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Medicines Management in NHS Hospitals  


In July 2003 Rosie Winterton, Minister of State, launched A Vision for Pharmacy in the new NHS.  The Vision included a commitment to deliver the second version of the Medicines Management Framework following on from Pharmacy in the Future and the 2001 self-assessment. 

1. This framework has two main purposes. 

· Firstly to make clear to Trust Chief Executives their responsibilities regarding the management of medicines within their trusts and the related health economy.  

· Secondly to assist trusts in developing systems ahead of the Value For Money audits planned for 2005

2. Medicines management has two key components. 

· Clinical and cost-effectiveness which is covered within this document by a set of developmental standards. 

· Safe and secure handling of medicines which is covered within the controls assurance standard for medicines management which focuses on minimum standards and is mandatory.

3. Chief Executives have lead responsibility for ensuring the appropriate policies and procedures are in place to guarantee effective medicines management as part of the wider Governance agenda.  Areas for improvement identified in the 2001 assessment include the level of senior management involvement and awareness in medicines management issues, formulary management, and re-engineering of ward based services around patients   

4. Medicines expenditure in England has risen to over £8 billion with just over £1.7 billion spent on medicines in hospitals in 2001/02. 

5. The National Service Frameworks and other national plans, such as that for Cancer, together with NICE guidance have led to patients having better access to the medicines that they need but have also put increased pressure on resources allocated for medicines management.  While growth in medicines expenditure can be expected the use of medicines needs to be managed. 

During Spring 2001 the Audit Commission began its audit process of medicines management, publishing a report A Spoonful of Sugar in December 2001 and a subsequent review of national findings in Spring 2002. The expectation is that the Value for Money Audits will be repeated in 2005 under the auspices of the Commission for Healthcare Audit and Inspection (CHAI). 

6. The Cabinet Office report Making a Difference, Reducing Burdens in Hospitals reinforced the need for sharing and spreading best practice in medicines management and in particular re-engineering services around patients.  A Vision for Pharmacy signalled that as a first step re-engineering of services around patients would be incorporated into the fourth wave of the primary care Medicines Management Collaborative and the Hospital Medicines management (waves 1 and 2, 2004)

7. Trusts should return completed self-assessments to Strategic Health Authorities.  Strategic Health Authorities should establish review groups, led by Directors of Performance Management to analyse Trust returns and ensure remedial local arrangements are in place.  Membership should include medical, public health, finance and pharmaceutical input.

Self-Assessment 2003 

Assessment scores: essentially ‘grades’ NOT proportionate numerical increases

1 – Standard not met

2 – Expect to meet standard by end of 2004

3 – Expect to meet standard within next 6 months

4 – Current practice 

A.  Senior Management Involvement

Standard 1 

The Chief Executive is responsible for the provision of regular and updated assurances that a strategic plan for medicines management exists and is being implemented. An executive director should have accountability for the strategic plan.  The plan should reflect

· the broad strategic direction for the local health economy, including specific priorities as dictated by the needs of the local population

· clearly defined targets, including those relating to National Service Frameworks and implementation of NICE guidance

· local arrangements resulting from the initial medicines management performance framework

· local arrangements in response to specific recommendations of the Audit Commission report A Spoonful of Sugar

· the impact of automation and the wider IT agenda including electronic prescribing. 

· the communication strategy for dissemination of information on medicines management throughout the local health economy

Standard 2

As with the Controls Assurance Standard for medicines management the Chief Pharmacist should have lead responsibility for clinical and cost effective use of medicines. The Chief Pharmacist should have appropriate access to the Chief Executive.

Standard 3

A robust structure should be in place as part of the Trust’s Clinical Governance arrangements to link the Drugs and Therapeutics Committee and the Risk Management Committee directly to the Executive Board.

Standard 4

The Drugs and Therapeutics Committee (or equivalent) should have multidisciplinary input including the following members or a nominated senior representative:

Medical Director

Chief Pharmacist

Nursing Director

Director of Finance 

PCT Prescribing Leads (GP plus or minus Pharmaceutical Advisor)

Directorate/Specialist input as appropriate which might include Paediatrics, Oncology, Clinical Pharmacology, Public Health

Medicines Management/Formulary Pharmacist

Medical Microbiologist

Patient representative/ Lay member

Executive Board member (if not one of the above)

Standard 5

The responsible committee should produce an annual report for the Trust Board detailing the committee’s activities and including the outcomes of new drug requests, a review of the use of unlicensed medicines, membership details and attendance figures.



Self-Assessment 2003 

Assessment scores: essentially ‘grades’ NOT proportionate numerical increases

1 – Standard not met

2 – Expect to meet standard by end of 2004

3 – Expect to meet standard within next 6 months

4 – Current practice 

B. Information, Finance and Business Planning

Standard 6

Early decisions should be made in conjunction with local commissioners and included in local development plans to ensure that budgets accurately reflect forecast expenditure (including implementation of NICE guidance and NSFs) in the provision of medicines and related services.

Standard 7

The Trust Board should receive at least quarterly financial reports on medicines usage. Reports should provide a breakdown at Directorate level and forecast of expenditure against budget.  Potential cost savings and particular growth areas should be identified. The relevant Clinical Director should sign off each Directorate report.
Standard 8

A pharmacist should be identified for and integrated into each local clinical structure (e.g. directorate) to lead on medicines management; responsibilities should include the production of at least quarterly financial reports at directorate, speciality and consultant level as appropriate.

Standard 9

Prescribers and pharmacists should work together to ensure effective horizon scanning and identify future cost pressures including

· the use of new medicines  and related therapies

· the use of existing medicines for new indications

· assessing the impact of National Service Frameworks (including associated milestones) and NICE guidance

·  the implications of expanded access to new medicines following completion of clinical trials.

· implications for the local health economy

Standard 10

The Executive working with the Chief Pharmacist and other stakeholders should consider business cases for automated dispensing and the upgrading of legacy pharmacy computer systems to ensure integration within electronic patient records. 



Self-Assessment 2003 

Assessment scores: essentially ‘grades’ NOT proportionate numerical increases

1 – Standard not met

2 – Expect to meet standard by end of 2004

3 – Expect to meet standard within next 6 months

4 – Current practice 

C. Medicines Policy

Standard 11

The Chief Executive through the Chief Pharmacist should ensure adequate formulary management systems are in place. Formularies should not be lists of drugs stocked but working documents incorporating national and locally agreed prescribing policies and guidelines.  Where possible, formulary systems should be developed to promote therapeutic consistency across the local health economy.

Standard 12

Clinical guidelines should accurately reflect national guidance including NICE recommendations, National Service Frameworks and the Cancer Plan. Guidelines should also be in place for unlicensed medicines use and should include prescribing across the primary/secondary care interface.

Standard 13

Clear communication systems should be in place and agreed between primary and secondary care to ensure appropriate clinical responsibility and robust transfer of care arrangements. Prescribing policies should reflect the principles outlined in EL (91) 127 (Responsibility for prescribing between hospitals and GPs) and EL (95) 5 (Purchasing high tech health care at home).

Standard 14

There should be reciprocal sharing of medicines expenditure information between primary and secondary care organisations.

Standard 15

In assessing the impact of new drugs D&TCs should liase with primary care to fully consider the impact on the local health economy, including staffing and training requirements. In particular when new long-term therapies are introduced for enduring illnesses financial judgements should be based on community costs.

Standard 16

Trusts should nominate a lead pharmacist for anti-microbial prescribing and resistance.  They should be responsible for ensuring that appropriate anti-microbial policies are in place and updated consistent with HSC 1999/049 (Resistance to Antibiotics and other Antimicrobial Agents) and PL/CMO/PhO/2003/3 (Hospital Pharmacy initiative for promoting prudent use of antibiotics in hospitals).

Standard 17

The Trust should have a clear written policy for all relevant members of staff to ensure high standards of probity and business conduct including

· working with pharmaceutical industry representatives

· industry sponsored Research and Development

· clinical trials

Self-Assessment 2003 

Assessment scores: essentially ‘grades’ NOT proportionate numerical increases

1 – Standard not met

2 – Expect to meet standard by end of 2004

3 – Expect to meet standard within next 6 months

4 – Current practice 

D.  Procurement of Medicines

Standard 18

Trust level procurement policies should not work against the overall NHS advantage, and there should be active mechanisms in place to ensure appropriate participation in national, regional and consortia purchasing arrangements.

Standard 19

Policies and procedures should be in place to ensure that medication error reduction strategies are incorporated in procurement decisions.

Standard 20

Procedures should be in place to ensure that medicines (including unlicensed medicines) are purchased from suppliers who can demonstrate compliance with accepted best practice in quality assurance and who meet legislative and professional requirements. The general principles of EL (94) 72, (Purchasing and Prescribing) should be applied. 

Standard 21

There should be an appropriate level of clinical and technical pharmacy input into the procurement process.



E. Designing services around patients

Standard 22

Systems should be in place to target those patients who require higher levels of clinical pharmacy input to ensure early assessment following admission. 

Standard 23

Patients should have a complete medication history review within 24 hours of admission. All acute medical admissions should be prioritised and where possible should be seen by a pharmacist.

Standard 24

Patients’ own medicines should be used where these have been reviewed and considered suitable for continued use. Where appropriate all patients should be given the option of self-administering their own medicines whilst in hospital.

Standard 25

Dispensing for discharge (or one-stop dispensing) systems should be in place to ensure that patients receive their discharge medication in sufficient quantity and in a timely manner with the appropriate patient information leaflet.



Self-Assessment 2003 

Assessment scores: essentially ‘grades’ NOT proportionate numerical increases

1 – Standard not met

2 – Expect to meet standard by end of 2004

3 – Expect to meet standard within next 6 months

4 – Current practice 

F. Influencing Prescribers and Training

Standard 26

All doctors, nurses and pharmacists and other relevant healthcare professionals should as part of their induction programme receive training on medicines management including the legislative and good practice aspects of Controls Assurance (in particular the safe and secure handling of medicines) and clinical and cost-effective use of medicines. 

Standard 27

Medicines management systems and policies should be incorporated into on-going clinical training programmes.

Standard 28

Agency and locum staff should be included in all relevant clinical training programmes and should receive training on medicines management at induction.

Standard 29

IT solutions including decision support should be sought where possible to provide all healthcare staff with timely and accurate information on the use of medicines.



G.
Managing Risk

Standard 30

A multidisciplinary committee, which may be the D&TC, should be responsible for overseeing safe medication practice systems in the Trust. This will include maintaining policies and procedures for medicines, overseeing education and training for safe medication practice and analysing medication error incident reports.

Standard 31

A fair blame culture should be established and maintained where staff are encouraged to report actual and potential medication errors. Incident reports should be reported to the NPSA National Learning and Reporting System.

Standard 32

The committee’s annual report should include the number of medication error incidents reported, review of trends and root cause analyses, local arrangements for improvement and follow-up audit. The report should also include compliance details following NPSA Patient Safety Alerts concerning medicines.

Standard 33

The Trust should apply the same clinical governance principles to unlicensed medicines as it does for licensed medicines. A clear written policy should outline the responsibilities of all those involved in the prescribing, purchase, supply and administration of unlicensed medicines.

Standard 34

A system should be introduced to review all new use of unlicensed medicines in line with the managed entry of new licensed medicines into local health economies.
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