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PSNC Health Policy and Regulations Subcommittee Agenda 

For the meeting to be held on Tuesday 10th March 2015 

at Mercure Windsor Castle Hotel, 18 High Street, Windsor, SL4 1LJ 

Commencing at 13:30 on 10th March 

Members: Ian Cubbin (Chair), David Evans, Margaret MacRury, Prakash Patel, Janice Perkins. 

Apologies for absence 

No apologies for absence have been received at the time of setting the agenda. 

Minutes of the previous meeting and matters arising 

The minutes of the meeting held on 13th January 2015 were shared with the subcommittee and can be 
downloaded from PSNC’s website. 

Agenda and Subcommittee Work 

Below we set out progress and actions required on the work plan areas for the year.  The 
subcommittee is asked to consider the reports; to address any actions required; and comment on the 
proposed next steps. 

 

1 Seek the best possible resolution of prescription direction  Status 

Report: 

Nomination by GPs was raised as an issue at the October meeting, and subsequently at the LPC 
conference.  PSNC is using every opportunity to seek to remove from GPs the ability to nominate.  At a 
meeting with Dr Geddes on 9 February, the matter was discussed, but there were a number of 
objections raised, the main one being that to maximise the take up of EPS, the system effectively 
needs GP nomination functionality.  However, Dr Geddes recognised the problem, and agreed that 
patients must be empowered to complain.  The NHS was also due to see the new guidance on whistle-
blowing and he thought pharmacists should be able to raise concerns where nomination is misused.  
We made the point that there must be effective policing and sanctions for direction of prescriptions, 
whether by paper prescriptions or setting nomination. 

Subcommittee Action: The subcommittee is asked to consider whether any additional action should 
be pursued at this stage. 

Next Steps: 

 PSNC has helped to work on a poster designed to increase public awareness of choice. The 
wording for this is waiting to be agreed by NHS England and the other stakeholders, following 
which it will be produced and distributed together with a covering letter which explains to GPs 
and pharmacists, that if this is not displayed and a reduction of direction of prescriptions is not 
achieved, then amendment to regulatory provisions would be sought. 

 PSNC will continue to press NHS England on the matter of EPS nomination by GPs. 

2 Secure changes to the regulatory framework governing provision of 
pharmaceutical services that support and protect the interests of 
contractors 

Status 

Report:  

Same or adjacent premises – In October the subcommittee agreed that steps should be taken to 
remove any barriers to pharmacy mergers caused by regulation 31. The effect of this regulation is that 
typically, when a 100 hour pharmacy purchases a 40 hour contract, and intends to relocate this into 
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the 100 hour premises relinquishing the 100 hour contract, the same or adjacent premises test may 
prevent the relocation.  In the consultation on the 2015 amendments, the Department of Health asked 
specifically about the effect of Regulation 31 and the processes for dealing with applications in 
Schedule 2 because it was felt that some duplicate listings could occur.  PSNC’s response included the 
subcommittee’s position that relocations resulting in a merger, for the purpose of closing one 
premises should not be prevented by the provisions of regulation 31.  The amendments made (to 
Schedule 2) clarified the arrangements would apply to all applications.  It is still, therefore, a moot 
point, whether a merger will be prevented. 

Pharmacy closures – Closely related to the item on ‘same or adjacent premises’ some pharmacy 
mergers are being inhibited by the market entry test itself.  An owner of a pharmacy may have two 
pharmacies close to each other, but may keep them both open rather than rationalising the network 
by closing one.  The reason for this is that the ‘gap’ formed by the closure may be seen as an 
opportunity for a new application.  There are two factors.  First, if a Health and Wellbeing Board 
decides that the reduction in the provision of pharmaceutical services caused by the closure of the 
pharmacy would be relevant to the determination of an application, it should issue a supplementary 
statement, which becomes part of the PNA.  If this occurs, an application could be made to meet a 
‘current need’ (i.e. to fill the gap) and the supplementary statement would be influential.  Guidance 
issued to Health and Wellbeing Boards by the Department of Health could be expanded to suggest 
that the HWB does not issue a supplementary statement in circumstances where the closure is part of 
a planned rationalisation in the area.  The second feature in the regulations is that if no supplementary 
statement is issued, an applicant may use the ‘unforeseen benefits’ application, arguing that the PNA 
is silent because there was a pharmacy when the PNA was written, and the closure was not 
anticipated at that time.  An unforeseen benefits application must offer significant benefits to the 
people in the HWB area.  NHS England could take the position that where a pharmacy closes as part of 
a planned rationalisation, it will carry out an assessment as to whether the area needs another 
pharmacy or whether the area is adequately covered.  Guidance is issued to Area Teams by NHS 
England.  A request has been made to both NHS England and to the Department of Health, that their 
respective guidance documents be amended to support pharmacy rationalisation.  A meeting took 
place with NHS England on 9 February, and the point taken away was that the market entry provisions 
need to allow the market to contract.  No reply has been received from the Department of Health, 
despite a reminder, but in the case of another reminder, the Department did explain it is dealing with 
a number of other pressing matters. 

Local Authority Commissioning - A small number of LPCs have contacted PSNC about the failure of 
local authorities to consult them when considering commissioning NHS services which could be 
provided by pharmacies (e.g. health checks).  Under the NHS (Pharmaceutical and Local 
Pharmaceutical Services) Regulations 2013, an LPC (recognised by NHS England under the NHS Act 
2006) must be consulted by NHS England on various matters, including the setting of remuneration for 
pharmaceutical services.  There is no corresponding obligation in the NHS Regulations on local 
authorities to consult LPCs apart from the contents of the PNA.  

In one reported case, the first that the LPC knew about the commissioning of a health check service, 
was when a contractor complained to the LPC that one pharmacy multiple had been commissioned to 
provide these resulting in patients being directed to that multiple pharmacy, with no opportunity for 
other contractors to become involved.  As these are not pharmaceutical services, there is no statutory 
requirement to involve LPCs, but they have amongst other obligations, a duty to optimise the use of 
their resources and to choose the right mechanism for delivery of services. It is arguable that 
consulting with LPCs would help the local authority to make better use of their resources (since they 
would not then have to have parallel discussions with multiple contractors). 

NHS Bodies and Local Authorities Partnership Arrangements (Amendment) Regulations 2015 – PSNC 
received on 12 February a consultation on the above regulations with a closing date of 8 March.  A 
Briefing paper is attached as Appendix HPR 02/03/15. The closing date has just passed (only three 
weeks were allowed for responses).  We have responded to the consultation to argue that our 
essential and advanced services must remain outside any such pooled arrangements.  However, the 
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subcommittee should consider the consultation and the implications it may have for the future, if the 
proposals are extended to include all of primary care. 

Greater Manchester - The subcommittee is aware of the proposal to devolve to Greater Manchester 
and NHS England a £6bn budget.  This area covers 12 CCGs, 10 Local Authorities and 14 NHS providers.  
It is hoped that a full agreement will be reached around partnership working in Greater Manchester 
on health and social care, recognising the link between physical, mental and social wellbeing. 

The report from NHS England states that there would not be a need for any NHS administrative 
reorganisation and makes use of existing legislative freedoms.  The local NHS will be expected to meet 
or exceed service improvements set for the NHS in the annual mandate agreed by government and 
NHS England. 

Following the original devolution deal, NHS England invited the GMCA, Greater Manchester Clinical 
Commissioning Groups (CCGs) and the area’s NHS providers to develop a plan for joining up – or 
integrating – health and social care across Greater Manchester. These plans also fit within a place-
based approach to health and care reform in the context of the national Five Year Forward View set 
out by NHS England. 

In view of the items above, the Subcommittee is asked to consider this development and to decide 
what action is required to ensure pharmacy services continue to be nationally specified, but where 
local opportunities may present through innovative changes to the NHS, that pharmacy is in a good 
position to benefit. 

GPhC Consultation on Fees – The GPhC has consulted on the draft 2015 fees rules.  The fees are 
proposed to increase from £221 to £241 for pharmacy premises, £240 - £250 for pharmacists, and 
£108 - £118 for pharmacy technicians.  These are the first increases in premises fees since 2012 and 
the first increase in pharmacist fees since 2013.  It is proposed that a response will be prepared 
making the general point that a 9% increase in fees is unwelcome, even in circumstances where there 
has been a pause in the increases.  We will also make the point that fees should be transparent and 
that the GPhC should ensure that its inspection procedures should be efficient and offer value for 
money.  The subcommittee is asked to confirm that this course of action is appropriate, and to suggest 
any additional or alternative points. 

Department of Health consultation on Rebalancing Medicines Legislation - The Department of Health 
has published a consultation document on rebalancing medicines legislation and pharmacy regulation.  
A summary paper is attached as Appendix HPR 03/03/15.  A response will be prepared (the closing 
date is in May 2015). 

The following are presented for information only / updating, but the subcommittee is asked to 
consider whether any further action is required at this time 

Regulations amendments - The subcommittee was informed in January about proposals to amend the 
NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations 2013 (PhS).  Following the 
consultation the Department of Health decided against taking forward the proposals to permit 
electronic transmission of all controlled drugs. Instead, this will be the subject of a further consultation 
at an appropriate time, when the Misuse of Drugs legislation is also to be amended.  The regulations 
were laid before Parliament on 30 January and came into force on 1 March 2015 (the timing is 
unusual, as pharmacy regulations are normally timed to come into force from 1 April, but this year the 
amendments had to be made earlier, so that the emergency supply audit could be required from 9 
March). 

Dispensing doctor postcode sweeps – this was discussed in October, and it was resolved to refer the 
matter to the Rural Working Group.  Due to pressure of time, and the need to appoint additional 
members, a meeting of the Group has not yet taken place. 

Consultation on applications – The failure of some of NHS England’s Area Teams to properly consult 
LPCs and other interested parties was discussed in October, and a decision was taken to review the 
legislation to see if time saving / clarifying changes could be made to the regulations.  The Primary 
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Care Support services contract is out to tender, and a number of shortlisted bidders have been 
identified.  PSNC is represented on the NHS England stakeholder group, and we have made comments 
about the critical need for applications to be processed in a timely manner, and in accordance with the 
Regulations.  A review of the regulations and the issues remaining will be brought to a future meeting. 

Timescales for applications - This was also discussed at the October meeting, and as above, is to be 
brought to a future meeting. 

Waste – the October meeting heard that there is confusion in some Area Teams about 
whether a pharmacy can include its own medicines from the dispensary which are unwanted 
in the returns through the NHS England provided facilities and the need possibly to seek 
amendment of the terms of service. 

Clinical governance (distance selling) – the subcommittee will consider the Distance selling criteria at a 
future meeting. 

Clinical Governance – safeguarding – the subcommittee decided at the October meeting that the lack 
of clarity over the requirements for safeguarding is unhelpful, and feels that self-declaration, with 
GPhC oversight should be sufficient.  The NHS has launched a consultation1 on ‘Safeguarding in the 
NHS – Accountability and Assurance Framework’ which will update and replace ‘Safeguarding 
Vulnerable People in the Reformed NHS – Accountability and Assurance Framework’ which describes 
the roles and responsibilities of NHS England, CCGs, NHS providers and other bodies in the health 
system. The wider context for safeguarding continues to change in response to the findings of large 
scale inquiries, incidents and new legislation. Most notably, the Care Act brings adult safeguarding 
onto a statutory basis with a range of new duties.  A response to the consultation has been sent 
expressing the views of the subcommittee that regulation should be through the professional 
regulator.  The point was also raised that the different commissioners should accept that pharmacies 
are commissioned by NHS England, and that the fact that pharmacies must have suitable safeguarding 
arrangements in place to meet the terms of service, should be enough and remove the need for 
duplicate provisions in minor contracts 

Inducements – the subject of inducements was discussed in October, and its link to direction of 
prescriptions was noted.  The subcommittee will consider this at a future meeting. 

DBS checks – there was a brief discussion in October when it was noted that the checks may be 
extended to delivery drivers. The latest amendment to the DBS documents was in September 2014 
(when child-minding agencies were added), so there is nothing further to report. 

Monitoring – the subcommittee resolved in October that any incidents of inappropriate demands in 
monitoring should be brought back to the subcommittee for consideration.  There is nothing further to 
report. 

Performance sanctions – The subcommittee was informed in October about an attempt to impose 
performance related sanctions inappropriately.  No further examples have been brought to light, but 
one LPC member has contacted the Head of Regulation to discuss the powers of a Performers List 
Decision Panel which is about to meet, and of which the LPC member is a panellist.  The discussion was 
brought about because the LPC member was concerned that other panellists were of a different view 
with regard to the powers they have in pharmacy matters.  There is no further action needed by PSNC 
at present. 

Relocations – it was noted in October that there is no fast track procedure for relocations following 
the introduction of the 2012 regulations.  The subcommittee wishes to consider this at a future date 
alongside any other market entry processes. 

                                                      

1 https://www.engage.england.nhs.uk/survey/revised-safeguarding-framework/consult_view 

https://www.engage.england.nhs.uk/survey/revised-safeguarding-framework/consult_view
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Fraudulent NHS prescription exemption claims checking – The subcommittee observed at its January 
meeting that the announcement of electronic systems to allow additional checks by pharmacists of a 
patient’s entitlement to exemption had been made without consultation with PSNC.  The regulations 
are expected to come into force on 1 April 2015 but PSNC has not at the time of preparation of the 
agenda, had sight of any draft.  In due course, if the electronic system is developed, the subcommittee 
will need to consider (along with Funding and Contract subcommittee) possible changes to the terms 
of service. 

Publication of pharmacy level data - at the January meeting the Committee confirmed that it does not 
oppose pharmacy level data being published, provided that the same data is available for prescriptions 
dispensed by dispensing doctors.  The NHSBSA has been informed.  Since then a number of Clinical 
Commissioning Groups have contacted LPCs to give notice of their intention to publish prices of 
specials at an individual prescription level, showing the practice, the product, the price and the 
pharmacy.  One proposal was solely related to colecalciferol but the other could potentially cover all 
specials and was in response to a Freedom of Information Act request.  In both they rely upon the 
NHSBSA directions.  The Head of Regulation has intervened in both cases, because the publication of 
data at individual prescription level could inadvertently identify patients and their choice of pharmacy 
(for patients who ask their GP to set the EPS nomination there would be no confidentiality issues, but 
otherwise patients may believe that their choice of pharmacy is a confidential matter).  The NHSBSA 
has confirmed that it does not publish at individual prescription level, recognising the risk of 
identifying patients.  It is likely that other CCGs Medicines Management Teams will seek to use similar 
methods to publish procurement costs – which they say may help pharmacists to appreciate the 
differences in prices, and take steps to procure more efficiently. 

NHS Standard Contract – the Regulations Officer attended the training event hosted by NHS England 
on the 2015/16 NHS Standard Contract.  There is no substantial change in content, but the electronic 
platform has been improved and is being recommended. 

Boxing Day 2015 – Following discussions at the January meeting, PSNC has informed LPCs and 
contractors of the special circumstances that apply to Boxing Day and the substitute bank holiday on 
28 December this year. 

Pregabalin – PSNC staff have been contacted extensively concerning the intention of Pfizer to protect 
its patent (Lyrica) for use of pregabalin for neuropathic pain.  In February an injunction was sought to 
try to prevent the use of generic pregabalin for the treatment of the patented indication.  Whilst the 
injunction application failed (and is subject to an appeal) there is a substantive hearing in the High 
Court scheduled in June.  Pharmacists have been asking about their obligations when dispensing 
prescriptions written generically.  A set of FAQs has been developed and following discussions with 
Pfizer these have been refined. 

Dr Geddes, Head of Primary care Commissioning at NHS England has issued to CCGs and NHSBSA a 
letter requiring them to bring to the attention of GPs and pharmacists respectively, that pregabalin 
should be prescribed generically only for the non-patent indication.  If a patient is sensitive to or 
otherwise cannot take Lyrica and has neuropathic pain, NHS England states that neither pregabalin 
nor Lyrica should be prescribed.  The guidance (Appendix HPR 04/03/15) instructs pharmacists who 
have been told that it is for pain, to dispense the brand.  In common with the FAQs on the website, the 
guidance does not suggest that pharmacists must enquire into the indication for which the product 
has been prescribed. 

PSNC staff have been informed by some contractors that they are having to make special requests to 
Pfizer for Lyrica, where they have exceeded their quota.  Pfizer appeared to be requiring the 
contractor to determine the indication for which the product is being used, and if it is epilepsy (the 
non-patented indication) the company will supply, but not if the product is being used for pain. 

This seems at odds with the company’s attempts to protect the patent, and a request has been sent to 
Pfizer’s legal department to ask for an explanation.  Because pharmacists may be in breach of their 
terms of service if they fail to provide the product with reasonable promptness, a copy of the letter 
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has been sent to the Department of Health.  A report will be provided to the subcommittee, if a reply 
is received. 

Funding and Contract Subcommittee will also be considering pregabalin issues. 

Information Governance Toolkit – In previous years, contractors have benefitted from an exemption in 
requirement 319 relating to business continuity plans (BCP) - “There are documented plans and 
procedures to support business continuity in the event of power failures, system failures, natural 
disasters and other disruptions”.  HSCIC has stated that there will be no exemption in the 2014 – 15 IG 
toolkit. The BCP requirements have not yet been discussed formally with PSNC. There will be 
substantial workload to prepare a BCP and the costs must be reflected in the funding.  There is also no 
agreed framework for a BCP (a template is available on PSNC’s website, but this has been prepared 
with input from pharmacy bodies, and has not been through any approval process with NHS England).  
When HSCIC were asked about the statements that there would be no exemption this year, it said this 
was due to an instruction from NHS England.  The Chief Executive has raised concerns with Richard 
Jefferson (Head of Business Systems, NHS England) in January that there was neither agreed funding 
nor agreed standards for the BCP.  The Chief Executive and the Head of Regulation met with Dr 
Geddes, NHS England on 9 February to discuss the lack of consultation and to comment that a decision 
not to allow an exemption at this stage in the year is too late.  It was confirmed at the meeting that 
NHS England will discuss this with HSCIC because it is not intended that there should be no exemption 
this year – however, it will be discussed with PSNC for 2015 – 16.  We are awaiting formal 
confirmation from NHS England that the requirement 319 will be the subject of an exemption for 2014 
/ 15. 

Disconnection of N3 lines – An LPC Chair, who is also involved with IT matters, contacted the office 
because he had been told by one of the pharmacy system suppliers, that the EPS Board had informed 
system suppliers that they would need to take steps to remove contractors’ N3 connections if they 
were non-compliant with the IG Toolkit.  The particular system supplier currently has about 500 
pharmacies recorded as non-compliant (there is a possibility that the BCP may be a significant factor in 
pharmacies not currently recording compliance with level 2).  Disconnection of N3 would prevent 
pharmacies from receiving electronic prescriptions.  The Head of Regulation raised this immediately 
with NHS England and the EPS leads, saying that failure to complete the IG Toolkit is a terms of service 
matter, and must be dealt with through that process, and not by unilateral action using the EPS 
arrangements.  A call was received saying that there is no policy on removing N3 connections, and 
seeking further information about the source.  The details were provided so that the ‘rumour’ could be 
followed up to see how it had originated.  Since then the LPC Chair had been in touch with the office 
to say that he has been unable to speak with the system supplier.  The N3 disconnection rumour may 
be a misunderstanding, but we will continue to monitor to ensure that IT systems are not used to 
performance manage contractors. 

Discretionary payments – The office assists contractors from time to time to claim and obtain payment 
outside of the usual Drug Tariff arrangements.  Examples include payments for lost bundles, payments 
for prescriptions for specials that have been obtained where the prescriber or patient subsequently 
decides not to proceed with the treatment and claims for correction where a pharmacy has under 
reported the number of hours for the practice payment.  Due to the inconsistency of approach by Area 
Teams, PSNC has asked NHS England to set out a clear policy on discretionary payments.  The payment 
for lost bundles is being pursued by PSNC with the Department of Health, since the process for 
submission of the bundles is set out in the Drug Tariff, and it is believed that the only satisfactory way 
of ensuring prompt payment will be an appropriate provision in the Drug Tariff.   

Subcommittee Action: To consider above items and confirm if any action is required. 
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3 Develop alliances and collaborate with other trade organisations to lobby 
for desirable changes in legislation governing supply of pharmaceutical 
services 

Status 

Report: 

Amendment of prescriptions meeting 

At the request of Ash Soni, a meeting was held with representatives of the RPharmS, CCA and NPA to 
consider whether there is a joint appetite for seeking regulatory change to allow pharmacists to make 
amendments to prescriptions.  A note of the meeting is circulated as Appendix HPR 05/03/15. The 
relevant legislation can be found in the Medicines Act 1968, the Human Medicines Regulations 2012 
(HMR) and the NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations 2013 (PhS Regs). 

As can be seen from the discussion, the questions to be considered are – do we want to propose that 
pharmacists should be able to make specified amendments to prescriptions and if so should this allow 
for amendment of a different POM, a different strength, a different dosage.  Then consider which legal 
provisions would need to be changed. 

The supply of a substandard (or wrong) medicine is subject to s64 of the Medicines Act 1968 – the 
section that needs to be considered for the decriminalisation work. 

The HMR set out the requirements for a prescription, but the specified particulars do not include what 
POM must be supplied, what strength or what dosage.  Does this mean that there is some flexibility? 

For example if a prescription orders ‘warfarin tablets’, the prescription is incomplete, and the 
pharmacist would not be able to supply immediately without further inquiry.  But if the pharmacist 
established that the patient receives 5mg tablets, takes 1 a day, then he could professionally make the 
supply.  The PhS Regs are clear that where the quantity is not specified, the pharmacist may use his 
skills to determine how many to supply (subject to a maximum of five days’ supply for most products).  
This confirms that the quantity if omitted can be remedied by the pharmacist. 

If the quantity is stated, then the pharmacist would not be able to supply more than the amount 
specified because to do so would ‘not be in accordance with the prescription’. 

The rebalancing discussions (decriminalisation) will not be complete for some time.  The 
consultation (see Work plan Point 2 – securing changes to the regulatory framework, item 7) 
closes in May 2015.  If there is agreement to go forward with this amendment of prescriptions 
proposal, and if regulatory changes are needed, these could be requested during the rebalancing 
activity. We could also make the points in the response to rebalancing consultation, in so far as 
they are relevant to the proposed amendments. 

Subcommittee Action: The subcommittee is asked whether such a proposal should be pursued at this 
time. 

Next Steps: If the subcommittee decides this should be pursued, it will be necessary to formally seek 
the support of the English Pharmacy Board, CCA, and NPA. 

 

GPhC Inspection model 

The General Pharmaceutical Council has published a report on its inspection model.  This report sets 
out a provisional timetable (dependent on parliamentary approval) for full implementation of the 
inspection model, with publication of inspection reports.  A summary of the report is attached as 

Appendix HPR 06/03/15.  This is also covered in the Rebalancing legislation paper Appendix 
HPR 03/03/15. 

Subcommittee Action: No further action by the subcommittee is required at this time 

Next Steps:  A response will be drafted on rebalancing 
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4 Work with DH, other pharmacy organisations and MHRA to prepare for 
FMD implementation and ensure financial implications for pharmacy are 
captured and resolved 

Status 

Report: PSNC There is nothing further to report 

Subcommittee Action: None. 

Next Steps: PSNC is still expecting to be invited to participate in stakeholder events, but has not yet 
heard from other parties. 

 

5 Develop stakeholder understanding of community pharmacy’s core role 
and value including finances, the pharmaceuticals market, pharmacy 
procurement and distribution 

Status 

Report: PSNC has continued to support the essential small pharmacies in securing future 
commissioning, to replace the national arrangements that terminate on 31 March 2015.  An update 
paper is attached as Appendix HPR 07/03/15 describing the activities so far. 

We have continued to work with PV and the IPF to promote the community pharmacy manifesto to 
local politicians and a number of LPCs have used the manifesto in MP visits to pharmacies. Copies of 
the manifesto have been sent out to all LPCs to help with this. The manifesto sets out key messages 
highlighting the value of community pharmacy’s current and future role. 

We continue to monitor Hansard to look for opportunities to engage with MPs. In recent weeks a 
number of Parliamentary questions have been asked about asthma care and we are preparing a short 
briefing to highlight community pharmacy’s potential role in this area to the MPs who have shown an 
interest in the topic. We have also progressed work on the party conferences and a summary of this 
work is included in Appendix HPR 08/03/15. 

Following the latest Quad meeting PSNC has agreed to work with negotiators in the devolved nations 
to improve GP understanding of community pharmacy and the sector’s potential. As a first step in this 
work we will exhibit at the Royal College of General Practitioners Annual Conference in October. We 
are in the process of booking a stand at the exhibition and will finalise communications materials etc 
once that has been confirmed. Any initial thoughts from the subcommittee on this would be welcome.  
The work to set up emails directly to communicate with local commissioners as outlined in the LIS 
Agenda may also help contribute to the efforts to improve stakeholder understanding of pharmacy. 

Subcommittee Action: Regional representatives have been involved in supporting essential small 
pharmacies, where they have asked for support.  As the termination of ESPLPS contracts affects all 
sectors of the pharmacy network, does the subcommittee have any additional suggestions for 
supporting these contractors? 

Next Steps: The next two months will be critical for the ESPLPS pharmacies.  We are monitoring 
progress, and will continue to provide support. 

We will apply to hold party conference fringe events this week and will continue to plan and produce 
the supporting communications materials for the events with the BAPW and DDA. We will also 
consider with PV and the IPF whether there is any additional work we can usefully do to promote the 
manifesto in the run up to and following the general election.  

The APPG has recently held meetings on the New Medicine Service and pharmacists’ role in mental 
health and we will continue discussions with other pharmacy organisations on plans to support the 
APPG following the general election. 
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6 Pursue action against the current practice of ‘switching’ as advised by 
Counsel 

Status 

Report: PSNC is continuing to discuss this matter with lawyers. 

Next Steps: PSNC will pursue a meeting with Department of Health to argue further about the 
disproportionate penalty of switching. 

 

7 Examine opportunities for a national provider company, implementing if 
agreed 

Status 

Report:  

The subcommittee was informed at the last meeting that this item originated at the LPC Conference 
due to the problems and limitations of having small LPC-led companies.  Increasingly, tenders are 
being issued for varying, sometimes very large, areas.  There are economies of scale in scanning for 
tenders.  There are also limitations on some large multiples being members of small companies. 

Steve Lutener and Mike King attended a meeting in Yorkshire convened by the LPC at which a number 
of LPCs and contractors were present, to discuss the template limited company that was prepared for 
PSNC by Penningtons solicitors.  There were a number of other speakers, and the aim of the day was 
to help contractors and the LPCs to understand the provider company framework, and to decide 
whether, in principle, the LPC should prepare to establish a provider company subject to a formal vote 
of contractors. 

On several occasions during the day, the comment was made that it would be better to have a 
national provider company.  This was probably stimulated by the local optical committee support unit 
(LOCSU) whose chairman was a speaker.  In their case, LOCSU had centrally incorporated companies 
for each LOC area. 

One significant problem identified at the meeting, and in earlier correspondence has been the inability 
of some of the CCA multiples to agree to become members of a company organised by the LPC, and to 
appoint directors.  This is down to the internal governance procedures of those companies.  Whilst 
CCA multiples have supported the decision to develop template articles of association for LPCs to use, 
this lack of CCA presence on the companies could lead to difficulties in ensuring the contractor base in 
an area is fully represented and able to bid collaboratively, to provide services. 

Subcommittee Action: Further discussions will take place at the committee meeting in March. 

Next Steps: To be discussed by the committee. 

 

Any other business 
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Appendix HPR 02/03/15 

NHS Bodies and Local Authorities Partnership Arrangements (Amendment) Regulations 2015 

A consultation has been issued on the above regulations.  On this occasion, the regulations will affect 
only primary medical services, but the Department has consulted PSNC because they would welcome 
views from PSNC around the risks and benefits of extending the pooled fund arrangements to wider 
primary care, in particular pharmacy services.  Unfortunately, the consultation was received only on 12 
February, with a closing date of Sunday 8 March.  There was thus insufficient time to consider the 
consultation and prepare a response, and bring to the Committee for consideration. 

Background 

Under Section 75 of the NHS Act 2006 the Secretary of State can make provision for local authorities 
and NHS bodies to enter into partnership arrangements in relation to certain functions, where these 
arrangements are likely to lead to an improvement in the way in which those functions are exercised. 
The powers and joint arrangements are already used extensively by health bodies and local 
government to support and underpin more effective joint working, and to help drive integration 
across health and social care. 

The consultation seeks views on the Government’s proposal to bring NHS England’s primary medical 
care functions within the permitted scope of partnership arrangements between local authorities and 
health bodies.  Existing regulations already provide for pooled budgets across the key health functions 
of CCGs and the health-related functions of local authorities, including social care.  These regulations 
underpin the operation of the Better Care Fund at local level in 2015/16. 

At present, the prescribed functions cover the majority of CCGs’ general functions to commission 
health services, for example urgent and emergency care, hospital care, rehabilitation, mental health 
services, and community health. They also cover local authorities’ key health-related functions, 
including public health and social care functions, and related services such as housing and services for 
the disabled.  However, they do not cover primary care services that are currently directly 
commissioned by NHS England, under the duties set out in Part 4, 5, 6 and 7 of the NHS Act 2006 (i.e.  
general practice, dental services, ophthalmic services and pharmaceutical services). 

The Government wants to support further progress in partnership arrangements and provide local 
areas with as much flexibility as possible to develop future planning, partnership and commissioning 
arrangements that support the delivery of more integrated care. The proposals are to amend 
regulations to bring NHS England’s primary medical services functions within the potential scope of 
Section 75 partnership arrangements. 

Specifically, it would: 

 Enable NHS England to choose to pool funding for general practice alongside the CCG and local 

authority funding for community and social care.  Although most general practice expenditure 

is based on nationally consistent contractual arrangements, there is some flexibility to vary 

contractual arrangements to reflect local priorities. This change would enable NHS England, 

CCGs and local authorities to use those flexibilities in ways that supported a more co-

ordinated approach to planning and commissioning community-based health and social care 

services; and 

 Provide a more efficient and joined-up means for CCGs and local authorities to invest pooled 

budgets (such as the BCF) in additional services from general practice, using pooled funding to 

commission additional services through variations to core primary care contracts. This could 
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be a more efficient and joined-up approach than the current typical use of standalone 

contracts with general practice providers held by the CCG or local authority. 

The draft regulations address NHS England’s primary medical services functions, and do not add the 
NHS England’s other primary care services (dental services, ophthalmic services and pharmaceutical 
services) to the list of prescribed NHS functions.  Although each of these parts of primary care can play 
a role in supporting integrated care, the Government considers that the most significant benefits of 
formal partnership and pooled fund arrangements across health and local government bodies are 
likely to relate to general practice. However, the Government is keen to receive views on whether 
there would be significant benefits to allowing pooled fund arrangements across others aspects of 
primary care. 

The draft amendment regulations would allow, in addition to what is currently permitted: 

 NHS England to enter into partnership arrangements in relation to the exercise of their 

primary medical services functions; 

 A pooled fund established under Section 75 to be used to fund expenditure incurred in 

exercising NHS England’s primary medical services function; 

 NHS England to enter into partnership arrangements for the exercise of their primary medical 

services functions by a local authority. 

Managing Conflicts of Interest 

Government recognises potential for conflict of interest and the continued imperative of guarding 
against any potential conflicts of interest, given that the membership of CCGs is made up of GP 
practices. 

The National Health Service (Procurement, Patient Choice and Competition) (No. 2) Regulations 2013 
include a formal requirement that a CCG relevant body must not award a contract for the provision of 
health care services for the purposes of the NHS where conflicts, or potential conflicts, between the 
interests involved in commissioning such services and the interests involved in providing them affect, 
or appear to affect, the integrity of the award of that contract. 

In considering the possibility of extension of the arrangements into pharmaceutical services, there are 
many examples of how pooled funding could work contrary to pharmacy contractor’s interest.  
Examples of the issues that could arise for each of the co-commissioners includes: 

 Membership of CCGs is made up of GP practices.  For some services that GPs provide, they are 
in competition with pharmacy contractors - this creates a risk of the nationally negotiated 
pharmacy funding being removed from pharmacy and used to supplement GP practice income 
(the reverse is also true, but unlikely where the commissioner includes a CCG); 

 Social Services’ employed carers sometimes make unwarranted demands on pharmacies, for 
example to supply compliance aids to patients who would not be eligible for support under 
the Equality Act.  There is a risk that the nationally negotiated funding for support for those 
with disabilities, and paid through the practice payment, could be withdrawn and used for 
other means of support – e.g. to fund carers to help with medicines administration 

 Pharmacies are required to participate in up to six public health campaigns per year.  A Local 
Authority may decide to access pharmacy funding to enhance local public health campaigns 
outside of pharmacy. 

The consultation questions are: 
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(1) Do you agree that the proposed amendment will provide helpful additional flexibility, and support 
the Government’s and local areas’ continued efforts to drive more integrated and person-centred out-
of-hospital care? 

(2) Do you agree with the Government’s proposal to limit the proposed amendment to primary 
medical services / general practice (rather than other aspects of primary care), on the basis that this is 
where the benefits of pooled fund arrangements are likely to be greatest? 

(3) Do you agree that existing safeguards and guidance are sufficient to address any potential conflicts 
of interests where primary care funding forms parts of pooled funding arrangements? 

(4) If not, what additional measures do you think are necessary? 

(5) Do you have any other comments on the draft regulations? 

(6) ‘Do the proposals have any impact (adverse or positive) on people sharing protected 
characteristics, as defined in the Equality Act 2010?’ 
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Appendix HPR 03/03/15 

Rebalancing Medicines Legislation and Pharmacy Regulation 

The consultation seeks comments and views on two pharmacy related draft Orders being 
made under the powers in section 60 of the Health Act 1999: 

 The Pharmacy (Preparation and Dispensing Errors) Order 2015 

 The Pharmacy (Premises Standards, Information Obligations, etc.) Order 2015 

The Pharmacy (Preparation and Dispensing Errors) Order 2015, makes provision for a 
defence to prosecution under section 63 (adulteration of medicinal products) and section 64 
(medicinal products not of the nature or quality ordered) of the Medicines Act 1968, in cases 
of errors where medicines are prepared by a registered pharmacist or a registered pharmacy 
technician, or under the supervision of a registered pharmacist.  The intention is to remove 
the threat of criminal sanction for inadvertent preparation and dispensing errors, while 
retaining the criminal sanction for those errors or deliberate acts that are such that the 
pharmacy professionals responsible for them cannot properly be said to have been acting 
professionally. 

This proposal is part of broader proposals for the rebalancing between criminal law and 
professional regulation so that matters that should properly be within the ambit of the 
General Pharmaceutical Council (GPhC) are able to be dealt with through professional 
regulation.  The regulator will be able to use ‘fitness to practise’ measures to determine what, 
if any, action is to be taken, which includes the ultimate sanction of striking the individual off 
the professional register. 

There is no universal definition of a dispensing error. For the purposes of the consultation a 
dispensing error is viewed as an error which has been made during the dispensing process 
from receipt of the prescription, or a decision to dispense against a direction (e.g. a PGD), 
through to the supply of the dispensed medicine, where the error means that the patient 
actually receives a product that they should not.  Errors could include: 

 incorrect labelling of the medicine; 

 a medicine intended for another patient being dispensed to the wrong patient; 

 the wrong medicine being dispensed; 

 the medicine being dispensed at the wrong strength or in the wrong dosage form; or 

 the supply of an out of date medicine. 

[The subcommittee will note in particular the fourth bullet point when it considers the item 
on the agenda about pharmacists amending prescriptions]. 

For a pharmacy professional to rely on the defence, the following conditions must be 
satisfied: 

 The sale or supply is of a medicine dispensed by a registrant, i.e. a registered 

pharmacist or registered pharmacy technician, or by someone acting under their 

supervision; 

 The registrant was acting in the course of their profession; 
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 The medicine must have been dispensed at or from registered premises, i.e. premises 

entered in the premises register of the GPhC; 

 The sale or supply must have been in pursuance of a prescription or directions (e.g. a 

PGD); and 

 If the error is discovered before the defendant is charged, there was prompt 

notification of the error. 

The key point for pharmacy contractors is the last of these bullet points – this is a 
requirement to notify the patient in most cases dependent on guidance from the GPhC or 
from lawyers. 

The Pharmacy (Premises Standards, Information Obligations, etc.) Order 2015 amends the 
Pharmacy Order 2010 in respect of the GPhC setting standards for registered pharmacy 
premises.  Breach of standards will be dealt with through registration sanctions rather than, 
as at present, through enforcement notices, breach of which could lead to criminal 
proceedings or disqualification proceedings.  

The GPhC is obliged to promote safe and effective practice at registered pharmacies, and to 
achieve that end, it has specific obligations to set standards for registered pharmacies, which 
pharmacy owners and superintendent pharmacists are accountable for meeting. As the law 
currently stands, those pharmacy standards have to be set in rules and failure to meet GPhC 
rules relating to pharmacy standards could result in improvement notices, which if breached 
could lead either to criminal proceedings or suspension or removal of the premises from the 
premises register. 

The GPhC has developed and approved standards for registered pharmacies. The standards 
are outcome-based, focusing on the achievement of results for patients and moving away 
from prescriptive requirements.  These outcomes-based standards will be supported by 
guidance on specific issues, where this is necessary. 

The intention is to provide a clear framework through which owners of pharmacies are 
required to consider how best to meet GPhC standards, focusing on the needs of patients.  
The proposal that the standards should not be placed in legislative rules follows as a 
consequence of this approach.  A framework which requires standards to be placed into 
legislative rules is inflexible, and would restrict future opportunities to review and update the 
standards to keep pace with the increasingly rapid changes in pharmacy service provision. The 
GPhC, in common with the relevant Health Ministers, does not believe that this inflexibility 
would be in the best interests of patients and those using the services of pharmacies, since 
placing standards in rules would necessitate legislative change whenever an amendment is 
required, restricting the regulator’s ability to respond quickly. 

If this outcomes-based approach that the GPhC has been developing, with the support of 
English, Welsh and Scottish Health Ministers, is to be fully implemented, it needs a legislative 
framework which avoids a requirement for prescriptive rules. 

The proposals on premises standards to a large extent accord with those proposed by the Law 
Commission in their report: “Regulation of Health Care Professionals: Regulation of Social 
Care Professionals in England” (Cm 8839: SG/2014/26), published in April 2014. 
Recommendation 98 of that Report indicated that the Law Commission recommended 
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retaining the premises regulation provisions of the Pharmacy Order 2010 with some minor 
amendments. Paragraph 11.16 of the Report provides: ‘...We propose some minor changes to 
the [General Pharmaceutical] Council’s powers to regulate premises. In broad terms, the 
intention is to remove the duty to set standards in rules, and turn them into code of practice 
style obligations, and enforce them via the disciplinary procedures set out in section 80 of the 
Medicines Act 1968. The changes have been developed with the agreement of the General 
Pharmaceutical Council and the Government.’ 

To support completion of the implementation of an outcomes based approach, it is proposed 
that amendments are made to the Pharmacy Order 2010. Overall, these will align the legal 
status of registered pharmacies standards with the status of standards for individual 
registrants, so that standards for registered pharmacies no longer have to be defined in rules. 
Alongside removing the requirement for GPhC pharmacy standards to be in rules, there are 
other areas of change proposed in this section 60 Order, including  

 revising GPhC’s enforcement powers in respect of registered pharmacies; 

 facilitating publication of GPhC reports and outcomes from pharmacy inspections; 

revising the requirements relating to notification of the GPhC of the death of a 

registrant; and  

 revising GPhC’s powers to obtain information from pharmacy owners (e.g. such 

matters as the details of the key people responsible for the business, information 

about investigations of and offences committed by those key people and in some 

cases by the business itself; 

 business addresses, and details of the type or types of activities undertaken at 

registered pharmacy premises. 
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Appendix HPR 05/03/15 

Note of discussions on pharmacist adjustment of prescriptions 

Present: Sue Sharpe, Steve Lutener, Alastair Buxton, Ash Soni, Rob Darracott, Ian Strachan 

The purpose of the meeting was to discuss whether it would be appropriate to collectively 
lobby for the amendments of legislation to allow pharmacists to amend prescriptions in 
certain circumstances.  

In what circumstances could this approach be used? 

 Amendment of incorrectly written prescriptions which would normally have to be 
returned to the prescriber for amendment. This type of minor amendment to 
prescriptions has been undertaken by hospital pharmacists for many years. 

 Amendment of dose or product prescribed where the pharmacist is managing a 
patient’s LTC collaboratively with the GP. This should start with ‘simple’ conditions 
such as asthma and uncomplicated hypertension which allow significant capacity 
release in GP practices. 

Issues considered related to the proposal 

 Indemnity issues – the NPA’s initial thinking was that amendment of incorrectly 
written scripts would not substantively increase risk. 

 Are independent prescriber (IP) or supplementary prescribing status better options to 
consider? The number of community pharmacist IPs has been slow to grow. This is 
largely thought to be as a result of the training requirements, particularly the need to 
find a mentor. The skills for supplementary prescribing are included in the 5 year 
integrated degree programme. Independent prescribing status is thought to require an 
element of experiential learning. 

 The proposal was likely to fit within the work being undertaken under the rebalancing 
of medicines legislation programme. 

 An alternative option could be to get all pharmacists in a vanguard site for the new 
models of care to be trained as IPs. 

 The Alberta IP approach could also be considered, i.e. all pharmacists are IPs, but must 
practise within their field of competence. That approach would however facilitate 
greater use of prescribing pharmacists in GP practices. 

Issues that need to be addressed in order to make the change 

1. Change in the regulations 
2. Define initial scope of application of the new power 
3. Review indemnity and accountability issues 
4. Identify the costs and benefits for the NHS and GP practices 
5. Identify how it supports community pharmacy’s medicines optimisation role and the 

greater use of repeat dispensing 
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Background information - the Ontario approach to renewing and adapting prescriptions 

In 2011 changes to regulations allowed pharmacists in Ontario to refill prescriptions in certain 
circumstances.  In 2012 this ability was revoked and replaced with the power to renew and 
adapt prescriptions, which includes altering doses, dosage form, regimen or route of 
administration. 

Pharmacists are expected to only use these powers related to medicines prescribed within 
their area of practice, knowledge and skills. 

There are rules around when and how a pharmacist may adapt or renew an existing 
prescription: 

i. The pharmacist must notify the primary medical care provider in a reasonable time 
after a prescription has been renewed or adapted; 

ii. The pharmacist must be in possession of the prescription to be renewed or adapted or 
have access to the prescription; 

iii. Renewal cannot exceed the lesser of the quantity that was originally prescribed or a 
six-month supply; 

iv. The pharmacist must tell the patient that they can take the prescription to their 
pharmacy of choice; 

v. Appropriate records of the change must be maintained; and 
vi. Prescriptions for CDs cannot be renewed or adapted. 

The pharmacy regulator has stated that this new scope of pharmacy practice is not a 
standalone or isolated activity, but rather part of ongoing care which takes place in the 
context of a collaborative relationship between the pharmacist, the patient and the primary 
medical care provider. 
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Appendix HPR 06/03/15 

Modernising Pharmacy regulation: from prototype to full implementation 

The GPhC has published a report on its progress towards modernising pharmacy regulation.  
This paper provides a summary update on the GPhC new model for the regulation of 
pharmacies and prototype inspections model. 

The GPhC’s strategic plan 2015-18 aims to play a much greater role in healthcare and in public 
health within the pharmacy profession. In particular, it aims to develop new standards which 
would put customers first, by describing the outcomes that the pharmacies should achieve. 
Although, GPhC believes that their standards are currently working well, the planned 
consultation will provide a further opportunity to test whether any changes need to be made. 

When inspections take place GPhC has certain processes to assure the quality of inspections 
and the evidence collected and therefore patients can be confident that they will be kept safe 
and expect the same level of care whichever pharmacy they visit. There are now more 
detailed inspections where pharmacies are “showing and telling” the inspectors how they 
meet their standards and not simply showing documents or standard operating procedures. 
The GPhC reports positive feedback has been received from responsible pharmacists after 
inspections about the accuracy of the inspection reports, the understanding of the standards 
as a result of the inspection and the positive influence the inspection had on identifying ways 
to improve the quality of services provided to patients and public. However, there were 
concerns that there was not enough time for superintendents and owners to comment on the 
inspection report and therefore GPhC increased the time to five days. There is still a concern 
that inspections are taking longer than necessary and also there is a preference for 
inspections to be held at a notified date and time. 

A need to reform the outdated inspection model was also identified, as the previous 
inspection model lacked transparency, was inconsistent and too focussed on monitoring 
compliance with checklists and standard operating procedures. They say that running the 
inspection model in prototype phase has allowed GPhC to introduce a new and improved 
model of pharmacy inspection. The new prototype inspection system makes assessment 
against a single set of standards which is supported by a clear decision-making framework 
developed in partnership with the profession and is focussed not only on safety but also on 
quality improvement.  

Although GPhC has a range of legal powers to protect patients, it does not yet has the power 
to publish inspections reports. Subject to the passing of legislation, (see paper on rebalancing) 
GPhC will publish inspection reports in the future; a further input is needed from patients and 
users of pharmacy services, in order to help GPhC to develop the process of publication which 
is open, transparent, fair and accessible. GPhC will only publish the inspection reports after 
they hold a consultation in advance of full implementation. If government legislation is put 
before parliament before the end of 2015, GPhC expect to begin their formal consultation 
within weeks which will enable them to finalise proposals and move to full implementation in 
2016, subject to the outcomes of that GPhC consultation.  
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Appendix HPR 07/03/15 

Essential Small Pharmacy Update 

Two events for ESPLPS contractors were held in November 2014, following which a briefing pack and 
template proposal were sent to all ESPLPS contractors that had been identified by the office.  LPC 
Chief Officers and PSNC regional representatives were also sent briefing materials so that they could 
provide support.  The briefing materials contained a comprehensive briefing on the reasons why the 
national arrangements were terminating, and the options for pursuing a new contractual 
arrangement.  The template proposal helped to identify the elements that should be included, and 
some of the arguments that essential pharmacies might be able to use to support their proposals.  A 
draft contract was also prepared, containing up to date clauses that could be useful if the NHS decided 
to commission services, but was delayed by having no template contract available.  These documents 
have been supplemented periodically as further information was forthcoming from NHS England. 

BBC East Midlands contacted PSNC for an interview, concerning a number of ESPLPS contractors in its 
area, and the Head of Regulation attended the filming at one of the pharmacies involved and gave an 
interview. 

Guidance was issued to Area Teams by NHS England http://www.england.nhs.uk/wp-
content/uploads/2015/01/essntl-small-pharm-lps.pdf.  This included NHS terminology that was not 
understood by several of the ESPLPS contractors, which led to many calls and requests for assistance 
with amendment of the LPS proposals. 

There have been a number of themes emerging that have cause concern: 

There have been many examples where Area Teams have suggested to ESPLPS contractors that they 
can save the funding for other NHS purposes (such as supporting A&E) if the ESPLPS contract is not 
extended.  Some have also said that they are not concerned about ESPLPS pharmacies closing, 
because there are plenty of potential applicants who will apply to fill any gaps.  NHS England has been 
contacted to report these and other inappropriate and (for NHS England) high risk comments. It has 
also been suggested that patients can now obtain their medicines rom internet pharmacies. 

One email, received towards the end of February included both good and bad news.  A contractor with 
two essential small pharmacies had been told by his Area Team that they would support one of his 
ESPLPS pharmacies for a period of up to three years, but the other essential small pharmacy, located 
in a University would not be supported.  This is in marked contrast to another university pharmacy 
which was informed on the following day, that the Area Team would support it. 

Another essential small pharmacy that had existed for many years had been told by the Area Team 
that he is not an essential small pharmacy, and that they would be taking steps to recover the funding 
paid.  The Area Team believes the pharmacy is not an essential small pharmacy because it has no 
paperwork from the PCT (PCTs were required to hand over the contracts in 2013).  The contractor still 
has the contract he signed with the PCT.  He has been receiving payments from the NHSBSA for the 
duration of the ESPLPS arrangements.  The Area Team has also told the contractor that ESPLPS is 
going, and there will be no further commissioning.  The Head of Regulation has made a request to the 
Department of Health to confirm whether or not the pharmacy premises were included in the 
approvals process in 2015 / 16 and it confirmed that it was included in the original ESPLPS 
arrangements and had been approved by the Minister.  This information has been fed back to the 
contractor for use in his discussions. 

Some of those ESPLPS contractors who seem to be making headway with their Area Teams had 
reported that they were being offered a two year fixed term LPS contract, with full funding in year one 
and in year two a funding arrangement that reduces each quarter to nil over the course of the year.  

http://www.england.nhs.uk/wp-content/uploads/2015/01/essntl-small-pharm-lps.pdf
http://www.england.nhs.uk/wp-content/uploads/2015/01/essntl-small-pharm-lps.pdf
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These Area Teams may have missed the point that these pharmacies have relied on ESPLPS top up 
funding since at least 2006 and have been unable to build their business up to self-sustaining levels in 
those 9 years – so there is little prospect of them doing so in the next 2 years. 

The most concerning comment has been that some of these two year contracts will not automatically 
include a right of return to the pharmaceutical list.  NHS England has inherited the obligations of 
commissioning these pharmacies from the Secretary of State, and to remove terms in the current 
arrangements that are vital to the continuation of these pharmacies – and especially in circumstances 
where the NHS England’s delays in making new arrangements leaves the pharmacies highly vulnerable 
and perhaps willing to agree to anything, could be seen as an abuse of its position.  This was raised 
immediately with NHS England as a concern.  NHS England confirmed that its policy is not to include 
an automatic right of return to the pharmaceutical list.  Instead, this will be negotiated individually. 

A Westminster Hall Debate took place on Tuesday 3 March, led by Caroline Nokes, Member of 
Parliament for Romsey.  There were other notable speakers including Kevin Barron, chair of the APPG, 
whom PSNC had briefed ahead of the debate. The response was given by Jane Ellison, Public Health 
Minister.  PSNC provided a briefing note to contractors whose MPs were to participate in the debate, 
and also to Kevin Barron.  There was agreement across all MPs that pharmacy services are valuable, 
and that the re-commissioning of the essential small pharmacies is now very concerning as there are 
only 28 days to go.  The Minister said that NHS England would be encouraged to ensure that these 
proposals are dealt with in a timely way. 

Although there are only about 100 ESPLPS pharmacies, the workload caused by having to support 
individual contractors with their applications at local level has led to significant demands on time.  In 
the last two months there have been some 350 email exchanges with the Head of Regulations on 
ESPLPS, as well as many telephone calls. 

  

http://www.publications.parliament.uk/pa/cm201415/cmhansrd/cm150303/halltext/150303h0001.htm#150303102000153
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Appendix HPR 08/03/15 

Party Conferences 2015 

In 2014 PSNC co-hosted fringe events at the Labour and Conservative party conferences. The events 
aimed to raise awareness of the importance of pharmacy’s supply function and were chaired by Kevin 
Barron MP and Baroness Cumberlege. The events were attended by patient representative groups and 
led to some good discussions on the topic. 

We believe that following this year’s general election it will be important to once again work to engage 
with politicians to ensure that they understand the role that community pharmacy can and does play 
in the NHS. The party conferences provide a clear opportunity to do this and once again a fringe event 
seems to be the most cost-effective way to engage. 

It is difficult to predict what the political landscape will look like after the election so we plan to hold 
events at the Labour, Liberal Democrats and Conservative conferences. A key message for PSNC in line 
with its Vision is the pressure on urgent care and specifically the need for pharmacy to be better used 
to ease it. We believe this will also be of interest to MPs as the topic has received a lot of attention 
recently and will clearly affect their constituents. An event on this topic will allow us to include a broad 
range of messages around pharmacy’s role to improve understanding of the value that it brings. This 
will include evidence from the national clinical audit on emergency supply of medicines to show how 
pharmacies can reduce burdens elsewhere in the health service. 

The British Association of Pharmaceutical Wholesalers (BAPW) and the Dispensing Doctors Association 
(DDA), who we successfully partnered with at the conferences last year, are also keen to promote 
messages around how their members can contribute to this agenda, working with and alongside 
pharmacies.  We have therefore agreed to co-host the events with them which will significantly reduce 
costs. 

We are currently in the early planning stages of these events, but learning from our experiences last 
year plan to build on them with additional lobbying both before and after the conferences. This may 
include: 

 Short briefings to any newly elected MPs in the summer to highlight key messages to them 
(this may be done via LPCs who may have more impact contacting MPs locally); 

 Leaflets or flyers to highlight key points about the role pharmacy can and does play; 

 A video to begin the events with and to use to engage with MPs and others after the 
conferences; and 

 A short report/briefing following the events to any members of the health teams or other 
interested MPs who could not make it. 

 


