these 

recommendations to a healthier life is not always an easy task. However, increased 

knowledge and awareness in the general public about the factors having negative effects 

on their health pose important questions. People can make choices to live a balanced 

lifestyle and to a certain degree prevent illness. Still, once a patient has contracted a 

lifestyle disease, it is seen as unethical to blame the patient for adopting an unhealthy 

lifestyle. But as resources within the NHS are limited an ethical discussion on where to 

prioritise the resources might in the future disfavour patients with self-inflicted diseases. 

For instance, smokers might be put last in the queue for treatments of lung cancer. The 

right to live the lifestyle one chooses will still be there, but if this causes the need for costly 

treatment, individuals might have to take greater economical responsibility for this than is 

the case today. The gap between what is possible to treat and the actual resources available 

will be an enormous challenge to the politicians and decision makers in public health in the 

future.

Research into the social patterning of health and illness is extensive, and an important 

aspect of the work has been on lay knowledge about health and illness. Popay and 

Williams (1996) suggest that the recent developments in social science is understanding of 

lay knowledge will change the research methods used and the way different professional 

groups cooperate. This should lead to an open debate in science and politics of public 

health research and be a challenge for all disciplines involved in public health research and 

the influence of lay knowledge.
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1.2.2 Compliance research

Compliance research has been one of the main focus areas in medical and pharmaceutical 

research into patients’ medicine-related behaviour. Compliance is defined as the extent to 

which a patient’s behaviour coincides with the medical or health advice given (Haynes, 

1990). Non-compliant behaviour regarding prescribed medication includes not cashing a 

prescription, taking none, less or more of the prescribed medication, or the taking of 

additional non-prescribed medicines (Malahy, 1999). Non-compliance is commonly 

observed in patients (Stephenson et al, 1993; Wiederholt et al, 1992), and decades of 

compliance research has provided little consistent information, except that patients do not 

take their medicines as prescribed. A combination of direct and indirect measures of 

patients’ medicine related behaviour provide the most ‘true’ picture of non-compliance 

(Morris and Schulz, 1992). Non-compliance as such is not a new phenomenon. As far 

back as 400 BC Hippocrates advised to “ keep a watch also on the faults of the patients, 

which often make them lie about the taking of things prescribed”.

Non-compliance as being dependent on demographic factors, the conditions of disease, 

psychological and social factors, the doctor-patient relationship and patient’s beliefs in 

health matters (Griffith, 1990) and as the number of self-administered efficacious 

treatments grows, the importance of understanding non-compliance increases. Some patients 

may also not even have their prescriptions dispensed (Beardon et al, 1993). The compliance 

rates for short-term self-administered therapies is said to decline to 25% or less for the 

completion of antibiotic therapy for acute infections (Stephenson et al, 1993). It is 

suggested that elderly people are more non-compliant than younger people (Ettinger and 

Freeman, 1981) and increased recognition of compliance problems for the elderly may 

significantly reduce the number of drug-related problems for a great number of patients as 

elderly consume most of the drugs prescribed today (Hammarlund et al, 1985). One way 

to reduce drug-related morbidity in elderly is to introduce regular review of their 

medication (Lindley et al, 1992).
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1.2.3 Patients’ beliefs and non-compliance

Reasons behind non-compliance have to be understood and studied from the patients’ 

perspective, and Home (1993) reports that there is an increasing recognition that patients 

make active decisions about medication based on their beliefs about illness and treatment. 

Home argues that we need a better understanding of patients’ perspective of illness and 

treatment, that is why patients adhere or not. Han and Sorofman (1996) discuss the fact that 

as time goes by, autonomy rather than patemalism appears to be getting more accepted in 

communication models. Behavioural research on compliance has shown that non- 

compliance is often based on rational, commonsense consideration and that patient 

autonomy will change the role of the professions. Rather than transforming patients from 

non-compliant to compliant patients, emphasis should be put on the importance of 

negotiation and accommodation of the doctor-patient relationship. This acknowledges the 

limitations of decision making based entirely on patemalism or patient autonomy, and 

trying to avoid a judgement of patients who are non-compliant (Lemer, 1997). Britten 

(1994) argues that patients’ ideas about medication have been paid less attention than the 

actual study of compliance and adherence, and that medicines are not an acceptable form 

of treatment in every situation. However Griffith (1990) states that GPs still have a long 

way to go before a model based on patients’ own beliefs and practical experiences with 

medication are generally achievable in general practice. Nonetheless, the way doctors and 

patients communicate is under continuous review. One attempt to discuss non-compliance 

has been to introduce a stmctured concept of “concordance” (Royal Pharmaceutical Society 

of Great Britain, 1997) invites doctors and patients to create a partnership where both sides 

contribute to decisions made about medication and treatments prescribed. In this 

partnership, patients’ lay beliefs about medicines should be consulted to balance any final 

decisions made.

1.2.5 Compliance and doctor-patient relationships

Non-compliance can be detrimental to the doctor-patient relationship and patient 

compliance is found to be strongly related to whether the patient thinkhe or she knew the 

prescribing doctor well (Ettinger and Freeman, 1981). If there is a gap in the doctor- patient
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relationship patients are unlikely to adhere to advice if it does not fit comfortably with their 

own beliefs or does not seem to be effective (Buetow, 1995). Even though patient 

participation in decision making has supposedly increased in recent years, empowering 

patients and doctors to improve patient outcomes and compliance has proven difficult. The 

key issue is communication. Makoul et al (1991) confirm that the doctors d o  not provide 

patients with treatment alternatives for their health problem. Interestingly, the patients 

reported to have discussed risks involved with the prescribed medication, where it had not 

been discussed at all. This lack of communication suggests an underlying assumption that 

there are no obstacles to compliance from the patient perspective (Murphy et al, 1991). 

This said, the optimal system for patient education is difficult as it requires a complex 

research strategy to evaluate the effect and the appropriateness of the information provided 

(Tolsma, 1993).

1.2.6 Compliance and the pharmacist-patient relationship

Information about medicines is not only given by doctors. Pharmacists are increasingly 

becoming aware of and responsible for providing the public with drug information and 

advise patients on compliance issues. Patients perceive pharmacies to have a 

nonthreatening atmosphere, and the pharmacy profession must respond to this by 

supporting rational drug information (Han and Sorofman, 1996), in particular to elderly 

people (Nuffield Foundation, 1986). However, pharmacists have also been criticised for 

not communicating well enough with the public, asking mainly closed questions about their 

medicines (Livingstone, 1996). Pharmacists have been found to need training programmes 

if they are to take on new and extended roles in primary care (Sanders and Brackley, 1996), 

and Kimberlin et al (1993) found that an education programme for community pharmacists 

on detecting drug-related problems in elderly patients was an effective method for reducing 

drug-related problems. However, education programmes on their own are not enough. 

Berardo et al (1994) argue, that pharmacists’ personalities, time they have available, how 

confident they are in communicating with the public and job satisfaction are all factors that 

affect how successful pharmacists are in identifying drug-related problems. Schommer and 

Wiederholt (1994) found that barriers to communication are lack of time and privacy, lack
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of patient motivation and inadequate private areas. In addition lack of pharmacist 

professionalism and awareness of patient background were considered barriers.

Patients experiencing problems with their medication do not always seek help from health 

personnel. Others do not know that some OTCs and brand name prescription medicines 

contain the same constituents (Williams, 1996). Although there is a focus on the doctor- 

patient communication link, pharmacists are the profession responsible for dispensing the 

prescribed medication to patients. The gap between the GP consultation and the time it 

takes until the medicines are dispensed gives the patient time to reflect on what was being 

said during the consultation with the GP. Han and Sorofman (1996) argue that the future 

course of pharmacy will be to manage the shift from product-oriented pharmacy to patient- 

oriented pharmacy, and one trend has been to offer pharmaceutical services outside of the 

community pharmacy. As an example, domiciliary visits by pharmacists made patients feel 

they had greater understanding of how and when to take their medicines. Patients found 

the advice to be beneficial, and the use of medicine charts increased compliance (Roberts,

1987). Pharmaceutical domiciliary services were found to particularly alleviate problems 

elderly patients had with multiple medication, but the increased cost of such a service is 

also recognised (Fairbrother et al, 1993). This confirms findings by Raynor (1992) that 

pharmacists can improve compliance through educating and informing patients, and by 

counselling the patients and simplifying their medication regimen. To take this further, a 

closer collaboration with the patients and the prescribers will ensure that the regimens 

reflect the patients’ individual need (Britten et al, 1995; Home, 1993).

The growing interest for pharmaceutical services follows hand in hand with the public 

demand for health care and improved availability of medicines and treatments. 

Furthermore prescribing policy has increasingly focussed on cost, as public resources are 

invested into health care. The influence of prescribing and prescribing policy is discussed 

below.
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1.3 PRESCRIBING POLICY AND CHALLENGES WITH PRESCRIBING

In 1996/97 the NHS spent around £42 billion providing health care services for the 

58 million people in the United Kingdom. This accounts for about 7% of the gross 

domestic product (GDP), and the spending is equivalent to the entire GDP of countries such 

as Greece or Norway. However, as a percentage of the GDP the UK came eighteenth out 

of 24 OECD countries in terms of the proportion spent on public health care (Appleby, 

1996). In 1996, the net ingredient cost of all prescriptions was £4.0 billion in England 

(Government Statistical Service, 1997) and of this an estimated £3.2 billion spent on repeat 

prescriptions.

Prescribing in medical terms can refer to numerous actions by a medical practitioner, 

spanning from the ordering of any treatment, the provision of advice, and referral of a 

patient to hospital to such chores as the issuing certificates for unfitness to work. The 

prescribing of medicines should therefore be viewed in perspective within the whole 

concept of medical care as only one of several aspects of the treatment a doctor provides 

to patients (Parish, 1973). The work in this thesis will focus on the prescribing of 

medicines. When the term prescription is used, it refers to a signed NHS prescription from 

a medical doctor for the supply of any medicine for a named patient (Crown, 1999). The 

prescription is, under normal circumstances, dispensed from a pharmacy.

1.3.1 Research into prescribing

Since the launch of the NHS in 1948, GPs’ prescribing patterns have been studied by 

numerous researchers (Bradley, 1991). The research into general practitioners’ prescribing 

behaviour began in 1949 when Dunlop et al (1952) conducted a survey of the prescribing 

by general practitioners in England. By this time the newly founded NHS had taken over 

the responsibility for paying for patients’ medication and prescribing standards became of 

interest to more than just only the GP and patient.

Excessive prescribing (Anonymous, 1973; Steele et al, 1987) is well recognised as a 

problem. To control this the NHS has introduced policies to try to contain and encourage 

better prescribing practice. One of these policies is the utilisation of PACT data
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(Prescribing Analysis and Cost) which provides a detailed overview of all prescribed 

medicines from individual GPs. This statistic is used to identify targets for rationalising 

prescribing in general practice (Majeed^r <3/, 1997). Parish (1973) suggests that prescribing 

has to take into account the risks involved, the economics behind drug prescribing, the 

appropriateness and the effectiveness of the drug. However, the GPs’ workload is reported 

to be increasing, with less time spent per patient consultation (Hammarlund et al, 1985). 

This does not encourage nor create an environment for reflective and thorough review of 

prescribing.

1.3.2 Increasing pressures in primary care and the quality of prescribing

The increasing pressure on time and workload may have negative effects on the quality of 

prescribing. Bradley (1991) reviewed the literature on prescribing patterns and concludes 

that prescribing behaviour is a complex process arising from the net effect of all the 

decisions made by the doctors. However, GPs’ attitudes to review and change in general 

practice is reported to vary based on the patients’ reluctance to change and also the lack of 

initiative from the doctor’s side (Britten effl/, 1995). Nonetheless, Armstrong e ra /(1996) 

report that general practitioner prescribing is relatively stable over time, and general 

practitioners change their prescribing behaviour based on three models: through 

accumulation, the volume and authority of evidence; through continuity, where the change 

followed the willingness to change; and through challenge, following a dramatic or 

conflicting change.

To set up a working model for increased GP and pharmacist collaboration on prescribing 

issues, it is vital to understand how GPs see themselves and what problems they meet in 

general practice. General practitioners report increased workload following the reform to 

reduce hospital stays in secondary care (Pedersen and Leese, 1997) and Hayden (1996) 

argues that a shift in emphasis from secondary care to primary care requires the general 

practitioner to take on more work, work that was previously undertaken in secondary care. 

This will result in less time for the general practitioners’ role. By asking the GP to become 

too specialised in one or two areas within medicine could damage the GP s ability to be a 

generalist. Hayden calls for a contract defining the primary medical care services, health
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promotion and disease presentation expected from the practice population. He also stresses 

that nurses work to protocols extremely well, but have limited knowledge and training in 

identifying rarer conditions. The clarity about the role of practice nurses and nurse 

practitioners working in primary care urgently needs discussion.

General practice medicine has problems with recruitment. This is caused by low morale 

and additional stress added to general practice with the move from secondary to primary 

care. Proper training and funding is needed to achieve a successful primary care led health 

service where the general practitioners play a key role. To achieve a health care system led 

from primary care, all professions working in the NHS need to understand the strengths and 

limitations of primary care (Gladys, 1994).

Traditionally a general practitioner would work within one community area for a 

considerable length of time. More and more young doctors are working short term in local 

areas and continuity of care can no longer be taken for granted. Continuity of care has been 

viewed as a good thing for both the general practitioner and the patient but there is little 

supporting evidence that this makes any difference in patient care. Rather than seeing the 

same GP at every consultation, it is suggested by the British General Medical Services 

Committee that longitudinal contact between a patient and a GP is being replaced by 

continuity within the primary care team. For example, GPs, primary care teams, managers, 

politicians and the public need to develop a shared understanding of the strength and 

drawbacks of continuity. Patients do not prioritise seeing one specific GP as the most 

important factors of a doctor’s consultation but general practitioners find it important to 

have regular contact with the patient to get feedback on the treatment (Freeman and 

Hjortdal, 1997).

1.3.3 New categories of prescribers

Recently there has been many changes in the structure of the NHS. With the introduction 

of free market models of health care, the introduction of Primary Care Groups also 

challenge GPs freedom and monopoly of prescribing. Firstly the doctor is faced with a 

conflict between the clinical duty to patients and the targets and bonuses laid down within
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the contract of the Primary Care Group (Newdick and Hurwitz, 1998). Secondly, the " ~ 

, Crown report (Crown, 1999) introduces the possibility for other health care 

professionals to prescribe medicines, possibly one of the biggest challenges the medical 

profession has faced since the introduction of the NHS in 1948.

This trend to give new categories of health professionals the authority to prescribe 

medicines also follow an ongoing political trend to encourage self-medication and thereby 

reduce public costs of prescribing. In the last few years, a number of medicines have been 

deregulated from prescription-only medicine (POMs) to pharmacy only medicines (Ps). In 

practice this makes pharmacists responsible for prescribing suitable treatments for the 

patient. A few years ago, Spencer and Edwards (1992) found that only 11% of GPs agreed 

to pharmacists prescribing cimetidine, which is available as an OTC drug today. This 

exemplifies that there are inter-professional barriers between medical doctors and trust they 

have in other health care professionals. This issue needs to be addressed if pharmacists and 

other health care professionals intend to take over prescribing tasks.

1.4 DEVELOPMENT AND DEBATE ON REPEAT PRESCRIBING

1.4.1 Definitions and extent of repeat prescribing

About 400 million prescriptions were issued in England in 1992-93 at a cost of £2.4 billions 

(National Audit Office, 1993). In 1996, the net ingredient cost of all prescriptions was £4.0 

billion in England (Government Statistical Service, 1997). Repeat prescriptions have been 

found to comprise at least two-thirds of all general practice prescriptions and represent 

four-fifths of the total prescribing costs (Zermansky, 1996). Regular review of these 

prescriptions therefore becomes an important quality issue for the prescribing of medicines 

to the general public. Harris and Dajda (1996) estimate that repeat prescriptions accounted 

for 75% of all prescribed items and 81% of prescribing costs and that 48.4% of all patients 

were receiving repeat prescriptions. A common understanding of repeat prescribing is of 

prescriptions issued without a consultation to patients with chronic conditions. Since the 

definition of repeat prescribing is in some respects a bit vague, the statistics produced on
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the overall costs connected to repeat prescribing varies depending on the definition chosen. 

Repeat prescription have been given several definitions as exemplified in Table 1.1.

Table 1.1. Definitions of repeat prescriptions

Definitions Source

The issue of a prescription to a patient who has a 
long-standing condition for which regular therapy is 
required, and where no direct face-to-face 
consultation between the patients and the doctor 
takes place.

(Walker, 1971)

A prescription issued without a consultation. (National Audit Office, 1993)

The subsequent issues of prescriptions with or 
without a consultation.

(Reilly and Gilleghan, 1997)

[Prescriptions] issued without a consultation to 
patients on long-term treatment.

(Zermansky, 1996)

[Prescriptions] printed by a practice computer from 
its repeat prescribing programme in the course of one 
year.

(Harris and Dajda, 1996)

The National Audit Office estimate repeat prescriptions to be 57% (1998a) and 

50% (1998b) of all prescriptions issued, each estimate being dependent of the definition 

chosen. They recognise the problem of each estimate varying with the definition chosen 

and encourage health authorities to carry out more research on the extent of repeat 

prescribing and improve the control and review of repeat prescribing. In this thesis, repeat 

prescribing was chosen as a focus point for GP-pharmacist cooperation and the latter 

definition was considered most appropriate (Harris and Dajda, 1996). Only items under the 

‘repeat section’ were printed as request-forms for the patients and used for consecutive 

requests of repeat medication.

1.4.2 The process of issuing repeat prescriptions

Repeat prescribing constitutes a significant proportion of routine general practice work. 

Before the introduction of computers, a manual card system attached to the patients’ 

medical notes was recommended. The system was used both in general practice (Walker,
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1971) and in hospitals (Livingston, 1984). Manasse (1974) studied the characteristics of 

patients who received repeat prescriptions in three group practices. Only a small proportion 

of patients had not been seen by the doctor within the last year (5.9%) and 72% of those 

requesting routine repeat prescriptions had been seen within three months. The author 

argues that time could be saved by prescribing enough drugs for that period to reduce the 

need for repeat prescriptions to be issued in the meantime. Anderson (1980) found that the 

number of people prescribed diuretics or drugs acting on the cardiovascular system as 

repeat prescriptions had trebled from 1969 to 1980. Fifty-eight per cent of people taking 

medicines reported that at least one of the items they were taking were originally prescribed 

one year or more previously.

1.4.3 Lack of regular review and quality assurance of repeat prescribing

Zermansky ( 1996) examined repeat prescribing in 130 practises. By examining production 

of the prescriptions, management and clinical control, Zermansky found that most repeat 

prescriptions had no evidence of periodic review in a 15-month period. Many patient took 

tablets for years without any recorded clinical re-evaluation. The most disturbing 

shortcomings of repeat prescribing seemed to lie in the doctor’s domain and much of the 

repeat prescribing was not under adequate medical control. Further, repeat prescribing is 

wasteful, inefficient and potentially dangerous and has to be improved. However, a more 

strict control and regular medication review requires time and is expensive. With the 

proper training provided, alternative reviewers to doctors may be hospital clinical 

pharmacists and practice nurses. Involving a community pharmacist could possibly create 

difficulties in the attachment to a local practice. Even patients were suggested to be able 

to review their own medication as many patients with certain diseases are knowledgeable 

about their conditions and adjust their own treatment.

Most general practices have computers to issue repeat prescriptions. Repeat prescription 

records are reported to be complete and accurate in some medical areas. Inter-practice 

variation is also reported, though generally computer accuracy was reported to be high 

(Whitelaw et al, 1996). Using computer software to organise and print repeat prescriptions 

makes the process more efficient. However, it becomes less likely that the doctor will
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spend time thinking critically about each prescription. How well this process is managed 

has added a new element to the quality of repeat prescribing (Harris and Dajda, 1996). The 

medical profession has discussed the problem of repeat prescriptions, stating that the actual 

signing of the repeat prescriptions tends to be completed between finishing morning surgery 

and going on domiciliary visits. This is the time when the doctor is naturally ready for a 

break, and the GP often loses the opportunity to review the patients’ prescriptions and 

needs. This increases possibility of over prescribing, there may be increased costs 

following this and finally there are more likely to be errors in the prescribing (Drury, 1990).

Repeat prescriptions are intended for patients under long-term medical treatment. Parker 

and Schriber (1980) found that the most likely group of medicines to be prescribed as a 

repeat prescriptions were ‘night sedation’ (40%) whereas medicines for infections and 

‘one-off medicines’ were hardly prescribed as repeat prescriptions. Drury (1982) reviewed 

the literature published on repeat prescribing, and pointed out that although the repeat 

prescription system is criticised for increasing the likelihood of errors to occur with the 

prescription and lessen the doctors chance of identifying adverse reactions or interactions, 

there is no evidence that repeat prescribing is providing better or worse cafe for the patient. 

Other studies have pinpointed problems such as duplication of supply (Anonymous, 1973) 

and no review of long term psychotropic drugs (Dennis, 1979) on repeat prescriptions.

Reviewing prescriptions involves an extra effort, in particular if the patients have used the 

medication for a long time and the patients do not feel that there is any reason to change. 

Certainly, this may be true if patients change doctors, but continue to insist on medicines 

prescribed by the previous doctor. Britten et al (1995) studied this group of patients. Some 

patients reported that they would consider alternatives to the present medication, and that 

they would switch to another drug. Others were concerned that the new drug had to have 

the same effect as the old drug. The authors think this is reflecting that the patients would 

not change as patients reported to feel attached to the drugs they were familiar and relied 

on. Interestingly, their insistence to continue on “improper” medication (that is medication 

considered by their new GP not to be needed or with better alternatives now available) was 

reported to be as important as the properties of the medicine itself, and the patient 

continuing to take these improper medicines reflect that the relationship with the original
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prescriber was successful. The conclusions of the study highlight the importance of 

reviewing long-term mediation in a systematic way even if patients are resistant to change. 

It is suggested that community pharmacists are well placed to help with this process. In any 

case, the patient’s perspective needs to be included for an intervention on prescribed 

medication to be successful.

Based on the literature, there is a clear need for review of patients on long-term treatment. 

However, the studies seem to focus on the logistics of the review and issue process, and 

proper models for how to review the repeat prescriptions as a long term quality assurance 

has not been suggested. Both Britten (1995) and Zermansky (1996) suggest that 

pharmacists should get more involved in prescribing review. Traditionally, pharmacists 

have not been involved in reviewing medication, but repeat prescribing has become more 

common and patients are increasingly taking more medicines and more potent medication. 

Pharmacists’ pharmaceutical knowledge is needed both to comment on the quality of the 

prescribing and to contributing to better compliance. The next section in this introduction 

will take a step back and look at why and how new responsibilities have been introduced 

to pharmacy in primary health care.

1.5 DEVELOPMENT OF THE PHARMACEUTICAL ROLE

As mentioned earlier, the professional role of the pharmacist has changed tremendously 

from producing to mainly dispensing medicines. More people are taking medicines, both 

due to availability of medicines and due to an increase of the proportion of elderly in 

society. Patients have raised expectations and have become more critical to authorities. 

They demand to be actively involved in choices about medicines and treatments and are 

expecting more drug information.

The Nuffield report (Nuffield Foundation, 1986) was seen as a major contribution to 

encouraging an extension of pharmacists’ roles in health care. It proved successful both for 

hospital pharmacy and for setting up pharmacy practice research units at Schools of 

Pharmacy in Great Britain. It also recommends community pharmacists to get more 

involved in developing pharmaceutical services to the public. In retrospect, the Nuffield
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report influenced development in hospital pharmacy more than for community pharmacy. 

Still, in the following years there has been a continuous development in methods to both 

encourage and enable community pharmacists to play a more active role in primary health 

care.

Extension of traditional pharmaceutical roles have been encouraged by many authors and 

research papers. In particular, Hepler and Strand (1990) have made an impact by 

introducing the concept of “pharmaceutical care”:

“Pharmaceutical care is the responsible provision of drug therapy for the purpose 

of achieving definite outcomes that improve a patient’s quality of life.”

“Pharmaceutical care involves the process through which a pharmacist cooperates 

with a patient and other professionals in designing, implementing, and monitoring 

a therapeutic plan that will produce specific therapeutic outcomes for the patient. 

This in turn involves three major functions: (1) identifying potential and actual 

drug-related problems, (2) resolving actual drug-related problems, and (3) 

preventing drug-related problems.”

The extended role of the pharmacist now includes areas such as the provision of 

information to patients (Livingstone, 1996), additional verbal counselling in the pharmacy 

(Wiederholt et al, 1992), domiciliary visits (Beech and Brackley, 1996; Fairbrother et al, 

1993; Roberts, 1987; Williams, 1996), systematic review of medication (Remington and 

Hepburn, 1990) and keeping patient medication records in community pharmacies (Rogers 

et al, 1992). Pharmacists in primary care have also explored how they can use their 

pharmaceutical knowledge in general practice medicine such as reviewing repeat 

prescriptions in GP surgeries and rationalising prescribing and providing education 

programmes to the staff (Sykes et al, 1996).

Pharmacists have been asked to systematically collect documentation to estimate how many 

major prescription problems they identify and thereby contribute to improve the quality of 

the care delivered (Greene, 1995). Adverse drug reactions are common in patients taking
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medicines and the elderly are particularly prone to such problems (Hurwitz, 1969). Most 

of these reactions occur in community and only a few days after initiation of the medication 

(Martys, 1979). Although under reporting is common as GPs favour serious or unlabelled 

adverse drug reaction and those for newer drugs (Moride et al, 1997), pharmacists are 

generally neglected in large scale efforts to stimulate adverse drug reaction reporting at an 

international level (Fincham, 1989). If pharmacists are not involved in future research and 

policy, quality assurance on adverse drug reaction-reporting will remain a problem.

A number of studies have investigated pharmacists attitudes for taking on these new roles 

(Harding and Taylor, 1990; Mottram et al, 1995; Paes, 1983; Spencer and Edwards, 1992). 

Some pharmacists are quite pleased to be able to use more of their clinical knowledge in 

direct interaction with patients, while others are reluctant to leave the dispensing counter 

and interact with patients beyond the distribution of drugs and the provision of brief 

information to the patient.

Mottram et al (1995) conducted a survey to identify the pharmacists’ own perception of 

what the extended role includes. Pharmacists considered health promotion advice (90.3%), 

diagnostic testing (85.2%) and counselling on the use of medicines (72.6%) to be the three 

top definitions of the extended role for the community pharmacist. When asked if the 

future for community pharmacy depends on the adoption of the extended role by the whole 

profession, 40.3% of the respondents were neutral, disagreed or strongly disagreed. The 

authors conclude that the extended role must be conducted in close collaboration with the 

general medical practitioners to increase the likelihood of pharmacists being accepted as 

full members of the primary health care team. Young (1996) investigated pharmacists’ 

underlying views on patient communication. Pharmacists have only recently started to 

develop their role as a patient counsellor or consultant. By using qualitative methodology. 

Young gave pharmacists the option to express their ideas on patient counselling. It 

revealed that pharmacists had not reached a consensus on the purpose, processes and the 

outcomes of patient counselling.

It seems that pharmaceutical care as defined by Hepler and Strand is not applicable to 

community pharmacists in Great Britain. To various degrees, most pharmacists would
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argue that they provide at least part of what Hepler and Strand define as pharmaceutical 

care. The definition has been criticised for not being “new”, and also for being so radical 

that it becomes unachievable for both pharmacist and patients in the present setting. In 

addition, Strand gra/ (1991) follows this up by stating that patients’ expectations and needs 

are not throughly addressed in the original pharmaceutical care model. It is rather a model 

for pharmacists to state their “professional role”, where the profession defines 

pharmaceutical care according to what pharmacists do instead of what the patients need. 

They argue that the patient’s needs of pharmaceutical care, the risk related to 

pharmacotherapy, and the drug-related problems present need to be addressed thoroughly 

before the concepts of levels of pharmaceutical care can be developed further.

With changes occurring in many areas affecting pharmacy, the need for a theoretical base 

of pharmacy has been promoted (Brodie, 1981; Brodie et al, 1991). In spite of questions 

raised to whether pharmacy will incorporate its philosophy of pharmaceutical care into 

practice (Posey, 1997), Brodie (1981) points out that pharmacists’ shift from producing 

drugs to distributing drugs has changed the profession. In fact, he argues that the profession 

is weakened as production has not been substituted with something else. Although 

pharmacists have expanded their clinical role within certain areas, the majority of 

community pharmacists, and to some extent hospital pharmacies, have not taken up a new 

clinical role in health care. Without a clear ideological component in the professional 

paradigm, the task of constructing a theoretical base for pharmacy practice is extremely 

difficult:

“Does pharmacy practice have, in a historic sense, a mainstream component as have 

other professions? Has it had one only to lose to time, science, technology, and 

social change? Has it had one only to lose it to professional neglect, such as 

overindulgence in nonprofessional activities, or perhaps an attempt to serve the 

public on a part-time basis? Has it had one that in time has become some ill-defined 

in its outline that both practitioner and layman alike have difficulty in identifying 

the distinguishing marks?” (Brodie, 1981)
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Smith and Benderev (1995) describe characteristics of pharmaceutical care in primary, 

secondary and tertiary settings and provide a model to evaluate pharmaceutical services in 

relation to patient care. The authors argue that a rigid and well defined theoretical model 

will be useful to the pharmacy profession as it strives to meet its patient-care 

responsibilities in the future. Farris and Kirking (1995) discuss that pharmacists have 

various barriers towards extended patient counselling, both from a personal perspective 

where they are unsure of their own abilities and also in relation to reimbursement issues and 

what pharmacists believe they are paid to do. Certainly, the latter factor might provide one 

explanation for the slow implementation of pharmaceutical care found Ip the way 

community pharmacy is funded.

The present reimbursement system is commonly seen as a limiting factor in the adoption 

by the pharmaceutical profession of vital new roles in primary health care. At the same 

time it is uncertain how changes in the NHS will affect pharmacists (Curtis, 1996). Curtis 

predicts that there will be a continuous concern for the value of the money spent on 

pharmaceutical services and increased pressure on controlling costs. The funding of the 

pharmacies is connected to the dispensing of each item and therefore encourages the 

pharmacists economically to dispense as much as possible whereas spending time on 

information and patient counselling is not economically advantageous, at least not in an 

immediate way (Sheppard et al, 1995). The limitations the reimbursement system has on 

the development and implementation of pharmaceutical care has recently been discussed 

in a report “From Compliance to Concordance, achieving shared goals in medicine taking“ 

(Royal Pharmaceutical Society of Great Britain, 1997).

In the United States, “managed care” has been used as a term for methods used to contain 

the costs of prescribing. However Mosselinlos e t a l { \  997) report how managed care in the 

US has moved away from attempts to minimise the costs of care by reducing the amount 

of hospital care and the imposition of barriers to practitioner access. Rather, it is now 

giving more focus to patient satisfaction and evidence-based medicine. This trend may 

raise, rather than lower, the cost of health care, a trend that many health care economists 

fear. A report commissioned by the Royal Pharmaceutical Society of Great Britain 

discusses managed care and the implications for pharmacy in Britain:
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“Repeat prescribing is likely to be more closely monitored with increased emphasis 

being placed on safeguard to ensure that therapy continues to be appropriate. 

Regular review of medication will be required to avoid benign neglect of patients 

on continuing medication. This could have an important impact on pharmacy. [.] 

As local community pharmacies are the pharmacy arm of local primary care, 

advantages exist in bridging the gap between GPs and pharmacists through the 

provision of advice on prescribing practices in general and through independent 

patient medication monitoring” (Deloitte and Touche Consulting Group, 1996).

This manifests that pharmacists are encouraged to take a more active role in providing 

health care advice to patients and prescribing advice to doctors. But the way pharmacists 

are funded for dispensing drugs (Royal Pharmaceutical Society of Great Britain, 1997) and 

that fact that they are not present at the time when the prescription is written (Davies et al, 

1994) makes the development of new roles for pharmacists in primary healthcare difficult. 

When at the same time the profession has a restrictive attitude to taking on new roles 

(Mottram et al, 1995) the development of highly needed pharmaceutical services will take 

time. This problematic situation is further addressed by Barber (1995), who argues that 

pharmacists should act as a patient’s advocate, with less emphasis on costs. In an ideal 

world, yes, but considering the increase in public spending and the shortage of funds for 

health services, pharmacists probably have to increase the standards of prescribing as well 

as reduce the costs. The most efficient method of influencing physicians’ prescribing 

behaviour has been found to be through thoughtful interventions and one-to-one meetings, 

and the possible introduction of restrictive formularies (Pippalla et al, 1995). The attitudes 

to and extent of GP-pharmacist cooperation is discussed below.

49



Introduction

1.6 ATTITUDES TO EXTENDED ROLES FOR PHARMACISTS IN PRIMARY

HEALTH CARE

The need for a closer cooperation between health care providers in primary health care is 

rooted in the Government’s White Paper “Promoting better health” (Department of Health,

1988) including a statement supporting joint collaboration. As discussed earlier, the need 

for increased collaboration has also been described and recommended in the Nuffield report 

(Nuffield Foundation, 1986).

1.6.1 Conflicting views on cooperation between GPs and pharmacists in primary 

health care

Pelligrino (1975) reports that GPs feel threatened by other professions. Pharmacists and 

physicians are concerned with providing evidence of their power over disease, and meeting 

patients’ expectations that they will actually do so. By expanding their role and 

responsibility, pharmacists force a new relationship of collaboration with physicians. A 

growing tension among physicians was observed when the clinical pharmacists expanded 

their roles in hospital. Physicians feared medicine would disappear and be partitioned 

among new health professionals such as nurse practitioners specialising in specific fields 

of medicine, physicians’ assistants, and pharmacists. However, Pelligrino dismisses this 

fear, claiming that the physicians’ responsibility is clear. Physicians should be responsible 

for accurate diagnosis and selection of the drug regimen, albeit in consultation with the 

pharmacist. It is encouraged for pharmacists to move out of the pharmacy and closer to 

physicians in efforts to extend beyond the traditional roles of dispensing. An emphasis is 

put on pharmacist training, and this must be fostered and implemented in undergraduate 

studies.

Many conflicts of interest have been reported to affect the relationship between doctors and 

pharmacists. General practitioners wish to have pharmacists as a reliable and effective 

information source, whereas pharmacists expect to be consulted and to have opportunity 

to influence the GP s prescribing habits (Paes, 1983). The differences in views on 

cooperation may be an obstacle to develop a fruitful working relationship. Cooperation can 

take many forms and vary from sporadic telephone contact to highly structured
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consultations. The actual difference in attitude towards the content of the cooperation 

needs to be addressed by both professions. Paes suggests that if the GP break contact it is 

based on dissatisfaction with the information received from the pharmacist, while if the 

pharmacist breaks off the contact it is c^ed  by dissatisfaction of the structure of the contact 

and the pharmacist’s possibilities of influencing prescribing habits.

One way to increase communication between the two professionals is to physically 

integrate pharmacies in health care centres. When comparing inter-professional 

communication in health centre pharmacies to community pharmacies, it was found that 

pharmacists integrated with centres were consulted more frequently by general practitioners 

and other health care professionals than a matched sample of community pharmacists 

(Harding and Taylor, 1989b). Harding and Taylor (1989a) also report that although the 

responses from general practitioners were in general positive, some pharmacists appeared 

reticent to initiate the dissemination of their drug knowledge to general practitioners. They 

often waited to be approached by the general practitioners before making a contribution. 

General practitioners working closely with pharmacists developed a collaborative approach 

to health care. This finding is supported by Harris et al (1993). Doctors were positive 

towards pharmacists’ contributions in medical audit. However, the pharmacists had 

negative attitudes towards involvement in medical audit, and this seemed to be a 

considerable professional barrier. Sutters and Nathan (1993) studied how the industry 

could promote collaboration between community pharmacists and general practitioners. 

They suggest that pharmacists could be involved in monitoring and improving compliance 

through counselling and advice. On the other hand, the low response-rate of the study 

raises questionnas to what non-respondents felt about such extended cooperation.

1.6.2 Changing attitudes to interprofessional collaboration

Sheppard et al (1994) scrutinised the policies from the Department of Health and the Royal 

Pharmaceutical Society by examining the responses of community pharmacists, their 

managers, the Family Health Services Authorities (now Health Authority) and the Royal 

College of General Practitioners. They reported that within the new context of community 

pharmacy and primary health care, the pharmacist should be integrated as a member of the
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primary health care team. The authors discuss the possibility of professional 

interdependence in which doctors and community pharmacists would collaborate to their 

mutual advantage. Pharmacists would provide advice regarding prescribing strategies, and 

general practitioners delegate the treatment of some minor ailments to the pharmacy. It is 

argued that this will free general practitioners’ time to focus on targeted clinical areas as 

well as enhance the professional status of the pharmacist.

However, there is evidence (Spencer and Edwards, 1992) that practitioners may find it 

difficult to change their perception of pharmacists from a reactive dispenser of drugs to a 

pro-active monitor of patients drug use and providing advice on drug prescribing. A third 

of the general practitioners agreed with the view that “pharmacists should stick to 

dispensing”. Still, there has been a development in GPs views on what is acceptable to 

expect and accept from pharmacists extending their roles (Spencer and Edwards, 1992). 

Pharmacists are credited to take care of a limited number of activities, but Spencer and 

Edwards (1992) conclude that a thorough evaluation of new initiatives are necessary 

alongside changes in education and training to reassure general practitioners that any 

extension of the role of the pharmacist would benefit patient care and public health.

Sheppard et al (1994) report that to succeed with the newly recommended pharmaceutical 

services, doctors should accept an active working relationship between themselves and 

community pharmacists at the local level. The main potential obstacles to future 

collaboration were reported to include: perceptions of and attitudes toward each other; 

inter-professional rivalry and suspicion; problems with role definition, with doctors fearing 

their roles would be encroached upon or even eroded; and lack of trust. Tasks which 

received high levels of acceptance were domiciliary services, the issue of repeat 

prescriptions and reporting of adverse drug reactions. On the other side, the Royal College 

of General Practitioners did not agree to pharmacists performing tasks like diagnostic and 

screening services, deregulation of some medicines and the establishment of treatment 

protocols. The authors conclude that despite the clearly harsh views of the Royal College 

of General Practitioners, local pharmacist-doctor initiatives are beginning to emerge. They 

also conclude that this bottom-up approach is most likely to succeed in changing 

perceptions of the future role of community pharmacy and primary health care.
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Davies et al (1994) states that prescribing decisions are becoming increasingly complex. 

The question is whether the current system of prescribing represents the best way of 

capitalising on the interaction between doctors and pharmacists. The key problem is that 

pharmacists are not present at the time of writing the prescription, that is when all relevant 

information is available and the doctor’s attention is focussed on drug selection. The need 

to organise pharmacy services to grant pharmacists sufficient time for clinical work is 

highlighted. Also, the scepticism found in particular amongst senior medical personnel is 

pointed out.

1.6.3 Pharmacists taking a more active role in primary care

The GP makes a decision in what the patient needs based on the patient’s decision to seek 

medical advice, clinical proof of what the patient needs and empirical knowledge gained 

through experience and through his/her training as a GP in medical school. The GP will 

issue a prescription to the patient which the patient will bring to the pharmacy of choice. 

In the pharmacy the prescription will be dispensed by a pharmacist, some advice on how 

to take the medication might be given and eventually the patient will go home and take the 

medicine as prescribed, or choose to do as he or she considers appropriate.

Spencer and Edwards (1992) found that the majority of the GPs were in favour of 

pharmacist reporting of adverse drug reactions, but a majority were against pharmacists 

supervising repeat prescribing. Thus, there is a need for better communication and 

cooperation locally for proper evaluation of initiatives to extend the role of the pharmacist, 

and interprofessional obstacles need to be addressed to successfully extend pharmacists’ 

working area in primary health care.

Pelligrino (1975) points out that pharmacists should take a more active role in advising and 

cooperating with the GP to rationalise prescribing, and that pharmacists should take 

responsibility for educating patients on rational medicine use. Still, GPs might fear that the 

medical profession will disappear and nothing will be left after each of the related 

professions have taken over tasks that are now regarded as exclusively the role of
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physicians and will therefore be sceptical to pharmacists extending their roles into rational 

prescribing advice.

The extent of contact between the two professions and the influence pharmacists have on 

the GP’s prescribing is of interest, and although the pharmacists’ checking of prescribing 

errors is well recognised, it is not always appreciated. Jepson and Strickland-Hodge (1995) 

argue that inter-professional cooperation can reduce professional isolation and contribute 

to improved patient care and safety. However in practice the GP will only maintain regular 

contact with the community pharmacist if there is personal recognition that the pharmacist 

has a worthwhile contribution to make to more effective prescribing and patient care.

Practitioners with integrated health centres reported that pharmacists had a marked effect 

on their choice of prescribed medication including generic drugs, increased awareness of 

cost-efficient prescribing and helped promote considerations of drug compatibility and 

availability (Han and Sorofman, 1996). General practitioners also reported that pharmacists 

played a supportive role, in that they expected pharmacists to reiterate appropriate advice 

on instructions to patients regarding drug use. On the other hand, general practitioners 

without integrated pharmacies were more restrictive and some even expressed reservations 

about pharmacists providing information to patients. Taylor (1989) further reports that 

general practitioners appreciate the pharmacists’ legitimate contribution to the prescribing 

and dispensing process by acknowledging their skills and accessibility.

A smaller study (Burton et al, 1995) reported that a general practice did not find the 

pharmacist’s intervention threatening and that positive benefits were obtained by doctors, 

staff, patients and pharmacist. There has also been an overall increase of approvals among 

general practitioners for the extension of the range of medication that could possibly be 

prescribed as OTC medication by community pharmacists (Gladys, 1994). General 

practitioners from fundholding practices agreed to a slightly wider range of drugs being 

made available over the counter than practitioners from non-fundholding practices. The 

change of general practitioners attitude to agreeing to a wider range of drugs becoming 

available as OTC drugs is partly explained by the greater awareness of the cost of
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prescriptions to the NHS and the need for cost containment. This has made them more 

aware of the importance of the community pharmacist as part of a primary health care team.

1.6.4 Pharmacists working with prescribing issues

Practical work involving increased GP and pharmacist cooperation seems to be on the 

increase. Pharmacists have been welcomed by GPs as a helpful source of impartial 

information on prescribing. Sessional prescribing meetings based on specific targeted areas 

revealed that a closer liaison with community pharmacists was welcomed by the GPs and 

the prescribing patterns changed significantly after four joint GP-pharmacist meetings on 

for drug categories (Roddick et al, 1993). The positive effect from such liaison groups on 

prescribing is supported by Blenkinsopp et al (1993), but they also highlight that 

pharmacists lack confidence in their own knowledge and competence in the context of 

discussing practice matters with GPs and they need to develop their knowledge and 

competence in the context of discussing practice matters with GP’s. Pharmacists also need 

to update and deepen their clinical knowledge to give structured advice to prescribers. 

Patients benefit from information and the review and control of drug therapy improved 

through cooperation (McCreedy, 1997) and prescribing matters (Bradley et al, 1997). A 

study conducted with GP-pharmacists partnerships is described by Goldstein et al (1998). 

Patients with six or more ‘repeat’ medicines were identified by the GPs and the medication 

and the medical notes used by the pharmacists to review the medication. The pharmacists 

were given one day of training addressing the main problems they might identify such as 

duplicate medication, inconsistent quantities, side effects and interactions. The pharmacists 

discussed the drug-related problems identified with their ‘GP-partner’ and returned to the 

surgery three months later to review the medical notes and record which suggestions had 

been acted on. Only 32% of the problems identified were actioned, and the GPs acted upon 

only 56% of the identified problems they had agreed with. Goldstein et al conclude that 

the study demonstrated benefits of pharmacist and GPs combining experience to resolve 

specific issues and that patients care could potentially be improved. However, they had no 

system of practice to assess if this was the case. The percentage of drug-related problems 

resolved was low which seemed to be caused by little contact between the GP and the 

pharmacist. It is also a concern that only about half of unsatisfactory dose instructions and
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duplication of therapy were resolved within a three-month period. Although the authors 

argue that the time lag was too short, the GP was not the original prescriber or that patients 

were reluctant to change, one has to question if the pharmacists involved had been too 

vague in their communication of the consequences should problems be left unresolved. 

This short-time cooperation was not too successful and perhaps would have benefited from 

better follow-up of the drug-related problems. Long-term cooperation would have suited 

the GPs and the pharmacists better and also have improved the implementation ratio of the 

drug-related problems identified.

Community pharmacists routinely prevent potentially serious errors with prescriptions 

(Greene, 1995). One area of interprofessional cooperation would be to contribute with 

pharmaceutical knowledge of rational and cost effective prescribing. Pharmacist have 

monitored repeat prescriptions (Anonymous, 1987; Furber, 1993), provided prescribing 

advice (Corbett, 1995) and repeat dispensing services (Dowell etaU 1998) and liaised with 

GPs through working with repeat prescriptions (Davidson et al, 1997).

Prescribing advice on repeat prescriptions made pharmacists feel that they had enhanced 

their professional role and had gained recognition from other members of the primary 

health care team and as an independent source of information and advice (Corbett, 1995). 

Sykes et al (1996) described how a pharmacist facilitator recommended change to repeat 

prescription medicines and was proved successful in doing so. It was concluded that repeat 

prescription systems must be reviewed on a regular basis, and that the time required to 

introduce such programmes is considerable. The pharmacist was aware of the potential 

problem of criticising a GP’s prescribing and approached the review sensitively. It suggests 

that a local pharmacist may have advantages of already being familiar with patients’ 

medication histories, OTC preparations, and have knowledge of background compliance 

problems. Lack of time and training are recognised as problem areas for involving 

community pharmacists in repeat prescription review. It is also suggested that the 

pharmacist or the GP could have review sessions with the patient. This would provide an 

opportunity to discuss individual therapy and share experiences of caring for particular 

patients. Furber (1993) stresses that pharmacy is ready to operate a repeat dispensing
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services, and that community pharmacists are ready and able to counsel patients, to identify, 

discuss and resolve compliance problems.

One may wish to think that the continuous focus on repeat prescribing is caused by concern 

for the patients’ safety. However increasing costs related to prescribed medication has 

forced many health authorities to study the prescribing patterns of general practitioners in 

detail (Rees et al, 1993). Failure to adjust prescribed quantities to correspond with the dose 

was reported a problem in 1973 (Anonymous, 1973) and was addressed with a larger study 

by Rees et al (1993). The authors argue that receiving an equivalent number of days 

treatments for each prescription item should lead to increased compliance and to reduce 

confusion for the patient. The arguments about saving costs may be valid but the 

improvement of patient compliance was not documented. One study successfully showed 

that pharmaceutical care reduced medication costs and improved patient care in a hospital 

setting (Lobas et al, 1992). Knowlton and Knapp (1994) found that pharmacists receiving 

training spent more time with patients, initiated more requests for prescribers to change 

prescriptions, suggested changes to the medication more often and intervened to reduce the 

costs of drug therapy more often than a control group of pharmacists who had not received 

any training. Changing prescribing from brand to generic drugs has been shown to reduce 

costs as well as the introduction of fundholding practices (Dowell et al, 1995). However 

both latter methods of reducing costs seems to be most efficient in the initial phase with no 

further savings when prescribing or fundholding practices have operated for some time. 

Costs can also be cut by involving a pharmacist in a systematic prescription review in 

general practice (Wells, 1998).
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1.7 SETTING OF THE PRESENT STUDY

Historically pharmacists have been working within pharmacies occupied with dispensing 

and production of medicines. As both public demand, health policies and drug 

manufacturing has changed the need for pharmaceutical services has changed. Increased 

awareness of lack of compliance and the importance of patients’ understanding of 

medicines and disease has been brought forward. The shift of health care from secondary 

to primary care, parallel to increased proportions of the elderly in the population as a whole, 

has emphasized the need for extended pharmaceutical service to the public.

The problems with repeat prescriptions are well documented (Harris and Dajda, 1996; 

Zermansky, 1996), and further cooperation between health professionals is encouraged to 

tackle this problem. However the studies so far have been of short duration, based on little 

direct contact between the two professions or focussed on restricted therapeutic areas. 

Some have been multi-centre studies with higher numbers of GPs and community 

pharmacists involved. These have been particularly focussed around shorter meetings, and 

key message transfer for targeted therapeutic areas. None of these have lasted long enough 

to describe an everyday routine of repeat prescription review.

For this study, repeat prescribing was chosen as a target area for investigating a community 

pharmacist’s potential in improving the quality of repeat prescribing to a patient population. 

Through the randomised trial-control design of the study, the additional effect of having a 

community pharmacist reviewing repeat prescriptions compared to the regular review by 

the GP was measured. The effect of the collaboration was validated through direct 

feedback from the GP and the community pharmacist and the interventions were externally 

validated on the basis of clinical significance.
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CHAPTER TWO

DEVELOPMENT OF 

THE RESEARCH QUESTIONS
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2.1 BACKGROUND TO RESEARCH QUESTIONS

This thesis has two main parts, each consisting of a pilot phase and a main phase. Both 

parts are followed by a discussion of the findings where emphasis is put on discussing the 

results in a wider context. Repeat prescribing is described as an area where lack of regular 

review of the medication leads to patients taking medicines for a long time with no 

appropriate follow-up. Frequently patients take combinations of medicines. Even if each 

medicine is rightfully prescribed, poly-pharmacy does not necessarily benefit the patient. 

It becomes necessary to rationalise the medication as a whole, and not only rely on each 

medicine being appropriate to treat a disease.

Even though there has been several publications highlighting problems with over

prescribing and poly-pharmacy, the pharmacist in this thesis did not know what kind of 

problems he would identify with the repeat prescriptions. Indeed - if he would be able to 

identify any problems at all. For the pharmacist, this was a new experience, and it was with 

an open mind we approached the stacks of medical notes and repeat prescriptions in the 

surgery. It was a new working environment, the staff did not know what to expect of the 

review service and did not know quite which “box” to place us in. Indeed, the GP had 

never been directly confronted with questions regarding the quality of the prescribing 

before.

This thesis was an exploration of the repeat prescription system, GP-pharmacist 

collaboration in primary health care and patients’ understanding and management of 

medicines and disease. The research questions were developed from initially focussing on 

the repeat prescribing. Later they also came to include larger parts of patients’ need for the 

services provided. This followed naturally as the repeat prescription review revealed its 

weaknesses: patients have to be involved to successfully implement changes to prescribing.

Part Two of this thesis was developed based on the findings in Part One. However, all 

research questions are included in this chapter to provide an overview of the main questions 

asked. To grasp the full scale of the research questions asked in this thesis, the aims and 

objectives related to each chapter need to be examined.
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2.2 RESEARCH QUESTIONS FOR THE REPEAT PRESCRIPTION REVIEW

AND THE i SEMI-STRUCTURED INTERVIEWS

Part One consists of chapter 4: the pilot, chapter 5: the main phase, and chapter 6: placing 

the findings in a wider context. The research questions for Part One were as follows:

I. Are there problems with repeat prescriptions in general practice?

n. Can a pharmacist contribute to resolve these problems in collaboration with the GP?

in. Is the pharmacist more efficient in reviewing the prescriptions compared to the

standard surgery procedure?

TV. Should a model for further improving the quality of the prescribing on repeat

prescriptions involve pharmacists?

V. How do patients with repeat prescription medicines manage their medicines?

VI. Are they satisfied with the repeat prescription system?

Vn. What are their attitudes to changes being made to their medication?

Vm. Do they perceive any impact from the pharmacist on their repeat prescriptions?

2.3 RESEARCH QUESTIONS FOR THE PHARMACEUTICAL 

CONSULTATIONS AND QUALITATIVE INTERVIEWS

Part Two consists of chapter 7: the pilot, chapter 8: the main phase, and chapter 9: 

discussing the findings in context of the patients, the health care system and professionals 

working within it. The research questions for Part Two were as follows:

DC. Which drug-related problems must be resolved when the pharmacist has a face-to-

face consultations with patients?

X. How will this extended service be received by the GPs and the patients?

XL What are the patients’ views and understanding of their own medicines and health?

Xn. Can this research contribute to pharmacists knowledge of patients’ expectations and

need of pharmaceutical care?
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CHAPTER THREE

MATERIALS AND METHODS
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3.1 THE RESEARCH PROCESS IN PHARMACY PRACTICE

Research is a systematic and rigorous process of enquiry aiming to describe phenomena and 

develop explanatory concepts on theories. Research in health care requires a multi

disciplinary approach which works across traditional professional boundaries and takes 

advantage of a range of research techniques from both quantitative and qualitative, 

descriptive and analytical, research methodologies.

Bowling (1997) describes how health research has an important role in informing the 

planning and operation of services aimed at better health care provision. Health services 

research (or health system research) is ultimately concerned with improving the health of 

the community and the efficiency and effectiveness of the health system as an integrated 

part of the overall process of society’s socioeconomic development.

It is important to understand that research on health services in not isolated from social 

change, an issue often overlooked by scientists primarily trained in laboratories, whereby 

the traditional scientific ‘proof’ such as repeatability and reproducibility is studied in an 

ideal setting. Pharmacy practice is an example of an approach where the professionals have 

their roots in natural science, but where the research is now undertaken outside the 

laboratory. For students from a natural science background, entering into ‘real world 

research’ might not only seem frightening, but also ‘unscientific’. Conclusions are based 

on what people ‘say’, and compared to standardised models in a laboratory, they might not 

provide the same answers if the study is repeated.

The selection of research objects must follow strict control to make sure they are 

representative of the population if one seeks to generalise the results. If they are selected 

for a specific purpose where generalising is not an aim, this must be made clear in the 

methodology. The calibration of laboratory equipment is fundamentally different to doing 

research through communication. The personality of the researcher can also affect the 

results, and the researcher must be aware that he or she is now an instrument. Training of 

the researcher to increase awareness of their influence on the data collection is important.
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The principles of sampling, reliability, repeatability and analysis of the data, and the impact 

the researcher has, will be described in this chapter. Much is written on this topic, and 

rather than reproducing arguments of well-written books covering all aspects of ‘real world 

research’ in health care and society, the focus will be describing the methods and theory 

used in carrying out the research in this thesis.

3.2 RESEARCH METHODS

The choice of methods are based on the research questions and how these can be answered 

satisfactorily. Often, compromises have to be made due to the limitations in resources, time 

or money. However, the compromises should not restrict the research questions or the 

validity of the conclusions. Selection of an appropriate method or methods are usually 

decided early on in the project. Once made, the method may be difficult to change without 

restructuring the whole study. In this case, supplementary methods may be added if needed 

to add flexibility to the research process. In particular, flexibility is of value if initial 

findings raise new research questions that cannot be tested with the original method. For 

instance, this was the case in this thesis when quantitative and semi-structured methods 

were found to only partly explain patients drug-related behaviour, and a change in research 

methodology and thinking was needed to study patients drug-related behaviour in more 

detail (Chapter 6).

3.2.1 Method of sampling

Both quantitative and qualitative methodologies are used in this thesis, and the sampling 

for these two methods take contrasting forms. Sampling for quantitative research aims for 

larger numbers. Randomised sampling is often used to provide cases that can be compared 

or subjected to statistical tests. Randomised sampling follows strict criteria of allocating 

an object to a pre-set category, and is essential for the study to have external validity. If 

these criteria are followed, ongcan argue that for the sample studied, patterns or statistical 

significance for the sample is generalisable to the population as a whole.
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Sampling in qualitative research tends not to be random. Cases of particular interest, such 

as disease, medication, attitudes to a service, or some other common characteristic, can be 

purposively sampled. Often, a deeper understanding or exploration of a topic is of more 

interest than the generalisability.

A variety of sampling strategies are available, and a selection of sampling methods used in 

this thesis is described in Table 3.1 used. The table is adapted from Patton (1990) (Table 

5.5,p.l82-183).

Table 3.1. Sampling strategies

Type Purpose of sample Used in this thesis

Random
probability
sampling

Representativeness: Sample size is a function of population size and desired 
confîdence level.

Simple random 
sampling

Permits generalisation from sample to 
the population it represents.

Chapter 4 and 5. Randomised trial- 
control study.

Stratified 
random and 
cluster samples

Increases confidence in making 
generalizations to particular 
subgroups or area.

Chapter 5. Stratified random sampling 
for consensus questionnaire.

Purposeful
sampling

Selects information-rich cases for in-depth study. Size and specifîc cases 
depend on study purpose.

Criterion
sampling

Picking all cases that meet some 
criterion.

Chapter 4 and 5. Sampling repeat 
prescriptions with 3 or more items, and 
sampling patients more than 18 and less 
than 90 years for semi-structured 
interviews.
Chapter 7 and 8. Interviewing patients 
after consultation with the pharmacist.

Snowball or 
chain sampling

Identifies cases of interest from 
people who know that cases are 
information rich, that is, good 
examples for the study.

Chapter 5. Selection of two GP 
surgeries suitable to perform the 
consensus work.

Convenience
sampling

Saves time, money and effort. May 
have poor rationale and low 
credibility.

Chapter 5. Convenience sample of 
colleague pharmacists to reconfirm 
validity of interventions.
Chapter 5. Colleague pharmacists 
sampled for validation of coding frame 
from semi-structured interviews.
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3.2.2 Selecting between qualitative and quantitative approaches to research

Robson (1993) describes three traditional research strategies:

• Experiments which are concerned with the explanatory research.

• Surveys which are concerned with descriptive problems.

• Case-studies which are exploratory.

This is very much a general description, and Robson argues for the use of ‘hybrid’ 

techniques falling between these general research strategies. In particular this is of 

importance in real world enquiry where one commonly seeks potential usefulness in 

relation to policy and practice.

Robson also gives advice on developing a set of research questions and different 

approaches to sampling strategies. The importance of the personal and professional skills 

of the investigator in real world research is stressed. The ability to ask questions clearly 

and without bias, good listening skills, adaptiveness and flexibility to different situations, 

and having a grasp of the issues investigated are important skills, which must be learned 

and maintained. These personal abilities and capacities of the investigator are important, 

in particular related to validity (internal and external), generalisability, objectivity and 

credibility of the research undertaken. Some key issues related to the methodology 

applicable for this theses will be described below.

3.2.2.1 Randomised controlled trial design

The randomised controlled trial (RCT) is a classic experimental method used in clinical 

science, whereby the random allocation of the sample into two comparable groups allows 

the groups to be compared to the effect of an intervention or treatment. Due to the 

randomisation and sampling techniques the conclusion can be generalised.

As well as being a strong method for studying the effect of a drug, a treatment or an 

intervention, the method has been criticised when applied to health research. Bowling 

(1997) argues that the ‘double-blinding’ of the process is vital to avoid bias in the decisions
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made, but in practice this can be difficult to achieve. Also, the randomisation does not 

preclude the possibility that the population randomised may be atypical for the wider 

population of interest. Health care professionals who are willing to participate in RCTs 

may be unrepresentative of the rest of their profession. In some cases, the criteria for 

inclusion of patients in RCTs may bear little resemblance to the real world, which will 

affect the generalisability of the study. In addition, RCTs can be difficult to set up because 

there is professional resistance to them. For instance, some health professionals believe 

that it would be unethical to deny patients a new treatment or a new service, as it is believed 

to improve the outcome or the standard of treatment. In this study, there were some ethical 

dilemmas in the use of RCTs in Chapter 4 and 5. As a result, some patients were excluded 

from the randomisation process.

The lack of a tight and comprehensive control of RCT in ‘the real world’ is further 

discussed by Robson (1993). Random assignment, validity, ethical issues and lack of 

control over external variables may all bias or mask the effect of the intervention studied. 

Despite the many variable that can possibly affect the outcome of a RCT study, they 

possible have greater external validity, as they do in fact reflect the complexity of the 

factors affecting peoples lives. The awareness of the possible bias and confounding factors 

affecting the outcome of a study are therefore important to keep in mind when drawing 

conclusions from RCT studies.

3.2.2.2 Structured observation

Observational methods can be used to study the actions and behaviour of people in almost 

all thinkable situations people live and work. The technique is widely used in qualitative 

research fields such as anthropology and sociology. The theory of observation is a 

comprehensive field developed over years, and is recently described by authors such as 

Silverman (1997), Patton (1990) and Bowling (1997). Bowling describes observation as 

a research method in which the investigator systematically watches, listens to and records 

the phenomenon of interest. Objective observation requires training and systematic 

attempts must be made to reduce bias and errors throughout the research process. There 

is a potential for a reactive effect caused by the observer being present. How well the 

observer becomes integrated with the setting, and maintains awareness of the potential bias,
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is of vital importance to minimise the influence of the processes studied. Also, ethical 

concerns can be problematic, whereby the observer feels that he or she must intervene in 

cases where human life or safety are at risk, when this is not identified or resolved by the 

subjects under observation.

Observation can range from highly unstructured to highly structured processes, from so- 

called participant observation to structured observation. The observers role can be 

minimised by two main strategies: minimal interaction with the objects; or habituation 

within the group or the setting of interest. The time-span of observation can vary from less 

than an hour to several years. The major disadvantage of obser\'ation methods is that they 

can cause observational bias, such as intra- and inter-observer reliability (Robson, 1993).

In this study, two different settings used structured observation as a method. In Chapter 4 

and 5, the pharmacist was observed while he was reviewing the repeat prescriptions, and 

the pharmacist and the GP were observed at joint meetings. Structured tools such as coding 

sheets, a set agenda, checklists, control of randomisation, and emphasis on non

participation were stressed by the main researcher throughout the study period. In this way, 

the emphasis of the main researcher as an observer was made clear from the start, and the 

GP and the pharmacist had to adjust their behaviour accordingly.

3.2.3 Interview and questionnaire design

An enquiry involving humans should take advantage of the fact that they can tell us things 

about themselves. By asking people questions through interviews and questionnaires, and 

thereafter matching these responses with a variety of preset scales or tests, their responses 

can be recorded and analysed. A combination of these techniques, combined with 

observation methods, provide useful tools to study phenomena. Robson (1993) points out 

the two most extreme observational approaches: the self-completion questionnaire and the 

‘free-range’ interview with open-ended questions. However, the most commonly used 

approach is the semi-structured interview. This has clearly defined purposes but an inbuilt 

flexibility due to wording, order of the questions, and a combination of open and closed 

questions.
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For face-to-face interviews, probes and follow-up questions are accepted ways to deepen 

the response to questions, to increase the richness of the data, and to confirm the level of 

response desired. Again, the literature provides useful examples of how this can be 

achieved (Patton, 1990). Attention should be given to avoiding leading questions and 

revealing the opinions of the informant.

Questions are commonly distinguished by facts (what people know), behaviour (what they 

do) and beliefs and attitudes (what they think or feel). The responses to these may be 

biassed by factors such as memory, unwillingness to respond, the difficulty of an informant 

to explain a matter, or personal constraints the informant may have.

Patton (1990) describes how in questionnaires, the questions should be developed to answer 

the research questions and an emphasis placed on creating or generating a response in the 

person of interest. The way the questionnaire is worded is known to affect the response. 

The order of the questions might also be of importance. Different criteria applies to 

different questionnaires, whereby a combination of open and closed questions are used in 

semi-structured interviews or postal questionnaires, whilst open-ended questions are 

primarily used in qualitative interviews. Stress should be put on asking open-ended single 

item questions, in addition to clarity, phrasing and keeping questions neutral. Depending 

on the situation, a combination of open and closed question might be appropriate.

In this study three different questionnaires were constructed. A semi-structured interview 

questionnaire (Chapter 4 and 5), a structured postal questionnaire to evaluate the clinical 

significance of interventions (Chapter 5), and an open interview questionnaire for 

qualitative in-depth interviews (Chapter 7 and 8). The three different scenarios required 

different approaches to how the questionnaires were constructed, but still had some aspects 

of questionnaire design in common.

3.2.3.1 Planning and piloting

Planning and piloting allows design methods to be tested out and adjusted accordingly. 

Face-to-face questionnaires should be planned to elicit the clearest possible answers. It is 

recommended that face-to-face piloting should continue until the researchers are confident
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that the questionnaire requires no further changes. The pilot also serves as a check for 

potential interviewer errors, and a means to practice communication skills (Bowling, 1997).

Postal questionnaires should be clearly worded, have an appropriate form and wording, and 

be accompanied by a covering letter with the relevant information as well as encouraging 

the person to fill in and return the questionnaire (Bowling, 1997). An FREEPOST 

envelope may be provided to minimise the effort for the respondent and increase the 

response ratio. A variety of scoring methods can be used but preferably an externally 

validated method should be used.

Structured questionnaires are suitable for collecting unambiguous and easy to count 

answers, leading to a quantitative data analysis. This allows for large samples as the data 

is relatively easy to collect, economical and not too time consuming (Bowling, 1997).

3.2.3.2 Tape-recording the interviews and note taking

Tape-recording the interviews and note taking can have a limiting effect on some 

informants but it is usually not a problem in practice. The tape-recording increases the 

accuracy of the data collection, permits the interviewer to be more attentive and makes the 

conversation flow more easily. However, it is recommended to take some notes alongside 

the interviews, firstly because it may help the interviewer to formulate the next question and 

secondly because it facilitates later analysis. In addition, the patient may be confused if no 

notes are taken and therefore the importance of what he or she say is never emphasised, or 

being perceived as of enough importance to be written down (Patton, 1990).

3.2.3.3 The effect of a face-to-face interview

Patton (1990) emphasises that interviews are interventions, and that they may affect people. 

The interview does not only supply the researcher with information but may in progress 

also create new information for the patients on their own thoughts, feelings and knowledge. 

After an interview they will know more about themselves than they did before, as 

interviews guide them through topics which they might not have previously been aware 

they had feelings or thoughts on. Some people may make confessions during the interviews 

and the researcher needs to have an ethical framework for dealing with such issues.
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Sometimes when difficult aspects in patients’ lives are raised, they might ask for advice. 

Dealing with this in relation to problem solving, confidentiality and facing the limitations 

of the researcher’s power are important ethical questions. Patton suggests that providing 

advice of where to obtain more information or help might be useful. A disadvantage of a 

face-to-face interview is that they are time consuming, and if unaware, the interviewer can 

impose bias by his or her behaviour.

3.2.3.4 Non -response

The decision to conduct face-to-face interviews may cause some non-response. Patients 

might choose to not answer the telephone or reply to letters, or may directly refuse to 

participate as they are frightened of what such an interview entails. These may affect the 

response-ratio and needs to be taken into account during analysis. Different methods for 

increasing the response are suggested by Bowling (1997), whereby appearance of the 

interviewer, repeated calls to non-responders, and letters and remind-calls can be actively 

used to top-up the recruitment.

3 2.3.5 Semi-structured interviews

Semi-structured interviews should be more flexible than structured questionnaires. As an 

interviewer, the list of questions is pre-set, often with prompts, but has a flexibility in which 

order the questions are asked. Often the initial topic is guided by informants’ responses. 

This interview technique was used in Chapter 4 and 5 for patients which had drug-related 

problems identified with their repeat prescriptions.

3.2 3.6 Focussed qualitative interviews

Within qualitative interviews there is a range of possible approaches. Some are more 

therapeutic, such as where the agenda is solely set by the informant. Others take the 

approach which allows people’s views and feeling to be expressed but where the informant 

has control of the topic or topics to be covered. Probes can be used to encourage the 

informant to express the topics of interest in more detail. This is known as a focussed 

interview or qualitative interviews (Robson, 1993) and are used to investigate particular 

situations, phenomenon or events where the informant has been involved. The interview 

focusses on important aspects, the meaning of them and the effect it had on the involved.
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Selected patients had a pharmaceutical consultation (drug-related consultation) with the 

pharmacist in the GP surgery, and some of these were targeted as candidates for a focussed 

qualitative interview (Chapter 7 and 8). The informants were encouraged to express 

themselves openly, but prompts were used to keep focus within a set framework of health 

issues and the perception from the pharmacist consultation they had in the surgery. The 

interviews were transcribed and used for a deeper analysis of patients’ perception of health 

services, empowerment issues and beliefs about medicines.

3.2.4 Consensus work - General use of Consensus Methods

Consensus methods are used to establish a consensus in areas of uncertainty. This might 

be an area of clinical and health policy where definite evidence about effectiveness and 

appropriateness of health care interventions are needed (Bowling, 1997; Hunter and Jones, 

1996). The three main methods described in the literature are:

• Nominal^oup Techniques.

• Consensus development panels.

• Delphi technique.

Each of these methods can be used on their own or in combination. The methods aim to 

produce quantified estimates of a consensus through the use of a mixture of quantitative 

and qualitative techniques.

There are strengths and uncertainties connected to the use of any of these techniques. A 

central concern is that the participants selected are not representative of the whole research 

population targeted. Jones and Hunter (1996) acknowledge this as a weakness of consensus 

methods but report that problems can be overcome by using a different mixture of 

participants in further panels. They also report that doctors taking part in expert panels 

have been shown to be representative of their colleagues and conclude that the results of 

these exercises should be interpreted with caution and tested for their validity against 

observations.
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3.2.4.1 The Nominal Group Technique

The nominal group technique uses a highly structured meeting to gather information from 

relevant experts about a given issue. It consists of two rounds in which panellists rate, 

discuss and then reconsider the series of items or questions. The method was developed 

in the United States in the 1960s and has been applied to problems in social services, 

education, governments and industry. In the context of health care, the method has most 

commonly been used to examine the appropriateness of clinical interventions but has also 

been applied in education and training, practice development and identifying measurements 

for clinical trials.

A nominal group meeting is facilitated either by an expert on the topic or credible non

experts. The following structure is suggested as a possible model (Hunter and Jones, 

1996):

• Participants spend several minutes writing down their views about the topic in

question.

• Each participant, in turn, contributes one idea to the facilitator, who record it on a

flip chart.

• Similar suggestions are grouped together, where appropriate.

• There is a group discussion to clarify and evaluate each idea.

• Each participant privately ranks each idea (round 1).

• Ranking is tabulated and presented.

• The overall ranking is discussed and re-ranked (round 2).

• The final rankings are tabulated and the results fed-back to participants.

The method can be customised and conducted as a single meeting or with the first stage 

conducted by post followed by a discussion and re-rating at a face to face meeting. Some 

nominal group meetings have incorporated a detailed review of literature as background 

material for the topic under discussion (Hunter and Jones, 1996).

3.2.4.2 Consensus Development Panels
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A panel of experts in a particular field is brought together to discuss a specific topic, 

usually with the aim of improving understanding of an area or developing a consensus. A 

facilitator is required to conduct the panel. The method can be expensive, depending on 

the level of payment demanded from the experts. To get more people to meet at one time 

also requires a high level of organisation (Bowling, 1997).

3 2.4.3 Delphi technique

The Delphi technique is based on posted questionnaires, using open-ended questions in 

order to obtain ideas or attitudes of a number of people. The method includes cycles of 

feedback by post. For example, experts may be sent a questionnaire containing several 

open-ended questions about their ideas and experiences of the topic in question. Their 

responses are compiled into a questionnaire under a limited number of topic headings or 

statements which are then recycled back to the experts. They are asked to rank their level 

of agreement with them. The rankings are then summarised in another questionnaire and 

fed back to the participants, who are asked again to rank their level of agreement. These 

re-rankings are analysed to assess the level of consensus (Bowling, 1997).

In this thesis, a consensus method was used to externally validate the clinical significance 

of the drug-related problems found with repeat prescriptions. A modified Delphi technique 

was chosen as the most appropriate tool for this study based on the nature of the data and 

the resources available (Chapter 5).

3.3 DATA ISSUES

Most researchers use computer software-programmes to organise the data, something which 

has great potential for making work easier and the data more feasible. In this thesis, an 

IBM laptop and desk-top computer with Windows 95 and 98 was used with the following 

software installed:

• WordPerfect for word processing, version 8.0.

• Excel for calculations, version 7.0 for Windows.
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• Statistical Package for Social Sciences (SPSS) for statistical analysis of the data, 

version 7.5 for Windows.

• Microsoft PowerPoint, version 7.0 for Windows.

• Qualitative Solutions and Research Non-numerical Unstructured Data Indexing

Searching and Theorizing (QSR NUD*IST) for analysis of qualitative data, version 

4.0 for Windows (Qualitative Solutions & Research Pty Ltd, Australia).

• Reference Manager for assisting the organisation of references. Professional

Edition, version 7.02.

• Inspiration, version 5.0 for Windows (Inspiration Software, Inc.).

The methods used for quality assurance of this process is described in detail below.

3.3.1 Preparation of quantitative data for coding and analysis

Collecting the data takes up a lot of the researchers time, but organising, preparing, 

processing and analysing the data will possibly take up even more time than the actual 

active data collection. This process needs to be firmly controlled and validated.

The data collected, either as paper-copies, notes, questionnaires or tape-recordings needs 

to be sorted and coded before analysis can begin. Quantitative data is normally transferred 

to a spreadsheet or a statistical software programme. The process includes coding, whereby 

a number is assigned to a category, a numerical value or a quote. For some questionnaires, 

the codes are pre-set, while for others questionnaires, the codes will be added as 

respondents add to the pool of existing codes. Interview data can either be coded from 

responses or notes during, or immediately after, the interview or coded from an audiotape 

if this is available. To partly or fully transcribe qualitative data can be very time 

consuming.

3.3.2 Verification of the codes

Bowling (1997) recommends that preferably two coders should independently code the 

entire data set. This is not always possible in practice and probably not always necessary.
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But at least some interviews or questionnaires should be coded independently to verify the 

validity of the codes that are assigned. In this study, the grouping of medicine interventions 

into broader categories and the coding of the semi-structured interviews were verified 

independently (Chapter 5) and similar medical themes emerging from analysing qualitative 

interviews were derived independently (Chapter 8).

3.3.3 Coding transfer sheets

Responses from an interview or questionnaire can either be transferred directly to computer 

software or coded via paper hard-copies. The latter was used in this thesis as part of the 

quality assurance process of the coding and the data entry process. The hard copy can 

either be integrated in the margin of the questionnaire or used alternatively as a separate 

coding sheet. Separate coding sheets simplify the data entry process in particular if 

questionnaires are several pages long.

3.3.4 Quality assurance of data entry to SPSS data editor

In SPSS, the data is organised in rows and column as on a spreadsheet. A row is classified 

as a case and a column as a variable, and every case and variable have a common cell. The 

cases consists of people, or in some cases medicines. The variables consist of a 

characteristic connected to the case, such as age, gender, strength of a medicine, etc. The 

variable can either be a string value which give a description of the case, or a numerical 

value which is either a number describing properties with the case such as strength, age, 

number of days, or a number connected to a description or category. The string or 

numerical values associated with a variable is called a label. In this study, SPSS was used 

to organise quantitative data from the repeat prescription review, from the semi-structured 

interviews and from the consensus work (Chapter 4 and 5).
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When data was entered to the SPSS data editor, four possible types of errors were possible 

as exemplified below:

• Type I errors occur when a nonexistent label-value, for example 95, is entered 

where the values 9 or 5 should be entered. These errors are relatively easy to 

identify if 95 falls outside the given range of values.

• Type II errors occur if 95 is entered when 9 and 5 were to be entered into two 

individual cells. This will normally be spotted by the person entering the data. 

Using a hard copy coding sheet will ease the process of entering data, and efficiently 

highlight the type II errors.

• Type III errors occur when the wrongly entered label-value is only one within the 

range of label-values accepted, causing no shift in variables when entered. This can 

be identified through persistent cleaning of the data.

• Type IV errors are dependent on a variable being coded in correctly by the

researcher. It may be that the variable is not coded at all, or that it is coded

incorrectly or unclearly, leaving the set of data incomplete. This error can only be

identified by recoding the data based on original notes and patient details.

In any data base system to which values are entered there is a risk of errors. To control this, 

the data base should be cleaned systematically. This can be performed by identifying 

deviation from the following entered values:

Missing values.

Blank cells.

Minimum and maximum values.

Valid and missing values.

Mean; median; range.

• Outlying values.

Type I errors can be identified as outlying values and Type II errors can be identified during 

data entry, because they shift the order of the variable entered. Type m  and Type IV errors 

are mostly dependent of the quality of the work inducted by the researcher and a random
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sample of cases need to be double-checked according to a set standard. After the initial 

cleaning, the statistical frequencies should be double-checked for errors.

In batch quality assurance, one possibility to check for random errors is to select the square 

root of the total number of samples (Benzton, 1960). Another option is to follow the 

European pharmacopoeia (Vol. 2) standard which recommends that samples greater that 

500, the number of items to be tested should be 2% of the total, or 20, whichever is less.

In this research, the first method was used to clean a sample of the data entered SPSS from 

the semi-structured interviews and the repeat prescription review data (Chapter 5).

3.4 METHODS OF ANALYSING QUANTITATIVE DATA

3.4.1 Statistics and Quantitative data analysis

Many books have been published on statistics. Some aim to investigate every tree and bush 

there is, whilst others promise an easy way out of the statistical jungle. With computer 

software available to do the statistical calculations, statistics has been made easy to 

perform, without necessarily demanding that the researcher has any deeper understanding 

of the mathematics behind the calculations or understanding the outcome. Problems arise 

when the actual data does not fit or correspond directly to the textbook examples, and this
/  41- V

may create uncertainty to whether the appropriate test or comparisons have been performed, 

or if the data is suitable for statistical tests in the first place.

Throughout this thesis, the theory of statistics was used for preparation, during data 

collection, and for analysis the data. Much thought was given to both sampling, 

measurement scales and internal and external validity of the data. The use of mean and 

median values (Howell, 1992) were frequently used to describe statistical characteristics 

with patients and medicines data, and frequency tables, aggregated data and multiple 

response frequencies (MRFs) (Bryman and Cramer, 1997) used to describe and analyse the 

quantitative data. Some statistical tests like the chi-square test and the Wilcoxon matched- 

pairs signed-ranks test were used during analysis.
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3.4.1.1 Chi-square test of the independence of two variables

The term chi-square has according to Howell (1992) two distinct meanings in statistics. 

One refers to a particular mathematical distribution without any necessary reference to the 

outside world. The other, and most commonly used, refers to a statistical test that has a 

resulting test statistic distributed in approximately the same way as the chi-square 

distribution. The latter one is often referred to as a Pearson’s chi-square.

Any two variables can be examined to whether they are independent of one another by 

organising the data in a contingency table. The relationship between one variable and 

another can be organised in the table according to the two variables and the ‘positive’ and 

‘negative’ outcomes in ‘cells’. The chi-square test compares the ‘observed frequencies’ (O) 

entered in the cells to their ‘expected frequencies’ (E). The ‘expected frequencies’ 

calculation is based on the row total (RT), the column total (CT) and the grand total (N) 

according to the formula:

Eij = (RT;)(CTj)/N

The data are arrayed along two dimensions, and this mean that i indicates the number of the 

row and j  the number of the column.

The formula is based on the assumption that the two variable are independent and therefore 

represent the null hypothesis (Hq). That is, these are frequencies we would expect if the 

null hypothesis were true. The formula for the chi-square as a test of the independence of 

two variables is then given as:

f  = Z  ( 0 - E f

E
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The degrees o f freedom for tables are given by: 

df= (R-lXC-l)

where R is the number of row and C is the number of columns. We need to know the 

degrees of freedom before comparing the chi-square value calculated with the chi-squared 

distribution in a standard table (Howell, 1992).

3.4.1.2 Interpreting data from comparison trials

An alternative to the chi-square test to report the outcome of RCT research is the number 

needed to treat (NNT), in particular if the trial is a comparison to a standard treatment or 

procedure. The difference between the proportions with the outcome caused by an 

intervention or a new treatment (p^) and no intervention or a standard treatment (p^) is 

called the absolute risk reduction (ARR=pp^-pg). The NNT is the inverse of the ARR and 

is the estimated number of patients or interventions needed to be treated with the new 

treatment than the standard treatment for one additional benefit to occur, and can be 

obtained for any trial that has a reported binary outcome (Altman, 1998).

3.4.1.3 Reliability and repeatability

The Wilcoxon matched-pairs signed-ranks test is based on ranking all different scores 

without regard to the sign of the difference, then assign the algebraic signs of the 

differences to the ranks themselves, and finally sum the positive and negative ranks 

separately. It also incorporates information about the magnitude of the differences in the 

scores. The reliability of the scorers was tested in Chapter 5 using a Wilcoxon matched- 

pairs signed-ranks test (Bryman and Cramer, 1997) and was used to determine the 

reliability between the first and the second scoring round.
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3.5 METHODS OF ANALYSING QUALITATIVE DATA

The quantitative versus qualitative debate has gone on for a long time. Robson (1993) has 

emphasised the need to play down the differences. Both are valuable tools in research, and 

should be used where they appropriately answer the research questions. He also argues that 

qualitative data may be useful in supplementing and illustrating qualitative data. 

Depending if qualitative data is used as the only source of information, different depth of 

analysis is needed.

Irrespective of research methods, the main task is to answer the research questions. 

Different approaches to qualitative data reflect the different backgrounds of researchers. 

However, analysis of qualitative data requires clear and critical thinking by the researcher. 

Robson (1993) argues that although the “humans as natural analysts have deficiencies and 

bias corresponding to the problems they have as observers [.] adopting a more systematic 

approach will help to minimise these human deficiencies.” Emphasis on interpretation 

precludes reducing the task to a set formula where strict approaches are not suitable. The 

analysis can be based on the research questions and let these guide the direction of the 

analysis. Also, analysis can be based on a descriptive framework whereby themes or areas 

are explored to organise or select material.

The books written on the analysis of qualitative data basically conclude that all qualitative 

research is different, but at least they try to demystify the analysis of the data by suggesting 

some aids to analysis. Within these methods a lot of freedom is granted to the researcher.

A strategy for analysis minimises bias and ensures that the analysis is guided by the data 

under investigation.

/ ^  
Since the 1950s there has there been an explosion of the number of medicines available.

The development of scientific methods to develop and analyse medicines, combined with

the increased knowledge of physiology and pharmacology, has ledd to the possibility to

relieve and cure a number of diseases that previously caused early death. Somehow the

man-to-man knowledge of ‘natural’ remedies have swung over to form a new relationship,

that of the patient and the GP. The complexity of diagnostic tools and techniques has even
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made it possible to predict genetic linked diseases that will become apparent years into the 

future for that particular person.

With this complexity in mind, health research requires a broader perspective of the way 

medicines, researchers, health-professional and patients interact. Pharmacy practice is in 

many ways bridging the gap between ‘natural’ and ‘social’ science. Quantifying measures 

are not always suitable to study complex matters such as peoples’ behaviour, beliefs, 

thoughts and actions. Qualitative methods, on their own or in combinations with 

quantitative methods, are needed to develop an understanding of ‘how’ and ‘why’ people 

act as they do.

3.5.1 Aids to analysis

There is typically no precise point in qualitative research where data collection ends and 

analysis begins. Indeed, ideas about possible analysis may well occur at an early stage and 

notes made throughout the data collection period should support the analysis of the 

interviews. Qualitative data are often enjoyable to work with, as they contain ‘words’. 

From a natural science background, qualitative data has sometimes been described as 

‘unscientific’ and more a reflection of ‘common sense’. For qualitative data collection and 

analysis the investigator is recommended to record and continuously think and rethink 

through the whole study period. Robson (1993) for instance recommends: session summary 

sheets; document sheets, developments of coding categories, memos and interim 

summaries.

Coding of qualitative data implies discovering genuine categories: relating the categories 

to the contexts in which they occur, relating categories to each other, meticulously 

referencing the source of the categories, developing core categories, and relating all 

categories and subcategories to the core and discarding totally or largely unrelated 

categories (Robson, 1993). In this thesis a combination of some of these recommendations 

were used to analyse the qualitative data and the methodology is briefly described below.
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3.5.1.1 Computerised Data Processing

Computerised data processing may be helpful, in particular when the length of verbatim 

transcripts of the interviews should be managed (Patton, 1990). The computer program 

QSR NUD*IST assisted the researcher in this thesis in the analysis of the qualitative data 

to connect codes, themes, field notes and memos. From this, reports were produced in 

Chapter 8 to assist case analysis and cross-case studies.

3.5.1.2 Case analysis and cross-case analysis

Case analysis involves organising data by specific cases for in-depth study. The main 

purpose is to gather comprehensive, systematic and in-depth information about each case 

of interest. The information about each case should be as complete as possible including 

the interview data, observation data, impressions and statements of others involved. In this 

thesis the latter would include medical notes and oral comments from the GP and the 

pharmacist. Case analysis produced a readable, descriptive picture of a person and 

problems they had and were used to give the reader all the information necessary to portray 

insight into the complexity of the subject or person being studied and support more general 

findings. Quotations were extensively used to help the reader to understand the people 

studied.

Once all data on each case is complete and cleaned, Patton (1990) describes how a cross

analysis is a powerful strategy to analyse interviews. This involves grouping together 

answers from different people to common questions or analysing different perspective on 

central issues of the research taking place. This is particularly suitable for standardised 

open-ended interviews where answers from different people can be grouped by topics, even 

if the relevant data is not found in the same place in each interview. Both case analysis and 

cross-case analysis techniques are used to analyse and discuss the interviews in Chapter 8.

3.5.1.3 Inductive analysis

Inductive analysis means that patterns, themes and categories of analysis appear from the 

data. They emerge as a result of the analysis and are not always clear to the researcher 

before or during the data collection. Patton (1990) suggests that the researcher can use the 

categories developed and expressed by the people studied to organise presentations of
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particular themes. In addition, the researcher may also become aware of categories or 

patterns which the people studied did not directly express. The researcher may take this 

further and develop terms to describe these inductively generated themes. To do this, the 

researcher should look for patterns, categories and themes, but such constructions should 

be done with considerable care to avoid creating ideas that are not supported by the data. 

One way to make sure the findings are valid is to present the data to the people being 

studied. However, if the task of the researcher is to construct and explain patterns that 

appear to exist, but remain unperceived by the people study, the validity of the analysis 

should be tested with representatives with similar background as the researcher. Such an 

inductive analysis takes place in Chapter 9, where a constructed framework imposes a 

world of meaning reflecting the world of pharmacy practice and general medicine rather 

than the world of the patients.

3.5.2. Display of the data

Miles and Huberman (1994) suggest a variety of methods for the display and analysis of 

qualitative data. The methods used in this thesis were matrices, maps and charts. The 

methodology related to this is briefly described below.

3.5.2.1 Matrices

Matrices are two-dimensional displays where the rows represents one dimension and the 

columns represent a second dimension. For more complex analysis, both the rows and the 

columns can be subdivided to include additional dimensions to the analysis. Matrices have 

strict inclusion and exclusion criteria.

3.5.2.2 Maps and charts

Maps and charts are other, more visual representations to display qualitative data. As 

computer softwares are becoming more and more easy to visually manipulate, this is a 

powerful tool of display. This includes flowcharts, organisational charts and causal 

networks (cause and effect relationships).
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3.5.3 Drawing conclusions from qualitative data

Researchers performing qualitative research, working outside the established fields of 

qualitative researchers, will have to face criticism that qualitative research is unreliable, 

invalid and not generalisable. Multi-method approaches will generate both qualitative and 

quantitative data. The approach to qualitative data analysis has to be rigorous and 

systematic, as one of the major elements of bias is the researcher. Most qualitative data 

collection and analysis is done by one person only, which can lead to over-reliance on 

accessible informants, events and plausible explanations. One suggestion of how to draw 

conclusions from qualitative data is displayed in Table 3.2 below (Miles and Huberman, 

1994).

Table 3.2. Drawing conclusions from qualitative data - Tactics

Counting Categorising data and measuring the frequency of occurrence 
of the categories.

Patterning Noting of recurring patterns of themes.

Clustering Grouping of objects, persons, activities, settings, etc. with 
similar characteristics.

Factoring Grouping of variables into a small number of hypothetical 
factors.

Relating variables Discovery of the type of relationship (if any) between two or 
more variables.

Building of causal 
networks

Development of chains or webs of linkages between 
variables.

Relating findings to 
general theoretical 
frameworks

Attempt to find general propositions that account for the 
particular findings in this study.

Qualitative data collection may also involve quantification. Although this has been 

questioned in qualitative research, it is widely used to verify hypothesis. This is observed 

in qualitative publications where covert {some, many, common, rarely) or overt 

(frequencies) are used even though the total number of objects are not really suited for 

numerical analysis.
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3.5.4 The validity of qualitative data

Before the final conclusions of qualitative data analysis are rounded off, there are a few

factors that may help to add additional quality to the analysis and the conclusions drawn.

They include :

Internal validity

• The credibility of the study can be strengthened through prolonged involvement, 

persistent observations, triangulations, peer debriefing, and negative analysis or 

feeding the analysis back for conformations to the informants.

External validity

• This corresponds to the transferability of the results or the generalisability of the

study.

Reliability

• This includes the quality of the work and the systematic organisation on the study,

whereby the process followed are clearly, systematic, well documented and 

safeguarded against bias.

Objectivity

• This includes maintenance of objectivity whereby an independent person could

follow that of the researcher, and whether one can justify the findings and 

conclusions following this.
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3.6 PEOPLE AND ORGANISATIONS INVOLVED IN THE STUDY

3.6.1 The funding health authority and site of research

The study GP surgery is located in one of the 21 wards in the Camden and Islington Health 

Authority, which is responsible for meeting the needs of the 338^000 people living in the 

two London boroughs (Camden and Islington Health Authority, 1997). Non-white ethnic 

groups account for about 23% of the population in the borough, about 12% of the 

population (45 200 people) are aged 65 or over, and for people aged 85 or over there are 

three times as many women as men (Denman and Barker, 1998).

There are 227 GPs, 265 dentists and 115 pharmacists working in Camden and Islington. 

The Health Authority had an annual budget of £352 million (1996/97) with which to 

purchase hospital and community health services and general medical services. Primary 

and secondary care budget expenses accounted for 19 and 76%, respectively, and the 

remaining 5% were spent on management and other costs. Pharmaceutical services (drugs 

and dispensing fees) accounted for 44.5% of the primary health care budget, compared to 

40.6% on general medical services such as remuneration of GPs and practice expenses ( 

Camden and Islington Health Authority, 1997).

Within the boroughs there is great variation in the degree of deprivation, but by national 

standards, 70% of people in Camden and 100% of people in Islington live in wards which 

are among the most deprived 10% in the country. Other measures of relative deprivation 

are home ownership and access to a car among older people and, in the area of the study 

GP surgery, between 58-74% rent accommodation and between 73-82% of people of 

pensionable age are without access to a car (Denman and Barker, 1998).

Comparing data from a local Health and Lifestyles survey with a national survey, it is 

suggested that men and women in the district smoke more, are less physically active, are 

equally likely to report heigh blood pressure and drink less (Denman and McCarthy, 1997). 

The need for mental health services in inner London is high because the high levels of 

social and economic deprivation, which both create mental illnesses and attract mentally
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ill people, for example where homelessness is involved. However, the Health Authority 

deal with problems such as drug misuse, HIV infection, poverty, a high proportion of 

elderly and young parents on low income through encouraging nonsmoking programmes, 

support groups for HTV positive people, informing young parents about the realities of 

parenthood and support a ‘Health Bus’ with free and confidential information to young 

people. It also encourages schools to sign up to achieve health promotion targets and 

encourages more physical activity in all sections of the community.

The Health Authority has involved the community pharmacists and the pharmacy assistants 

in the area in regular training programs and in 1996, 35 pharmacists (31%) completed at 

least 60 hours of continuing education. It also encourages close cooperation between 

primary and secondary care and has a GP Commissioning Group that has advised the 

Health Authority on the implementation of a district-wide prescribing policy.

3.6.2 Description of the GP surgery

The GP surgery studied in this thesis was situated in North London had 4416 patients 

(48.6% female) registered in 1996. Patients older than 55 represented 18% (795) of the 

patients and these patients accounted for 54% of the total prescribing costs and received 

68% of the repeat prescription items.

For all repeat prescription items, females were prescribed 1.5 times as many items as males. 

The percentage of patients receiving repeat items increases rapidly with age from patients 

over 45 years, with patients in the 65-74 bracket having four times as many prescribed 

items on average as patients in the 45-54 age bracket. Patients in the 85-89 age bracket 

have almost 7 times as many prescribed items on average as the 45-54 age bracket (Figure 

3.1).

The GP surgery was a single handed practice with a relatively large number of patients 
registered with one GP. The GP was however assisted by a full-time long-term locum 
who did not participate in the repeat prescription review meetings.
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Figure 3.1
Annual number of prescribed repeat items per age group in the GP surgery
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3.6.3 Description of the study GP and pharmacist

The GP and the pharmacist were both in their fifties. The pharmacist had bought an 

independent pharmacy close to the surgery in 1993, and the GP had bought the surgery at 

about the same time. Before the start of the project they had met and spoken professionally, 

but had not the experience of working together apart from the contact one would expect in 

resolving prescription matters. The community pharmacist had no previous experience of 

reviewing repeat prescriptions systematically, nor experience with using the surgery 

software or reading medical notes.
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3.6.4 Administrative support

The main researcher received administrative support from the School of Pharmacy, 

University of London and from the pharmaceutical advisor at the Camden and Islington 

Health Authority. The main researcher was registered at the School of Pharmacy and had 

access to an office with the usual supply of stationary and telephone services. A mobile 

phone was provided to maintain regular contact whilst undertaking home interviews. Data- 

collection forms, tape-recorder and transcribing equipment was supplied by the School. 

Public transport was used when travelling to interviews and attending the GP surgery for 

repeat prescription reviews sessions.

3.6.5 Academic and practical support

Academic support was provided by an Academic Supervisor, a Senior Lecturer in Pharmacy 

Practice, and by selected attendance on parts of an MSc programme in Pharmacy Practice. 

In addition, two external courses in qualitative data collection and analysis were attended 

at Surrey University and Writing Skills improved by attending a course by the British 

Medical Association. Practical advice on working in a British GP surgery was provided by 

the pharmaceutical advisor in the Health Authority, who also gave support and an 

introduction to the set prescribing incentives of Camden and Islington Health Authority.
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AND SEMI-STRUCTURED INTERVIEWS
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Pilot Phase - Part One: Introduction and Aims

4.1 INTRODUCTION

The problems with repeat prescriptions such as lack of regular review (Zermansky, 1996), 

increasing costs (Davidson et al, 1997) (Rees et al, 1993) and increasing proportions of 

patients receiving repeat prescriptions (Anderson, 1980) is well documented. Doctors 

report having problems managing repeat prescriptions in a safe and effective way (Drury, 

1990; Price et al, 1986) and further co-operation between health professionals is 

encouraged to tackle this problem (Hamley et al, 1997). However the published reports so 

far have been of short duration (Goldstein et al, 1998) based on little direct contact between 

the two professions (Sykes et al, 1996), or focussed on restricted therapeutic areas. Some 

have been multi-centre studies with higher numbers of GPs and community pharmacists 

involved (Sykes et al, 1996). These have been particularly focussed around shorter 

meetings and key message transfer for targeted therapeutic areas. None of these have lasted 

long enough to describe an everyday routine of repeat prescription review. The problems 

with repeat prescribing are extensively discussed within the medical profession itself, but 

no long-term solutions have been found (Scott, 1985; Taylor, 1996).

For this study, repeat prescribing was chosen as a target area for investigating a community 

pharmacist’s potential in improving the quality of repeat prescribing to a patient population. 

The design of the study was initially tested in a pilot phase of 6 weeks and the experiences 

from this pilot phase will be described and discussed in this chapter.

4.2 AIMS

The pilot phase had three aims:

• To develop a method for the community pharmacist to review repeat prescriptions 

and identify drug-related problems (DRPs), if such problems existed.

• To establish a model to resolve the DRPs in collaboration with the GP.

• To develop a questionnaire suitable to explore patients’ perception of interventions 

made to their repeat prescriptions.
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4.3 OBJECTIVES

The objectives reflect the tasks leading to the fulfilment of the aims. The following

objectives were set for the pilot phase:

• To arrange a meeting with the health authority, the GP and the community

pharmacist to agree on the aims of the project and the need for support.

• To arrange a meeting with the health authority pharmaceutical advisor, the

community pharmacist and the main researcher for an introduction to the software, 

EMIS, that was used in the surgery.

• To arrange a meeting between the reception staff and the community pharmacist in 

order to inform them about the project and to assure the staff they were not being 

measured on performance or faults.

• To collect medicine and demographic pilot data from a repeat prescription sample.

• To review repeat prescriptions and identify DRPs with the prescribed medications, 

and develop a system to randomise these in a trial and a control group.

• To develop an efficient method of collaboration and communication between the

community pharmacist and the GP to resolve the DRPs.

• To construct and develop a semi-structured interview schedule exploring patients

perceptions of the intervention and of their prescribed medicines and illnesses.

• To test the semi-structured interview schedule through face-to-face interviews.

• Finally, to evaluate and develop the main repeat prescription review model and the 

semi-structured interview schedule according to experiences and feedback in the 

pilot phase.

The pilot phase consisted of three main sessions running parallel:

• The repeat prescription review in the surgery.

• Written and oral communications between the community pharmacist and the GP.

• Semi-structured interviews with patients.
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4.4 PILOT PHASE METHODS

Methods form the basis for how a study is conducted. For this study, the methods had to 

be developed and designed to fulfil the aims. All partners actively involved in the research 

were invited to take part in discussions and provide comments to the aims of the study, and 

encouraged to feed back views and experiences as the study progressed. Initially, a few 

meetings were held as briefly described below.

4.4.1 Meeting with the Health Authority, the community pharmacist, the university 

supervisor and the main researcher

A meeting was set up by the university supervisor to introduce the community pharmacist 

and the health authority pharmaceutical advisor to the main researcher. During the meeting, 

the research idea of reviewing repeat prescriptions was explained by the university 

supervisor. It was agreed that six weeks should be devoted to pilot the project.

The community pharmacist raised concerns that he was not confident that his clinical skills 

were up to date or sufficient to review the repeat prescriptions. The pharmaceutical advisor 

suggested to meet weekly in the initial part of the project so that he could give advice of 

clinical aspects related to prescribing.

4.4.2 Meeting with the health authority, the GP and the community pharmacist

The meeting aimed to introduce the different participants to each other, to introduce the 

repeat prescription review project, and to explain what was expected of each participant. 

The GP stated he was pleased to take part in the project, but raised concerns that it might 

be too time consuming and require a lot of extra work. As a response, the pharmaceutical 

advisor promised to provide extra financial support if the GP or the community pharmacist 

found any relevant courses they would like to attend.
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4.4.3 Training of the community pharmacist and the researcher

The Health Authority’s pharmaceutical advisor introduced the community pharmacist and 

the main researcher to the EMIS computer software programme used in the surgery. He 

gave examples of how to use the software to get information on present and past 

medication, how to see when and which of the doctors had initiated and prescribed the 

medicines, and how to perform statistical searches.

4.4.4 Meeting with the surgery reception staff

The community pharmacist arranged a meeting with the surgery reception staff through the 

surgery manager. An informal meeting was held in which the community pharmacist 

introduced himself and the main researcher, described the reasons for doing the project and 

stressed that he was not present to identify errors or mistakes made by the staff. The study 

was there to improve the quality of repeat prescribing to the patients. He stressed that a 

successful project was dependent on cooperation with the staff. In general, the staff were 

positive to the project and did not appear to be worried about having the community 

pharmacist present.

4.4.5 Inclusion criteria for repeat prescription review

For the repeat prescription review, the target population comprised patients receiving 

repeat prescriptions of three or more items.

For the semi-structured interviews, the target population comprised . patients between

18 and 90 years, with no reported current problems of violence, illegal drug use or presently 

on methadone prescriptions. The GP asked to be consulted . if there was any doubt to 

whether the patient would be appropriate to interview or not. The patients had to be 

English speaking as no funds were available for interpreters.
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4.4.6 Data collection

Data regarding patients’ prescribed medication were obtained from the surgery computer 

and the medical notes. The data included:

The patient’s Surgery Identification Number.

Age.

Gender.

Date of the repeat prescription review.

Drug-related problems with the medicines, if any.

The name of each prescribed drug.

The strength.

The dose.

If the patient gave consent to be interviewed.

Which group (trial or control) the patient was assigned to.

Random numbers were used to assign a repeat prescription to a trial or a control group. 

The findings from each review day were recorded, and the data from prescriptions with 

DRPs were transferred to a coding sheet, which served as a hard copy of all patient and 

intervention data.

In the pilot phase the DRPs were usually discussed with the GP on the day of the review, 

either through written notes or face-to-face meetings. All details of the outcome were 

added to the coding sheet.

For residential visits, the main researcher brought the coding sheet with relevant 

information on prescribed drugs, any DRP identified and any interventions already 

performed on the repeat prescription.

The reception staff were asked to collect data on the total number of repeat prescriptions 
with 3 or more items issued. Sheets to record this was placed in the reception area.
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4.4.7 Ethical approval, confidentiality and consent

The study was focussed around one health surgery and one GP. The funding agent for the 

project, Camden and Islington Health Authority, set up an agreement between the 

community pharmacist and the GP to co-operate on the repeat prescribing project. The GP 

gave the community pharmacist access to the repeat prescriptions, the medical notes, and 

provided . a computer password for the surgery data-base. The password was removed

when the project finished. No patient consent was needed for reviewing the repeat 

prescriptions in the surgery. Because the GP was in control of patient matters concerning 

the study, no Ethics Committee was approached.

The GP gave consent so that patients could be called from the surgery to arrange interviews. 

The patients gave oral consent on the phone, and in writing, to the main researcher 

(Appendix Al).

Patient names were not kept on computer files. The patients’ Surgery Identification 

Number was used as identification on all written documents such as coding sheets and 

interview schedules. Interviews were tape recorded if the patient gave their consent.

4.5 METHODS FOR REPEAT PRESCRIPTION REVIEW

4.5.1 Preparing the review session and the repeat prescription sample

The main researcher contacted the surgery manager in advance to arrange time slots for the 

review sessions. Usually, the review sessions took place in the manager’s office or in the 

surgery reception area. The main researcher sorted the repeat prescriptions into those with 

three or more repeat items (medicines), and those with two or one repeat items, and was 

present at all the review sessions in order to record the interventions made by the 

community pharmacist.
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4.5.2 The community pharmacist reviewing the repeat prescriptions

The Community pharmacist reviewed the selected repeat prescriptions with three or more 

items after they were issued by the reception staff, but before they were signed by the GP. 

Medical notes and the BNF were used during the sessions.

The community pharmacist looked for DRPs in general and spent considerable time getting 

to know how the computer software worked, how medical notes were written and reviewed 

the medical notes in depth. During the review, the community pharmacist would ask the 

main researcher for how some drugs were working, such as the pharmacological mode of 

action for ACE inhibitors, beta2-agonists and beta^-blocker.

If the pharmacist identified a DRP with a repeat prescription, he wrote a note describing the 

DRP and suggesting an intervention (Appendix A2) and attached this to the unsigned repeat 

prescription.

After the community pharmacist had reviewed the repeat prescriptions, they were assigned 

to a trial group or a control group by the main researcher. This was done irrespectively of 

whether a DRP had been identified or not. By not knowing in advance if the repeat 

prescription was in the trial or in the control group, all bias was avoided.

4.5.3 Repeat prescription excluded from randomisation
A

For a minority of the repeat prescriptions, the DRPs were of such a character that they were 

immediately highlighted or discussed with the GP. These repeat prescriptions were not 

randomised as leaving the DRPs unresolved would be unethical. For the analysis, this 

small cohort was kept separate.
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4.6 METHOD FOR COMMUNICATING WITH THE GP

The GP routinely reviewed and signed the repeat prescriptions in the lunch break after the 

morning surgery. He would then find a note from the community pharmacist attached to 

some of the repeat prescriptions describing the actual DRP and the suggested intervention. 

A description on how the repeat prescriptions were followed up in the trial and in the 

control group is described below.

4.6.1 Follow up of the trial group

The GP would routinely review and sign the repeat prescription, and take into account the 

intervention the community pharmacist had suggested. The GP could either agree or 

disagree with the interventions. In some cases he agreed, but the intervention was not 

actioned due to special patient concerns. The note with the GP’s comments was collected 

by the main researcher, who recorded and coded the outcome of each suggested 

intervention.

4.6.2 Follow up of the control group

The repeat prescriptions in the control group would not have any notes highlighting the 

DRPs. The control group served the purpose of comparing what the GP routinely 

intervened on to what the Community pharmacist identified as DRPs through the active 

repeat prescription review. Any interventions the GP made to the control cohort were 

recorded by the main researcher

Most repeat prescriptions in the surgery were issued with a 28 day medicine supply. Based 

on this, the set time interval for the control group was 28 days or one consecutive issue of 

the repeat prescription.

The repeat prescriptions in the control group go though the system with the DRP identified 

by the community pharmacist, in order to give the GP opportunity to identify and action the 

DRP the community pharmacist had identified on a patient’s prescription. After the set
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interval had passed, and the patient had received another issue of the repeat prescription, 

the main researcher registered any interventions were made to the repeat prescription in the 

control group.

4.6.3 Ethical follow up of the control group

If any remaining DRPs in the control group had not been identified by the GP, these DRPs 

were highlighted and discussed, and the outcome recorded. The ethical follow up of the 

control group did not take place in the pilot phase, as the six weeks assigned to the project’s 

pilot phase timewise did not allow for this. However, all DRPs were discussed, in time, 

with the GP.

4.7 METHOD FOR SEMI-STRUCTURED INTERVIEWS

4.7.1 The design of the interview questionnaire

The semi-structured interview schedule (Appendix A3) has three sections:

Medicines taken by the patient

• The medicines they were taking at present;

• When and how much they were taking;

• If they knew what they were taking the medicines for;

• If they had perceived any side effects caused by the medicines;

Perspectives on the use of medicines

• How they remembered to take the medicines;

• If they were responsible for taking their own medicines; and

• If they had any worries connected to the medicines or the disease.

Any perceived intervention on their medicines

• If they had perceived any changes in their prescribed medication; and

• If so, what their thoughts were on this change.
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Any observed or reported use of medicines that were obviously wrong or sub-optimal were 

commented on by the main researcher. This was done after the interview was over to avoid 

any bias in how the patient reported their use of the medicines. In some cases a note was 

written to the patient to assure optimal compliance, such as ‘blue before brown’ (asthma 

medication) and ‘dissolve aspirin in water’ (when swallowing dispersable tablets whole). 

Sometimes the patient asked for other personal favours such as reading a letter or making 

a cup of tea.

The patients reported which medicines they were taking, how and why they were taking 

them and if they had any side effects from the medicines. In addition, the interview 

schedule covered routines for taking medicines, use of other medicines not prescribed, 

medicines not used any more, how they perceive the repeat prescription system worked and 

if they had any worries about their illness and medication. The interviews were tape 

recorded and the recording was used to support any written notes taken during the 

interview.

4.7.2 Interviews

During the pilot phase of 6 weeks, patients were successfully recruited for an interview. 

This included both patients with and without DRPs. The community pharmacist attended 

the four of the six interviews. In this way he was available for support in case of any 

communication problems encountered by the main researcher. Also, a basic introduction 

to English courtesy was important and it was important to not be perceived as intrusive or 

rude.

4.7.3 Information leaflet

A patient information leaflet was designed containing brief information about the 

background of the project, why patients had been asked to be interviewed and how their 

confidentiality would be assured (Appendix A4). The information leaflet was designed 

with an emphasis on ‘plain’ English. The information given in the leaflet was approved by
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the GP. The patients were given a patient information leaflet on arrivai and the leaflet was 

also used for making notes clarifying specific compliance problems the patients had.
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4.8 PILOT PHASE RESULTS

4.8.1 Results of repeat prescription review

During the 6 week pilot phase, the community pharmacist reviewed repeat prescriptions in 

the surgery on 11 different days. The review sessions lasted from two to three hours. Each 

day, a range of 3 to 10 repeat prescriptions were reviewed. The number of repeat 

prescriptions available were greater than the actual number of those reviewed. A total of 

45 repeat prescriptions were reviewed in the pilot phase. This included one patient’s repeat 

prescription which was reviewed twice in a five week interval. Accordingly, 44 different 

patients were reviewed.

The data for age, gender and number of medicines are summarised in Table 4.1. Age and 

number of medicines are displayed in Figures 4.1 and 4.2.

Despite attempts to collect the number of repeat prescriptions with 3 or more items 
issued, it proved impossible to get the reception staff to record this on a daily basis. 
Numbers were either not filled in at all or they filled it in after patients had started 
collecting their prescriptions.
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Table 4.1. Pilot phase patient demographics

Demographics Frequency 
(Proportion) of 
reviewed sample 
(n=44)

Frequency of 
patients with 
DRPs

Age 0-4 years 1 (2.3%) 1

5-16 2 (4.5%) 0

17-25 1 (2.3%) 0

25-34 5(11.4%) 1

35-44 1 (2.3%) 0

45-54 4(9.1%) 0

55-64 6 (13.6%) 2

65-74 17 (38.6%) 5

75-84 3 (6.8%) 1

85-89 3 (6.8%) 1

90-h 1 (2.3%) 1

Gender Male 16 (36.4%) 5(41.7%)

Female 28 (63.6%) 7 (58.3%)

Number of 3 23 (52.3%) 7 (58.3%)
medicines per 
patient 4 6 (13.6%) 1 (8.3%)

5 10 (22.7%) 4 (33.3%)

6 2 (4.5%) 0

8 1 (2.3%) 0

9 1 (2.3%) 0

10 1 (2.3%) 0
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Figure 4.1 Bar chart to display the age groups of patients in Pilot Phase. n=44.

20

10 ■

c
(D
3

U-

V

Age groups of patients 

Figure 4.2 Bar chart to display number of medicines in Pilot Phase. n=183.
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For the whole patient cohort of 44 patients, the median patient age was 65 (3-93 years), and 

28 (63.6%) patients were female. A total of 183 medicines were reviewed. The number 

of items on the repeat prescriptions ranged from 3 to 10.

Of the 44 patients, 12 (27.3%) patients were found to have one or more DRPs with their 

repeat prescription. Seven were female and five were male. For one of the 12 patients, the 

DRP was highlighted immediately to the GP. This patient was therefore not subjected to 

randomisation into a trial or a control group.

The 12 patients with DRPs were prescribed in total 45 items: 7 patients were prescribed 3 

items, 1 patients were prescribed 4 items, and 4 patients were prescribed 5 items. Three 

patients had two DRPs with their repeat prescription. This gives a total of 15 medicines 

with DRPs.

The frequency of the prescribed medicines and DRPs according to BNF categories are 

displayed in Table 4.2.

Table 4.2. Frequencies of BNF categories for prescribed medicines

BNF chapter Frequency of medicines 
(Percent)

Frequency of medicines 
with DRPs (Percent)

Gastro-intestinal System 4 (8.9%) 0 -

Cardiovascular System 22 (48.9%) 7 (46.7%)

Respiratory System 9 (20%) 4 (26.6%)

Central Nerve System 2 (4.4%) 0 -

Infections 3 (6.7%) 2 (13.3%)

Endocrine System 3 (6.7%) 1 (6.7%)

Nutrition and Blood 1 (2.2%) 0 -

Musculoskeletal and Joint 
Diseases

1 (2.2%) 1 (6.7%)

Total 45 (100%) 15 (100%)
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The medication represented of 8 different BNF chapters, with cardiovascular, respiratory 

and gastro-intestinal drugs being most frequently prescribed.

Interestingly, DRPs were found in 5 of the 8 categories, showing that the pharmacist 

intervened on a range of different therapeutic areas. This included the cardiovascular 

system, the respiratory system, infections, the endocrine system, and musculoskeletal and 

joint diseases.

To further explore the identified DRPs, a description of the review scenarios with the 

intervention and the DRP is described in Table 4.3 and provides insight into how the 

pharmacist reviewed the repeat prescriptions and a description of the variety of DRPs that

were found.

Table 4.3 Description of medicines, DRPs and the suggested intervention

Patient demographics, 
medicines, strengths and 
dosage

Description of DRP and intervention

I. Trial group
Male, 71 years, 3 medicines
Gaviscon liquid, as directed. 
Co-proxamol, 2 qds. 
Amoxycillin 500 mg, 1 tds.

Supplying 30 tablets amoxycillin every month is not good 
prescribing. The pharmacist questions the appropriateness of 
intermittent use of antibiotics over a long period of time.

II. Trial group
Male, 65 years, 3 medicines
Cimetidine 400 mg, 2 tablets at night. 
Vitamin B, as directed.
Salbutamol aerosol inhaler, 100 meg, 
as directed.

The patient is overusing salbutamol, and the pharmacist 
suggests to introduce a steroid inhaler.

III. Trial group
Female, 67 years, 5 medicines
Glibenclamide, 2 morning. 
Co-amilofruse: (amiloride 2.5 mg and 
frusemide 20 mg), 1 tablet morning. 
Digoxin 250 meg, 1 od.
Aspirin 75 mg, 1 od.
Metformin 500 mg, 1 od.

Metformin is contraindicated in heart failure, with which the 
patient suffers. Suggests a review of the therapy.
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Table 4.3 Description of medicines, DRPs and the suggested intervention

Patient demographics, 
medicines, strengths and 
dosage

Description of DRP and intervention

IV. Trial group
Female, 58 years, 5 medicines
Aspirin 300 mg, one tablet daily. 
Salbutamol 2.5mg/2.5ml vials, 2 bd. 
Ipratropium bromide 250 mcg/ml

The patient is asthmatic, and the pharmacist suggests to 
reduce the dose of aspirin from 300 mg to 75 mg. The higher 
risk for asthma attacks could be minimized by lowering the 
aspirin dose.

vials, qds.
Amoxycillin 500 mg tablets, as 
directed.
Aminophylline slow release tablets. 
2bd.

At present, the patient is overusing aminophylline tablets. 
The pharmacist suggests to introduce steroid inhaler instead 
of aminophylline tablets to reduce chance of side effects.

V. trial group
Female, 61 years, 3 medicines
Co-tenidone one tablet daily: 
(atenolol 50 mg and chlortalidone

The pharmacist pointed out that supplying 5 different drugs 
for treating hypertension is not good prescribing, and 
suggested to the treatment to reduce the number of items 
prescribed.

12.5 mg) 1 tablet daily; co-amilozide 
1 tablet daily: (amiloride 2.5 mg and 
hydrochlorothiazide 25 mg). 
Nifedipine 20 mg, three tablets daily.

Also, Nifedipine is normally prescribed twice daily, and the 
pharmacist suggests to change dose from three to two daily 
doses to insure compliance.

VI. Trial group
Female, 3 years, 3 medicines
Trimethoprim suspension, as directed 
Salbutamol 100 meg aerosol 
inhalator, as directed. 
Beclomethasone 100 meg aerosol 
inhalator, as directed.

No exact dose is prescribed for neither trimethoprim nor 
beclomethasone. The pharmacist suggests to prescribe the 
recommended dose, and not only ‘as directed’.

VII. Acute action taken 
Male, 65 years, 5 medicines:
Digoxin 250 meg, 1 od.
Digoxin 62.5 meg, lod.
Salbutamol 100 meg, aerosol inhaler, 
as directed.
Co-amilofruse 5 mg. 1 od. 
Amiodarone 100 mg, 1 od.

The digoxin dose should be halved, as the patient is also 
prescribed amiodarone. There is an interaction between the 
two drugs.

VIII. Control group 
Male, aged 81, 5 medicines:
Digoxin 62.5 meg, 3 morning

Did not order digoxin, but has ordered them regularly for 6 
months. Unclear from medical notes if patient should stop 
medication. Suggests to call patient in for counseling.

Bendrofluazide 2.5 mg, 1 od 
Glyceryl trinitrate tablets, as directed 
Diltiazem 60 mg, 1 tds 
Flurbiprofen 50 mg, as directed

Flurbiprofen has been prescribed for a long time, but is still 
not issued as a repeat prescription, only as current 
medication. Suggests to make this drug a repeat prescription 
to ease work for the reception staff and to assure compliance.
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Table 4.3 Description of medicines, DRPs and the suggested intervention

Patient demographics, 
medicines, strengths and 
dosage

Description of DRP and intervention

IX. Control group 
Female, 68 years, 3 medicines
Ispaghula husk, 3 sachets every 
Monday.
ParacetamolSOO mg, as directed. 
Kalten: (atenolol 50 mg; amiloride 
2.5 mg and hydrochlorothiazide 25 
mg), 1 capsule morning.

Kalten is a very expensive drug, and the pharmacist suggested 
to change the medicine to a cheaper combination.

X. control group
Male, 28 years, 3 medicines
Beclomethasone 100 meg, aerosol 
inhaler, 2 puffs twice daily. 
Salbutamol 100 meg, aerosol inhaler, 
as directed.
Gaviscon liquid, as directed.

The steroid inhaler is underused by the patient. The 
pharmacist suggests to call the patient in for counselling.

XI. Control group 
Female, 89 years, 4 medicines:
Digoxin 125 meg, lod.. 
Diltiazem 60 mg, 1 bd. 
Co-triamterzine: 1 morning. 
Aspirin 75 mg, as directed.

No exact dose is prescribed for aspirin. The pharmacist 
suggests to prescribe medicines with the recommended dose 
to encourage compliance, and not only prescribe ‘as 
directed’.

XII. Control group 
Female, 93 years, 3 medicines:
Aspirin 75 mg, taken as directed. 
Glibenclamide 5 mg, 2 bd. 
Isosorbide dinitrate 20 mg, modified 
release tablets, 2 bd.

No exact dose is prescribed for aspirin. The pharmacist 
suggests to prescribe medicines with the recommended dose 
do encourage compliance, and not only prescribe ‘as directed’

od=daily, bd=twice daily, tds=three times daily, qds=four times daily.

The reviews were initially slow, but thorough. Each prescription was devoted considerable 

time and the medical notes inspected for discrepancies between prescribed medication in 

the notes and on the computer. Hospital letters were checked to confirm that repeat 

prescriptions had been updated and that medication stopped by the GP or the hospital 

consultants were no longer being prescribed. The computer records were used to check if 

the patient had ordered medicines, and if the medicines were over or under used.
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The 15 DRPs identified included the following categories.

• Dose alteration: The prescribed dose was perceived to be either too high with no 

added benefit, or clinically to be at risk for causing side effects.

• Period of supply: It was unclear if the patients should still be taking the 

medication, should not have been issued a repeat medication, or should have this 

medication added as a regular repeat medication.

• Counselling: Calling the patient in for counseling when it was unclear what 

medication the patient was or should be taking.

• Contraindicated or clinically not good prescribing: Sub-optimal prescribing was 

observed or prescribed medicines interacted with each other.

• Cost-related issues: Expensive branded medicines were prescribed, and a cheaper 

alternative was available.

• Adding a medicine: The patient would benefit from another medicine in addition 

to the prescribed medicines.

The variety of DRPs demanded knowledge of a broad range of therapies. The pharmacist

saw this as a challenge, and was eager to learn more about the newest prescribing policies

and how this could be used to improve the prescribing in the surgery. At this stage, it was

also time to take the GP on board.
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4.8.2 Communication with general practitioner

As described in the methods, the GP received a written form attached to the prescriptions 

in the trial group to highlight DRPs with suggested intervention? This was seen as 

the most practical solution as the community pharmacist reviewed the prescriptions before 

they were signed by the GP. The community pharmacist was not present at the time of 

signing, as this was also seen as unnecessary. The GP made a written note on the form to 

state what he had decided to do with the DRP.

Initially, these notes were not always detached from the notes and it was not clear to the GP 

that he had to make a written note in order to report his decision.

Three weeks into the project, an informal meeting was arranged with the community 

pharmacist, the GP and the main researcher. There had been problems with the GP not 

being clear to what the community pharmacist had meant by this interventions and the GP 

not being clear on writing down his decision. One suggestion to resolve this was that the 

main researcher should be present while the GP reviewed the repeat prescriptions. 

However, it was clear that this would be difficult if the GP asked the main researcher for 

an opinion on the DRP, as this would clearly bias the results. In order to solve the DRPs 

to everybody satisfaction, the GP and the community pharmacist had to sit in together to 

discuss the interventions in cooperation. A paper-based system did not work. For the main 

study, this meant that having regular meetings was the chosen method to discuss the DRPs.

Also, it came as a surprise to the GP that the community pharmacist would suggest 

interventions on such a large number of repeat prescriptions. More structured feedback was 

clearly necessary. The nature of the DRP demanded discussion and highlighted the need 

for a more structured approach to the follow up.

The following description of the outcome of interventions from the pilot phase are based 

on the interventions discussed with the GP at meetings in the Main Repeat Prescription 

phase, as it was felt the paper feedback from the GP was not reflecting if the GP had 

originally chosen to follow the suggested intervention or not.
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Note that only one of the DRPs in the control group was resolved by the GP. The others 

were, for ethical reasons, highlighted to the GP at meetings after the set control time 

interval had expired. For comparison, these are also included in parentheses in Table 4.4.
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Table 4.4. Description of outcome of the interventions

Randomised group and 
patient details.

I. trial group
Male, 71 years, 3 medicines

II. Trial group
Male, 65 years, 3 medicines

III. Trial group
Female, 67 years, 5 medicines

IV. Trial group
Female, 58 years, 5 medicines

V. trial group
Female, 61 years, 3 medicines

VI. Trial group
Female, 3 years, 3 medicines

VII. Acute action taken 
Male, 65 years, 5 medicines

VIII. Control group 
Male, aged 81, 5 medicines

IX. Control group 
Female, 68 years, 3 medicines

X. control group
Male, 28 years, 3 medicines

XI. Control group 
Female, 89 years, 4 medicines

XII. Control group 
Female, 93 years, 3 medicines

Outcome of intervention.
(For the control group, ethical follow up is given in 
parentheses.)

Conditional agreement.
The patient insists that he feels better on antibiotics, and the GP 
felt it was difficult refusing to prescribe it.

Conditional agreement
The GP had tried to introduce steroids, but patient was not taking 
these.

Disagree.
The intervention is clinically irrelevant.

Disagree.
Reduction of aspirin dose is clinically irrelevant.
The patient has irreversible, secondary polyserositis, so there is no 
place for steroid treatment.

Agree.
Nifedipine midday dose should be stopped. A letter was written to 
the patient to stop the midday dose, and to contact the surgery 
nurse to have blood pressure measured.

Disagree.
Prescribing the dose as ‘as directed’ is OK as long as patient 
understands how to take the medicines

Disagree.
The patient’s digoxin levels are under control and no intervention 
necessary

The pharmacist intervention went through in the control 
group

No change made in control time interval.
(Patient put on expensive drug by other GP, and no change should 
be made to the prescription.)

No change made in control time interval.
(The steroid inhaler has not been ordered, and should not be on the 
repeat prescription, so the GP removed the medicine from the 
repeat prescription.)

No change made in control time interval.
(Actual dose, not ‘as directed’, should be on the aspirin 
prescription.)

No change made in control time interval.
(Actual dose, not ‘as directed’, should be on the aspirin 
prescription.)
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4.8.3 Results of semi-structured interviews and interview routines

The objective of the pilot phase was to test the interview schedule. Six patients were 

recruited to test the interview schedule. Four of the patients were female, and the age range 

was from 61 to 68 years. They were in total prescribed 24 drugs with a median of 4 drugs 

(range 3 to 6). Four of the six patients had a DRP identified by the community pharmacist, 

and two had been reviewed but with no DRPs identified. Two of the patients were in the 

trial group, one in the control, and one in the ‘immediate attention group, as displayed in 

Table 4.5.

Table 4.5. Distribution of patients interviewed in pilot

Patient description Randomised group

Patient IE Trial group

Patient V Trial group

Patient VII Acute group

Patient IX Control group

Two patients with no DRPs Reviewed, but with no DRP. Both 
randomised to control group

The experiences from interviewing the six patient are reported below. In addition to testing 

the interview schedule, they gave valuable insight to patients’ experiences with taking 

medications.

The interview schedule seemed to work well. On the other hand, patients had other health 

problems they would like to resolve, such as to ask for explanations to rashes, why things 

from the hospital took so long and generally about matters that were not within the scope 

of the study.

Interventions made during the pilot phase included advice on dissolving aspirin in water, 

changing back to old washing powder to avoid rashes, changing labels on medicine from
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‘as directed’ to ‘one tablet in the morning, one tablet in the evening’ and moving medicines 

from one container to the original one.

4.8.3.1 Compliance and side effects

Dizziness was reported as a side effect by a patient. Five patients said they never forgot to 

take medicines. Three patients reported to sometimes take less of their medicines, and 

patients seemed to remember to take their medicines automatically or in connection with 

meals. One patient did not have a good system for remembering and was confused by what 

the medicines were for. Another patient said that the responsibility for taking the medicines 

was shared with the spouse.

4.8.3.2 Medicines not on the prescription

Other medicines taken involved cod-liver oil and sporadic use of cold and influenza 

remedies bought from the local pharmacy. None were taking alternative medicines such 

as herbal or homeopathic medicines.

4.8.3.3 Information needs

All patients reported to be satisfied with the information they had received on the 

medicines. The information leaflets routinely provided by the pharmacy were reported as 

very useful, and were kept for a long time. None of the patients reported to have medicines 

they had not used for a while. However, humorous comments such as “I dig them down 

in the garden”, and mumbling of “an old carrier bag with some stuff from 1944" indicated 

that the patients were not always keen on showing medicines they had kept but did no 

longer use.

4.8.3.4 Use of the repeat prescription services

The pharmacy was visited by patients once every month or every two months. Only one 

patient reported to not use the same pharmacy every time. The extra work of picking up 

the prescription was reported as being a problem for two of the patients: “It takes too long”; 

“It is too much work going up there several times”. One patient reported that the surgery 

reception often made mistakes and never supplied all of the medicines ordered.
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4.S.3.5 Worries about medicines and illness

The worries about the medication seemed to be low, with only one patient reporting to be 

worried it was “poison inside them”. Three patients reported to have worries about the 

illness, one because of pain in the heart, and two because they were ‘worriers’, the latter 

being an interesting finding in itself. Only one patient reported to be worried about starting 

a new medicine and would not like any changes being made to the medication.

4.8.4 A deeper insight into patients’ lives

During the interviews, the complexity of the lives, diseases and medicines a patient was 

taking was often striking. The original aim of the project was to study how the intervention 

on the prescription was perceived by the patients, but this was sometimes overshadowed 

by other circumstances, as the following scenario of a 65 year old female exemplifies:

The female was prescribed the following drugs, but it was difficult to clarify 
exactly from the interview:

• Atenolol 50 mg, one tablet daily.
• Istin (Amlodipine) 5 mg, one tablet daily.
• Paracetamol 500 mg tablets, when required.
• Hydromellose eye drops, twice daily.

The patient had several boxes with medicines and took two different supplies of 
50 mg atenolol which then made her dizzy. Therefore, she did not take the 
amlodipine. She had chest pains described as the symptoms of angina. She said 
that any old medicines were “buried in the garden”.

The repeat prescription request-form was not used to order medication, but empty 
boxes were presented to the reception staff for every new issue. Medicines were 
supplied by three different pharmacies.

When asked about the medicines, she worried about poison inside the medicines, 
and was also worried about the pain in the chest and the heart. She trusted the 
doctor because he tries to help her and knows what to do, but the medicines are 
changed all the time, and she said this was confusing. This patient also took care 
of her husband’s medication.

After the initial confusion to what she was actually taking, the fact that this was 
a patient with no DRPs identified during the repeat prescription review served as 
an eye opener to both the community pharmacist and the researcher on how 
medication seeming to be fairly straight forward could cause so many problems 
for the patient. The GP was approached about the situation with the angina 
symptoms, and old, empty, medicine boxes were taken back to the pharmacy.
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4.9 DISCUSSION OF THE PILOT PHASE

The period of six weeks pilot phase included 12 repeat prescription review sessions in the 

surgery, one official meeting with the GP and several discussions with the GP. In addition, 

six patients were interviewed in their homes.

4.9.1 Discussion of repeat prescription review

There were some practical problems related to getting access to a computer in the surgery. 

The manager’s office was normally the most suitable option. Some days the prescriptions 

were not issued by the time the pharmacist arrived at the surgery, around noon. This meant 

that the pharmacist had to wait some time and that the reception staff were stressed to finish 

the prescriptions on time. The matter was resolved by coming in an hour later.

In the initial phase the pharmacist spent a considerable amount of time on every 

prescription. This included reading the notes thoroughly, referring to the underlying causes 

of the disease, discussing the pharmacological mode of action of every drug, checking for 

interaction with other medication, comparing hospital prescribing to the computer records, 

and discussing rationale for every single drug. The initial review phase was very much an 

in-depth review of all aspects of the medication, the disease and its progress. At the same 

time it increased the pharmacist’s knowledge on new prescribing policies. The main 

researcher supported the community pharmacist in explaining underlying pharmacology and 

interaction aspects of medicines.

Initially, the conununity pharmacist found it difficult to accept that no advice or comments 

on DRPs were given by the main researcher. After all, proper discussion was the standard 

approach for the review process. However, a lack of commentary pushed the community 

pharmacist to take responsibility and to become more self-confident and pro-active. The 

reluctance to take on new roles and need for training of this skill of independence is 

recognised as a problem (Currie et al, 1997) but a combination of training and good 

personal skills has been shown to increase confidence (Sanders and Brackley, 1996).
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The signing of the repeat prescription was done in the reception area, normally during the 

lunch break, after the morning surgery. When the main researcher observed how the GP 

reviewed and signed the repeat prescription, it was striking how quickly this was done. The 

GP did not seem to refer to what was prescribed on the computer, but relied mainly on 

repeat prescriptions and medical notes. Compared to the community pharmacist, routine 

. knowledge of what patients were prescribed made it possible to review the repeat 

prescription quickly. To what extent a critical review took place was difficult to know 

without asking the GP, but as this would add bias to the research setup, this question was 

avoided throughout the study. However, the study GP seemed to \ sign repeat 

prescriptions no different to other colleagues from the medical profession (Drury, 1990). 

The study practice, as most general practices, had computers to issue repeat prescriptions. 

The printing of repeat prescriptions by the surgery staff makes it less likely that the doctor 

will spend time to critically think about each prescription, and the probability of patients 

continuing to be prescribed medication meant for short-term treatments increases (Harris 

and Dajda, 1996).

The community pharmacist identified DRPs in 12 of 44 patients, that is 27% of the patients 

reviewed. Although a small sample size, the percentage is comparable with DRPs found 

with repeat prescriptions in other studies (Burtonwood et al, 1998; Goldstein et al, 1998).

4.9.2 Discussion of communicating with the GP

The notes written to the GP were read, but not always actioned, by the GP. This was 

discussed with the GP who said he preferred to interact more directly, because reading and 

interpreting the pharmacist’s notes seemed an obstacle in itself.

Several issues regarding the system for dealing with the identified drug-related problems 

were discussed at the meeting held three weeks into the pilot. It was suggested that the 

main researcher could sit with the GP while he signed the prescriptions for immediate 

feedback to the suggested interventions. This, however, could bias the results. The final 

model agreed on was regular Prescribing Policy Meetings with the GP and the pharmacist. 

The meetings should focus on discussing the interventions but also raise general issues of
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prescribing when this was appropriate. Also, it was agreed that patient interviews should 

be arranged from the reception area in the surgery. The doctor stressed that the patients 

not wanting to be interviewed had the right to opt out.

4.9.3 Discussion of the interviews

The interview schedule was used for all the interviews and seemed to be well understood 

by the patients. The patient interviews highlighted the variety of problems connected to 

taking medication. None of the patients objected to having the interviews taped.

The interview schedule worked well, and only minor adjustment were made to the lay-out. 

The pharmacist insisted on including a question on how patients felt that the repeat 

prescription system was working, as he had experienced that patients had problems with 

these in the community pharmacy.

By keeping continuous eye contact and giving the patient the full attention they seemed to 

respond better, and the audiotapes proved useful while coding the responses given to open- 

ended questions. Also, patients seemed to interrupt their responses if their responses were 

being written down when they were talking, so this was kept to a minimum.

Despite the high level of DRPs with the repeat prescriptions, the limitations of a paper- 

based repeat prescription review became obvious when visiting the patient described 

previously. It highlighted that a patient with no DRPs identified at the review session had 

serious problems both with the medication and with her disease. Neither the compliance 

problems or the symptoms of angina were something that could be picked up through a 

review of the prescription in the surgery and could only uncovered by talking to the patient.
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4.10 CHANGES AND RECOMMENDATIONS FOR THE MAIN STUDY

Some methodological difficulties with repeat prescriptions not being ready on time for 

review caused some initial frustration. This was resolved by attending the surgery one hour 

later.

Communicating with the GP through written notes did not work as the DRPs were not 

communicated clearly, nor sufficient feedback given to the main researcher. It was decided 

to have regular face-to-face meetings to resolve this problem.

The interview schedule worked well and only had the layout changed slightly. Questions 

regarding OTC medication were less successful, as patients were reluctant to respond to 

these. It was therefore decided that this would only be asked in order to make sure no 

potent OTCs were dangerously interacting with prescribed medicines. A full mapping of 

all OTCs supplies at home were not prioritised, as this is covered fully in other research 

projects.

4.11 CONCLUSIONS FROM THE PILOT

The pilot aimed to cover a range of objectives. This involved training of the pharmacist to 

review prescriptions in the surgery and identify DRPs with the prescriptions. A method for 

collaborating with the GP was found and the logistical details for the main phase of the 

study prepared. The interview schedule was made and tested out in practice.

The pilot of six weeks’ work gave valuable experience for the design of the repeat 

prescription review study. The small numbers did not allow for extensive generalisation. 

However the main objectives of the pilot to rigorously test the design of the repeat 

prescription study, was successful.

Unfortunately, an accurate recording of the total number of repeat prescriptions with 3 
or more items, the denominator proved impossible, and was as such a limitation to the 
study.
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CHAPTER FIVE

REPEAT PRESCRIPTION REVIEW 

IN THE GENERAL PRACTICE SURGERY

AND

DOMICILIARY SEMI-STRUCTURED 

INTERVIEWS
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5.1 INTRODUCTION

Chapter 5 contains the main results for the repeat prescription review and the semi

structured interviews. Firstly, the repeat prescription review and the meetings with the GP 

is reported and discussed. Secondly, the same is done for the semi-structured interviews. 

Both parts follow the methods as described in chapter 4. The two parts in this chapter 

represent some of the principal findings in this thesis. The results are reported and 

discussed both from the perspective of the work done in the GP surgery and from the 

perspective of the patients interviewed in their homes.

5.2 AIMS OF THE REPEAT PRESCRIPTION REVIEW

The main intervention phase for the repeat prescription review has four aims:

• To review repeat prescriptions and identify drug-related problems.

• To compare the DRPs resolved by the pharmacist to the standard surgery procedure.

• To resolve the DRPs in collaboration with the GP.

• To develop a model for further improving the quality of the prescribing on repeat 

prescriptions.

5.3 OBJECTIVES

• To collect medicine, demographic, DRP and intervention data from the repeat 

prescription population.

• To systematically follow the DRPs identified in the trial and the control group and 

record any interventions made to the prescribing.

• To study the effect of the pharmaceutical review compared to the regular surgery 

review.

• To systematically measure the additional benefit of involving a pharmacist in repeat 

prescription review.

• To develop an efficient method of collaboration and communication between the 

community pharmacist and the GP to resolve the DRPs.
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• To externally validate the interventions on the basis of clinical significance.

• To evaluate and make recommendations on how to improve the repeat prescribing

system.

5.4 METHODS

5.4.1 Methods for the repeat prescription review

The method for the repeat prescription review was developed based on the pilot phase 

(Chapter 4). The main researcher was present at all the review sessions to record the 

interventions made by the community pharmacist. The community pharmacist had access 

to the medical notes and the surgery computer and reviewed all repeat prescriptioiywith 3 

or more items on the day. This review took place before the routine review and signing by 

the GP.

5.4.1.1 Randomisation and data collection

The repeat prescriptions were randomly assigned to a trial group or a control group by the 

main researcher, and this randomisation process was done after the community pharmacist 

potentially identified any drug-related problems (DRPs) with the prescription. By not 

knowing in advance if the repeat prescription was to be in the trial or in the control group, 

bias in this respect was avoided. All prescriptions were reviewed, DRPs recorded and the 

trial group forwarded for actioning. The findings were coded and entered on a data base 

by the main researcher. No names or addresses were held on computer files.

The information collected throughout the study included:

• Patient’s surgery identification number.

• Date of review and intervention.

• Prescribed medication.

• Dose.

• Strength.

• The actual DRP; the pharmacist’s interventions.

• The final outcome of the discussion of the DRPs with the GP.
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We chose a wide definition of DRPs, i.e. any problem with the prescribed medication that 

the community pharmacist considered not to be good prescribing practice. This wide 

definition was chosen to explore the full range of DRPs with repeat prescribing. It was also 

used in order to explore the full potential of having a community pharmacist review.

5.4.1.2 Repeat prescriptions excluded from randomisation

The community pharmacist would, in some cases, identify a DRP that needed immediate 

attention from the GP. These prescriptions were highlighted or discussed with the GP 

immediately and were not randomised, as it would be unethical to leave the DRP 

unresolved at that point.

5.4.1.3 Review meetings with the GP

Meetings with the GP and the community pharmacist took place on a weekly basis or two

weekly and lasted from 30 minutes to about an hour. The DRPs were discussed with the 

GP at the earliest convenient meeting: the trial group prescription at the meeting following 

the identification of a DRP; and the control group prescriptions after a minimum time 

interval of one consecutive issue of the repeat prescription. After the set interval had 

passed and the patients had received another issue of the repeat prescriptions, the main 

researcher recorded any interventions that had been made to the control cohort. In this way, 

it was possible to compare the community pharmacist interventions with those of which the 

GP routinely intervened. The control group served as a measure of the actual effect the 

community pharmacist review had compared to normal surgery procedures.

The GP could either ‘agree’ or ‘disagree’ with the suggested interventions. In a few cases, 

although he agreed, the intervention was not actioned due to special patient circumstances. 

This was recorded as a ‘conditional agreement’.

5.4.1.4 Follow up of prescriptions in the control group

Any remaining DRPs the GP had not identified were discussed after the set time interval 

and the final outcome recorded by the main investigator. To avoid any bias during the
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meetings, it would not be known out to the GP or the pharmacist whether the prescription 

was assigned to a trial or a control group.

5.5 METHOD FOR VALIDATING THE CATEGORISING OF THE 

INTERVENTIONS

The DRPs identified by the researcher were presented to three independent research 

pharmacists. The pharmacists work at the same institution as the researcher, so this was 

a sample of convenience. The three research pharmacists had a community/industry 

background, hospital/health authority background, and community pharmacy/clinical 

pharmacy background.

In total, 388 DRPs were identified with the repeat prescriptions through the study period. 

These represented 167 different scenarios, all of which were presented to the research 

pharmacists. The interventions represented all categories of interventions identified in the 

repeat prescription study. The pharmacists were asked to categorise the interventions into 

categories based on the nature of the interventions. Each pharmacist spent about two hours 

on the categorisation process. The pharmacists were instructed to make their own 

categories considered to be appropriate. To avoid bias, the categorisation was not discussed 

between the research pharmacists.

The main researcher discussed the implication of each category with the research 

pharmacists individually. The categories were compared to the main researcher’s 

categories and the characteristics of each category discussed with the research pharmacist. 

Thereafter, each individual intervention was coded according to its category using SPSS. 

This was used to analyse the validity of the main researcher’s coding into categories. This 

was also useful to identify interventions which had been assigned to different categories by 

the researchers.
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5.6 METHOD FOR EVALUATION OF THE CLINICAL SIGNIFICANCE OF 

INTERVENTIONS

To investigate the clinical impact of the community pharmacist on repeat prescribing 

quality, the interventions were scored for their clinical significance. Consensus methods 

can be used to establish agreement in areas of uncertainty such as clinical treatment or 

health policy where definite evidence about effectiveness and appropriateness of health care 

interventions is needed (Bowling, 1997; Hunter and Jones, 1996). In this study, the 

recorded interventions were scored on clinical significance using a modified Delphi 

method.

Five scoring categories were developed from Eadon (1992) (Table 5.1) and an additional 

scoring alternative for ‘disagreement’ was added after piloting the questionnaire.

Table 5.1. Scoring categories used by the judging GPs for scoring of clinical

significance.

Score 1 Drug-related problem is of little or no clinical significance to patient
care.

Score 2 Drug-related problem is significant, but does not lead to a direct clinical
improvement in patient care.

Score 3 Drug-related problem is significant and potentially results in a clinical
improvement in patient care.

Score 4 Drug-related problem is significant and results in a clinical improvement
in patient care.

Score 5 Intervention is potentially lifesaving.

Score ‘D’ Disagree with the intervention, independent of the significance of the
drug-related problem.
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The information presented with each case scenario included:

Age.

Gender.

Generic name.

Strength.

Dose.

Brand Name.

A description of the DRP and the intervention suggested by the community 

pharmacist.

A representative sample of 75 DRPs representing all different categories of DRP were 

selected. The cases were sorted by category of DRP and by date and a full sample (where 

the category number was small) or a stratified sample (based on, for example, every four 

cases) were selected to get a representative sample (Appendix B 1). The interventions were 

scored twice with a three month interval. The cover letters, the scoring categories and the 

75 selected cases are described in Appendix B2.

To conduct the Delphi method, the questionnaire was piloted on a GP known to the main 

researcher. Thereafter two health centres local to the study surgery were recruited and two 

identical postal questionnaires were mailed to 10 GPs with a three months interval. The 

interval served the purpose of testing reliability of the scoring process. The reliability of 

the scorers was tested using a Wilcoxon matched-pairs signed-ranks test. This test was 

used to determine if the rated clinical significance of each scenario from each GP was 

similar in the first and the second scoring round and incorporates information about the 

magnitude of the differences in scores. After confirming the reliability and validity of the 

scoring from the GP judges, all interventions identified by the community pharmacist 

during the study were retrospectively scored based on these representative cases.

128



________________________Main study - Part One: Repeat prescription review; Results

5.7 RESULTS

5.7.1 The effect of the repeat prescription review

The community pharmacist visited the surgery to review repeat prescriptions on 69 different 

days over two years. It was expected that some patients would be reviewed more than 

once, as repeat prescriptions are usually issued for four weeks. All consecutive issues of 

a repeat prescription were regarded as new prescription issues and were statistically treated 

as independent events. The community pharmacist reviewed a total of 511 repeat 

prescriptions with a total of 3018 items as displayed in Table 5.2. Drug-related problems 

(DRPs) were identified with 187 of the repeat prescriptions, giving a repeat prescription 

intervention ratio of 0.37.

Table 5.2. Prescription and item statistics

Prescription category Repeat Repeat Total Items with Multiple

prescriptions prescriptions items DRPs response

with DRPs frequency

of DRPs

Trial 248 90 1479 164 188

Control 252 86 1454 144 179

Subtotal 500 176 2933 308 367

Acute (non-randomised) 11 11 85 15 21

Total 511 187 3018 323 388

The median number of prescribed items per patient was 5, ranging from 3 to 27 for the 511 

repeat prescriptions. The median patient age was 65 years with a range from 1 to 102 years, 

and 62% were female. Of the 511 prescriptions, 248 (48.5%) were assigned to the trial 

group and 252 (49.3%) were assigned to the control group as displayed in Table 5.2 

Additionally 11 (2.2%) were not randomised as the DRPs were considered by the 

pharmacist to need immediate attention.
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The 511 repeat prescriptions represented 285 patients. They had their repeat prescriptions 

reviewed on a range of one to six different occasions. It is therefore possible for the 

community pharmacist to identify a DRP with one patient’s repeat prescription on several 

review occasions. Of the 511 repeat prescriptions, 285 (55.8%) were reviewed once, 137 

(26.8%) twice, 58 (11.4%) three times and 20 (3.9%) four times. The remaining fifth and 

sixth reviews (11 repeat prescriptions) contributed for 2.2% of the total. (Table 5.3)

Table 5.3. Repeat prescription reviewed: with and without a DRP identified

Times repeat No DRP Pharmacist Total Intervention

prescription was identified identified ratio

reviewed DRP (DRP/Total)

First time reviewed 171 114 285 0.4

Second time reviewed 95 42 137 0.31

Third time reviewed 36 22 58 0.38

Fourth time reviewed 13 7 20 0.35

Fifth time reviewed 6 1 7 0.14

Sixth time reviewed 3 1 4 0.25

Total 324 187 511 -

The intervention ratio for the first, second, third and fourth repeat prescription review was 

0.40,0.31,0.38, and 0.35, respectively. The mean intervention-ratio for these independent 

subsequent prescription reviews was 0.36. Repeat prescriptions reviewed previously would 

be expected to have less DRPs identified at any later review occasion. However, a 

statistically significant decline due to previous reviews was not observed (chi^=3.75, 

p>0.05) (Table 5.3).
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Investigating the review statistics on a patient based denominator, the 511 repeat 

prescriptions represented 285 different patients. Of these, 128 (44.9%) were never 

intervened on, 127 (44.6%) were intervened on once, 26 (9.1%) on twice and 4 (1.4%) 

patients were intervened on three times (Table 5.4). In total, 157 individual patients had 

DRPs, giving an overall patient intervention ratio of 55.1%. This shows that during the 

two years the pharmacist reviewed prescriptions, 55.1% of the reviewed patients received 

pharmaceutical intervention at some point.

Table 5.4. Frequency of times patients were intervened on. N=285.

Never intervened on 128 (44.9%)

Intervened on once (1) 127 (44.6%)

Intervened on twice (1+2) 26 (9.1%)

Intervened on three times (1+2+3) 4(1.4%)

Total 285 (100%)

Ninety (36.3%) repeat prescriptions in the trial group and 86 (34.1%) repeat prescriptions 

in the control group were identified to have DRPs. To measure the effect of community 

pharmacist review as against the GP ‘routine’ review, the results of the trial and the control 

group were compared (Table 5.5). The results are based on the repeat prescription as the 

case definition.

Table 5.5. Prescription based analysis comparing trial and control group.

n=176.

Trial Control Total

Intervention actioned 77 (85.6%) 11 (12.8%) 88

Intervention not actioned 13 (14.4%) 75 (87.2%) 88

Total 90(100%) 86 (100%) 176
(Chi'=93.14, p<0.001)
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The GP agreed to action 85.6% (77) of the interventions in the trial group, compared to 

12.8% (11) routinely identified and actioned by the GP in the control group. The difference 

between the trial and the control group is statistically significant (chi^=93.14, p<0.001).

The repeat prescriptions in the control cohort were followed up after a set time interval of 

one consecutive issue of the repeat prescription. This was done as it would be unethical to 

leave the identified DRP unresolved. Also, it was then possible to compare the two groups 

for any unpredicted differences (Table 5.6). After the ethical follow up of the control 

group, the GP’s disagreement to the interventions was compared and no significant 

difference was found between the trial and the control groups (chi^=0.74, p=0.39).

Table 5.6. Prescription based analysis comparing trial and control group: 

After ethical follow up of control cohort. n=176.

Trial Control Total

Agreement (both actioned agreement 83 (92.2%) 76 (88.4%) 159 (90.3%)

and conditional agreement)

Intervention not agreed to 7 (7.8%) 10(11.6%) 17 (9.7%)

Total 90 (100%) 86 (100%) 176 (100%)
(Chi^=0.74, p=0.39)

5.7.2 The effect of pharmaceutical review of repeat prescriptions

After the pharmacist had reviewed the repeat prescriptions, the prescriptions were assigned 

to a trial and a control group. Prescriptions in the trial group could either be accepted and 

actioned by the GP, or they could not be acticm due to a conditional agreement or 

disagreement with the interventions. For the prescriptions in the control group, the 

interventions could be resolved by the GP through the regular review and signing of the 

prescriptions. After the set interval for the control group, the prescriptions could either be 

actioned, or as for the trial group, not be action due to a conditional agreement or 

disagreement with the interventions. An overview of the prescriptions actioned and not 

actioned is displayed in Table 5.7.

/
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Table 5.7. Outcome of DRP after discussing intervention with GP. 

Prescription based analysis. n=176

Intervention actioned Intervention not actioned

Agree. Resolved by GP Conditional Disagree. Total

in the control agreement.

group.

Trial 77 (85.6%) Not applicable 6 (6.7%) 7 (7.8%) 90

Control 48 (55.8%) 11 (12.8%) 17 (19.8%) 10(11.6%) 86

Total 125 (71.0%) 11 (6.3%) 23 (13.1%) 17 (9.7%) 176

Interventions actioned: 136 Interventions not actioned: 40

(77.3%) (22.7%)

The overall actioning ratio was 0.77, and gives an indication of the high acceptability of the 

interventions suggested by the community pharmacist. This includes the interventions 

where the GP agreed to action the interventions and where interventions were resolved by 

the GP in the control group, but excludes the interventions of conditional agreement or 

disagreement (Table 5.7). Interventions not actioned were due to special patient 

circumstances, i.e. where any change in medication would be inappropriate, where the GP 

had previously tried to change or alter the prescription, or where the GP disagreed with the 

intervention.

There seems to be a clear indication that the pharmaceutical review of the prescriptions is 

more effective than the standard surgery procedure. Mathematically, the difference between 

the trial and the control group can be expressed as absolute risk reduction (ARR), that is 

the difference between the proportion of interventions in the trial group and the control

group. The effect of the pharmacist prescription review can then be expressed as the
/

‘number needed to treat’ (NNT), the inverse of ARR. When GP agreement and action of 

the intervention is taken into consideration, the ARR is 26%, and the NNT is 3.8 

prescriptions. For the repeat prescription review, this shows that for every 3.8 prescriptions 

reviewed by the community pharmacist, a DRP is identified and prevented.
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5.7.2.1 Medicines and extent of repeat prescribing

The data on which medicines the GPs in the surgery prescribes were available from the 

surgery computer system, EMIS. Also, the health authority could provide complete PACT 

data from the surgery with each item prescribed and dispensed. Patients are known to 

“cash” only some of the medicines they are prescribed. In that way, the PACT data may 

differ from the data from the surgery’s own prescribing data. In this thesis, this bias was 

bypassed by using the surgery’s own data statistics on prescribed medication as a standard.

The surgery data for the prescribed medication over the two calender years 96 and 97 is 

given in Table 5.8. The figures are based on the acute and repeat items prescribed to the 

patients with each year according to the BNF-category.

Table 5.8. BNF categories of the repeat, acute and the total number of items 

_______ prescribed from the health surgery from 1.1.95 to 31.12.97._______
Total prescribing 

1.1.96 and 31.12.96

Total prescribing 

1.1.97 and 31.12.97
Repeat Acute Total Repeat Acute Total

1:01 963 745 1708 843 837 1680
2: Cardiovascular 3541 555 4096 3390 624 4014
3: Respiratory 1963 809 2772 1929 709 2638
4:CNS 2305 2065 4370 2079 2256 4335
5:Infections 148 2000 2148 129 2148 2277
6:Endocrene 960 232 1192 967 234 1201
7:Obstetrics 361 446 807 326 420 746
8 iMalignant/Immunosupressi ve 36 35 71 9 30 39
9:Nutrition and blood 424 304 728 476 352 828
10:Musculoskeletal/joint disease I0I9 611 1630 793 817 1610
11 :Eye 134 309 443 196 306 502
I2:Ear, nose and oropharynx 144 333 477 118 358 476
13:Skin 818 1732 2550 785 1924 2709
14; Immunological products 0 562 562 0 437 437
15: Anaesthesia 3 9 12 2 5 7
Prep used in diagnosis 85 19 104 101 13 114
Other preparations 9 2 11 6 1 7
Dressings 14 12 26 3 25 28
Appliances 48 105 153 53 84 137
Incontinence 7 20 27 12 6 18
Stoma 22 10 32 16 6 22
Total items 13004 10915 23919 12233 11592 23825

134



________________________Main study - Part One: Repeat prescription review; Results

The total number of prescribed items for 1996 and 1997 are 23 919 and 23 825, 

respectively. Repeat items contributed for over half of the prescribed items during the year, 

that is 54.4% and 51.3% for 1996 and 1997, respectively.

The most frequent prescribed BNF categories were: (Using the 1997 frequencies) 

Cardiovascular drugs (27.7%), CNS drugs (17.0%), Respiratory drugs (15.8%), Endocrine 

drugs (7.9%), Gastro-intestinal System (6.9%), Muscoloskeletal drugs (6.5%) and Skin 

(6.4%). The percentages for the previous years 1996 and 1995^ery similar.

In this thesis, 176 repeat prescriptions were intervened on by the community pharmacist. 

These repeat prescriptions represented 308 prescribed items with DRPs (Table 5.2). To 

study if the DRPs identified reflected the prescribing pattern in the surgery as a whole, the 

BNF-categories for the medicines with DRPs were compared to the GP surgery prescription 

statistics. This comparison should reveal any BNF category where the pharmacist 

identified proportionally more, or less, DRPs (Table 5.9).

Table 5.9. Percentages of BNF categories for medicines with DRPs.
BNF category Percent of Percent of

medicines with prescribed repeat
DRPs (n=308) prescriptions in the

surgery
Gastro-intestinal System 8.4 6.9
Cardiovascular System 17.2 27.7
Respiratory System 16.2 15.8
Central Nervous System 17.5 17
Infections 2.6 1.1
Endocrine System 4.2 7.9
Obstetrics, Gynaecology, and Urinary 0.4 2.7
Tract
Malignant Disease and 0.6 0.1
Immunosuppression
Nutrition and Blood 3.6 3.9
Musculoskeletal and Joint Diseases 7.5 6.5
Eye 1.7 1.6
Ear, Nose, and Oropharynx 1.9 1
Skin 18.2 6.4
Borderline Substances 0 1.3
Total 100 100
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The most common BNF categories with DRPs were: skin (18.2%), the central nervous 

system (CNS) (17.5%), the cardiovascular system (17.2%) and the respiratory system 

(16.2%). In the surgery, the most commonly prescribed repeat medicines were for the 

cardiovascular system (27.7%), the CNS (17.0%), the respiratory system (15.8%), and 

endocrine drugs (7.9%) (1997 frequencies).

Comparing the proportion of prescribed BNF categories in the surgery to the proportion of 

BNF categories with DRPs, the following factors are noticed:

For skin, the percentage of DRPs was higher (18.2%) compared to the total percentage 

prescribed (6.4%). For the gastro-intestinal system, the respiratory system, the CNS and 

the musculoskeletal and joint diseases, the proportions with DRPs is very similar for the 

overall surgery proportion. However, some of the areas include medication that could have 

serious consequences if they are not correctly prescribed. It is of concern that the 

respiratory system (16.2%) and the CNS (17.5%) had such high percentages for DRPs.

For the cardiovascular system the percentage of DRP was lower (17.2%) compared to the 

total percentage for the surgery (27.7%). However, this category still had a high percentage 

of DRPs and should raise concern regarding potentially serious consequences for the 

patients.

For the endocrine system the percentage of DRPs was lower than that for the prescription 

percentage for the surgery, indicating that this was not an area where the community 

pharmacist commonly identified DRPs, or perhaps had sufficient knowledge of the 

medicines to suggest improvements to the prescribing. For the other BNF categories the 

individual frequencies of DRPs identified are low and not appropriate for comparison.
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5.7.2,2 GP agreement on the variety of prescribed BNF categories

The pharmacist identified DRPs on medication from the whole range of BNF-categories. 

However, these have to be compared to what interventions the GP agreed to action. The 

pattern of which categories of medicines the GP intervened on, and which he agreed to, is 

displayed in relation to the BNF categories in Table 5.10. The table is based on all items 

identified to have DRPs and includes those items that were considered to need immediate 

attention from the GP (acute group) (Table 5.2).

Table 5.10. GP agreement versus BNF-categories. n=323.

BNF-chapter Agree Conditional
agreement

Disagree Resolved by 
GP in the 
control group

Row
total

Gastro-intestinal
system

21 4 1 0 26

Cardiovascular system 43 6 9 3 61

Respiratory system 25 16 5 6 52

Central nervous system 34 7 11 5 57

Infections 6 2 0 0 8

Endocrine system 11 1 2 0 14

Obstetrics, 
gynaecology, and 
Urinary-tract disorders

1 0 0 0 1

Malignant disease and 
immunosuppression

2 0 0 0 2

Nutrition and blood 8 3 0 0 11

Muscoloskeletal and 
joint diseases

15 2 3 3 23

Eye 5 0 0 0 5

Ear, nose and 
oropharynx

5 0 0 1 6

Skin 55 1 0 1 57

Total 231 42 31 19 323
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For DRPs on medicines prescribed for skin, the GP does not seem to intervene on this in 

the control group (1) but when these DRPs are highlighted to the GP, the GP agrees to all 

the interventions (57). During regular review, skin does not seem to be an area of review 

focus. The same trend can be observed for medicines for muscoloskeletal and joint 

diseases, although here the GP resolved 3 cases in the control group.

For the remaining BNF chapter categories, the GP resolved DRPs for the cardiovascular, 

the respiratory and the CNS system in the control cohort. This reflects that the majority of 

DRPs were identified for these categories. Interestingly, it was for these categories the 

highest frequencies of disagreement was seen.

5.7.2.3 Categorisation of the drug-related problems

The community pharmacist intervened on a wide range of medication. This is reflected in 

a range of different categories of DRPs. The main researcher did the actual categorisation 

of DRPs. In addition, another three researchers categorised the same set of DRPs to check 

for reliability. The results of this categorisation is displayed in Table 5.11.
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Table 5.11. Categorising of interventions

Main researcher Pharmacist 1 Pharmacist 2 Pharmacist 3

generic substitution NA NA NA

period of supply period of supply period of supply period of supply

dose alteration dose alteration dose alteration dose alteration

drug interaction NA drug interaction drug interaction

double supply, not 
necessary

double supply of the 
same drug

double supply of the 
same drug

double supply of the 
same drug

monitoring or 
counselling

monitoring/ 
counselling to check if 
drug still appropriate

monitoring/ 
counselling to check if 
drug still appropriate

monitoring/ counselling 
to check if drug still 
appropriate

contraindicated or 
clinically not good 
prescribing

contraindicated or 
clinically not good 
prescribing

contraindicated or 
clinically not good 
prescribing

contraindicated or 
clinically not good 
prescribing

other formulation or 
administration way; 
quantity to fit dose

other formulation or 
administration way; 
quantity to fit dose

other formulation or 
administration way; 
quantity to fit dose

other formulation or 
administration way; 
quantity to fit dose

drug not ordered/used other formulation or 
administration way; 
quantity to fit dose

other formulation or 
administration way; 
quantity to fit dose

other formulation or 
administration way; 
quantity to fit dose

cost-related cost-related cost-related cost-related

reception related 
mistake identified by 
pharmacist

reception related 
mistake identified by 
pharmacist

reception related 
mistake identified by 
pharmacist

reception related 
mistake identified by 
pharmacist

pharmacist's suggest 
adding a medicine

pharmacist's specific 
advice on drug to 
prescribe

pharmacist's specific 
advice on drug to 
prescribe

pharmacist's specific 
advice on drug to 
prescribe

NA incremental 
prescribing of drugs in 
same therapeutic area

incremental prescribing 
of drugs in same 
therapeutic area

incremental prescribing 
of drugs in same 
therapeutic area

NA unspecified, not 
intervention related

NA unspecified, not 
intervention related

NA hospital letters not 
followed up; affects 
prescribing

NA NA
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The main findings from the three research pharmacists were:

Pharmacist one suggested to divide the interventions in three broader categories. The 

contributions of pharmacist 1 were useful in the way that they pointed out the nature of the 

interventions in three groups related to:

• medical interventions,

• patient related interventions, and

• pharmacist related interventions.

The latter reflects interventions reflecting pharmaceutical knowledge, mainly of practical 

nature increasing compliance, regular supply of medication and clear drug-label 

instructions.

Pharmacist 2 suggested more re-grouping of the categories compared to pharmacist 1 and 

the main investigator:

• Any change in dose, frequency of dose and change of formulation.

• Monitoring and counselling were split in two categories, whereas the researcher had 

grouped this into one category, arguing that monitoring could be done without 

counselling.

• Compliance problems were set as one category, and was generally covered by the 

researcher’s group “drug not ordered or used”.

• One category was created for drug interactions and contra-indications. The main 

researcher had assigned these problems in two separate categories. Pharmacist 2 

made one category “recommendation for initiating and stopping therapy”, whereas 

this again was two separate categories from the researcher’s point of view.

Pharmacist 2 did not create any new categories and did not specifically categorise generic 

substitution as its own category. It was also pointed out by pharmacist 2 that some 

interventions could fit into two of the set categories.
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Pharmacist 3 categorised the interventions into the same categories as the main researcher:

• Generic substitution and cost-related were put in one category whereas the main 

researcher had defined these as to separate categories.

• The need for counselling was split in two categories; the need for counselling on 

current drugs and additional monitoring, in the same way as pharmacist 2.

• Discrepancies between prescribed drugs and notes/hospital letter was identified, as 

also pointed out by pharmacist 1.

• The categories dose alteration, contraindicated or not good prescribing, incremental 

prescribing/double supply, pharmacist suggests adding a medicine, drug interactions 

and additional monitoring necessary were grouped as “Need for review of drug 

therapy”. This overall heading was a way to simplify the content of numerous 

categories, and might be useful as a coarse division of the pharmacist’s 

interventions.

• In addition, one category containing two interventions were the same as pharmacist 

1, namely the intervention “unspecified, not intervention related”.
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As a result of coding by the other pharmacist some of the categories were rephrased to 

include a more specific definition of what is included. A full description of the different 

categories of DRPs is displayed in Table 5.12.

Table 5.12. Description of categories of DRPs.

Category label Description of DRP categories

Medicine removed 
from repeat 
prescription

Dose alteration

Monitoring or 
counselling

Contraindicated or 
clinically not good 
prescribing

Double supply

Period of supply

Other formulation or 
administration route

Adding a medicine

Change quantity to 
fît dose

Cost-related

Generic substitution

Drug interactions

Reception related 
mistake

Medicines that had not been ordered for 6 months or more were suggested 
removed from the repeat prescription, so that patients had to request them in 
particular if they were to be started again.

Changing the dose, either a reduction or an increase in the prescribed dose.

Where patients needed screening or clarification to what medicines that are, 
or should, be taken. jX

Where the medicines were contraindicated, or where the medicines 
prescribed clinically was not rational.

Patient prescribed two supplies containing the same active ingredient, either 
both brand and generic, or combination-drugs and the drug on its own.

Period of medicine supply synchronised for all medicines prescribed on 
repeat prescriptions.

Another formulation of medicines was suggested, such as modified release 
instead of regular tablets, and a change in route of administration such as a 
change from oral to inhalation medicines.

Cases where the pharmacist suggested to add a specific medicine to the 
repeat prescription.

The quantity of the medicine in the given dose prescribed did not 
correspond to the amount of dose units prescribed.

Drugs where the pharmacist considered the cost to be excessive compared 
to the benefit of the medication, and where cheaper alternatives were 
available.

Changing the prescribed brand to the generic drug.

Interaction between two or more of the prescribed drugs.

Reception related incidences identified by the pharmacist.
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S.7.2.4 Investigating the nature of the drug-related problems

One prescribed item or medicine represents one case for analysis. However, one case could 

have more than one DRP. For instance, the pharmacist could suggest a dose alteration but 

also suggest that the patient should be called in for monitoring and counselling. To 

investigate this, multiple response frequencies were used to display the variety of DRPs. 

The 308 items with represented 367 different DRPs (Table 5.13).

Table 5.13. Frequency of DRPs within each categories 
Based on multiple response frequencies, n=367.

Category label of DRPs Count Percent of 
Responses

Percent of
Cases

Medicine removed from repeat prescription 177 48.2 57.5

Dose alteration 53 14.4 17.2

Monitoring or counselling 40 10.9 13

Contraindicated or clinically not good 
prescribing

26 7.1 8.4

Double supply 24 6.5 7.8

Period of supply 16 4.4 5.2

Other formulation or administration way 12 3.3 3.9

Adding a medicine 8 4 2.6

Change quantity to fit dose 4 1.1 1.3

Cost-related 4 1.1 1.3

Generic substitution 3 0.8 1

Total 367 100 119.2

The most frequent category of DRPs was the removal of medicines from repeat 

prescriptions (48.2%). Since the surgery introduced computers in 1995, no system was 

implemented to systematically remove or question why medicines were not ordered any 

more. Therefore, the patient would often receive a request-form listing a variety of 

medicines they had either been asked to stop, or had stopped themselves.
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The second most frequent DRP was dose alteration, contributing 14.4% of the total DRP. 

For instance, this included reduction in the dose of aspirin, diuretics, or increase in the dose 

of anti depressant medicines. Monitoring and counselling (10.9%) was recognised by the 

community pharmacist as the patient had either stopped ordering medicines or did not 

comply to the optimal treatment. Medicines found to be contraindicated or clinically not 

good prescribing contributed 7.1% of the DRPs. Also, 6.5% of the DRPs were 

prescriptions for double supplies of medicines. All remaining categories of DRPs, although 

important, constituted 12.9% of the DRPs.
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5.8 CLINICAL SIGNIFICANCE OF THE INTERVENTIONS

As described above, the pharmacist successfully intervened on every 3.8 prescription. The 

interventions included a range of categories of DRPs representing all BNF categories. To 

assess the clinical significance of these interventions, two group practices close to the GP 

surgery were asked to contribute with their medical judgement. A representative sample 

of 75 DRPs were selected from the 388 DRPs identified in the trial, the control and the non

randomised prescription categories (Appendix Bl). The sample represented all different 

categories of DRP, and the scoring alternatives are previously displayed in Table 5.1.

The response rate from the GPs in the group practices was 80% (8/10) for the first scoring 

round, and 100% (8/8) for the second scoring round. The outcome of the Wilcoxon 

matched-pairs signed-ranks test eliminated three of the eight GPs as not being reliable from 

the first to the second scoring round (p<0.05). The first scoring round for the remaining 5 

GPs were used for the main analysis.

The median score within each category of DRP was calculated, and chosen to be 

representative for that category. Using the median score within each category of DRPs as 

representative for a whole category of DRP, resulted in the top score ‘5' (Intervention is 

potentially lifesaving) not being found the median for any whole category of DRP. This 

method of assigning category scores to the DRPs reflects a possible underestimation of 

assigning clinical significance. This should be kept in mind when considering the ARR and 

the NNT for clinically significant interventions. The categories of DRPs in Table 5.14 are 

arranged in descending order of clinical significance.
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Table 5.14. Clinical significance scores according to categories of interventions.
Based of 75 intervention cases with DRPs and 5 GPs.

Categories of DRPs Median Valid scores Scoring category

The pharmacist suggest adding a 4 14 Score 4
medicine DRP is significant and results

Drug interaction 4 9 in a clinical improvement in 
patient care

Monitoring or counselling 4 24

Contraindicated or clinically not good 3 49 Score 3
prescribing DRP is significant and

Reception related mistake 3 24 potentially results in a clinical 
improvement in patient care

Dose alteration 3 85

Double supply 3 20

Period of supply 3 12

Other formulation or administration 2 25 Score 2
route. Change quantity to fit dose DRP is significant, but does

Medicine removed from Repeat 
prescription

2 42 not lead to a direct clinical 
improvement in patient care

Cost-related 1 15 Score 1

Generic substitution 1 15
DRP is of little or no clinical 
significance to patient care

To study the effect of the pharmaceutical review of the repeat prescriptions, the NNT and 

the ARR were calculated according to the clinical significance scores (Table 5.15)

Table 5.15. The effect of repeat prescription review by the pharmacist.

Overall
effect

The effect of repeat prescription review according to the 
clinical significance scoring categories.

Categories 1 and 2 Categories 3 and 4 Category 4

ARR 26.0% 20.9% 5.3% 1.1%

NNT 3.8 4.8 19 95
All values are adjusted for GP disagreement in the control group (11.6%).
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The pharmacist has to review 4.8 repeat prescriptions to prevent a DRPs of little or no 

clinical significance or with a significant DRP, but which does not lead to a direct clinical 

improvement in patient care. The pharmacist had to review 19 repeat prescriptions to 

prevent a DRP which would potentially, or certainly, result in clinical improvement to 

patient care.

5.9 REVIEW ASPECTS IN CHANGE IN TIME

5.9.1 Review statistics on changes with time in the intervention-ratio

The pharmacist was visiting the surgery to review the repeat prescriptions on 69 different 

days over two years. In that time he reviewed 511 repeat prescriptions and identified a DRP 

with 187 of those. The pharmacist reported that he felt more confident with the review 

process with time, but to investigate if the nature of the interventions developed or changed 

with time, the review dates were split in half-yearly and quarterly intervals to study any 

changes in the intervention-ratio with time. The community pharmacist efficiency in 

reviewing repeat prescriptions was examined by comparing the percentage of prescriptions 

reviewed with the total of repeat prescriptions available. A description of frequencies of 

DRPs in half-yearly intervals is given in Table 5.16 and the quarterly intervals are given in 

Table 5.17. The half-yearly and quarterly intervention rations are displayed in Figure 5.1 

and 5.2 respectively.
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Table 5.16 Frequencies of DRPs in half-yearly intervals

N o DRP Total repeat Intervention Total repeat R eview
DRP identified prescriptions 

intervened
-ratio prescriptions ratio

Nov95-
April96

80 49 129 0.38 309 0.42

May96-
Oct96

106 59 165 0.36 228 0.72

Nov96-
April97

91 54 145 0.37 169 0.86

May97-
Oct97

47 25 72 0.35 100 0.72

Total 324 187 511 0.37 806 0.63

Figure 5.1 Intervention-ratios on the repeat prescriptions reviewed (N=511)
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Table 5.17. Frequencies of DRPs in quarterly intervals

N o DRP DRP
identified

Total repeat
prescriptions
intervened

Total repeat
prescriptions
available

Intervention-
ratio

R eview -

ratio

Nov95-Jan96 33 12 45 161 0.27 0.28

Feb96-April9
6

47 37 84 148 0.44 0.57

May96-July96 64 41 105 155 0.39 0.68

Aug96-Oct96 42 18 60 73 0.30 0.82

Nov96-Jan97 24 9 33 38 0.27 0.87

Feb97-April9
7

67 45 112 131 0.40 0.85

May97-July97 12 3 15 24 0.20 0.63

Aug97-Oct97 35 22 57 76 0.39 0.75

Total 324 187 511 806

Figure 5.2 Intervention-ratios on the repeat prescriptions reviewed (N=511)
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In total, 511 repeat prescriptions were reviewed of a total of 806 available in the surgery; 

this gives an review-ratio of 511/806= 0.63. The intervention-ratio per day on patient 

prescriptions is 187/69=2.7.

5.9.2 Changes to intervention pattern with time

With time, the pharmacist became more and more aware of the problems with repeat 

prescribing. He seemed to become more pro-active when reviewing the prescriptions. 

Therefore, it was expected that the types of DRP identified might develop as the 

pharmacist’s skills on reviewing repeat prescriptions increased. To investigate this, the 

categories of DRPs identified were compared in half-yearly intervals. To cover all DRPs, 

the MRF were used for this purpose (Table 5.18). The overall percentage of the DRP 

within each half-yearly interval is reported in the bottom row of the table.
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Table 5.18. Categories of interventions based on half-yearly intervals. n=388.

Count Nov 95- May 96- Nov 96- May 97- Row
April 96. Oct 96. April97 Nov 97 total

Generic substitution 0 3 0 1 4

Period of supply 2 1 9 5 17

Dose alteration 21 15 12 2 57

Drug interaction 1 0 0 0 1

Double supply, or not 
necessary

3 9 13 2 27

Monitoring or counselling 13 12 14 3 42

Contraindicated or clinically 
not good prescribing

5 8 11 4 28

Other formulation or 
administration way

4 7 1 1 13

Medicine removed from 
repeat prescription

28 74 64 15 181

Cost-related 3 1 0 0 4

Reception related mistake 
identified by pharmacist

0 0 2 0 2

Pharmacist's suggest adding a 
medicine

5 0 0 3 8

Change quantity to fit dose 2 2 0 0 4

Column total 87 132 126 43 388

Overall percentage 22.4 34 32.5 11.1 100

Analysing a development in the intervention pattern compared to the BNF category reveals 

that the only DRPs maintaining stable throughout the two years were: Medicine removed 

from repeat prescription (181); Dose alterations (57); Monitoring and counselling (42); 

Contraindicated or clinically not good prescribing (28); and Double supply (27). The 

remaining categories fluctuated more with time, and most of them had generally lower 

frequencies.
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There is no obvious pattern in the pharmacist’s development of review skills. The 

frequency of DRPs identified for the four half-year intervals is 87, 132, 126 and 43, 

respectively. For the last half year, the frequency is rather low, and reflects the low number 

of prescriptions reviewed in this time interval. To deal with this rather unclear patterns, the 

data needed to be refined as described in the following section.
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5.9.3 Investigation of the pharmacist development in 
review skills over time

The 13 categories in Table 5.18 represent a wide range of DRPs. Some of them have low 

frequencies and some of them could be grouped naturally under wider group definitions. 

To overcome the problem of the difficulty of studying categories with low frequencies on 

changes in the intervention pattern over time, the categories were re-coded into three wider 

categories (Table 5.19). The researcher did the recoding, and the credibility of the re

coding was confirmed by another researcher. The categories were recoded into:

• Cost-related interventions,

• Logistical interventions, and
f —

Therapy related interventions.

Table 5.19. Recoding of DRP-categories to three wider categories

Original category of DRP Re-coded category of DRP

Generic substitution Cost-related interventions

Medicine removed from repeat prescription

Cost-related

Period of supply Logistical interventions

Other formulation or administration way

Reception related mistake identified by 
pharmacist

Change quantity to fit dose

Dose alteration Therapy related interventions

Drug interaction

Double supply, or not necessary

Monitoring or counselling

Contraindicated or clinically not good 
prescribing

Pharmacist's suggest adding a medicine
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The recoding of the 13 categories of DRPs into three wider categories should give a clearer 

picture as to changes in the community pharmacist’s pattern of identifying DRPs over time. 

Half-yearly representations are given in and Figure 5.3.

Table 5.20. Half-yearly intervention-ratios to study DRP identified over time. 
Only three intervention groups. n=388.

Responses Nov 95 - 
April 96

May96- 
Oct 96

Nov 96- 
April 97

May 97- 
Oct 97

Total

Logistical
interventions

8 (9.2%) 10 (7.6%) 12 (9.5%) 6(14.0%) 36 (9.3%)

Therapy related 
interventions

48 (55.2%) 44(333<%) 50 (39.7%) 21 (48.8%) 163 (42.0%)

Cost-related
interventions

31 (35.6%) 78 (59.P%) 64 (50.8%) 16(37.2%) 189 (48.7%)

Column total 87 (100%) 132 (100%) 126 (100%) 43 (100%) 388
Column
percent

22.4 34.0 32.5 11.1 100.0

Figure 5.3. Distribution of DRP identified in half-yearly intervals. N=388.

100 %

Nov 9 5 -April May 96-Oct 96 Nov 96 -April May 97 -Oct 97 
96 97

□  Logistical interventions

■  Therapy related interventions

□  Cost-related interventions
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Figure 5.3 displays a direct comparison between the proportions of DRPs within each time 

interval. The main findings from this analysis were:

The percentage of logistical interventions remained low throughout the study 

contributing to a range of 7.6 to 14.0% of the DRPs.

For the therapy related DRPs the range was 33.3 to 55.2 percent, and the percentage 

was larger in the first half-yearly interval for so to decrease as a percentage followed 

by an increase again in the two last half-year intervals.

For cost-related interventions the range was 37.2 to 59.1%. The cost-related 

interventions started off at 35.6% in the first half-yearly interval to be followed by 

an increase in the second half-yearly interval, followed by a decline to 37.2% in the 

fourth and last half-yearly interval.
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5.9.4 Types of categories of interventions compared to the BNF-categories

The frequency for the 323 medicines with DRP were not equally distributed across the 

Logistical interventions, Therapy related intervention and Cost-related interventions (Table 

5.21).

Table 5.21. BNF-chapter categories compared to DRPs. N=388.

BNF-chapter Logistical
interventions

Therapy
related
interventions

Cost-related
interventions

Row
Total

Gastro-intestinal system 1 11 18 30

Cardiovascular system 12 41 22 75

Respiratory system 4 48 18 70

Central nervous system 6 34 31 71

Infections 0 5 4 9

Endocrine system 9 4 2 15

Obstetrics, gynaecology, 
and Urinary-tract 
disorders

0 0 1 1

Malignant disease and 
immunosuppression

1 1 1 3

Nutrition and blood 0 5 9 14

Muscoloskeletal & joint 
diseases

3 9 18 30

Eye 0 1 4 5

Ear, nose and oropharynx 0 1 6 7

Skin 0 3 55 58

Column Total 36 163 189 388

For DRPs of logistical nature, the most frequently medicines were from the cardiovascular 

system (12) and the endocrine system (9). For DRPs related to therapy, the respiratory 

system (48), cardiovascular (41) and the CNS (34) were most frequently prescribed. 

Finally, DRPs related to cost most frequently included medicines from: skin (55); CNS
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(31); cardiovascular (22); respiratory system (18); muscoloskeletal and joint diseases (18); 

and the gastro-intestinal system (18).

Cardiovascular medicines seem to have a wide range of DRP, with a high frequency on all 

categories. Respiratory medicines and medicines for the CNS have both therapy related and 

cost-related problems. For skin the DRPs seem to be mainly cost-related. For the 

muscoloskeletal and joint diseases and for the gastro-intestinal system the DRPs seem to 

be mainly cost-related although therapy related DRPs were also relative high. For 

endocrine medicines, most DRPs were connected to logistical problems.
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5.10 DISCUSSION

5.10.1 Discussion of the method

The pharmaceutical review of the repeat prescriptions was a comprehensive process 

including review of the patients’ medical notes, their history of past and present medication. 

 ̂ Indeed, a review of the appropriateness of the prescribing as a whole. Medication from all 

therapeutic areas was reviewed with no pre-set agenda. In this way, the repeat prescription 

, study aimed to be as close to the ‘real world’ as possible. This study describe the variety 

I of DRPs and also takes advantage of the community pharmacist’s full range of clinical and 

pharmaceutical knowledge.
I

Co-operation can take many forms and can vary from sporadic telephone contact to highly 

structured consultations (Paes, 1983). This study aims to be a realistic model of primary 

health care co-operation and to reflect the DRPs a community pharmacist can identify in 

general practice. Whereas other studies have focussed on restricted areas of prescribing, 

the general approach utilised here required the professionals to discuss and solve a whole 

range of DRPs from different therapeutic areas. This would necessarily highlight areas 

where neither the GP nor the pharmacist had any expertise knowledge. The community 

pharmacist’s and the GP’s abilities to collaborate and draw on each others knowledge and 

experience was tested to their full extent.

During regular joint meetings, it would not be highlighted either to the community 

pharmacist nor the GP if they were discussing DRPs from the trial or the control group. 

This blinding did not seem to cause any practical problems, as they were totally focussed 

on solving the DRPs, and paid less attention to the logistics. Once a decision on what to 

do was reached, any changes were usually made at once directly on the computer medical 

records, but occasionally the GP would dictate a letter to be written. Emphasis was put on 

resolving problems during the meetings, so that neither would have to do out of hours work 

to resolve these matters.
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If a DRP identified with one patient’s repeat prescription was not agreed on by the GP, 

there could still be another DRP with that particular patient that was agreed on by the GP. 

As a result, calling attention to that patient’s medication could have a ‘positive’ outcome 

as well as a ‘negative’ outcome (Geoghegan et al, 1998; Goldstein et al, 1998). We argue 

that the overall outcome of the community pharmacist review had a positive outcome and 

this was used in the analysis where prescriptions were the denominator rather than items.

The method for randomisation was followed systematically, unless the community 

pharmacist considered the severity of the DRPs to require immediate attention from the GP. 

Initially, this was thought to cause problems, but by working with the prescriptions, the 

‘acute’ DRPs stood out as the ones the pharmacist would intuitively refer directly to the GP.

The study focussed on repeat prescriptions with 3 or more items. The inclusion criteria of 

the minimum number of items was lower compared to other intervention studies involving 

repeat prescription review. We still found that pharmaceutical intervention was needed for 

as few as 3 prescribed items. In that respect one would expect to find lower percentages 

of DRPs with repeat prescriptions in this study. However, this was not the case.

The GP knew that the repeat prescriptions were being reviewed by the pharmacist. This 

may have made the GP more alert to performing a more thorough review than normally, 

and thereby identifying more DRPs than usual in the control group. This possible bias was 

not taken into account during analysis and the analysis therefore reflects the minimum level 

of expected benefit.

5.10.2 Discussion of results

There have been previous studies involving community pharmacist in repeat prescription 

review. What makes this study unique is the study design, in that the absolute effect of 

having a pharmacist to review repeat prescriptions was measured. Taking the GP’s 

agreement of the interventions into account, the community pharmacist reduced the
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absolute risk of a DRP by 26%. For every 3.8 repeat prescription reviewed by the 

community pharmacist, a DRP was prevented.

Some patients were reviewed and intervened on more than one occasion. The repeated 

review of the same patients was studied through comparing the intervention ratio for the 

consecutive review occasions. Surprisingly, this was stable. One would expect the 

intervention ratio to drop with repeated reviews of the same patient’s repeat prescription. 

It would perhaps be expected that patients who already had DRPs resolved with their repeat 

prescription, would not have new DRPs emerging. Since this was not the case, the findings 

highlight the need for regular repeat prescription review, and not just a one-off service. In 

addition, with 55.1% of the patients receiving pharmaceutical intervention at some point, 

this is evidence for the need for continuous repeat prescription review. Possible reasons 

for the stable intervention ratio can be that patients receiving repeat prescriptions are not 

as static as the repeat prescription system requires. Patients’ compliance is known to vary 

(Morris and Schulz, 1992), they hoard, or take less or more than is prescribed (Law and 

Chalmers, 1976), they go to hospital where medicines are stopped or initiated, and the 

information is not satisfactory transferred back to their regular GP (Duggan et al, 1996), or 

the regimens are excessively complex (Walley and Scott, 1995).

The overall agreement and actioning ratio was 0.77 and is similar to the actioning ratio of 

0.69 found by Sykes et at (1996), but considerable higher than the 0.32 found by Goldstein 

et al (1998). This may be due to the design of the study where the GP and the pharmacist 

had regular meetings where they developed a working relationship over time compared to 

short term, key message, projects. The overall prescription intervention rate of 0.37 and 

the actioning ratio of 0.77 argue that the pharmacist identified relevant DRPs that were also 

actioned in practice.

The DRPs were identified over a wide range of BNF categories and reveals the potential 

for a community pharmacist to intervene over a wide range of drugs and therapeutic areas 

in co-operation with the GP, previously considered beyond the boundaries of the profession
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(Bradshaw and Doucette, 1998; Harding and Taylor, 1990; Jepson and Strickland-Hodge, 

1995; Paes, 1983; Spencer and Edwards, 1992).

5.10.2.1 Discussion of the categories of DRPs

Almost half of the DRPs were connected to medicines removed from the repeat 

prescription. With computers and software installed to ease the work and increase the 

quality of repeat prescribing, they have also created new problems with over-prescribing. 

However trivial this DRP may seem, some clarification of what medicines the patients are, 

or should be, taking must be included as part of a vital quality assurance. The high 

frequency of medicines offered that are no longer taken serve as an indicator both to the 

lack of regular review as well as a reflection of unused medicines returned to pharmacies 

every year. In addition, request-forms with repeat medicines no longer used must be 

confusing for the patients, as they are offered to re-order medicines they are told to stop.

The secondly most frequent DRPs were regarding dose alterations (14.4%). These were 

seen as interventions of therapeutic importance improving the quality of the prescribing 

and reducing the risk of side effects for the patients.

The need for monitoring and counselling (10.9%) highlighted that it was often unclear from 

the medical notes, the prescribed medication and the computer records what the patient was 

taking. Calling the patient in for counselling was an attempt to clarify why the patient had 

stopped the medication, why they had long intervals of not ordering the medication for then 

to start again and for introducing the patient to new medication.

Double supply (6.5%) of the same drug also caused concern and highlighted poor review 

routines. However, whether or not a patient used both supplies could not be revealed 

through this ‘paper based’ review process. The ‘pharmaceutical’ interventions changing 

the quantity to fit the dose (1.1%) or suggesting other formulations or routes of 

administration (3.3%) were not as frequent, but still important from a compliance point of 

view. The failure to adjust quantities to match the dose was reported as a problem in 1973
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(Anonymous, 1973) and was addressed in a larger study by Rees et al (1993). 

Synchronising the number of day’s treatment for each prescription item should lead to 

increased compliance.

Drug-related problems related to poor prescribing or contraindication (7.1%) produced 

much heated debate between the pharmacist and the GP as to whether they were clinically 

significant or not. This, together with dose alterations, were the most fruitful of categories 

to discuss. This was because these are areas where the GP felt that he is the expert and not 

used to being questioned on the quality and the safety of prescribing. The problem of 

confidence among pharmacists in their own knowledge and competence in discussing 

practice matters with GPs was discussed by Blenkinsopp et al (1993). However, Home 

(1993) found that a closer collaboration with prescribers will ensure that the medical 

regimes reflect patients’ individual need. Han and Sorofman (1996) also argue that the 

future course of pharmacy will be to manage the shift from product-oriented pharmacy to 

patient-oriented pharmacy.
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5.10.3 Consensus on clinically significant interventions

The clinical scoring of the interventions resulted in an overall ranging of the categories of 

DRPs according to their clinical significance. Within each category of DRP, there would 

be individual cases scored different to the majority of the cases within the category. This 

was taken into account by taking the median value to classify the clinical significance of 

each category. The drawback of this approach is that even though a few of the cases in one 

category were given the highest Score 5 (Intervention is potentially lifesaving), the high 

score is not reflected when using the median value.

Eight of the categories of DRPs were scored to be definitely clinically significant, and result 

or potentially result in clinical improvement in patient care. This was used to extrapolate 

the clinical significance of the DRPs within each category.

For a repeat prescription sample, the NNT was expected to be relatively high, as the nature 

of repeat prescribing is that the patient are generally well controlled on the mediation 

prescribed, and monthly follow-up is not needed. The NNT for preventing a significant 

DRP which results in a direct clinical improvement in patient care (Score 4) is 95. This 

included the categories ‘pharmacist suggests adding a medicine’, ‘drug interaction’, and 

‘monitoring and counselling’.

When also including the cases which result in a potentially clinically significant 

improvement in patient care (Score 3), the NNT for preventing a DRP is 19. In addition 

to the categories above, this included the categories ‘contraindicated or clinically not good 

prescribing’, ‘reception related mistakes whilst issuing prescriptions’, ‘dose alterations’, 

‘double supply and changing the period of supply’. The categories assigned to Score 3 

reflect an outcome where the DRP potentially may have a clinical significant effect on 

patient care. The consensus GPs reported that these DRPs were difficult to score, as the 

outcome of the DRPs was dependent of how the patient managed their medication. 

Certainly, good quality assurance for these categories of DRPs is of vital importance to or 

reduce risk to the patients and to make sure the optimal treatment is provided. These
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findings provide strong evidence that the pharmacist reviewing repeat prescriptions is an 

effective method of significantly improving clinical patient care.

Two of the categories of DRPs were seen to be significant, but did not lead to a direct 

clinical improvement in patient care. This included removing medicines from the repeat 

prescription which contributed for almost half of the DRPs. However, depending on the 

scenario described within this category, the whole scoring scale was used to score clinical 

significance and again the poor quality assurance of the repeat prescribing process was 

highlighted. The NNT for category T and ‘2 was 4.8 prescriptions.

5.10.4 Development of the working relationship over time

The extent of inter-professional contact between GPs and pharmacist in Great Britain, and 

their attitudes and perception to cooperation has been found to vary greatly between 

different locations and individuals (Jepson and Strickland-Hodge, 1995). However, GPs 

have reported that pharmacist interventions have been beneficial and non-threatening 

(Burton et al, 1995). GPs working closely with pharmacists are reported to develop a 

collaborative approach to health care (Harding and Taylor, 1990). As the work with this 

thesis progressed, the community pharmacist’s self confidence increased and W d fb a good 

working relationship between the two professionals.

Roddick et al (1993) reports that pharmacists are seen as a helpful source of impartial 

information on prescribing. However, it is appropriate to remember that development of 

good working relationships take time, and can only be successfully developed if enough 

time is devoted. The pharmacist and the GP often found it difficult to find enough time

slots for meetings and this was frustrating. Also, for both professions, revealing gaps in 

knowledge or ability to improve the prescribing was at times a painful experience, in 

particular when complex cases of ‘bad prescribing’ did not have any obvious solutions. 

However, often those cases ended as a ‘conditional agreement’ and caused the most 

professional distress, but were also those that produced the most professional and personal 

development. Based on this experience, short meetings to endorse collaboration in primary
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care might be valuable, but for long-term improvements of prescribing, sufficient time has 

to be devoted.

The findings from this study demonstrate the benefit of having a community pharmacist 

reviewing repeat prescriptions. As prescribing decisions are becoming increasingly 

complex, the benefit of clinical pharmacy and optimisation of prescribing through inter

professional co-operation is clear (Davies et al, 1994). Our findings support this, and 

conclude that the health care professionals developed a good and efficient working 

relationship based around repeat prescribing. Sheppard et at (1994) discusses the 

possibility for a professional interdependence where doctors and community pharmacists 

would collaborate to their mutual advantage with pharmacists providing advice regarding 

prescribing strategies, and that the general practitioner delegates treatment of some minor 

ailments to the pharmacy. Our findings take the role of the community pharmacist even 

further and conclude that there is a place for a community pharmacist to perform repeat 

prescription review in the long term. Although the review process and implementation of 

new and better prescribing policy is time consuming and labour intensive, patient care 

clearly benefits from having regular pharmaceutical repeat prescription review.

The community pharmacist was funded from the health authority for the hours he spent on 

active review. As always, funding is an issue close to health authority’s heart. Involving 

a pharmacist in a systematic review of the repeat prescriptions has been found to cut costs 

(Dowell et at, 1995). The present system for reimbursing pharmacists is recently discussed 

in the report on concordance (Royal Pharmaceutical Society of Great Britain, 1997) where 

the present payment system is seen as a limiting factor in the development of the 

pharmaceutical profession adapting to, and embracing, the new roles needed in the primary 

health care. This is true, but using this as an excuse not to utilise community pharmacists 

to their full potential in improving the quality of prescribing in primary care raises 

important ethical issues. Hayden (1996) argues that to achieve a health service rooted in 

primary care, all professions working in the health care system need to understand the 

strength and limitations of primary care. Following on from this, and based on the findings
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in this thesis, pharmacists now have an obligation to put their efforts into improving not 

only the supply, but the quality of repeat prescribing.

5.11 CONCLUSION OF THE REPEAT PRESCRIPTION REVIEW

The main conclusions from the repeat prescription review were as follows:

• The pharmacists identified drug-related problems with 55.1% of the patients 

receiving repeat prescriptions.

• The pharmacist made a significant improvements to the number of DRPs resolved 

compared to a routine GP review.

• The pharmacist prevented a DRP in every 3.8 repeat prescriptions he reviewed.

• For every 19 prescriptions reviewed by the pharmacist, a DRP resulting, or 

potentially resulting, in clinical improvement to patient care was resolved.

• The model of regular meetings with the GP resolved the majority of the DRPs, and 

the proportion of clinically significant interventions prevented shows that 

pharmaceutical knowledge is needed in regular repeat prescription review.

• The community pharmacist proved successful in improving the quality of the 

prescribing of repeat prescriptions.

The repeat prescription system will be further discussed in relation to the patients’

responses given during the semi-structured interviews, reported in the next section of

chapter 5.

These results are not generalisable to all patients receiving 3 or more repeat items as the 
total number of such prescriptions was impossible to record during the period of the 
study. This does not affect the validity of the study.
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5.12 SEMI-STRUCTURED INTERVIEWS

The repeat prescription review in the surgery took place in parallel with the semi-structured 

interviews. The patients with DRPs were interviewed in their homes by the main 

researcher. The interview questionnaire was developed in Chapter 4 and the questionnaire 

was used without any major changes other than to layout. In the following part of Chapter 

5 the findings from the semi-structured interviews are reported and discussed. This is 

followed by an overall discussion of the repeat prescription review and the semi-structured 

interviews as a whole (section 5.19).

5.13 AIMS OF THE SEMI-STRUCTURED INTERVIEWS

The aims of the semi-structured interviews were:

• To study patients’ satisfaction with the repeat prescription system.

• To study their perception of the interventions made to their prescriptions.

• To study attitudes to changes being made to their medication.

• To investigate how patients with repeat prescription medicines manage their

medicines.

• To study their knowledge of their medicines and their satisfaction with the

information provided.

• To study if they have other supplies of medicines other than the ones prescribed.

• To study anxieties about their illness or medication.
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5.14 OBJECTIVES OF THE SEMI-STRUCTURED INTERVIEWS

The objectives reflect the aims, and are:

• To record how patients take their medicines and study their knowledge of their 

medication.

To record any other medicines, such as OTC, homeopathic or herbal remedies.

To study how the repeat prescription system works for the patients.

To study worries patients have about their medicines and illnesses.

To study patients’ views towards changes being made to the medicines.

To study if patients had perceived that an intervention had been made to their 

medication.

5.15 METHODS FOR SEMI-STRUCTURED INTERVIEWS

5.15.1 Inclusion criteria and arranging interviews

Patients over 18 and under 90 years with DRPs were called from the surgery reception. 

Some patients chose to call back to confirm the identity of the main researcher. Patients 

with history of violence, illegal drug addiction or on methadone maintenance therapy were 

excluded. The GP was approached if there was any doubt to whether the patient was 

suitable for interview. Reasons for not wanting to take part in the study was recorded.

5.15.2 Safety procedures

The main researcher reported ‘back to base’ after each interview from a mobile telephone. 

A list of patient names, addresses and telephone numbers were given to a colleague with 

instructions to call the main researcher within a set time had she not reported back within 

an agreed time.
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5.15.3 Working environment

When visiting the patients’ home, emphasis was made on making the patient at ease to 

create a good environment for the interview. The main researcher spent time both before 

and after the interviews talking to the patients about their lives and families and how they 

came about living in the area. In addition to getting insight in many fascinating lives, an 

atmosphere of confidence and trust was created. Many patients lived in sparsely heated 

housing and much effort and thought was given to come across as appreciatively for any 

food offered and for the time set aside for the interview.

5.15.4 Structure of the interviews

The interviews were semi-structured and the main researcher followed an interview 

schedule (Appendix A3). However, flexibility was maintained as the interviews were audio 

taped. Questions were always repeated and prompts given if anything in the answer was 

unclear to provide the opportunity and time for the patient to give a full explanation.

5.15.5 Coding of data and quality assurance

The data collected during the interviews were coded on separate coding sheets and entered 

onto SPSS by the main researcher. Inter-researcher reliability was checked by an 

independent researcher. A stratified random sample of 11 (20%) interviews covering the 

whole time-span of the study was selected. They were coded independently based on the 

audiotapes and the coding compared to the one performed by the main researcher.
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5.16 RESULTS FOR SEMI-STRUCTURED INTERVIEWS

The interview schedule was designed and tested as described in chapter 4. Only minor 

corrections to layout were made, and it was therefore decided to include the 6 semi

structured interviews from the pilot in the analysis of the main study.

The pharmacist reviewed 285 patients and 157 had pharmaceutical intervention on one or 

several occasions. If a patient had been interviewed previously or had dismissed an 

interview at an earlier stage, they were not contacted again if a DRP was identified at a later 

review date. The patients with DRPs were contacted for an interview and the variety of 

non-participation is displayed in Table 5.22. The 58 patients successfully interviewed 

represented 36.9% of the patients with DRPs. The reasons for not taking part in the 

interview ranged from lack of interest to being too ill. Also, members of family would in 

some cases have strong opinions on whether an interview was appropriate and in some 

cases an interview offer was only accepted after speaking to both partners or other family 

members of the patients.
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Table 5.22. Frequencies displaying recruitment of patients to semi-structured
interviews. n=157.

Outcome of recruitment Frequency Percent

A. Interviewed by the main researcher 58 36.9

B. The patient claiming no interest in interview 38 23.6

C. Too young (<18) or too old (>90) 9 5.7

D. Social case where the GP said an interview was not 
suitable

9 5.7

E. The patient had died before interview was arranged 2 1.3

F. The patient could not be contacted by letter or phone 9 5.7

G. The family reported that the patient was very ill, and that 
an interview would be inconvenient

8 5.1

H. Less than three drugs were left on the prescription after 
intervention, and the patient was not contacted

6 3.8

I. Patient was not home at the day of the interview 4 2.5

J. The family reported that patient was too confused to be 
interviewed

3 1.9

K. The patient had left practice or moved 2 1.3

L. The patient was deaf, and interpretation not available 1 0.6

M. Other 8 5.7

Total 157 100
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The results from the semi-structured interviews reflecting the aims and objectives of the 

study are presented in 8 different sections:

Demographic data and medicines statistics.

Patients’ knowledge of use and side effects of their medicines.

Compliance including systems for taking medicines.

Information and how information needs were met.

The repeat prescription system and how this was perceived.

Worries related to medicines and disease, and attitudes to change.

Any perceived changes to medication due to community pharmacist intervention. 

Additional interventions made by the main researcher.
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5.16.1 Demographic data and medicines statistics

Of the 58 interviewed patients, 2*1 were allocated to the trial group (50.0%), 25 (43.1%) to 

the control group and 4 (6.9%) to the acute group. Thirty-eight (65.5%) females and 20 

(34.5%) males were interviewed, which reflected the spread in gender in the overall repeat 

prescription cohort. The median age was 68 years, and ranged from 28 to 88 years. Figure

5.4 displays the age ranges and shows that the majority of the patients (67.2%) were 65 

years or older.

Figure 5.4 Bar chart to display age groups of semi-structured interview 

patients. N=58.
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A total of 388 medicines were prescribed, and the median number of medicines was 5. The 

number of medicines prescribed to patients ranged from 3 to 26 as displayed in Figure 5.5 

below.

Figure 5.5 Bar chart to display number of medicines taken for semi-structured 

interview patients. N=388.
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Medicines for the cardiovascular system, the respiratory system and the central nervous 

system were most commonly prescribed (Figure 5.6).

Figure 5.6 Bar chart to display medicines prescribed for semi-structured 

interview patients. N=388.
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The most commonly prescnbed dosage was ‘once a day’ (34%) as displayed in Figure 5.7 

below. However, for 29% of the medicines the dose instructions were not specified, but 

given as either ‘as directed’ or ‘when required.’

Figure 5.7 Bar chart to display dosages prescribed for semi-structured 

interview patients. N=388.
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The pharmacist had identified DRPs with 69 (17.8%) medicines for the 58 patients 

interviewed. The BNF categories for these are given in Table 5.23. The corresponding 

categories of interventions are displayed in Table 5.24.

Table 5.23. Frequency of interventions made by the pharmacist to patient in the
semi-structured interviews. n=69.

Categories of drug-related problems DRPs identified 
Frequency (percent)

DRPs actioned 
Frequency

Medicine removed from repeat prescription 23 (33.3) 23

Dose alteration 18(26.1) 6

Contraindicated or clinically not good prescribing 7(10.1) 4

Monitoring or counselling 5 (7.2) 1

Pharmacist's suggest adding a medicine 5 (7.2) 4

Double supply, or not necessarily 4 (5.8) 1

Other formulation or administration way 3 (4.3) 3

Period of supply 2 (2.9) 2

Generic substitution 1(1.4) 1

Cost-related 1(1.4) 0

Total 69 (100) 45

Table 5.24. BNF categories for drugs with DRPs. n=69.

BNF categories Frequency Percent

Gastro-intestinal system 10 14.5

Cardiovascular system 16 23.2

Respiratory system 18 26.1

Central nerve system 10 14.5

Endocrine system 3 4.3

Musculoskeletal and joint diseases 3 4.3

Eye 2 2.9

Skin 7 10.1

Total 69 100
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After the follow-up meetings, the GP agreed with 45 (67.2%) of the interventions, gave a 

‘conditional yes’ t o l l  (15.9%) and disagreed to 13 (18.8%). A conditional yes was given 

to dose alterations (4), double supply (2), monitoring or counselling (4) and cost-related 

interventions (1). Disagreements was raised in the categories for dose alterations (8), 

contraindicated or clinically not good prescribing (3), double supply (1) and where the 

pharmacist suggesting to adding a medicine (1).
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5.16.2 Patients’ knowledge of use and side effects of their medicines

The interview started by asking if the patients knew when and how to take the medicines, 

if they knew what the medicines were for and if they had experienced any side effects.

All patients reported that they knew how and when to take the medicines. Of 388 

prescribed medicines, 23 (5.9%) were reported not to be taken or ordered any more. When 

asked what condition they were taking the medicines for, the use of the medicines was 

known to the patients. However, the patients could not recall what 27 (7.0%) of the 

medicines were originally prescribed for. The patients reported to have side effects with 

35 (9.0%) medicines, and the side effects are reported below in relation to their respective 

BNF categories (Table 5.25)

Table 5.25. Frequencies of side effects reported by the patients. n=388.

BNF categories Frequency of side effects

Cardiovascular system 10

Respiratory system 9

Central nervous system 9

Infections 1

Endocrine system 1

Malignant disease and immunosuppression 1

Musculoskeletal and joint diseases 4

Did not report any specific side effects 338

Non applicable (Dressings etc.) 15

Total 388

The majority of the side effects were experienced with drugs for the cardiovascular system 

(10), the respiratory system (9) and the central nerve system (9). Cardiovascular medication 

caused low blood pressure and dizziness and patients complained about feeling unwell. 

Inhalers for asthma were reported to cause discomfort such as hoarseness and shaking
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fingers. The central nervous system medication caused more general discomfort and a 

feeling of being ‘zombie’, that is having little control over one’s body.

5.16.3 Compliance and systems for taking medicines

It may be difficult to get “true” answers from patients about compliance issues, and they 

want to be ‘good’ patients. One way of getting around this problem is to be up front and 

say that non-compliance is a common phenomenon, and ask them how often they regulate 

how they take their medicines. With this in mind , the patients were asked how often they 

forgot to take their medicines and how often they took less of their medicines. Figure 5.8 

displays the proportion of responses to “forgetting” medication, and the replies ranged from 

‘never’ to ‘sometimes.’ None of the patients reported to forget to take their medicines 

‘often’ or ‘very often.’

Figure 5.8 Bar chart to display how often patients from semi-structured 

interview forgot to take their medicines. N=58.
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Regarding taking less of their prescribed medicines. Figure 5.9 displays the proportion of 

the responses which ranged from ‘never’ to ‘very often.’

Figure 5.9 Bar chart to display how often patients from semi-structured 

interview took less of their medicines. N=58.
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Patients make decisions, either consciously or unconsciously, to regulate their intake of 

medicines. Table 5.26 displays the differences between actively and passively taking less 

of the prescribed medicines. Forty patients reported that they never forgot to take their 

medicines, but still 11 of those ‘sometimes’, ‘often’ or ‘very often’ took less of their 

medicines.

Table 5.26. Cross-tabulation of patients in semi-structured interviews. 
A comparison of taking less and forgetting to take medicines.

How often do you take less of 
your prescribed medicines?
(Active decision)

How often do you forget to take your medicines? 
(Passive decision)

never rarely sometimes Total

never 26 6 3 35

rarely 3 1 1 5

sometimes 8 3 4 15

often 2 0 0 2

very often 1 0 0 1

Total 40 10 8 58

The reasons for taking less medicines than prescribed were reported to be related to 

practicalities. Taking diuretics before a shopping round or a check-up at the hospital was 

avoided, because the patients found it embarrassing and unpractical to use the toilet in a 

public place. Others stopped their medication if they had a drink in fear of interactions with 

alcohol. The fear of dependency to medicines was mentioned, and a reduction in dose, or 

even to stop the medication for a few days, re-assured the patients that they could still 

function without the drugs. This is reflected in that 18 (31.0%) patients ‘sometimes’, 

‘often’, or ‘very often’, took less of their medication.
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Most of the patients had been taking medicines regularly for years. The patients were asked 

how they remembered to take their medicines, and which systems they used to remember 

to take the medicines (Table 5.27).

Table 5.27. Different systems (n=79) patients used to remember to take their
medicines. n=58 patients.

Grouping of system Frequency Percent of 
responses

Automatic
Taking medicines had become a routine

28 35.4

Meals
Medicines were taken with or in connection with meals.

11 13.9

Symptoms of illness become worse
Patients felt sick if they did not take their medicines.

3 3.8

Time of the day
Medicines were taken in relation to getting up or going to bed.

13 16.5

Have no good system
No good system were developed, and medicines sometimes forgotten.

3 3.8

Patients has organised a system
Patients used sequencing or grouping medicines as ways to remember.

9 11.4

Uses a bought system or a fabricated system
Dosette boxes or dates on the packages were used to remember 
medicines.

10 12.7

Others are responsible
The responsibility for medication was given off to someone else.

2 2.5

Total 79 100

Patients reported to have one or more ways of remembering when to take their medicines, 

explaining the total count of 79 for the 58 patients. Twenty six (32.9%) patients reported 

that it was automatic, 13 (16.5%) took it first thing in the morning or before bed time, and 

11 patients took it in connection with meals (13.9%), usually breakfast or evening meals. 

Quite a few had made their own system (11.4%), and this ranged form dosette boxes, 

sequencing the boxes on the mantel piece or shelf, putting the medicines into groups of 

when they were to be taken, or taking out the daily dose. Dosette boxes were popular, and 

3 patients remembered because they felt sick if they did not take the medication. Patients
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were asked who was responsible for that they were taking their medicines, and this is 

displayed in Figure 5.10.

Figure 5.10 Bar chart to display who was responsible for patients in semi

structured interviews taking their medicines. N=58.

Myself District nurse
Spouse Myself and spouse

Who makes sure that you are taking your medicines?

The majority reported to be solely responsible for taking their medication, but 9 (15.5%) 

patients reported that they and their spouse together were responsible and 6 (10.3%) 

patients reported that the spouse was solely responsible for their medication. This was 

particularly prominent where the patients were taking potent drugs and non-compliance 

could have had fatal consequences.
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5.16.4 Information needs

The patients were asked if they had received enough information to feel secure about their 

own medication, and 53 (91.4%) patients were satisfied with the information. One patient 

reported to have received too much information and one patient too little. Two patients 

were not satisfied with the information they had received and another patient was not able 

to state a level of satisfaction. This evident satisfaction with information provided was 

further explored when 38 (65.5%) patients made comments on their information needs. A 

more diverse picture related to information became evident (Table 5.28).

Table 5.28. Overview of comments made to the information patients had
received. n=58.

Comments made about information Frequency

Actively use information sources \  y " /  16
Patients had their own medical books, lead the leaflets provided by the local pharmacy 
or the hospital.

Find it difficult to understand the information given 8
Patients had problems taking in the information provided and did not know quite what 
to ask to clarify the information.

Follow instructions and do not worry too much 6
Some patients were quite happy to follow the instructions from the GP or the hospital, 
assuming they knew what they were doing.

Asks if something is unclear 5
Some patients were persistent in asking for more information and explanations until 
they were sure they had understood the information.

Saturation of information needs 3
A few patients reported that too much information made them worry and that they were 
neither interested nor capable of taking in any more information.

No comments given to information 20

Total 58

Some patients actively use information sources, such as information leaflets provided by 

one local pharmacy, medical books and information given to them from the hospital. In 

particular, information leaflets were reported to be helpful when receiving new drugs.
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Patients also kept these leaflets for a long time and referred back to them if they had any 

queries.

The pharmacist and the GP were used as information sources; patients reported to ask them 

if they were not sure what to do with their medicines. Others were often confused by the 

information given and found it difficult to understand, but they did not feel confident with 

asking questions clarifying the information given to them. For one patient, the GP and the 

nurse had given conflicting information on the dose of the asthma medication and whether 

to use the Spacer device or not. Another patient reported to be confused when the colour 

of the tablet had changed. None of them had m^de any further contact to clarify their 

problems.

Some patients reported that had reached a level of saturation of their information needs and 

that too much information made them worry. Others followed the instructions given by the 

health professionals and tried not to worry too much about their medicines.

5.16.5 The repeat prescription system and how it was perceived

The repeat prescription system was investigated in detail through the repeat prescription 

review in the surgery as described previously in this chapter. However, it was not known 

how the patients found that this system was working. The patients were asked questions 

about how they used the service and what they thought about it.

From a logistic point of view, the repeat prescription system initially seemed rather simple 

and easy to follow. To request new medication, the request form from the previous 

prescription should be handed in to the surgery with the requested medication ticked off in 

the provided boxes on the form. The new repeat prescription could be picked up any time 

after 48 hours, or if requested, the prescription would be sent up to the pharmacy the patient 

had chosen. The medicines would then be dispensed and collected later.
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The majority of the patients (94.8%) used the same pharmacy every month. Only 5 patients 

(8.6%) paid for their prescription medication. The extra work of picking up the prescription 

were reported by 9 patients (15.5%) to prevent them from taking their medicines.

When asked to comment on the repeat prescription system, a flood of positive as well as 

negative comments appeared. A multiple response frequency table (one patient could 

provide more than one response) of the comments is displayed in Table 5.29.
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Table 5.29. Comments (n=76) made to the repeat prescription system by 
the patients in the semi-structured interviews. N=58 patients.

Categories of comments to the repeat prescription system Frequency Percent

Reception: Errors made by the reception
The reception often makes mistakes and patient felt they could not rely on 
them.

14 18.4

Reception: Empathy perceived from the reception
Felt the reception staff did not listen, though ongpatient said they has been 
good to them.

2 2.6

System: Comments related to time
The prescription were not ready, not signed or not delivered to the 
pharmacy on time. It was perceived as too much work going up several 
times and an impractical system.

11 14.5

System: The system found to works well
The system works extremely well, and patients did not have any problems.

14 18.4

System: The system found to be too complex and not user friendly
Patients found they system complicated, mixed up the request form and the 
prescriptions. They would prefer to ring in the order or only deal with the 
pharmacy.

13 17.1

System: Dissatisfaction with the medicine supply
Patients found that one month supply was too short period, as they had 
been on the medicines for such a long time.

? 3.9

System: Lack of communication in the service
Patients observed a breakdown of communication between the pharmacy 
and the surgery where prescriptions were not forwarded to the pharmacy, 
and in general, the clinic was not as good as it used to be.

6 7.9

Access: Difficult to access the repeat prescription service
Disease and immobility made it d iffi^ lt to access the service, and not all 
patients were aware of the possibilityjuse the post. Relatives were 
frequently used and others phoned the pharmacy for a delivery.

10 13.2

Quality assurance: Concern about the quality and safety
Patient felt they were not being screened at a regular interval, that patients 
had become the least important aspect of the service and the doctor was 
under too much pressure.

3 3.9

Total 76 100

Although some patients were satisfied with the service, they still gave suggestions such as 

having a phone-service or improving the access of the system. For some elderly patients, 

delivering the request-form and making a visit 2 days later to pick it up, the going to the 

pharmacy to have a chat while waiting for the medicines to be dispended seemed to suit
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them well as a social activity. But old, immobile, and working people, found the access 

rather inconvenient under the present system. A few quotes are displayed below:

“I thought the repeat prescription sheet [request form] was the prescription, and I 
ran out of drugs.” (Male, 80 years.)

“It takes too long time, the reception often makes mistakes and I do never get all the 
drugs that I order.” (Male, 67 years.)

Despite a lot of criticism both towards the system and the people involved in providing a 

repeat prescription service, there were positive elements as well. However, there seems to 

be need for improvements to the repeat prescription system itself.

The reception staff was blamed for being responsible for a lot of errors, such as issuing the 

wrong medication and not issuing all the medication requested. They were perceived as 

unfriendly, not accommodating and often seen to make mistakes. Patients reported to have 

been put on old dosages of thyroxin, been given ointments instead of eye drops and 

prescribed generic medicines when this was not requested. Others, however, found them 

good or they did not have any problems with them.

“The girls in the reception does not seem to be properly trained. I wish they 
would listen more. They gave me an ointment instead of eye drops.” 
(Female, 81 years.)

“The repeated prescription is never ready or signed when I come, and the 
reception often makes mistakes.” (Female, 32 years.)

The patients found that requesting new prescriptions took too long and it was difficult to 

get the timing right. Some found the request-forms difficult to handle and would rather 

prefer to call in the order, but this was not offered as a service any more. To avoid trips to 

the surgery, request-forms were posted to the surgery and some even had it sent directly 

to the pharmacy, avoiding any personal contact with the reception. This was either because

189



________________________ Main study - Part One: Semi-structured interviews; Results

they had some problems in the past, or because it was too much work doing this every 

month.

“I don’t know WHAT they are doing in the surgery. It seems to take such 
a long time, but they do deliver it to the pharmacy.” (Female, 84 years.)

The service was reported to have declined the last years and that they perceived that there 

was not enough communication between the involved. Some patients found it difficult to 

access the service because they were ill or housebound and were reliant of others picking 

up the prescriptions. However, none of the patients reported specific incidences where they 

had run out of medication.

“There seems to be a breakdown in communication between the surgery and 
the pharmacy. I would prefer just to go to the pharmacy. It is annoying to 
get the drugs for only one month. During a depression I find it hard to have 
the hassle.” (Female, 28 years.)

A minority of the patients were worried about the quality of the review and that the doctor 

seemed to be under a lot of pressure.

“Why should I have to take a piece of paper down to the surgery and wait 
for two days? I should have a three to six months prescription, and then 
have a screening. Patients have become the least important aspect in 
business. “ (Male, 47 years.)

Despite occasional strong criticism, some patients reported that the system was quite good, 

and that they normally did not have any problems. They could just tick off the medication 

they needed and have the repeat prescription delivered to the pharmacy.

On the other hand, the reception staff complained that the patients insisted on phoning in 

their order, even though this was something they had stopped as a service. They had 

difficulties finding patients’ medical notes, as they were either with the GP, the nurse or the
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secretary. This was found to be very frustrating as well as time-consuming. When the GP 

did not sign the prescriptions on time the patients hassled the reception staff.

The GP complained that the reception staff made obvious errors when issuing the 

prescriptions, but in general did not raise complaints about the repeat prescription system.

The local pharmacy complained that the repeat prescription were not delivered on time, 

resulting in medication not being ready when patients came to collect it. Patients were 

therefore ‘borrowing ‘ medication, which caused extra work for the pharmacy. The GP did 

sometimes phone in a prescription, but was very slow at sending the prescription to the 

pharmacy.
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5.16.6 Worries related to medicines and illness

The patients were asked if they had any worries about their medicines. The majority (69%) 

said they had no worries, but the remaining 18 patients raised a variety of anxieties (Table 

5.30).

Table 5.30. Do you have any worries about your medicines? N=58.

Categories of worries about medicines Frequency Percent

Content of medicines and side effects
Patients were worried that there was poison inside the medicines, that they 
would never be able to stop the medicines or getting an allergic reaction 
from the medicines.

8 13.8

Long term effect of medication ' ; , ;
Patients worried about long terms effects, getting a reaction that they 
could not take the medicines anymore, whether they were doing any or 
how they would cope without them.

6 10.3

Sub-optimal treatment and reluctancy to change
Patients were worried about increase in doses, felt unwell on the 
medication, or would rather confirm with a specialist about changes.

4 6.9

Reasons for not to worry
The majority of the patients were not worried as they saw the GP 
regularly, knew why medicine were prescribed and just carried on as they 
had be been told.

40 69

Total 58 100

The patients worried about the content of medicines and side effects they might cause. The 

long term effect of medication caused concern, and some wondered how life would be 

without the medicines and if they could cope with this. Changes in dosages caused concern 

and one patient would rather see a specialist before any changes was made to the 

medication. On the other hand, the majority did not seem to have any worries about the 

medicines, as they were doing fine on the prescribed medication and saw the GP regularly 

or just followed the instruction given.
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Patients were also asked if they had any worries about their illness. Half of the patients 

(48.3%) reported to have worries about their illness, while the other half (51.7%) did not. 

The patients were further prompted to express what their worries were (Table 5.31):

Table 5.31. Do you have any worries about your illness? N=58.

Categories of worrying about illness Frequency Percent

Destiny of life
Worrying will not make things better, and could possibly make things 
worse. Therefore, not worrying and take things as they came seemed to be 
better, as they could not do very much about their condition.

24 41.4

Natural worriers
Patients reported to be worriers, and that one can never stop people from 
worrying.

6 10.3

Worry because they have pains
Pains and inner organ problems seemed to cause worry.

5 8.6

Worry about future illness
For ill patients, the fact that the disease could only get worse and that a 
family history of a disease did not look too good made patients worry about 
the future. Also, the being out of control or not knowing why they were ill 
was worrying.

8 13.8

Looks to the future, but has accepted having a disease or being ill
One way of coping was to accept that one was ill, and try and cope in the 
best way possible not to worsen the situation.

4 6.9

Feels neglected or forgotten by the system
Patients felt that nobody cared about their symptoms, and that there was no 
general strategy used to assess them properly.

3 5.2

Social aspects restricting freedom
The social aspects of isolation, living alone, dependency on others, and 
restrictions in freedom of what they were physically able to do felt 
restricting and made them worry.

6 10.3

Medicines have helped or illness has improved
Patients felt better because the medicines had helped and the illness was 
getting better.

2 3.4

Total 58 100

The patients were frank and openly discussed their worries about being ill. In particular, 

elderly people reported that being ill or taking medicines was simply a part of life and that 

worrying about it would just make things worse. For others, it did not seem matter what
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treatment or support they received: they would still worry about the illness irrespective of 

whether it was getting better or worse.

More direct worries about pains and future illnesses were connected to discomfort or 

deteriorating states of health, i.e. the knowledge of that they could only get worse and not 

better. Other patients had come to terms with their illness and it did not seem to worry 

them too much. For them, being ill was just a fact of life.

A few patients felt neglected or forgotten by the system, either because their symptoms 

were not taken seriously or because they felt there was no specific strategy for their 

treatment. The illness was restricting some the patient’s life as they were housebound. 

They felt lonely and isolated as they could not leave the house. For some, these worries 

were reduced because medicines had helped them to function better or the illness had 

improved.

5.16.6.1 Views on new medication or changing the present medication

The repeat prescription review by the pharmacist resulted in changes being made to the 

prescriptions. This would necessarily lead to change in prescribed medication. Patients 

were asked how they would feel if they had to start taking a new medicines, and how they 

would feel if an old, regular medicine was replaced with a new medicine. The responses 

to these questions seemed to be strongly related, and the categories overlapped. A summary 

is displayed in Table 5.32, and the categories displayed in Table 5.33.

Table 5.32. Patients responses to new medicines and changes to regular
medicines. N=58.

How would you feel if you How would you feel if the
have to start taking a new doctor changes one of your old
medicine? regular drugs to a new one?

Worried 27 21

Not worried and/or trust the 31 37
doctor

Total 58 58
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Table 5.33. Comments regarding changes made to medicines. N=58.

How would you feel if you have to start 
taking a new medicine?

How would you feel if the doctor changes one of 
your old regular drugs to a new one?

Follow the doctors advice. Trusts that the doctor knows better

A new medicine would probably be for the 
better, patients would trust the doctor and take 
the medicines. (n^26)

Any change must be for the better, the GP knows 
what to do, so the patient would take them, if it is 
changed -that is it, and patient just do as they are 
told. A change would not bother the patients, and 
they put their trust in the doctor. (27)

Follow the doctors advice. Will try it to see if it works.

Patients would try to see if it works or not, 
and some would try anything to give relief. 
They would stop if the new medicine did not 
work or if they had a reaction to the 
medicines. They were not worried ifi trying 
something new. (n=6)

A change had to be better that the old drug, but they 
are aware of that different things come on the market. 
There is always the option of going back to the old 
drug. They do like to know what the change is for. 
(n=8)

Reluctant. Stable at present, and do not want to upset the balance and a change has to improve 
the health in some way

Patient felt that there was no point in 
upsetting the balance unless they felt ill, and 
were often happy with the once they had. 
They were worried about interacting with the 
drugs they took, and felt they were on 
enough medicines already. A new drug had 
to really improve their health. (n=10)

Patients like stability and to stay to the same all the 
time if they can. Old medication they knew suited 
them well, and any change was not welcomed as they 
believed in their present medication. (n=7)

Reluctant. Sceptical to new treatments and wants a specialist opinion based on bad experiences 
in the past

Worried about how the drugs will affect 
them, and reluctant to be a guinea pig. Felt 
they needed a specialist opinion, not the 
GP’s. (n=7)

Patients reported side effects, allergies, wrong colour 
of generic and being given the cheapest drugs, all 
which made them reluctant to new medicines and 
changes in their present medication. They trust the 
hospital specialists, seeking their opinion and not the 
GP’s. (n=4)

Reluctant. Need to know why new treatment is needed as it would be a sign  ̂ that they were 
getting worse

Patients would «quire why a new treatment 
was needed, whatlhe benefits were and if it 
had any side effects. They were worried it 
was a sign of getting worse. (n=9)

A change has to be explained to why a change is 
needed, what it would replace and if it was as 
effective as the old medication. A change would be 
as sign of that old one has not been doing any good or 
that they were getting worse. (n=12)
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Some patients followed the doctors advice, either because they trusted that the doctor knew 

better or that any change would be made for the better. Patient tended to put their trust in 

the doctors advice or decisions.

Patients that were stable on their present medication did not want to upset their ‘balance’. 

As long as they were doing fine things should not change. That is, unless changing 

medicines would really improve their health. They knew what they were taking, and they 

‘believed’ in these tablets.

Some patients wanted a specialist opinion or confirmation from the hospital they were 

attending before anything was changed or any new mediation prescribed. This reaction was 

based on bad experiences in changes in the past such as side effects, allergies, generic 

medicines that had different colours or were cheaper drugs. All these factors seemed to 

affect their trust in both the medicines and the GP.

Others thought that a change in the treatment was only justified if the new medicine 

improved the health in some way. Patients wanted to know why a new treatment was 

needed and if the new drug was related to the fact that they were getting worse. Also, a 

change would, for them, be an indication of that the old medication had not been doing 

them any good.

5.16.7 Changes perceived to the medicines due to community pharmacist intervention

The pharmacist had identified DRPs with 69 of the items prescribed to the patients having 

a semi-structured interview, and 45 (65.2%) were actioned (6 interventions were resolved 

by the GP in the control group and 39 were actioned through discussing the interventions 

with the GP) (section 5.23). The majority of these included medicines removed from the 

repeat prescriptions (33.3%) and dose alterations (26.1%). Other interventions such as 

medicines being contraindicated or clinically not good prescribing, although important, 

were not easily identified by the patients themselves.
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The patients were asked if there had been any changes made to their prescription since the 

last time they had one issued. However, none of the patients registered any change. This 

is in sharp contrast to the previous section, whereby patients reporting to be reluctant to 

changes had not registered actual changes. Also, it raises concern regarding the 

implementations of the interventions related to dose alterations, monitoring and counselling 

and adding new medicines. To further investigate this, the actual changes and how the 

patients reacted to these are described below.

5.16.7.1 Actual changes made to the repeat prescriptions in the semi-structured 

interviews

In total, 45 interventions were actioned for patients in the semi-structured interview cohort. 

Since none of the interventions were registered by the patients they were highlighted by the 

main researcher after the interview (Table 5.34).

Table 5.34.
Patients responses to the interventions made to their prescriptions

DRPs
actioned

Medicine removed from repeat prescription
No patients had taken notice of medication being removed from their repeat 
prescription request forms. However, none had objections to these changes.

23

Dose alteration
Dose alterations included changes from ‘as directed’ to the actual dose on inhaled 
asthma medication (4), on bendrofluazide tablets (1) and on betaxolol eye drops (1). 
This was only recognised when highlighted after the interview, and all interventions 
accepted.

6

Contraindicated or clinically not good prescribing
One patient was tested for H.pylori after taking ranitidine 6 years for heartburn. 
Co-prescribing of ranitidine and lanzoprazole was investigated (2).
Five drugs prescribed to one patient for hypertension were reviewed.

4

Monitoring or counselling
Counselling was needed for the patient (1).
(In addition, the main researcher considered two patients to need counselling. This was 
where the GP had only given a ‘conditional yes’ to call the patient in for counselling.)

1

197



Main study - Part One: Semi-structured interviews; Results

Table 5.34.
Patients responses to the interventions made to their prescriptions

DRPs
actioned

Pharmacist suggested adding a medicine
In three cases, the pharmacist suggested to introduce a breath activated inhaler. This 
went though in the control group before the patients was interviewed. Unfortunately, 
one patient said that the GP and the nurse had not given the same instructions for taking 
Salbutamol, Ipratropium bromide and Beclomethasone, and the patients was confused 
on what order to take the medicines, and when to use the Spacing device.

The pharmacist suggested to add Aspirin (1), which was accepted by the GP. However, 
the patient had unknowingly to the GP been buying aspirin OTC for years and splitting 
these himself, but the patient though it would be good to have the aspirin prescribed in 
the appropriate dose.

4

Double supply
Removal of the double supply of ipratropium bromide was not taken notice of but 
accepted when highlighted after the interview.
(In addition, the need for an oxygen compressor was reinformed through the 
community pharmacist.)

1

Other formulation or administration route
One patient was prescribed theophylline 400 mg, half a tablet. This was changed to 
200 mg modified release, as this makes sense for a modified release formulation. In two 
incidences, the supply on the prescription was synchronised to a two months supply of 
medication.

3

Period of supply
This was not taken notice of by the patients, but agreed to as being reasonable when 
highlighted after the interview.

2

Generic substitution
The generic cimetidine was changed from the prescribed Tagamet. However, the 
patient had no understanding of that they were the same drug.

1

Cost-related
The pharmacist suggested to substitute the expensive antihypertensive drug Kalten with 
a cheaper, equivalent treatment. The GP disagreed to this, and the patient was also not 
favourable of a change.

0

Total 45

198



________________________ Main study - Part One: Semi-structured interviews; Results

When interviewing the patient about the interventions made in the surgery, these were the 

most striking findings:

• None of the patients had registered any change to their repeat prescriptions.

• Reviewing the medical notes and the repeat prescriptions only could not reveal the 

worries and problems patients had in managing their medication.

• A direct outcome of the interventions based on the patients’ responses on the 

intervention was difficult to measure.

• Patients had problems with their medicines which only a face-to-face contact could 

identify.

• The interventions were accepted by the patients, but they need to be reinforced 

through a more direct patient contact.

This methodological problem will be further discussed in Chapter 6.
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5.16.8 Interventions made by the main researcher after the semi-structured interview

Following on from the previous section, the complexity of the interventions and patients’ 

management of their medicines is reflected in the problems the main researcher faced at the 

interviews in patients homes. After the formal interviews, the main researcher resolved 

DRPs for 28 (48.3%) of the 58 patients, either related to the prescribed mediation, OTCs, 

or minor ailments ( Table 5.35) . Of the 28 patients, some had more than one problem 

(n=36).

Table 5.35. Home-interventions by the main researcher (n=36).

Advice and re-enforceiiient of compliance (n=5)

Labelling was changed from ‘as directed’ to the correct dose, patients were advised to use a Dosette 
box to organize the medication better, to take old drugs back to the pharmacy and to only use one 
container for the same medicines to avoid confusion on which one to take.

Advice on how to take the medicines and of optimal medicine use (n=10)

Advice was given to dissolve the dispersable aspirin, to take steroid inhalers before beta-2 agonists, to 
rinse the mouth after taking inhaled steroids, warned against double supply of paracetamol, and n ^ e  
sure to take methyl cellulose before meals to get the benefit of weight loss. Other advise included 
instructions to take medicines with or without food, how to swallow ‘dry’ tablets, not to split slow 
release formulations. Advice given was written down on the patient information leaflets produced for 
the study.

Practical problems (n=5)

A patient with skin rash was advised to change the washing powder back to what they had used until 
recently, a diabetic patient encouraged to see GP about having his leg sore treated and a referral to a 
heart specialist, the pharmacist was asked to forward the case for a patient on numerous oxygen bottles 
weekly, a hypotensive patient was recommended to see the GP, and a patient encouraged to bring her 
prescribed and OTC medication to a hospital appointment.

Drug information and reassurance (n=8)

Assured patients that sugar free pastilles is OK to use for dry mouth, that cholesterol levels were not to 
low because of simvastatin, what overuse and under use of inhalers could lead to and how the inhalers 
should be used, to encourage a patient to talk to her GP about hormone replacement therapy and 
menopausal atrophy, something she found difficult, where to obtain more medical literature, what the 
working mechanisms for digoxin and isosorbide mono-nitrate.

Medicine removed from or added to repeat prescription (n=8)

Cimetidine, paracetamol, glyceryl trinitrate and frusemide was removed from repeat prescriptions. 
Aspirin was added, methotrexate reduced according to hospital letter, diltiazem was changed to the 
modified release formulation as it was only take twice daily, and informed the patient that the asthma 
medication was taken off the repeat prescription, as it was not needed any more.
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The interventions by the main researcher reflected a range of compliance problems, 

information needs and worries patients had about their medicines and illnesses. Advice 

was given on the practical aspects of managing the medicines, such as labelling the 

medicine correctly, and organising the medication in the correct containers or Dosette 

boxes. Patients had questions regarding when to take the medicines, and if it should be 

taken with food. A few patients took the wrong dose of the drug, and this was discussed. 

Sub-optimal use was in particular found in asthmatic patients, where advice on the order 

of taking beta-2 agonists and steroid was reinforced in 5 patients. Finally, issues related to 

the repeat prescriptions were discussed, such as removing, adding, changing medication or 

formulation, or passing on messages to the surgery regarding the medication.
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5.17 DISCUSSION OF SEMI-STRUCTURED INTERVIEWS

5.17.1 Patient recruitment, demographic data and medicines statistics

The 58 patients successfully interviewed represented 36.9% of the patients identified to 

have DRPs. However, 26 patients were excluded following the set criteria ( age, social 

problems, death, number of drugs), 11 were too confused or ill, 11 had moved or could not 

be contacted within a reasonable time after the intervention, and 4 were not at home at the 

time of the interview. Still, 24% claimed no interest in the interview without giving any 

particular reason, something that could probably have been reduced had the patients been 

available in the surgery. Since the recruitment was based on repeat prescription patient, it 

was sometimes difficult to motivate the patients on the phone to see the advantage for them 

to be interviewed. Still, the cohort of 58 patients provided a variety of responses reflecting 

the whole patient cohort both in age, gender, number of medicines, BNF categories, and 

DRPs. This argues the case for that the cohort of patients interviews are representative for 

the patients with DRPs as a whole. The interview cohort provided a satisfactory base for 

analysis to investigate the objectives for the semi-structured interviews.

5.17.2 Patients knowledge of use and side effects of their medicines

Patients had excellent knowledge of how and when to take their medicines. This is in sharp 

contrast to a study by Busson and Dunn (1986) were 55% of patients who had brought their 

prescriptions to a pharmacy did not know exactly how, when or with what they should take 

their medicines. Also, 53% of patients in a hospital study by Brody (1980) made one or 

more errors in recalling their therapeutic regimens.

On the other hand, patients in this sample sometimes seemed to have forgotten why the 

medicines were prescribed (7% of the medicines). This is possibly related to that the 

patients’ prescribed repeat medication is often taken for years at a time.
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Side effects caused by medicines have been in focus the last few years. They cause extra 

hospital admissions (McKenney and Harrison, 1999) and women and the elderly have in 

particular been shown to be predisposed to adverse reactions to drugs (Hurwitz, 1969). The 

patients in this sample reported to be concerned about side effects and how they could 

affect them. The side effects such as dizziness, tremors and general discomfort were in 

some cases easy to connect to the medication they were taking. However, many patients 

did not know what the most common side effects of their medications were. It is also 

difficult to know which of many medicines cause the side effects. The problem of defining 

which drug is causing an adverse effect is also confirmed as a problem by Haffner and Main 

(1990). The patients, however, seemed to allocate blame to some drugs more than others 

for causing the most discomfort.

Despite a range of side effects reported in this sample, it was clear that a lot of the patients 

did not know what side effects might result from their medication. The lack of knowledge 

about side effects may be because the GP or the pharmacist has not informed the patient. 

However, the reason may alternatively be that information about side effects is given as oral 

information and the patients forget what has been said. Crichton et al (1978) showed that 

both oral and written information in combination gives the best recall on medication 

information provided to patients and therefore written information should be provided as 

well. The findings of this current study revealed that patients kept drug information leaflets 

for at least two years.

Patients’ knowledge of what their medicines were for and how to take them was generally 

good. But with 7% of the medicines the patients could not remember why they were 

originally prescribed. This raises concerns as to whether these medicines were still needed, 

or if the prescribing was originally meant for short term prescribing only. Also, 5.9% of 

the medicines were no longer taken by the patients, but still prescribed. Both of these 

findings raises important quality issues related to lack of regular review of the repeat 

prescriptions. The risk of patients continuing on short term medication (Harris and Dajda, 

1996) and the lack of review of repeat prescriptions on a regular basis (Zermansky, 1996)
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are recognised as problems affecting the quality of the prescribing. Lindley et al (1992) 

found that drug-related morbidity in the elderly population is due to inappropriate 

prescribing, but argues that better prescribing would prevent a lot of ADR cased by drug- 

drug interactions and unnecessary drugs. In some cases the patients ordered the drugs, but 

hoarded them, creating a difficult situation for the GP to measure any clinical outcome of 

the treatment. Similar problems were found by Williams (1996) in a domiciliary 

pharmaceutical care programme.

Side effects were reported for 15.2% of the medicines, but despite this, patients reported 

to continue to take their medicines. They did not know how to deal with the side effects, 

once they experienced them. The uncertainty reflects the type of information patients are 

given, whereby they are not properly informed to fully understand how medicines work, 

how they can minimise the side effects, or what action they should take if side effects make 

them unable to function properly. As an example, medicines for a cardiovascular 

conditions made patients dizzy, faint or have hot flushes. Instead of seeking the doctors 

advice to adjust the dose, they assumed this was something they had to live with. Similarly, 

dry throat and hoarseness caused by inhalers might be minimised by rinsing the month after 

use. Patients said nobody had told them about this. Side effects caused by CNS medication 

might be more difficult to avoid, but certainly dry mouth can be compensated for by sugar 

free pastilles, and constipation by a change in diet or mild laxatives. This did not seem to 

be known to the patients and will be further discussed under information needs (section 

5.17.4).

5.17.3 Compliance and systems for taking medicines

Non-compliance has been studied extensively (Griffith, 1990; Morris and Schulz, 1992) 

consequences of non-compliance and factors affecting compliant behaviour such as: 

demographic factors, condition of disease, psychological factors, health belief models, 

social factors, doctor-patient relationship, treatment regiments, measurement, extent, and 

other determinants of patient compliance with therapy and interventions to improve
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compliance have been studied. Despite all the research, no single solution or system can 

explain the complexity of patients’ drug-related behaviour.

The patients in this theses were asked questions regarding how often they forgot or took 

less of their medication. They seemed to make a distinct differentiation between 

‘forgetting’ and ‘taking less’. This reveals how an active choice was involved. The 

patients chose to take less than the prescribed dosage and they seemed confident in either 

reducing the doses or stopping the medication if this suited them better. These observations 

of non-compliant behaviour is supported by other studies. Home (1993) reports that 

patients make active decisions about their medicines and Britten (1994) focuses on the 

patient’s perspective, describing how they combine their own ideas and understanding of 

the medicines with what the GP informs them of. Also, another theory called 

psychological reactance is suggested by Fogarty (1997). The theory proposes that patients 

who perceive a threat to their freedom or control may become non-compliant.

During the interviews the patients reported to reduce or stop taking their medicines for

shorter to longer intervals, either for practical reasons such as dropping diuretics when they

went shopping or stopping some medicines if they had an alcoholic drink. Although the
•b?

patients reported to make these choices, andj^hem > they were rational, they were not 

always the best medical solution to the problem. One must accept that patients actively 

regulate the intake of medicines, but they need to be empowered with the appropriate 

information. This empowerment of the patients through prescription information is 

something that seems to be lacking. A more honest and direct approach by the health 

professionals would in many instance have avoided patients taking unnecessary risks, that 

is stopping their cardiovascular medication because the patients have been told not to mix 

medicines with alcohol. Raynor (1992) suggests that pharmacists can influence patient 

compliance through educating and informing patients and helping to simplify their 

medication regimens.
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The patients showed great initiative in inventing their own systems for taking their 

medicines. Only one patient reported not to have a good system, and this was only because 

she had used a Dosette box previously and had become terribly worried when she realised 

she had forgotten to take the medicines the previous day. Her way to cope was to put such 

worries out of her mind and returning to taking the medicines directly from the tablet 

bottles. This might seem illogical, but for her it seemed like the only way to return things 

to normal. Medically and pharmaceutically, this is rather shocking, but again this was a 

choice the patient had to make in order to cope with taking medicines at all.

Whereas the majority of patients reported to be solely responsible for taking their 

medication, it was interesting to find that 9 (15.5%) of the patients reported that they and 

their spouse together were responsible for this and 6 (10.3%) patients reported that the 

spouse was solely responsible for their medication. This was more prominent where 

patients were taking potent drugs, and non-compliance could have had fatal consequences. 

It was also observed for patients with no such medication. A shared responsibility seemed 

in some way to ease the fact that one of the couple was ill and the other not. They 

somehow had the illness in common and therefore shared the burdens of having to take 

medicines. Following from this, the information given about the medicines then has to be 

given to both the patient and the spouse.

5.17.4 Discussion of information needs

The high level of satisfaction with the information (91.4%) compared to the actual 

comments given on the information shows that patients initially said they were satisfied 

with the information without actually feeling in control of their medicines.

The active use of information sources was in particular prominent for the information 

leaflets provided by the local pharmacy. The patients reported that the leaflets were a 

valuable supplement to the oral information provided by the GP or the pharmacist. The 

patients’ satisfaction with this additional information is supported by Gibbs et al (1989),
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who found that patients receiving information leaflets improved their knowledge of how 

to take their medicines correctly and their awareness of potential side effects. They were 

more satisfied than those who did not receive the additional information: the authors 

concluded that this justified the use of leaflets on a routine basis.

However, the information provided needs to be brief, concise and comprehensible, confirm 

what the doctor or the pharmacist had said, cover side effects and missed doses strategies 

(George, 1987). Much thought is also given to how information should be presented, the 

comprehensibility of the text, typography and illustration (Kitching, 1990). One difficulty 

with patient information leaflets is that the pharmaceutical industry take this as a 

advertising opportunity. The discussion on who should distribute the leaflets seems to have 

been overcome by the research on the effectiveness of such information (Gibbs et al, 1990).

Maybe health professionals, over the years, have been too restrictive and over-cautious with 

providing information. All patients in this study said they were not scared or worried by 

the information given. However, there were a cohort of patients that felt unsure how to deal 

with the information given, such as this 83 year old lady:

“Too much information makes me worry. Too much is like not enough.”

Some patients found it difficult to understand the information provided and were not sure 

how to get around this. Asking questions in the first place seemed almost impossible, as 

they did not know which questions to ask.

“I think I am satisfied, because I wouldn’t know how to go about asking 
anyway.” (Male, 78 years.)

“I do not really understand it, they do not tell you anything.”
(Female, 68 years.)

207



_____________________Main study - Part One: Semi-structured interviews; Discussion

The two latter comments could also be an indication that the relationship they have with 

their GP is not based on concordance, but follows a more traditional paternalistic model 

where they find it difficult to raise questions during the consultation. It was almost as if 

they had given up getting answers to their questions. On the other hand, some patients were 

not worried and put their trust in the doctors decision, and others would continue to ask 

until they were satisfied with the information they were provided.

“I read the leaflets, but they have prescribed them, I just plod on.”
(Female, 86 years.)

“I ask, and I look it up, or I ask the GP, and the pharmacist is good with 
leaflets.” (Female, 75 years.)

Restricting the information flow is also important. No matter how much health 

professionals idealise bilateral conversation and concordance (Royal Pharmaceutical 

Society of Great Britain, 1997), the respect for patients choosing not to know any more, or 

relying on a paternalistic approach as an option, must be respected.

“I am comfortable with it [the information], and I believe in the medicines.’ 
(Female, 81 years.)

McKinstry (1992) describes various grades of paternalism and how patients are viewed by 

the four different models of paternalism: the autocratic doctor, the paternalistic doctor, the 

doctors as agents, and patient yielding autonomy. Is raises relevant questions regarding 

empowerment and informed choices about medicines.

It must be a difficult situation for the GP when patients sometimes say they are fine only 

because they do not know how to get around asking. It is a fine balance for the GP when 

too much information is worrying some patients while others cannot get enough. As long 

as this competence gap between the GP and the patient exists, it is difficult for patients to 

make informed choices on disease causes they know little about (Makoul et al, 1995).
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The comments regarding patients’ information needs and DRPs reported during the 

interviews speak in favour of an informal setting in the patient’s home, where they feel that 

they are in charge. The advantage of speaking with patients in their homes to identify 

DRPs was also found by Fairbrother (1993) and Williams (1996). It clearly shows that 

primary care as it stands today is in favour of the doctors and their convenience with time, 

and not based on the patients’ need for information and long-term support.

5.18 CONCLUSIONS FROM THE SEMI-STRUCTURED INTERVIEWS

The semi-structured interviews were a very helpful tool to study how patients managed 

their medicines, what worries they had about the medicines and their illnesses and how they 

felt about changes being made to their medication. They were also successful in providing 

answers to limitations of the repeat prescription review model, in that the interventions 

were not efficiently communicated in the present model. It also gave insight into the 

strength and weaknesses in the repeat prescription system from a patient perspective.

The interviews revealed that patients regulate their intake of medicines actively and that 

more information is needed, both on side effects, compliance and how to deal with long 

term medication. The challenge will be how to personalise the information provided to be 

suited to each individual and not aim for a general approach. The complexity of taking 

medicines according to daily routines can be a dilemma for patients. But also the 

innovativeness patients show in being inventive, concerned and curious of how medicines 

should be taken for their long-term benefit, shows that patients are willing to learn, as long 

as the environment feels safe and is suited to their needs. More drug-information on 

patients’ premises alongside respect for patients’ choices is needed to be able to assure the 

optimal care.
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5.19 DISCUSSION OF THE REPEAT PRESCRIPTION SYSTEM AND HOW IT 

WAS PERCEIVED

5.19.1 General discussion of the repeat prescription system

The scale of repeat prescribing (Harris and Dajda, 1996), the costs (Brodie et al, 1991), the 

safety (Drury, 1990) and computer accuracy (Whitelaw et al, 1996) has been discussed in 

other studies. However, the patients’ satisfaction with the repeat prescription system 

seemed to be a neglected area. This thesis reveals that the repeat prescription system is not 

currently patient centred. The high proportion of complaints shows that patients do not feel 

that they are in control of what is happening, and the service provided is not acceptable 

according to their standards. Patients’ concerns with the service are reflected in that 55% 

of the patients receiving repeat prescriptions were intervened on (Section 5.7.1).

The current repeat prescription system is at present focussed around the routines in the 

surgery and designed to cause the minimum work and distress for the health personnel. The 

system seems to serve elderly patients or people with spare time in the middle of the day, 

and not people working out of the area they live, unable to visit the surgery during opening 

hours.

The problems with repeat prescribing is well known (Taylor, 1996) and GPs have long 

asked for assistance in this field (Greenhalgh, 1992). One solution to this problem, taking 

it to the extreme, is not to issue repeat prescriptions at all. This was suggested by Scott 

(1985) a GP who rationalised the prescribing to 4 monthly supplies, or even longer. He did 

not issue any repeat prescriptions and had a more thorough review of the prescriptions each 

time he saw the patient. In this way he wasted no time on signing prescriptions and felt 

professionally much more at ease with the quality of the repeat prescribing.
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5.19.2 Patient centred discussion of the repeat prescription system

As far as current published sources are concerned, patients have not been invited to 

comment on the repeat prescription system. Given the opportunity to do so in this thesis, 

patients report the system difficult to handle. The surgery reception was perceived as 

unorganised and unreliable, and both lack of training and communication skills were 

commented on. Bearing in mind that patients often remember one or two negative 

incidences, the results seemed to overwhelmingly state that there is still a lot to be done in 

improving the services provided. The complexity of the system seemed to be putting the 

patients off. In particular, the time taken, not being able to phone or getting supply for 

longer periods of time, and errors in transferring the prescriptions to the pharmacy on time 

made patients feel lost in the system.

The patients who were satisfied with the service still gave suggestions for improvement, 

such as having a phone-service or improving the access of the system. On the other hand, 

some elderly patients considered the visit to the surgery, picking the prescription up two 

days later and the pharmacy visit as a social activity they were quite pleased with. 

However, old, immobile, and working people found the access inconvenient under the 

present system. To conclude, the repeat prescription system is not geared towards services 

for the patients. The positive comments were few and far between and the system has 

potential for many improvements viewed from a patient’s perspective.

5.19.2.1 Worries related to medicines and illness

Naturally, patients worry about being ill and having to take medicines. The reasons behind 

asking about worries was to reveal if they could be resolved, either by the GP or the 

pharmacist or by providing additional information to the patient. The worries they had 

were related to the content and side effects, the long-term effects, sub-optimal treatment 

and changes in doses.
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One could argue that providing more information would potentially release some of these 

worries and improve compliance. This is supported by Lorenc (1993) who found that less 

fear of the illness and understanding the information provided by the doctor were 

significantly related to better compliance. However, for the patients in this study, 

information on its own did not seem to be enough. This was repeatedly confirmed, in 

particular by asthma patients. These patients had problems with compliance even if a range 

of information and services are available through information leaflets provided with the 

inhalers and regular asthma clinics at the surgery.

“I was worried about the increase in the steroid dose.” (Male, 72 years.)

“No, not really [worried], only about the steroids which I do not know 
enough about.” (Male, 32 years.)

‘The Atrovent inhaler seems to be empty before the others.”
(Female, 58 years.)

The long-term effects of drug therapy seemed to be a neglected area that had not been 

discussed sufficiently. To further explore the worries related to long term effects of 

medicines a single case study might prove useful to exemplify the complexity of patient 

worries related to disease and medicine.
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The scenario chosen is a 28 year old female patient who was prescribed:

Fluoxetine capsules 20 mg, two capsules ever morning. 

Salbutamol inhaler, 100 microgram, as directed. 

Beclomethasone inhaler, 100 microgram, as directed.

Case study

The patent was talkative, seemed bright and independent and lived on her own. She talked 
openly about her breakdown 5 years ago. She has been on fluoxetine for 4 years and had 
stopped drinking any alcohol 3 years ago. Previously, she had tried amitriptyline for a 
while but had felt bad on them. At the interview, she raised concern about the long use o f 
fluoxetine, but was afraid o f reducing the dose to under 40 mg. In her own words, she said:

“I don’t know what I am like without it. I am just keen to get on without 
any drugs at all. I don’t know what the long term effects are cause it is a 
new drug. It is as addictive, if not more addictive that crack, you know.
And also, I want to have children one day.”

Her asthma medication was taken sub-optimally: the steroid inhaler before the reliever. 
This happened even though she reported seeing the nurse regularly and that the information 
leaflets from the pharmacy were very good. The nurse, she said, had never told her how 
to take them. Nothing has proved helpful for her sleeping problems and Irritable Bowel 
Syndrom (IBS). The repeat prescription system is impractical, and she finds it annoying 
to only get prescriptions for one month, in particular during her depressive periods. She 
sees a psychiatrist regularly as the GP does not give her enough time, but finds the 
depression frightening as there is no apparent reason for it. Now, she feels like taking an 
active role in sorting herself out but would also like some help to get off the fluoxetine. 
However, she believes that the GP surgery are “pissed off because I go private”, but she has 
only seen locum doctors, and not the GP she is registered with. Although she regularly 
visited a psychiatrist, she seemed to have lost herself somewhere on the way, not knowing 
if she was the happy person she was now, or if she would return to being depressed if she 
stopped the medication. She did not want to discuss this with the GP, as she felt he was 
against her ‘going privately’ to the psychiatrist, who had also recommended her to take 
fluoxetine.
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This scenario reveals that the worries patients have about their medicines are complex 

matters involving a reluctance to talk to the GP, feeling well on the present medication, but 

still having unresolved worries about how the medicines will affect them in the long term.

This supports similar findings by Britten (1994) where patients expressed fears about long

term use of medication, addiction, and possibly being stuck with the medicines for the rest 

of their lives. Findings from this thesis raise concern that patients do not feel free to 

discuss what they suspect is sub-optimal treatment by their GP and this is an issue that not 

only restricts the GP from providing the best treatment, but may also lead to a break in 

confidence and relationship that may clinically harm the patient, unknowingly to the GP. 

The complexity of GPs’ relationships is affected both by personalities and consultation 

style (McKinstry, 1992) but also enhanced by the competence gap between doctors and 

patients, and the difficulty doctors have in involving patients in decision making (Makoul 

et al, 1995).

The worries patients reported to have about their illness were distinctly different to worries 

about their medicines. Firstly, patients seemed more confident in reporting worries about 

their illness, probably because it is more directly connected to themselves, while medicines 

can be more abstract and out of their control. Secondly, it became obvious that some 

patients were ‘natural worriers’, where they freely reported that no matter what is 

prescribed or how ill or well they are, they would still worry.

“Yes, [I worry] because I am a worrier.” (Female, 68 years.)

I just go and ask the GP, but you can never stop people from worrying.
(Female, 75 years.)

Others seemed to have distanced themselves from being ill. In some ways, this can be good 

as it does not exaggerate their illness. But on the other hand can be a sign of resignation, 

giving up even trying to get involved in their own treatment when this would actually have 

been a benefit to them. This in particular was apparent amongst elderly patients.
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“No, worrying does not make it better.” (Female, 83 years.)

“No, not really [worried], I just take it as it comes.” (Male, 78 years.)

“No, I do not worry about nothing, dear.” (Male, 81 years.)

“My strength is reducing, but we all have to die.” (Male, 71 years.)

On the other hand this is almost expected by patients who have lived a long live and seen 

it all; the findings of reduction in worries and information needs with increasing age is 

supported by Ley et al (1976). Whereas some patients in this thesis sample were worried 

about possible illnesses in the future, or their present illness getting worse, elderly patients 

seemed to have accepted the status quo and the possibility of getting worse, more readily 

than younger patients. This is supported by Sensky and Catalan’s (1992) findings where 

patients’ wishes for involvement in decision making declined with increasing age and 

severity of illness. As patients grow older, it seems they want to know less about their 

medicines and illness.

The complexity of people’s lives and how disease affects their daily lives was described 

both by younger and elderly patients. Feeling neglected by the health system combined 

with a deteriorating social network itself gave rise to much worry in addition to problems 

related to medicines and illness.
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5.19.2.2 Attitudes to new medication or changing the present medication

Generally, the patients in the interviews had been taking their medicines for a long time. 

Under such circumstances, any change could potentially ‘upset the balance’. Some patients 

felt that if something changed it was sign of that their condition was getting worse.

“There's no point in upsetting the balance unless you feel ill.”
(Male, 75 years.)

“You don't know until I've tried it, but these suit me!” (Female, 87 years.)

“I wouldn't want these changed; they do what they're supposed to.”
(Female, 84 years.)

“I am sceptical to change because the old drug suit me.” (Female, 53 years.)

Would make me unhappy, as I do believe in these tablets.
(Female, 81 years.)

The phenomenon is also observed by Britten et al (1995) whereby patients’ familiarity and 

reliance on their present medication, although it was inappropriately prescribed, was strong. 

Their research found that patients successfully objected any change independent of the GP 

rightly trying to change their medications for the better. The GPs also found this reluctance 

to change difficult to handle.

On the other hand, patients reported that they would follow the doctor’s advice on what to 

take. Some would be worried, and some wanted to know why medicines were introduced 

or changed, but it seemed that the GP s power as the prescriber and decision-maker is still 

dominant.

“If you have to, you have to, it would be for the better.” (Female, 88 years.)

“It wouldn't bother me. I’d stop taking it if had any bad effects.”
(Female, 63 years.)
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“It depends. I do not want to be a guinea pig.” (Female, 83 years.)

Even though reporting high incidences of reluctance to change, none of the patients said 

that they themselves were involved in choosing their medicines. They might to some 

degree decide what they actually swallow, but the reality they describe is far from a 

concordance model of themselves being empowered to actively take part in the decision 

making. It was more along the lines of being reluctant to change, and not wanting to be 

‘guinea pigs’, however misappropriate this phrase may be. The comments regarding 

changes and introducing new medication reveals that the patients are sceptical towards 

changes. They want to be in control of their treatment, but at present they are not 

empowered to do so. On the other hand, some patients are quite happy with leaving these 

decisions to the doctor, and others even smile at the thought of even questioning the doctors 

decision.

“I trust the GP’s judgement, I wouldn't know what would be less effective.”
(Male, 78 years.)

“GP knows what he's doing, so I just do as I am told.” (Female, 86 years.)

“I put my trust in the doctor, and I'll try it.” (Female, 65 years.)

This latter cohort of patients would not be prepared for a non-patemalistic model following 

the recent publication on concordance (Royal Pharmaceutical Society of Great Britain, 

1997). It might be that the patients interviewed were mainly elderly, but should keep in 

mind their apparent preferences of a paternalistic relationship with their GP. After all, the 

elderly are taking the majority of prescribed medication, and should therefore be 

accommodated as suits and serves them best.
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5.19.2.3 Changes perceived to the medicines due to community pharmacist 

intervention

The patients had not perceived any changes made to their prescriptions even if items were 

removed, or doses and formulations changed. This effectively pin-pointed the need for a 

more structured follow-up of the interventions made to the repeat prescription medication. 

The interventions had not been communicated through to the patients neither by the 

reception, the GP or the community pharmacists. The lack of awareness of changes made 

to the prescriptions highlights a design problem with the study.

On the other hand, the apparent lack of follow-up from the surgery may not be as true as 

it stands, as some patients were written letters or called by the GP. The interventions were 

thoroughly discussed between the GP and the pharmacist. These problems could be due to 

the fact that the patients were not present at the review sessions. However, once the 

interventions were pointed out by the main researcher at the domiciliary visit, the majority 

of the interventions were supported by the patients as being relevant and helpful. This 

acceptance supports the finding that the interventions were appropriate.

Somehow the patients were not able to connect the changes directly to the interventions 

made to the prescriptions. Maybe the patients did not define the interventions as changes, 

but as something that naturally followed a repeat prescription review. They felt that 

changes could only take place if they themselves were present. Clearly, the interventions 

lead to improvements, but as discussed earlier in this chapter, patients themselves lead 

complex lives, and a correction of a dose or removing medicines from repeat prescriptions 

did not quite make sense for them to call a ‘change.’
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5.19.2.4 Discussion of changes not accepted by the GP, and how this affected 

patients.

The GP did not action 14 of the interventions identified in the patients in the semi- 

structured interview sample. The implications of this were recorded based on the patients 

reporting of compliance and medicine use. However, some of these interventions were 

inappropriate to highlight to the patients. It was therefore methodologically, and ethically, 

not possible to follow all interventions in this category. The cases where this was possible 

are discussed below:

In some cases the GP reported to know that the patients were taking the right doses 

according to a ‘As directed’ or ‘When required’ instruction, and this was mostly the case. 

The problem, however, is that no records were kept as to what the correct dose was, which 

made it difficult to confirm the dose during the interviews. In other cases the patients were 

unsure of what the dosage was, in particular for inhaled steroids.

In another case the GP disagreed with increasing the dose of trifluoperazine. However, the 

patient had reported no benefit from the medicines and had stopped the medication. This 

might have been due to sup-optimal treatment.

9

The pharmacist suggested to add Aspirin to one patient’s prescription. However, the 

patient had already been buying Aspirin over the counter for 8 years, as he had read in a 

magazine that this was beneficial. There was no record of this in the medical notes.

The pharmacist also suggested to save costs by changing Kalten to an alternative 

hypertensive treatment. Both the GP and the patient agreed that this would not be beneficial 

to the patient.

-  0 
Finally, the GP did not agree to reduce the dose of ^spirin from 300 milligram^ to 75

milligrarrf. Speaking to the patient revealed that the patient did not dissolve the Aspirin as

intended, and had gastrointestinal discomfort due to this. The GP’s reason for not reducing
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the dose was that he felt there was no published evidence that such a reduction would 

benefit the patient significantly, and also that a change in dosage could potentially confuse 

the patient.

5.19.2.5 Discussion of the interventions made by the main researcher

Having a person visiting your home can be an opportunity to discuss practical problems in 

a non-threatening environment (Chapter 3). Topics such as skin rashes, fear of seeing the 

GP, not having the correct medicines supplied or having symptoms that affected their daily 

health were freely discussed between the patients and the main researcher. Patients had 

direct questions related to medicines and how these were actually affecting their body and 

disease (as if there was a hidden truth). Additionally, unresolved or sub-optimal treatments 

were discussed. Issues they did not want to raise with their GP, either on sensitive issues 

or because they did not want to come across as demanding, were also discussed with the 

main researcher. In particular these were prominent with women; they frequently felt the 

need to discuss health matters with someone of their own gender.
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5.20 CONCLUSIONS OF THE REPEAT PRESCRIPTION REVIEW AND SEMI

STRUCTURED INTERVIEWS

Based on the experiences from the repeat prescription review and the semi-structured

interviews the following improvements are suggested to the repeat prescription system:

• The surgery should consider making the process more accessible in a way that 

suited the patients, either through phones, fax, and even e-mail.

• A community pharmacist should work in cooperation with the GP to review the 

repeat prescriptions, as their combined knowledge significantly improved the 

prescribing.

• Longer intervals between prescriptions are recommended. This would free up more 

of the GP’s as well as the reception staffs’ time to performing a proper review of 

the medicines for 3-6 monthly prescriptions.

• Systematic reviews of target areas such as asthma, depressive or cardiovascular 

patients should be performed at regular intervals. An efficient method would be to 

utilise the computer software already installed in GP surgeries.

• Better training of the reception staff, both on issuing prescriptions and on 

communication skills should be implemented.
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CHAPTER SIX

DISCUSSION OF 

REPEAT PRESCRIPTION REVIEW 

IN A WIDER CONTEXT
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6.1 DISCUSSION OF THE REPEAT PRESCRIPTION REVIEW SERVICE IN 

RELATION TO THE LITERATURE

This chapter will draw on the experiences of the previous chapters and discuss the findings 

from the repeat prescription review and the semi-structured interviews in a broader context. 

In short these findings are:

• The pharmacist significantly reduced the number of DRPs with the repeat 

prescriptions compared to the regular review procedure.

• The pharmacist and the GP developed a synergistic working relationship. ^

• Patients had many complaints about the existing repeat prescription system.

• The interventions made to patients’ prescriptions did not seem to be communicated 

efficiently to them by the GP, the pharmacist or the surgery reception staff.

• The acceptance of the pharmaceutical interventions was high, both by the GP and 

the patients.

• The interventions were externally judged to validate the significant clinical 

improvements to patient care.

At this moment it should be pointed out that this study is focussed on a single practice. The 

purpose of this, rather than a multi-practice study, was to investigate deeply the process of 

repeat prescribing, inter-professional collaboration and patients’ response to such 

interventions and the repeat prescription system. The pros of working with one practice 

only was that the time and resources available could be utilised to study the system in more 

detail than would have been the case if several practices were involved. Each intervention 

identified could be followed up in detail, both with the GP and the patients. This gave 

opportunity to describe the complexity of making interventions to repeat prescriptions from 

both the GP’s and the patient’s point of view. Having the pharmacist working with one 

practice only provided an excellent base for the health care professionals to develop a 

productive working relationship through regular meetings. The frequent meetings seemed, 

with time, to encourage the two professionals to combine their skills to benefit the patient.
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Goldstein et al (1998) confirms that lack of regular contact lessens the gain of inter

professional collaboration. They studied the effect of 47 GP-community partnerships on 

review repeat prescriptions, and found that only 32% of the interventions were agreed to 

and actioned compared to, compared to 77.3% (Table 5.7) in this study. The interval V 

between the review and the partnership meeting was three months, and the authors partly ' 

attribute the weak link between the GP and the community pharmacist to partly explain the 

low agreement ratio.

The methodology (trial-control design) of measuring the impact the pharmacist made to the 

quality of the repeat prescribing was, in this study, tested in one practice only. This was 

valuable for the purpose of this in-depth study. However, the cons of focussing on one 

study only means the results, although positive, will have to be confirmed in a larger scale 

study with more than one pharmacist and one GP involved. The cons of focussing on one 

practice only could also be that the pharmacist or the GP were not representative for their 

profession. The community pharmacist could be less competent at identifying DRPs 

compared to an experienced hospital pharmacist. He could also be more willing to 

challenge the traditional boundaries between the GP and the pharmacy professionals than 

other colleagues in the area. The GP could be more positive towards such inter

professional collaboration than his fellow colleagues in the area. Due to the workload in 

inner London practices, repeat prescriptions may have been less prioritised than general 

practices elsewhere.

Being aware of some of the pros and cons of focussing the research on one surgery only, 

a year into the repeat prescription study, several issues for further study emerged from the 

analysis. One particularly interesting finding was that the intervention ratio did not seem 

to decline even when prescriptions had been previously reviewed. This could indicate that 

surgery procedures for repeat prescription review did not improve despite the efforts of the 

GP and the pharmacist to have meetings to discuss issues regarding improving prescribing.

On the other hand, new DRPs developed over time with patients who had previously had 

interventions made to their prescriptions. Secondly, although implementing change and 

improving prescribing is known to be time consuming (Gladys, 1994), pharmacists have
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previously been encouraged and proven to be efficient in identifying DRPs with 

prescribing, primarily in hospital settings (Tett et al, 1993). The training of community 

pharmacists to detect DRPs has been shown to increase the awareness and the intervention 

ratio on prescriptions for patients with chronic medication (Currie et al, 1997).

In the present study some patients found the information leaflets from the pharmacy useful, 

and patients remained loyal to the same pharmacy each time they had medicines dispensed. 

However, the extent to which they would turn to the pharmacist for advice on medication, 

side effects or experienced symptoms was not explored. During the review in the surgery, 

the pharmacist found it difficult to intervene in some cases. Patients were not present and 

therefore could not be asked about medicine use and compliance issues. On the other hand, 

the patients reported during the home-interviews to have DRPs that could not be easily 

identified by simply reviewing the prescriptions forms.

Here, the interventions were not communicated effectively to the patients. Frequently, the 

patients had not noticed changes being made to their medicines, even though in some cases 

they reported to be sceptical of any change made to their prescriptions. Some of the DRPs 

were initially caused due to lack of communication between the GP and the patient. The 

problem of GP communication with patients about their treatments is debated extensively 

within the medical profession itself (Ettinger and Freeman, 1981; Ley et al, 1976; 

McKinstry, 1992). Buetow (1995) argues that GPs and patients often have different 

expectations of the doctor-patient relationship. These expectations can vary within patient 

groups and within the medical profession. Freeman and Hjortdal (1997) discuss the 

dilemma in general practice whereby patients want doctors who ‘listen and solve problems’ 

but within the medical profession the policy of ‘personal continuity’ is deemed more 

efficient. However, it is often forgotten that this policy still requires commitment from all 

members of the primary care team.

It would be wrong to conclude that because prescription interventions were overlooked by 

many patients, the interventions were nothing more than a ‘tidying up’ procedure of the 

repeat prescriptions. Rather, it highlights serious faults and challenges the method to
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communicate the interventions to the patients. Indeed, the patients’ sharp criticism of the 

repeat prescription system supports the high findings of DRPs. Patients found it extremely 

worrying that the system repeatedly did not work to their satisfaction. Also, repeated 

identification of DRPs with the same patient’s prescription argues in favour of continuous 

repeat prescription reviews.

One of the objectives of the repeat prescription review was to study the impact of the 

interventions on patients. This was accomplished through the semi-structured interview 

design. However, pinpointing the marginal impact of the interventions was difficult. The 

complexity and difficulty in measuring outcomes is highlighted by Mullins et al (1996) who 

argue that studying the impact of one change to a patient receiving multiple services from 

many providers might require intricate and diverse methodological approaches. In some 

cases, tracking the effect of one such change may prove unsuccessful due to the complexity 

of the system and of patients’ lives.

The results of the semi-structured interviews were reported in Chapter 4 and 5. A summary 

of the responses to information, the repeat prescription system, worries about illness, 

medicines, and views on changes made to medication is displayed in Figure 6.1. The 

display serves several purposes:

• it provides a summary of the responses to be viewed and compared at a glance,

• it displays the variety of sub-category responses connected to each topic,

• it states the frequency of responses to each sub-category, and

• it serves as a base for developing a pharmaceutical care program in Phase Two of

the study.
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Patients evaluated the information provided according to their varying needs and 

understanding of their medicines. Initially, the majority of the patients reported to be 

satisfied with the information, but on closer investigation a more diverse picture became 

apparent. Some patients had to actively ask for information. Others found it difficult to 

understand, or did not want any more information at all. This was also observed by 

Duggan (1998). Patient satisfaction has also been reported to be high even though the 

actual information provided by health care professionals is poor (Alkhawajah and 

Eferakeya, 1992). In the present study, most patients used only one pharmacy and reported 

that the pharmacists were friendly and helpful. A combination of oral and written 

information has been shown to lead to statistically significant improvements of compliance 

(Femley and Fitzpatrick, 1983), but the information patients recall is often limited (Wilson 

et al, 1992). This supports the findings in the present study, whereby patients read the 

information leaflets and kept these for further reference. However, this said, they did not 

always understand how to use and implement the information provided.

The study makes clear that patients often make active choices to take less of their 

prescribed medicines. Frequently, they had a variety of worries about their illnesses and 

medications (Figure 6.1). Their worries about their illness seemed to vary with their 

attitudes to the effect the medicines had, if they felt that the doctor cared, if they had pains 

or not, if they were anxious or if they simply enjoyed life. The semi-structured interview 

schedule was not designed to follow up these responses in depth, but provided a range of 

individual responses that could be categorised. The findings are supported by Britten 

(1994) who argues that patients’ own understanding of the medicines and their disease 

influences how seriously they treat advice provided by health care professionals. The 

importance of taking knowledge about medicines and health into account to provide a more 

holistic service is acknowledged by Popay and Williams (1996). They argue for a more 

flexible approach to health care research and development incorporating the understanding 

and significance of lay knowledge.

Patients had worries about their medicines such as side effects, sub-optimal treatment and 

long- term effects of medicines (Figure 6.1). Still, the majority did not seem to worry too
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much about their medicines and left decisions regarding medication to the doctor. This 

supports findings by Kee (1996) who found that even though patients today demand more 

information, doctors are reluctant to listen, believing that they are best suited to interpret 

therapeutic choices for their patients. Involving patients in making therapeutic choices is 

only justified if the doctor can provide unbiased options to treatment. The doctor-patient 

relationship is known to significantly affect health outcomes (Horder and Moore, 1990) and 

requires the doctor to know what good counselling is and how this affects the outcome of 

the treatment involved (Hazzard, 1995).

In this study, patients had difficulties coping with the complexity of the repeat prescription 

system. The system caused considerable dissatisfaction, concern about the quality of the 

service and a feeling of insecurity about the surgery system and personal communication 

with the pharmacy. However, most patients tended to be satisfied with the information they 

had received even if they had unresolved worries about their medicines and illness. Some 

happily followed a paternalistic model where they left decisions regarding their medicines 

to the doctor while others were more reluctant to change, mainly of fear of upsetting the 

balance and stability they felt the present medication provided. Others would regulate and 

change the doses themselves if they felt this was appropriate. This complexity of patients’ 

experiences with the health care system and the way they regulated their medicines supports 

Fogarty’s (1997) ‘Reactance Theory’ on patient noncompliance. The conclusions is that 

by integrating patients’ seemingly contradictory reports about their experiences and 

satisfaction with the health care, health care professionals willing to listen should be given 

new opportunities to improve patient compliance.

Even though it is important to incorporate lay knowledge and reactance theories in order 

to understand and explain patient’s behaviour and noncompliance, the present study 

revealed that many patients relied on and trusted the doctor’s advice. Some showed little 

interest in taking part in the decision making and almost took a passive role in what 

information and medicines they were given. This was also observed by Makoul e ta l{ \995) 

who found patients to be extremely passive during medical consultations, rarely offering 

their opinions or initiating discussions about their treatment. A quarter of the patients in
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their study left the consultation with an ‘illusion of competence’. Patients had the 

impressions that important matters regarding themselves had been discussed even if in fact 

this was not discussed at all.

By acknowledging the complexity of the doctor-patient relationship, that is the many factors 

that affect patient lay knowledge and beliefs about their medicines and illnesses, it is 

pertinent to ask how pharmacists may contribute to increased compliance. Raynor (1992) 

discusses how pharmacists can contribute to better compliance by educating and informing 

patients, simplifying medication regimens, and providing clear counselling. Additional 

services such as individualised information leaflets, or packaging and containers that suit 

the patients may also improve compliance. However, pharmacists’ attitudes to asking 

patients why, how and if, medicines are used optimally vary from very positive to rather 

negative (de Young, 1996). In fact, in a study by Livingstone (1996) pharmacists are 

criticised for asking mainly closed questions and providing one-way information. Despite 

the barriers pharmacists may have in communicating with patients, training programmes 

are now available to cope with new challenges in pharmaceutical care (Beardsley et al, 

1999; Kitching and Jones, 1990).

Some of the patients interviewed in this study had unresolved DRPs that could only be 

identified by talking to the patient, and this need for pharmaceutical domiciliary services 

is supported by other studies (Fairbrother et al, 1993; Roberts, 1987; Williams, 1996). 

Acknowledging the time consuming nature and high costs of domiciliary services, one 

possibility could be to invite patients to a review of their prescription in consultation with 

a pharmacist based in a the surgery. Zermansky (1996) has suggested that patients could 

be involved in the review process but offers no suggestion to how and where this should 

take place.

If one should develop a service where the pharmacist reviewed medication and gave advice 

to the patient, the history of pharmaceutical care should be implemented in the planning 

process (Kepler and Strand, 1990; Odedina et al, 1996; Posey, 1997). Pharmaceutical care 

implies a systematic approach to patient care, and, although the initial paper by Kepler and
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Strand has been criticised for making self-evident processes into an overly complicated 

nine-step process, it did provoke debate as to what the future role of pharmacists should be. 

Strand (1991) has commented that the initial model was overly tied to pharmacists’ agendas 

and argues for more patient focussed pharmaceutical care. McDonough (1996) 

acknowledges that pharmacists, GPs and patients may have different ideas as to what is the 

medical problem and the aim of the treatment, and suggests a systematic approach to 

pharmaceutical care based on a priority list. Pharmacist involvement is encouraged as 

patients’ active decision on stopping and starting medication are often based on the lack of 

a deeper understanding of the treatment.

The development of pharmaceutical care must not be seen in isolation from parallel 

developments in society. Vucovic and Nichter (1997) discuss recent developments in the 

USA where patients are known to have developed lower thresholds of discomfort as a wider 

range of medicines and treatments have become widely available. The authors describe two 

main trends. One is the perception that ‘more is better’ and reflects a new cultural 

impatience with illness. This is supported by common beliefs that ‘there is a pill for every 

ill’ and ‘time is money’, ideas which are pushed hard through consumerism and marketing. 

The other trend is grounded in a growing doubt about medicine necessity, safety and 

efficacy and is supported by both facts and beliefs patients possess about possible harm 

medication may do. Beliefs understandably influenced by popular concerns about chemical 

hazards and environmental toxins. This has again contributed to increased popularity of 

‘natural’ and ‘alternative’ therapies.

Paes (1983) found that GPs and pharmacists have different interpretations of what 

cooperation implies. This may be a potential obstacle to more extensive cooperation. For 

example, while GPs wanted pharmacists to act as an information source, pharmacists 

wanted to influence prescribing to a greater extent. However, in recent years the lines 

between the professions seems to have shifted. Spencer and Edwards found in 1992 that 

GPs were sceptical about pharmacists prescribing cimetidine, while this is now deregulated 

and available over the counter. Pharmacists are also encouraged to step outside their 

traditional roles as drug-dispensers and take more responsibility for drug-treatments as a
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whole (Nuffield Foundation, 1986). However, physicians’ attitudes to community 

pharmacists as patient advocates were reported to be less favourable, particularly in such 

areas such as helping patients manage adverse drug reactions, suggesting alterations to drug 

regimens, health screening services, selecting drugs by a protocol, discussing therapeutic 

equivalents with patients and changing dosage forms to suit the patient needs (Bradshaw 

and Doucette, 1998).

Pharmacists working in GP surgeries is a relatively new phenomenon, but primary care 

pharmacists (PCPs) have for some time been known to considerably reduce prescribing 

costs (Wells, 1998). Campbell and Saulie (1998) tested out a model providing 

pharmaceutical care in a GP surgery. They found that both patients and physicians were 

impressed with the service and strongly wished it to continue. The pharmacist reviewed 

medications with the GP before patient appointments, and also with the patients after the 

consultations if new medicines had been prescribed or there were drug-related requests or 

concerns. The pharmacist took part in staff meetings to give short presentations on a 

medication or a class of medications. The pharmacist also established treatment protocols 

for some medical areas. The pharmaceutical care service was evaluated by sending a 

questionnaire to selected patients. Responses to the nine questions were mostly positive 

to the service provided. The privacy and time to provide care made it possible to develop 

a pharmaceutical care model and access to all relevant patient and medication helped the 

pharmacist to see ‘the big picture’. However, no attempt was made to conduct an in-depth 

exploration of what experiences the patients had with the service. On the face of it, the 

main barrier seemed to be difficulty in getting reimbursement for the pharmaceutical care 

services.

6.2 RESEARCH STRUCTURE FOR PHASE TWO

Two main areas of interest emerged from the analysis of the data from Phase One of this 

thesis. Firstly, the dissemination of information about the intervention to the patient was 

not efficient. This could be improved by establishing a closer contact between the patient 

and the pharmacist. Although they traditionally interact in the pharmacy, the success of
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identifying DRPs in Phase One was accomplished because the pharmacist had access to the 

medical notes and drug history. The same process would not be possible in a community 

pharmacy as all medical details are not available. It would therefore not be possible to 

intervene on such an extensive range of DRPs as observed here.

The second area of interest are the responses collected through the semi-structured 

domiciliary interviews. These raised important questions related to information, 

compliance and empowerment, the many ways patients seemed to cope with diseases and 

the impact their beliefs about medicines had on interpretation of the information provided 

and the contact they had with health care professionals. At this stage, the main researcher 

felt there was a lot more to learn and gain from patients opinions and ideas. Trying to link 

patients’ views of the issues discussed above and to use these to suggest how pharmacists 

might incorporate patients’ views to provide a satisfactory pharmaceutical care was a 

challenge. As mentioned in Chapter 3, one great advantage of using qualitative 

methodology is that people can tell you things they know, think or feel. To study the 

variety and patterns on how patients see things was an irresistible challenge. In particular 

because a close study would elucidate how patients used quite different logic to that taught 

by traditional pharmaceutical education. Up to this point in the research, exploration of 

these topics had been limited by the design of the semi-structured interview schedule.

To reveal these qualitative and subjective perspectives in Part Two, patients would be asked 

how useful they thought a pharmaceutical care model which incorporated a drug-related 

consultation with a pharmacist in the surgery would be.
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-PART TWO-

DRUG-RELATED CONSULTATIONS 

AND QUALITATIVE INTERVIEWS

234



Pilot Phase - Part Two: Drug-related consultations and qualitative interviews

CHAPTER SEVEN

PILOT PHASE FOR 

DRUG-RELATED CONSULTATIONS 

AND QUALITATIVE INTERVIEWS
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Pilot Phase - Part Two: Introduction and Aims

7.1 INTRODUCTION

The pilot work for developing a pharmaceutical care model adapted to patients’ needs and 

beliefs about medicines is described in this chapter. During the repeat prescription review 

(Chapter 4 and 5) the pharmacist had no direct contact with the patient. Evidence from the 

semi-structured interviews revealed that the interventions were not communicated 

efficiently to the patients. Patients also had unresolved DRPs which were difficult to 

identify if there was not direct contact between the patient and the pharmacist. A possible 

way to improve this communication link would be through a drug-related consultation. In 

this way, the pharmacist would be able to intervene on the prescribed medication, utilise 

the medical notes and also discuss DRPs and compliance issues directly with the patients. 

To investigate patients’ perception of the extended service and to explore patients’ 

perception and understanding of medicines, a qualitative interview technique was chosen 

as the most appropriate method.

This chapter will describe and discuss findings from piloting the drug-related consultation 

and the qualitative interviews.

7.2 AIMS

The pilot phase had two aims:

• To develop a system for drug-related consultations between the pharmacist and the 

patient in the surgery.

• To develop a questionnaire for qualitative interviews exploring the effect of the

drug-related consultations and patients attitudes to health and medicines.
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7.3 OBJECTIVES

The objectives set for the pilot were as follows:

• To systematically develop the drug-related consultations, the inclusion criteria and 

the referral system with the GP and the pharmacist.

• To develop recording forms and referral forms and plan the organisation of the 

consultation.

• To develop and test the qualitative questionnaire investigating patients’ perception 

of a drug-related consultation, in addition to exploring patients’ understanding and 

beliefs about medicines.

• To incorporate experiences from the pilot into the design of the methodology for the 

main phase.

The pilot phase consisted of two sessions:

• The patient-pharmacist consultations.

• The qualitative interviews.
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7.4 PILOT PHASE METHODS

The methods in Part One of the thesis are different to the methods used in Part Two. The 

consultation process and the content of the qualitative interview schedules were carefully 

chosen and tested to reflect and adjust to these new challenges.

Two days were selected to test the pilot. One day to test the system for the drug-related 

consultations and one day to recruit patients that had not had a drug-related consultation. 

In this way, it was hoped that one could study the effect of the drug-related consultation. 

An overall description of the design of the Pilot Phase, the methods used and the 

documentation collected is displayed in Figure 7.1.
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Figure 7.1 
Pilot phase method
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7.4.1 Discussing the objectives and content of the drug-related consultations with 

the pharmacist and the GP

The two GPs in the surgery were presented with the possibility of introducing the patients 

to a drug-related consultation with the pharmacist. The initial response was positive. The 

GPs willingly organised a counselling room with a computer terminal for the pharmacist 

within the surgery premises.

0 w

The pharmacist was initially sceptical to introducing drug-related consultations, in 

particular because it would be even more time-consuming than the repeat prescription
7

review. The pharmacist was also unsure to how the patients would respond to such a 

service, and considerable time was spent with the pharmacist to discuss what the drug- 

related consultation should involve.

7.4.2 Developing recording forms and a referral system between the GP, the 

pharmacist and the main researcher

In cooperation with the GP and the pharmacist, a working protocol was developed 

(Appendix Cl). The pharmacist recorded interventions, advice given, and problems the 

patients reported to have (Appendix C2). Any feedback to the GP was recorded by the 

main researcher in cooperation with the pharmacist.

The reception staff were informed about the counselling project and a flow-chart of the 

process provided (Appendix C3). They were instructed not to inform patients about the 

project, as the decision to refer patients to the pharmacist was with the GP.

7.4.3 Discussing inclusion criteria

The inclusion criteria were agreed to be:

• Age (18 years or older).

• The patient is taking oral or inhalation medication.
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If the GP considered a referral inappropriate or psychologically disturbing he would follow 

the regular surgery procedures and not offer a pharmaceutical consultation to the patient. 

Patients prescribed methadone or dressings only were excluded. For all cases, the GP 

would record whether the patient accepted the offer of a consultation or not (Appendix C4). 

These details were passed on to the main researcher after the surgery session.

7.4.4 Ethical approval, confidentiality and consent

The GP signed a general consent allowing the main researcher to interview the patients in 

their homes (Appendix C5). The GP was concerned about keeping the language clear for 

the consent forms, and the wording was kept as clear as possible. If patients agreed to be 

interviewed, they signed a consent form (Appendix C6) and were also given a copy to take 

home.

7.4.5 Data collection

Data regarding patients’ prescribed medication were obtained from the surgery computer 

and the medical notes. The data collected included:

The patient’s Surgery Identification Number.

Age.

Gender.

Date of the consultation.

Drug-related problems with the medicines, if any.

The name, strength and dose of each prescribed drug.

Patient consent to be interviewed.

The pharmacist recorded data from the consultations on the sheets provided which served 

as a hard copy of all patient intervention data and comments from the GP (Appendix C2).
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These contained the Surgery Identification Number as identification for the patients, but no 

names. The home interviews were audio-taped with the patient’s permission and a backup 

copy made immediately after the interview and stored separately. The Surgery 

Identification Number was transformed to an unrelated serial number to keep the responses 

anonymous, even for the GPs and surgery staff involved.

7.4.6 Developing and testing the pilot qualitative questionnaire

A qualitative approach allows a more profound investigation of relationships between 

factors of interest. A qualitative questionnaire (Appendix C7) was developed based on 

issues raised in Part One of the study (Chapter 4 and 5). The pilot phase of Part Two was 

used to design and test the qualitative questionnaire, and the following issues were 

included:

Individual worries and feelings related to taking medicines.

Trust and perceptions of taking medicines and changes being made to them. 

Information and how/if this is related to empowerment.

How patients cope with disease .

Perception of pharmacists and the contact patients normally have with them. 

Experiences from the surgery consultation.

The interviews were transcribed verbatim, and the text was enriched with the following 

symbols:

(.) A pause in the conversation occurs.

[word] Word inserted by main researcher to clarify meaning.

[.] Indicates that only parts of the quote given to a question is reported.

242



Pilot Phase - Part Two: Results

7.5 PILOT PHASE RESULTS

The aim of the pilot phase was to construct and test the drug-related consultations in the 

surgery and to test out the feasibility of the qualitative interview methodology. The results 

reported in this chapter describe practical problems and faults revealed in the pilot phase. 

The actual analysis of the drug-related consultations and the qualitative interviews is 

integrated in the main study reported in Chapter 8.

7.5.1 Results of the consultations

A day was selected to test the drug-related consultation system, both regarding to the 

pharmacist and the GPs and how they felt the system was working. The surgery had two 

GPs on duty on the pilot day. One of the doctors was uncomfortable that the patients 

themselves should bring the medical notes with them into the drug-related consultation. 

The same GP was nearly one hour delayed before the first patient appointment. The surgery 

staff said that this was common. The GP was prepared to refer patients, but felt it was 

difficult to ask the patients to take part as he was so far behind schedule.

The other GP referred four patients to the pharmacist (4/9). The reasons for not referring 

the patients were ‘medical reason’ (2), no prescription (1), patient did not have the time (1), 

and the GP forgot to refer the patient (1). The pharmacist counselled 4 patients in the pilot 

phase and the notes are displayed below (Table 7.1):
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Table 7.1. Pharmacist’s notes from the pharmaceutical consultations in the pilot

22 year old male, depressed 
Pharmacist’s notes
Panic attacks stared after taking speed last Christmas. No improvement since Christmas. Possible 
depression? Does not confide with parents. Brother is his best friend - will try to talk to him. Has 
taken no medication. Prescribed 75 mg Dothiepin at night, increase to 150 mg at night after one week. 
Interesting to see how he will feel on them. See in two weeks, by Anne? Finds life boring - has huge 
paranoia.
Comments by the main researcher
The patient did not make contact with me in the reception area after seeing the pharmacist, but the 
pharmacist said he would have been fine for an interview. However, the pharmacist said we better not 
contact the patient as he lives with the parents and they did not know that their son was seeking 
treatment for depression. The patient was therefore lost as an interview object.

58 year old female, chronic itching skin 
Pharmacist’s notes
Alpha Keri does not help. Emulsifying ointment no good. No creams are any good! Psoriasis 
diagnosed 3 years ago. Psoriasis came after son was attacked; possible link. Need new therapy? 
Dermatologist. Possible allergy to dog - came 3 years ago?
Comments by the main researcher
She was prescribed various creams but said that they did not help. The pharmacist said she was very 
chatty, and that he more or less had to open the door to get her to leave. She did not contact the main 
researcher in the reception area, but an appointment for an interview was accepted over the phone, and 
she agreed to see me the following Tuesday.

50 year old man, hypertensive 
Pharmacist’s notes
Got headache on nifedipine. Will see how the change goes with lacidipine. Better sex life now on 
enalapril and nifedipine since dropping Innozide (enalapril and hydrochlorothiazide). Lives well, no 
smoking, eats well, very little alcohol.
Comments by the main researcher
The patient was very polite, but strongly indicated that he would ring me back in about two weeks time 
as he was very busy at work. He did not want to arrange an interview, and I got the feeling that he was 
not willing for me to come and see him in his home. I said I would be very pleased if he would phone 
me in 2 weeks. I do not think that he will phone me.

33 year old man, rheumatoid arthritis 
Pharmacist’s notes
Rheumatoid arthritis confinned. Happy on Meloxicam and Co-proxamol for break through pain. 
Very philosophical about live. JHas bladder infection - is being investigated for this. Been on 
Meloxicam for 6 months. Has not had any increase in the dose. Condition is stable.
Comments by the main researcher
He was very open and interested in an interview. It was obvious that he had problems walking and 
that he was in pain. I arranged to see him the following Tuesday.

244



Pilot Phase - Part Two: Results

The patients openly discussed their problems and worries with the pharmacist. The 

pharmacist did not identify any DRPs which the GP did not know of. The pharmacist 

seemed to get quite involved in the medical history of the patients. By the end of the day 

he raised concern of being too focussed on the history of diseases and felt the need to shift 

towards a more pharmaceutical care model with focus on the medication prescribed. In 

some way, he felt restricted by the highly structured recording sheets (Appendix C2).

The pharmacist ̂ k e d  the patients to contact the main researcher in the reception area. 

However, th^two first’ patients counselled did not do so. This immediate fault with the 

system was solved by the main researcher waiting outside the consultation offices, and 

recruiting the patients as they left.

Of the four patients counselled, an interview was arranged with two of the patients. The 

third patient was not interested in an interview, and the fourth left the surgery and was not 

possible to retrieve.

7.5.2 Results of recruiting patients for qualitative interviews in the control group

On the second pilot day, the same referral criteria were used, but the patients were referred 

directly to the main researcher and did not have a drug-related consultation (Figure 7.1). 

Only one GP was on duty this day, and five patients (5/13) were referred to the main 

researcher. Four of these patient accepted an interview, and the fifth was excluded as he 

had been interviewed in Part One of the study (semi-structured interview). The reasons for 

not referring the patients were ‘medical reason’ (2) and ‘no prescription’ (6).
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7.5.3 Results of the qualitative interviews

A summary of the patients recruited for interviews is displayed in Table 7.2.

Table 7.2. Display of the patients interviewed after the consultation pilot

Patient
serial
number

Age Gender Drug-related
consultation

Successful interview

1 58 Female Yes No, microphone was dysfunctional

2 33 Male Yes Yes

3 68 Male No Yes

4 29 Female No No, microphone was dysfunctional

5 51 Female No Yes

6 34 Female No Yes

Unfortunately, two interviews were not successful due to a dysfunctional microphone, and 

this was only recognised after the interviews. The notes taken during these two interviews 

were not solid enough for further analysis, and the two interviews were discarded. The 

remaining four interviews were transcribed.

The patients interviewed were highly responsive to the explorative style and the open ended 

questions. They talked openly about their experiences with the health care system, their 

disease and how they felt it was like to be ill, frustrations they had and so on. The two 

patients who had a consultation were positive towards the service, and the experiences of 

Patient 2 are quoted below (Text units 606-673):

Researcher
You also had a consultation with a pharmacist. How was that?
Patient 2
It was OK. We just, again, asking general questions about the drugs, about me. And, you 
know, it was fine. If I can help in any way, then I will do. Things like this. If you can go 
on to trials, things like that, if you can help somebody else, then, you know, somebody else 
has obviously helped me by taking the Mobic on trial and things like that, so if you can it
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is better to help somebody in the future, so. With Mike it was quite good, he is a nice guy. 
He is nice and friendly. He also makes you feel at ease which is nice.

Researcher
He is a great guy in that way. So, what did you talk about with him?
Patient 2
Em, about my condition, about the drugs that I am on, whether I had any problems with 
the drugs, whether they helped, whether they hindered and things like that.

Researcher
Did he give you any additional information?
Patient 2
He asked if I wanted any. As I said, at the moment I think I've got all the information on 
the tablets that is available. He asked me what exercise that I take for the arthritis and if 
there was anything particular that I know is good that he could pass on to other people and 
I just said swimming and the general thing and I supposed it was good that the consultant 
said to me do as much walking as possible and cycle if you can cycle. Run around if you 
can run around. The more exercise you can get for your condition the better it is. So, you 
know, it is just the case of doing the things you are able to do. So, that's it.

Researcher
So is seeing a pharmacist something you would like to see as a regular event?
Patient 2
I think it could possible help people, yes, because they are able to air any of the views on 
what they are doing and what they are taking. And they are also able to ask any questions 
on what they have forgotten to ask the doctor about. And again the pharmacist knows 
more about the drugs. They are the ones that make them up, so, yes, I think that could be 
quite helpful, in general.

Researcher
And for you in particular?
Patient 2
Yes, yes, I think so yes.

Researcher
Do you feel that it was a waste of time?
Patient 2
No, I don't think anything like this is a waste of time. The time is well spent. If there is 
things that you can get out of it, knowledge and things like that, then it is 10 minutes, 15 
minutes well spent.

Researcher
Do you think that talking to the pharmacist has changed the way you are thinking about 
your medicines? Or is that too short?
Patient 2
No, not really no. Yeah, I mean, if I had any problems with the medicines I would have 
sort of go up to the pharmacy and say, listen, can you answer a few questions, or can you 
tell me this or can you tell me that. And I would know that I would get the answers, the 
straight answers from the pharmacist, and you know, it would be quite good. Though, I
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do not think that he has changed anything because I have always asked beforehand as 
much as possible. If there was any new information to gain from them, then I would find 
out or expect them to say that we found out this or that about the particular tablets since 
the last time you've had them. So they pass on the information to you.

The three patients that had not had a consultation with the pharmacist found it difficult to 

express what benefit a consultation with the pharmacist could possible have. However, 

they commented on other aspects of the services pharmacies provides as described in the 

following quotes from Patient 5, Patient 6 and Patient 3:

Text units 475-489:
Patient 5
[.] And then the pharmacist has been very good. So I do use them for, you know, not just 
here, but in any town I happen to be in for things like small minor emergencies. I think, 
I have always found them to be very helpful, actually.

Text units 801-838 
Researcher
Since we are doing this with the pharmacist as well, what sort of service do you expect 
from a pharmacy as such?
Patient 5
I think it is actually very helpful if they are able to give basic advice on not only the 
medicines that they sell, one expects them to know that, but on, well, as the examples that 
I gave earlier, simple symptoms, so that they could say, look, you must go to the 
outpatients, this is serious. And also, it might not be any bad plan if they were sort of able 
to sort of say, well, I don't know if you have strained your wrist or broken your wrist, but 
I will strap it up, and you will go strait to the outpatients. Because that would sort of, you 
know. Just a sort of simple alleviation without actually any great considerably intervention, 
but sort of stop things getting any worse and then send them on. Something like that I 
think is probably no bad thing. And I do know that pharmacists take splinters out and you 
know, people go in and say, I have got something in my eye, that sort of thing. [.]

An awful [lot] what is worrying people is actually very simple, and you know, that is a sort 
of thing that a district nurse or a pharmacist could do, and you don't need to bother the 
doctor. And if they are there, then they can do it. The only thing is their opening hours, 
well they are better than the doctor, but of course there are others, but the late night one, 
you might have to trample over to find them. Well, you can't have everything. Still, better 
than the out patient at the hospital.

Text units 857-860:
Patient 5
I suppose the answer there would be if the pharmacist was more closely linked with the 
doctor, so that you actually had the pharmacist virtually on the premises. But I don't know 
if that is ever done at all?

Text units 442-456:
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Researcher
So, what sort of questions would you ask the pharmacist?
Patient 6
Well the medication that is prescribed, or over the counter medicines. I always tell them 
any family medical problem that affects that particular thing, that particular illness, how 
long I should take it for, what will it do.

Text units 481-491 
Researcher
With, pharmacists, can you see something else that they would do that would do that would 
be useful for you? (.) What do you expect from the service in the pharmacy?
Patient 3
Well, as I say, the service up here is very good, such a lot of people, it can't be helped that 
there is a queue. So that is not so bad. You can go to a café and have a cup of tea, or look 
around the shops. It is now always, the longest I have waited is half an hour, cause there 
were so many people before me.
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7.6 DISCUSSION OF THE PILOT PHASE

7.6.1 Discussion of the pilot consultations

The busy routine of a GP surgery seemed to be a factor that could affect the recruitment 

ratio, but this is simply reflecting difficulties in performing ‘real world research’.

The GPs had to get more directly involved in the research process, as they were responsible 

for referring patients on to the pharmacist. This would change the way they terminated the 

consultation and also required the project to be explained to the patient. The new system 

involved referring the patient to another professional, stretching the traditional boundaries 

of both professions outside what the patient and they themselves were familiar with. The 

GPs exposed themselves to critical feedback on the prescribing and the service and 

information provided.

The doctor who was delayed and did not refer any patients for a consultation, later 

suggested that patients could be asked in advance if they would take part in the study. This 

was not optimal, as this could potentially create extra expectation and bias, and also restrict 

the GP’s option for not referring patients considered unsuitable for a consultation.

The pharmacist reported feeling confident after seeing the four patients. He found the 

recording sheets too detailed (Appendix C2) as a stepwise approach to patient consultation 

felt stiff and unnatural, which did not suit his style of counselling. Also, he reported that 

it was difficult to take written notes at the same time as talking to the patients, and made 

a decision to do this after the patient had left the consultation room. Based on this 

feedback, a simpler feedback sheet was constructed and used for the remaining counselling 

period (Appendix C8). He also said that it was difficult to keep focus on pharmaceutical 

problems related to the medication, and reminded himself that he was not there to diagnose 

the patient but to improve the quality of the prescribing and reveal any DRPs the patients 

had.
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The pharmacist had to adjust to direct patient contact and the review process needed to shift 

focus from being paper-based to utilise the privilege of a two-way communication. Also, 

the pharmacist had to wait for patients to be referred to him, and he reported the contrast 

between a busy community pharmacy and a quiet consultation office to be a challenge. Any 

spare time was used to read medical literature.

The patients also had to adjust to an alternative source of drug-information. They were in 

direct contact with the pharmacist, who had access to their medical notes. It additionally 

departed from a community pharmacy setting where patients can filter the information they 

want to provide a community pharmacist with, something that could possibly create a 

conflict of interest for the patients. However the patients welcomed the new service and 

the opportunity to discuss their prescriptions with the pharmacist.

7.6.2 Discussion of the pilot qualitative interviews

Two categories of patients were interviewed by the main researcher: those who had and 

who did not have a consultation with the pharmacist, after being seen by the GP. This was 

to study any impact the pharmaceutical consultation had on patients in relation to 

information and empowerment. From interviewing four patients with no experience of a 

consultation it became apparent that patients felt it was difficult to express what the benefit 

of such a consultation was since they had not experienced it. As mentioned in Chapter 6, 

measuring the outcome of a single intervention in a complex system is difficult (Mullins 

et al, 1996). Also, the two patients who did have a consultation were capable of using 

themselves as a reference to ‘before and after’ the consultation. This might be a more 

accurate measure of the impact of the consultation rather than interviewing a cohort of 

patients which have not had a consultation and is probably a more reasonable way of 

collecting data.
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7.7 CONCLUSIONS FROM THE PILOT

The pilot allowed the pharmacist and the GP to suggest improvements to the proposed

system, and their comments were taken into account when designing the Main Phase of Part

Two of the Thesis. A system to conduct and record pharmaceutical consultations was

developed, and a qualitative questionnaire was constructed.

7.8 CHANGES AND RECOMMENDATIONS FOR THE MAIN STUDY

• The recording forms for the pharmaceutical consultations were simplified based on 

feedback from the pharmacist (Appendix C8).

• The main researcher needed to be placed centrally and visible outside the 

consultation offices to guide and talk to patients between the GP and the pharmacist 

consultations, and to arrange domiciliary interviews.

• A trial-control setup to study the effect of the pharmacist consultation did not seem 

to serve the purpose of studying the effect of the pharmacist consultation. The four 

patients that had not seen the pharmacist found it difficult to report to how such a 

consultation could benefit them as a variety of factors affected their compliance and 

understanding of their medicines. Also, it was difficult to get a specific measure of 

the qualitative interviews. A better methodological design seemed to be to use 

patients’ own experience as a reference point to evaluate the usefulness and effect 

of the consultation.

• Two interviews had to be discharged as the recording equipment failed, and better 

routines for checking recording equipment were implemented for the Main Phase.
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CHAPTER EIGHT

MAIN STUDY OF 

DRUG-RELATED CONSULTATIONS 

AND QUALITATIVE INTERVIEWS
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8.1 INTRODUCTION

This chapter will describe the main findings of the pharmaceutical consultations conducted 

in the surgery and the subsequent qualitative domiciliary interviews. The repeat 

prescription review and the semi-structured interviews reported in Chapter 5 showed that 

the interventions to drug-related problems were not communicated efficiently to the 

patients. The patients had often not recognised the interventions that had been made to 

their prescriptions, but agreed to these when they were highlighted by the main researcher. 

This was caused both by lack of routines in the surgery to communicate these interventions 

to the patients but also because there were no direct contact between the pharmacist and the 

patients. Based on this experience, there was a need to establish such a contact, and 

pharmaceutical consultations where the pharmacist could discuss drug-related problems 

directly with the patient were set up as a service in the GP surgery. Pharmaceutical 

consultations were tested out in a pilot (chapter 7) and a few amendments made to the 

referral and recording system. The aims of the main study of pharmaceutical consultations 

is described below.

8.2 AIMS OF THE STUDY

The study had two aims:

• To establish closer contact between the patient and the pharmacist to discuss drug- 

related problems.

• To explore patients’ views and understanding of their own medicines and health, 

and their perception of the value of a pharmaceutical consultation.
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8.3 OBJECTIVES

• To evaluate a model for pharmaceutical consultations with direct contact between 

the pharmacist and the patient.

• To allow the pharmacist to discuss and resolve DRPs in collaboration with the 

patients and the GP.

• To collect demographic and intervention data from the pharmaceutical 

consultations.

• To explore patients’ perceptions of such a pharmaceutical consultation.

• To explore patients’ understanding and beliefs of their own health and medication.

• To incorporate the above aspects of the pharmaceutical consultations and the 

patients’ view, and suggest how pharmacists may contribute to improve the quality 

of primary health care services.

8.4 METHODS

The methods for the pharmaceutical consultations and the qualitative domiciliary interviews 

were developed and tested in a pilot (Chapter 7) and a few amendments were made. An 

overall description of design of the Pilot Phase, the methods used and the documentation 

collected is displayed in Figure 8.1.

The main researcher was responsible for organising practicalities around the pharmaceutical 

consultation, such as providing recording forms, booking a consultation room and 

informing the GPs how and when to refer patients to the pharmacist. The main researcher 

also recruited patients for domiciliary interviews and made sure the patients gave written 

consent for this.

The recording forms developed in Chapter 7 (Appendices C1-C3, C4-C7) were kept as 

developed, taking into account that the detailed recording form for the consultations (C2) 

was replaced by a less detailed version according to the pharmacist’s wishes (C8).
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Figure 8.1 
Main phase method
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Main study - Part Two: Methods

8.4.1 METHODS USED IN THE PHARMACEUTICAL CONSULTATION

8.4.1.1 Recording forms and a referral system between the GP, the pharmacist and 

the main researcher

The GP referred the patients to the pharmacist seated in a separate office to the GP. The 

pharmacist had access to the medical notes and the surgery computer, and reviewed 

medication and identified DRPs in cooperation with the patients. In some cases the 

pharmacist would discuss matters with the GP directly after the consultation session.

8.4.1.2 Data collection

Data regarding patients’ prescribed medication were obtained from the surgery computer 

and the medical notes. The data collected included:

The patient’s Surgery Identification Number.

Age.

Gender.

Date of the consultation.

Drug-related problems with the medicines, if any.

The name, strength and dose of each prescribed drug.

Patient consent to be interviewed.

The pharmacist recorded data from the consultations on the sheets provided which served 

as a hard copy of all patient intervention data and comments from the GP (Appendix C8). 

These contained the Surgery Identification Number as identification for the patients, but no 

names. The home interviews were audio-taped with the patients’ permission, and a backup 

copy made immediately after the interview and stored separately. The Surgery
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Identification Number was transformed to an unrelated serial number to anonymise the 

responses, even for the GPs and surgery staff involved.

8.4.2 METHODS OF ANALYSIS OF THF PHARMACEUTICAL 

CONSULTATIONS

8.4.2.1 Notes made during the pharmaceutical consultations

The notes were collected by the main researcher and systematically recorded on computer 

software. These served as the documentation for interventions and comments from the 

pharmacist. In addition, the main researcher would use these actively when comparing 

what the pharmacist had discussed with the patients with what the patients reported to have 

taken place during the pharmaceutical consultations.

8.4.2.2 Discussion with the patients

During the domiciliary interviews the patients were specifically asked to state their opinion 

and experiences from the pharmaceutical consultation. The interviews were transcribed and 

the patients’ comments regarding pharmacists taking part in extended health care services 

were analysed both on its own and in relation to other health issues raised.

8.4.2.3 Discussion with the pharmacist

After each session the pharmacist would discuss that day’s experience of the consultations 

with the main researcher: what had been discussed, how had the patients reacted to the 

consultation, and what did the pharmacist think were needed from further contact with the 

GP. The pharmacist then took the time to write down any additional information and 

discussed cases with the GP. Comments were also added by the main researcher to make 

a fuller picture of the experiences from the consultations.
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S.4.2.4 Discussion with the GPs

In the same way as the pharmacist discussed the day’s experience with the main researcher, 

the GP was approached for feedback. The GP would often raise issues regarding the 

patients and discuss these informally with the main researcher or the pharmacist. In some 

cases he gave advice on more “difficult” patients the main researcher intended to interview.

8.4.3 METHODS FOR THE QUALITATIVE INTERVIEWS

All patients were approached with the same questionnaire. The questions in the interview 

schedule were open and explorative, and the patients were encouraged to respond freely to 

these. Control was maintained and all relevant topics were covered in each interview. 

Experiences from the pilot (chapter 7) showed that the patients responded very well to an 

open qualitative interview approach. The qualitative questionnaire (Appendix Cl)  

included;

Individual worries and feelings related to taking medicines.

Trust and perceptions of taking medicines and changes being made to them. 

Information and how/if this is related to empowerment.

How patients cope with disease .

Perception of pharmacists and the contact patients normally have with them. 

Experiences from the surgery consultation.

The general method for qualitative interviews is described in Chapter 3 of this thesis. The 

interviews were audio taped on 90 minute tapes. A safety copy was made and the two n  

copies stored separately. The tape was transcribed word /with the use of a transcribing 

machine, and the main researcher did all the transcriptions. The transcripts were enriched 

with the following symbols:
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(.) A pause in the conversation occurs.

[word] Word inserted by main researcher to clarify meaning.

[.] Indicates that only parts of the quote given to a question is reported.

The transcripts were saved as text (.txt) documents with column with 72 characters, and 

imported into QRS NUD*IST (version 4) software. The software programme NUD*IST 

uses a hierarchical system of “nodes”, that is as system of main and sub-themes in a 

structure. From this it is possible to code parts of the transcripts to one or more nodes on 

the tree. This is a way of systematically organising quotes to themes where they seem to 

naturally belong. In addition, it is possible to make comments, or “memos” attached to the 

nodes so that the analyst’s comments can also be systematically organised and easily 

rephrased.

8.4.4 METHODS FOR THE ANALYSIS OF QUALITATIVE DATA

The methods to aid analysis of the qualitative date is described in Chapter 3, section 3.5.1. 

For this sample, the analysis of the qualitative data started while transcribing the data 

followed by an iterative process:

• The main researcher made memos in the word processing programme on facts, 

reflective thoughts and ideas occurring while transcribing.

• All transcripts were carefully read and memos made of relevant themes, or topics, 

the patients raised.

• Each transcript was treated as a case-study and individually read and coded 

according to themes. These themes did not necessarily follow the specific questions 

asked, but were extracted from the text itself.

• The quotes and memos coded according to each theme was extracted from each 

case-study, and provided the raw-data for a cross-case analysis.
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• From this, the quotes assigned to each theme were examined to investigate if they 

truly belonged to this theme, if they belonged to more than one theme, or if any new 

themes seemed to emerge from the cross-case analysis.

• The cross-case record was then put on hold while the main researcher went back to 

the original case studies.

• As a qualitative assurance, all interview transcripts were re-coded while listening 

to the tapes from the interviews. The purpose of this was firstly to perform a quality 

assurance to the validity of the coding, that is, to make sure the patient’s true 

meaning had not been lost in the first round of coding. Secondly, with a fresh mind, 

explore if other themes emerged from the data. This resulted in that some of the 

earlier interview transcripts had new coding added.

• The interview transcripts and the memos were now organised within the NUD*IST 

hierarchical nodes and sub-nodes system and the coded text units and the memos 

were connected to its corresponding case study and cross-case study report. These 

reports included all the information used for the final analysis.

• The information was edited, quotes representing each theme selected and put 

together in the format reported in this Chapter.

By now all the data had been repeatedly read and coded into its corresponding nodes. 

Coding of themes and extensive use of memos proved useful in extracting a more full 

picture of the complexity with which patients view and think about their medicines.

At this stage in the analysis, an external validation of the coding and the themes was not 

performed. The main researcher performed the analytical procedures and processes as 

completely and truthfully as possible. This is one of the challenges with the methodology 

of qualitative research, as also discussed in Chapter 3. For the purpose of this study, the 

data was brought together in themes to better understand how patients perceive the health 

care services provided.

V
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8.5 RESULTS

8.5.1 RESULTS OF THE PHARMACEUTICAL CONSULTATION

In total, 45 patients (42.2% male) had a pharmaceutical consultation with the pharmacist. 

Seven patients were aged under 16, and the pharmacist did in these cases primarily talk 

with the parent. The age of patients counselled ranged from 1 to 83 years, with a mean age 

of 42 years. The age distribution of those counselled as well as those interviewed is 

displayed in Table 8.1.

Table 8.1. Age distribution of the patients counselled by the pharmacist.

Pharmaceutical consultation Domiciliary qualitative interview

Age Male Female Total Male Female Total

0-16 3 4 7 NA NA NA

17-24 3 2 5 0 1 1

25-34 2 4 6 1 4 5

35-44 1 4 5 0 3 3

45-54 3 1 4 0 1 1

55-64 4 5 9 3 2 5

65-74 1 5 6 2 2 4

75-84 2 1 3 0 0 0

Total 19 27 45 6 13 19

The pharmacist counselled on the proper technique and regular use of asthma inhalers and 

equipment (6), eardrops (2), Canesten pessaries (1) and lactulose (1). Skin care was 

discussed (4), and one patient took the opportunity to discuss alternative medicines. Advice 

on handling painkillers correctly (4), the use of antibiotics (2), side effects (2) and the 

maximal use of paracetamol (1) was given. In four cases the pharmacist suggested to 

choose another formulation to reduce side effects and increase compliance. He also 

suggested to introduce new drugs such as Gaviscon and ACE inhibitors, and was active ^  

providing smoking cessation advice (4) and reducing the long-term use of diazepam (2).
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A potential interaction between tetracycline and terfenadine was highlighted and non- 

compliance with thyroxine was identified; in both cases the GP was consulted. The 

pharmacist also introduced or reintroduced aspirin for three patients with angina. The 

pharmacist’s notes from the consultations are displayed in Table 8.2.
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

22 year old male, depressed.
Panic attacks stared after taking speed last Christmas. No improvement since Christmas. Possible 
depression? Does not confide with parents. Brother is his best friend - will try to talk to him. Has 
taken no medication. Prescribed 75 mg Dothiepin at night, increase to 150 mg at night after one week. 
Interesting to see how he will feel on them. See in two weeks? Finds life boring - has huge paranoia.

58 year old female. Chronic itching skin.
Alpha Keri does not help. Emulsifying ointment no good. No creams are any good! Psoriasis 
diagnosed 3 years ago. Psoriasis came after son was attacked; possible link. Need new therapy? 
Dermatologist. Possible allergy to dog - came 3 years ago?

50 year old male, hypertensive.
Got headache on Nifedipine. Will see how the changed goes on landipine. Better sex life now on 
Enalapril and Nifedipine since dropping Innozide. Lives well, no smoking, eats well, very little 
alcohol.

♦Patient 2. (Also interviewed by main researcher.)
33 year old male. Rheumatoid arthritis.
Rheumatoid arthritis confirmed. Happy on Meloxicam and Co-proxamol for break through pain. 
Very philosophical about life. Has bladder infection - is being investigated for this. Been on 
Meloxicam for 6 months. Has no had any increase in the dose. Condition is stable.

♦Patient 22. (Also interviewed by main researcher.)
67 year old female.
Very dry mouth on Temazepam. Why not taking Aspirin now? Does she still have angina? 
Hypertension or angina or both?
[Main researcher intervened at domiciliary visit, reinforcing the need for taking sleeping tablets for the 
patient. Also explained to patient that diuretics were for the blood pressure and not for making her 
pass water].

♦Patient 26. (Also interviewed by main researcher.)
68 year old male.
Takes Trimethoprim fairly regularly - prone to bladder infections - importance of finishing course. No 
side effects with other medication. Counselled on aseptic technique when using catheters. Discussed 
what each of the medicines was used for.

♦Patient 37. (Also interviewed by main researcher.)
30 year old female.
Suffers from reflux problem in the kidneys - very prone to kidney infections. Had operation in past. 
Drinks Chamomile tea and Trimethoprim.
Tried Imigran for migraine. Problem with Imigran given 100 mg in hospital. Has not yet tried on a 
full blown migraine attack. Tried on what she thought was a migraine, and felt very light headed. Not 
sure if it worked for her. Will try again on the 50mg which she has been prescribed this time - let us 
see what happens. Has frequent migraine attacks.
Advised that if the 50 mg works, but she feels very nauseous, then may need the automatic injector 
pen.
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

♦Patient 39. (Also interviewed by main researcher.)
61 year old female.
New prescription for amlodipine 5 mg. Co-tenidone stopped. (Well spotted Dr A, beta blocker and 
diabetes). Enalapril still prescribed. Most of her problems are side effects of the diabetes. High 
blood pressure and over weight. Life style discussion: walks quite a bit and tries to diet.
(Did we notify the doctor originally on this prescribing problem).

Patient 40. (Also interviewed by main researcher.) Transcript not utilised, as patient was very 
unstable.
58 year old male.
Used to take Ibuprofen 400 mg (2 at a time). Makes him feel confused. No problems with Sertraline. 
Depressed because of injury to hip and shoulder.
Taking a lot of Ibuprofen, makes him confused. Advised to take NSAIDs with meals. The Ibuprofen 
helped for only 2 hours! Now put on MR Diclofenac - first time.

♦Patient 44. (Also interviewed by main researcher.)
70 year old female.
Procyclidine cut down to 1 od. Takes procyclidine for side effects of Haloperidol - for a facial twitch, 
but procyclidine does not work. Does not want to increase the Haloperidol because or the side effects.

Has taken Kalten tablets for years, does not have any side effects - 1 am not keen on these combination 
medicines (mixed diuretics and atenolol 50 mg). Cannot pinpoint any conditions that have caused the 
twitch in the face. She is very conscious of it, but I cannot see it too clearly.

♦Patient 45. (Also interviewed by main researcher.)
71 year old female.
Feel very tired - anxious because of high blood pressure. Doctor cannot find the notes. Take 
Ibuprofen after meal for Osteo-arthritis. - No problems. Takes Paracetamol for break-through pain. 
Does not take enough Ibuprofen. Advice given: She will take 1 tds if necessarily.
Codeine phosphate 30mg - 1 at night for loose bowel - has got worse since having operation on bowel. 
Likes E45 cream for dry skin.
Tenif (Atenolol 50 mg and Nifedipine 20 mg), and Co-Amilofruse 5/40, is taken for hypertension. I 
suspect she would be better controlled if these were given separately. Would it be better to try either 
on ACE inhibitor. Depression with Nifedipine?
[Pharmacist wrote note to the GP with recommendations to change drugs for hypertensive treatment.] 
‘Need to address the use of Tenif. I am not a fan of Tenif because have do you know what effect each 
of the drugs are. Advice: Stop Tenif and give either atenolol or nifedipine and see what happens. 
Could increase dose of Nifedipine or an ACE inhibitor (Probably best)’.

♦Patient 48. (Also interviewed by main researcher.)
32 year old female.
Newly prescribed Salbutamol inhaler and Volumatic. Discussion on use of this equipment, and 
discussion of the eczema treatment. Not hard to convince mother that use of topical steroids must be 
kept to a minimum.
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

*Patient 49. (Also interviewed by main researcher.)
57 year old male.
Recently diagnosed angina (also being treated by the hospital for prostatic cancer).
I explained each of his new medicines, and their role in the treatment of angina. Also stressed the 
importance complying wit the dose instructions and that he could take the medicines as together in the 
morning.

*Patient 55. (Also interviewed by main researcher.)
24 year old female.
Suffering (she thinks) from post-natal depression. Was prescribed fluoxetine in November but did to 
take for the second month because the packaging was in French and so she could not understand the 
days of the week.
A shame. I will suggest to the doctor that she tries fluoxetine again, and asks for English pack. The 
one thing she enjoyed about fluoxetine was that she lost weight. Is taking Dothiepin at night. She is 
not sure what is helping - if anything - neither am I.
Back to fluoxetine only way, but the best idea. ; r.
[Note written to the GP explaining that patient stopped mediation because French brand was given.] 
[The patient reported to feel less depressed after the domiciliary visit following the interview.]

* Patient 57. (Also interviewed by main researcher.)
39 year old female.
Changed from Phenytoin 100 mg, 2 at night. Felt very bad on that dose. Became ill, went to 
Whittington Hospital, where she was changed to Sodium Valproate on 10.09.98. No side effects 
reported, feels great. Was having a fit a week before being changed to Sodium Valproate, no/fits yet.

Mention weaning off diazepam, not happy with that - been on them ‘many’ years. Could not 
contemplate getting off or even reducing slowly.
Warned her about taking maximum of Paracetamol in one day (24 hours). Gets lots of headaches.
(Is an drinker? Liver problems?)
[After the domiciliary visit the main researcher encouraged the patient to find a female doctor, as the 
patient felt shy about telling the (male) GP about having two week periods. She was also very slim 
and run down.]

*Patient 58. (Also interviewed by main researcher.)
32 year old female.
Has a continuous problem with infected sinuses. Is aware that she has to take care with the 
contraception whilst on penicillin. Continual problem with Candida. Is looking to try alternative 
treatments, diets etc.
Asked my opinion of saline nose drops and could she make them at home. Difficult because of the 
accurate measurements of the salt.

♦Patient 59. (Also interviewed by main researcher.)
37 year old female.
Possible sleep disturbances with Fluoxetine. Not taking co-dydramol anymore - had an operation on 
gall bladder - no pain any more. Still taking Diclofenac - 1 advised to take Gaviscon if in pain by 
Diclofenac.
Stressed, young baby, went off with husband to Devon to change life-style - could not get work. Put 
on jovial face, but clearly stressed. Feels better with Fluoxetine. No pharmaceutical problems.
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

72 year old female. / ̂ f y
Counselling on use of ear drops - to lie down to put drops in, then down for 5 minutes. A recurrent 
problem with ear infections. Suffers with wax in the ear - often cannot hear well buys waS-softening 
preparations from the pharmacy - then the doctor syringes the ears. Dislikes ‘thick’ ear drops. 
Difficult to know when they are in the ear or not. [Patient used to take ear drops standing].

68 year old female.
Terrible pain with arthritis - wakes very early. Diclofenac 50 mg not enough for pain. Buys 
Paracetamol - given advise for maximum 8 a day. Worse pain since operation on foot. Could it be 
gout? -she sais.
Amitriptyline 10 mg to be used increasing until pain improved. The patient is depressed as diagnosed 
by Dr. A. She thinks the Amitriptyline is for pain. I counselled her on possible side effects of 
Amitriptyline [first time prescriptions].

55 year old male.
H. pylori treatment from hospital 3 months ago - ever since severe constipation. Counselling on 
taking Lactulose - regular use. Always suffered from constipation and haemorrhoids, but the worst 
ever now. Must be due to H. Pylori - he feels everything will settle down?
Counselling on using suppositories. ^Counselling on diet - must start eating and drinking - but less 
coffee. He is probably some dèhÿdfated.

32 year old female. r t -
Counselled patient in use df Canesten Combi - use pessary at bedtime [Patient did not know this]. 
Partner should also use cram (Partner present). She is 12 weeks pregnant. Misuse lifestyle, heavy 
smoker, drug user, heavy drinker, lives rough ( I think), beg on the streets. Discussion on smoking 
with pregnancy.

75 year old male.
Why use Thyroxine now: is prescribed 27.06.97, but no longer taken. Cholesterol test? Cholesterol 
levels are high - good idea to lower cholesterol as cannot take aspirin because of warfarin regime.
No longer take Gastrocote - pharmacist removed this from repeat prescription. Omeprazole is 
wonderful. Discussed what the co-am61ofruse is for (Only had a vague knowledge of this). Was 
taking thyroxine, but not now: why?
No longer take Co-codamol capsules. Pharmacist removed these from repeat prescription. Said they 
made him constipated. I explained why. Take Paracetamol for pain. Counselled him on the 
maximum intake dose per 24 hours.
[GP was not aware that patient was no longer taking Thyroxine, and will call the patients].

20 year old female.
Severe problem with acne. Has had Tetracycline - talked about avoiding certain food with 
Tetracyclines. Now prescribed Erythromycin - talked about avoiding Terfenadine. The topical lotions 
work for a while, but they are not working now.
[ The pharmacist asked patient if he had hay fever. He said yes, uses Terfenadine. Has been 
prescribed Terfenadine before. Patient did not know of the interaction.]
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

36 year old female.
Paroxetine 50  mg gives dry mouth. Diazepam  helps to reduce alcohol intake. Still sm okes about 30- 
40 per day. Thioridazine - no sex drive. Z opiclone - takes a little w ile to get going in the morning. 

C ounselling: Can we cut down the cigarettes? Has used anti smoking patches, but they made her feel 
unwell. Is very aware o f all the side effects o f  her medication. Feel stable on the above medication, 
w ould like to com e o ff  them. W e discussed that she must not com e o ff  anything without the doctor’s 
consent. N ew  mediation D iclofenac 75 mg SR for her arthritic hips (one hip replacement already). 
W e discussed possible side effects and to take after food. She did have gastric pain a year ago when 
drinking a bottle o f  wine each night. [Pharmacist d iscussed this difficult case with the GP].

62 year old female.
Has no side effects on Aspirin or Simvastatin, although takes Gaviscon - but has been taking various 
antacids for a year or two. Aspirin is essential because o f  past history o f  occluded artery (operation on 
the aorta?)

Counselled on possible momentary head aches when using the Nitro lingual spray.

Talked about the possibility o f  her having angina and is going to the hospital to have an investigation  
o f her chest pain. Tried to allay her anxiety on going to hospital. D oes not like going to see doctors.

20 year old male.
Very fit young man. Abused alcohol last w eek at a party. Was already taking penicillin (from where ? 
N ot on record). N ow  feels awful - pain in his head an throat. I counselled him on the maximum dose  
o f  co-codam ol (contains Paracetamol) and possible side effects o f  constipation. He has migraine in 
the past (look at past drugs). Not had any headache for 1 year - after being given D iclofenac ( I do not 
see why this should have made a big difference).

2 year old male.
Counselled on use o f  eye drops. A lso the use o f  asthma pumps - blue before brown. R inse mouth 
after inhaler use.

24 year old male.
C ounselled on completing the course o f  A m oxycillin . May get side effects e.g. feeling less well for a 
w hile, diarrhoea possible.

9 year old female.
Asthma use o f  reliever and preventer counselled on use. R inse mouth after use. C ounselled on 
antibiotic use. Keep cool, finish the course, maximum dose o f  Paracetamol suspension.

50 year old male.
Take so much medication, does not know what can cause side effects - does not think he suffers from  
side effects. Been on Timolol for ‘many’ years. His blood pressure has stayed stable. Did not know  
he was supposed to be taking Aspirin 75 mg. Nitrazepam - cannot keep without these. Ranitidine - 
cannot cope without these. (  -  :

1 year old male.
D iscussion  about asthma

Put on Beclom ethasone inhaler at the hospital. Told to use Salbutamol inhaler when necessary. 
D iscussion  about how to use the inhalers with the V olum atic. Did not know that the Salbutamol is 
used first, follow ed 15-20 minutes later by the Beclom ethasone. A lso to rinse the mouth after the 
steroid inhaler. [Counselled the mother on all aspects o f  inhalers ]
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

2 year old female. f
The 2 year old patient has dry skin and a tendency to fungal infections. Advice given on using instead 
of soap, i.e. use on skin before and after bathing. Also noted that the brother’s medication is on her 
notes. Have informed the reception.
[The Salbutamol and Volumatic is not for this patient, but for the patient’s brother. Note written to 
surgery reception].

43 year old male.
Has a problem with an anal fissure, and has Trimovate cream (steroid and antibiotic) prescribed. Very 
sedentary job, sits at a desk all day. Smokes heavily (less so now, about 20 a day). His shift work 
messes up his bowel habits. Advice: exercise more and smoke less (I hope!)

60 year old female.
Takes co-tenodone 50/12.5 and nothing else.
Stopped the tablets for three days before today’s meeting with the doctor. Fells no different if not 
taking medication. Advised to take the tablet in the morning (contains diuretic). Feels well - is well - 
she says. I think this mediation controls her hypertension well. No other advice apart from life-style. 
She does not smoke and has trouble with exercise because her hip hurts - she discussed this with the 
doctor.

11 year old female.
General advise on acne-like problem.
Prescribed erythromycin for acne. Tetracycline impossible because of possible teeth damage (12 years 
old). General advice on skin cleansing and diet.

75 year old male.
Use his inhalers the wrong way, i.e, Beclomethasone first.
Advice- Salbutamol first, then Beclomethasone 20 minutes after. Rinse mouth after Beclomethasone. 
Has been getting sore mouth. Has sufficient pain relief with Allopurinol and Naproxen.
Amitriptyline lOmg for relief of shingle itching, last prescription for this.

29 year old male.
Use preventer and reliever inhalers. Only use the steroid inhalers.
Advise given on using the Salbutamol first and waiting 20 minutes before using the steroid. Wash 
mouth after using the steroid inhaler. Advised to use both inhalers when the chest is bad.
His chest improves with an increase in fitness, so he is off to get fit again - has been on holiday.

64 year old male.
Gave instructions on how to use the ear drops.
Has no side effects with his medications, but we discussed what each medicines does - and the 
importance of taking them regularly.

83 year old female.
Patient found to be very anaemic last September. Had a blood transfusion and was thoroughly 
investigated. Now on iron tablets. Advice given on taking iron with or after meals, and possible side 
effects. Gave advice on care of the stockings.
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Table 8.2. Pharmacist’s notes of the pharmaceutical consultations in the main
study.

1 year old male.
Asthma no problem now. No medications.
Worried that the chlorpheniramine may make the child sleepy. Use the Diprobase after bathing. Do 
not use scented soap, or any soap for bathing.
Reassured mother to safety of all this medication.

55 year old female.
Taking Olanzapine - feels wonderful - takes one daily. Very nervous before Olanzapine. Lost hair on 
injections (What were they?). Was compliant on old medicines but hated the side effects? Very 
relaxed on Olanzapine - sleeping reasonably. Knows that the new tablet is expensive, but is the best 
thing she has taken. Likes the once daily regimen. Effective so far.
Difficult to get details information out of her. Advice given in bowel movement. Careful with diet - 
lots of fruit, vegetable etc. Does try.

2 year old female.
Counselled mother on use of Salbutamol Syrup and the possibility of tremors. Doctor felt that they 
would not cope with an inhaler and spacer, but I notice that the mother is using the same set up of 
inhaler and spacer. Why not check the mother’s technique and then move the child to the system 
which would be better than the liquid. Have written a note to the GP.
[Note was written to GP.]

50 year old male.
Does not want to have his prostate problem investigated, it may be cancer (he thinks).
May go for the investigation.
Takes Simvastatin and needs GTN spray. He would benefit form Aspirin 75 mg daily, but had a 
problem in the past with ulcers. He should still take the Aspirin, and perhaps a H2 antagonist. Have 
informed the prescriber.
[Note written to prescriber on patient not using Aspirin.]

40 year old female.
Main problem - heavy periods and lasting for 7 days. Prescriber not keen to give the pill (and patient 
does not want to take it) because of her moderated to heavy smoking. Counselled on giving up 
smoking. Informed her of the medicines - Mefenamic acid first time - will help with uncomfortable 
periods, and often reduce the blood flow.

46 year old female.
Constipated on ferrous sulphate, bd dose. Okey on once a day dose.
Preferred Fersaday (100 mg iron), but there is not enough iron according to the doctor. Only has 2 
weeks to go to birth of baby.
Otherwise, I would recommend another slow release iron preparation that would be less likely to give 
problems.
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8.5.2 RESULTS OF QUALITATIVE DOMICILIARY INTERVIEWS

In total, 18 patients (27.8% male) were successfully interviewed. The mean age was 49 

years ranging from 24 to 71 years. Of these patients, 13 had a pharmaceutical consultation. 

The remaining 5 patients were interviewed as part of the pilot (3) or recruited at a day the 

pharmacist came late to the surgery consultation session (2). The main researcher decided 

to include the latter two as the patients had agreed to take part in the research project. Table

8.3 displays the demographics of the patients and if they had a pharmaceutical consultation.

Table 8.3. Display of the patients who had a qualitative domiciliary interview.
n=18.

Patient serial 
number

Age Gender Pharmaceutical
consultation

Number of quotes from each patient 
used to exemplify Themes.

Patient 2 33 Male ✓ 6

Patient 3 68 Male X 3

Patient 5 51 Female X 5

Patient 6 34 Female X 6

Patient 19 63 Male X 3

Patient 20 37 Female X 2

Patient 22 67 Female ✓ 4

Patient 26 67 Male ✓ 3

Patient 37 30 Female ✓ 5

Patient 39 61 Female ✓ 1

Patient 44 70 Female ✓ 4

Patient 45 71 Female ✓ 3

Patient 48 32 Female ✓ 5

Patient 49 57 Male ✓ 2

Patient 55 24 Female ✓ 4

Patient 57 39 Female ✓ 2

Patient 58 32 Female ✓ 1

Patient 59 37 Female ✓ 3

Sum of quotes displayed to exemplify the Themes 62
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Qualitative data produces large quantities of transcript data. To present all of these as 

results would not be practical, neither from an analytical point of view or desirable from 

the reader’s point of view. However, this means that only fractions of the raw data will be 

displayed. Table 8.3 also includes the frequency by which representative quotes are 

selected from individual patients to illustrate a theme. The individual patients are 

represented in 1 to 6 of the 15 themes (median 3).

The aim of conducting the qualitative interviews was to explore patients’ perceptions of the 

pharmaceutical consultation and to explore patients’ understandings and beliefs of their 

own health and medication. Fifteen main themes emerged from analysing the interview 

transcripts. The themes were the result of an iterative analytical process involving 

repetitive reading and scrutiny of memos, transcripts and themes. By joining the memos 

and the corresponding quotes further connections and themes were extracted. Finally, the 

interview transcripts were coded according to the 15 themes displayed in Tables 8.4. Each 

theme had many coded text units attached, and a selection of three to six representative 

quotes were chosen to illustrate each theme. The themes are defined in Table 8.4, and is 

subsequently further exemplified in the following pages.
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Table 8.4. Description of themes from qualitative interviews (n=18). 
Patients’ representation for each theme is given in parenthesis.

Representative
quotes

Life (17). Patients openly described their life situation, both regarding what they had 
done with their lives, and how disease, illness and medicines was affecting their 
personal lives.

Patient 6, 22, 26.

Disease (16). Patients specifically described their actual disease or illness, how they 
felt about this and how they dealt with problems occurring

Patient 2, 6, 26, 55.

Destiny approach (11).
This theme emerged from the analysis, and describes the very different attitudes 
patients have to life and being ill, and how they cope with this situation.

Patient 2, 3,19, 26, 
49.

GP (18). Patients described how they felt it was like to visit their GP, how they 
communicated with him or her and if they felt they could trust their GP.

Patient 37, 44, 57, 
59.

Gender issues (10). This theme emerged from the analysis and reflected upon the 
effect the importance of the gender of the doctor had to some patients.

Patient 5 ,44,48.

Pharmaceutical consultation (16). Patients described how they perceived the 
consultation with the pharmacist in the surgery, and reflected upon this additional 
service.

Patient 22,45,48, 
49, 55.

Community pharmacy services (18). Patients described how they used community 
pharmacy services, what situations they would turn to the pharmacist and what 
information they would seek from the pharmacist.

Patient 3, 20, 37, 
48.

Perception of GP surgery services (16).Patients discussed the standard and types of 
services provided by the local health centre.

Patient 2, 6,44.

Perception of NHS services (15). Patients discussed the standard and types of 
services provided by the NHS and how it served them as a patient.

Patient 6, 37, 39, 
58.

Compliance (17). Patients described how and when they took their medicines, and 
how and why they would self-regulate the dose.

Patient 3, 5, 19,45, 
55, 57.

Beliefs about medicines (17). Patients described their attitudes to taking medicines 
and how they perceived the different medicines affected them.

Patient 2,48, 59.

Empowerment (18). The patients described how and if they were in charge of 
managing their treatment and medication, and reflected upon how to manage 
information, their relationship with the doctor and the health care system.

Patient 5, 20, 22, 
37, 55.

Information about medicines (18). The patients described who provided 
information, how they interpreted this information, problems of obtaining information 
and how they dealt with this.

Patient 2, 5, 19,44, 
45.

Alternative medicines (7). Alternative medicines and treatment methods were 
discussed in relation to the patients’ own view for the need for such alternatives 
medicines, and how and why they used them.

Patient 5, 6, 37, 59.

Worries and trust related to medicines (17). Patients discussed worries about their 
medicines and illness in relation to the trust they had to medicines and the health care 
system.

Patient 2, 6, 22, 48.

273



Main study - Part Two: Results

All patients covered the topics in the interview schedule (Appendix Cl). Nevertheless, 

some themes are not assigned quotes from all patients, this because the themes as such do 

not necessarily follow the specific questions from the interview schedule but are extracted 

from the text in the transcripts. In the following pages, the total number of quotes assigned 

to each theme are displayed in Table 8.5-8.19. The selected quotes are displayed 

subsequent to its corresponding table. The quotes presented are selected to support and 

explain the different themes as well as clarify and describe the diversity of patients’ 

understanding of health issues.

Summary of the quotes assigned to Theme One: Life.

Table 8.5. Theme One: Life (n=17)
Patients openly described their life situation, both regarding what they had done with 
their lives, and how disease, illness and medicines was affecting their personal lives.

Patient 2 Text units
Patient 19 -
Patient 20 Text units
Patient 22 Text units
Patient 26 Text units
Patient 3 Text units
Patient 39 Text units
Patient 44 Text units
Patient 45 Text units
Patient 48 Text units
Patient 49 Text units
Patient 5 Text units
Patient 55 Text units
Patient 57 Text units
Patient 58 Text units
Patient 59 Text units
Patient 6 Text units 10-18: 72-84: 222-227: 724-725
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Theme One: Life
Patients openly described their life situation, both regarding what they had done with their lives, and 
how disease, illness and medicines was affecting their personal lives. Patient 6,22,26.

♦Patient 22. 67 year old female. Text units 54-67, Text units 93-98:
I should be 68 next week, I am married, I have three children, I had four, I lost my eldest daughter when she 
was 21. I've got twin boys, and I've got a daughter. My grandson has now got a little baby so I am a 
great-grandmother as well. That is lovely. It will be a year old this Sunday. I worked up until I was 62 years 
old, then I got a pension of six p's a week. When I was 62, it went up to seven p's a week, and when I was 
64 it went up to 8p a week, but it never went up after that. My husband was 65 in May, Iam 216 years older 
that him. He was 65 on the 5th of May, and on the 11th of June we got a pension, but for some unknown 
reason it was going backwards and forward, and we waited for quite some time, and then my husband died 
in July this year, and I am still waiting to know how much pension I get per week or per month or whatever.

I go and stand out there at night, at the gate. And there is a man that comes along here at about a quarter to 
one every morning with his dog. And he always talks to me and says to me, you are not standing out in the 
cold again. Go in now. Yes I am going in a minute. But I can't. I cannot.

♦Patient 26. 68 year old male. Text units 3-32:
I have been in this same surgery since I came here in 1969. [.] I was bom in the west Indies in 1930. My 
mother was a Portuguese. My father was a black one. I am married and have five children, but I am getting 
divorced now. She is sick now, she is in hospital. [.] I have had good jobs. My first job was in the post 
office. Those were happy years. And afterwards they closed it up. I worked for 12 Vi years. But now they 
close it down, and afterwards it was a business building. Then I got a better job just down the road there, 
in X street in a bear factory. Then I was there for almost 13 years. Then they closed it down in 1989 because 
they could get cheaper labour in Bradford in Leeds where lots of the population is Indian. I want to work 
for a better life, but they don't care. In 1989 was made redundant eventually. [.]

♦Patient 6. 34 year old female. Text units 72-84:
I don't know what I can say. (Laughter). Well I have been working hard since I was 15 years old. Well 
actually. And I as said I was doing hairdressing for quite a long time. I got married very early as well [.j.And 
I had my first child at 24. I have had four. One of them he died though, he died when he was two years old. 
And my last child, a girl, she had open heart surgery as well. So I nearly lost her as well. She is OK now, 
touch wood, no problems with her and, it's been quite a struggle since I got married, cause I have had them 
eighteen months between each other after the other, so.
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Summary of the quotes assigned to Theme Two. Disease.

Table 8.6. Theme Two: Disease (n=16).
Patients specifically described their actual disease or illness, how they felt about this 

and how they dealt with problems occurring.

Patient 2 Text units
Patient 19 Text units
Patient 20 -
Patient 22 Text units
Patient 26 Text units
Patient 3 Text units
Patient 37 Text units
Patient 39 Text units
Patient 44 Text units
Patient 45 Text units
Patient 48 -
Patient 49 Text units
Patient 5 Text units
Patient 55 Text units
Patient 57 Text units
Patient 58 Text units
Patient 59 Text units
Patient 6 Text units
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Theme Two: Disease
Patients specifîcally described their actual disease or illness, how they felt about this and how they 
dealt with problems occurring. Patient 2,6,26,55.

* Patient 26. 68 year old male Text units 33-46:
I had diabetes. Next time was my prostate, and all kind of different complaints, so no other doctor ever tells 
me. I was sent to the hospital in 91, and in 92 I had the operation and they removed my prostates. From 
since I had that operation, I never be a man again. Always feeling sick and sick and sick [.].

*Patient 55. 24 year old female. Text units 413-427:
I feel like it is not a long term thing, it will pass very quickly, hopefully with the help of the antidepressant 
even quicker. And find that I will be able to come out of the depression with the help of the drugs but also 
exercising, eating healthy and hopefully be rehoused. There are these things that I find are major problems 
at the minute, that I can't do anything about right now. I am that sort of person that if there is something 
wrong, I am gonna fix it strait away, but with this I can't do with the housing right now. I can try and run, 
which is what I am doing, but I can't see obviously like my Dad, a couple of people, that have upset me in 
my life, I can't see them, because I choose not to. And, but I find that I will be able to handle it better with 
the drugs, and hopefully feel better about things soon. And with the counselling as well.

♦Patient 6. 34 year old female. Text units 46-54, Text units 288-293, Text units 398-406:
A lot of the chemicals were affecting me (previous hairdresser). I am very sensitive. I became allergic to 
a lot of the chemicals we were using and my chest. I was getting chest infections all the time from inhaling 
the smells and the chemicals. So, I do it now and again for friends and family but I couldn't go back to do 
it all day, every day. Yes. [.] I was accident prone. I was in and out of casualty all the time. I had an 
operation when I was ten, and then another one when I was 22, just before I got married. I've had quite 
enough of hospitals at the moment. And then with my children as well. I try to keep away from them as 
much as possible. [.] I am a bit worried about [my kidneys]. The doctor said that if this does not cure, then 
I don't know. After the course if it is still going on, then they will send me to hospital, cause it's been going 
on for some time. It is the third week now, and it is running me down. I am tired and exhausted. It is just 
the pain is constantly there all the time.

♦Patient 2. 33 year old male. Text units 119-125:
Yes, sure. Em, rheumatoid arthritis. I got eh some sort of problems with my kidneys, eh but they are 
investigating into that at the moment so I can't tell you what that is. I've got to wait for some results that are 
coming in by the end of this week. And then, go for more tests once they are arranged, so. That basically 
it.
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Summary of the quotes assigned to Theme Three. Destiny.

Table 8.7. Theme Three: Destiny approach (n=ll).
This theme emerged from the analysis, and describes the very different attitudes 

patients have to life and being ill, and how they cope with this situation.

Patient 2 Text units
Patient 19 Text units
Patient 20 -
Patient 22 Text units
Patient 26 Text units
Patient 3 Text units
Patient 37 Text units
Patient 39 Text units
Patient 44 -
Patient 45 -
Patient 48 -
Patient 49 Text units
Patient 5 Text units
Patient 55 -
Patient 57 -
Patient 58 -
Patient 59 Text units
Patient 6 Text units
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Theme Three: Destiny approach (11)
This theme emerged from the analysis, and describes the very different attitudes patients have to life 
and being ill, and how they cope with this situation. Patient 2, 3,19, 26, 49.

*Patient 19. 63 year old male. Text units 132-142. Text units 742-747:

But I still blame my doctor. I went there and they g ive me a test, and they did not tell me I have got 
glaucoma. And I could see, when I was reading, I could see a shadow moving. But if  he tell me he could  
give me a treatment or send me to hospital. He give me glasses, and he never told me I have got glaucoma, 
alright. [.] Every day I see, well is a bonus to. But at the same time I am not giving up. I am just looking 
after it, you know. Because I have to put six drops a day now, and I have got two different solutions. 1 have 
to put six and two in that one. So, every day that goes is a bonus.

*Patient 26. 68 year old male. Text units 55-64:

Y es, 1 don't feel well. 1 know I am diabetic and should avoid alcohol and drink, and I take tablets against, 
but som etim es when I feel so fed up I drink w hisky and brandy and anything. 1 am not joking, because I feel 
it is som etim es too much, no joke. And the worst pitying is when you are on your own. M y daughter lives 
there, my son lives there, my w ife is in hospital. Then (slaps his lap) I am on my own (patient is angry and 
frustrated). But at the same time, loneliness is a crime, makes you fee l  [.]

*Patient 3. 68 year old male. Text units 349-352:

W ell, it is one o f  those things, it is unfortunate, but you have to live with it the best you can. Try not to worry 
too much about it, and hope that it stays steady. That is all we can do, hope that it won't get any worse.

*Patient49. 57 year old male. .Text units 169-170, Text units 201-205, Text units 339-352:

I don't know. It is sort of, if you have got to take it, you ave got to take it I suppose. [.] I hope so. 1 suppose 
they w ill do me good, and after a w hile I have to take them for life. A bit o f  a knockout, you know. But I 
suppose if I have got it, I have got it, that is it, isn't it? [.] (Careful laughter). W ell, I know what is waiting 
(.). You feel that you are not a man anymore, don't you.

* Patient 2. 33 year old male. Text units 315-322:

Not me, no. I tend not to worry now. There was a face in my life when I did worry about things, but life is 
for the living, and you have to get on with life and no point in worrying about things that may or might 
happen one day or anything like that. If they are gonna happen they are gonna happen, and you might as well 
worry about them at the time. It's no point in worrying about it in forehand. That's my philosophy anyway.
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Summary of the quotes assigned to Theme Four: the GP

Tahle 8.8. Theme Four: GP (n=18).
Patients described how they felt it was like to visit their GP, how they communicated 

with him or her and if they felt they could trust their GP.

Patient 2 
Patient 19 
Patient 20

Patient 22 
Patient 26 
Patient 3 
Patient 37

Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 163-169: 246-260: 535-563: 573-577:
Text units 658-663: 726-733:
Text units 109-113: 217-221: 227-231: 257-262: 356-361: 375-382: 389-394: 396-400: 
403-405: 443-446:
Text units 90-94: 157-161: 228-234: 250-258: 270-276: 309-314: 321-329: 441-447: 
Text units 34-39: 46-51: 76-85: 230-236:
Text units 288-295: 353-378: 509-521:
Text units 103-111: 113-116: 147-153: 354-358: 512-516: 613-618: 622-625: 
634-641:
Text units 340-357:
Text units 155-163: 183-185: 228-240: 299-305: 510-522: 637-642:
Text units 32-37: 79-82: 254-257: 272-278:
Text units 271-275: 298-304: 649-652:
Text units 399-414: 424-432:
Text units 139-188; 305-320: 427-433: 490-513;
Text units 76-83: 173-193: 279-302: 326-329: 508-524:
Text units 184-190: 208-230: 460-490: 723-739: 759-762:
Text units 293-304: 312-314: 430-441:
Text units 379-386: 393-405: 464-468: 676-690: 700-704:
Text units 143-145: 320-324: 330-333: 387-396: 476-482: 494-500:
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Theme Four: GP (18)
Patients described how they felt it was like to visit their GP, how they communicated with him or her 
and if they felt they could trust their GP. Patient 37,44,57,59.

Patient 37. 30 year old female Text units 103-111, Text units 113-116, Text units 147-153:
I have, I used to have doctor G, and he was a fantastic doctor. He was and absolutely incredible doctor. If 
you were not sick that was it, you would go to school. He would take no messing, but you respected him a 
lot. I feel up there you see different doctors all the time. [.] It is very difficult when you have had a doctor 
from when you were bom, like doctor G, and then you move to someone else, cause you expect the same 
service, and you don't get it.[.] Doctor E is my main GP. We now have an understanding, he is OK actually, 
he knows his stuff. I actually do have confidence in him now. I didn't the first times, but I think that was 
partly because I had so much confidence in doctor G, and it is very difficult, isn't it, to change it. I saw one 
the other day that didn't take my opinion serious enough. I just, you know. And I have seen doctor W. She 
is lovely, incredible.

♦Patient 44. 70 year old female. Text units 155-163, Text units 510-522:
But personally, I don't care for doctor E, I never ask for him. I never feel that he is very interested. You 
know, he sits there and looks at you, pah, now what have you come for, sort of thing. I don't feel any bond 
with him. And of course the other doctor, they keep on changing, they are here for perhaps a year, six month, 
and then they move on. But I like the last doctor had, doctor W, she is really nice. She took an interest. I 
mean doctor B is alright, I am not saying anything against him. There you are, I suppose I am old fashioned, 
I rather like a woman doctor.
Well, I told him that the tablets were not doing me a lot of good, and as I told he said stop one, and if that 
doesn't work, stop the other one, and if that does not work, stop the other tablets. I didn't feel, and then he 
said well, quite honestly, he said I don't think there is anything more I can give you. Well, I thought he 
should have had a think and given me something, or tried something different. But anyway, you don't 
question their judgement, do you. Well, I don't. I believe that they should know what they are talking about. 
(Laughter).

♦Patient 57. 39 year old female.
Oh they (.) I mean Doctor E., he's a bit slow I think, although he's been there the longest. I don't like the way 
he treats patients, but I don't know whether he does it with everybody, it might just be me. [.] You get an 
appointment with Doctor T. for eleven o'clock, you're there, ten to eleven, but you don't see doctor T. until 
quarter to twelve, and then when you do go in (.) He's still sitting there writing down the last patients notes 
(.). And doesn't talk to you, he leaves you sitting there for five minutes before he actually turns around and 
talks to you.

♦Patient 59. 37 year old female. Text units 676-690:
Oh, yes, he is very friendly, very laid back, and I feel as if I could tell him whatever I wanted to. He always 
seems to have time for you. You can always chat to him. Em, and as I said before, if there is anything I can't 
understand, he usually does little diagrams for me, and then I can understand, oh yes, that bit goes there. 
Specially when I was doing this down here (referring to her gall bladder). And I have also damaged my 
spine, not last year, the year before, and I damaged bits in my back, and arthritis has set in. But he was doing 
all these little doodles (drawings) so I could understand where about in my spine I was, and I thought yes, 
it makes more sense to you when he draws that little thing. Sort of like, patient friendly, he makes it so you 
can understand which I think it easy. If you can understand, they you don't feel worried, do you?
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Summary of the quotes assigned to Theme Five: gender issues.

Tahle 8.9. Theme Five: Gender issues (n=10).
This theme emerged from the analysis and reflected upon the effect the importance of 

the gender of the doctor had to some patients.

Patient 2 -

Patient 19 -
Patient 20 Text units 36-44: 116-117.
Patient 22 Text units 274-276.
Patient 26 Text units 40-51: 187-190.
Patient 3 -
Patient 37 Text units 157-162.
Patient 39 -
Patient 44 Text units 160-163: 620-626.
Patient 45 -
Patient 48 Text units 85-90: 101-136: 649-652: 792-801: 809-812: 818-820: 896-899: 

913-918: 931-948: 1032-1037.

Patient 49 Text units 339-352.

Patient 5 Text units 168-179: 269-276: 359-401.

Patient 55 -

Patient 57 Text units 759-795.

Patient 58 -

Patient 59 Text units 902-908.

Patient 6 -
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Theme Five: Gender issues (10)
This theme emerged from the analysis and reflected upon the eH'ect the importance of the gender of 
the doctor had to some patients. Patient 5,44, 48.

* Patient 44. 70 year old female. Text units 160-163, Text units 620-626:
[.]. But I like the last doctor had, doctor W, she is really nice. She took an interest. I mean Doctor B is 
alright, I am not saying anything against him. There you are, I suppose I am old fashioned, I rather like a 
woman doctor. [.] No. I would like to see another lady doctor there, so that if you had a choice, you could 
see the lady if you wanted to or the man if you wanted to. And then all this coming and going all the time. 
I mean, they had a very nice young coloured doctor there, she was very nice, she didn't last long.

♦Patient 48. 32 year old female. Text units 85-90, Text units 101-112:
The surgery, well, throughout my pregnancy it was brilliant. I went to Doctor C which was there then, which 
has now changed practice, and don't know quite what to do, cause I have always had a female GP, and now 
there is not a female GP in the surgery, so I am deciding at the moment whether or not to switch.
♦Researcher
But you prefer a female GP to a male?
♦Patient 48
Yes, I do, it is a funny, it is a weird thing because I did not really think about it until Doctor C said that she 
was leaving, or going to the next-door practice. I kind of though, well maybe I will change to this or that, 
but it is a bit of hassle, it will be fine if I just stay where I am, but actually now when I think about it, I do 
actually, I have had a female GP since 15 years, and I just feel slightly odd going to a male GP. Which I was 
surprised, cause I didn't really think I would be bothered. I mean, it is fine, I take my son to see the doctor, 
but myself I prefer a woman GP really.

♦Patient 5. 51 year old female. Text units 359-401 :
Yes, even when it is me going in there, and they are all male doctors. (Laughter). I mean, there have been 
times when it would have been nice to have a lady doctor, but you know, the lady doctors don't seem to stay. 
They have had nice lady doctors there for the odd week. I go so rarely that it probably is the odd week. But, 
and certainly when I had just had N, my second son, I had an extremely bad haemorrhage and had to go back 
into hospital in great hurry, and I did have, at that point at the practice there was a lady doctor, and she 
actually came rushing around strait away, that sort of thing. I was jolly glad it was her, I must say. I wouldn't 
have mind had it been C, but I was glad it was actually her. Cause there is odd times, cause there, well, she 
was more sympathetic about things that men wouldn't think of, I think. But that was about the only time, just 
occasionally there were things you tell another woman things you actually can't tell a man, but it is rare, it 
is so very rare. And you can't tell every woman either. There were some lady doctors I've had in the past 
whom I wouldn't have told anything to (Laughter). So, you know, it doesn't always fall on that.
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Summary of the quotes assigned to Theme Six: Pharmaceutical consultation.

Tahle 8.10. Theme Six: Pharmaceutical consultation (n=16).
Patients described how they perceived the consultation with the pharmacist in the

surgery, and reflected upon this additional service.

Patient 2 Text units 606-673.
Patient 19 Text units 668-686: 690-692.
Patient 20 Text units 270-273.
Patient 22 Text units 299-303: 335-338: 342-347: 349-355: 669-680.
Patient 26 Text units 237-266.
Patient 3 Text units 415-436.
Patient 37 Text units 208-211: 219-227: Text units 649-664.
Patient 39 Text units 369-409.
Patient 44 Text units 523-534: 580-593.
Patient 45 Text units 328-333: 351-366.
Patient 48 Text units 208-224.
Patient 49 Text units 276-304: 377-398.
Patient 5 -
Patient 55 Text units 326-379: 463-491: 526-532.
Patient 57 Text units 607-622: 978-1036.
Patient 58 Text units 382-428: 750-772.
Patient 59 Text units 469-473: 716-745.
Patient 6
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Theme Six: Pharmaceutical consultation (16)
Patients described how they perceived the consultation with the pharmacist in the surgery, and 
reflected upon this additional service. Patient 22,45, 48,49,55.

♦Patient 22. 67 year old female. Text units 299-303:
[.] And the chemist, Mike, he said, why aren't you on aspirin now, why don't you have aspirin now? Cause 
they stopped it. He said, but they shouldn't have stopped that, you should have aspirin every day. I said none 
of the doctors have told me that. I don't now.

♦Patient 45. 71 year old female. Text units 351-366:
Oh, just asked me about the tablets and how I was and, well what I was thinking about, I mean, I said that 
he (the doctor) was going to change, and he saw that he thought he should change, cause he (the pharmacist) 
said for your blood pressure, cause he said it is very, very high, you know. He said, I will have a word with 
the doctor, so probably he did after I come home you know.

♦Patient 48. 32 year old female. Text units 621-645:
I think it is quite useful. I think on the whole probably the sort of information that you get from the 
pharmacist, I would expect the doctor to talk to me about those things anyway. And I guess the point of 
having a pharmacist at the surgery, is like having a practice nurse, which is to do things so the doctors 
consultation times is kept down, which I don't know that I am that much in favour of, again, a pharmacist is 
much more useful to me to go and see before I go and see the doctor just to find out if there is anything I can 
be doing which doesn't require prescription medicines. And also, actually at the point of dispensation, when 
you are picking up the prescription, just for them to reinforce what the doctor said about how you can use 
the medicines, so they can actually. And also, actually; it is different if you have a dispensary in the surgery, 
but for instance picking up his inhaler, it was quite useful to have someone there to take it out of the box, and 
this is what you do with it etc. etc. , which you can't do at the surgery cause they don't have the things there, 
so I think that it is less useful having pharmacist actually in the surgery as in the pharmacy.
♦Patient 49. 57 year old male. Text units 276-295, Text units 392-398:
[.] It is handy to know, but it is all on the bottle (labels) really, isn't it. (Humming). I don't know the names 
and really what they are. I just take them.[.] Oh, it would yes, find out a bit more. Stop wasting the doctor's 
time like you know. You could have a chat with him and he would let you know all about it.

♦Patient 55. 24 year old female. Text units 338-379, Text units 470-491:
The doctor, and I think the pharmacist as well, the other day in the room. I feel that it would be quite a good 
idea. As long as the doctor does not have the actual time, of if you need to ask about the medication and 
more about what it does and about the side effects, a bit more into it, it would be good to have the opportunity 
to ask them, but not at the chemist.
♦Researcher
Not at the chemist? Why not in the chemist?
♦Patient 55
It is too open, to many people can hear what is happening. I know quite a few people around, I don't want 
them to know my personal things. [.] It was useful, yes. I did feel a bit like I was exposing myself a bit, 
because he wasn't the GP, but he is the pharmacist as well. I have seen him at the chemist, so I have seen his 
face, so that was OK. But I think some people might feel a bit, I don't know, the GP is the one you want of 
see, and then see the pharmacist again ( said as a not positive thing, as you have to repeat yourself).
[.] I think that might be quite a good idea, to either have the pharmacist in the room, in the surgery or in the 
chemist, yes, but there might be some queues. (Laughter) . You might have to book an appointment to see 
the pharmacist. Because if not it would be to much for them, cause a lot of people want to go there.
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Main study - Part Two: Results

Summary of the quotes assigned to Theme Seven: Community pharmacy services.

Table 8.11. Theme Seven: Community pharmacy services (n=18).
Patients described how they used community pharmacy services, what situations they 

would turn to the pharmacist and what information they would seek from the 
pharmacist.

Patient 2 
Patient 19 
Patient 20

Patient 22 
Patient 26 
Patient 3 
Patient 37 
Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 437-498.
Text units 711-720.
Text units 191-197: 239-253: 262-266: 279-280: 320-332: 339-346: 369-371: 
375-382: 389-394: 396-400: 403-405.
Text units 651-657: 659-662.
Text units 153-161: 166-170: 192-216.
Text units 458-508.
Text units 466-472: 588-599: 604-607.
Text units 89-94: 109-115: 292-302.
Text units 403-414: 460-488: 603-603.
Text units 320-321: 323-327: 438-444: 458-465.
Text units 579-645.
Text units 357-376.
Text units 413-427: 434-445: 459-489: 801-838: 857-860.
Text units 173-193: 485-500.
Text units 935-977.
Text units 355-365: 371-375.
Text units 628-667: Text units 804-811.
Text units 431-466.
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Main study - Part Two: Results

Theme Seven: Community pharmacy services (18)
Patients described how they used community pharmacy services, what situations they would turn to 
the pharmacist and what information they would seek from th^harmacist. Patient 3,20,37,48.

♦Patient 20. 37 year old female. Text units 239-253, Text units 279-280: Text units 375-382:
I suppose the pharmacy, because they got the most experience in the actual types and different medications 
available. For me, I mean, I am drawn to reading about medical things, I must have that, but you always got 
this idea in this head, can you trust what the media, what news papers are saying. They do tend to blow 
things out of proportion, but I do read them. [.] Well, I actually like the pharmacy a lot. If it was out of my 
way. I'd like to go to that chemist to get the leaflet. [.] Em, I don't know, more personal service. I am a great 
fan of supermarkets, in fact I don't use local shops, but I like to do all my shopping in one. But when it 
comes to the connection with the doctor, I would be happier going to a smaller and my regular known 
chemist. But I probably pick up things in supermarkets, you know, head ache tablets, that sort of thing, when 
I do my shopping. I don't think it is a safe thing for them to go into prescriptions.

♦Patient 3. 68 year old male. Text units 458-480:
I think they are very good, cause they give you a card as well with a number on it. They give you the card, 
write the number on the prescription, give me the card back, and the chemist knows exactly where to go on 
the computer instead of routing around looking for it, looking for you. The number just, he taps it in, and 
know exactly what medicines you are on. This is a very good idea. It is a very good health centre. Whereas 
before, he didn't know, he just takes what the doctor has prescribed. If you go in and buy something off the 
shelves, he probably taps into the computer to see if you are on that particular drug, and advice you about it. 
You see, they advice about the drug if you want to know, but, it the leaflet explains it all, so which is a handy 
thing. Cause if they explain it to you, and you go out, and you have forgotten what they say. When you have 
got the leaflet, you can read it, and you can leave it on the side, and if you forget you can always tap back to 
it. Well, if there are no side effects, then you don't bother, you just carry on taking the medicines.

♦Patient 37. 30 year old female. Text units 592-599, Text units 604-607:
I put my prescription in and get to them to explain it, whatever and then go out, pay them the money and that 
is it. Off. I mean, I must admit, I generally go to the local pharmacy or the hospital, because I trust him at 
the pharmacy, and whereas the ones down this end, I don't trust them. And I don't know why, it is probably 
because I don't know them, but they do not like trustworthily to me. There is this one, and I just am a bit 
funny like that. [.] And then I am nearer Boots. There is a Boots near work. She is so dozy behind there 
that, I wouldn't trust her making up mine medicines. It is like, I don't think so.

♦Patient 48. 32 year old female. Text units 602-620:
Well, part of it is actually the pharmacist. There is a team up there, and you know that you are going to see 
one or two or three of the same people. And also up here they do actually make an effort to come out and 
talk to you about the prescriptions that they are giving you. You know, I thin^that a lot of pharmacies are 
dispensing chemist, so you go in with the prescription, you hand it over, and you get a bag of drugs and you 
leave, whereas here the pharmacists or somebody else will probably come out and say do you know how to 
take this, and they will give you some kind of practical advice or whatever, to the extent where my husband 
has been in there a couple of times, and he has had a cough or something like that, and what would you 
advise and etc., because you know the people up there, you know they are competent, you know they are 
good and you don't feel under pressure in the same feel that you do in any branch of Boots where there are 
hundreds of people queueing up and wanting medicines. So, it is like an additional health care facility, and 
that is actually business.

287



Main study - Part Two: Results

Summary of the quotes assigned to Theme Eight: Perception of GP surgery services.

Table 8.12. Theme Eight: Perception of GP surgery services (n=16).
Patients discussed the standard and types of services provided by the local health 

centre.

Patient 2 
Patient 19 
Patient 20 
Patient 22 
Patient 26 
Patient 3 
Patient 37 
Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 90-91: 95-110.
Text units 150-154: 643-650: 654-658.
Text units 86-93.
Text units 250-258: 288-294: 524-526: 687-693: 705-709. 

Text units 271-289.
Text units 116-119: 123-130: 135-143.
Text units 69-88: 91-115: 445-457.
Text units 149-158: 171-176: 492-496: 566-576.
Text units 70-75.
Text units 85-90: 138-143.
Text units 88-95.
Text units 618-630.
Text units 76-107: 538-557.

Text units 349-353.
Text units 240-256.
Text units 145-153: 158-162: 166-180.
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Main study - Part Two: Results

Theme Eight: Perception of GP surgery services (16)
Patients discussed the standard and types of services provided hy the local health centre. Patient 2, 
6j 44. ......................................................

* Patient 44. 70 year old female. Text units 171-176, Text units 492-496, Text units 566-570:
Well, they niggle me a bit, on the reception, cause you go and stand there, and they never look up from what 
they are doing, and you sort of got to remind them that you are there. And, you know, I don't think they are 
as helpful as they could be. I suppose I should not say much about them. I mean, I don't really know, I don't 
go in there often, so if I don't have to go, I don't. [.] I noticed that particular up there. I had a five o'clock 
appointment the other night. I don't think I got in there until it had well turned half past five. Although it 
was the same when Doctor D was up here, I mean, you just didn't have an appointment, you just went in and 
sat there until your turn came round. [.] And if it is just a repeat prescqption I don't ask them to put it into 
the chemist. I go and collect it myself, and then I know I can get it strait away. Otherwise, I think there is 
a discrepancy between when it leaved the doctors' and when it goes to Ihe chemist. And you have to wait 48 
hours anyway, which is a long time.

♦Patient 6. 34 year old female. Text units 145-153, Text units 166-180:
[.] The only thing that I don't like up there is the appointment system, because if you are ill, you know, you 
wake up and you are not feeling well, and you have to go up to the doctor. They tell you to come at a certain 
time, and then you have to wait up there for two hours until everybody has finished. Sometimes they tell you 
to come back the next day or (.) but you don't know if you are going to be ill or if your children are going to 
be ill to make an appointment for three days time. [.] A drop in system would be good, or even if they do it 
maybe twice a week, it would be handy, because I work from nine to twelve and then from three to six, so 
if they tell me to come at 10.30 in the morning, then I have to miss my work, and that is a bit of a problem 
cause I can't have anyone to cover me in my (.) and yesterday they told me to come at twelve o'clock, and I 
didn't leave there until about half past one. It was quite a long wait. I don't think their appointment (.) they 
should just have an appointment for certain procedures, the nurse or specific things. With the doctor I think 
there should be a drop in. You don't now when you are gonna be ill. You can wake up and you are not 
feeling well. Now, one of the children might be (.) with the children they are quite good. They tell me to 
come straight away, so that is not too bad.

♦Patient 2. 33 year old male. Text units 95-110:
Yes, that's right. If you make an appointment, or if you try to make an appointment, when your ill, by the 
time you are actually get you appointment, nine times out of ten you are over the worst of it. So, that's the 
hardest thing, I think, but that stems all around London I think. And you know, it is difficult for them cause 
it is only a certain amount of time that they can spend with any patient and obviously in built areas as this 
there is a lot of people on the books and you know they have to spend time with each of them, so its difficult 
at times to get an appointment when you are in pain or anything like that. You can't get to see the doctor until 
after the pain has passed. But as I said, you tend to get used to that. But apart from that everybody is friendly 
and helpful. It's quite a nice surgery. I've only been with two doctors. Dr. E and my old doctor. I don't have 
a lot to compare with so (.).
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Main study - Part Two: Results

Summary of the quotes assigned to Theme Nine: Perception of NHS services.

Table 8.13. Theme Nine: Perception of NHS services (n=15).
Patients discussed the standard and types of services provided by the NHS and how it

served them as a patient.

Patient 2 Text units 500-513: 749-758: 765-768: 779-790.
Patient 19 Text units 348-357: 364-378.
Patient 20 Text units 304-305: 308-313: 396-400: 403-405.
Patient 22 -

Patient 26 -

Patient 3 Text units 535-542.
Patient 37 Text units 670-671: 681-684: 724-730: 859-863.
Patient 39 Text units 302-325: 336-339: 431-448.
Patient 44 Text units 307-334.
Patient 45 Text units 473-485.
Patient 48 Text units 279-285.
Patient 49 Text units 433-439.
Patient 5 Text units 439-452: 699-714: 716-772.
Patient 55 Text units 431-457.
Patient 57 -

Patient 58 Text units 16-31: 36-41: 48-62: 70-75: 82-88: 90-94: 173-177: 193-194: 211-212:
216-219: 236-238: 777-779: 800-802: 804-812.

Patient 59 Text units 867-872.

Patient 6 Text units 653-685.
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Main study - Part Two: Results

Theme Nine: Perception of NHS services (15)
Patients discussed the standard and types of services provided by the NHS and how it served them as 
a patient. Patient 6,37,39, 58.

Patient 37. 30 year old female. Text units 670-671, Text units 681-684, Text units 724-730, Text units 
859-863:
I have had my money's worth from the national health. I am an example that it works. It does work. [.1 My 
friends say, oh God, how can you, but they are very good. Mut my mother went to a total different hospital 
last year, and the treatment was so disgraceful, that I had her moved to one of my specialists. [.] There, you 
have got to be joking. I was shocked about the difference. I didn't realise it existed. I can't think you can 
actually realise it until you actually see it with your own eyes, and I think that is why the NHS gets a bad 
name because some of the hospitals are diabolical. [.11 have just slaughtered the national health, no I haven't 
actually, I am for the national service, I think it is very good, if it worked. It just amazes me the difference, 
the difference in the hospitals, that is what has always amazes me.

♦Patient 39. 61 year old female. Text units 302-325:
When I went up to the hospital, the first time I passed out, or near enough passed out, they just stuck me on 
a trolley, gave me a glass of milk, and put a drip in, and then they sent me off home. That was it. I was there 
and away. But when I was in Benidorm they really made sure you were well and everything, so they kept 
you in and, and then they get money through the insurance, but that is not the point, it is sort of the way you 
were looked after.

♦Patient 58. 32 year old female. Text units 36-41, Text units 48-62:
I actually, I thought the standard was good (.) within the system that they were working in. They were always 
professional and they always tried to do the best they could with the resources they had. There was obviously 
a shortage of midwives, and just so many patients. [.] And there was a few occasions that was really, you 
know. I still haven't sat down to sort of gather my thought and write a letter, cause I am planning on doing 
that, you know. Writing to the Dianne who is one of our Hackney MP's about the experience, cause they 
need more midwives and to improve the services for people.

♦Patient 6. 34 year old female. Text units 653-685:
I mean, it might be OK for rich people, you know , to join BUPA and go private doctors and private 
hospitals, but what about the poor people. It is them that suffer, isn't it? Cause pensioners as well, and single 
parents and big families, you know, they can't afford to go private, and join BUPA and things like that. So 
it is important for the government to realise that they've got to put as much money into the NHS to keep it 
going. Cause they talk about privatising this and privatising that and paying for it. I was reading in the 
newspaper a few weeks ago that they were going to charge patients fees to visit their GP. Ten pounds a fee, 
or just pay like 40-50 pounds to stay over in the hospital at night and you know, who is going to suffer. The 
poor people are not gonna want to go to their doctor even if they are ill, they are not gonna want to go. And 
they can't afford to stay in hospital and pay 40-50 pounds a night. You know, there is going to be a lot more 
deaths and illnesses if they let it go to that situation.
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Main study - Part Two: Results

Summary of the quotes assigned to Theme Ten: Compliance.

Tahle 8.14. Theme Ten: Compliance (n=17).
Patients described how and when they took their medicines, and how and why they 

would self-regulate their medicine doses.

Patient 2 
Patient 19 
Patient 20 
Patient 22 
Patient 26 
Patient 3 
Patient 37 
Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 211-216: 740-747.
Text units 267-275: 309-323: 472-480.

Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text un 
Text units

388-396: 414-415.
96-121: 128-151.
15-19: 23-26: 114-160: 198-235: 251-255: 308-315. 
185-187: 201-203: 253-270: 274-276: 850-854.
124-140: 150-192.
283-297.
138-146: 198-205: 207-213: 218-225: 230-234: 272-278. 
173-181: 194-202: 237-245: 298-304.
198-205.
278-296: 424-433: 504-513.
112-146: 217-236.
190-196: 304-307: Text units 520-523: 623-650: 1049-1057. 
425-428: 657-668.
173-180: 196-213: 304-318: 379-386: 521-530: 549-552. 
558-568: 580-628.
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Main study - Part Two: Results

Theme Ten; Compliance (17)
Patients described how and when they took their medicines, and how and why they would self-regulate 
their medicine doses. Patient 3,5 ,19,45,55,57.

♦Patient 19. 63 year old male. Text units 472-480:
The only thing I, I use my own instruction, like this tablet, they asked me to take twice a day, I was taking 
one. I didn't go for it for twice, alright. But it was another, could be the same, but it was another colour. 
Well, that one is a kind purple, but the other one, what happened was I wanted to know which one of the 
tablets that was running me down on my nature, on my sex. So I decided, so well one they had told me to 
take twice, I was taking one. [. ]

♦Patient 3. 68 year old male. Text units 308-315:
Hm, hm, I sometimes forget to take the heart foundation ones. They are going to make up a new pack now, 
so that will be coming in a box. I keep forgetting them because it is after a meal, the evening meal, and I 
don't always take an evening meal, I might be out.

♦Patient 45. 71 year old female. . Text units 198-205, Text units 207-213, Text units 218-225:
No, I always do what the doctor has told me, to take the regular dosage, cause I know that it is alright to 
forget one time, but I will become funny. I can always tell when my blood pressure is going up. I always 
go really red, you know, so I have to take it. [.] No, I try to take less of them (the painkillers), cause I don't 
really like tablets at all, to be honest with you, but then I have been put on them, and I have got to take them 
to see how I act, you know. Cause I mean my blood pressure is 112/90, and it keeps going up, it won't come 
down. [.] I think I trust them very well, yes. I mean, I know my husband had to go at me sometimes, oh that 
bloody rubbish, he says, you will be allergic to them. And my boys tell me, too many drugs you are taking 
mother. I say, I am only doing as I am told! And I tell them to shut up, you know. I mean, there is nothing 
else I can tell them. The doctor has given it, and I say the^ know what they are for, and that they are not 
going to kill me, are they. I said they are not an overdosed.

♦Patient 5. 51 year old female. Text units 288-296:
I just take them always at breakfast time, automatically. Weetabix first, and then the tablet. And, you know, 
they make it easy for you by writing Monday, Tuesday, Wednesday, Thursday, Friday. But then you have 
to remember to do it, but it says day 1, 2, 3,4, 5. Yes, you could still forget, you could forget, but in fact I 
don't, and I didn't have any troubles remembering with the pills. No, I never had any troubles with that. I 
just make it a routine thing. So it is like cleaning your teeth, you just don't forget.

♦Patient 55. 24 year old female. Text units 127-139:
Yes, the thing is I went there and I had the first batch [of Prozac], and I went back for a second lot of tablets, 
and they were in French. The package was a different package, and that totally threw me because I can't read 
French. I couldn't read the days of the week on it, so I just don't know what I was doing, I was just taking 
one and trying to remember. And I don't know, I think I started to feel that they were not working. Maybe 
it was, I don' know, well obviously they were working because they were made tablets, but it totally threw 
me, the different package.

♦Patient 57. 39 year old female. Text units 1049-1057:
I just get what I expect, and just take what I get. You know, if I don't particularly, if they give me tablets, 
a months supply of tablets, and I don't use the months supply of the tablets, like antibiotics or anything, if I 
find that the infection is gone after two or thee days, I don't complete the course, I just chuck them. Flush 
down the tablets in the loo, that is what I do, if I don't need them, flush them in the toilet. Bit of a nightmare, 
if the kids get them.
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Main study - Part Two: Results

Summary of the quotes assigned to Theme Eleven: Beliefs about medicines.

Tahle 8.15. Theme Eleven: Beliefs about medicines (n=17).
Patients described their attitudes to taking medicines and how they perceived the 

different medicines affected them.

Patient 2 
Patient 19 
Patient 20 
Patient 22 
Patient 26 
Patient 3 
Patient 37

Patient 39 
Patient 44 
Patient 45 
Patient 48

Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

177-183: 200-209: 270-282: 699-721. 
404-410: 484-489.
510-515.
169-173: 197-205: 210-214: 618-621.

Text units 154-161:
Text units 388-394:
Text units 169-171:
Text units 157-161:
Text units 128-142.
Text units 62-65: 316-335.
Text units 91-95: 201-203: 253-270: 274-276: 284-286: 290-293: 295-317. 
419-425: 432-434: 450-454: 457-458: 512-516: 565-568: 625-634: 815-819. 
Text units 175-192.
Text units 299-305.
Text units 218-225.
Text units 252-267: 284-285: 292-304: 322-333: 342-343: 349-374: 384-451: 
470-485: 501-515: 538-540.

Text units 225-236: 592-599: 716-724: 959-999: 1053-1070.
Text units 112-146: 194-216: 226-261.
Text units 623-650.
Text units 114-115: 146-151: 396-404 
Text units 269-279: 319-340: 353-362 
Text units 214-218: 248-261: 271-280

569-579: 621-626.
521-530: 816-822.
294-305: 483-486: 547-553: 558-568:

580-628.
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Main study - Part Two: Results

Theme Eleven; Beliefs about medicines (17)
Patients described tbeir attitudes to taking medicines and bow they perceived the different medicines 
affected them. Patient 2, 48,59.

* Patient 48. 32 year old female. Text units 252-267, Text units 430-438, Text units 476-485, Text units 
511-515:
I don't believe in alternative to a great extent. I tend to believe in medical intervention and in chemical, sort 
of you know, pharmacy drugs. My experiences largely being, you know, that prescription drugs work. As 
I say, your skin, if you just get the right prescription, it clears up instantly. I haven't had bad experiences, 
put it that way, and I am not somebody who thinks that I would be much better off taking some dock leaves 
and a bit of grass or something (Laughter) and boil it up in my tea. I would much rather have a sort of, you 
know, powerful chemical that works strait away. [.]. That is why the English have obsessed puritan streak, 
that is why the tabloid newspaper sell so well. That is because all those things were repressed in everyday 
\\fj. It is actually why what happened when princess Diana died, because people felt very guilty about 
graving for their own relatives. You know it is the stiffer lip, you just have to get on with it, and it is 
embarrassing, and it is seen as being embarrassing and inappropriate for instance, being in mourning. [.] 
When they write there, the pill, is a classic one where you have a huge lists when you shouldn't take this, and 
it goes on and on and on, and the side effects, I mean, the side effect you might suffer is always the one that 
makes me laugh, goes from anything from sort of sudden death to (Laughter) blood clot and you know, 
extreme nausea, etc. etc. so, I think that, you know, I edit a lot of that out, cause I know that it is actually 
more to do with the manufacturers covering themselves, that is to do with things that are likely to happen to 
you. [.] I mean, from that point of view, what is not on the package worries me more that what is on the 
package.

♦Patient 59. 37 year old female. Text units 269-279, Text units 558-563, Text units 598-563:
Well, I think everything you put in your body there is sort of some kind of reaction to it. What you don't put 
in, you will not get no actions to, so, you know, I don't really like the pill or anything like that, so I don't take 
the pill. I hate to have a hormone (.), I don't like that, cause I did briefly when I just got married and I got 
pains up and down my legs, and I put on weight, and I thought, I don't like this, so I stopped doing that right 
away. So, you know, I don't like taking any if I don't have to.
Even with prescribed drugs you can get addicted to them and you feel that you have to take them. Sometimes 
it is psychologically, cause I had my asthma, I always had my chest problems you know, and I used to take 
inhalers before, but in the last ten years I haven't had my inhalers cause I will only take them in the summer 
when I have hay fever, it is really bad.
It is the same with drugs. If you use them and you think you need them then you need them all the time. You 
keep taking them even if you don't need them. I haven't used the inhalers more than three times in ten years. 
I try to avoid getting myself into that situation where I need it. If I get so bad I will probably take if for a 
couple of times help me back.

♦Patient 2. 33 year old male. Text units 154-161, Text units 177-183:
In general. Unless its necessary then I wouldn't take them. I don't believe in just taking painkillers and drugs 
just for the sake of it. If it is going to do something for you, than yes. I'll take it, but if there a possibility that 
they might or they might not help. I'll rather wait until the pain subsides. So, I don't really nearly take tablets 
unless I am in pain, terrible pain before I take anything. I had this discussion actually with the doctor last 
week when I was up in the surgery. [.] Yes, you just tend to let it take the back seat, as it where, and just 
that if that pain gets any worse, then take something to crave the pain, you know just to help subside it really. 
But, I wouldn't just think, oh. I've got a pain there, I got to take something, I wont until it gets progressively 
worse before I then start to take painkillers. But as you say, a dull ache, if it doesn't affect what I am doing 
it's just nagging [.].
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Summary of the quotes assigned to Theme Twelve: Empowerment.

Table 8.16. Theme Twelve: Empowerment (n=18).
The patients described how and if they were in charge of managing their treatment 
and medication, and reflected upon how to manage information, their relationship 

with the doctor and the health care system.

Patient 2

Patient 19 
Patient 20 
Patient 22 
Patient 26 
Patient 3 
Patient 37

Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5

Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 163-169: 177-183: 270-282: 397-411: 681-697: 699-721:
846-857.
Text units 472-480: 764-774.
Text units 134-137: 160-165: 206-211: 217-221: 227-231: 356-361:
Text units 309-314: 401-405: 484-493: 498-502: 555-561.
Text units 177-181: 186-196.
Text units 23-26: 288-295: 387-407: 522-529.
Text units 119-122: 141-143: 208-211: 245-251: 329-330: 365-368:
399-401: 474-486: 488-492: 551-561: 625-641: 681-684: 741-748:
Text units 231-236: 264-273: 346-352: 410-427.
Text units 176-179: 189-193: 228-240: 541-543.
Text units 32-37: 198-205: 207-213: 248-250: 400-405.
Text units 173-181: 284-285: 459-462: 507-515: 552-558.
Text units 166-170.
Text units 179-184: 236-250: 252-276: 305-347: 499-513: 563-572:
1015-1031.
Text units 157-172: 237-261: 444-457.
Text units 267-271: 524-544: 607-622.
Text units 471-477: 486-490: 621-626: 729-733.
Text units 218-227: 319-340: 353-362: 432-446: 694-696: 816-822.
Text units 202-212: 366-376: 620-635.
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Theme Twelve: Empowerment (18)
The patients described how and if they were in charge of managing their treatment and medication, 
and reflected upon how to manage information, their relationship with the doctor and the health care 
system. Patient 5,20, 22,37,55.

*Patient20. 37 year old female. Text units 206-211, Text units 217-221:
I find that the ones that they put in with medication regards contents, which doesn't mean a thing to me but 
what the chemist gives you (leaflets) is quite informative, and actually keep them. I actually want to know 
what I take or what I give to my children. [.] I keep a note for all our GP visits. That is just my thing, 
probably because there are not so many of them, I just always do and I always write down what we are 
prescribed. That is just me, probably no point or reason to it but I have done that since I have had children.

♦Patient 22. 67 year old female. Text units 498-502, Text units 555-561:
[.] But now, as I said, I am taking water tablets and the blood pressure tablets. When I say taking, these water 
tablets, I have to take them to pass water. But I have never had any tests of any thing they can do for you to 
find out why you can't pass water? [.] They took me into hospital down there. I was in there for four days, 
but nobody has ever said anything you got something wrong with your heart because the chemist said to me 
yesterday, do you suffer with angina, and I said, I honestly don't know. Nobody has ever told me.

Patient 37. 30 year old female. Text units 681-684, Text units 752-757:
[.] My mother went to a total different hospital last year, and the treatment was so disgraceful, that I had her 
moved to one of my specialists. [.] It is disgusting. I was lucky. I know a heart specialist. If you do not 
know what sort of treatment to expect, and you do not know the right people, it is terrible, it is disgusting, 
cause everyone should be entitled to the same treatment, and the are not. They are clearly not getting the 
same treatment, and that is disgusting in my opinion.

♦Patient 5. 51 year old female. Text units 179-184, Text units 236-250:
The first time I actually engineered the visit by having him doing the smears instead of the well woman 
person. Purely to go out, to meet him, because we so rarely go to the doctor. [.] And I haven't had any side 
effects at all. I mean, there is a little list that they give you in the package, and I have had none of them, and 
by blood pressure is barely different, so it is sort of very bang normal. So I don't think it has had any ill 
effects at all. I think it is excellent. [.] I think doctor B is arranging bone scans just to check what that is sort 
of going. But I was quite keen about that because my mother has such a bone loss, but she hasn't actually 
broken anything as it happens, but I thought, well, you know, it is something I want to know about early on. 
So I hope he remembers, I will remind him if he does not.

♦Patient 55. 24 year old female. Text units 241-244, Text units 444-457:
Yes, yes, I feel like I am not, I don't feel very well, you know what I mean. When I think on the things that 
I am taking, I feel that I am not succeeding in the way I want, do you know what I mean, I feel like, I don't 
know. [.1 Oh. She (the psychiatrist) thinks that I will suppress some of the feelings or whatever I am 
supposed to be dealing with, and looking at things like my emotions now and when I was a child. And she 
is worried about them (the medications) suppressing them too much, but whereas the counselling is supposed 
to bring everything up and out. She thinks they will all, you know, I won't be able to deal with it. But I just 
said to her, look, the antidepressants are not going to stop me from thinking, you know what I mean. I find 
that they will help me to go to counselling, deal with tings, look at them in different ways, different angles, 
and understand them. And when they come up then I already have that mind to deal with those things, yes.
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Summary of the quotes assigned to Theme Thirteen: Information about medicines.

Tahle 8.17. Theme Thirteen: Information about medicines (n=18).
The patients described who provided information, how they interpreted this 

information, problems of obtaining information and how they dealt with this.

Patient 2 Text units 291-311: 397-411.
Patient 19 Text units 490-510: 548-559: 580-582: 769-774.
Patient 20 Text units 191-197: 206-211: 239-253: 257-266:
Patient 22 Text units 462-468: 484-493: 498-502.
Patient 26 Text units 153-161: 166-181.
Patient 3 Text units 379-390: 415-452.
Patient 37 Text units 460-464: 474-486: 498-500.
Patient 39 Text units 193-218.
Patient 44 Text units 386-422.
Patient 45 Text units 248-250: 254-257: 288-291: 301-309:
Patient 48 Text units 456-459: 470-485: 507-515: 564-574.
Patient 49 Text units 258-278: 326-338: 424-432.
Patient 5 Text units 236-250: 328-347: 349-358: 402-433:
Patient 55 Text units 173-193: 317-345: 380-403.
Patient 57 Text units 860-879.
Patient 58 Text units 708-725: 735-745: 748-749.
Patient 59 Text units 407-427: 462-473: 475-480.
Patient 6 Text units 330-380: 464-469.
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Theme Thirteen: Information about medicines (18)
The patients described who provided information, how they interpreted this information, problems 
of obtaining information and how they dealt with this. Patient 2 ,5 ,19,44,45.

♦Patient 19. 63 year old male Text units 550-559, Text units 180-181:
No. I don't think that. Because more information, I am not a person, if I have got a sickness, I don't mind 
they tell me. But there are people, you mustn't tell them. Like my wife, if she goes to hospital one day, and 
she has got any sickness, I advise the doctor not to tell her. But with me, it does not affect me. I like to know 
what I have, you know. Cause I have got a medical book there, and a big dictionary. [.] No, the more 
information I get it is better for you towards your health.

♦Patient 44. 70 year old female. Text units 390-422:
Well, sometimes the chemist give you a printed slip telling you about it. I always read those if they give them 
to me. I like to know what I am taking and what the side effects are. Apparently there is a lot of side effects 
to the Kalten, but I never found them. I have always been alright with it. But, they have all got some side 
effects, haven't they, all medicines. [.] Information, well, as I say, if I get one of these slips what it does and 
it is supposed to do and what is the side effects, what more can you know. I mean, we are not professional, 
we don't know, do we?

♦Patient 45. 71 year old female. . Text units 288-291, Text units 301-309, Text units 458-465:
Well, 1 don't think there is much more you can get to be informed about, you know. 1 mean, 1 mean, he seems 
to tell you when to take them and you know, not to take too many and all that, and 1 think there is all it is, you 
know. [.] Said that it belong to a block beta family, oh and 1 thought, that is what the athletics got down for, 
you know. And 1 thought no, 1 am not going to have that, and then 1 read on, and thought on no, it just 
belongs to their family, you know, the block beta family, and 1 just told my son and he just laughed. We will 
have you in court yet mother for taking every drug. But that is the only thing 1 got scared with, when 1 read 
that it belongs to the block-beta family, you know. [.] Yes, he said there would be some side effects, but he 
said, if 1 do have any, 1 go over to see him, or go strait to the doctor. So they couldn't be no more helpful than 
he is, you know. 1 find that he is very, very helpful.

♦Patient 5. 51 year old female. Text units 773-800:
No, 1 think its Pandoras box. 1 don't think you should ever restrict information. Bad thing or good thing. 
1 think you cannot restrict information. You cannot. The worst thing for people is not to know and to hide 
things from people. Information should be completely free. They may not understand it that is another 
matter. You have to make sure that they, and you see that every day, when some ridiculous statement, the 
enzyme clouds are parting up above an eradication shooting, and we are all going to get fried and cancer 
within the next three weeks because something is being totally exaggerated or somebody has got all their 
information from the daily sketch, or something like that. Better that, in a way, than no information at all. 
You can't turn back the clock.

♦Patient 2. 33 year old male. Text units 401-411 :
Whether it is in lay^nians terms or in technical terms, as long as you can grasp hold of the information that 
is given, to me there is no problem. 1 mean, every thing that 1 have been told so far by medical staff at the 
GP's and at the hospital has always been information that 1 can use so it's been quite good. 1 mean, it doesn't 
bother me, there are ways of working around it. I've got no problems with asking questions, and I'm not shy 
to say like look, you now, 1 want to know that, and if you ask them you get told. [.]
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Summary of the quotes assigned to Theme Fourteen: Alternative medicines.

Tahle 8.18. Theme Fourteen: Alternative medicines (n=7).
Alternative medicines and treatment methods were discussed in relation to the 

patients’ own view for the need for such alternatives medicines, and how and why 
they used them.

Text units 148-154: 176-186: 490-492: 498-499: 505-506.

Patient 2
Patient 19
Patient 20
Patient 22
Patient 26
Patient 3
Patient 37
Patient 39
Patient 44
Patient 45
Patient 48
Patient 49
Patient 5
Patient 55
Patient 57
Patient 58
Patient 59
Patient 6

Text units 295-317: 401-405: 538-540: 578-582.

Text units 270-273: 331-334.

Text units 504-617: 914-1070.

Text units 185-190: 371-375: 414-415: 417-421: 577-589: 604-618. 
Text units 764-782: 794-798.
Text units 258-270: 502-553: 636-648.
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Theme Fourteen: Alternative medicines (7)
Alternative medicines and treatment methods were discussed in relation to the patients’ own view for 
the need for such alternatives medicines, and how and why they used them. Patient 5, 6,37, 59.

♦Patient 37. 30 year old female. Text units 304-317:
Yes, I went to a homeopathic a while ago. I though that would be good. You know, alternative natural stuff. 
It was like a few weeks later, forget it. It was worth a try, wasn't it? [.] No, I just thought if I could have 
something that was natural, I prefer to have something natural than something not natural. But, you know, 
it was just worth a try. That is what I think. If you don't try you never know.

♦Patient 5. 51 year old female. Text units 514-540:
I take vitamins, yes, and I do take garlic tablets every day. I think they are good for your catarrh. I take 
vitamin E because I started taking that before I had the children. I subsequently discovered that it is an 
antioxidant, but that was, I took if for, my sister suggested it was a good idea, for your reproductive organs. 
So I took it, and now have discovered it is an antioxidant. I take vitamins C in a poetic desire to stop getting 
cold. And also the vegetables you buy in the shops, you don't really know many vitamins they have. [.] I was 
getting peculiar pains and breast swellings, and doctor C in fact, doctor E’s predecessors, said try vitamin 
B6 and also evening primrose oil. I didn't find, well I found the B6 a bit helpful, but the primrose much 
more. And I stopped with that, because at one point I thought, what is this wonderful, I don't need this 
anymore, and instantly the symptoms started up again, well not instantly, you know, three four months later. 
This was some years back now, and so I thought, primrose is obviously what I need, so I have stayed on that, 
but I have cut it down.

♦Patient 59. 37 year old female. Text units 766-782:
I have personally not experienced an awful lot of it, but I am open to it, I must admit. When my baby was 
bom, a few weeks after she was bom, she got quite bad eczema on her neck. And I thought to myself if it 
continues, then I might pursue, because I have heard that there are sort of natural remedies to help eczema 
and that. But I was lucky, the cream they prescribed cleared it up right away, and she does not really have 
much occurrence now. But, yes, I am very aware of sort of homeopathic methods and aroma therapy and lots 
of different, acupuncture and that. (Laughter). I could not have needles stuck in me, but I am very open to 
it and interested, cause I believe that on this earth there is a cure for everything that is natural, we obviously 
haven't found it yet. So I feel like, you know, they won't actually be cured. When we ever find it, I don't 
know. All the rainforest, I don't think we will do, will we.

♦Patient 6. 34 year old female. Text units 261-270:
I wouldn't go and buy stuff in the chemist or. No, I do my own things, my natural remedies, hot water and 
lemon and honey. And then if that didn't work and it got really bad, then I would to the doctor. I think it is 
much better to do practical things first. If you keep taking medication and things, you know, your immune 
system becomes weak and you can't fight off bacteria or deceases on its own. So, its best not to take things 
unless you have to. Even with my children I do the same things, and I try and keep them off medication as 
much as possible unless they were getting very bad and had to have something.
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Summary of the quotes assigned to Theme Fifteen: Worries and trust related to 
medicines.

Tahle 8.19. Theme Fifteen: Worries and trust related to medicines (n=17).
Patients discussed worries about their medicines and illness in relation to the trust 

they had to medicines and the health care system.

Patient 2 
Patient 19 
Patient 20 
Patient 22 
Patient 26 
Patient 3 
Patient 37 
Patient 39 
Patient 44 
Patient 45 
Patient 48 
Patient 49 
Patient 5 
Patient 55 
Patient 57 
Patient 58 
Patient 59 
Patient 6

Text units 218-230: 313-322: 740-747.
Text units 415-420.
Text units 227-231: 375-382: 389-394: 443-446.
Text units 288-294: 447-449: 462-468: 705-709.
Text units 76-85: 123-127.
Text units 299-307: 336-341.
Text units 326-339: 604-607.
Text units 120-123: 141-149.
Text units 262-273.
Text units 79-91: 408-412.
Text units 267-269: 279-285: 304-311: 349-356: 501-515: 528-532. 
Text units 332-338.

Text units 279-289: 313-316.
Text units 581-600: 698-722.
Text units 226-228: 691-705.
Text units 257-267: 342-349.
Text units 241-247: 306-324: 415-421.
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Theme Fifteen: Worries and trust related to medicines (17)
Patients discussed worries about their medicines and illness in relation to the trust they had to 
medicines and the health care system. Patient 2, 6, 22, 48.

*Patient 22. 67 year old female. Text units 288-294:

For blood pressure and for water retention, but I have never, ever been examined since or had me blood  
pressure taken or anything. I just keep getting a repeat prescription, a repeat prescription. H ow can they be 
allowed to be given you a repeat prescription without seeing you and examining you taking your blood  
pressure or. That is what doesn't make sense to or I can't understand.

*Patient 48. 32 year old female. Text units 280-285:

[. 1 So for instance, both o f  us have to take m edicines and penicillins after w e came out o f  hospital to a point 
where I wasn't sure that it was necessary, do you know that I mean, occasionally that it is a little bit over the 
top. But generally speaking I am very pro-medicine. W hich is probably stupid (Laughter).

* Patient 6. 34 year old female. Text units 306-324:

[.] W ell I am sure that the doctors know what they are doing. They have been training for so many years, and 
they know, I mean, everyone makes mistakes or they are not sure o f  something. Maybe it's a new product 
they haven't tried before, you know. And I am willing to try. I trust my doctor. If he says try this, you 
know, it might work, then I'll try, and if it doesn't I'll go back and we'll change it. You know like I did this 
time he gave me a course o f  antibiotics that weren't any good for me. They made me feel worse and I went 
back and he changed them. So, I do trust the doctor everything that they prescribe. They know best. And 
if you've been with the doctor for quite some time, he knows you all and your medical history and what you 
want and what you are allergic to and what you can take. So he knows what to prescribe for you and yeah 
1 trust him quite w ell.

♦Patient 2. 33 year old male. Text units 313-322:

Not me, no. I tend not to worry now. There was a face in my life when I did worry about things, but life is 
for the living, and you have to get on with life and no point in worrying about things that may or might 
happen one day or anything like that. If they are gonna happen they are gonna happen, and you might as well 
worry about them at the time. It's no point in worrying about it in forehand. That's my philosophy anyway.
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8.6 DISCUSSION

8.6.1 DISCUSSION OF THE METHODS

The two GPs were positive about the pharmaceutical consultations. However, they reported 

to have problems in remembering to refer the patients to the pharmacist. This resulted in 

that quite a few patients lost the chance to participate in the study. The GPs regretted this, 

but as they said, the routine they normally ended their consultations with had to be altered, 

something which seemed be difficult to implement in practice. This was partly solved by 

involving the main researcher more actively in escorting patients from the GP’s office to 

the pharmacist’s office, and by regularly reminding the GP between patient appointments 

to refer the patients. In retrospect, recruitment of patients was one of the main obstacles 

for the extended pharmaceutical service. For further work, more attention must be given 

in creating understanding and ownership if pharmaceutical consultations are to be 

implemented as a regular service in the surgery.

8.6.2 DISCUSSION OF THE PHARMACEUTICAL 
CONSULTATION

8.6.2.1 Referrals to the pharmaceutical consultation

The older GP referred only a few patients while the younger GP took a more and more 

active role in referring patients and discussing patient cases with the pharmacist and the 

main researcher. The younger GP also reported to have established stronger links with the 

local pharmacy than he was used to from other practices, and used the pharmacists actively 

as an information source. The older seemed more habitual and said he had difficulties in 

identifying patients he thought would benefit from a pharmaceutical consultation and also 

found it difficult to ask the patients, as he was often running late on his time schedule. This 

reluctancy can either be grounded in fear of criticism to his prescribing habits or lack of 

understanding to how the pharmacist can be beneficial to the patients. The former is in this 

case probably not relevant, as this GP was often challenged in the repeat prescription 

review in Part One of this thesis and did not seem to have problems with such a feedback
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on his prescribing. The latter is probably more significant, based on patient descriptions 

of the GP using a paternalistic counselling method, in particular with elderly patients. In 

that way he confirms other findings of being reluctant to change paternalistic habits (Kee, 

1996) and having doubts about the benefit of pharmacists counselling patients (Harding and 

Taylor, 1990).

5.6.2.2 Identification of drug-related problems and counselling needs

The pharmacist identified and discussed a wide variety of DPRs with the patients and 

clarified prescriptions and compliance issues. Of particular interest was a relative high 

proportion of patients advised on asthma inhalers, skin care and smoking cessation. Four 

cases involved changing the formulation of the medicine to reduce side effects and increase 

compliance, a rather “pharmaceutical” intervention the GP would not necessarily have 

knowledge of. He also suggested to introduce new drugs such as aspirin, Gaviscon and 

ACE inhibitor, and this reflects his own awareness of under-prescribing, a skill developed 

during the repeat review sessions in Part One of this thesis. Of more serious interventions 

were a potential interaction between tetracycline and terfenadine, and a patient not knowing 

he was supposed to take thyroxin. This finding supports Britten et al (1995) who states the 

importance of reviewing long-term medication in a systematic way and that community 

pharmacists are well placed to support this process.

5.6.2.3 Pharmacist’s perception of the pharmaceutical counselling

A limitation of this study is that there is not a scientific measure of the clinical impact the 

pharmacist on improving patient care. In that respect the interventions have to speak for 

themselves.

Despite a high incidence of DRPs and advice given, the pharmacist reported to never feel 

quite comfortable with this new role. Firstly, he found it difficult to leave his pharmacy at 

busy times. Secondly, at times only a few patients were referred to him and the time spent 

waiting seemed wasted. Thirdly, many of the patients had few medicines and did not 

reflect the complexity of treatments to the same degree as during the repeat prescription
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review in Phase One. To some extent he felt he repeated information given in the pharmacy 

anyway. Pharmacists’ lack of self-confidence is well reported (Harding and Taylor, 1990) 

and relatively low desire for new roles (Currie et al, 1997) is reported elsewhere, but in this 

specific case it was more related to the difficulty of leaving a busy community pharmacy 

and to low recruitment of patients taking part in the research project.

The pharmacist spent from 5 to 20 minutes with each patient. Time, or rather the lack of 

time, has been used to explain why pharmaceutical care and prescription review cannot take 

place in a community pharmacy. However, Currie et at (1997) disputes this argument, and 

concludes that training to screen during the dispensing process is highly effective. The 

costs of employing a community pharmacist to counsel the patients has to be taken into 

account when introducing a regular consultation service. This must be discussed in relation 

to the DRPs that the pharmacist would have been able to identify in the community 

pharmacist as to the additional benefit of having access to patient information and time to 

spend with each patient.

S.6.2.4 Patients’ perception of the pharmaceutical consultation

Community pharmacists have previously reported that services from community 

pharmacies are restricted because they have limited or no access to patients medical notes. 

In this study, the pharmacist had access to all patient data available in the surgery and 

actively used the medical notes and the surgery computer files whilst reviewing the 

medication with the patients. One patient reported that she found it somehow awkward that 

the pharmacist had access to confidential information, but she concluded that he was after 

all was a health care professional. The overall impression was that the patients were 

positive to such extended services. This finding! contradicts the finding by Williamson et 

at (1992) who found that the public view was less supportive for discussing health 

promotion with the pharmacist. However, more in keeping with findings from Williamson 

et al (1992), was the observation that younger patients seemed to take the opportunity to 

discuss their medication and other health complaints with the pharmacist, while older 

patients felt they were to answer the pharmacist’s question to help the pharmacist, and not
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for them to use the pharmacist as a discussion partner. This might both reflect that the 

elderly have grown up with a paternalistic health care service, or that they do not support 

extended roles for pharmacists in the same way as younger patients.

8.6.3 DISCUSSION OF THE METHODS FOR QUALITATIVE ANALYSIS

The purpose of using qualitative investigations is to produce findings that stretch beyond 

numbers and it is an effective tool to describe the complexity of patients’ understanding of 

medicines and health. Methodologically, it is a challenge to comprehend the massive 

amounts of data and reduce the volume of information provided. This can be done by 

identifying patterns and present these in a condensed manner. A challenge to the qualitative 

researcher, and in particular one from a quantitative background, is to come to terms with 

that there are no formulas for determining significance or replicating the researcher’s 

analytical thought process. This does, however, not mean that there are no rules for 

analysis. Every step of the analysis depends on the researcher’s skills, insight, capability 

and analytical intellect. As Patton (1990) reports: “the human factor is the great strength 

and the fundamental weakness of qualitative inquiry and analysis”.

In this thesis several angles and approaches were tested out before the final analysis was 

achieved as described in the methods section. Qualitative data is both subjective and at 

times emotional and the analysis process requires high attentions from the analyst in 

remaining as objective as possible. The 15 themes materialising from the analysis of the 

qualitative interview transcripts were used to code similar patient quotes. Any selection of 

quotes involves the risk of choosing the “juicy” quote which primarily supports the 

argument of the researcher. Emphasis was made to select quotes both being typical as well 

as representing different views within the same theme.

The iterative process and the testing of the validity of the coding process by coding the 

transcripts twice was very time consuming, but proved to be worthwhile. Some of the 

earlier interview transcripts had coding added which had been overlooked in the first round
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of analysis. This is plainly a reflection of how the main researcher developed her analytical 

skills throughout the process. As a result, codes were added, coded quotes were moved to 

other themes, or larger quotes were split as they matched more than one theme.

The analysis in this chapter is limited by that only one person coded and analysed the 

transcript. The number of patients involved is limited and the findings may therefore not 

be generalised. Despite these limitation, the analysis and the discussion below should 

reflect the complexity of the problems and thoughts the patients had with the health services 

provided.

8.6.4 DISCUSSION OF THE QUALITATIVE INTERVIEWS

The qualitative interviews provided rich and voluminous data on patients and health issues. 

In some way the patients, or the quotes, speak for themselves, and any attempt to rephrase 

their statements will dilute what is being said. At the same time there are patterns in how 

patients think and behave. An opinion or experience that seems unique the first time it is 

reported creates a pattern when it subsequently is reported by other patients. In this thesis, 

the quotes reflect the complexity of patients’ perceptions of health and the society they live 

in. This complexity is described in the literature (Vuckovic and Nichter, 1997) but may not 

be so well recognised, or known, by practising GPs and pharmacists. The awareness of 

patients’ reflective, manipulative and overcautious consumption of the health care services 

is less known. It is therefore hoped that this discussion will contribute to a better 

understanding of how healthcare professionals can develop their services to accommodate 

better the needs of the patients.

The following discussion will reflect upon the responses patients gave in the interviews in 

the context of the themes they are coded under and how these themes interact. Some 

themes are grouped together but without being in any static relation to each other.
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People: life, disease and destiny

It might sound banal, but it still carries quite some weight of truth: where and by whom you 

are bom will probably affect your health. Camden and Islington has a large proportion of 

its population living below the poverty limit. However, despite your social background, 

disease can strike any of us. Money and wealth might affect how we can manage disease, 

but in the end it seemed to be fighting spirit and pride that made the difference. It was not 

medication, not money, and not housing, but patients’ attitude to life itself that decided how 

well patients managed their disease and symptoms. Some patients saw the joy in small 

things even if their quality of life, as the main researcher could see it, was low. On the 

other hand, if life was considered a struggle to live, disease became an excuse to dwell on 

negative factors.

Personal contact with a health care professional: GPs and pharmacists

None of the patients were neutral to their GP. Some refused to see a particular GP in the 

health centre, others thought the very same GP was fantastic. Patients compared their 

present GP to previous GPs they had had. All patients stressed that it was important for 

them to feel that the GP listened, took their problems seriously and that the GP would 

investigate their complaints properly. The patients were divided in the view on how 

involved they, as patients, should be in decisions made about their medicines. These views 

ranged from total acceptance of paternalism to varying degrees of patient autonomy. The 

complexity and variation in the doctor-patient relationship is already well documented 

(Buetow, 1995). To add to this complexity, the elderly in the sample stressed that they 

would like to be involved in decisions about their treatments, but at the same time they 

would never question the GPs judgement even if they disagreed with it. Because, as they 

said, who were they to question an authority in the medical field.

A small but significant sub-theme emerged from the analysis of patients’ personal contact 

with health professionals. Quite a few woman expressed that they preferred a female GP 

to a male. Some recognised the irrationality in this argument as the male doctor was as 

good a health professional as the female. Still, they felt they could communicate better and
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more easily, and received more sympathy and understanding, from a female GP. This was 

valid also for problems that were not of “female” nature, a behaviour supported by Graffy 

and Patie (1990). They found that women preferred women doctors, even if their medical 

problem was not sex or gender related.

The pharmaceutical consultation was received with positive scepticism. Patients were 

concerned about saving the GPs’ time. Nobody mentioned the pharmacists time. When 

asked directly of what they had discussed with the pharmacist they were not always sure, 

but at the same time they reported the interventions and medical problems they had 

discussed with the pharmacist. However, they did regard these interventions and 

compliance advice as important interventions. Although the intervention or the advice 

given was perceived as beneficial to their health, it was reported more along the lines “and 

then he added or removed another pill”. This seems to be caused by a different attitude 

towards the two types of professionals, and might be related to pharmacists normally being 

available on the high street without having to make an appointment.

The patients were positive about the pharmaceutical consultation as an additional service 

at the health centre, but quite a few preferred to have the pharmacist available in the 

pharmacy itself. This might reflect that they felt they had little to discuss or felt they had 

covered all relevant problems with the GP. Many patients thought the pharmaceutical 

consultation would be more beneficial to “others” tha*z for themselves.
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Health care services: the GP surgery, the NHS and community pharmacy services

Patients disliked the rigidity of the appointment system and had a feeling of being a burden 

to the reception staff. Delays for appointments were not popular but were still accepted as 

patients perceived that the doctors and the NHS worked under enormous pressures on time 

and money.

Patients were surprisingly supportive of the NHS and thought it provided good standard 

care. The problem was considered to be under-funding, and the variation of care from one 

hospital to another was perceived to be substantial. Many thought they had been “the lucky 

one” to get such good treatments in hospital. However, this is probably mirroring the 

horror picture regularly painted in the media. A few patients had considered signing up 

with a private health insurance but due to costs this was not possible. They also had a sense 

of “fairness”, and that skipping the queue was not fair or right.

Local community pharmacists were in general preferred to chain pharmacies. Personal 

service and patient information leaflets printed specifically to each patient seemed to be 

main factors contributing to the loyalty to the local community pharmacist. This supports 

findings of Gibbs et al (1990) that patients receiving written information were more 

satisfied with the pharmacy service and knew more concerning their medications. Patients 

also used the pharmacist for advice on minor illnesses and for emergencies outside opening 

hours.

Patients’ management of their medication

Compliance, health beliefs and empowerment are related and interlinked with the drug- 

information provided for the patients. How patients are able to understand and integrate 

the information given affects their individual worries and the trust they have in their 

medicines. Compliance with prescribed medication regimes has been widely studied 

(Griffith, 1990; Morris and Schulz, 1992) and there is growing recognition of how health 

beliefs (Home, 1993) and doctor-patient relationships (Ettinger and Freeman, 1981) are 

important factors to how successful a medical treatment becomes. The patients in this
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sample confirm the complexity with which patients make choices, actively or passively, 

about taking their medicine or not. The patients reported to reduce or increase dosages, 

having problems remembering taking them or they actively stopped medicines such as 

antibiotics once their symptoms had improved. In that way they confirmed patient 

behaviour from other compliance studies.

Moving on from compliance to empowerment, it is striking how the patients vary in 

their involvement and responsibility for their own treatments. Some patients kept records 

of consultations and prescribed medicines and used the NHS to its full potential by 

manipulating doctors and systems. Others were less obtrusive, but reflective and aware of 

how the attitude and medicines influences both their disease and the treatment they would 

get from the health care professionals. Being given a choice was positive; however, 

participation was recognised as not necessarily leading to any better outcome of the 

treatment. It is important to note that this choice is only justified if the doctor can present 

options in an unbiased and effective manner (Kee, 1996). Other patients were dis- 

empowered either as a consequence of not being given the opportunity to make choices or 

simply that the patient had a minimal understanding of how their body and the medicines 

worked in relation to each other. This was in particular obvious for elderly patients. This 

will also determine to some extent what degree the GP is able to empower the patient to 

make informed choices (McKinstry, 1992).

During the qualitative interviews the patients were given time and opportunity to reflect on 

their beliefs about medicines and health. This revealed a new world of considerations and 

thoughts. Behind all logic and patient information leaflets, patients had strong beliefs in 

their own ability, or spiritual strength, to cure themselves. They recognised that medicine 

on its own was not sufficient. Some medicines were perceived to weaken or disable the 

body functions to deal with symptoms and cure disease.

Patients would rather suffer pains than take too many painkillers. Patients with chronic 

pains knew from experience that the pains would come and go and it became important for
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them to only use painkillers when things got really bad. Constant use of medicines would 

“spoil” the body’s immune system. Recognition of these lay beliefs are of vital importance 

when drug information and advice is given by health care professionals to patients. This 

finding is confirmed by Donovan (1989). Adding to this complexity is the view of a few 

young woman in the sample who reported to be strong believers in “powerful chemicals 

that work straight away”. This dualism between “chemical” and “natural” is also observed 

by Vuckovic and Nichter (1997) reporting two trends in American thinking about 

medicines: (1) the perception that "more is better," associated with cultural impatience with 

illness; and (2) a growing doubt about medicine necessity, safety and efficacy. Other 

patients reported to be advocates of alternative medicines and had tried homeopathic 

medicines, vitamin supplements, garlic and primrose oil, or made remedies themselves. 

Although alternative medicines did not always cure the problem, in some cases it even 

made it worse, patients still believed that it was worth trying.

Patient information leaflets have been shown to be welcomed by patients (Gibbs et al, 

1989), improve doctor-patient information (George, 1987) and drug reminder charts to 

improve compliance (Raynor et al, 1993). In this thesis, some patients had a pragmatic 

relationship to drug information and patient information leaflets. They would read the 

leaflets and be satisfied. Any more detail about alternative treatments or more detailed 

information was ‘not their cup of tea’. Mostly, patients like to be informed, kept their

leaflets, used medical literature and read health news in the media. The patients also
a  t

filtered the information to suit their needs. Some even laughedj^y the thought of all the 

side effects listed and claimed ‘they had not found any of them’.

There were also examples that the information given did not suit the patients needs or level 

of medical knowledge, such as the patient prescribed beta-blockers. She thought they were 

some kind of dope the athletics “got done for”. One has to ask whether this information is 

useful to patients and add to their understanding of health. Makoul et al (1995) describes 

this competence gap and the difficulty of patients making informed choices on disease cases 

they know little about. In this thesis, one of the doctors used to make little drawings for the
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patients, and the patients felt this increased their understanding of their condition or 

problem. How empowered the patients were was also connected to patients’ individual 

worries and trust to their medicines. If they were dis-empowered by their relationship with 

their GP they would worry whereas empowered patients would worry to a lesser degree 

about their medicines even if they were ill as they had an ownership in decisions made 

about their treatments.
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8.7 LIMITATIONS OF THE STUDY

There are limitations with this study. The pharmaceutical consultations took place in one 

health surgery only, with a limited number of GPs and patients involved. It is therefore 

dependent on the work of one pharmacist and two GPs, and the results cannot be 

generalised. However, the aim of the study was to explore the in-depth perceptions for such 

extended pharmaceutical services, and the study can serve as a basis for further 

implementation of pharmaceutical services in primary health care.

The classification of the health themes was limited by the sample interviewed throughout 

the study. Whilst all patients contributed with quotes to construct the different themes, the 

patients interviewed are not necessarily representative for a whole patient population. Some 

themes such as gender issues and alternative medicines were not addressed by all patients 

but they were still making up a distinct theme. Also, the patient’s comments about the 

health services provided were not objectively measured and rely on the patient’s own 

subjective experiences with the services.
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8.8 CONCLUSIONS FROM PHARMACEUTICAL CONSULTATIONS AND 

QUALITATIVE INTERVIEWS

The pharmacist successfully establish a model for pharmaceutical consultations where he 

resolved DRPs in collaboration with the patients and the GP. This shows the benefits of 

establishing a direct and confidential contact between the patients and a pharmacist in a 

general practice surgery. The GPs were open to such cooperative services but how the 

system affects their practice and contact with patients needs further examination. The 

patients’ perception of such a pharmaceutical consultation was investigated, and their 

understanding and beliefs of their own health and medication explored. Patients took this 

opportunity to discuss their drug-related problems with the pharmacist, and by talking 

together, the pharmacist could highlight prescribing problems and give advice on minor 

illnesses.

Pharmacists can contribute to improve the quality of primary health care services by 

reviewing medication and giving pharmaceutical advice to patients and GPs. For the future, 

such a service can be recommended, but further investigation on how to incorporate this 

into a wider role for pharmacists in general practice has to be investigated.

8.9 FURTHER ANALYSIS OF THE QUALITATIVE INTERVIEWS

The themes emerging from the analysis of the qualitative interviews are reported and 

discussed in this chapter. The way these themes interact reflects the complexity of patients’ 

perception of themselves within the health care system, and also reflects how external 

factors affect the way they make decisions on how to manage their disease and medication. 

In this chapter, quotes are used to explain and analyse the themes in their own right. Less 

attention is given to how these themes individually interact, and if some of them have more 

weight than others when patients manage their health. To explore this, the themes were 

further analysed in Chapter 9 to as how they are possibly connected with each other and if 

they construct a pattern that is useful for developing primary health care services.
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CHAPTER NINE

DISCUSSING QUALITATIVE OUTCOME 

IN A BROADER CONTEXT
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9.1 INTRODUCTION

Up to now, research in pharmacy practice has mainly been imbedded in quantitative 

methodology. To bridge the gap between traditional pharmaceutical research and 

sociological research, pharmacy practice provides a possible channel to understand how 

patients manage their medicines and to study why they act as they do. The analysis and 

discussion presented in this chapter is important in terms of contributing to new directions 

for the methodology and theory of pharmacy practice.

The analysis of the qualitative interviews and the pharmaceutical consultation revealed that 

patients’ attitudes towards discussing drug-related problems with the pharmacist was well 

received. In Chapter 8, fifteen themes emerged from analysing the qualitative interviews 

(Table 8.3). Representative quotes from the patients were selected to illustrate and aid 

interpretation of each of the themes. Similar themes were grouped and discussed in a wider 

analysis of how patients reflect and behave according to the themes. All themes were given 

the same weighting and, by grouping the themes into broader categories, it was possible to 

present a better explanation of how patients use their knowledge and various drug 

information sources to make decisions about their health and medicines. This analysis in 

itself is a valid and credible description.

However, to further illustrate patients’ cognitive understanding and insight on health 

services provided, and how patients felt this fits with their expectations, a different 

analytical approach was needed. The way the themes interconnected needed to be studied 

in more detail. It was therefore decided to conduct a more fundamental exploration and 

analysis of the themes.
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9.2 AIM

The aim was to explore the correlations between the themes to illustrate how patients view

themselves in relation to the health care services provided and their health care needs.

9.3 OBJECTIVES

• To look for patterns and connections between the fifteen themes extracted from the 

analysis of the qualitative patient interviews in Chapter 8.

• To describe and display these patterns and connections in a patient health care 

model.

• To use the model to suggest how pharmacists and GPs in collaboration might 

contribute to improve health care services for patients.
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9.4 METHODS

The results, analysis and discussion from Chapter 8 will be interrelated in this chapter. This 

is achieved through a interpretation of how the different 15 themes discussed in Chapter 8 

relate to each other. The analysis and discussion presented in this chapter is based on the 

researcher’s interpretation of the qualitative data and themes. Interpretation means, 

according to Patton (1990), going beyond the descriptive data to attach significance to what 

was found in a study. Interpretation involves offering explanations, drawing conclusions, 

building linkages, attaching meanings and imposing order as part of testing the viability of 

the interpretation. By dividing the description (Chapter 8) and the interpretation (Chapter 

9) of the qualitative data in two chapters, it should be made clear that there is a fine, but 

distinct, line between description and casual interpretation of the data. The results and 

discussion presented in this chapter is a construction made to strengthen the link between 

the findings in this Thesis and a theoretical structure for pharmacy practice and other health 

care professions. The interpretation is meant to help health care professionals and 

researcher to better understand the world of patients, and thereby be able to adapt their 

services to suit the patients’ need and expectations. The interpretation is not meant to be 

recognised by the people studied, but, as described in section 3.5.1.3, help to construct a 

framework of meaning to people working in pharmacy practice and general medicine rather 

than for the patients.

The cognitive mapping software package. Inspiration, was used as a tool to display and 

interconnect the themes in the most appropriate way. The method used was an explorative 

and iterative process of restructuring the themes and transcribed data to construct a possible 

model to explain how the themes interconnect. The method included the following steps:
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The fifteen themes were critically reviewed to ascertain whether they were distinct 

themes or overlapping.

The themes were arranged in different hierarchical and two-dimensional patterns 

whilst looking for logical connections between the themes. A number of different 

displays were made to explore the interconnections.

The displays where individually discussed with two colleagues and the university 

supervisor. They shared their thoughts and views on the suggested display of the 

themes, and their comments became important corrections and references to how 

the themes interacts with each other.

A display and a full description to how the themes interact is then suggested. These 

are discussed in relation to how this must affect the collaboration between health 

care professionals and patients in primary care.
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9.5 RESULTS AND ANALYSIS OF THE THEMES

Three of the fifteen themes were found to overlap with other themes: “destiny approach”, 

“gender issues” and “perception of the GP surgery services”. These were merged and re

grouped, and the 12 remaining themes were used for the further as displayed in Table 9.1.
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Table 9.1. Description of themes from the qualitative interviews

Original definition of themes from Chapter 8

1. Life situation:
Life. Patients openly described their life situation, both regarding what they had done with their lives, and 
how disease, illness and medicines was affecting their personal lives.
Destiny approach. This theme emerged from the analysis, and describes the very different attitudes patients 
have to life and being ill, and how they cope with this situation. Destiny approach is strongly linked to how 
patients lead their lives and how they cope with being ill.

2. Disease: Patients specifically described their actual disease or illness, how they felt about this and how 
they dealt with problems occurring

3. GP-patient relationship:
GP. Patients described how they felt it was like to visit their GP, how they communicated with him or her 
and if they felt they could trust their GP.
Gender issues. This theme emerged from the analysis and reflected upon the effect the importance of the 
gender of the doctor had to some patients. Gender issues were linked to the doctor-patient relationship, and 
belongs under the complexity o f communicating with your doctor.

4. Views on the pharmaceutical consultation: Patients described how they perceived the 
consultation with the pharmacist in the surgery, and reflected upon this additional service.

5. View on pharmacy services: Patients described how they used community pharmacy services, 
what situations they would turn to the pharmacist and what information they would seek from the 
pharmacist.

6. Perception of NHS services:
Perception of NHS services. Patients discussed the standard and types of services provided by the NHS 
and how it served them as a patient.
Perception of GP surgery services. Patients discussed the standard and types of services provided by the 
local health centre. It seemed natural to group these as they both provide medical health services to the 
patients.

7. Compliance: Patients described how and when they took their medicines, and how and why they 
would self-regulate the dose.

8. Beliefs about medicines: Patients described their attitudes to taking medicines and how they 
perceived the different medicines affected them.

9. Empowerment: The patients described how and if they were in charge of managing their treatment 
and medication, and reflected upon how to manage information, their relationship with the doctor and the 
health care system.

10. Information about medicines: The patients described who provided information, how they 
interpreted this information, problems of obtaining information and how they dealt with this.

11. Alternative medicines: Alternative medicines and treatment methods were discussed in relation to 
the patients’ own view for the need for such alternatives medicines, and how and why they used them.

12. Worries and trust related to medicines: Patients discussed worries about their medicines and 
illness in relation to the trust they had to medicines and the health care system.
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Cognitive mapping suggested three hierarchical levels to the themes. These levels 

reflected the way patients managed their medicines and disease. The levels with the 

corresponding themes are described below and displayed in Figure 9.1. According to this 

model there is a hierarchical structure in how patients manage their medicines.

• The first level is the theme related to “life”: that is, patients’ past and present life 

history and how they viewed that disease, illness and medicines influence their 

personal lives.

• The second level constitute the factors that were partly out of the patients’ direct 

control and direct awareness. These were themes that the patient could not 

influence directly, but which all contributed to how the patient act.

• The third level are the themes related to how patients directly manage their 

medicines. These themes would directly affect how patients engineer and 

manipulate their immediate surroundings related to health issues. They are based 

on personal experiences with the health care system and also of events that have 

happened with close family and friends. It was here the patient felt at home, where 

the patient could influence their health and interact with the health care system.
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Figure 9.1. Model of how themes interact in a hierarchical model

FIRST LEVEL

Life s i tu a t io n

SECOND LEVEL

Disease 

Empowerment 

Reliefs a b o u t  medicines 

Information a b o u t  medicines and  health  

(Views on th e  pharm aceu tica l  consulta tion*)

THIRD LEVEL

Compliance 

(5P -pa tien t re lationship 

Alternative medicines 

Worries and  t r u s t  

View on pharm acy  services 

Perception of t h e  MHS

* This them e is included specifically as it was o f special interest in this thesis. However, the model 
stands on its own also without this theme.
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This hierarchical model is useful to give an overview of how the themes from the 

qualitative interviews interconnect with each other. The First level is dominated by 

patients’ perception of their lives, which in some respect overlooks all other aspects of 

health care services provided.

However, the degree which each of the themes interact with each other is still uncertain. 

For instance, do all themes in the Second level interact with all themes in the Third level, 

or are there themes that do not necessarily interact? Are there themes that do not relate to 

each other, and in that way prove unsuitable as communication channels for health care 

personal to communicate with patients through? To answer this, the themes were arranged 

into a two-dimensional display, as in Figure 9.2.

In Figure 9.2, the following rules apply:

• The green box represents the First level, the blue boxes the Second level and the 

red boxes the Third level.

• Themes that the evidence suggests are closely related are placed as close to each 

other as possible.

• The figure connects the themes from the Second and Third level horizontally.

• Any missing boxes means that a connection between the two levels for the two 

corresponding themes were not identified.

• The First level, “life”, was found to account for the sum of the underlying levels, 

and is therefore bilaterally linked with the categories.
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9.6 DISCUSSION

9.6.1 DISCUSSION OF THE METHOD

The method was used to critically review the fifteen themes extracted from the analysis of 

the qualitative data. The method was a reflective process, and the analysis was a result of 

ongoing work to understand the deeper meaning and connections of how patients make 

choices, actively or passively, on the use of medicines and health care services.

The method was not a high-tech use of analytical tools, rather the researcher’s reflective use 

of the experiences and insights from working with the patients. The analysis is therefore 

tainted by some of the researcher’s subjective interpretations. To validate the work, two 

colleagues and the university supervisor were consulted to openly criticise the 

interpretation. This validation resulted in changes in the display of how the themes were 

interrelated and resulted in a more thorough scrutiny of the relationships.

Such an inductive analysis of themes to extract patterns of how they interrelate is a creative 

process but it requires that careful judgements are made to what is important and what is 

not. The lack of statistical tests to confirm that a pattern or relationship is significant means 

that one must rely on the researchers’ experience and judgement. In doing this, the 

researcher is in danger of making two types of errors: Type I errors; where something is 

found not to be true when it is, and Type II errors; where something is found to be true 

when it is not.

With these limitations in mind, it is hoped that the interpretation reported in this chapter 

will provide new and deeper insight into many of the terms and themes widely studied in 

primary health care. It should provide new insight into how pharmacists can increase their 

contribution and, from a patient’s perspective and understanding, improve services through 

pharmaceutical consultations.
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9.6.2 DISCUSSION OF THE INTERCONNECTIONS BETWEEN HEALTH 

CARE THEMES

The following discussion will present the connections and relationships displayed in Figure

9.2 in more detail. The discussion will specifically discuss the relationships between the 

themes in the Second and Third levels.

Beliefs about medicines

Patients beliefs about medicines has been widely studied in resent years (Britten, 1994). 

However, it has been difficult to implement these beliefs in the way doctors communicate 

with patients and this reflects the complexity with which doctors have to work (Lorenc and 

Branthwaite, 1993). Reviewing the themes in this data, the patient beliefs about the 

medicines were found to be closely related to all the themes in the Third level except the 

theme “Perception of the NHS”. For instance, a 30 year old patient explained how she 

believed medicines must have side effects and she therefore tried alternative medicines for 

her kidney infections.

“I am the sort of the kind of person that stops taking my kidney tablets and 
tries homeopathic ones and get really ill.” (Patient 30, 30 year old female.)

Her non-compliant behaviour cannot be related to not knowing how to take the medicines. 

She knew this, but despite knowing the importance of taking tablets exactly as prescribed, 

having understood what the doctor has said and being on good terms with the GP, she was 

nonetheless worried that there would be long term effects of the medicines and that in the 

end this would make her immune to the medication.

“If I can help not taking medicines, you know, they must have side effects 
in your body. And I just think, if you take them the whole time, they won’t, 
like I don't take my kidney stuff, my kidney the whole time now. I've 
stopped, cause they don't work.” (Patient 30, 30 year old female.)
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She also had a very close relationship with her GP and felt she could communicate well 

with him, but also used pharmacists as a second source of information to make sure that the 

GP had given her the optimal treatment. Her own beliefs about the medicines often 

overruled the advice given by the GP.

This finding confirms the complex lay beliefs patients have about their illnesses and 

diseases (Donovan et al, 1989). Even if recent research encourages doctors to pay greater 

respect to patient beliefs, problems still remain. One reason may be that doctors find illness 

‘normal’ and to treat it would be the best solution. To the patients, illness is ‘abnormal’, 

and they have a range of lay and alternative beliefs on which to draw for help as well as 

modem medicine. These findings coincide with the research findings in this thesis. The 

advice given to the patients seemed to pass through the filter of the patients’ lay beliefs. 

When formal and lay views coincide, patients are happy to accept a doctor's advice and 

treatment. If they differ, patients will be dissatisfied and critical and may not adhere to the 

suggested treatment, even if they trust the doctor. Their beliefs are not static, but change 

in the light of new experiences and the availability of new information they believe in, such 

as the above patient, who reports that when the homoeopathic medication did not work, she 

went back to taking antibiotics even if she did not consider it to be good for her.

Disease

Disease and symptoms were described rather factually, as one of those facts of life you just 

have to live with. The theme “disease” seemed to be connected to all other themes at the 

Third level except “Views on pharmacy services”. Patients did not relate pharmacy 

services to diseases they had treatment for. Certainly they used the pharmacies as a source 

of information about the medicines, but not as a place they would discuss their disease as 

such. This was purely a domain for the NHS and a matter private to them and the GP.

However, they seemed to trust alternative medicines, and providers of such, to be able to 

give alternative treatments. The use of alternative medicines was also strongly connected 

to the idea that your own body should be able to cure the disease if it was given the
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opportunity to do so. This is described, for example, by a 34 year old patient with asthma 

and a kidney infection:

“Like I said I don't really want to take medicines unless I really have to. I'll 
rather live or maybe cure myself naturally as possibly, you know, because 
the more you take drugs the more your immune system becomes weak and 
you can't fight off infections and things on your own you know, and I think 
if you take drugs continuously your body gets addicted to them so even if 
you are all right you still want to carry on taking them cause you know that 
they are going to make you better and you are not going to have any 
illnesses anymore.” (Patient 6, 34 year old female.)

They also worried about medicines having long term effects on their disease and that the 

NHS services provided would not be good enough for them to have the optimal treatment 

when it was needed. This is what a 33 year old male with arthritis had to say:

“Generally, the national health service is a mix. It has come to a state 
where, eh..., as an individual I'm seriously considering going private 
because you get the treatment that you need immediately rather that going 
on a waiting list. And then, I mean, between my diagnosis and my scan 
there was 4 months between having my scan and seeing the doctor to 
confirm these things was four months. An awful long time to wait.” 
(Patient 2, 33 year old male.)

Some patients felt that the GP did not do enough to treat their disease and were quite 

daunted by this. They would not know if all had been done that could be done. Listen to 

this 70 year old patient:

“Well, I told him that the tablets were not doing me a lot of good, and as I 
told he said stop one, and if that doesn't work, stop the other one, and if that 
does not work, stop the other tablets. I didn't feel, and then he said well, 
quite honestly, he said I don't think there is anything more I can give you. 
Well, I thought he should have had a think and given me something, or 

tried something different. But anyway, you don't question their judgement, 
do you. Well, I don't. I believe that they should know what they are 
talking about (Laughter)”. (Patient 44, 70 year old female.)
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This patient accepts the paternalistic consultation style of the GP, as observed in other 

studies (McKinstry, 1992). However, this specific GP was, by most patients, not looked 

upon as a paternalistic GP, rather the opposite, as this 37 year old patient explains:

“Oh, yes, he is very friendly, very laid back, and I feel as if I could tell him 
whatever I wanted to. He always seems to have time for you. You can 
always chat to him. Em..., and as I said before, if there is anything I can't 
understand, he usually does little diagrams for me, and then I can 
understand, oh yes, that bit goes there. [.] But he was doing all these little 
doodles (drawings) so I could understand where about in my spine I was, 
and I thought yes, it makes more sense to you when he draws that little 
thing. Sort of like, patient friendly, he makes it so you can understand 
which I think it easy. If you can understand, they you don't feel worried, do 
you?” (Patient 59, 37 year old female.)

This confirms findings by Ettinger and Freeman (1981) that the different perceptions the 

patients have of the same GP must be related to how they approach the GP. It must be 

something in the patients themselves that affects the way the GP reacts. There are different 

models of paternalism, as reported by McKinstry (1992): autocratic doctor, paternalistic 

doctor, doctors as agents and patient yielding autonomy. It is also relevant to discuss how 

patients themselves approach the GP, and the importance of improving communication is 

widely discussed (Ley et al, 1976). Discussion of this relationship is also relevant for the 

discussion and implementation of empowerment and evidence based medicine (McKinstry, 

1992).

All in all, ‘disease’ seemed to be a theme where the patients felt they did not have too much 

to contribute. This was despite having good knowledge of both the medicines they were 

prescribed and the prospects for their particular disease. It somehow seemed they quite 

willingly gave up the responsibility for the treatment of the disease to the GP, but at the 

same time found their own way to treat the disease if they were not happy with what the GP 

did. However, as exemplified above, it seemed that control over one’s disease varied from 

patient to patient. This brings us on to the next theme at level two: information.
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Information about medicines and health

Information was related to all themes at the Third level except “Worries and trust about 

medicines” and “ Perceptions of the NHS”. The patients were concerned about getting 

enough information about how to take their medicines and what the side effects were. But 

as reported in the literature, providing information to patients about health and illness is a 

complex matter (Donovan et al, 1989).

The need for more information follows the trend that more medicines are available as 

OTC medicines (Blenkinsopp and Bradley, 1999). In addition, for prescription medication, 

patient information leaflets have become increasingly common (George, 1987; Gibbs et al, 

1990). In this thesis, the patients seemed to be concerned about getting information about 

their prescription medication. Corresponding with other research (George et al, 1983; 

Gibbs et al, 1989) the patients receiving written information were satisfied with the 

pharmacy services. They knew about their medicines, especially regarding potential side 

effects, as reported by this 70 year old female:

“Well, sometimes the chemist give you a printed slip telling you about it. 
1 always read those if they give them to me. 1 like to know what 1 am 

taking and what the side effects are. Apparently there is a lot of side effects 
to the Kalten, but 1 never found them. 1 have always been alright with it. 
But, they have all got some side effects, haven't they, all medicines.” 
(Patient 44, 70 year old female.)

Although she read the leaflet, she did not quite know what to do with the information given 

to her. It was as if she felt she had done her part by reading the leaflet, and now it was up 

to the GP to make sure she was treated correctly.

“Information, well, as 1 say, if 1 get one of these slips what it does and it is 
supposed to do and what is the side effects, what more can you know. 1 
mean, we are not professional, we don't know, do we?” (Patient 44,70 year 
old female.)

This finding is confirmed in other studies where the patients have problems with 

understanding the information given on leaflets (Blenkinsopp et al, 1999) and do not
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request specific information on their own initiative (McMahon et al, 1987). Patients are 

found to want further written information about their drugs and few expressed reservations 

that such information would worry or confuse them (Busson and Dunn, 1986).

However, in the data there was some concern that too much information is not a good thing, 

but patients always reported this to be relevant to others than themselves, like this 63 year 

old man:

“If I have got a sickness, I don't mind [if] they tell me. But there are 
people, you mustn't tell them. Like my wife, if she goes to hospital one 
day, and she has got any sickness, I advise the doctor not to tell her. But 
with me, it does not affect me. I like to know what I have, you know.” 
(Patient 19, 63 year old man.)

This fear is related to compliance; that too much information will frighten the patient into 

not taking the medicines. It is also closely linked with the GP-patient relationship, in that 

some patients would ask the doctor for more information if they were not satisfied with 

what they knew, while others would not ask for more information as it would be to distrust 

the doctor. This duality is exemplified below:

“Whether it is in lay mans terms or in technical terms, as long as you can 
grasp hold of the information that is given, to me there is no problem. [.] I've 
got no problems with asking questions, and I'm not shy to say like look, you 
now, I want to know that, and if you ask them you get told.” (Patient 33 
year old male.)

“Well, I don't think there is much more you can get to be informed about, 
you know. I mean, I mean, he seems to tell you when to take them and you 
know, not to take too many and all that, and I think there is all it is, you 
know.” (Patient 45, 71 year old female.)

The information provided to the patients also affected their attitude to alternative 

medicines. Some found that the scientific evidence about antioxidants and preventative 

medicines made them seek even more alternative medicines. One of the patients, a 51 year 

old lady, had taken this the furthest and, based on information and evidence she had
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collected, she took ten different remedies with vitamins, minerals and oil. A small 

collection of these are displayed below:

“I take vitamins, yes, and I do take garlic tablets every day. I think they are 
good for your catarrh. I take vitamin E because I started taking that before 
I had the children. I subsequently discovered that it is an antioxidant, but 
that was, I took if for, my sister suggested it was a good idea, for your 
reproductive organs. So I took it, and now have discovered it is an 
antioxidant. I take vitamins C in a poetic desire to stop getting cold. And 
also the vegetables you buy in the shops, you don't really know many 
vitamins they have. [.] I didn't find, well I found the B6 a bit helpful, but 
the primrose [oil] much more.” (Patient 5, 51 year old female)

Information could also affect the patients in the other direction, in that they believed all 

orthodox medicines were “chemical” and that it would be better to have something 

“natural”. For some however, like a mother of three young children, a “natural” way of 

living was difficult to implement:

“I like the idea of natural ingredients, organic products and everything else, 
but it doesn't always fit with, I suppose just doing family meals seven days 
a week. You know, you have to go out of your way and put a lot more 
effort into your shopping and everything else.” (Patient 20, 37 year old 
female.)

Similarly, another mother of three did focus on giving her children “natural” remedies. She 

was scared of all information about side effects and over-use of medicines, and decided to 

treat herself and her children by other means.

“I wouldn't go and^^stuff in the chemist or (.). No, I do my own things, 
my natural remedies, hot water and lemon and honey. And then if that 
didn't work and it got really bad, then I would to the doctor. I think it is 
much better to do practical things first. If you keep taking medication and 
things, you know, your immune system becomes weak and you can't fight 
off bacteria or deceases on its own. So, its best not to take things unless 
you have to. Even with my children I do the same things, and I try and 
keep them off medication as much as possible unless they were getting very 

bad and had to have something.” (Patient 6, 34 year old female.)
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This attitude of both understanding and using the information provided to take care of your 

own health needs introduces the final general theme at the Second level: empowerment.

Empowerment

Empowerment is how patients manage and take control of their own medicines and health 

issues. Here it was found to interact with all themes at the Third level. Some patients were 

well aware of how to manipulate and utilise the system to their own benefit and would not 

take no for an answer. They were in charge of their own health, their information needs and 

had strong beliefs on how they could use medicines to treat and prevent disease.

“The first time I actually engineered the visit by having him doing the 
smears instead of the well woman person. Purely to go out, to meet him, 
because we so rarely go to the doctor. [.] I think doctor B is arranging bone 
scans just to check what that is sort of going. But I was quite keen about 
that because my mother has such a bone loss, but she hasn't actually broken 
anything as it happens, but I thought, well, you know, it is something I want 
to know about early on. So I hope he remembers, I will remind him if he 
does not.” (Patient 5, 51 year old female.)

Others had little understanding of their medicines and compliance and did not understand 

the information given. They did not have a good relationship with their GP and did not 

know how to utilise the NHS services for their own good. Take for instance this 67 year 

old patient with hypertension and angina:

“But now, as I said, I am taking water tablets and the blood pressure tablets. 
When I say taking, these water tablets, I have to take them to pass water. 
But I have never had any tests of any thing they can do for you to find out 

why you can't pass water? [.] They took me into hospital down there. I was 
in there for four days, but nobody has ever said anything you got something 
wrong with your heart because the chemist said to me yesterday, do you 
suffer with angina, and I said, I honestly don't know. Nobody has ever told 
me.” (Patient 22,67 year old female.)

The latter two examples do in some ways depict the extreme poles of empowerment. 

Between these poles are various grades of empowerment which is affected by how patients 

take control over their disease, how they interpret information and how this affects their
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beliefs in medicines. Referring to Figure 9.2, these themes in combination provide a model 

for the complexity with which patients view and logically make decisions about their own 

health and medicines: as a sum of all the themes discussed in this chapter.

Studies of factors affecting compliant behaviour such as demographic factors, condition of 

disease, physiological factors, health belief model, social factors, doctor-patient relationship 

and treatment regiments have all been well documented in other studies (Griffith, 1990) but 

the way a pharmaceutical consultation affects this has not been documented in the 

literature. In this thesis, the views of, and attitudes to, a pharmaceutical consultation in the 

GP surgery, and how they affect some of the above factors, has been explored through 

qualitative interviews. In the following section, the perceptions of a pharmaceutical 

consultation will be discussed in relation to the themes displayed in Figure 9.2. By doing 

this, it is the intention to contribute to an in-depth discussion of how pharmacists can utilise 

their knowledge in the best way possible to encourage patient empowerment in health 

issues.
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9.7 DISCUSSING THE PHARMACEUTICAL CONSULTATION

The patients’ view on the pharmaceutical consultation was found to be connected with three 

themes at the Third level: “the GP-patient relationship”, “how patients view pharmacy 

services in general”and “if they use alternative medicines”.

Some patients felt the pharmaceutical consultation might affect the relationship they had 

with their GP, and that the service in some way gave little additional benefit. They had a 

repeat of the information they had already been given by the GP.

“I think on the whole probably the sort of information that you get from the 
pharmacist, I would expect the doctor to talk to me about those things 
anyway. And I guess the point of having a pharmacist at the surgery, is like 
having a practice nurse, which is to do things so the doctors consultation 
times is kept down, which I don't know that I am that much in favour of, 
again, a pharmacist is much more useful to me to go and see before I go and 
see the doctor just to find out if there is anything I can be doing which 
doesn't require prescription medicines.” (Patient 48, 32 year old female.)

It was somehow more useful to see the pharmacist before they made an appointment with 

the GP, or to have some information reinforced after they had seen the GP.

“And also, actually at the point of dispensation, when you are picking up the 
prescription, just for them to reinforce what the doctor said about how you 
can use the medicines, so they can actually. And also, actually; it is 
different if you have a dispensary in the surgery, but for instance picking up 
his inhaler, it was quite useful to have someone there to take it out of the 
box, and this is what you do with it etc. etc. [This is something] which you 
can't do at the surgery cause they don't have the things there, so I think that 
it is less useful having pharmacist actually in the surgery as in the 
pharmacy.” (Patient 48, 32 year old female.)

Even if the pharmacist and the GP have different angles to prescribing and medication, the 

professionals might seem very similar to the patient. It was therefore difficult for the 

patient to see any immediate benefit of seeing the pharmacist in the surgery. Another 

problem observed during the pharmaceutical consultations was that the pharmacist did not
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know the patients’ medical history other than what was recorded in the medical notes and 

on the computer. Patients therefore felt they were repeating their medical information, in 

the same way they would have to do to a locum GP.

“I did feel a bit like I was exposing myself a bit, because he wasn't the GP, 
but he is the pharmacist as well. I have seen him at the chemist, so I have 
seen his face, so that was OK. But I think some people might feel a bit, I 
don't know, the GP is the one you want of see, and then see the pharmacist 
again.” (Patient 55, 24 year old female.)

Surprisingly, none of the patients really questioned why they were referred to the 

pharmacist. People liked talking, but only a few took the opportunity to empower 

themselves. In some ways it seemed that the patients thought they were doing the 

pharmacist a favour and not that they were receiving additional care from the pharmacist. 

However, there were a few exceptions. Like this 32 year old patient who discussed 

alternative medicines with the pharmacist:

“We were talking about alternative stuff, and what he would recommend for 
certain, we were talking about my baby's sinusitis, and colds and fevers and 
things, cause this is all new to me. Cause you worry about, cause over the 
years I have used so much, so many antibiotics. I have used oral 
contraceptives, I have had acne, I have used so much for acne, and I have 
always had throat infections, my glands are always (swollen). [.] So, he 
was good to talk to about that, he was interesting, cause he actually agreed 
that there was something to this yeast thing. Yes, he will be good to go 
along to talk to just to be reassured. I just can't go on taking any more 
antibiotics, I just jump and think please give one more, cause I get 
desperate. You want to feel better, so anyway, so he was good to talk to. 
It was helpful.” (Patient 58, 32 year old female.)

This also confirmed that the consultation made some patients more aware of the services 

a pharmacist can provide that is useful to them. In that way it had changed their view on 

pharmacy services.

What the consultation did not do was to connect directly with compliance. Even though 

pharmacists have been found to increase the recall of information by providing both verbal
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and written medication instructions, and have a significant impact on the level of patient

knowledge (Crichton et al, 1978), the patients in this sample did not directly report that they

had changed the way they managed their medicines as a consequence of the pharmaceutical

consultation. This, however, was not a surprise, given that the patients had only been to

one consultation. It was consequently not possible to measure any direct change in

compliance. The pharmaceutical consultation had not affected patients’ perception of the

NHS or worries and trust patients had in their medicines. Again, this is probably because

the patients had only one consultation with the pharmacist or an inadequacy of the 
consultation model (for instance no pre-consultation patient 
profile was made).
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9.8 CONCLUSIONS

The correlations between the themes illustrate how patients view themselves in relation to 

the health care services provided and their health care needs. Patterns and connections 

between the themes were described and displayed in a patient health care model.

To establish an interactive atmosphere, patients' individual lay beliefs must be takerdnto 

account. In this way any unresolved non-compliance issues can be clarified and altered for 

the benefit of the patient.

Patients want the health care professionals to provide them with information so that they 

themselves can make some decisions about their medicines and treatment. To improve 

health care services for patients, the health care professionals must collaborate as well as 

take patients’ lay beliefs about medicines into account.
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CHAPTER TEN

CONCLUSIONS OF THE THESIS
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10.1 CONCLUSIONS OF THE THESIS

The pharmacist significantly reduced the number of repeat prescriptions with DRPs 

compared to the routine GP surgery procedure. The repeat prescription review was an 

effective method of solving DRPs, reducing risks and making significant clinical 

improvements to patient care. This manifests that pharmaceutical knowledge is ideally 

placed in general medicine to offer regular repeat prescription review services. 

Furthermore, pharmacists and GPs working together on prescribing issues had positive 

synergistic effects which improve the quality of prescribing.

The study also highlighted that patients have complex perceptions of how to manage their 

medicines. They actively regulate their intake of medicines and want more information on 

side effects, compliance and how to deal with long term medication. The complexity by 

which patients manage their medicines is a challenge for health care professionals. It is 

argued here that more drug-information presented in a language that patients understand, 

alongside a respect for patients’ choices, will assure more optimal care.

Patients found the repeat prescription system complicated to handle. They felt that the 

system could be considerably improved by making it more accessible and easy to manage. 

The patients interviewed stated a clear interest to be involved in changes made to their 

medicines but at the same time they felt unsure of how to approach the GP in such cases. 

They were not aware of any pharmaceutical involvement in the review process, but 

understood interventions to be a part of the quality assurance of repeat prescribing.

Patients welcomed face-to-face consultations with the pharmacist in the GP surgery. They 

took the opportunity to discuss their medicines and health matters with the pharmacist, but 

were unsure if this was needed as a regular service. They preferred to have access to the 

pharmacist for minor complaints in a local community pharmacy.
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In short, the work in this thesis contributes significantly to a deeper understanding of how 

patients view and understand their own health and medicines. It also contributes to a better 

understanding of how patients want pharmacists to assist them with drug-information and 

self-care.

The implications of the study are that the pharmacists’ repeat prescription review must 

extend beyond prescription-based interventions and move towards a distinct pharmaceutical 

care programme. This includes pharmacists acting as dependent presenters responsible for 

the continuing of patient care with the authority to adjust doses and dosage forms as 

recommended in the Crown report (1999) but also incorporates a model of patients’ beliefs 

about medicines to successfully implement interventions.
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10.2 THE FUTURE MISSION OF PHARMACY PRACTICE

Pharmacists in community pharmacy are drawn between health care provision and the need 

to run a successful business venture. The balance between health care and business has 

always been a dilemma for the profession, but has increasingly been highlighted in recent 

times. Viewed from outside the pharmaceutical profession this might seem impossible 

dilemma. However, for pharmacists this bilateral role is something that they have practised 

for hundreds of years.

There has, however, been major changes in the number of medicines available to cure and 

prevent disease, and progress in science has made it possible to treat many more people 

with medicines. The understanding of pharmacology has given the medical profession a 

potent tool by which they can contribute to improve people’s health. But their work has 

become increasingly demanding as the many problems with repeat prescribing observed in 

this thesis manifests. As to the practice of pharmacy in general, this thesis argues two 

things:

• There is an explicit need for pharmaceutical knowledge to review and advise on 

repeat prescribing. The prescribing is poorly controlled and the patients are 

suffering as a consequence. Resources are also wasted on medicines which are not 

appropriately prescribed.

• Patients want to have pharmacists accessible in community pharmacy as a first port 

of call for drug-information and advice on medical self-care.

This provides a great challenge for pharmacists both within community pharmacy and for 

expanding and integrating pharmacy services into primary health care. This expansion of 

the role should be implemented through primary care groups but also go further to absorb 

patients’ needs and expectations of a fully integrated health care system.
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APPENDIX Al

WRITTEN CONSENT FORM

I r .............................................................................................................................................................................
(Patient’s full name)

hereby fuUy and freely consent that the researcher, Miss Anne Granas, can interview me 
in my home as part of the study on pharmacist lead counceUing.

-I understand that the study will involve an interview with the researcher in which she 
wül visit me in my home.

-I understand that aU detail are confidential and will in no way affect any care I may 
require in the future,

-I note that I may withdraw my consent at any stage in the study, and I acknowledge that 
the researcher has explained the nature and purpose of the research and I believe that I 
understand what is being proposed.

-I know that if I have any concerns or questions about the study, I can contact :

ANNE GRANAS 

TELEPHONE 0171 383 7084

Signed by patient 
Date

Patient’s telephone number . 
(For arranging the interview)

I confirm that I have explained to the patient all about the interview and the project 
details.

Signed by researcher. 
Date

u



APPENDIX A2

Communication sheet for interventions

Patient number Patient number
Date Date

Intervention (pharmacistO Intervention (pharmacistO

Comments (GP) Comments (GP)

Outcome (Researcher) Outcome (Researcher)

Patient number Patient number
Date Date

Intervention (pharmacistO Intervention (pharmacistO

Comments (GP) Comments (GP)

Outcome (Researcher) Outcome (Researcher)

m



APPENDIX A3 Repeat prescription - Patient interview schedule

REPEAT PRESCRIPTION - PATIENTS’ INTERVIEWS

SECTION ONE

SECTION TWO 
SECTION THREE 
SECTION FOUR 
SECTION FIVE

How do patients take their medicines; knowledge about
medication
Medicine supplies
The role of the health care professionals 
Patients worries about illness and medication 
Attitude towards changes in the drug regime

PATIENT AGE GENDER DATE

IV



SECTION ONE How do patients take their medicines; knowledge about 
medication

1 Can you tell me what medicines or tablets you take regularly?
Name, strength, form

2 What time of the day do you take your medicines or tablets? Dose
3 How much of each medicine do you take at one time? Dose
4 Do you know what you are taking the medicines for? Use
5 Some medicines are known to give some unwanted effects, such as making you 

sleepy or causing a very dry mouth. Do you feel that the medicines cause you 
any unwanted effects?

ACTUAL MEDICINES TAKEN 
According to computer in the surgery

PATIENT RECALL

Name according to patient strength form dose use SE



Many patients do sometimes forget to take their medicines. 
How often do you forget to take your medicines?
Never Rarely Sometimes Often Very often

Some people do sometimes take less of their medicines than prescribed by the 
doctor.
How often does this happen to you?
Never Rarely Sometimes Often Very often

How do you remember to take your medicines?
PROMPTS

e.g. Manrex, Nomad, Dosette box, connected to meals.

METHOD WHEN LAST USED

Who will usually make sure that you are taking your medicines?
Self relative/spouse Neighbour Friend Help in the house

VI



10 Do you take any other medicines, remedies or tablets the doctor hasn’t 
prescribed for you?

PROMPTS
Any that you have bought from the pharmacy?

Any that your family or friends have given to you?
Any alternative remedies?

PATIENT RECALL strength form dose use SE

OBSERVED SUPPLY

11 Do you feel that you have received the information you need to feel secure about 
your own medication?

Too much Satisfying Too little

vu



SECTION TWO Medicine supplies

12 Do you have any other medicines you haven’t used for a while?

year amount left

Drug

Approximately value

SECTION THREE The role of the health care professionals

13 Do you visit your local pharmacy very often, or does someone go for you? 
YES/NO

If yes: once a week once a fortnight once a month once every 2 moths less 
often

14 Do you use the same one (or two) regularly?

15 Do you pay for your prescriptions when you collect them from a pharmacy?

16 Is the extra work of ordering and picking up the repeat prescription sometimes 
too much for you?
YES/NO
If yes, how often has this happened?
How could this be made easier for you iu any way?
Would you actually leave it out rather than taking your medicines?

vm



SECTION FOUR Patients worries about illness and medication

17 Have you got any main worries about your medicines or tablets?

18 Have you got any worries about your illness?

MEDICINES OR TABLETS ILLNESS

SECTION FIVE Attitude towards changes in the drug regime

19 If you have to start taking a new medicine, how would you feel?worried not
worried trust the doctor

20 If the doctor changes one of your old, regular, drugs to a new one, how would 
you feel?
worried not worried trust the doctor

21 Did you notice any difference in your medication the last time you got your 
medicines.
YES/NO

If yes, do you remember what the change was? Yes,.
No

22 Was the change explained to you? Yes, by the doctor 
Yes, by the physician 
No

23 Other comments??

IX



PATIENT INFORMATION LEAFLET

PROJECT AT HIGHBURY GRANGE 
HEALTH CENTRE

DEAR PATIENT

This leaflet contains information on

-the background of the project
-why you were asked to be interviewed
-how your confidentiality will be assured

XI



The health authority in Camden and Islington has 
initiated a project which has your doctor working 
together with your pharmacist in the surgery. We 
hope that this arrangement could lead to increased 
quality services in the future.

WHY WERE YOU ASKED TO BE 
INTERVIEWED?

We want to find out if you have any worries about 
your prescription, and how you feel about any 
changes which are sometimes made to your 
medication.

HOW WILL YOUR CONFIDENTIALITY BE 
ASSURED?

All papers wiU contain your patient number 
connected to the surgery, and not your name. 
Sometimes, the interview will be tape recorded, so 
that the interviewer can recaU what was being 
said. These tapes wiU be wiped clean after the 
interview.
No names or addresses wiU be kept on data files.

xn

your doctor or pharmacist. We are here to help you 
to take care of your health and medication.

Thank you fo r  your cooperation!

xm
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Appendix B1 Selection of 75 cases to be scored

stratified sampling of drug-related interventions scored on clinical significance. Sorted and filtered by “grouping”, “date” and “age” in ascending order.
Stratified selection: last column; l=selected. 0= not selected.

gender age generic name Unit dose 
in mg

formulation drug dose Intervention made by the pharmacist
in 24-
hours

grouping Stratfied
selection

1 female 68 cimetidine;
Tagamet

200.000 tablets asd suggests generic switch no no generic
substitution

1

2 male 71 voltarol emugel 11.600 gel tds suggests a generic switch no no generic
substitution

1

3 male 67 pseudoefedrine;
Sudafed

60.000 tablets tds suggests generic switch ph strongly disagree in given 350no 
t pseudoefedrin:sugg reduc

generic
substitution

1

4 male 81 flurbiprofen 50.000 tablets asd drug not on rp; has got it regulary for 1/2 year add drug to rp no period of 
supply

0

5 female 28 fluoxetine 20.000 tablets 2 od prescribed 90 t instead of 60 t when going 
away: stayed 90

according letter, dose should be 
reduced from 60 to 40 mg

quantity fitted to period of 
dose supply

0

6 female 83 amlodipine 5.000 tablets od mixup of monthly and two-monthly supply mixup of monthly/two monthly 
supply may affect compliance

no period of 
supply

0

7 female 54 dothiepin 75.000 tablets bd mixup of monthly/two monthly supply may 
affect compliance

suggests to coordinate all drugs 
to 2-monthly supply

no period of 
supply

1

8 female 54 atenolol 50.000 tablets od mixup of monthly/two monthly supply may 
affect comphance

suggests to coordinate all drugs 
to 2-monthly supply

no period of 
supply

0

9 female 54 thyroxine .100 tablets od mixup of monthly/two monthly supply may 
affect comphance

suggests to coordinate all drugs 
to 2-monthly supply

no period of 
supply

0

10 female 69 ghbenclamide 2.500 tablets 1 momingmixup of monthly and two-monthly supply suggests to coordinate all drugs 
to 2-monthly supply

no period of 
supply

0

11 female 69 amiloride; co- 
aminofruse

5.000 tablets od mixup of monthly and two-monthly supply suggests to coordinate all drugs 
to 2-monthly supply

no period of 
supply

1

12 male 67 pseudoefedrine;
Sudafed

60.000 tablets tds ph strongly disagree in given 350 t 
pseudoefedrin: sugg reduc

no no period of 
supply

0

13 male 61 aspirin; Nu-seals 300.000 enteric
coated

asd mixup of monthly and 2-montly 
supply: suggest syncronisation

no no period of 
supply

0

XV



gender age generic name Unit dose formulation drug dose Intervention made by the pharmacist grouping Stratfied
in mg in 24- 

hours
selection

14 male 61 tesosterone 40.000 capsules tds mixup of monthly and 2-montly no 
supply: suggest syntonisation

no period of 
supply

0

15 male 88 paroxetine 20.000 tablets od mixup of length of supply, sugg 2 months no 
paroxetine; noncomp

no period of 
supply

1

16 female 58 aspirin 300.000 dispersable od reduce aspirin 300 mg to 75 mg, as patient hasio no dose alteration 1
tablets asthma

17 female 89 aspirin 75.000 dispersable asd no dose, only asd; not acceptable for this drug no no dose alteration 1
tablets

18 female 3 trimetoprim 10.000 suspension asd no dose, only asd; not acceptable for this drug no no dose alteration 1
19 female 3 beclomethasone .100 aerosol

inhalator
asd no dose, only asd; not acceptable for this drug no no dose alteration 1

20 female 61 nifedipine 20.000 tablets tds nifedipine is normally bd dose; why is she on no 
tds dose

no dose alteration 0

21 male 60 isosorbide
mononitrate

60.000 modified
release
tablets

0.5 od MR formulation should not be split; suggestedno 
review of dose

no dose alteration 1

22 male 73 lisinopril 5.000 tablets bd dose instruction 2d is unclear; is it 2 od or 1 10 mg instead of 2 x 5 mg 
bd; clarify? available

by taking 1 x 1 0  
mg instead of 2 x 
5 mg; £7/ month 
saved

dose alteration 0

23 male 33 beclomethasone .050 aerosol
inhalator

asd Dose should be 100 ug, and not 50 ug for no 
adult

no dose alteration 1

24 male 72 betaxolol; Betoptic5.000 eye drops asd hospital letter gives exact dose, not asd dose changed from asd to bd in no dose alteration 1
right eye

25 female 73 temazepam 10.000 tablets asd no dose, only asd; not acceptable for this drug suggest change from asd to actuaho dose alteration 0
dose

26 female 73 clomipramine 25.000 tablets asd no dose, only asd; not acceptable for this drug suggest change from asd to actuaho dose alteration 0
dose

27 male 32 salbutamol .100 aerosol
inhalator

asd no dose, only asd; not acceptable for this drug no no dose alteration 1

28 male 32 budesonide .200 aerosol asd no dose, only asd; not acceptable for this drug underuse of steroids suggest dose alteration 0
inhalator councelling
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gender age generic name Unit dose 
in mg

formulation drug dose 
in 24- 
hours

Intervention made by the pharmacist grouping Stratfied
selection

29 male 67 ghbenclamide 5.000 tablets tds notes 06.96 says tds and 10.95 says bd; what 
is corredt

no no dose alteration 0

30 male 72 nitrazepam 5.000 tablets asd no dose, only asd; not acceptable for this drug no no dose alteration 1
31 male 75 cimetidine 400.000 tablets 1 night suggests bd dose of cimetidine and to stop 

gaviscon
no no dose alteration 1

32 male 54 isosorbide
mononitrate

10.000 tablets bd patients uses less than prescribed advise patient to increase 
isosorbidemononitrate; reduce 
GTN

no dose alteration 0

33 female 67 glyceryl trinitrate .500 sublingual
tablets

asd will patient get a nitro free period? suggests nitrate moming and 
midday

no dose alteration 0

34 male 63 nifedipine 30.000 modified
release
tablets

tds change made in 93 from bd to tds; 
attentionally?

no no dose alteration 1

35 male 89 thioridazine 10.000 tablets 1 qds pm pm  dose not satisfying for thioridazine no no dose alteration 1
36 male 43 diclofenac 100.000 modified

release
tablets

1 twice a 
week

1 1 twice a weel must be insuficcient dose; 
change of dose?

no no dose alteration 0

37 female 81 diclofenac 50.000 tablets asd dose 1 bd disappeared when volum was suggest change from asd to actuaho dose altCTation 0
increased to fit dose dose

38 female 12 betamethasone 1.000 ointment bd reduce strength of betnovat to 1/4; 12 year oldno no dose alteration 1
valerate patient

39 female 81 lormetazepam 1.000 tablets 1 night suggest to reduce lorazepam 1 mg to 0.5 mg:pho no dose alteration 1
seems confused

40 female 85 bendrofluazide 2.500 tablets od suggest change from asd to actual dose no no dose alteration 0
41 female 85 flurazepam;

Dalmane
30.000 capsules od suggest change from asd to actual dose no no dose alta-ation 0

42 male 23 paroxetine 30.000 tablets 1 momingoveruse of paroxetine;takes 60 mg instead of suggest counceUing no dose alteration 0
30 mg

43 female 68 trifluoroperazine 1.000 tablets bd pt takes only 1 mg trifluoperazine;dose is 
bd;effective?

would suggest councehng no dose alteration 0

44 male 34 codeine phosphate 60.000 tablets asd pt on 420 mg codeine ;exceeds rec. 240 mg. no no dose alteration 1
suggests review
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gender age generic name Unit dose 
in mg

formulation drug dose Intervention made by the pharmacist
in 24-
hours

grouping Stratfied
selection

45 female 85 lofepr amine 70.000 tablets 2 night reduce Lofepremine 70 mg 2 n to Intakes it no no 
at 13.00, not n

dose alteration 1

46 male 77 amitriptyline 25.000 tablets 1 night 25 mg amitriptyhne very low dose; increase no no 
dose for effect

dose alteration 1

47 male 88 frusemide 40.000 tablets 1 momingfrusemide 40 mg ought to be reduced to 20 no no 
mg: ref BNF

dose alteration 0

48 female 59 ffusemide 40.000 tablets 2 moming80 mg frusemide moming is high: suggests no no 
review of dose

dose alteration 1

49 female 63 ipratropium
bromide

.020 aerosol
inhalator

asd no dose, only asd; not acceptable for this drug suggest change from asd to actualsuggest
dose councelling

dose alteration 0

50 male 47 methyl cellulose 500.000 tablets asd no dose, only asd; not acceptable for this drug suggest change from asd to actuaho
dose

dose alteration 0

51 male 69 diltiazem 60.000 modified
release
tablets

2 tds pt only using half of diltiazem dose 60 mg tds suggsts counselhng to reveil whalno
pt is taking of diltiazem

dose alteration 0

52 female 75 aspirin 300.000 dispersable
tablets

od reduce aspirin form 300 to 75mg, pt has ulcer no no 
(on ranitidine

dose alteration 1

53 female 77 aspirin 300.000 dispersable
tablets

od reduce aspirin 300 to 75, pt is diabetic, has legio no 
ulcer

dose alteration 1

54 male 65 amiodarone 100.000 tablets od digoxin dose should be halved no no drug interaction 1
55 female 59 aspirin 75.000 tablets 1 night aspirin interacts with warfarin suggests to remove drug from rp suggest

counceUing
drug interaction 1

56 male 72 pilocarpine 20.000 eye drops asd drug has never been dispenced, and should be no no 
taken off rp

double supply 0

57 female 47 forceval tablets od drug not necessary, as similar drug is given drug is expensive and not worth no 
simultaniously the price

double supply 0

58 female 81 ibuprofen 400.000 tablets tds drug has never been issued removed drug from repeat no
prescription

double supply 0

59 female 85 bendrofluazide 2.500 tablets od drug has never beai issued removed drug from repeat no
prescription

double supply 0

60 female 53 atenolol 100.000 tablets 1 mominggeneric prescribed after drug was no no double supply 0
stopped;double supply
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gender age generic name Unit dose formulation drug dose Intervention made by the pharmacist grouping Stratfied
in n ç in 24- 

hours
selection

61 male 75 gaviscon hquid asd drug should not be necessary as patient is on no no double supply 1
cimetidine

62 female 79 benzydamine;
Difflam

1.500 mouth
wash

asd double supply; generic and brand name no no double supply 0

63 female 83 beclomethasone .050 nasal spray asd drug has never been issued removed drug from repeat 
prescription

no double supply 0

64 female 67 glyceryl trinitrate .500 subhngual
tablets

asd two supphes of blyceryl trinitrate will patient get a nitro free 
period?

suggests nitrate 
moming and 
midday

double supply 0

65 male 72 beclomethasone .250 tablets asd has two supphes of inhaled steroids no no double supply 0
66 male 73 aspirin 75.000 dispersable 2 momingdrug has never been dispenced, and should be removed drug from repeat no double supply 0

tablets taken off rp prescription
67 female 68 paracetamol; co- 500.000 tablets 2 qds is patient aware that he has a double supply ofno no double supply 1

dydramol paracetamol
68 female 96 vitamin capsl BPC. capsules asd drug was issued twice on rp removed double issue of same no double supply 0

drug from rp
69 male 43 lorazepam;

Atrivan
1.000 tablets 5 od both brand name and generic supply of 

lorazepam; why?
suggests to remove drug from rp no double supply 0

70 female 52 diclofenac;
Voltarol

11.600 gel tds double supply; on current and rp brand name taken off; generic 
name kept

no double supply 0

71 female 69 dothiepin 75.000 tablets 1 night double supplyiprobably from when GP 
changed dose and #t

removed drug from repeat 
prescription

no double supply 0

72 female 62 ipratropium
bromide

.250 nebhser asd double supply; generic and brand name suggests to remove drug from rp no double supply 0

73 female 62 ipratropium
bromide

.250 nebhser asd double supply; gmeric and brand name suggests generic switch no double supply 1

74 female 47 methotrexate 2.500 tablets 2 t 3 timeshospital letter says drug should be stopped suggests to remove drug from rp no double supply 0
a week

75 female 66 chlorpromazine 25.000 tablets 4 night double supply; on current and rp pt is prescribed both suggests to take double supply 0
chlcsrpromazine and dothiepin either

chlorpromazine 
dothiepin off

XIX
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gender age generic name

76 female 66 prednisolcaie

77 female 66 diazepam

78 female 47 chlorpromazine 50.000

79 female 62

80 male 67

81 male 74

82 female 15

83 female 15

84 male 60

85 male 88

86 female 27

87 male 54

88 female 41

89 male 65

90 male 28

diclofenac

amlodipine

paracetamol

lactulose

budesonide

miconazole; 
Daktarin 
transvasin creme

beclomethasone

bezahbrate

phenytoin;
Epantuin
salbutamol

beclomethasone

Unit dose formulation drug dose Intervention made by the pharmacist grouping Stratfied
in mg in 24- selection

hours
5.000 enteric asd double supply; on current and rp add drug to rp no double supply 0

coated
5.000 tablets tds double supply; on current and rp pt is on both diazepam and suggests to take double supply 0

oxazepam, current and rp either diazepam
of oxazepam off

50.000 tablets od hospital letter says drug should be stopped has not been ordered for at least removed drug double supply 0
6 months from repeat

prescription
50.000 tablets tds double supply of diclofenac 50 + 25 mg: is it suggests to remove double supplyno double supply 1

intended? of from rp
5.000 tablets 1 momingdouble supply of amlodipine: 5 + 1 0 letter 10-96 says 5 mg can be no double supply 0

mg:exceeds max rec 10 mg increased, but not to 15 mg
325.000 tablets 2 qds double supply paracetamol.policy should be no no double supply 0

clarified
solution 20 ml bd drug has never been dispenced, and should be removed drug from repeat no double supply 0

taken off rp prescription
.100 nasal spray asd drug has never been dispenced, and should be removed drug from repeat no double supply 0

taken off rp prescription
25.000 gel asd drug has neva* been dispenced, and should be suggests to remove drug from rp no double supply 0

taken off rp
cream asd transvasin cream taken off as pt get intralgin removed drug from repeat no double supply 1

and ibuprofen prescription
.100 aerosol asd drug was issued twice on rp suggests to remove drug from rp no double supply 0

inhalator
400.000 tablets od benzafibrate issued twice on the same no no double supply 0

prescription:manager!
100.000 tablets asd double supply; on current and rp suggests to remove drug from rp no double supply 0

.100 aerosol asd overuse of beta agonist suggests to introduce steroid no monotoring or 0
inhalator councelling

100.000 aerosol 2bd underuse of steroid inhaler would suggest counceling no monotoring or 0
inhalator œuncelhng

XX



gender age generic name Unit dose formulation drug dose Intervention made by the pharmacist grouping StratHed
in mg in 24- 

hours
selection

91 female 59 aspirin 75.000 tablets 1 night aspirin interacts with warfarin suggests to remove drug from rp suggest monotoring or 1
counceUing counceUing

92 male 32 budesonide .200 aerosol
inhalator

asd underuse of steroids suggest counceUing no monotoring or 
councelUng

0

93 male 999 enalapril 5.000 tablets bd patient sais he is confused of bd dose; was od,, suggests to give 10 mg od insteadno monotoring or 0
raised by GP of 5 mg bd counceUing

94 male 54 tolbutamide 500.000 tablets tds uses a lot less than prascribed; bloodsugar 
high

would suggest counceling no monotoring or 
counceUing

1

95 female 68 ferrous sulphate 200.000 tablets 2 to be
taken
daily

rationale for long term iron use suggsts to have iron storage 
measured

no monotoring or 
councelUng

0

96 female 48 dothiepin 75.000 tablets bd not been ordered since 01-96; take off rp or 
review

no no monotoring or 
counceUing

0

97 male 71 mucaine suspension asd notes says pt to return if not better; been, on rpno no monotoring or 1
suspension long time councelUng

98 male 71 voltarol emugel 11.600 gel tds notes says pt to return if not better; been on rp suggests a generic switch no monotoring or 0
long time counceUing

99 male 23 paroxetine 30.000 tablets 1 momingoveruse of paroxetine;takes 60 mg instead of suggest counceUing no monotoring or 0
30 mg counceUing

100 female 68 trifluoroperazine 1.000 tablets bd pt takes only 1 mg trifluoperazine;dose is 
bd;effective?

would suggest councehng no monotoring or 
counceUing

1

101 female 63 megastrol acetate 160.000 tablets od has not been ordered for at least 6 months megastrol should stUl be taken; 
suggests review

no monotoring or 
counceUing

0

102 male 68 aspirin 75.000 tablets not startedhosp. rec. pt to start warfarin: should take 
tablets yet ASA. App made.

suggest counceUing no monotoring or 
counceUing

0

103 male 64 gaviscon hquid asd sugg testing for H.pyroi to avoid use of 
cimetidine\gaviscon

no no monotoring or 
counceUing

1

104 female 54 diazepam 2.000 tablets tds suggsests counceUing to avoid long term use 
of diazepam

no no monotoring or 
counceUing

0

105 female 80 simvastatin 20.000 tablets 1 night ph douobts simvastatin in beneficial for 80 
year: sugg review

no no monotoring or 
, counceUing

0

106 male 71 amoxyciUin 500.000 tablets tds 30 t of amoxycUhn 1 tds every month is questioning use of antibiothics no not good 0

XXI



gender age generic name Unit dose 
in mg

formulation drug dose 
in 24- 
hours

Intervention made by the pharmacist

inproper use intermittantly

grouping

prescrbing

Stratfied
selection

107 female 67 metformin
hydrochloride

500.000 tablets od contraindicated in heartfailure no no not good 
prescrbing

1

108 female 61 nifedipine 20.000 tablets tds taking 5 drugs for hypertension is not good nifedipine is normally bd dose; no 
prescribing why is she on tds dose

not good 
prescrbing

0

109 female 17 beclomethasone .050 nasal spray asd risk of overdose of steroid when inhaler and no no 
nasal combined

not good 
prescrbing

1

110 male 17 senna 7.500 tablets asd senna should not be on rp for this young suggests to remove drug from rp no 
patient

not good 
prescrbing

0

111 female 68 ferrous sulphate 200.000 tablets 2 to be
taken
daily

rationale for long term iron use suggsts to have iron storage no
measured

not good 
prescrbing

1

112 female 66 ranitidine 150.000 tablets bd both H2 antagonist and proton pump inhibitorsuggests to remove drug from rp has not been not good 
not necessary ordered in at leastprescrbing

3 months

0

113 female 29 beclomethasone .250 aerosol
inhalator

bd steroid put on; has she got asthma? suggests to have PEF measured no not good 
prescrbing

1

114 male 81 diltiazem 60.000 tablets tds suggest nifedipine instead of diltiazennrisk of no no 
heart failur

not good 
prescrbing

0

115 male 72 salbutamol .100 aerosol
inhalator

asd ventide not recommended in BNF;suggests has not been ordered for at least suggests to not good 
review with patient 6 months remove drug fromprescrbing

1

116 male 80 clotrimazole 10.000 spray asd pr used chlotrimazole spray for 18 months; is suggests to remove drug from rp no 
it necessary?

not good 
prescrbing

0

117 female 60 ghclazide 80.000 tablets 0.5 od ghcazide not rec in obese pt; metmcrfin betterno no 
alternative

not good 
prescrbing

1

118 male 88 cephalexin 500.000 capsules bd antibiotic in irregular use; should be removed removed drug from repeat no 
from rp prescription

not good 
prescrbing

0

119 female 77 simvastatin 10.000 tablets 56 ph questions alternate dose interval of ph said pt is old, and benefit of no 
simvastatin statin is doubtful

not good 
prescrbing

1

120 female 77 simvastatin 10.000 tablets 56 ph said pt is old, and benefit of statin is no no 
doubtful

not good 
prescrbing

0

xxu



gender age generic name Unit dose 
in mg

formulation drug dose 
in 24- 
hours

Intervention made by the pharmacist grouping Stratfied
selection

121 male 78 ranitidine 300.000 tablets 1 night ph sugg H.pylorytest, been on ranitidine 6 y no 
for heartburn

no not good 
prescrbing

1

122 female 75 ranitidin 150.000 tablets bd ranitidine treatment 2 years;sugg review after no 
red aspir

no not good 
prescrbing

0

123 female 77 labetolol 100.000 tablets od take off labetolol; blocker not rec in diabetes; no 
pt legulcer

no not good 
prescrbing

1

124 female 36 codeine
phosphate;

8.000 tablets 2 qds ph sceptical to codein content, pt on 5 CNS no 
Im, sugg paracet

no not good 
prescrbing

1

125 male 73 lisinopril 5.000 tablets bd 10 mg instead of 2 x 5 mg available no no pharmaceutical 0
126 male 82 lactulose solution 10 ml bd solution increased from 140 ml to 500 ml to no 

fit dose
no pharmaceutical 1

127 male 79 diclofenac 50.000 tablets tds quantity (50 t) doses not fit dose no no pharmaceutical 0
128 female 49 temazepam 10.000 capsules asd temazepam capsules not available any more removed drug from repeat

prescription
no pharmaceutical 1

129 female 83 beclomethasone .100 aerosol
inhalator

4 bd suggests to give 200 ug spray;reduce from 4 no 
bd to 2bd

no pharmaceutical 0

130 female 72 thyroxine .100 tablets od quantity fitted to dose no no pharmaceutical 1
131 female 78 theophyUine 400.000 slow

release
0.5 n suggests 200 mg instead of sphtting 400 mg t no no pharmaceutical 0

132 male 89 salbutamol 4.000 tablets tds suggests salbutamol inhaler instead of tablets no no pharmaceutical 1
133 female 84 isosorbide

mononitrate
10.000 tablets bd quantity (5 0 1) doses not fit dose no no pharmaceutical 0

134 female 84 amlodipine 5.000 tablets od increase #t to make all drugs 2 months supplyno no pharmaceutical 0
135 female 88 thyroxine 25.000 tablets 4 momingsuggests 100 ug as one tablet instead of 4 x 251etter 10-96 says thyroxine no pharmaceutical 1

ug should be considered stopped
136 female 65 enalapril 10.000 tablets 2 od enalapril lOmg 2od should be shanged to no 

20mg lod:cost4-comph
no pharmaceutical 0

137 male 81 digoxin .063 tablets 3 mamingdid not order them  has been ordering regularyvould suggest councehng no , drug not 0
1/2 year ordered/used

138 female 45 amoxycillin 250.000 tablets tds has not been ordered in at least 3 months has not been ordered in at least 3 no , drug not 0
months ordered/used

139 male 53 fluoxetine 20.000 tablets 1 mominghas not been ordered in at least 3 months suggests to remove drug from rp no drug not 0

xxm



gender age generic name Unit dose formilation drug dose Intervention made by the pharmacist grouping Stratfied
in 24- 
hours

ordered/used

selection

140 male 59 beclomethasone .050 nasal spray asd has not been ordered in at least 3 months no no drug not 0
ordered/used

141 male 60 hydrocortisone;
Otosporin

ear drops asd has not been ordered in at least 3 months notes says pt to retum if not no 
better; been on rp long time

drug not 
ordered/used

0

142 female 83 E45 cream asd has not been ordered in at least 3 months suggests to remove drug from rp no drug not 
ordered/used

0

143 female 83 ferrous sulphate 200.000 tablets asd has not been ordered in at least 3 months suggests to remove drug from rp no drug not 
ordered/used

1

144 female 83 graduated
compression

dressing NA has not been ordered in at least 3 months suggests to remove drug from rp no drug not 
ordered/used

0

145 male 72 dexamethasone;
Betoptic

1.000 eye drops asd has not been ordered in at least 3 months no no drug not 
ordered/used

0

146 female 86 sahsylic add; 
Movelat

cream asd has not been ordered in at least 3 months suggests to remove drug from rp no drug not 
ordered/used

0

147 female 86 baidrofluazide 2.500 tablets 1 mominghas not been ordered in at least 3 months suggests to remove drug from rp no drug not 0
ordered/used

148 male 55 propanolol 40.000 tablets od has not been ordared for at least 6 months removed drug from repeat no 
prescription

drug not 
ordered/used

0

149 female 53 atenolol 100.000 tablets 1 mominghas not been orda-ed in at least 3 months suggests to remove drug from rp generic drug not 0

drug was
stopped;double
supply

150 male 67 aspirin 75.000 dispersable od 
tablets

got aspirin 11.95, but has never 
reordered;doctor made aware

no no drug not 
ordCTed/used

1

151 female 79 prochlorperazine 5.000 tablets tds has not been ordered in at least 3 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

152 female 79 lactulose solution qds has not been ordered in at least 3 months removed drug from repeat 
presCTiption

no drug not 
ordered/used

0

153 female 79 chohne sahsylate 87.000 gel asd has not been ordered in at least 3 months removed drug from repeat 
presCTiption

no , drug not 
ordered/used

0
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gender age generic name Unit dose formulation drug dose Intervention made by the pharmacist groupmg
in mg in 24- 

hours

159 female 79

160 male 102

161 female 75

162 female 84

163 female 84

164 female 84

165 male 79

166 male 72

effervescent

potassium
effervescent

999.000 tablets 2 bd potassium tablets not ordered by patient

have potassium ordered/used 
levels checked

patients potassium levels are low patient should drug not
have potassium ordered/used 
levels checked

9.000

1.000

.250

167 male 73 Asilone

Stratfied
selection

154 female 79 benzydamine; 1.500 mouth asd has not been ordered in at least 3 months removed drug from repeat double supply; drug not 0
Difflam wash prescription generic and brandordered/used

155 female 19 hydrocortisone 10.000 cream bd has not been ordered for at least 6 months removed drug from repeat no drug not 0
prescription ordered/used

156 female 19 oilatum plus bath asd has not been ordered for at least 6 months removed drug from repeat no drug not 0
emoillent prescription crdered/used

157 male 75 ipratropium .020 aerosol asd has not been ordered for at least 6 months removed drug from repeat no drug not 1
bromide inhalator prescription crdered/used

158 female 79 potassium 999.000 tablets 2bd potassium tablets not ordered by patiait patients potassium levels are low patient should drug not 0

tablets 1 night has not been ordered for at least 6 months removed drug from lepeai no drug not 0
prescription ordered/used

tablets bd has not been crdered fcr at least 6 months removed drug from repeat no drug not 0
prescription ordered/used

pastilles asd has not been ordered fcr at least 6 months removed drug from repeat no drug not 0
prescription ordered/used

granules 10 ml bd has not been ordered for at least 6 months removed drug from repeat no drug not 0
prescription ordered/used

tablets asd has not been ordered for at least 6 months removed drug from repeat no drug not 1
prescription ordered/used

tablets 3bd has not been ordered fcr at least 6 months removed drug from repeat no drug not 0
prescription ordered/used

tablets asd has not been crdered for at least 6 months has two supplies of inhaled suggests to , drug not 0
steroids remove drug fromordered/used

suspension asd has not been ordered for at least 6 months removed drug from repeat no drug not 0
prescription ordered/used
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gender age generic name Unit dose fornulation drug dose Intervention made by the pharmacist grouping St
in mg in 24- 

hours
se

168 female 48 dothiepin 75.000 tablets bd not been ordered since 01-96; take off rp or 
review

no no drug not 
ordered/used

0

169 male 71 chlorpheniramine 4.000 tablets tds has not been ordered for at least 6 months suggests to remove drug from rp no drug not 0
maleate ordered/used

170 male 89 misoprostol;
arthrotec

.200 tablets bd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
ordered/used

0

171 female 66 ranitidine 150.000 tablets bd suggests to remove drug from rp has not been ordered in at least 3 no 
months

drug not 
ordered/used

1

172 female 29 salbutamol .100 aerosol
inhalator

asd inhaler has been stopped; GP assumes panic 
attacs, not asthma

suggests to remove drug from rp no drug not 
ordered/used

0

173 male 75 rifampicin 150.000 tablets od has not been ordered in at least 3 months patient should have been x-rayed;no 
rifampicin should be sep.

drug not 
ordered/used

0

174 female 80 ffusemide; frumil 40.000 tablets od has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

175 male 38 phosphates 1.720 suppositori
es

od has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
ordered/used

0

176 female 86 hypromellose 3.000 eye drops asd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
ordered/used

0

177 female 69 aspirin 75.000 dispersable
tablets

od has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

178 female 51 oestrogens;
Prempak-C

1.250 tablets asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

1

179 male 34 propanolol 40.000 tablets once
every
month

pt has stopped beta blocker in favour of 
clomipramine

suggests to remove drug from rp no drug not 
ordered/used

0

180 female 65 dicycloamine
hydrochlorid

20.000 tablets od has not been ordered for at least 6 months removed drug from rq>eat no 
prescription

drug not 
, ordered/used

0

181 female 47 budesonide .250 respules bd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

182 female 47 metoclopramide 10.000 tablets tds has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

183 female 63 metronidazole 8.000 gel asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 0
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gender age generic name Unit dose formulation drug dose 
in mg in 24-

hours

Intervention made by the pharmacist groupmg Stratfied
selection

crdered/used
184 female 63 sodium chloride 9.000 solution asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 

crdered/used
0

185 male 72 salbutamol .100 aerosol
inhalator

asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
crdered/used

1

186 female 13 terfenadine 6.000 suspension bd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

0

187 male 67 lofepramine 70.000 tablets bd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

0

188 female 29 benoxyl 50.000 lotion asd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

0

189 male 77 dihydrocodeine 60.000 modified 1.5 daily has not been ordered for at least 6 months removed drug from repeat no drug not 0
tartrate release

tablets
prescription crdered/used

190 male 83 Conotrane cream asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

191 female 85 hydrocolloid
dressing

dressing asd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
crdered/used

0

192 female 62 ranitidine 150.000 tablets bd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

1

193 male 88 hydralazine 25.000 tablets qds has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
, crdered/used

1

194 female 97 calcium 400.000 tablets tds has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
crdered/used

0

195 male 65 vitamin B tablets asd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

0

196 female 87 disodium
etidronate;

400.000 tablets asd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdered/used

0

197 male 88 sennosides 7.500 tablets bd has not been ordered for at least 6 months removed drug from repeat no 
prescription

drug not 
crdared/used

0

198 male 88 paracetamol;co- 325.000 tablets 2 qds has not been ordered for at least 6 months removed drug from repeat double supply of drug not 0
proxamol prescription paracetamol: purecrdered/used
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gender age generic name Unit dose 
in mg

fornulation drug dose Intervention made by the pharmacist
in 24-
hours

and co-proxamol

grouping Stratfied
selection

199 female 81 heparanoid ointment bd has not beai ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
orda-ed/used

1

200 female 81 artho-gynest .500 pessaries 1 twice a has not been ordered for at least 6 months 
week

removed drug from repeat 
prescription

no drug not 
ordered/used

0

201 female 62 terfenadine 60.000 tablets bd has not been ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

202 female 62 ibuprofen 400.000 tablets tds has not been ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

203 female 64 miconazole 20.000 cream asd has not been ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

204 male 56 metoclopramide;
Migravess

5.000 tablets pm  has not been ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

205 female 61 salbutamol .100 turbohaler asd has not been or dared for at least 6 months suggests to remove drug from rp suggest
councelhng

drug not 
ordered/used

0

206 male 88 quinidine 250.000 modified
release
tablets

bd has not been ordered for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

1

207 female 88 gaviscon tablets asd has not been orda*ed for at least 6 months removed drug from repeat 
prescription

no drug not 
ordered/used

0

208 female 25 econazole nitrate 10.000 cream bd has not been ordered for at least 6 months suggests to remove drug from rp no drug not 
ordered/used

0

209 female 68 atenolol; Kaltai 50.000 capsules 1 momingvery expensive drug, could change drugs to 
similar regime

no no cost-related 1

210 male 73 lisinopril 5.000 tablets bd by taking 1 x 10 mg instead of 2 x 5  mg; £7/ 
month saved

no no cost-related 1

211 female 65 enalapril 10.000 tablets 2 od enalapril lOmg 2od should be shanged to 
20mg lod:cost4-compli

no no cost-related 1

212 male 54 aspirin 300.000 tablets 1 momingchanged aspirin to EC on request by pt;not 
changed by recept

no no reception 1

213 male 23 carbamazepine 400.000 tablets bd gave MR formulation of carbamazepine on pt no 
request

no reception 1
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gender age generic name Unit dose 
in mg

formulation drug dose Intervention made by the pharmacist 
in 24- 
hours

grouping Stratfied
selection

214 female 12 betamethasone
valerate

1.000 ointment bd pt ordered 1/4 betamethasone, but 1/1 issued no 
and signed

no reception 1

215 female 88 thyroxine 25.000 tablets 4 momingdrug not issued even taugh it was ordered: putsuggests 100 ug as one tablet 
forward to GP instead of 4 x 25 ug

letter 10-96 says 
thyroxine should 
be considered 
stopped

reception 1

216 female 89 aspirin 75.000 tablets od drug not issued even taugh it was ordered: putno 
forward to GP

no reception 1

217 female 58 aminophylhne 225.000 slow 2 bd 
release

introduce steroid instead of aminohylhne no 
which is overused

no add medicine 1

218 male 80 salbutamol .100 aerosol asd 
inhaler with 
volumatic

could have introduced breath activated inh.,asno 
techn.is poor

no add medicine 1

219 male 80 bechlometasone .100 aerosol asd 
inhaler with 
volumatic

could have introduced breath activated inh.,asno 
techn.is poor

no add medicine 0

220 male 80 ipratropium
bromide

.020 aerosol asd 
inhaler with 
volumatic

could have introduced breath activated inh.,asno 
techn.is poor

no add medicine 0

221 male 83 isosorbide
mononitrate

20.000 modified bd
release
tablets

pt is on nitrates, has angina, ph sugg aspirin no 
75 mg od

no add medicine 1

222 male 75 aspirin 75.000 dispersable od 
tablets

pt has angina pec & heartfailure: rec aspirin no 
75 mg od

no add medicine 1

Total 222 221 222 199 222 222 222 222 222 222
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Appendix B2 Documentation and scoring forms sent to GPs

Dear Doctor

My name is Anne Granâs, and I am a PhD researcher at the School of Pharmacy 
working on a project for the Camden and Islington Health Authority. The project has 
involved having a GP and a community pharmacist working coUaboratively to inqprove 
the quality of prescribing on repeat prescriptions.

Presented to you in this letter are a set of interventions. What I am asking you to do, is 
to score the drug-related problems by their clinical significance. We are doing this to 
assess the effect of having collaboration between a GP and the local community 
pharmacist. Please take note that it is your judgement o f the clinical significance o f the 
drug-related problems you are scoring. You are not expected to come up with a 
“solution” to the drug-related problems presented, although usually the intervention is 
also described in each case.

Several GP’s, including yourself, have been asked to grade these drug-related problems. 
After completing and returning the questionnaire, a structured meeting will be held 
where you will be presented with a summary of the first round responses to the 
questionnaire. You wiU be invited to review the responses with your colleagues to 
discuss agreement and disagreement in scores. You will then score the same drug- 
related problems again, and this final rating will be used for the analysis.

When completed, please retum the papers in the provided FREEPOST envelope, 
preferably within one week of receival. The grading should take no more than 20-25 
minutes. The responses wül be treated anonymously, though they do contain a serial 
number in order to feed back your own response compared to the group response.

By taking part in the consensus group work you will also have the opportunity to gain 
insight into the research methodology of consensus work, increasingly used in evidence- 
based research.
I hope this wül be of interest to you!

If you have any questions, please do not hesitate to contact me in my office on 
0171 753 5860.

Thank you for your time and your cooperation!

Yours sincerely

Anne Gerd Granâs

XXX



~üjme oDservea arug related problems.

Only circle ONE alternative from 1 to 5 of the possible score categories.
If disagreeing to the actual interventions such, ‘‘D” for disagree should be circled as well.

Score 1 Drug^related problem is of little or no clinical signiticance to patient care

Score 2 Drug related problem is significant but does not lead to a direct dinical imprpyenxent in patient care

Score 3 Drug-related problem is significant and potentially results in a ciimcal unproyement in patient care

Score 4 Drug-related problem is significant and results in a clinical improvement in patient care

Score s  Intervention is potentially lifesaving

Score Disagree with the intervehtioh; independent of the significance of the drug-related problem

The structure of the patient cases with the interventions to be scored are shortly explained below;

Patient data Medidne information Observed case data Clinical significance to 
patient care

Gender Age Generic
name

Unit dose in mg Formulation Dose in 
24- hours

Drug-related problems and intervention ■ 1 2 3 4 5 / D  ^

Basic patient 
information

Information about the drug associated to the drug-related 
problems identified.

(asd = as directed)

Description of the drug-related 
problems and the interventions 
suggested to improve repeat 
prescribing and care of the patient.

Your score from 1 to 5.
A separate category of 
disagreement to the intervention, 
“D ”, is also available.
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Gender Age Generic name or 
brand name

Unit dose Formulation 
in mg

Drug do 
in 24-ho

1 female 68 cimetidine; Tagamet 200 tablets asd
2 male 71 voltarol emugel 12 gel tds
3 male 67 pseudoefedrine;

Sudafed
60 tablets tds

4 female 54 dothiepin 75 tablets bd

5 female 69 co-amilofruse 5/40 tablets od

6 male 88 paroxetine 20 tablets od

7 female 58 aspirin 300 dispersable tablets od
8 female 89 aspirin 75 dispersable tablets asd
9 female 3 trimethoprim 10 suspension asd
10 female 3 beclomethasone .100 aerosol inhalator asd
11 male 60 isosorbide

mononitrate
60 modified release 

tablets
half tab 
cxi

12 male 33 beclomethasone .050 aa-osol inhalator asd
13 male 72 betaxolol; Betoptic 5 eye drops asd

14 male 32 salbutamol .100 aerosol inhalator asd
15 male 72 nitrazepam 5 tablets asd
16 male 75 cimetidine (and 

Gaviscon)
400 tablets 1 night

17 male 63 nifedipine 30 mcxlified release 
tablets

tds

18 male 89 thioridazine 10 tablets asd
19 female 12 betamethasone

valerate
1 ointment bd

20 female 81 lormetazepam 1 tablets 1 night

Intervention cases to be scored on clinical significance on patient care
Drug-related problem and intervention

Suggests generic switch from brand name to generic name.
Suggests generic switch from brand name to generic name.
Suggests generic switch from brand name to generic name.

Mixup of monthly/two monthly supply on the prescription (may affect 
comphance). Suggests to coordinate all drug supply to two-monthly supply. 
Mixup of monthly/two monthly supply on the prescription (may affect 
compliance). Suggests to coordinate all drug supply to two-monthly supply. 
Mixup of monthly/two monthly supply on the prescription (may affect 
compliance). Suggests to coordinate all drug supply to two-monthly supply. 
Suggests to reduce aspirin 300 mg to 75 mg, as the patient has asthma.
No dose, only asd. Suggests to write actual dose on the prescription.
No dose, only asd. Suggests to write actual dose on the prescription.
No dose, only asd. Suggests to write actual dose on the prescription. 
Mcxlified Release tablet should not be spht. Suggests review of dose.

Dose should be 100 ug, and not 50 ug for adult. Suggest review of dose. 
Letter from hospital gives exact dose, not "as directed". Suggests to change 
dose from asd to bd in right eye following hospital discharge.
No dose, only asd. Suggests to write actual dose on the prescription.
No dose, only asd. Suggests to write actual dose on the prescription.
Suggests bd dose of cimetidine and to stop gaviscon as patient is taking both 
medicines at present.
Change made to dose two years ago from bd to tds. Was this intentionally? 
Suggests to review this, as bd dosage should be sufficient for this Modified 
Release drug.
No dose, only asd. Suggests to write actual dose on the prescription.
Suggests to reduce strength of Betnovate to Betnovate 1:4 , as the patient is 
12 year old.
Suggests to reduce lormetazepam dose from 1 mg to 0.5 mg as the patient 
seems to be confused during day time. (Hang-over effect.)

xxxu

Your score - circle 
your response!
1 2 3 4 5 D
1 2 3 4 5 D
1 2 3 4 5 D

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5

1 2 3 4 5
1 2 3 4 5

1 2 3 4 5
1 2 3 4 5
1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

D

D

D

D
D
D
D
D

D
D

D
D
D

D

1 2 3 4 5 D
1 2 3 4 5 D

D



Gender Age Generic name or 
brand name

Unit dose Formulation 
in mg

Drug do 
in 24-hoi

21 male 34 cxxieine phosphate 60 tablets asd

22 female 85 lofepramine 70 tablets 2 night

23 male 77 amitriptyline 25 tablets 1 night
24 female 59 frusemide 40 tablets 2 momi
25 female 75 aspirin 300 dispersable tablets cxi

26 female 77 aspirin 300 dispersable tablets cxi

27 male 65 amiodarone 100 tablets cxi

28 female 59 aspirin 75 tablets 1 night

29 male 75 gaviscon hquid asd

30 female 68 paracetamol; co- 
dydramol

500 tablets 2 qds

31 female 62 ipratropium bromide.250 nebhser asd

32 female 62 diclofenac 50 tablets tds

33 male 88 transvasin cream cream asd

34 female 59 aspirin 75 tablets 1 night

35 male 54 tolbutamide 500 tablets tds

36 male 71 mucaine suspensicri suspension asd

Drug-related problem and intervention Your score - circle 
your response!
1 2 3 4 5Suggest review of dose with the patient, as the patient is taking 420 mg 1 2 3 4 5 D

codeine daily. This exceeds the maximum recommented dose of 240 mg.
Suggests to reduce Lofepremine 70 mg from 2 night to 1 night as dose is too 1 2 3 4 5 D
high for her age.
25 mg amitriptyline very low dose. Suggests to increase dose for better effect. 1 2 3 4 5 D
80 mg frusemide moming is high. Suggests to review of dose. 1 2 3 4 5 D
Suggests to reduce aspirin from 300mg to 75mg, as the patient has ulcer. 1 2 3 4 5 D
(Patient is also taking ranitidine.)
Suggests to reduce aspirin from 300mg to 75mg, as the patient is diabetic. 1 2 3 4 5 D
(Patient also has leg ulcer.)
Patient is also taking digoxin. Suggests to half digoxin dose while taking 1 2 3 4 5 D
amiodarone.
Patient is also taking warfarin. Suggests to review use of aspirin, as it 1 2 3 4 5 D
interacts with warfarin.
Suggests to take Gaviscon off repeat prescription, as it should not be 1 2 3 4 5 D
necessary when the patient is taking cimetidine.
Patient has both paracetamol and co-dydramol on repeat prescription. Is 1 2 3 4 5 D
patient aware the current double supply of paracetamol? Suggest to take 
paracetamol off repeat repcription.
Patient has double supply of ipratropium bromide, both generic and brand 1 2 3 4 5 D
name. Suggests to take brand name off repeat prescription.
Patient has double supply of diclofeaac; 50mg + 25 mg. Is it intended? 1 2 3 4 5 D
Suggest to contact patient to clarify what is to be taken, and take either off 
repeat prescription.
Suggests to take Transvasin cream off repeat prescription as the patient is 1 2 3 4 5 D
prescribed Intralgin gel and ibuprofen gel.
Suggest to call patient in for counselling, as patient is prescribed both aspirin 1 2 3 4 5 D
and warfarin.
The patient uses a lot less of tolbutamide than prescribed and the blcx)d 1 2 3 4 5 D
glucose level is found to be high. Suggest to call the patient in fcr monitoring 
and counselhng.
The patient's medical notes states that the patient should retum if he is not 1 2 3 4 5 D
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Gender Age Generic name or Unit dose Formulation
brand name in mg

37 female 68 trifluoroperazine 1 tablets bd

38 male 64 gaviscon hquid asd

39 female 67 metformin
hydrochloride

500 tablets od

40 female 17 beclomethasone .050 nasal spray asd

41

42

female 68 

female 29

43 male 72

44 female 60

45 female 77

46 male 78

47 female 77
48 female 36

49 male 82
50 female 49

ferrous sulphate 200 tablets

beclomethasone .250 aerosol inhalator

salbutamol/beclomet. 100 
hasone
ghclazide 80

simvastatin 10

ranitidine 300

labetolol 100
co-codamol 8
(contains codeine 
phosphate) 
lactulose
temazepam 10

aerosol inhalator

tablets

tablets

tablets

tablets
tablets

solution
capsules

Drug dose Drug-related problem and intervention Your score - circle
in 24-hours your response!

better. The drug has been on repeat prescription for long time. Suggest to call 
the patient in for counselling.
The patient takes only 1 mg od trifluoperazine while the dose prescribed is bdl 2 3 4 5 
Is this effective? Suggest to call the patient in for counselling.
Suggests to test patient for H.pyroli to avoid long term use of 1 2 3 4 5
cimetidine/Gaviscon.
Metformin is contraindicated in heartfailure, from which this patient suffers. 1 2 3 4 5 
Suggest to call the patient in for monitoring and counselling.
Increased risk of overdose of steroids when inhaler and nasal combined 1 2 3 4 5
(patient is on beclomethasone inhaler, 100 ug, asd). Suggest review of 
medication.

2 to be Questions rationale for long term iron use. (Patient has been on drug for morel 2 3 4 5
taken daily than a year). Suggest to caU the patient in for monitoring.
bd Steroid inhaler prescribed to patient but another prescribing doctor questions 1 2 3 4 5

whether she has asthma or panic attacks. Patient has not ordered salbutamol 
for quite some time. Has she got asthma? Could not find that PEF had been 
measured. Suggest to call the patient in for counselhng. 

asd Ventide inhaler not recommended by BNF. Suggest to call the patient in for 1 2 3 4 5
review and counselhng.

0.5 od Ghclazide not recommended in obese patients (Patient is obese). Suggests 1 2 3 4 5
metformin as a better alternative.

One every Pharmacist questions effect of alternate day dose interval of simvastatin. 1 2 3 4 5
other day Suggest review of medication.
1 night Suggests testing for H.pylori, as the patient has been on ranitidine for 6 years 1 2 3 4 5

for "heartburn".
od Patient has leg ulcer and diabetes. Suggests to stop labetolol. 1 2 3 4 5
2 qds Patiait is aleady prescribied 5 CNS-acting drugs at present. The pharmacist 1 2 3 4 5

suggests paracetamol instead of co-codamol as painkiher. (Pharmacist wants 
to reduce risk of addiction).

10 ml bd Suggests to increased supply of solution from 140 ml to 500 ml to fit dose. 1 2 3 4 5
asd Suggests to remove temazepam capsules from repeat prescription as they are 1 2 3 4 5

not available any more.
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Gender Age Generic name or Unit dose Formulation Drug dose Drug-related problem and intervention Your score - circle
brand name in mg in 24-hours your response!

51 female 72 thyroxine .100 tablets od Suggests to fit quantity of tablets to dose of medicine. 1 2 3 4 5 D
52 male 89 salbutamol 4 tablets tds Suggests salbutamol inhaler instead of tablets. (Patient is also prescribed 

ipratropium bromide inhaler.)
1 2 3 4 5 D

53 female 88 thyroxine 25 tablets 4 moming Suggests 100 ug given as one tablet instead of the prescribed 4 x 25 ug. 1 2 3 4 5 D
54 female 83 ferrous sulphate 200 tablets asd Medicine has not been ordered by patient for at least 6 months. Suggests to 

take medicine off repeat prescription.
1 2 3 4 5 D

55 male 67 aspirin 75 dispersable tablets od Patient was prescribed aspirin and ordred aspirin for one month supply, but 1 2 3 4 5 D

56 male 75 ipratropium bromide. 020 aerosol inhalator asd

57 female 84 paracetamol 500 tablets asd

58 female 66 ranitidine 150 tablets bd

59 female 51 oestrogens;
Prempak-C

1 tablets asd

60 male 72 salbutamol .100 aerosol inhalator asd

61 male 88 hydralazine 25 tablets qds

62 female 81 heparanoid ointment bd

63 male 88 quinidine 250 modified release 
tablets

bd

64 female 68 atenolol; Kaltai 50 capsules 1 moming

65 male 73 hsinopril 5 tablets bd

66 female 65 enalapril 10 tablets 2 od
67 male 54 aspirin 300 tablets 1 moming

the patient has never re-ordered medication. This was highhghted to the 
doctor.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 1 2 3 4 5 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Medicine has not been ordered by patiait for at least 6 months. Suggests to 1 2 3 4 5 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Medicine has not been ordered by patient for at least 6 months. Suggests to 
take medicine off repeat prescription.
Kalten is expensive drug. Suggests to change medicine to similar regime, but 
with generic drugs.
Suggests to prescribe 1 x 1 0  mg instead of 2 x 5 mg as this would be saving 
costs close to £7 per month.
Enalapril lOmg 2od should be changed to 20mg lod, as it would save money 
Suggests to change aspirin to Enteric Coated formulation as this has been 
requested by the patient. (Was not changed by the reception staff.)
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Gender Age Generic name or 
brand name

Unit dose Formulation 
in mg

Drug dose 
in 24-hours

68 male 23 carbamazepine 400 tablets bd

69 female 12 betamethasone
valerate

1 ointment bd

70 female 88 thyroxine 25 tablets 4 moming

71 female 89 aspirin 75 tablets od

72 female 58 aminophylhne 225 slow release 2bd

73 male 80 salbutamol .100 aerosol inhaler 
with volumatic

asd

74 female 66 ranitidine 150 tablets bd

75 male 75 isosorbide 20 mcxhfied release od

Drug-related problem and intervention Your score - circle
your response!

Suggests to change carbamazepine formulation to Modified release as this hasl 2 3 4 5 
been requested by the patient. (Was not changed by the repception staff.)
The patient ordered 1:4 strength of betamethasone, but 1:1 was issued by the 1 2 3 4 5
reception and signed by the doctor. Suggests to prescribe 1:4 as requested by
patient.

mononitrate tablets

requested by the patient. Problem highlighted to the GP.
The drug was not issued on the prescription form even though it was 
requested by the patient. Problem highhghted to the GP.
Suggests to introduce steroid inhaler instead of prescribing only 
aminophylhne. (Aminophylhne is overused by the patient).
Suggests to introduce breath activated inhaler as the patient's inhaler 
technique is reported to be poor.
The patient is prescribed both omeprazole (proton pump inhibitor) and 
ranitidine (H2 receptor antagonist), and both drugs should not be necessary. 
Suggests to remove ranitidine from repeat prescription.
The patient has angina pectoris and ischaemic heart disease. Suggests to 
introduce aspirin 75 mg od.

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3

1 2 3 4 5

D

D

D

D

D

D

D

D
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SECOND ROUND OF SCORING OF CLINICAL SIGNIFICANCE

Dear Doctor London, 23 September 1998

Thank you very much for taking the time and effort scoring the drug-related problems 
from our repeat prescription project.

Interesting results have already come out of the prehmiaary analysis. The drug-related 
problems now needs to be scored again to assure the reliability of the scoring, as 
described iu your previous letter.

Presented to you in this letter are the set of interventions you are farmhar with. What I 
am asking you to do, is to score the drug-related problems by their clinical significance. 
Please take note that it is your judgement o f the clinical significance o f the drug-related 
problems you are scoring. You are not expected to come up with a “solution” to the 
drug-related problems presented, although usually the intervention is also described in 
each case.

When completed, please retum the papers in the provided FREEPOST envelope, 
preferably within one week of receival. The responses wiU be treated anonymously, 
though they do contain a serial number in order to feed back your own response 
compared to the group response.

If you have any questions, please do not hesitate to contact me in my office on 
0171 753 5860.

Thank you for your time and your cooperation!

A book-voucher will be sent to you as soon as I have received your reply.

Yours sincerely

Anne Gerd Granâs
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APPENDIX Cl Guidelines for the drug/related consultations 

GUIDELINES FOR THE PHARMACIST ON COUNSELLING PATIENTS

Aim
To describe how the surgery based pharmacist consultation will take place.

The patient
The patient is sent from the GP consultation directly in to the pharmacist. The patient 
will bring the notes in to the pharmacist.

The patient wül be taking some kind of oral or inhalation medication. Dressings and 
syringes are not to be included.

The patient will be 18 years or older. There is no upper age limit.

Restrictions

The GP has the possibility to stop counselling from taking place in cases where the 
interference from a pharmacist and a researcher would be psychologically too 
disturbing, and in cases of terminal illness where he considers additional counselling 
inappropriate for the patient.

What should he counselled on

It is totally up to the pharmacist to use his professional knowledge to counsel the 
patients in areas he considers necessary. The pharmacist will record what he counselled:

advice given
practical demonstrations by him selves or the patient 
if the patient reported any problems connected to the use of the drugs 
if the patient reported experience of side effects
if the pharmacist identified any problems or side effects not reported by the 
patient.

The recorded information wül be passed on to the researcher.

Time
- ' /  j f

The consultation has not set time schedule. However/it no problems can be identified, 
the pharmacist should try to avoid unnecessary waste of the patients’ and his own time.

Preparation for domiciliary visit

The pharmacist wül ask the patient if he or she wül are willing to take part in a 
domiciliary visit by a researcher within the next tod weeks. If no, he wül record the 
reason. If yes, he wül send the patient on to me in the reception to make an appointment. 
The patient wül be told the interview is a survey on how they are doing with their 
medication and be asked to sign a consent form
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APPENDIX C2 Recording form for the drug-related consultations (Version 1)

PATIENT NUMBER  AGE__ GENDER: M F

DATE TIME IN _______

Any problems reported by the patient connected to the use of drugs 
No yes

Problems not reported by the patient identified by the pharmacist 
No yes

Reported experience of side effects 
No yes

Side effects not reported by the patient identified by the pharmacist 
No yes

Advice or information given 
No yes

Practical demonstrations by pharmacist 
No yes

Other comments 
No yes

TIME OUT

AGREED TO DOMICILIARY VISIT: YES NO DATE

xl



APPENDIX C3 Flow-chart of the pilot (for surgery staff)

PROJECT ON SURGERY BASED 
PHARMACIST COUNSELLING (PILOT)

® PATIENT REGISTER AS NORMAL IN THE
RECEPTION

I
(D GP SEES PATIENT

I
(D GP REFERS PATIENT TO PHARMACIST 
THE PATIENT BRINGS THE NOTES WITH 

HIM/HER TO THE PHARMACIST

I
®  PHARMACIST SEES PATIENT TO DISCUSS 
DRUG RELATED PROBLEMS IN MANAGER’S

OFFICE

I
® PHARMACIST REFERS PATIENT TO ANNE IN 
RECEPTION TO MAKE AN APPOINTMENT FOR 

AN INTERVIEW IN THE PATIENT’S HOME

I
® PHARMACIST BRINGS THE NOTES BACK TO 

RECEPTION AFTER HE HAS SEEN ALL THE
PATIENTS

I
® ANNE SEES PATIENT FOR AN INTERVIEW A

FEW DAYS LATER
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APPENDIX C4 Recording form for the GP referring patients

CRITERIAL FOR PATIENTS TO BE INCLUDED IN THE STUDY

• 18 years or older

• take some kind of oral or inhalation medication

• patients on dressings inly and patients on methadone programs are not to be 
included

RESTRICTIONS

The GP has the possibility not to refer in cases where

• the referral would be psychologically disturbing
• in cases of palliative care where counselling would be inappropriate

TELL THE PATIENT

There is a pharmacist/researcher next door that I would like you to see. 

If no, give reason. If yes, refer patient to pharmacist/researcher.

DATE DOCTOR

PATIENT
NUMBER

REFERRED TO 
PHARMACIST/RESEARCHER

IF NO, GIVE REASON

YES NO □ no medication Qunder 18 □ Medical reason

YES NO □ no medication ounder 18 □ Medical reason

YES NO □ no medication ounder 18 □ Medical reason

YES NO □ no medication üunder 18 □ Medical reason

YES NO □ no medication üunder 18 □ Medical reason

YES NO □ no medication üunder 18 □ Medical reason

YES NO Ü no medication üunder 18 □ Medical reason

YES NO Ü no medication üunder 18 ü Medical reason

YES NO Ü no medication üunder 18 ü Medical reason

YES NO Ü no medication üunder 18 □ Medical reason

YES NO Ü no medication üunder 18 □ Medical reason

YES NO Ü no medication üunder 18 □ Medical reason

YES NO Ü no medication üunder 18 □ Medical reason
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APPENDIX C5 Consent form for the doctor

WRITTEN CONSENT FORM

I agree that the researcher, Miss Anne Granas, can interview patients registered at 
Highbury Grange Health centre iu their homes as part of the study involving pharmacist 
lead counselling:

Signed_____________________________________  Date

Dr. A. Trosser, Highbury Grange Health Centre
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APPENDIX C6 Consent form for the patient

WRITTEN CONSENT FORM

I..........................................................................................................................................
(Patient’s full name)

hereby fuUy and freely consent that the researcher, Miss Anne Granas, can interview me 
in my home as part of the study on pharmacist lead counceUing.

-I understand that the study wiU involve an interview with the researcher in which she 
win visit me in my home.

-I understand that aU detail are confidential and wiU in no way affect any care I may 
require iu the future,

-I note that I may withdraw my consent at any stage in the study, and I acknowledge that 
the researcher has explained the nature and purpose of the research and I believe that I 
understand what is being proposed.

-I know that if I have any concerns or questions about the study, I can contact ;

ANNE GRANAs 

TELEPHONE 0171 383 7084

Signed by patient 
Date

Patient’s telephone number . 
(For arranging the interview)

I confirm that I have explained to the patient aU about the interview and the project 
details.

Signed by researcher. 
Date__________
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APPENDIX C7 Qualitative questionnaire

QUALITATIVE INTERVIEW WITH PATIENT 
INTERVIEW SCHEDULE

INTRODUCTION
-who I am
-who do I work for
-why were you in particular chosen
-why am I here
-OK to tape? Saves me taking notes.
Start with: Most people find these interviews interesting.

1. Now, first of all, would you like to tell me a little about yourself?

To build up some confidence and a good talking environment.

2. Now, what about the surgery, how do you feel ahout them?

WORRIES

3. Have you got any worries about your medicines?
What are your feelings on taking medicines?

I  want the patient to describe how he in general feels, his attitudes to medicines, and 
give some views on what his worries are caused by. This would lead the conversation 
on to trust, disease and information. In the end I  want to know how the patients see 
pharmacists in this complex picture.

Checklist
What are the worries the patients have caused by?
Does the patient feel that it is uncomfortable being “dependent” on drugs?
How often is a dose forgotten deliberately?
What triggers a patient decision to take less drugs? Is this trust-related?
What do you do if a drug is not doing you any good?
Does taking medicines make you think of yourself as ill?

TRUST 

4. How would you describe the trust you have in medicines?

Are the medicines you are taking doing you any good?
How do you feel when changes are being made to your medication?

Checklist
Why do some patients not stop taking drugs when they feel they are not beneficial for 
them?
Do patients trust the GP? How easy is it to ask for help?
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What do patients feel about changes beiug made to their drug treatment?
Do patients want to take part in this decision?
Is there a difference between the categories of health personal? If so, what are the 
differences?

I  do on purpose ask for “medicines”. Hopefully will the patient himself relate this to 
GP/nurse/pharmacist.

INFORMATION

5. What information would you prefer to receive about your medicines?

What kind of information, if any, do you want?
From whom do you want the information?
In what way do you want the mfbrmation presented?

Checklist

I want to study how patients deal with the information they receive:
-coping with disease by not reading information
-coping by not knowing too much
-how important is the disease for the patient?
-how many transfers the responsibility to somebody else?

Are these related to other life-issues as well? Empowerment issue.
Does too much information harm the GPS authority?
Why are patients not taking the drugs as prescribed?
an drug knowledge be connected to compliance? - and is it an empowerment issue?

With this question I  want to correlate information to trust, worries and how the patients 
sees his disease.

PATIENTS AND DISEASE

6. Now, your iUuess, how do you feel ahout it?

With this question I  want to dip into the empowerment issue. I  hope that the patient will 
tell me something about how he sees himself put some perspective on the disease, give 
me some o f his life philosophy, describe to me if  he is a typical worrier or if  he’ll rather 
not think about his disease etc. Hopefully an exploring question.

PHARMACISTS

7. I want you to tell me what you think ahout pharmacists, or chemists as they 
are also called.

How do you see the pharmacist?
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What do you expect from a pharmacist.
What would you not ask the pharmacist about?
What service do you expect from a pharmacy?
Would you hke to change your pharmacy?
Does the pharmacist influence your attitude to your medicines? Disease? Side effects?

Study patients' perception o f a pharmacist, what they do, i f  they think they can be used 
fo r  other roles that just dispensing.

For the ones that have had a surgery based pharmacist consultation.

8. You have recently been to seen doctor X. Could you tell me a bit ahout it?

Checkhst
Was it different to previous visits?

9. You also had a cousultatiou with a pharmacist, how was that?

What did you talk about?
Did he give you any advise or information?
Was the pharmacist consultation something you would Hke to be a regular event?
Has it changed how you think about medicines?

Checklist
Any differences to previous visits.
Pros and cons of a pharmacist consultation.

10. ANYTHING YOU WANT TO ADD

Last information from patient.
Thankyou, and goodbye.
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APPENDIX C8 Recording form for the drug-related consultation (Version 2)

PATIENT NUMBER________  DATE_________  PHARMACIST_______

RECORDS:

xlviii



The effect of pharmaceutical review of 
repeat prescriptions in general practice
ANNE GERD GRANAS and IAN BATES

O bjectives — To investigate how a community pharmacist can affect the quality 
of repeat prescribing, and to develop a model for general practitioner (GP) and 
pharmacist co-operation.
M ethods — Repeat prescriptions with three or more items were reviewed by a 
community pharmacist and randomly allocated to a trial or control group. Drug- 
related problems (DRPs) were discussed at joint meetings with the GP and the 
pharmacist. A modified Delphi technique was used to evaluate the clinical 
significance of the DRPs identified by the pharmacist.
Setting — The repeat prescription review and meetings took place in a GP 
surgery in an inner city location between November, 1995, and October, 1997. 
Key findings — The pharmacist reviewed 511 repeat prescriptions, representing 
3,018 prescribed items. Ninety repeat prescriptions (36.3 per cent) in the trial 
group and 86 repeat prescriptions (34.1 per cent) in the control group were 
identified as having DRPs. The GP agreed with 92.3 per cent of the interventions 
in the trial group, while only 12.8 per cent of the interventions in the control 
group were routinely resolved by the GP. The difference in interventions dealt 
with between the trial and the control group is statistically significant (%^=94.14, 
f <0.001). The absolute risk reduction (ARR) was 26 per cent, and the 
prescription number needed to treat (NNT) was 3.8. For every 19 prescriptions 
reviewed, an intervention that results, or potentially results, in clinical 
improvement in patient care was made by the pharmacist.
Conclusion — The pharmacist significantly reduced the number of DRPs 
associated with repeat prescriptions compared with routine surgery procedure. 
Pharmacist review of repeat prescriptions is an effective method of solving DRPs, 
reducing risk and making significant clinical improvements to patient care.

REPEAT prescribing is a common and practical 
way to prescribe medication for patients with 
chronic conditions. It has been estimated that a 
tive-partner surgery would have to employ an 
additional doctor if all repeat prescriptions re
quired a new medical consultation.' However, 
Zermansky- found that 72 per cent of repeat pre
scriptions showed no evidejice of having been re
viewed by a doctor in the previous 15 months.

A repeat prescription has been variously de
fined as: a prescription issued without a consul
tation,-* the subsequent issue of a prescription 
with or without a consultation,'* prescriptions is
sued without a consultation to patients on long
term treatment,^ or those printed by the practice 
computer from its repeat prescribing pro
gramme.-'* In this study, the last definition was 
considered most appropriate. Only items under 
the “repeat section” were printed as request- 
forms for the patients and used for consecutive 
requests of repeat medication.

The extent of repeat prescribing is not exactly 
known, partly because the definition varies be

tween different studies and partly because GPs 
are not required to differentiate between new  
and repeat items on the prescription form. In 
1982, Drury ’̂ reviewed the repeat prescribing lit
erature and found that the proportion of repeat 
prescriptions was increasing.Jn a a multi-prac
tice study in 1996, Harris and Dajda*  ̂ found that 
repeat prescriptions accounted for 75 per cent of 
all prescribed items issued and 81 per cent of pre
scribing costs, and that 48 per cent of all patients 
were receiving repeat prescriptions. Davidson et 
al  ̂ found that 30 per cent of prescription items 
were repeats, which accounted for 32 per cent of 
the costs. Repeat prescriptions comprise at least 
two-thirds of all general practice prescriptions, 
and represent four-fifths of the total prescribing 
costs.-* The extent of repeat prescribing ranges 
from 30 to 75 per cent and the costs from 32 to 
80 per cent, according to these studies.

In 1996, the net ingredient cost of all pre
scriptions was £4bn in England*' and an estimat
ed £3.2bn was spent on repeat prescriptions. The 
National Audit Office recognises the problem of
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cnch estimate being dependent of the definition 
chosen ’ and encourages health authorities to car
ry out more research into the extent of repeat 
prescribing and to improve the control and re
view of repeat prescribing.

Signing of the repeat prescriptions is usually 
completed between finishing morning surgery 
and going on domiciliary visits. This is a time 
when the doctor is naturally ready for a break 
and may not have the opportunity to review the 
patients’ prescription requirements. This increas
es the possibility of over-prescribing. There may 
be increased costs and prescribing errors are 
more likely to be made.'"

The likelihood of patients continuing to take 
medication meant for the short-term increases 
when prescriptions are not reviewed by a GP on 
a regular basis.^ Most general practices have 
computers to issue repeat prescriptions. Printing 
of repeat prescriptions by the computer makes it 
less likely that the doctor will spend time criti
cally thinking about each prescription. How well 
information technology is managed has added a 
new element to the quality of repeat prescribing.'

It is recognised that a practice must control its 
prescribing system properly and keep control of 
the medical areas requiring regular review. Zcr- 
mansky- found that the most disturbing short
comings of repeat prescribing lay within the 
doctor’s domain and that much of repeat pre
scribing seemed to be under inadequate medical 
control. Further, he found that repeat prescrib
ing was wasteful, inefficient and potentially dan
gerous. The need for a more strict control of 
regular medication review requires time and is 
expensive. Furber" raised a critical issue about 
repeat prescribing review, arguing that even 
though the cost of prescribing was high, it was 
not certain how much was unjustified, inappro
priate or wasteful.

Several studies have investigated how commu
nity pharmacists can liaise with GPs through 
working with repeat prescriptions.'^-'^ This, to
gether with the 1986 Nuffield inquiry report-" 
and the subsequent 1992 Department of Health 
and Royal Pharmaceutical Society of Great 
Hritain joint working party report,-' encourages 
pharmacists to integrate as members of the pri
mary health care team.

Sykes et described how a pharmacist fa
cilitator recommended change to repeat pre
scription medicines and was proved successful in 
doing so. They suggested that a local pharmacist 
may have advantages of already being familiar 
with patients’ medication histories and over-the- 
counter preparations. Indeed, they may have 
background knowledge of factors contributing 
to compliance problems. They concluded that re
peat prescription systems must be reviewed on a 
regular basis, and that the time required to in
troduce such programmes is considerable.

The problems with repeat prescriptions are 
well documented--^’ and further co-operation be

tween health professionals is encouraged to tack
le these. However, the projects so far have been 
of short duration, based on little direct contact 
between the two professions or focused on re
stricted therapeutic areas. Some have been mul
ti-centre studies involving high numbers of GPs 
and community pharmacists. These have been 
particularly focused around short meetings and 
key message transfer for targeted therapeutic ar
eas. None of these projects has lasted long 
enough to describe an everyday routine of repeat 
prescription review.

The general aim of this study was to investi
gate a community pharmacist’s potential in im
proving the quality of repeat prescribing to a 
patient population through prescription review, 
in addition, the design of the study allowed the 
effect of a community pharmacist reviewing re
peat prescriptions to be measured. This was 
achieved through validating the collaboration 
between the GP and the community pharmacist 
in the GP surgery. The pharmaceutical inter
ventions made were externally validated on the 
basis of clinical significance.

Method

The project was conducted over a two — year 
period in a GP practice surgery with two GPs in 
an inner city location. Family planning and asth
ma clinics were provided by two nurses at the 
surgery. The area is traditionally a working class 
area with a high proportion of elderly patients 
but, in recent years, young professionals and 
families have moved into the area. About 4,000  
patients were registered at the surgery and three 
community pharmacies were within walking dis
tance.

Initial meetings were held between the health 
authority, the GP, the community pharmacist 
and the main investigator. The surgery reception 
staff were reassured that the community phar
macist would not act as a monitor of the recep
tion staff. The pharmacist visited the surgery 
once or twice a week (69 days throughout the 
study), on varying days of the week. For practi
cal reasons, evaluated review sessions did not 
take place during major holiday periods.

The main investigator was present at all the re
view sessions to record the interventions made by 
the community pharmacist. The community 
pharmacist had free access to the medical notes, 
the surgery computer and reviewed all repeat 
prescriptions with three or more items on the day 
they were written. This review took place before 
the routine review and signing by the GP.

Using random number tables, the repeat pre
scriptions were randomly assigned to a trial or 
control group by the main investigator. This ran
domisation process was carried out after the 
community pharmacist had identified any drug- 
related problems (DRPs) to avoid any bias. All 
prescriptions were reviewed, all DRPs recorded.
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and the trial group prescriptions forwarded for 
action, as discussed below.

The information collected throughout the 
study included: patient’s surgery identification 
number, date of review and intervention, pre
scribed medication, dose, strength, dose instruc
tion, the DRP, the pharmacist’s interventions, 
and the final outcome of the discussion of the 
DRP with the GP.

The findings were coded and entered on a data 
base by the main investigator. N o names or ad
dresses were held on computer files.

We chose a wide definition of DRPs, ie, any 
problem with the prescribed medication that the 
community pharmacist considered was not good 
prescribing practice. This wide definition was 
chosen to explore the full range of DRPs with re
peat prescribing, and to explore the full poten
tial of a community pharmacist review. The 
community pharmacist would, in some cases, 
identify a DRP that needed immediate attention 
from the GP. These prescriptions were high
lighted or discussed with the GP immediately and 
were not randomised, as it would be unethical to 
leave the DRP unresolved at that point.

Meetings with the GP and the community 
pharmacist took place weekly or two-weekly and 
lasted from 30 minutes to about an hour. The 
DRPs were discussed with the GP at the earliest 
convenient meeting —  the trial group prescrip
tions at the meeting following the identification 
of a DRP and the control group prescriptions af
ter a minimum time interval of one consecutive 
issue of the repeat prescription. After the set in
terval had passed, and the patients had received 
another issue of the repeat prescriptions, the 
main investigator recorded any interventions 
that had been made to the control cohort. In this 
way, it was possible to compare the community 
pharmacist interventions with those of the GP. 
The control group served as a measure of the ac
tual effect the community pharmacist review had 
compared with normal surgery procedures.

Any remaining DRPs that the GP had not iden
tified were discussed after the set time interval 
and the final outcome recorded. To avoid any 
bias during the meetings, it was not pointed out 
to the GP or the pharmacist whether the pre
scription was in the trial or control group. The 
GP could either “agree” or “disagree” with the 
suggested interventions. In a few cases, although 
the GP agreed, the intervention was not actioned 
due to special patient circumstances. This cate
gory was recorded as a “conditional agreement”.

To investigate the clinical impact that the com
munity pharmacist had on repeat prescribing 
quality, the interventions were scored for their 
clinical significance. Consensus methods can be 
used to establish agreement in areas of uncer
tainty such as clinical treatment or health policy 
where definite evidence about effectiveness and 
appropriateness of health care interventions is 
needed.--’-̂  In this study, the recorded interven

tions were scored on clinical significance using a 
modified Delphi method.

A stratified sample of 75 DRPs representing all 
different categories were selected. Five scoring 
categories were developed from Eadon-"* and an 
additional scoring alternative for “disagree
ment” was added after piloting the question
naire. The information presented with each 
scenario included: relevant clinical details, age, 
gender, generic drug name, strength, dose, brand 
name, and a description of the DRP and the in
tervention suggested by the community pharma
cist. The scoring categories are described in 
Table 1.

To conduct the Delphi method, two health 
centres local to the study surgery were recruited. 
The questionnaire with representative samples of 
DRPs were mailed to 10 GPs together with prc- 
addressed envelopes. The same questionnaire 
was mailed out three months later for the pur
pose of testing reliability of the scoring process. 
The reliability of the scorers was tested using a 
Wilcoxon matched-pairs signed-rank test. This 
test was used to determine if the rated clinical 
significance of each scenario from each GP was 
similar in the first and the second scoring round, 
and incorporates information about the magni
tude of the differences in scores. After confirm
ing the reliability and validity of the scoring from 
the GP judges, all interventions identified by the 
community pharmacist during the study were 
retrospectively scored based on these representa
tive cases.

Results

The effect o f the repeat prescription review We 
expected that some patients would be reviewed 
more than once because repeat prescriptions 
were usually issued for four weeks and the com 
munity pharmacist visited the surgey on 69 dif
ferent days. All consecutive issues of a repeat 
prescription were regarded as new prescription 
issues and were treated as independent events. 
The community pharmacist reviewed a total of 
511 repeat prescriptions with a total of 3,018  
items (Table 2). Drug-related problems (DRPs) 
were identified with 187 of the repeat prescrip
tions, giving a repeat prescription intervention 
ratio of 0.37.

The median number of prescribed items was 
five, ranging from three to 27 for the 511 repeat 
prescriptions. The median patient age was 65 
years, with a range from one to 102 years; 62 per 
cent were female, Of the 511 prescriptions, 248  
(48.5 per cent) were assigned to the trial group, 
and 252 (49.3 per cent) to the control group as 
displayed in Table 2. Additionally, 11(2.2 per 
cent) were not randomised because the DRPs 
were considered by the pharmacist to need im
mediate attention.

The 511 repeat prescriptions represented 285 
patients. They had their repeat prescriptions re-
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T ab le  1: Scoring categories used by the judging  G Ps fo r scoring  o f clinical significance
Score Category

Score 1 Drug-related problem is of little or no clinical significance to patient care
Score 2 Drug-related problem is significant, but does not lead to a direct clinical improvement

in patient care
Score 3 Drug-related problem is significant and potentially results in a clinical improvement in patient care
Score 4 Drug-related problem is significant and results in a clinical improvement in patient care
Score 5 Intervention is potentially lifesaving
Score “D ” Disagree with the intervention, independent of the significance of the drug-related problem

Tabic 2: Prescription and item statistics

Prescription
category

Repeat
prescriptions

Repeat 
prescriptions 
with DRPs

Total items Items with 
DRPs

MRF of 
DRPs

Trial 248 90 1,479 164 188
Control 252 86 , 1,454 144 179
Sub-total 500 176 2933 308 367
Acute (non
randomised) I I 11 85 15 21
Total 511 187 3,018 323 388

MKr=IVIiiltiplc- resp on se frec|iieney. O n e item  eoiilij have m o re  than o n e  D R P

viewed on a range of one to six different occa
sions. It was therefore possible for the commu
nity pharmacist to identify a DRP with one 
patient’s repeat prescription on several review 
occasions. Of the 511 repeat prescriptions, 285  
(55.8 per cent) were reviewed once, 137 (26.8 
per cent) twice, 58 (11.4 per cent) three times, 
and 20 (3.9 per cent) four times. The remaining 
fifth and sixth reviews (11 repeat prescriptions) 
contributed of 2.2 per cent of the total.

The intervention ratio for the first, second, 
third and fourth repeat prescription review was 
0,40, 0.31, 0.38, and 0.35, respectively. The 
mean intervention-ratio for these subsequent 
prescription reviews, which were conducted in
dependently, was 0.36. Repeat prescriptions re
viewed previously would be expected to have 
fewer DRPs identified at any later review occa
sion. However, a statistically significant decline 
because of previous reviews was not observed 
(%:=3.75, p>0.05).

Investigating the review statistics on a patient 
based denominator, as mentioned above, the 511 
repeat prescriptions represented 285 different 
patients. There was no intervention for 128 (44.9 
per cent) patients, interventions were made once 
for 127 (44.6 per cent) patients, twice for 26 (9.1 
per cent) patients and three times for four (1.4 
per cent) patients. In total, 157 patients had 
DRPs, giving an overall patient intervention ra
tio of 55 per cent. This showed that during the 
two years that the pharmacist reviewed pre
scriptions, 55 per cent of the reviewed patients 
received pharmaceutical intervention at some 
point.

Ninety (36.3 per cent) repeat prescriptions in 
the trial group and 86 (34.1 per cent) repeat pre
scriptions in the control group were identified to 
have DRPs (Table 2). To measure the effect of 
community pharmacist review vs the routine re
view by the GP, the results of the trial and the 
control group were compared (Table 3). The re-

Tabic .3: Prescription-based 
(n=176)

analysis comparing trial and control group

Trial Control Total
Intervention actioned 77 (85.6%) 11 (12.8%) 88
Intervention nor actioned 13 (14.4%) 75 (87.2%) 88
Total 90 86 176

(X-=93.14, P<().001)

suits are based on the repeat prescription as the 
case definition.

The GP agreed to action 85.6 per cent (77) of 
the interventions in the trial group, compared 
with 12.8 per cent (11) routinely identified and 
actioned by the GP in the control group. The dif
ference between the trial and the control group 
is statistically significant (%-=93.14, P<0.001).

The repeat prescriptions in the control cohort 
were followed-up after a set time interval be
cause it would be unethical to leave the identi
fied DRP unresolved. Also, it was then possible 
to compare the two groups for any un predicted 
differences (Table 4). After the ethical follow-up, 
the GP’s disagreement with the interventions was 
compared and no significant difference was 
found between the trial and the control groups 
(%2=0.74, P=0.39).

The difference between the trial and the con
trol group can be expressed as absolute risk re
duction (ARR), _ic, the difference between the 
proportion of interventions in the trial group and 
the control group. The effect of the pharmacist 
prescription review can then be expressed as the 
number needed to treat (NNT), the inverse of 
ARR.

When GP agreement and action on the inter
vention is taken into consideration, the ARR is 
26 per cent and the N N T  is 3.8 prescriptions. For 
the repeat prescription review, this shows that 
for every 3.8 prescriptions reviewed by the com
munity pharmacist, a DRP is identified and pre
vented (Table 5).

The overall proportion of interventions acted

D E cr.M B FR  1999, T h e  I n t e r n a t i o n a l  J o u r n a l  o f  P h a r m a c y  P r a c t i c e 267



Tabic 4 : 1’rcscription-bascd analysis 
(n=176)

comparing trial and control group after ethical follow-up of control cohort

Trial Control Total

Aj;rcciiicnt (both actioned agreement
and conditional agreement) S3 (92.2%) 76 (88.4%) 159 (90.3%)

Intervention not agreed to 7 (7.8%) 10(11.6% ) 17(9 .7% )
Total 90 86 176

(%:=0.74, i’=0.3y)

Table 5: The effect of repeat prescription review by the pharmacist

Overall effect The effect of repeat prescription review according to the
clinical si.miificance scoriiva categories

Categories 1 and 2 Categories 3 and 4 Category 4

ARR 26.0% 20.9% 5.3% 1.1%
N N T 3.8 4.8 19 95

A ll va lu es arc ad ju sted  ft>r G l’ d isa ijrcciiic iit in th e  co n tro l group ( 11 .6  per cent)

Table 6: Outcom e of DRP after discussing intervention with GP — prescription based analysis (n=176)

Intervention actioned Intervention not actioned
Agree Resolved by GP in 

the control eroup
Conditional
aureement

Disagree Total

Trial
Control
Total

77 (85.6%) 
48 (55.8%) 
125 (71%)

N ot applicable 
11 (12.8%)
11 (6.3%)

6 (6.7%) 
17(19.8% ) 
23 (13.1%)

7 (7.8% ) 90 
10 (11 .6% ) 86 
17 (9 .7% ) 176

Interventions actioned: 136 (77.3%) Interventions not actioned: 40 (22.7%)

Table 7: BNF categories for medicines with DRPs

BNF category Percentage 
of medicines 
with DRPs (n=308)

Per cent of prescribed 
repeat prescriptions 
in the surgery

Gastrointestinal system 8.4 6.9
Cardiovascular system 17.2 27.7
Respiratory system 16.2 15.8
Central nervous system 17.5 17.0
Infections 2.6 1.1
Endocrine system 4.2 7.9
Obstetrics, gynaecology and urinary tract 0.4 2.7
M alignant disease and immunosuppression 0.6 0.1
Nutrition and blood 3.6 3.9
Musculoskeletal and joint diseases 7.5 6.5
Eye 1.7 1.6
Ear, nose and oropharynx 
Skin

1.9 1.0
18.2 6.4

Borderline substances 0.0 1.3
Total 100 100

upon was 77 per cent and gives an indication of 
the acceptability of the interventions suggested 
by the community pharmacist. This figure in
cludes the interventions where the GP agreed to 
action the interventions and where interventions 
were resolved by the GP in the control group but 
excludes the interventions of conditional agree
ment or disagreement (Table 6). The interven
tions not actioned were because of special patient 
circumstances, ie, where any change in medica
tion would be inappropriate, where the GP had 
previously tried to change or alter the prescrip
tion or where the GP disagreed with the inter
vention.

Medicines and extent of repeat prescribing Re
peat items accounted for over half of the pre
scribed items in the surgery, ie, 54.4 per cent and 
51.3 per cent for 1996 and 1997, respectively.

The 176 repeat prescriptions intervened on by 
the community pharmacist in the trial and the 
control group represented 308 prescribed items 
with DRPs (Table 2).

The DRPs were classified according to British 
National Formulary categories. The repeat pre
scriptions issued in the surgery were also classi
fied in this way and the results, expressed as 
percentages, are shown in Table 7.

DRPs were found to be most common in the 
categories of skin (18.2 per cent), the central ner
vous system (17.5 per cent), the cardiovascular 
system (17.2 per cent) and the respiratory system 
(16.2 per cent). In the surgery, the most com 
monly prescribed repeat medicines were from the 
cardiovascular system (27.7 per cent), the CNS 
(17.0 per cent), the respiratory system (15.8 per 
cent) and endocrine system (7.9 per cent) cate
gories [1997 frequencies].
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T ab ic  8: D escrip tion  o f  categories o f D R l’s
Category label Description of DRP categories

Metlieiiic removed from repeat 
prescription

Dose alteration

Monitoring or counselling

Contraindicated or clinically 
inappropriate prescribing

Double supply

Period of supply

Other formulation or administration 
route

Adding a medicine

Change quantity to fit dose

Cost-related

Generic substitution 
Drug interactions 
Reception related mistake

Suggested removal from the repeat prescription of medicines that had 
not been ordered for six months or more , so that patients had to 
request them in particular if they were to be started again 
Changing the dose, either a reduction o r an increase in the prescribed 
dose
Where patients needed screening or clarification as to what medicines are 
for or how they should be taken
Where the medicines were contraindicated, or where the medicines 
prescribed clinically were not rational
Patient prescribed two supplies containing the same active ingredient, 
either both brand and generic, o r combination-drugs and the drug on its 
own
Period of medicine supply synchronised for all medicines prescribed on 
repeat prescriptions
Another formulation of medicines was suggested, such as modified 
release instead of regular tablets, and a change in route of administration 
such as a change from oral to inhalation
Cases where the pharmacist suggested adding a specific medicine to the 
repeat prescription
The quantity of the medicine in the given dose prescribed did not 
correspond to the am ount of dose units prescribed 
Drugs where the pharmacist considered the cost to be excessive 
compared with the benefit of the medication, and where cheaper 
alternatives were available 
Changing the prescribed brand to the generic drug 
Interaction between two or more of the prescribed drugs 
Reception related incidents identified by the pharmacist

Table 9: Frequency of DRPs within each category — based on multiple response frequencies (n=367)

Category label of DRPs Count Percentage of 
responses

Percentage of 
cases

Medicine removed from repent prescription 177 48.2 57.5
Dose alteration 53 14.4 17.2
Monitoring or counselling 40 10.9 13
Contraindicated or clinically inappropriate prescribing 26 7.1 8.4
Double supply 24 6.5 7.8
Period of supply 16 4.4 5.2
O ther formulation or administration route 12 3.3 3.9
Adding a medicine 8 4 2.6
Change quantity to fit dose 4 1.1 1.3
Cost-related 4 1.1 1.3
Generic substitution 3 0.8 1
Total 367 100 119.2

The sharpest contrast between the most com
monly prescribed BNF categories and the cate
gories in which DRPs occurred was observed for 
the category of skin. This category contributed 
to 18.2 per cent of the DRPs but represented 6.4 
per cent of the prescribed drugs.

Investigation of the variety of DRPs The com
munity pharmacist intervened on a wide range of 
medication. This is reflected in a range of differ
ent categories of DRPs. The main investigator 
categorised the DRPs identified by the commu
nity pharmacist. In addition, another three re
searchers categorised the same set of DRPs to 
check for reliability. A full description of the dif
ferent categories of DRPs is displayed in Table 8.

One prescribed item or medicine represents 
one case for analysis. However, one case could 
have more than one DRP. For instance, the phar
macist could suggest a dose alteration but also 
suggest that the patient should be called in for 
monitoring and counselling. Multiple response 
frequencies were used to display the variety of

DRPs, and the 308 medicines represented 367 
observed DRPs (Table 9).

Removal of a medicine from the repeat pre
scription was the most frequent DRP (48.2 per 
cent). Since the surgery introduced computers in 
1995, no system had been implemented to sys
tematically remove items or to question why 
medicines were not ordered any more. Therefore, 
a patient would often receive a request-form list
ing a variety of medicines they had either been 
asked to stop, or had stopped themselves.

The second most frequent DRP was dose al
teration, contributing 14.4 per cent of the total. 
Examples in this category included reduction in 
the dose of aspirin or diuretics, or increase in the 
dose of antidepressant medicines. Monitoring or 
counselling (10.9 per cent) was suggested by the 
community pharmacist if the patient had either 
stopped ordering medicines or did not comply to 
with optimal treatment. Medicines found to be 
contraindicated or clinically inappropriate ac
counted for 7.1 per cent of the DRPs. Also, 6.5 
per cent of the DRPs were prescriptions for dou
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Tabic 10: Clinical significance scores according to categories of interventions — 
DRPs and five GPs

based on 75 intervention cases with

Categories o f DRPs Median Valid scores Scoring category

Adding a medicine 4 14 Score 4
Drug interaction 4 9 DRP is significant and results
M onitoring or counselling 4 24 in a clinical improvement in

patient care

Contraindicated or clinically inappropriate Score 3
prescribing 3 49 DRP is significant and

Reception related mistake 3 24 potentially results in a clinical
Dose alteration 3 85 improvement in patient care
Double supply 3 20
Period of supply 3 12

Change of quantity, formulation or route Score 2
of adm inistration 2 25 DRP is significant, but does not
Medicine removed from repeat prescription 2 42 lead to a direct clinical

improvement in patient care

Cost-related 1 15 Score 1
Generic substitution 1 15 DRP is of little or no clinical

significance to patient care

ble supplies of medicines. All remaining cate
gories of DRPs, although important, constituted 
12.9 per cent of the total. There were no obvi
ous trends throughout the study in the types of 
DRPs identified.

Clinical significance of the interventions A rep
resentative sample of 75 DRPs was selected from 
the 388 DRPs identified in the trial, the control 
and the non-randomised prescription categories. 
The sample represented all different categories of 
DRP (Table 8). The scoring categories are dis
played in Table 1.

The response rate from the contacted GPs was 
80 per cent (8/10) for the first scoring round, and 
10() per cent (8/8) for the second scoring round.

The outcome of the Wilcoxon matched-pairs 
signed-ranks test eliminated three of the eight 
GPs as not being reliable from the first to the sec
ond scoring round (P<0.05). The first scoring 
round of the remaining five GPs was used for the 
main analysis. The median score within each cat
egory of DRP was calculated, and chosen to be 
representative of that category. Using the medi
an score within each category of DRPs as repre
sentative of a whole category of DRP, a top score 
of “5 ” (intervention is potentially lifesaving) was 
not found as the median for any whole category 
of DRP. This method of assigning category 
scores to the DRPs reflects a possible underesti
mation o f assigning clinical significance. This 
should be kept in mind when considering the 
ARR and N N T  for clinically significant inter
ventions (Table 5). The categories of DRPs are 
arranged in descending order of clinical signifi
cance in Table 10.

The 11 patients in the acute (non-randomised) 
group which were deemed to require immediate 
attention from the GP were not included in the 
ARR and N N T  calculations. Examples of these 
non-randomised cases include instances of over

dosage of fluoxetine or clinically important in
teractions such as concurrent prescribing of war
farin and aspirin. However, if they were 
included, they would have contributed in the up
per range of the scoring categories (3 and 4) and 
increased the absolute risk reduction and hence 
the effectiveness of pharmaceutical intervention 
at the prescribing stage.

Discussion

Discussion o f the method The pharmaceutical re
view of repeat prescriptions was a comprehen
sive process, taking into account the patients’ 
medical notes, history of past and present medi
cation, and a review of the appropriateness of 
prescribing as a whole. Medication from all ther
apeutic areas was reviewed with no pre-set agen
da. In this way, the study aimed to be as close to 
the “real world” as possible. The study design 
utilises the community pharmacist’s full range of 
clinical and pharmaceutical knowledge.

Co-operation can take many forms and can 
vary from sporadic telephone contact to highly 
structured consultations.^'’ Our study aimed to 
be a realistic model of primary health care co
operation, reflecting the DRPs a community 
pharmacist can identify in general practice. 
Whereas other studies have focused on restrict
ed areas of prescribing, a general approach like 
ours required professionals to discuss and solve 
a whole range of DRPs from different therapeu
tic areas. The community pharmacist’s and the 
GP’s abilities to collaborate and draw on each 
others knowledge and experience was tested to 
their full extent.

During the regular joint meetings, neither the 
community pharmacist nor the GP knew if the 
DRPs under discussion were from the trial or the 
control group. This blinding did not seem to 
cause any practical problems, as both profes-

2 7 0 T h e  I n t e r n a t i o n a l  J o u r n a l  o f  P h a r m a c y  P r a c t i c e , D e c e m b e r  199 9



sionnls were totally focused on solving the DRPs, 
and paid less attention to the logistics. Once a 
decision was reached, any changes were imme
diately noted on the computer medical records 
and, where appropriate, the GP would dictate a 
patient letter. Emphasis was put on resolving 
problems during the meetings, so that neither the 
pharmacist or GP would have to work out of 
hours.

If a DRP identified with a patient’s repeat pre
scription was not agreed by the GP, there could 
still be another DRP with that particular patient 
that was agreed by the GP. As a result, calling 
attention to that patient’s medication could have 
a "positive” outcome as well as a “negative” out- 
ch)ine.''*’'‘̂ We argue that, overall, the outcome of 
the community pharmacist review was positive 
and this was used in the analysis where pre
scriptions rather than items were the denomina
tor.

The method for randomisation was followed 
systematically, unless the community pharma
cist considered the severity of the DRPs required 
immediate attention from the GP. Initially, this 
was thought to be a problem, but the “acute” 
DRPs stood out as the ones that the pharmacist 
would intuitively refer directly to the GP.

The study focused on repeat prescriptions with 
three or more items. The minimum number of 
items was low compared with other intervention 
studies involving repeat prescription review. 
However, we still found that pharmaceutical in
tervention was needed. We would expect that the 
number of DRPs related to polypharmacy would 
be lower than those found in other studies.

The GP knew that the repeat prescriptions 
were being reviewed by the pharmacist so he 
might have performed a more thorough review 
than normal, leading to identification of more 
DRPs than usual in the control group. This pos
sible bias was not taken into account during 
analysis. The results therefore reflect the mini
mum level of expected benefit.

Discussion of results There have been previous 
studies involving community pharmacist in re
peat prescription review. What makes this study 
unique is the study design, in which the absolute 
effect of having a pharmacist to review repeat 
prescriptions was measured. Taking the GP’s 
agreement of the interventions into account, the 
community pharmacist reduced the absolute risk 
of a DRP by 26 per cent. For every 3.8 repeat 
prescriptions reviewed by the community phar
macist, a DRP was prevented.

Because each repeat prescription issued was 
counted as a new prescription, prescriptions 
were reviewed and interventions were made on 
more than one occasion. The repeated review of 
the same patients was studied by comparing the 
intervention ratio for the consecutive review oc
casions. Surprisingly, this was stable. We had ex
pected the intervention ratio to drop with

repeated review of the same patient’s repeat pre
scription. It would perhaps be expected that pa
tients who already had DRPs resolved with their 
repeat prescription would not have new DRPs 
emerging. Since this was not the case, we argue 
that there is a need for regular repeat prescrip
tion review, and not just a one-off service. In ad
dition, with 55 per cent of the patients receiving 
pharmaceutical intervention at some point, there 
is evidence of the need for continuous repeat pre
scription review. One possible reason for the sta
ble intervention ratio could be that patients 
receiving repeat prescriptions are not as static as 
the repeat prescription system requires. Patients’ 
compliance is known to vary,^  ̂ they hoard, or 
take less or more than is prescribed,-^ they go to 
hospital where medicines are stopped or initiat
ed, the information is not satisfactorily trans
ferred back to their GP,-* or the regimens are 
excessively complex.-^

The overall agreement and actioning ratio was 
77 per cent and is similar to the actioning ratio 
of 69 per cent found by Sykes et al,^  ̂ but con
siderable higher than the 32 per cent found by 
Goldstein et a\y^ This may be due to the design 
of the study where the GP and the pharmacist 
had regular meetings in which they developed a 
working relationship over time which is not the 
case in the short term, key message, projects. The 
overall prescription intervention rate of 36.6 per 
cent and the actioning ratio of 77 per cent shows 
that the pharmacist identified appropriate DRPs 
that were acted upon.

Table 7 compares the prescribed repeat 
medicines in the surgery in terms of BNF cate
gories and the DRPs in these categories. The re
sults show that DRPs occur with 18.2 per cent 
of dermatological medicines and that this cate
gory only represented 6.4 per cent of prescribed 
repeat prescriptions in the surgery. However, for 
gastrointestinal drugs, respiratory drugs, CNS 
drugs and drugs for musculoskeletal and joint 
diseases, the proportion of DRPs is very similar 
to the overall proportion of repeat prescriptions. 
Some of these areas include medication that 
could have serious consequences if not correctly 
prescribed. For instance, it is of concern that the 
respiratory system (16.2 per cent) and the CNS 
(17.5 per cent) had such high percentages of 
DRPs.

Conversely, for the cardiovascular system the 
percentage of DRPs is low  (17.2 per cent) com
pared with the total percentage of repeat pre
scriptions from the surgery (27.7 per cent). This 
category had one of the highest percentages of 
DRPs, and this should raise concern regarding 
potentially serious consequences for patients.

For the endocrine system the percentage of 
DRPs was low compared with the proportion of 
repeat prescriptions from the surgery. This indi
cates that this was not an area where the com
munity pharmacist commonly identified DRPs, 
or perhaps the pharmacist did not have suffi
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cient knowledge o f the medicines to suggest im
provements to prescribing. For the other BNF 
categories, the individual frequencies of DRPs 
identified w erelow  and not appropriate for com
parison. The DRPs were identified over a wide 
range of BNF categories (Table 7). This reveals 
the potential for a community pharmacist to in
tervene over a wide range of drugs and thera
peutic areas in co-operation with the GP, 
previously considered as potential or suggested 
roles in a narrower therapeutic focus.2-‘>v̂ o-.v?

Investigation of the categories of DRPs Almost 
half of the DRPs were connected to medicines 
which should have been removed from the repeat 
prescription (Table 9). Computers and software 
have been installed to ease the work and increase 
the quality of repeat prescribing, however, this 
technology has also created new problems with 
over-prescribing. However trivial this DRP may 
seem, clarifying what medicines the patients are, 
or should be, taking must be included as part of 
a vital quality assurance.

The high numbers of medicines offered to the 
patient which should no longer be prescribed is 
an indication of lack of regular review and re
flects the amount of unused medicines returned 
to pharmacies every year. In addition, request 
forms with repeat medicines no longer used must 
be confusing for the patients, as they are offered 
the choice of ordering medicines they have been 
told to stop.

The second most frequently recorded DRPs in
volved dose alterations (14.4 per cent). These 
were seen as interventions of therapeutic impor
tance which improved the quality of the pre
scribing and reduced the risk of side effects for 
the patients.

The category of DRP “need for monitoring 
and counselling” (10.9 per cent) highlighted that 
it was often unclear from the medical notes, the 
prescribed medication or the computer records 
what the patient was actually taking. Calling the 
patient in for counselling was an attempt to clar
ify why the patient had stopped a medication, 
w hy they had long intervals of not ordering the 
medication, for them to start the medication 
again, and to introduce the patient to new med
ication.

Double supply (6.5 per cent) of the same drug 
also caused concern and highlighted poor review 
routines. However, whether a patient actually 
used both supplies could not be revealed through 
this review process. The “pharmaceutical” inter
ventions, such as changing the quantity to fit the 
dose (1,1 per cent) or suggesting other formula
tions or routes of administration (3.3 per cent) 
were not as frequent, but were still important 
from a compliance point of view. The failure to 
adjust quantities to match the dose was report
ed as a problem in 1973 '̂* and was addressed in 
a larger study by Rees et al^K Synchronising the 
number of days’ treatment for each prescription

item should lead to increased compliance.
DRPs related to inappropriate prescribing or 

contraindication (7.1 per cent) caused much de
bate as to whether they were clinically significant 
or not, and was, together with dose alterations, 
the most fruitful of categories to discuss. This 
was because these are areas where the GP felt 
that he was the expert and was not used to be
ing questioned on the quality and the safety of 
prescribing. The problem o f confidence among 
pharmacists in their own knowledge and com
petence in discussing practice matters with GPs 
was discussed by Blenkinsopp et al.^  ̂ However, 
Horne^6 found that a closer collaboration with 
prescribcrs will ensure that the medical regimes 
reflect patients’ individual needs. Han and So- 
rofman^7 ^|go argue that the future course of 
pharmacy will be to manage the shift from prod
uct-oriented pharmacy to patient-oriented phar
macy.

Consensus on clinically significant interventions 
The clinical scoring of the interventions resulted 
in an overall classification of the categories of 
DRPs according to their clinical significance. 
Within each category of DRP, there would be 
some individual cases which scored differently to 
the majority of the cases. This was taken into ac
count by taking the median value to classify the 
clinical significance of each category. The draw
back of this approach was that even though some 
of the cases in one category were given the high
est score of “5 ”, this was not reflected in the me
dian value. An in-depth analysis of individual 
case scenarios is not reported in this paper.

Eight of the categories of DRPs were scored to 
be definitely clinically significant, where inter
vention would result or would potentially result 
in clinical improvement in patient care (Table 
10). This was used to extrapolate the clinical sig
nificance of the DRPs within each category.

For a repeat prescription sample, the N N T  
was expected to be relatively high, as the nature 
of repeat prescribing means that the patient is 
generally well controlled on the medication pre
scribed, and monthly follow-up is not needed. 
The N N T  for preventing a significant DRP 
which results in a direct clinical improvement in 
patient care (score 4) is 95. This included the cat
egories “adding a medicine”, “drug interaction”, 
and “monitoring and counselling”.

The N N T  for preventing a DRP which results 
in a potentially clinically significant improve
ment in patient care is 19. This included the cat
egories “contraindicated or clinically 
inappropriate prescribing,” “reception related 
mistakes” (whilst issuing prescriptions), “dose 
alterations,” “double supply,” and “changing 
the period of supply”. All these reflect an out
come where the DRP may have a clinical signif
icant effect on patient care. The GPs reported 
that these DRPs were difficult to score, as the 
outcome of the DRPs was sometimes dependent
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on how the patient managed their medication, 
and sometimes because of the relative isolation 
of the presented data. Certainly, good quality as
surance for these categories of DRPs is of vital 
importance to reduce risk to patients and to 
make sure the optimal treatment is provided. 
Our findings provide strong evidence that the 
pharmacist review of repeat prescriptions is an 
effective method of significantly improving pa
tient care.

Two of the categories of DRPs were seen to be 
significant, but did not lead to a direct clinical 
improvement in patient care. This included re
moving medicines from the repeat prescription, 
which accounted for almost half of the DRPs. 
liowever, certain scenarios within this category 
did attract high, clinically significant scores, 
which become underrated when the whole cate
gory is sLimmated. The potential for improving 
the repeat prescribing process remains valid. The 
N N T  for categories 1 and 2 was 4.8 prescrip
tions (Table 5).

Development of the working relationship over 
time The extent of inter-professional contact be
tween GPs and pharmacist in Great Britain, and 
their attitudes and perception to co-operation 
,has been found to vary greatly between differ
ent locations and individuals.^- However, GPs 
have reported that pharmacist interventions have 
been beneficial and non-threatening.'* GPs work
ing closely with pharmacists are reported to de
velop a collaborative approach to health care.**' 
As our study progressed, the community phar
macist’s self-reported confidence increased, 
which he believed contributed towards a good 
working relationship, mutually acknowledged, 
between the two professionals.

Roddick et j / '-  reported that pharmacists are 
seen as a helpful source of impartial information 
on prescribing. However, it is appropriate to re
member that development of good working re
lationships takes time and can only be 
successfully developed if enough time is devoted. 
We often found it difficult to find enough time
slots for meetings, and this was frustrating. Also, 
for both professions, revealing gaps in knowl
edge or ability to improve the prescribing was at 
times a painful experience, in particular when 
complex cases of poor prescribing did not have 
any obvious solutions.

Cases which were finalised as a “conditional 
agreement” caused the most distress, but were 
also those that produced the most professional 
and personal development. Based on this experi
ence, short meetings to endorse collaboration in 
primary care might be valuable, but for long
term improvements of prescribing, enough time 
must be made available.

Our findings demonstrate the benefit of hav
ing a community pharmacist reviewing repeat 
prescriptions. As prescribing decisions are be
coming increasingly complex, the benefit of clin

ical pharmacy and optimisation of prescribing 
through inter-professional co-operation is 
clear.** Our findings support this, the health care 
professionals developed a good and efficient 
working relationship based around repeat pre
scribing.

Sheppard et discuss the possibility of pro
fessional interdependence where doctors and 
community pharmacists would collaborate to 
their mutual advantage, with pharmacists pro
viding advice regarding prescribing strategies, 
and the general practitioner delegating treatment 
of some minor ailments to the pharmacy. Our 
findings take the role of the community phar
macist even further, and we conclude that there 
is a place for a community pharmacist to per
form long-term repeat prescription review. Al
though the review process and implementation 
of new and better prescribing policy is time con
suming and labour intensive, patient care clear
ly benefits from having regular pharmaceutical 
repeat prescription review.

The community pharmacist was funded from 
the health authority for the hours he spent on ac
tive review. As always, funding is an issue close 
to the health authority’s heart. Involving a phar
macist in a systematic review of repeat prescrip
tions has been found to cut costs.'**’ The present 
system for reimbursing pharmacists has been re
cently discussed in a report on concordance;'*' 
this system is seen as a limiting factor in the de
velopment of the pharmaceutical profession 
adapting to, and embracing, the new roles need
ed in the primary health care. This is true, but 
using it as an excuse not to utilise community 
pharmacists to their full potential in improving 
the quality of prescribing in primary care raises 
important ethical issues. Hayden'** argues that to 
achieve a primary care led health service, all pro
fessions working in the health care system need 
to understand the strength and limitations of pri
mary care. Hollowing on from this, and based on 
the findings in our study, pharmacists now have 
an obligation to put their efforts into improving 
not only the supply, but also the quality of re
peat prescribing.

Conclusion

The community pharmacist proved successful in 
improving the quality of repeat prescribing, and 
made a significant difference to the number of 
DRPs resolved compared to a routine GP review. 
The model of regular meetings with the GP re
solved the majority of the DRPs and the pro
portion of clinically significant interventions 
prevented shows that pharmaceutical knowledge 
is needed in regular repeat prescription review.
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LETTERS TO THE EDITOR

Services to drug 
misusers
From M r M. WiJcock, M R 
PharmS and M r G. Brack, M R 
PharmS

M ADAM,— Sheridan and col
leagues' in their recent report, 
refer to the new clinical guide
lines on the management of 
drug dependence- which em
phasise the role of the commu
nity pharmacist in the 
supervised self-administration 
of methadone. These guidelines 
seek to promote supervised 
consumption of methadone for 
all misusers in the first three 
months of therapy. As a result 
of these guidelines, and their 
potential impact on pharmacy 
services locally, we conducted a 
brief survey to ascertain the 
views of our community phar
macists currently providing this 
service.

Community pharmacy in 
Cornwall has a strong tradition 
of providing drug misuse ser
vices.

Approximately 22 per cent of 
our 86 pharmacies provide a 
needle exchange service; 40 per 
cent are involved in a unique in
stalment dispensing service (for 
dexamphetamine, buprenor- 
phine, benzodiazepines and di
hydrocodeine); and 23 per cent 
have had some involvement in 
the supervision of self-adminis
tration o f methadone, dexam
phetamine or buprenorphine.

Those 20 contractors who 
had been involved in the super
vision service at some time dur
ing 1999 were asked to 
complete a simple question
naire. In response to the ques
tion “What is the maximum 
number of supervisions per day 
you would feel professionally 
comfortable with?” two phar
macists answered zero (they 
would prefer not to be involved 
in the service); two answered 
one to two supervisions; four 
answered three to four; six an
swered five to six; and six an
swered 10 or more supervisions 
per day. The majority of re
spondents claimed it would be 
acceptable to exceed the num
ber of supervisions per day cur
rently conducted.

When asked what were the 
two things about the service the 
pharmacist would like to 
change, the most frequent com
ment related to the provision of 
a separate area, away from the 
dispensary and other cus
tomers, to allow some privacy 
for the clients when consuming 
medication. Other suggestions 
included reducing the amount 
of paperwork (including com
pleting the Controlled Drug 
register), more regular contact 
with the drugs team staff, and 
being able to advise the drugs 
team when clients undergoing 
supervision also request needle 
exchange packs.

All pharmacists replied that 
they would still wish to contin
ue in this service if it became a

local requirement to complete 
an appropriate accreditation 
scheme (eg, Centre for Pharma
cy Postgraduate Education dis
tance learning pack).

We believe that the relatively 
high degree of service provision 
currently practised here in 
Cornwall has been influenced 
by local need, a strong rela
tionship with the local drugs 
team, on-going training, and fi
nancial incentives. However, it 
is clear that both the investment 
in pharmacy premises and the 
forging of even stronger links 
between the pharmacist and the 
drugs team require exploring.

MICHAEL WILCOCK 
Pharmaceutical Adviser, 
Cornwall and Isles of Scilly 
Health Authority

GRAHAM BRACK 
Community Pharmacist 
Truro, Cornwall,
England
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