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ABSTRACT
Objective Older people in care homes frequently 
experience polypharmacy, increasing the likelihood of 
medicine- related burden. Pharmacists working within 
multidisciplinary primary care teams are ideally placed to 
lead on medication reviews. A randomised controlled trial 
placed pharmacists, with independent prescribing rights 
(PIPs), into older people care homes. In the intervention 
service, PIPs worked with general practitioners (GPs) 
and care home staff for 6 months, to optimise medicine 
management at individual resident and care home level. 
PIP activity included stopping medicines that were no 
longer needed or where potential harms outweighed 
benefits. This analysis of qualitative data examines health 
and social care stakeholders’ perceptions of how the 
service impacted on care home medicine procedures and 
resident well- being.
Design Pragmatic research design with secondary 
analysis of interviews.
Setting Primary care pharmacist intervention in older 
people care homes in England, Scotland and Northern 
Ireland.
Participants Recruited from intervention arm of the trial: 
PIPs (n=14), GPs (n=8), care home managers (n=9) and 
care home staff (n=6).
Results There were resonances between different 
participant groups about potential benefits to care home 
residents of a medicine service provided by PIPs. There 
were small differences in perceptions about changes 
related to communication between professionals. Results 
are reported through three themes (1) ‘It’s a natural 
fit’—pharmacists undertaking medication review in care 
homes fitted within multidisciplinary care; (2) ‘The resident 
is cared for’—there were subjective improvements in 
residents’ well- being; (3) ‘Moving from “firefighting” to 
effective systems’—there was evidence of changes to 
care home medicine procedures.
Conclusion This study suggests that pharmacist 
independent prescribers in primary care working within 
the multidisciplinary team can manage care home 
residents’ medicines leading to subjective improvements 
in residents’ well- being and medicine management 
procedures. Care home staff appreciated contact with a 
dedicated person in the GP practice.
Trial registration ISRCTN 17847169

INTRODUCTION
Older people in care homes (CHs) are often 
subject to complex medicine regimes which 
may include the concurrent administra-
tion of more than five different medicines 
daily.1 2 This is known as polypharmacy; it is 
associated with a higher risk of adverse side 
effects including falls, hospitalisation and 
mortality.3 4 The complexity of managing 
and administering multiple medicines 
increases CH staff workload.5 This can lead 
to increased rates of medicine administra-
tion errors, and while few errors result in 
serious consequences for residents, all need 
to be reported and followed up.6 The Care 
Quality Commission highlights manage-
ment of medicines as an area of concern and 
holds it under constant review.7 In UK CHs, 
prescribing and medication reviews for indi-
vidual residents are the responsibility of clin-
ical professionals in the primary care team.8 
A Structured Medication Review (SMR) is 
recommended for all CH residents.9 An SMR 
takes a personalised approach, drawing on 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The study draws on data from a relevant sample of 
38 health and social care professionals involved in 
medicine management in care homes.

 ⇒ The analytical approach foregrounded the effect of 
pharmacist- led medication review on the older res-
ident in care homes, therefore having relevance to 
practices supporting safer medicines in this group 
of people.

 ⇒ A limitation is the absence of residents’ voices, due 
to recruitment challenges with this group.

 ⇒ The study provides insights into activity provided 
by specialist pharmacists with independent pre-
scribing qualifications so it cannot be assumed that 
more generalist pharmacists would have the expe-
rience to make specialised medicine management 
decisions.
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shared decision- making principles to increase safety and 
efficacy.9 Pharmacists are being routinely employed to 
lead on SMRs in primary care practices, and an English 
government initiative to enable pharmacists to have a role 
within CHs is gathering momentum.10 Pharmacists have 
a specialised knowledge of medicine- related burden11 
including ‘drug burden’ where the cumulative effect of 
the active ingredients of medicines can impact on phys-
ical and cognitive function.12 If pharmacists have the post-
graduate Independent Prescriber qualification, they can 
start (prescribe) or stop (deprescribe) medicines within 
their area of clinical competence.13 14 This enhanced role 
allows them to use their expert clinical knowledge of 
medicines to deliver services in CHs.

This paper reports on a secondary analysis of inter-
view data collected from pharmacists with independent 
prescribing rights (PIPs), general practitioners (GPs) 
and CH staff as part of the process evaluation15 under-
taken as part of the Care Home Independent Prescribing 
Pharmacist Study (CHIPPS).16 Within the trial, a service 
intervention was designed which enabled pharmacist- led 
medicine management for CHs. PIPs worked within CHs 
on a weekly basis over 6 months to review their medicine 
systems and residents’ personal medicines.17 PIPs were 
based within the general practice aligned to the CH. The 
secondary analysis aimed to understand how the PIP role 
was enacted and PIPs, GPs and CH staffs’ perceptions of 
how PIP activity impacted on CH medicine procedures 
and resident well- being, concepts which were outside the 
remit of the trial process evaluation.17

METHODS
The CHIPPS study
The pharmacist- led service offered in CHs is briefly 
described below to set the findings of the secondary anal-
ysis in the practice context; full details of the trial design 
are available at references16 17 and trial outcomes are 
available.18

The pharmacist- led service was delivered through a 
triad of a GP, a PIP based at the GP practice, and up to 
24 CH residents, from up to three CHs, registered with 
the GP. Service specifications were developed following 
focus groups with stakeholders to guide the PIPs’ work 
(see online supplemental file 1). The primary trial 
outcome was reduction in falls for residents.18 However, 
in a prestudy focus group, health and social care profes-
sionals (HSCPs) wondered whether there might be wider 
benefits for residents.19 The communication between the 
triad, their understanding of responsibilities of PIPs and 
outcomes for residents are the focus of this secondary anal-
ysis of process evaluation interview data. Within the trial, 
25 triads were recruited to the intervention arm. Sixteen 
PIPs were already working with the GP; the remaining 
nine were allocated a GP practice for the purposes of 
the study. PIPs undertook a 2 day bespoke face- to- face 
training programme, produced a portfolio of evidence of 
competencies and finally were signed off to prescribe in 

older people medicine by an independent GP.20 To spread 
researcher workload (triad recruitment, data collection), 
the intervention was delivered over four 6 month phases 
between January 2018 and March 2020. Data collection 
for the process evaluation occurred between May 2019 
and March 2020 as each phase completed. The secondary 
analysis of interview data was carried out by LB and LD.

Design
Pragmatism is a research methodology suited to charac-
terising knowledge about how behaviours and actions 
impact on healthcare systems and outcomes. This 
approach can help appreciate the value of knowledge 
within its context of activity, uses and how these relate 
to the experience of addressing practical problems.21 As 
this work aimed to understand and learn from the diverse 
ways different stakeholders engaged with and perceived 
the intervention, a pragmatic design provided a way to 
recognise multiple realities of people involved.

Recruitment and sample
During the process evaluation, health and social care 
stakeholders in each triad where the intervention was 
delivered, were invited to take part in a semistructured 
interview at the end of each 6 month phase: PIPs n=23 
(2 withdrew and contact details not available), GPs n=25 
and CH managers n=38. A reminder invitation email was 
sent after 2 weeks. CH managers provided recruitment 
information to staff, residents and relatives. Those inter-
ested in participating returned expressions of interest to 
study researchers. A purposive sampling framework was 
designed to ensure representation across stakeholder 
roles, location and phases of the intervention. However, 
response rates were low and therefore all those replying 
were invited to interview.

Data collection
The process evaluation semistructured interview guide 
drew on outcomes from the earlier feasibility study22 and 
reflected the Medical Research Council process evaluation 
domains.23 Questions explored participants’ experiences 
of the service intervention, anticipated and unanticipated 
outcomes, including multidisciplinary communication 
and outcomes for residents (see online supplemental file 
2). Interviews were undertaken by LB and LD academic 
researchers, between May 2019 and March 2020, either in 
person or by telephone and audio recorded and profes-
sionally transcribed. Informed consent was obtained 
before interview.

Data management and analysis
An inductive thematic analysis was used to characterise 
participants’ experiences of delivering or receiving the 
pharmacist- led service. Thematic analysis provides a 
structured, methodical way for the researcher to famil-
iarise with the data and to organise, analyse and report 
findings; importantly it is not strongly aligned to any epis-
temological stance,24 so was appropriate within the prag-
matic design. Both researchers familiarised themselves 
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with the data through checking transcripts for accuracy, 
then reading and making analytical memos.25 Next, they 
independently developed open codes (see online supple-
mental file 3). The developing framework was discussed 
with the wider research team to refine the boundaries 
of the codes. Each interview was coded and any uncer-
tainty arising during coding was discussed between 
researchers (see online supplemental file 4). While the 
researchers predominantly coded interviews they had 
carried out, each coded two of the other’s interviews to 
check for consistency of approach. This along with fort-
nightly review meetings increased dependability during 
analysis. The coding framework was revised iteratively as 
analyses progressed, for example grouping similar codes 
into a category of meaning. Categories were refined 
and, following discussions with the research team and 
patient and public partners, the final themes (overar-
ching, abstracted semantic interpretations of the data26) 
were developed. While a theme does not rely on specific 
quantities of data, here each theme provided extensive 
examples of data. To further support trustworthiness in 
results, illustrative examples of data within the theme 
were shared at research meetings to seek consensus from 
healthcare professionals, including pharmacists and GPs. 
Participant validation was not undertaken due to the time 
between interviews conducted in each phase and the end 
of study analysis.

Patient and public involvement
Public involvement was supported by the Patient and 
Public Involvement in Research group (further details 
at https://nspccro.nihr.ac.uk/working-with-us/public- 
patient-and-carer-voice-in-research). Public members 
were involved at all stages of the trial and in relation to 
this paper, they reviewed data and provided comments 
on emerging interpretations. Public members had expe-
rience of having relatives receiving polypharmacy and of 
working in CHs; this enabled the research team to have 
confidence in their interpretations and to consider in 
greater detail potential resident- focused benefits.

RESULTS
Interviews, lasting between 30 and 90 min, were under-
taken with 38 HCPs: 14 PIPs, nine GPs, nine CH 
managers and six CH staff. Participants were recruited 
from 18 of the 25 triads: six in Scotland, four in Northern 
Ireland and eight in England. There was no expression 
of interest from any stakeholder in seven triads. In three 
of these triads, the PIPs did not deliver the intervention; 
in the remaining four triads, the demographics and trial 
outcomes were similar to the sample interviewed. Data 
were collected from a heterogeneous sample of profes-
sionals and locations as shown in online supplemental 
file 5 (demographic characteristics of interview partici-
pants). Data were collected from triads with older people 
CHs who provide personal care and some social activities 
(residential) and dual registration care homes which 

provide personal and nursing care. We identify illustrative 
quotes within quotation marks. For substantial quotes, we 
provide professional role and unique triad number; non- 
italicised text in quotes is for explanation.

Three themes were developed. Theme (1) ‘It’s a natural 
fit’—multidisciplinary working in CHs explores GP, PIP and 
CH staff differing experiences of this new role; (2) ‘The 
resident is cared for’—shared goals in medicine management 
provides exemplars of improvement in residents’ expe-
rience of medication and the impact of targeted depre-
scribing (3) ‘Moving from “firefighting” to effective systems’ 
reports on the improvement to organisation systems across 
CHs and GP practices and whether this lasted beyond the 
intervention. Participants mostly recounted positive expe-
riences but some identified challenges inherent in phar-
macist- led medicine management in CHs.

Theme 1: ‘It’s a natural fit’—multidisciplinary working in care 
homes
This theme reports GP, CH staff and PIPs’ experiences 
of pharmacist- led medicine management. The GP and 
CH staff valued the PIPs’ activity for differing reasons, 
suggesting that a PIP role can meet both sets of needs.

GP perceptions
GPs highlighted the safety advantage of having PIPs 
within the multidisciplinary team, explaining that it was 
helpful to have ‘another pair of eyes’ to increase patient 
safety:

Having a pharmacist who had good knowledge of all 
kinds of medications, going through polypharmacy, 
with a fine- tooth comb and picking up any errors or 
things we could do better. GP_21.

GPs also drew on PIPs’ expertise of medicine admin-
istration for the wider benefit of CH residents, ‘things 
that can be crushed or can be opened or whether they need to be 
changed to suspensions’, explaining the PIP ‘seems to know 
the answer for everything with regards to medication interactions 
and probably the thing I ask her most is appliances, different 
catheters and things’ GP_8.

GPs explained that as PIPs could spend several hours 
within the home with a small number of residents, they 
could understand residents’ medicine needs in greater 
detail, ‘it has brought up things that I might not have thought 
about’ GP_16. GPs and care home staff were generally 
open to suggestions from PIPs. However, two PIPs not 
based in the GP practice prior to the intervention strug-
gled to have their prescribing role accepted, ‘I couldn’t 
just go off and prescribe things because the doctor would need to 
know … it was quite obvious she didn’t want me to do anything 
without putting it through her’ PIP_19. This may suggest a 
need for actively reviewing and clarifying accountability 
of roles so that PIPs may be fully integrated into the multi-
disciplinary team.

While GPs found it hard to quantify the impact of the 
intervention on their workload, on reflection they mostly 
described how they were now dealing with fewer daily 
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enquiries from CHs. Where PIPs and GPs had established 
communication channels, the PIPs regularly identified 
residents and issues that the GP should look at in their 
weekly ward round:

It has reduced the time taken to see patients as I can 
be confident their meds are all up to date, tests re-
quired for routine monitoring have been flagged up 
and I have been able to action these GP_3.

Not all GPs agreed that the PIP intervention was a 
‘natural fit’, rather one GP described a situation where 
they believed the intervention had increased their work-
load as the PIP had requested biochemical monitoring 
which was ‘creating work…actual fact I didn’t change resident’s 
dose, there was no indication to do so and I did wonder what I 
was trying to achieve.’ GP_19. In part, this situation arose 
as the PIP did not have full access to the resident’s clin-
ical records and was unaware a blood test had been taken 
during a recent hospital visit, highlighting the impor-
tance of PIPs being able to have full access to the primary 
care team’s systems and patient records.

Care home team perceptions
CH managers and staff identified benefits in having a 
dedicated pharmacist attached to the home. Most CH 
teams explained they had gained improved accessibility 
and advice by having PIPs as a point of contact in the 
primary care team, ‘if you’re phoning a surgery about a phar-
macy issue, probably better speaking to a pharmacist than a GP’ 
CH manager_21a.

Where multidisciplinary working was embedded, CH 
teams explained the clinical skills of each professional 
were respected, and teamwork supported effective resi-
dent care:

The [CH] nurses’ assessments are being taken as 
a valuable tool, because the nurses are observing, 
the nurses are giving the assessment, and the nurs-
es are liaising with the PIP, to prescribe what they 
think is needed, so I think it’s a win, win situation, 
the nurses are feeling valued, and the PIP as well CH 
manager_21b.

However, in two homes, PIPs were not able to become 
integrated into the CH. In one, the PIP reported that 
CH staff were unclear of their role. In another, there was 
confusion about the legal position of PIPs to prescribe 
and the manager insisted the GP signed off all the PIP’s 
prescribing activity. This highlights the importance of 
understanding and trust across the triad.

PIP perceptions
PIPs commonly reported that their prescribing authority 
meant decisions and resident care could be followed up 
in a timely way:

I think the benefits of having pharmacists in Primary 
Care is we can go in and make the changes and own 
it and follow it up rather than pass it on, …leaving it 
for other people to follow up PIP_17.

A few PIPs mentioned the role of the pharmacy tech-
nician as potentially supporting their work, as pharmacy 
technicians would undertake stock control and check 
medicine administration records for accuracy with stock. 
Only one PIP appeared to have worked with a technician 
during the intervention ‘…a [pharmacy] technician that’s 
employed to go around the homes, I had a relationship with them 
already, … a lot of the work that they had already done, …so it 
meant me going in wasn’t as huge job to turn around the whole 
care home’ PIP_14. A GP pointed out that it may not be 
good use of a pharmacist ‘to be going in and counting tablets 
and working out what the home needed’ GP_21.

In summary, GPs and PIPs made clear what expertise 
an independent prescribing pharmacist could bring to 
the multidisciplinary team and saw a continuing place 
for pharmacists in CHs. While most CH teams valued the 
PIP role, a few were still uncertain on the range of their 
specific responsibilities.

Theme 2: ‘The resident is cared for’—shared goals in 
medicine management
GPs and PIPs highlighted a strength of having a PIP as 
‘the linchpin in medicine management’ in that they had 
detailed pharmaceutical knowledge allowing them to 
take actions which would directly and specifically benefit 
residents. PIPs reviewed prescriptions and could actively 
seek to rectify any prescribing errors and reduce the 
drug burden related to adverse effects from medicines. 
By doing this, they importantly improved safety for the 
resident and helped to make MAR (Medication Adminis-
tration Record) sheets fit for purpose thereby potentially 
reducing the risk of administration error. Changes PIPs 
could make ranged from small actions such as changing 
the time of eye drop administration, so residents were not 
woken every night by staff, changing tablet preparations 
to soluble form, to complex titrating of medicines, for 
example, reducing doses of morphine- based painkillers 
and stopping antipsychotic medicines. PIPs reviewed all 
medicines in the context of a resident’s current biomed-
ical markers and stage of life.

Residents, alongside some members of the multidis-
ciplinary team, were sometimes uncertain of the PIP’s 
credentials, and PIPs reported that a few residents were 
reluctant to have their medicines reviewed, preferring to 
remain with prescriptions given by the GP or secondary 
care team. There were a few triads where CH teams strug-
gled to recall changes which had impacted on residents’ 
well- being. These proved to be either homes where PIPs 
struggled to build working relationships and therefore 
their medication activity was negligible, or homes that 
already had highly developed relationships with either 
the PIP allocated to the intervention or with another 
pharmacist. In this latter case it was reported that most 
residents already received regular medication reviews.

Managing resident prescriptions
Independent prescribing activity was a key role of PIPs 
in the multidisciplinary team. Their involvement could 
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directly benefit residents, often because this could prog-
ress a new prescription much more speedily:

If my residents are feeling their symptoms, then re-
fer to the PIP, and the PIP will prescribe immediately, 
there will immediate response, and then the residents 
will be happy CH manager_21b.

Other CH teams identified how having direct contact 
with a PIP stopped conditions worsening, ‘somebody 
having dry skin, and being able to contact a pharmacist, defi-
nitely improved care and stopped things becoming more acute, 
skin breaking down’ CH Manager_16. They explained that 
for such conditions, they would not have contacted the 
GP but would have waited for the weekly GP visit, with 
the ensuing delay potentially leading to the worsening of 
conditions.

Key to successful deprescribing, reducing or stopping 
a medicine, was the PIP having trustful relationships with 
the CH team, the GP and the resident or their family. The 
importance of this trustful relationship was made evident 
when CH teams explained how they were now confident 
in trying to titrate prescriptions down as they knew the 
PIP was easy to contact and had agreed that if there were 
adverse effects the process could be stopped, and the 
medicine reinstated:

Seeing PIP on a weekly basis meant we were able to 
make some huge reductions but also we were both 
very honest with each other so when we had got rid of 
almost everything and then resident’s behaviour got 
worse again, we were able to add in a tiny little bit of 
something and I mean tiny bit which was appropriate 
CH Manager_9.

Titrating antipsychotic medicine is a complex process 
and each stakeholder needs to be fully committed and 
in good communication with each other. Here, a PIP 
explains how the process continued after the interven-
tion ended, illustrating the continued benefit of having 
PIPs working in the GP practice:

We had started to titrate it down and for a few days 
they were okay and then they started to need a lot 
of diazepam so we increased it back up but now it 
has come back down by half; they are checking and 
watching even though the study has ended because I 
have been involved and generally keeping an eye on 
things too they still have my contacts. PIP_1.

Discussions on deprescribing were also enabled 
between PIPs and the resident or their relative, thereby 
providing more patient- centred care. A CH manager 
explains:

…talking through that with the PIP and the resident 
she has come full circle and is off her Butec patches 
with no pain; that was agreed with her and her family 
… she didn’t mind coming off and giving it a trial 
period CH Manager_6.

Shared decisions
While it was intended that PIPs would be actively engaged 
with residents as part of the intervention, frequently resi-
dents did not have the mental capacity for this. However, 
even though a PIP stated that residents would possibly 
have little recall of their conversation, they still found 
it relationally valuable to meet with residents, ‘I enjoyed 
meeting them all and then they become more than just a name on 
a page, you remember the person behind the medication’ PIP_1. A 
few PIPs also reported the benefit of engaging with family:

I could really get on well with the family, she wanted 
to know everything what I was going to do so that was 
more interesting because I could discuss things, a re-
ally good example of joint working with the family 
PIP_16.

In summary, most participants readily identified ways in 
which the intervention had directly benefited individual 
residents. The key factor enabling PIPs to work in ways 
which benefited residents stemmed from the trust the CH 
team, resident and their family could place on the PIP 
as a readily accessible, clinically competent person who 
could react appropriately if adverse consequences arose 
to any medicine change.

Theme 3: ‘Moving from “firefighting” to effective systems’
Within the CH, most of the PIPs actively reviewed and 
where appropriate improved medicine ordering and 
administration systems, for example streamlining 
dispensing systems, consolidating MAR charts and stock 
control.

Streamlining medicine supply and stock control
PIPs could articulate their detailed knowledge of the role 
of the community pharmacist and the processes which 
may be in place when a medicine is started or stopped, 
particularly the time it can take for automated systems to 
register the change. This ‘insider knowledge’ placed PIPs 
in an ideal position to educate other professionals and try 
to streamline medicine ordering processes:

Geriatrician didn’t realise that although it was 
stopped in the MAR chart the next month’s is out 
there in the van waiting to be delivered, just anticipat-
ing those fires PIP_9.

PIPs explained that such lack of understanding about 
the medicine supply process led to stopped medicines 
still being dispensed and administered and this could be 
a patient safety issue. The majority reported developing 
enhanced relationships with community pharmacists 
and CH staff. If the PIP worked in the GP practice, these 
relationships were often sustained postintervention, ‘any 
query we just email the PIP we get information get straight from 
the horse’s mouth’ CH Manager_14a.

A few PIPs explained that taking part in the interven-
tion had prompted them to review systems in the GP 
surgery:
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We have 5 people—pharmacy technician, pharma-
cy assistants, generating prescriptions, dealing with 
questions, and discharge letters, so one of them is 
now appointed for the nursing home patients. If we 
need to discuss anything, she’s the one that helps 
if we make a change, she’ll change it on their file, 
and then she’ll liaise as well with the nursing home 
PIP_22.

Rationalising record and stock
Working alongside CH staff PIPs allocated time to review 
MAR charts and consider if medicines could move to PRN 
(as required) or homely medicines. The staff reported 
they appreciated dedicated time to discuss things and 
simplified MAR charts:

It sorted out things that we didn’t need any longer 
and put things a bit more into place, like the PRNs 
particularly where some people didn’t need it on 
their MAR charts any longer, … I suppose that had 
been overlooked which does happen I’m afraid, yes it 
was useful CH staff_19.

Removing no- longer- needed prescriptions and iden-
tifying changes in the ordering systems helped reduce 
workload, ‘it really reduced our workload, in terms of kind of 
managing medication in the nursing home’ CH manager_11.

Many of the PIPs explained that by regularly attending 
the care homes, they were able to identify waste and 
unused stock and could take measures to reduce waste:

I spoke a few times with the dispensing pharmacists 
about errors that came up on the MAR chart etc. we 
tried to address those issues. I spoke to the appliance 
contractors not just the Pharmacy, … I had to address 
it in a really decisive manner PIP_16.

One GP highlighted the importance of cost- saving 
inherent in stock control, ‘I wouldn’t have had a clue about 
it {over stock} because I don’t go into the store cupboards so that 
was a massive cost saving’ GP_16.

In summary, many PIPs were found to take an active 
lead in reviewing and advising on more efficient medi-
cine systems. However, their efforts to improve systems 
could be thwarted if either the CH staff or GP team were 
unwilling, or unable, to adopt new ways of working.

DISCUSSION
This secondary analysis of interview data from the process 
evaluation of the CHIPPS study15 specifically focused on 
how the PIP role was enacted and PIPs, GPs and CH 
staffs’ perceptions of the impact of PIP activity on CH 
medicine procedures and resident well- being. The results 
provide contextualised understandings of the inde-
pendent prescribing pharmacist role within the wider 
primary care team, with most PIPs and GPs suggesting 
PIPs should have a continued role in management of CH 
medicine systems and residents’ medicines. Importantly, 

most participants reported perceptible benefits from the 
PIP intervention whether through improved resident 
well- being or increased safety and streamlining of CH 
procedures. Benefits from the intervention appeared 
greater when there was professional trust between GP, CH 
staff and the PIP. Examining exceptions can help better 
understand what resources, training or other preparation 
might need to be put in place for stakeholders to benefit 
from extended pharmacist roles.

GPs and PIPs made clear a pharmacist independent 
prescriber could bring specialised clinical knowledge 
to the multidisciplinary team and they saw a continuing 
place for pharmacists in CHs. While most CH teams 
valued the role of the PIP, a few were still uncertain on 
the range of their specific responsibilities. Pharmacists 
have an increasingly valued place within multidisciplinary 
primary care teams, and this is evident within policy 
statements.8 27 However, importantly, the pharmacist role 
needs to cover more than reviewing medicines to maxi-
mise impact. As part of a multidisciplinary team, pharma-
cists can provide dedicated specialist input into SMR9 by 
drawing on their clinical pharmaceutical knowledge.28 A 
pharmacist independent prescriber may be able to relieve 
the GP of some prescribing activity and so help to backfill 
GP shortages as fewer European GPs are now recruited.29 
Yet as the CHIPPS study found, there are differences in 
the character of pharmacist medication review15 and 
there are suggestions that there may need to be quality 
check tools on practice.30

The review of individual resident’s medicines under-
taken as part of this intervention was reported by CH 
staff and PIPs as having readily demonstrated benefits for 
residents’ subjective quality of life. This understanding is 
important as the evidence on objective improvements in 
resident outcomes, that is, admission to hospital, falls or 
mortality from this trial and others is inconclusive.18 31 32 
Holland et al,33 suggested that measures relating to older 
people’s quality of life may be a better measure. This 
is borne out in trails that fail to find significant change 
in primary outcomes such as falls but do find positive 
outcomes in reduction of drug- related burden.18 34 Our 
study suggests that measures of impact may need to be 
related to residents’ everyday experiences, such as better 
engagement with others, more alert at mealtimes, rather 
than clinical risk of side effects from multiple no- longer- 
needed medicines. We found that there needed to be 
trust between the CH staff and PIPs in order for some 
of the pharmacists’ recommendations to be enacted; 
CH staff needed to have confidence the pharmacist 
would respond quickly if a resident’s behaviour became 
distressed and a challenge to manage.

As part of the intervention service specification, PIPs 
spent time actively reviewing, and where appropriate, 
improving CH medicine systems. For example, reviewing 
and improving dispensing systems, consolidating MAR 
charts and monitoring stock control. These were reported 
as having benefits for CH staff in that administration and 
reordering were easier, and potentially safer. Improved 
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management of stock reduced wastage and therefore had 
financial benefits. These findings resonate with evidence 
supporting the place of pharmacists within CHs.35 None-
theless, future work might explore if this is optimum use 
of a pharmacist’s skills or if this might be a technician- 
level activity.

The exceptions to the positive results reported so far 
occurred when relational factors inhibited the scope of 
pharmacist contributions. For example, when the rela-
tionship between pharmacist and GP or CH could not 
be successfully established, or understanding of the phar-
macist’s legal clinical scope was not understood. This 
suggests the need for strategies which will develop shared 
understanding of the potential of each other’s roles. Our 
results resonate with a survey by Kahn et al36 that aimed 
to understand factors impacting on interprofessional 
working in primary care; they found that the time the 
team had worked together, and opportunities for formal 
and informal communication were important in enabling 
the team to develop trust and collaborative working prac-
tices. In our study, the few PIPs who had not previously 
worked in the trial GP surgery reported greater resistance 
to their role and made fewer substantive changes to resi-
dents’ medicines and CH medicine ordering and admin-
istration systems. It is important that all stakeholders 
understand the pharmacist role so as to support collabo-
rative working practices.37

Strengths and limitations
Missing from our study are the resident and relatives’ opin-
ions of medication review and the place of the pharmacist 
in this. We attempted to recruit the residents consented 
to the intervention arm of the trial through CH staff. It is 
unclear why this was unsuccessful with only three residents 
expressing an interest, but in part it is likely to be due 
to the severe cognitive impairment many residents were 
living with, meaning staff may not have actively encour-
aged residents or their families to take part in a process 
evaluation interview. A further point to note is that the 
sample, while appearing representative of the main trial 
sample, consists of those who volunteered for the addi-
tional process evaluation interview so may not represent 
the views of those who declined. This point along with 
the limited number of participants represented in a small 
number of codes means that the transferability of the data 
needs to be considered with caution as the results provide 
insights and understandings from a very specific group 
of HSCPs involved in supporting older resident CHs. All 
pharmacists were independent prescribers, and all had 
received additional training in medicine for older people. 
It cannot be assumed that more generalist pharmacists 
in a GP surgery would have the experience to make the 
specialised medicine management decisions demon-
strated by these pharmacist independent prescribers who 
had received additional training. There are recommen-
dations to make CH pharmacists a designated specialty.38 
However, further training may be needed as inexperi-
enced pharmacists may rely on template- driven reviews.39 

The bespoke training developed for this intervention 
appeared appropriate for enhancing pharmacists’ clin-
ical skills and confidence.40 Pharmacists in our study had 
medication review responsibilities only for between 9 and 
24 residents, so allowing them dedicated time to come to 
understand those residents’ individual needs.

The CHIPPS RCT found the fall rate risk ratio for the 
intervention group compared with the control group 
was not significant. However, the Drug Burden Index 
outcome significantly favoured the intervention.18 Reduc-
tion in drug related problems is reported in another 
pharmacist led review intervention,41 indicating there is 
potential for pharmacist led review to have some posi-
tive impacts for CH residents relating to side effects of 
some medicines. Further economic evaluation would 
be required to examine if this level of pharmacist input 
would be cost effective in practice. It may be that some 
tasks could be allocated to the developing role of phar-
macy technicians.42

There are practice implications for other roles within 
the wider healthcare team. For example, during inter-
views, PIPs referred to their work with community phar-
macists, describing the community pharmacist position as 
key in dispensing medicines. Future work exploring medi-
cines management in CHs might include the community 
pharmacist or dispensing pharmacy so that the efficiency 
of medicine ordering and dispensing can be further 
optimised. This might reduce the potential safety risk, 
reported in this study, which occurs when medicines 
which have been deprescribed remain on the MAR chart.

The CHIPPS process evaluation was completed in 
2020 just as primary care networks (PCN) were being 
introduced in England and at the start of the COVID- 19 
pandemic. A key aspect of the role was the presence of 
the pharmacy within the CH, the move to more ‘on- line’ 
working since the COVID- 19 pandemic may make this 
aspect of the intervention more difficulty to implement. 
Within PCNs, pharmacists work across several GP prac-
tices rather than being within a single practice.43 Our 
finding that PIPs not integrated within the GP team faced 
the most challenges in developing trustful working rela-
tionships, mirrors an evaluation of PCNs published in 
2022.44 45 This evaluation reported the need for change 
in cultures and practices to support additional clinical 
roles in a GP practice.39 40 Those working within a PCN 
rather than a single GP surgery reported feeling a lack 
of autonomy, belonging and contribution, reflecting the 
trial experience of PIPs ‘dropped’ into GP practices.

CONCLUSION
Independent prescribing pharmacists can successfully 
take responsibility for medicine management and SMR 
for older people in CHs. When pharmacists develop 
professional trustful relationships with GP colleagues and 
CH staff, they can independently make changes to medi-
cines which benefit resident well- being. Their expertise 
in medicine systems including stock control and ordering 
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enabled them to streamline CH systems with the poten-
tial benefit of reducing waste and likelihood of adminis-
tration errors. The changing landscape of global primary 
care provision indicates that pharmacists will continue to 
have a key role in leading management of medicines but 
that how this happens may require monitoring to enable 
refinement of the delivery model.

Twitter Christine Bond @christinebond20

Acknowledgements Thank you to residents and their families who agreed to 
receive the intervention, the pharmacists, GP practices and care homes who 
delivered the intervention and took part in the process evaluation. We would also 
like to acknowledge the South Norfolk Clinical Commissioning Group (now Norfolk 
and Waveney ICB) as the study sponsor and the CHIPPS Study team.

Contributors DW, CB and FP conceived the overall research design and provided 
commentary on the progress of the data collection and analysis. LB and LD 
undertook qualitative data collection and analysis, all authors reviewed emerging 
results. LB led on producing the manuscript. All authors commented on versions of 
the manuscript, and all agree to the final version. DW is guarantor.

Funding This is a summary of independent research funded by the National 
Institute for Health Research (NIHR) under its Programme Grants for Applied 
Research Programme (Grant Reference Number RP- PG- 0613- 20007). The views 
expressed are those of the authors and not necessarily those of the National Health 
Service, the NIHR or the Department of Health.

Competing interests DW received speaker fees from Desitin Pharma and speaker 
fees and unrestricted education grants from Rosemont Pharmaceuticals. All other 
authors have no competing/conflict of interest.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting or dissemination plans of this research. Refer to the 
Methods section for further details.

Patient consent for publication Not required.

Ethics approval This study involves human participants. English ethical approval 
was gained from East of England Cambridge Central Research Ethics Committee 
17/EE/0360 (28 November 2017; this applied to research in Northern Ireland). 
Scottish ethical approval was gained from Scotland A research Ethics Committee 
17/SS/0118 (7 December 2017). Participants gave informed consent to participate 
in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. The 
data sets used and/or analysed during the current study are available from the 
corresponding author on reasonable request.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iD
Linda Birt http://orcid.org/0000-0002-4527-4414

REFERENCES
 1 MacRae C, Henderson DA, Mercer SW, et al. Excessive 

Polypharmacy and potentially inappropriate prescribing in 147 care 
homes: a cross- sectional study. BJGP Open 2021;5. 

 2 Pazan F, Wehling M. Polypharmacy in older adults: a narrative review 
of definitions, epidemiology and consequences. Eur Geriatr Med 
2021;12:443–52. 

 3 WHO. Medication safety in Polypharmacy: technical report. 2019. 
Available: https://www.who.int/publications/i/item/WHO-UHC-SDS- 
2019.11

 4 Davies LE, Spiers G, Kingston A, et al. Adverse outcomes of 
Polypharmacy in older people. Systematic Review of Reviews Journal 
of the American Medical Directors Association 2020;21:181–7. 

 5 Szczepura A, Wild D, Nelson S. Medication administration errors for 
older people in long- term residential care. BMC Geriatr 2011;11:82. 

 6 National Care Forum. Preventing medication errors in care 
homes a review of publications. 2019. Available: https://www. 
nationalcareforum.org.uk/wp-content/uploads/2019/11/Preventing- 
Medication-Errors.pdf

 7 Care Quality Commission. Regulation 12: safe care and treatment. 
2021. Available: https://www.cqc.org.uk/guidance-providers/ 
regulations-enforcement/regulation-12-safe-care-treatment

 8 Department of Health and Social Care. Good for you, good for 
us, good for everybody A plan to reduce Overprescribing to make 
patient care better and safer, support the NHS, and reduce carbon 
emissions. 2021. Available: https://assets.publishing.service.gov.uk/ 
government/uploads/system/uploads/attachment_data/file/1019475/ 
good-for-you-good-for-us-good-for-everybody.pdf

 9 NHS England. Structured Medication reviews and Medicine 
Optimisation, Available: https://www.england.nhs.uk/primary-care/ 
pharmacy/smr/

 10 NHS. NHS England Funding and Resource 2018/19: Supporting 
‘Next Steps for the NHS Five Year Forward View. 2018.

 11 Mohammed MA, Moles RJ, Chen TF. Chen TF medication- related 
burden and patients’ lived experience with medicine: a systematic 
review and Metasynthesis of qualitative studies BMJ open. BMJ 
Open 2016;6:e010035. 

 12 Kouladjian L, Gnjidic D, Chen TF, et al. Drug burden index in 
older adults: theoretical and practical issues. Clin Interv Aging 
2014;9:1503–15. 

 13 General pharmaceutical Council. Pharmacist independent Prescriber. 
2022. Available: https://www.pharmacyregulation.org/education/ 
pharmacist-independent-prescriber

 14 Bleidt BA. Deprescribing: an emerging role for pharmacists. J Pharm 
Health Serv Res 2019;10:159–60. 

 15 Birt L, Dalgarno L, Wright DJ, et al. Process evaluation for the care 
homes independent pharmacist Prescriber study (CHIPPS). BMC 
Health Serv Res 2021;21:1041. 

 16 Bond CM, Holland R, Alldred DP, et al. Protocol for a cluster 
randomised controlled trial to determine the effectiveness and cost- 
effectiveness of independent pharmacist prescribing in care homes: 
the CHIPPS study. Trials 2020;21:103. 

 17 Bond CM, Holland R, Alldred DP, et al. Protocol for the process 
evaluation of a cluster randomised controlled trial to determine the 
effectiveness and cost- effectiveness of independent pharmacist 
prescribing in care home: the CHIPPS study. Trials 2020;21:439. 

 18 Holland Ret al. n.d. The care homes independent prescribing 
pharmacist study (CHIPPS): A cluster randomised controlled trial to 
evaluate safety and effectiveness. BMJ

 19 Lane K, Bond C, Wright D, et al. Everyone needs to understand 
each other’s systems”: Stakeholder views on the acceptability 
and viability of a pharmacist independent Prescriber role in care 
homes for older people in the UK. Health Soc Care Community 
2020;28:1479–87. 

 20 Wright DJ, Blyth A, Maskrey V, et al. Development and feasibility 
testing of an evidence- based training programme for pharmacist 
independent Prescribers responsible for the medicines- related 
activities within care homes. Int J Pharm Pract 2021;29:376–84. 

 21 Kelly LM, Cordeiro M. Three principles of pragmatism for research 
on organizational processes. Methodological Innovations 
2020;13:205979912093724. 

 22 Inch J, Notman F, On behalf of the CHIPPS Team. The care home 
independent prescribing pharmacist study (CHIPPS)—A non- 
randomised feasibility study of independent pharmacist prescribing 
in care homes. Pilot Feasibility Stud 2019;5:89. 

 23 Moore GF, Audrey S, Barker M, et al. Process evaluation of 
complex interventions: medical research Council guidance. BMJ 
2015;350(mar19 6):h1258. 

 24 Nowell LS, Norris JM, White DE, et al. Thematic analysis: striving to 
meet the trustworthiness criteria. Int J Qual Methods 2017;16.

 25 Saldana J. The coding manual for qualitative researchers. London: 
Sage Publications Ltd, 2021.

 26 Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE 
guide No.131. Med Teach 2020;42:846–54. 

 on D
ecem

ber 1, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-068678 on 31 O
ctober 2023. D

ow
nloaded from

 

https://twitter.com/christinebond20
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-4527-4414
http://dx.doi.org/10.3399/BJGPO.2021.0167
http://dx.doi.org/10.1007/s41999-021-00479-3
https://www.who.int/publications/i/item/WHO-UHC-SDS-2019.11
https://www.who.int/publications/i/item/WHO-UHC-SDS-2019.11
http://dx.doi.org/10.1080/21548331.2019.1706995
http://dx.doi.org/10.1080/21548331.2019.1706995
http://dx.doi.org/10.1186/1471-2318-11-82
https://www.nationalcareforum.org.uk/wp-content/uploads/2019/11/Preventing-Medication-Errors.pdf
https://www.nationalcareforum.org.uk/wp-content/uploads/2019/11/Preventing-Medication-Errors.pdf
https://www.nationalcareforum.org.uk/wp-content/uploads/2019/11/Preventing-Medication-Errors.pdf
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-12-safe-care-treatment
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-12-safe-care-treatment
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1019475/good-for-you-good-for-us-good-for-everybody.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1019475/good-for-you-good-for-us-good-for-everybody.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1019475/good-for-you-good-for-us-good-for-everybody.pdf
https://www.england.nhs.uk/primary-care/pharmacy/smr/
https://www.england.nhs.uk/primary-care/pharmacy/smr/
http://dx.doi.org/10.1136/bmjopen-2015-010035
http://dx.doi.org/10.1136/bmjopen-2015-010035
http://dx.doi.org/10.2147/CIA.S66660
https://www.pharmacyregulation.org/education/pharmacist-independent-prescriber
https://www.pharmacyregulation.org/education/pharmacist-independent-prescriber
http://dx.doi.org/10.1111/jphs.12303
http://dx.doi.org/10.1111/jphs.12303
http://dx.doi.org/10.1186/s12913-021-07062-3
http://dx.doi.org/10.1186/s12913-021-07062-3
http://dx.doi.org/10.1186/s13063-019-3827-0
http://dx.doi.org/10.1186/s13063-020-04264-8
http://dx.doi.org/10.1111/hsc.12970
http://dx.doi.org/10.1093/ijpp/riab025
http://dx.doi.org/10.1177/2059799120937242
http://dx.doi.org/10.1186/s40814-019-0465-y
http://dx.doi.org/10.1136/bmj.h1258
http://dx.doi.org/10.1080/0142159X.2020.1755030
http://bmjopen.bmj.com/


9Birt L, et al. BMJ Open 2023;13:e068678. doi:10.1136/bmjopen-2022-068678

Open access

 27 International Pharmaceutical Federation (FIP). FIP Regional 
Conference for the European Region; The Hague, 2020 Available: 
https://www.fip.org/file/4840

 28 Baruth JM, Gentry MT, Rummans TA, et al. Polypharmacy in older 
adults: the role of the Multidisciplinary team. Hosp Pract (1995) 
2020;48:56–62. 

 29 OECD. Health at a glance: Europe 2020: state of health in the 
EU cycle availability of doctors. 2020. Available: https://www. 
oecd-ilibrary.org/sites/1d767767-en/index.html?itemId=/content/ 
component/1d767767-en

 30 Patounas M, Lau ETL, Rigby D, et al. Development and trial of 
an instrument to evaluate accredited pharmacists' clinical home 
medicines review reports in Australia. Pharmacy Practice and Res 
2023;53:32–8. 

 31 Lee SWH, Mak VSL, Tang YW. Pharmacist services in nursing 
homes: A systematic review and meta- analysis. Br J Clin Pharmacol 
2019;85:2668–88. 

 32 O’Mahony D. Optimization of medication by pharmacists in older 
people with Multimorbidity for improved outcomes—Mirage or reality 
JAMA Netw Open 2021;4:e216392. 

 33 Holland R, Desborough J, Goodyer L, et al. Does pharmacist- led 
medication review help to reduce hospital admissions and deaths 
in older people? A systematic review and meta- analysis. Br J Clin 
Pharmacol 2008;65:303–16. 

 34 Roughead EE, Pratt NL, Parfitt G, et al. Effect of an ongoing 
pharmacist service to reduce medicine- induced deterioration 
and adverse reactions in aged- care facilities (nursing homes): a 
Multicentre, randomised controlled trial (the Remindar trial). Age 
Ageing 2022;51:afac092. 

 35 Riordan DO, Walsh KA, Galvin R, et al. The effect of pharmacist- led 
interventions in Optimising prescribing in older adults in primary care: 
A systematic review. SAGE Open Med 2016;4:2050312116652568. 

 36 Khan AI, Barnsley J, Harris JK, et al. Examining the extent and 
factors associated with Interprofessional teamwork in primary care 
settings. J Interprof Care 2022;36:52–63. 

 37 Zogas A, Gillespie C, Kleinberg F, et al. Clinical pharmacist 
integration into veterans' primary care: team members perspectives. 
J Am Board Fam Med 2021;34:320–7. 

 38 Burns C. n.d. Recognise care home Pharmacy as a Specialism, says 
RPS Scotland. Pharmaceutical Journal 

 39 Madden M, Mills T, Atkin K, et al. Early implementation of the 
structured medication review in England: a qualitative study. Br J 
Gen Pract 2022;72:e641–8. 

 40 Birt L, Dalgarno L, Bond CM, et al. Evaluation of a training 
programme for pharmacist independent Prescribers in a care home 
medicine management intervention. BMC Med Educ 2022;22:551. 

 41 Lexow M, Wernecke K, Sultzer R, et al. Determine the impact 
of a structured pharmacist- led medication review - a controlled 
intervention study to Optimise medication safety for residents in 
long- term care facilities. BMC Geriatr 2022;22. 

 42 Street KA, Taylor ADJ. “A consensus building study to define the 
role of a 'clinical' Pharmacy technician in a primary care network 
environment in England”. Int J Pharm Pract 2023;31:62–9. 

 43 Baird B, Beech J. Primary care networks explained [The Kings Fund]. 
2020. Available: https://www.kingsfund.org.uk/publications/primary- 
care-networks-explained

 44 Baird B, Lamming L, Bhatt RT, et al. Integrating additional roles into 
Pcns [The King’s Fund]. 2022. Available: https://www.kingsfund.org. 
uk/sites/default/files/2022-02/Integrating%20additional%20roles% 
20in%20general%20practice%20report%28web%29.pdf

 45 Mills T, Madden M, Stewart D, et al. Integration of a clinical 
pharmacist workforce into newly forming primary care networks: 
a qualitatively driven, complex systems analysis. BMJ Open 
2022;12:e066025. 

 on D
ecem

ber 1, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-068678 on 31 O
ctober 2023. D

ow
nloaded from

 

https://www.fip.org/file/4840
http://dx.doi.org/10.1080/21548331.2019.1706995
https://www.oecd-ilibrary.org/sites/1d767767-en/index.html?itemId=/content/component/1d767767-en
https://www.oecd-ilibrary.org/sites/1d767767-en/index.html?itemId=/content/component/1d767767-en
https://www.oecd-ilibrary.org/sites/1d767767-en/index.html?itemId=/content/component/1d767767-en
http://dx.doi.org/10.1002/jppr.1829
http://dx.doi.org/10.1111/bcp.14101
http://dx.doi.org/10.1001/jamanetworkopen.2021.6392
http://dx.doi.org/10.1111/j.1365-2125.2007.03071.x
http://dx.doi.org/10.1111/j.1365-2125.2007.03071.x
http://dx.doi.org/10.1093/ageing/afac092
http://dx.doi.org/10.1093/ageing/afac092
http://dx.doi.org/10.1177/2050312116652568
http://dx.doi.org/10.1080/13561820.2021.1874896
http://dx.doi.org/10.3122/jabfm.2021.02.200328
http://dx.doi.org/10.1211/PJ.2019.20206469
http://dx.doi.org/10.3399/BJGP.2022.0014
http://dx.doi.org/10.3399/BJGP.2022.0014
http://dx.doi.org/10.1186/s12909-022-03575-5
http://dx.doi.org/10.1186/s12877-022-03025-3
http://dx.doi.org/10.1093/ijpp/riac077
https://www.kingsfund.org.uk/publications/primary-care-networks-explained
https://www.kingsfund.org.uk/publications/primary-care-networks-explained
https://www.kingsfund.org.uk/sites/default/files/2022-02/Integrating%20additional%20roles%20in%20general%20practice%20report%28web%29.pdf
https://www.kingsfund.org.uk/sites/default/files/2022-02/Integrating%20additional%20roles%20in%20general%20practice%20report%28web%29.pdf
https://www.kingsfund.org.uk/sites/default/files/2022-02/Integrating%20additional%20roles%20in%20general%20practice%20report%28web%29.pdf
http://dx.doi.org/10.1136/bmjopen-2022-066025
http://bmjopen.bmj.com/


 Service specification  05.08.2020 

 

Additional file 1  CHIPPS Intervention Service Specification  

 Specification 

Recruitment and employment of the Pharmacist Independent Prescriber (PIP) 

 Excellent interpersonal, communication and IT skills 

 

Familiarity with relevant GP software systems 

 

Experience of providing prescribing and medicines management advice 

and support 

 

Previous experience of working in GP practice environment 

 

Be able to travel to site locations 

 

A mobile phone to be contactable for the purposes of delivering this 

service 

 

Appropriate indemnity insurance for prescribing 

 

PIP roles and responsibilities 

Review each resident’s medication and develop and 
implement a pharmaceutical care plan (essential) 

 

Optimise prescribing ensuring clear indication and evidence base for each 

medication (taking into consideration national and local pathways, 

guidelines and formularies), informed by tools such as STOPP/START 

 

Minimise the potential for adverse effects 

 

Optimise the dose of all medication 

 

Co-ordinate appropriate monitoring and associated tests for all 

medicines and conditions 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-068678:e068678. 13 2023;BMJ Open, et al. Birt L



 Service specification  05.08.2020 

 

 

Agree initial care plan with GP, care staff and resident (where 

appropriate) 

 

Document and maintain records relating to review and care plan in GP 

and care home records as appropriate 

 

Prescribing (essential) 

 

 

 

 

Authorise repeat prescriptions 

 

Co-ordinate appropriate monitoring and associated tests for all 

medicines and conditions 

 

Deprescribe medicines according to agreed pharmaceutical care plan 

 

Document medication changes in GP and care home records and notify 

supplying pharmacy of all changes to medication within 24 hours 

 

Only initiate new medicines for existing diagnoses or for common 

ailments which can be managed with medicines classified by the 

Medicines and Healthcare products Regulatory Agency (MHRA) as 

Pharmacy (P) or General Sales List (GSL) 

 

Any additional areas of prescribing must be agreed and documented with 

the GP practice prior to prescribing (e.g. antibiotics for simple UTIs 

 

 

Communication (essential)  

 Agree local protocols for communication with GP practice and care home 

prior to commencing service.  This should include:  

o Process of communication and messaging  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-068678:e068678. 13 2023;BMJ Open, et al. Birt L



 Service specification  05.08.2020 

 

o The location and expected level of detail of all PIP interventions 

in the medical records Process and communication of referrals 

for activities outside the competence of the PIP  

 

Inform supplying community pharmacy about service and role (prior start 

of service) 

o Communicate all changes in medication to supplying pharmacy 

 

Complete all documentation and recording of activities as required by 

the study team. 

 

Support systematic ordering, prescribing, and administration 

processes with each care home, GP practice and supplying 

pharmacy where needed: (undertaken at PIP’s discretion) 
 

 

 Provide instructions on how to administer each drug 

 

Synchronise residents prescription quantities for monthly cycles 

 

Add or clarify directions for all medication where it is currently not clear 

 

Provide advice on repeat prescription ordering processes to: 

o Minimising missed items 

o Optimising quantities  

 

Optimise the use of homely remedies within the care home 

 

Reconcile resident medication following a transfer of care 

 

Training provision (undertaken at PIP’s discretion)  

 Review training needs of care home and GP practice and draft proposed 

training plan 
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Provide training to care home staff on training needs basis from agreed 

list of potential topics/areas 

 

Provide guidance to relevant GP practice on training needs basis from 

agreed list of potential topics/areas 

 

Safe and effective service provision 

 

 

 PIP will be contactable and respond to messages within 24 hours 

(Monday - Friday) 

The PIP will establish a locally agreed protocol with the GP practice for 

referral/notification of all medicine related queries from CHIPPS 

participants to the PIP as appropriate  (see 4.3.5) 

 

PIP will have full (read/write) access to GP record system to issues 

prescriptions and update records 

 

Where possible PIP will use remote access to update records when 

changes are made to GP held record 

o Where remote access is not feasible the PIP must update 

records within 24 hours of making a change 

 

PIP will have full (read/write) access to care home records to update 

records during all visits using appropriate local reporting systems 

 

The PIP will visit/contact the care home at least once a week 

The PIP will visit/contact the GP practice at least once a week 

 

Wherever possible, all annual leave should be agreed before the 

beginning of the study. A clear system for transfer of responsibility 

communicated to GP, care home and supplying pharmacy 
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The PIP will work within the local prescribing formularies of GP practice 

and primary care organisation. 

 

The PIP will report and document all significant clinical events or near 

misses using local reporting procedures and study documentation. 

 

Ensure all records are aligned 
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Supplementary file 3 Coding Framework 

code  Number 

participants 

Number times 

coded 

1 Implementation 10 30 

list of services offered by PIP 5 7 

care home study procedure 8 23 

GP study procedures 6 7 

2 Mechanisms of impact 7 46 

medication changes made 13 33 

bio chemical monitoring 8 9 

non-patient facing activities 8 25 

completing PCP 5 15 

tasking items to GP 4 4 

liaising with community pharmacist about scripts 7 14 

liaising with primary care practice pharmacy staff 4 6 

evidence of GP tasking items to PIP 4 10 

recruiting residents 3 4 

authorising repeat prescription 7 13 

staff education 8 13 

staff training 12 15 

review of medication systems 11 18 

review of stock 7 8 

care home workload due to intervention 7 24 

3 Communication 10 62 

PIP to GP 9 19 

PIP to care home 12 55 

PIP to residents and relatives 8 16 

PIP to others 10 21 

GP to PIP 7 16 

Care home to PIP 13 56 

resident or relative to PIP 0 0 

GP to CH 5 6 

4 Outcomes 10 46 

case studies of improvement to residents 18 43 

case studies where planned change not successful 2 2 

reduced drug or stock wastage 3 3 

improved ordering system 8 19 

adding to multi disciplinary practice 17 44 

opinion on intervention 6 32 
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PIP satisfaction or not 5 11 

GP satisfaction or not 7 28 

Care home satisfaction or not 10 47 

5 intervention safety 4 6 

PIP perspective 5 12 

GP perspective 7 17 

Care home perspective 6 9 

resident or relative perspective 0 0 

6 contextual factors 13 61 

barriers to delivery 18 44 

facilitators to delivery 14 42 

impact of site factors on delivery 14 34 

impact of patient factors on delivery 8 12 

GP workload impact 12 27 

care home staff awareness 11 30 

7 Intervention normalised into routine 13 25 

actions taken to ensure intervention works 3 5 

narrative of engagement or disengagement 10 18 

legacy of intervention 11 20 

Future developments 2 4 

8 Discussion on professional roles 12 46 

9. Geographic differences 6 9 

10 Should this type of service be implemented 14 21 
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Supplementary file 4 Example of text to code ‘PIP satisfaction or not’ 

PIP 1 

Reference 1-the one to one contact, the face to face umm for those patients that were able to 

participate umm you know I think a lot of the time they are happy to see somebody and know there 

is another person involved in their care, umm a lot of them were great characters and you know it 

was lovely for building that relationship and then of course there would be the patients where you 

would be in a relationship with them and then you would be leaving the room and they had 

forgotten who you were, that was just their you know their conditions, so umm but no it was a 

positive experience definitely from the patients’ perspective and getting to know them.  

 

Reference 2 - I thought the project is really worthwhile umm and I hope that you are able to get all 

the data and make sense of it all especially with me, umm I, you know I think it’s a great project, I 
have encouraged other people to get involved in it locally umm and you know I know there’s a few. -  

PIP 2   

Reference 1 - part of me, admittedly four hours isn’t enough time, sometimes I wish it was more 

patients because I felt I could have probably made more of an impact and I do wish it was only the 

one Care Home but other than that.  

Reference 2 – I think so with the Primary Care network role, pharmacist’s role that is something that 

each Care Home resident will be getting and should be getting the Pharmacist’s review so. Yeah it is, 
it’s utterly definitely of benefit. - §  

PIP 6 

Reference 1 – Q I’m just wondering if there is a specific example of where you felt that that lack of 

knowing affected your sort of practice? Response I think it just was the, I think it was just the fact 

that I never got to the stage where the Home were calling me about things, we never got to that 

stage  

Reference 2 – Q Was there anything that was particularly good about your experience of delivering 

the service?  Response 2 / 3 Definitely, yes, I have been very negative, no I think just the fact that 

there is a need for it, you know I did pick up on things in review, GPs now are so busy you know 

particularly when they get given, the way that it happens, that they get given a whole Care Home to 

look after, they do tend to when, you know once that patient moves into that Care Home the GP will 

you know do a quick review and all of that to get to know them and their records a bit better but 

often after that the GP can only ever respond to acute needs and those patients, you know often 

those, the way it works at the Care Home I was at, that the GP would visit every Thursday, they 

would have a list of all of the patients that the Care Home wanted them to see so it was often 

dictated by what the Care Home needs were rather than what the GP, and by that time it was all 

filled up so the GP you know would follow up on some things but in terms of on-going chronic 

conditions that’s where I feel Pharmacists in Care Homes have an impact and that I saw, so my main 
things were about trying to reduce pain medication, so we got a few people reduced on some of the 

Opioid patches and monitoring, not over-monitoring because you know that is totally unnecessary at 

this stage but the monitoring that is necessary so there was some blood tests that had slipped that 

were important and de-prescribing other things for different medications like statins that patients 

don’t need so much anymore and the GP I felt was grateful for that because they would love to have 
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the time to do that I’m sure, but yeah they are working on a, you know firefighting basis whereas 
this was more of a you know a pro-active approach to it. – 

PIP 19 

Reference 1 - it was generally positive, there were obviously some things we will perhaps come back 

to that were sort of challenging in terms of time management and prioritising what I needed to do 

umm but umm but yes on the whole I think I learnt from it and it was beneficial to the patients I 

hope. –  

PIP 9  

Reference 1 - quite good really it kind of built upon the kind of relationships that I had with the Care 

Home anyway, so I do speak to them quite often on the phone, I deal with queries but it just, it 

made things better because I had to go and see the Home, I didn’t know where the Home was, it was 
just out there somewhere. I didn’t know what the Home was like, I had a picture of it in my head 
about who the people were who I was dealing with but I didn’t know them so I had to go and see 

them so that was great and then because we knew one another we then kind of shared email 

addresses and stuff and we made maybe some of the things a bit more twenty-first century, we 

were emailing one another whereas in the past they were faxing us queries and stuff so, so that’s 
yeah so it was, yeah it was good it kind of pushed us a bit more together to kind of work together.  

Reference 2 - can’t think of anywhere where it was negative, I can just see it was all positive. 
Basically we did do a kind of an in-depth six month review of people which I don’t think we would 
have done it had I not been involved in the CHIPPS study you know and there was lots of, because 

basically what I used it for we kind of took a step back and said ‘why is this patient on this drug?’ as 
opposed to ‘what’s the drug for?’ so if they are on drugs and antidepressants you know well anti-
depressants they’re depressed, but actually what I started doing was going you know ‘why were 
they put on this drug?’ and sometimes we didn’t know and they were on the drug and I didn’t think 
it was doing any good and I said ‘maybe we could maybe halve this or stop this?’ so yeah so I can’t 
think of anything, I can’t think of anything negative.  

Reference 3 - So communication only improved, you know we did move away from them sending 

faxes to us saying ‘and you owe these medicines for various people’ to them emailing and you know 
yeah and it just improved you know and sometimes when I had those emails I was able to reply back 

to them and say ‘I’ve sorted it out for you now’ but I was able to reply to the Pharmacy as well 
saying ‘these things have been sorted, the script is on the way’ or whatever and it only improved 
really, do you know what I mean ‘improved’?  

Reference 4 - I thought whatever you are going to try and show a difference in, that half my time or 

double my time was taken filling out paperwork when actually I did do it in half the time but you do 

not know and I kind of squandered some of that yeah 
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Table Demographic characteristics of interview participants 

Intervention ID 

Interviewee N=38 

General practice Pharmacist  Care Home 

Triad   Interviewee Location* Patient 

list 

 

Previously 

employed PIP 

Time 

Independent 

Prescriber  

Previous 

experience 

in care 

homes 

Number of 

residents in 

intervention  

Type of 

registration 

Indices of 

multiple 

deprivation*  

Ownership  

1 PIP, 

CH Manager   

Northern Ireland 

Urban 

< 10,000 Yes 1 month No 6 Dual 10 Private 

2 PIP England 

Semirural 

≥10,000 

 

Yes 2 months Yes 20 Dual 8 Private 

3 GP England 

Urban 

< 10,000 No 12 months Yes 16 Residential 6 Local Authority 

4 PIP Scotland 

Urban 

≥10,000 No 12 months No 24 Dual 10 Private 

6 PIP, GP,  

CH Manager, 

CH Staff 

England 

Urban 

≥10,000 No 16 months No 22 Residential 5 Voluntary 

8 PIP, GP, 

CH Manager 

England 

Semirural 

≥10,000 Yes 18 months Yes 24 Dual 4 Private 

9 PIP, 

CH Manager 

England 

Rural 

≥10,000 Yes 18 months No 21 Residential 6 Private 

11 PIP, GP, 

CH Staff 

Scotland 

Semirural 

< 10,000 Yes 3 years No 14 Residential 8 Private 

12 CH Manager Northern Ireland 

Urban 

≥10,000 

 

Yes 4 years Yes 19 Residential 7 Voluntary 

14 PIP, GP, 

CH Manager 

(x2), 

CH Staff 

Scotland 

Rural 

< 10,000 Yes 4 years No 20 Dual 9 Private 

15 PIP Scotland 

Urban 

< 10,000 Yes 6 years Missing 18 Dual 7 Private 

16 PIP, GP England 

Urban 

< 10,000 No 6 years Yes 20 Dual 1 Private 

17 PIP Northern Ireland Missing Yes 7 years Yes 6 Dual 10 Private 
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Urban 

18 CH Manager Scotland 

Urban 

< 10,000 Yes 8 years No 9 Dual 6 Private 

19 PIP, GP, 

CH Staff 

England 

Rural 

< 10,000 No 9 years Yes 24 Residential 6 Private 

20 PIP Northern Ireland 

Semirural 

Missing Yes 10 years Yes 23 Dual 8 Private 

21 GP, 

CH Manager 

(x2), 

CH Staff 

Scotland 

Urban 

< 10,000 Yes 14 years Yes 21 Dual 10  

22 PIP Scotland 

Urban 

< 10,000 Yes 16 years Yes 11 Dual Private  

Key 

Location  country: urban refers to city GP practice, semirural refers to market town GP practice, rural refers to village GP practice 

Indices of Multiple Deprivation: The deciles ranks are nationally calculated by ranking the 32,844 LSOAs in England from most deprived to least deprived 

and dividing them into 10 equal groups. LSOAs in decile 1 fall within the most deprived 10% of LSOAs nationally and LSOAs in decile 10 fall within the least 

deprived 10% of LSOAs nationally. NI decile calculated manually from rank 
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