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Overview of the Session

Through story telling & role play we 
will:
• Take you on a journey through 

pharmacy past, present & future
• Explore hospital pharmacy 

practice through the statements
• How decision making affects 

medicines choices
• A model for change



Introduction to our characters
Jonathan is the Chief 
Hospital Pharmacist

Cheryl is the newly appointed 
Hospital Manager, she has a
nursing background 

Betty is an 84 year old 
married lady, with 3 grown up 
children who live far from her



A Christmas Carol by Charles Dickens
• A Christmas Carol is a novella by Charles Dickens about Ebenezer 

Scrooge, an old man, who is well-known for his miserly ways.
• On Christmas Eve, Scrooge is visited by a series of ghosts, starting 

with his old business partner, Jacob Marley. 
• The three spirits which follow are:

– the Ghost of Christmas Past, 
– the Ghost of Christmas Present, and
– the Ghost of Christmas future

• They show Scrooge how his mean behaviour has affected those 
around him. 

• At the end of the story he is relieved to discover that there is still 
time for him to change and we see him transformed into a 
generous and kind-hearted human being.



So our story begins…

Jonathan is at home, thinking about his 
day, life as a hospital pharmacist and the 
new hospital manager.  He wonders if 
she will be more engaged in the 
pharmacy agenda.  He falls asleep while 
reading Charles Dicken’s ‘ A Christmas 
Carol’…



The ghost of Pharmacy past

• Pharmacy has a proud and unique heritage
• Protecting the public from unsafe and unproven medicines has 

always been its prime purpose
• Pharmacy is excellent at procurement and supply
• Dispensing errors are rare





Credits

• EAHP
– www.eahp.eu/press-room/hospital-pharmacists-and-their-role-

patient-care
• Black Adder series 2 episode 1
– www.dailymotion.com/video/x5szynb
– www.bbc.co.uk/comedy/blackadder/epguide/two_bells.shtml

• Victorian pharmacy
– www.bbc.co.uk/programmes/b00t3tl3



The meeting

Cheryl, the new hospital manager comes into Jonathan’s office to 
introduce herself………..







Already on 13 
meds:
•Simvastatin
•Digoxin
•Furosemide
•Allopurinol
•Alendronate
•Ca & Vitamin D
•Metformin
•Gliclazide
•Dapagloflozin
•Bisoprolol
•Ramipril
•Aspirin
•Lansoprazole

Betty. Aged 84 years

PMH: MIs x2
Heart failure
Hypertension
Type 2 diabetes
Presumed osteoporosis 
(#hip, Colles #)
Gout

New presentation of AF

6 (now 7) separate conditions (some related)
13 medicines



The conversation so far…….

• Hospital pharmacists have supplied medicines 
safely for many years

• They have unique skills and are the ‘experts in 
medicines’

• Overcoming perceptions of others to realise
this potential



Our story continues…

Jonathan is back at home, thinking about the 
meeting with Cheryl.  
He feels motivated to make a real difference for 
Betty and others like her - Cheryl seemed to 
listen and is keen to support him with this.  
He looks forward to his next meeting with 
Cheryl tomorrow.  
Once again, he falls asleep while reading 
Charles Dicken’s ‘ A Christmas Carol’…



The ghost of Pharmacy present

• Medicines optimisation puts people at the centre of medicines 
use and choice

• Shared decision making is key to this
• Our cognitive biases affect our decision making
• Information overload 



The meeting (2)

Cheryl and Jonathan have their follow up meeting to discuss how 
pharmacy services can help meet the hospital’s challenges………..



Issues include:
• Information overload
• Cognitive biases in decision making
• Problematic polypharmacy
• Shared decision making (risks vs benefits) and consent

Challenges in pharmacy and medicines optimisation



Medicines optimisation definition 
(NICE guideline NG5, 2015) 

• a person-centred approach to safe and effective
medicines use, to ensure people obtain the best 
possible outcomes from their medicines. 

• applies to people who may or may not take their 
medicines effectively. 

• Shared decision-making is an essential part of 
evidence-based medicine, seeking to use the best 
available evidence to guide decisions about the care 
of the individual patient, taking into account their 
needs, preferences and values' 



“Medicines Optimisation is about ensuring 
the right patients, get the right choice of 

medicine at the right time”



What do we know about how people make 
decisions?

• Behavioural economics and cognitive 
psychology:

– Bounded rationality (Herbert Simon 1978)

– Dual process theory (Dan Kahneman 2002)

– Most decisions are informed by brief reading and 
talking to other people 



Herbert Simon
1978
Economics

Bounded rationality
Satisfycing



How can we keep up?

Sackett D et al BMJ 1996;312:71-72

“The difficulties that clinicians face in keeping abreast of all the 

medical advances reported in primary journals are obvious 

from a comparison of the time required for reading 

• for general medicine, enough to examine 19 articles per 

day, 365 days per year

with the time available 

• well under an hour a week by British medical consultants, 

even on self reports.”

How to best use use your Golden Hour?



Words of wisdom
Muir Gray JA: Evidence-based medicine for professionals in Edwards A & Elwyn G 

(eds) Evidence-based patient choice Oxford: OUP 2001

‘What is clear is that individuals cannot keep up to date 
except in the most highly restricted and specialized areas 
of knowledge. The job of the human being is to become 
skilled at locating relevant, valid data for their needs. In 
the sphere of medicine, the required skill is to be able to 
relate the knowledge generated by the study of groups of 
patients or populations to that lonely and anxious 
individual who has come to seek help.’



Dual Process theory

Daniel Kahneman
Economics
2002



Vanderbilt University
Basic Course in Medical Decision Making
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So we all make decisions based on 
the following……

• System 1 dominates
• System 2 takes effort
• Once we have a system 1 pattern it takes a lot to 

shift it
• We don’t like using system 2
• Even if we are trying really hard, affective and 

cognitive biases will beat our best efforts -
sometimes.



>100 cognitive biases 
• Anchoring bias – early salient feature
• Ascertainment bias – thinking shaped by prior expectation
• Availability bias – recent experience dominates evidence
• Bandwagon effect – we do it this way here
• Omission bias – natural disease progression preferred to those occurring 

due to action of physician
• Sutton’s slip – going for the obvious
• Gambler’s fallacy – I’ve seen 3 recently; this can’t be a fourth
• Search satisficing – found one thing, ignore others
• Vertical line failure – routine repetitive tasks leading to thinking in silo
• Blind spot bias – other people are susceptible to these biases but I am not



Information and decision making 
• Most decisions are based on what we think is the evidence, not what 

we know is the evidence
• No one has time to appraise all of the evidence on everything, and even 

if that were possible the human brain can’t recall and compute it, and 
certainly not in a 10 minute primary care consultation

• We use brief reading and talking to other people as our information 
sources

• We use patterns and we create mindlines of what to do in common 
situations

• These patterns can be very difficult to disrupt once they are hard-wired



A movement has started!

PHARMACIST’S











Italy: A committee has been 
established to check the 
level of compliance between 
the Statements and their 
national standards and 
guidelines. 

Sweden: The Board of the 
Swedish association has 
decided to focus on a 
selection of Statements

Bulgaria: Statements 
adopted as national 
guidelines

Romania: expressed their 
commitment to use the 
European Statements when 
updating their standards.



Spain



Ireland



Austria



Norway



England
• 580 clinical pharmacists in post & 

funding for 580 more. 40% of all GP 
practices (34 million) will have access 
to the expertise that clinical 
pharmacists 

• Ambition to increase Consultant 
Pharmacist posts to 600

• November 2015, 3944 annotated 
prescribers = about 8% of the total 
number of pharmacists on GPhC
register.  Of those, there were:
– 2567 independent prescribers
– 425 supplementary prescribers
– 952 both independent and 

supplementary prescribers



Possible ways of releasing pharmacist time……..automation

NHS Greater Glasgow and Clyde 
Hospitals





Pharmacy Distribution 
Centre

• Fully operational 
replaces 14 stores

• Single point of purchase
• MHRA Wholesale 

Dealer License
• Home office license for 

handling controlled 
drugs

• 100,000 packs of 
medicines per week

• 2,500 destinations
• 9 days stock (£2M)
• 98% items supplied first 

time



Pharmacy Distribution Centre
Other Benefits Realised so Far

• 41wte staff for 
MMyM service

• 10wte pharmacists 
released from 
traditional roles 

• Revenue cost 
neutral

• Cash releasing 
efficiency >£2m



So, how would this help Betty?



Already on 13 
meds:
•Simvastatin
•Digoxin
•Furosemide
•Allopurinol
•Alendronate
•Ca & Vitamin D
•Metformin
•Gliclazide
•Dapagloflozin
•Bisoprolol
•Ramipril
•Aspirin
•Lansoprazole

Betty. Aged 84 years

PMH: MIs x2
Heart failure
Hypertension
Type 2 diabetes
Presumed osteoporosis 
(#hip, Colles #)
Gout

New presentation of AF

6 (now 7) separate conditions (some related)
13 medicines



Atrial fibrillation

Chad2Vasc2 score 5
Has-Bled score 3 

In the next year, if there 
were 1000 people with a 
Chad2vasc2 score of 5, 
how many would have a 
stroke?   







The conversation so far……..

• A movement has started, but the pace of this is variable across 
Europe

• Awareness of our (and others’) cognitive biases is important to 
affect change

• Many pharmacists want to deliver more ‘clinical services’ but 
capacity (and capability) is an issue

• Can automation of supply help?
• Explaining risk and benefits of medicines choices is tricky, but can 

be done
• But how does this help people like Betty?



Our story continues………

Jonathan is back at home, thinking about his 
meetings with Cheryl.  
He has an idea of what innovations are taking 
place elsewhere and is excited to be part of this 
movement that is happening in hospital 
pharmacy. 
But he is troubled by how to help people like 
Betty…...  
Again, he falls asleep while reading Charles 
Dicken’s ‘ A Christmas Carol’…



The ghost of Pharmacy future

• Pharmacists can lead the way in shared decision making 
around medicines choices

• Good consultation skills are vital
• Having meaningful conversations is a skill that requires practice 

and feedback in a safe environment
• Avatar technology can help with this



The meeting (3)

Cheryl and Jonathan have their next meeting to discuss how they 
can both help develop the pharmacy team to improve the care of 
people like Betty………..



Patients
• Accessibility &  convenience
• Closer to home
• Increased choice
• Tell fewer people about me
• Continuity
• Seamless care
• Active involvement & self 

management

What do people want from healthcare?

“I can plan my care with people who work 
together to understand me and my 
carer(s), allow me control, and bring 
together services to achieve the outcomes 
important to me”.



WHO Challenge
www.who.int/patientsafety/medication-safety/en/

Four fundamental problems:
Patients and the public are not always medication-wise. They 
are too often made to be passive recipients of medicines and 
not informed and empowered to play their part in making the 
process of medication safer. 
Medicines are sometimes complex and can be puzzling in their 
names, or packaging and sometimes lack sufficient or clear 
information. Confusing ‘look-alike soundalike’ medicines names 
and/or labelling and packaging are frequent sources of error 
and medication-related harm that can be addressed.
Health care professionals sometimes prescribe and administer 
medicines in ways and circumstances that increase the risk of 
harm to patients.
Systems and practices of medication are complex and often 
dysfunctional, and can be made more resilient to risk and harm 
if they are well understood and designed.



What does good care look like?

Data and evidence

Recommendations

Discussion and 
explanation of risks

Explore health beliefs
*Person-centred*



Pharmacists and shared decision making………

The Northumbria Shine 
Care Homes Project

www.health.org.uk/pills





Aims:
• Reduce the amount of medicines prescribed to older patients in 

care homes unnecessarily
• Involve patients and their families or carers in decisions about 

prescribing and de-prescribing. 
• Build evidence about ethical decision making in prescribing. 

Outcomes
• 422 reviews carried out in 20 care homes. 
• 1,346 interventions, most of which involved stopping medicines. 
• An average of 1.7 medicines were stopped for every resident 

reviewed.
• A net annualised savings of £77,703 or £184 per person reviewed.

For every £1 invested in the intervention, £2.38 could be released 
from the medicines budget.

The Northumbria Shine Care Homes Project
www.health.org.uk/pills



Evidence-based medicine
Sackett D, et al. BMJ 1996;312:71-2

Best available 
evidence

Patient’s 
needs, 

values and 
preferences

Expertise, 
experience, 

skills and 
judgement



Shared decision-making relies on two sources of 
expertise

• The health professional is an expert on the 
effectiveness, probable benefits and potential harms 
of treatment options

• The patient is an expert  on themselves, their social 
circumstances, attitudes to illness and risk, values 
and preferences

Coulter A. Implementing shared decision making in the UK. A report for the 
Health Foundation 2009



Already on 13 
meds:
• Simvastatin
• Digoxin
• Furosemide
• Allopurinol
• Alendronate
• Ca & Vitamin D
• Metformin
• Gliclazide
• Dapagloflozin
• Bisoprolol
• Ramipril
• Aspirin
• Lansoprazole

Betty. Aged 84 years

PMH: MIs x2
Heart failure
Hypertension
Type 2 diabetes
Presumed osteoporosis 
(#hip, Colles #)
Gout

New presentation of AF

6 (now 7) separate conditions (some related)
13 medicines





Use of interventions
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Where does medicines 
optimisation occur?

Benefits

Harms

Benefits/harms



Guidelines and the generalist approach of primary care
Journal of primary health care Volume 4.Number2.June 2012

Polypharmacy is one of the biggest threats
to healthy old age. 

The quality of primary care in coming
decades is likely to be defined not 

by what we do give, 
but by how well we make

decisions not to give 
treatments.



Guidelines. 
Not tramlines.. 



Good communication…...
www.ncbi.nlm.nih.gov/pmc/articles/PMC3096184/

• Helps regulate patients' emotions, facilitate comprehension of medical information, 
and allow for better identification of patients' needs, perceptions, and expectations. 

• Patients are more likely to be satisfied with their care, and especially to share pertinent 
information for accurate diagnosis of their problems, follow advice, and adhere to the 
prescribed treatment.

• Patients' agreement with the doctor about the nature of the treatment and need for 
follow-up is strongly associated with their recovery.

• Studies have shown correlations between a sense of control and the ability to tolerate 
pain, recovery from illness, decreased tumor growth, and daily functioning. Enhanced 
psychological adjustments and better mental health have also been reported. 

• Some studies have observed a decrease in length of hospital stay and therefore the 
cost of individual medical visits and fewer referrals. 

• A more patient-centered encounter results in better patient as well as doctor 
• Satisfied patients are less likely to lodge formal complaints or initiate malpractice 

complaints. 
• Satisfied patients are advantageous for doctors in terms of greater job satisfaction, less 

work-related stress, and reduced burnout.



Communicate better.
Conversation can “solve” most complex problems. 

More data doesn’t. 



Knowing Stuff
Knowing Stuff
Knowing Stuff
Knowing StuffCommunication 
skills



Learning a new skill

• Instruction (nodes of knowledge, stringing 
them together, effort required)

• Demonstration (seeing others do it 
routinely and well and seeing that it works)

• Practice (repeated, supportive feedback)
• Assessment





Using avatar technology to practice conversation skills
https://youtu.be/NMa6HwGCyP0

Keele School of 
Pharmacy

https://youtu.be/NMa6HwGCyP0




“What is your understanding of where you 
are with your illness?”

“What are your fears and worries for the 
future?”

“What outcomes would be unacceptable to 
you?”

“What are your goals if time is short?”

Much to be gained with relatively simple modifications 
to current conversations (it’s mostly recognising the technical 
focus isn’t enough)
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What does the evidence say Betty needs for her AF?
• Based on her CHAD2VASC2 and HAS-BLED – offer 

anticoagulant

What does Betty actually need, or indeed want?

She says:

“I don’t want any more tablets. I feel ill all the time. I am 
unsteady on my feet. I need help with shopping. I need 
help getting into the shower in the morning. At the 
moment I can’t stand and cook; how am I going to get a 
meal?” 

“I certainly don’t want want something like warfarin. My 
husband was on warfarin and it was awful. I’m not 
interested in your pictures of benefits and risks. I’m 84 
now - tell me which of my tablets are controlling my 
symptoms and let’s stop the rest. 

You know what, I’m happy to take my chances now”



The conversation so far…….

• The ethical care of people like Betty is our top priority
• This demands individualised evidence in a format that 

we can understand
• It is characterised by expert judgment rather than 

mechanical rule following
• The route to truly shared decision making is through 

meaningful conversations
• Having meaningful conversations is a skill - feedback in a 

safe environment is essential for this



Complicated vs Complex

MeReC Bulletin 2011;22(2)



A Model for Change

Let it 
happen

Help it 
happen

Make it 
happen

Natural & emergent,
Self organising

unplanned, adaptive

Passive 
dissemination of, 

newsletters, 
small group 
events etc.

Negotiated, influenced, 
enabled, diffusion

social movement & 
technical influence 
(bottom-up & top-

down)

Needs assessment, use of 
various channels for 

dissemination, networks, 
distributed leadership, team 

building

Scientific, orderly, 
planned, regulated, 
managed, coercive

Greenhalgh T, et al. Milbank Quarterly 2004; 82:581–629 80

Re-engineering 
of processes 

regulations, laws, 
contracting, 

audit, incentives



Drivers for Change

Demographic projections, rise 
in people over 65 by 2050

Healthcare spend 
associated with LTCs

Increase in no. of 
people with 3 or more 
LTCs in next 10 years

Hospital beds occupied 
by Frail Older People

Of people over 60 suffer 
from at least one long 
term condition



Create 
Shared 

Purpose

References: Viral change, Leandro Herrero.  Creating Contagious commitment, Andrea Shapiro.  Stephen Covey, 
7 habits of highly effective people.  Influencer, Grenny, Patterson et al, John Kotter



Create a 
Social 

Movement

References: Viral change, Leandro Herrero.  Creating Contagious commitment, Andrea Shapiro.  Stephen Covey, 7 habits 
of highly effective people.  Influencer, Grenny, Patterson et al, John Kotter.  The Power of Storytelling, Marshall Ganz.



Overcome 
the Hurdles

Source:  Kim WC and Mauborgne R (2003) Tipping Point Leadership. Harvard 
Business Review.



85



Key Messages
• Betty is not fictional, she is real, 

she is our future & the future of 
those close to us. 

• You as pharmacists have a unique 
skillset that can be actively 
involved in planning and 
delivering medicines 
optimisation to patients.

• Now is the time to act, the 
statements are a powerful 
enabler.



Cheryl McKay: cheryl.mckay@kayhillconsulting.com

Jonathan Underhill: j.l.underhill@keele.ac.uk

“It is required of every man,” the 
ghost returned, “that the spirit 
within him should walk abroad 
among his fellow-men, and travel 
far and wide; and, if that spirit 
goes not forth in life, it is 
condemned to do so after death.”

Charles Dickens, A Christmas Carol

mailto:cheryl.mckay@kayhillconsulting.com
mailto:j.l.underhill@keele.ac.uk

