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How could community pharmacies help meet urgent and emergency care 
needs? 
 
Community pharmacies can deal speedily and efficiently with the needs of many patients presenting at Emergency 
Departments or seeking urgent GP appointments, releasing and expanding capacity to deal with more serious and 
urgent cases. 
 
Patients can be referred to participating local pharmacies under agreements to provide a range of services, 
including:  

 Emergency supply of prescription only medicines at NHS expense to avoid patients requesting supplies 
via GP out-of-hours (OOH) services and Emergency Departments where the patient has run out of their 
regular medicines.    

 Supply of Emergency Hormonal Contraception in order to allow NHS 111, GP OOH services and 
Emergency Departments to refer all patients requesting this to local community pharmacies. 

 
Additionally, patients reporting symptoms that can be managed by advice and non-prescribed medicines can also 
be referred to pharmacies to access  a Minor Ailments Service, which involves providing advice on the management 
of minor conditions and the supply of appropriate over-the-counter or prescription only medicines in line with 
locally agreed treatment guidelines. 
 
In addition community pharmacies could be commissioned to provide First Aid/minor injury services to support 
management of minor injuries and avoid unnecessary use of Emergency Departments. This service could include 
the location of Automatic External Defibrillators at or near to community pharmacies, where staff trained in their 
use would be present during opening hours. 
 
Further details on these services, examples of where they have already been commissioned and evaluations of the 
impact of the services can be provided on request.  
 

How could this be commissioned? 
These services could be commissioned separately, but for maximum impact they would be commissioned as a 
bundle of services from a range of pharmacies, ensuring good geographical spread and extended opening hours.  
 
Template service specifications and associated supporting documentation have already been developed for the 
individual services and these could be combined into a suite of documents to support efficient commissioning of 
these services. 
 
Community pharmacies already make extensive use of web-based patient and service records which can facilitate 
electronic referrals to and from community pharmacies and support the provision of real time activity and quality 
data for commissioners. 
 

How could a funding system be structured? 
We believe the payment model proposed in the discussion document, made up of an element of fixed core funding 
and a proportion of volume-based funding would be an effective means of funding a bundle of community 
pharmacy services as described above.  
 
A specified volume of service delivery would be covered by the fixed core funding, with service provision above 
that level being funded via the volume-based element. Reimbursement for the cost of medicines supplied in any of 
the service elements could be funded over and above the fixed and volume-related funding, or it may be possible 
to include this as an integral element of that funding 
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The service bundle should be commissioned for a duration that provides sufficient ongoing certainty of funding to 
allow pharmacy contractors to invest in building staff capacity and skills sufficient to deliver the services. We 
suggest that this should be a minimum three year term. 
 
We believe that this approach to funding the service bundle would be attractive to community pharmacy 
contractors and would therefore provide commissioners with a wide range of locations at which services can be 
provided. 
 
The payment system should drive care delivery to the most appropriate setting and encourage collaborative 
working and as such we believe it would be important that the payment approach used for other urgent and 
emergency care service providers incentivises them to refer appropriate patients to community pharmacy. This 
would make best use of the skills and capacity of staff in all urgent and emergency care providers and would drive 
best value for commissioners. 
 

How else might community pharmacies help manage demand on urgent and emergency care services? 
Better use of the following services within the national NHS Community Pharmacy Contractual Framework (CPCF) 
could also release capacity in other urgent and emergency care settings: 

 Provision of the NHS Medicines Use Review (MUR) service for patients presenting to NHS 111 and other 
urgent care services with medicines related queries; and 

 NHS Repeat Dispensing service - the wider use of this service by GP practices would help reduce the 
number of out-of-hours patient requests for prescriptions where the patient has run out of their 
regular medicines.  

 
Community pharmacy can also help patients to avoid use of urgent and emergency care services, as a result of 
improved management of long term conditions. This includes wider use of the following community pharmacy 
services: 
 

1. Medicines optimisation services such as the NHS New Medicine Service (NMS) and the MUR service which 
support people, particularly those taking high risk medicines and with respiratory disease, to get the most 
benefit from their therapy; 

2. Provision of rescue packs for COPD and other at risk patients, allowing them to quickly commence 
treatment in their own homes when they suffer from an acute exacerbation of their condition; 

3. Falls reduction services focussed on reducing the risk that a patient’s medicines can predispose them to 
falls and provision of more general advice to reduce the risk of falls; 

4. Re-ablement services, post-discharge MURs and post-discharge medicines reconciliation services to support 
people to use their medicines safely and effectively following discharge from hospital, thereby reducing the 
likelihood of re-admission to hospital. 

 
  



 
 
 
 
 
 
 

 
Page 4 of 5  
 

 
 

Response to the questions posed in the consultation document 
 
Questions for engagement on the inclusion of the different payment elements and establishing system-wide 
accountability 
 
1. Taken together, would the elements of the potential new payment approach improve patient outcomes, 

promote efficient use of resources and allocate risk in a way that supports delivery of the UEC vision? 
 

A mixed payment system, comprising a fixed element and some recognition of marginal cost through a 
variable payment applying after an initial activity threshold, is appropriate to match payment to underlying 
costs (minimising risk to both parties) and to incentivise availability of provider capacity. This could be front 
loaded as an incentive to encourage new provision. The stated objectives can be achieved if the system of 
incentives can be designed to ensure patients are treated in the most appropriate setting and that system 
wide gains are reinvested. 

 
2.    a) How can we best use the payment system to establish system-wide accountability for risks and rewards 

for activity, costs and outcomes?  
 
The payment system needs to be designed to encourage care delivery in the most cost-effective setting. The 
implication is that when this occurs a surplus may be earned by the provider and when it doesn’t a loss may be 
the result. This differential or ‘shared ownership’ across providers may be sufficient to ensure effective 
referrals but an explicit benefit sharing arrangement may be needed as part of the package depending on how 
payment levels are set. 

 
  b) What are the main risks/complications for this type of system-wide accountability? 

 
There are risks around providing system wide incentives but these can be mitigated to some extent by 
implementing effective information systems and monitoring behaviours and outcomes carefully. It needs to be 
recognised that the desired change may be disruptive and affect multiple accounting periods. 

 
Questions for engagement on combining the payment elements and determining the fixed core funding 
requirement 
 
4. What are the pros and cons of combining the payment elements through a Type A, Type B or any other 

approach that we should consider?  
 

The introduction of appropriate incentives is vital to ensuring the system operates effectively to drive the 
desired change over time. Option B may pose some risks to commissioner budgets in the short term but will 
result in a better long term outcome if the funding and benefit sharing arrangements are sufficient to cover 
provider risk, drive care delivery to the most appropriate setting and encourage collaborative working. 

 
5. What are the pros and cons of determining the fixed core funding element through using capitation, 

expected activity, planned capacity or any other approach we should consider?  
 

The difficulty of demand forecasting in this context may frustrate the development of accurate ‘capitation’ 
payments and ‘planned capacity’ requires effective understanding of inputs, which may be difficult to develop 
in the short term. Current providers are used to an ‘expected activity’ basis. The key is to supplement these 
with effective incentives to signpost patients to the most appropriate setting. 
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Questions for engagement on level of disaggregation of the payment elements and extent of national versus 
local determination of payment 
  
6. Should the payment elements be uniform or specific across the following elements, what are the key factors 

we should take into account to inform this decision?:  
a) different UEC components 

 
Funding needs to reflect the full economic costs of making the relevant type of capacity available and actual 
treatment cost (in the most appropriate setting – see 6b). 

 
b) different providers of the same UEC components 

 
Different providers should be paid the same rate for delivering the same treatment, with levels and benefit 
sharing arrangements set to ensure work migrates to the most appropriate provider. 

 
c) different UEC systems in different regions? 

 
Nationally specified rates offer simplicity and consistency and would avoid protracted local negotiation costs, 
providing like for like cost variation over the country within a reasonable tolerance. 

 
7. What aspects of the payment approach should be centrally determined or locally specified? What are the 

key factors we should take into account to inform this decision? 
 

As per 6c, central determination is preferable for all aspects. Some local variation on fixed costs may be 
feasible if data is available. All quality aspects should be centrally determined. 

 
 
 
 

About PSNC 
PSNC promotes and supports the interests of all NHS community pharmacies in England.  We are recognised by the Secretary of State for 
Health as the body that represents NHS pharmacy contractors.  We work closely with Local Pharmaceutical Committees to support their role 
as the local NHS representative organisations. 
 

Our goal is to develop the NHS community pharmacy service, and to enable community pharmacies to offer an increased range of high 
quality and fully funded services; services that meet the needs of local communities, provide good value for the NHS and deliver excellent 
health outcomes for patients. 
  

 
 


