
1 
 

 

 

 

 

 

AN EVALUATION OF GREATER MANCHESTER COMMUNITY 

PHARMACY CARE PLAN SERVICE  

 

Published July 2018 

 

Authors: 

Dr Elizabeth Seston1 

Dr Esnath Magola1 

Professor Peter Bower2 

Dr Li-Chia Chen1 

Dr Sally Jacobs1 

Dr Penny Lewis1 

Dr Douglas Steinke1 

Dr Sarah Willis1 

Professor Ellen Schafheutle1 

 

1 Division of Pharmacy and Optometry 

2 Division of Population Health, Health Services Research and Primary Care 

All: School of Health Sciences, Faculty of Biology, Medicine and Health, the University of Manchester   

https://www.research.manchester.ac.uk/portal/en/facultiesandschools/division-of-population-health-health-services-research--primary-care(19db7129-c98b-4029-a819-8c5ffe20e845).html


2 
 

EXECUTIVE SUMMARY 

 The Greater Manchester Community Pharmacy Care Plan (GMCPCP) service was launched in 

January 2017, with the aim of providing tailored community pharmacy care plans (including 

patient-centred goal-setting) to support patients with one or more long-term conditions 

(hypertension, asthma, diabetes and Chronic Obstructive Pulmonary Disease (COPD)  to achieve 

health goals, better manage their conditions and improve quality of life.  

 Patients attended four consultation over a six-month period, during which time clinical and 

process measures including the Patient Activation Measure (PAM®13), a quality of life (EQ-5D), 

medicines adherence (MARS-5™), Asthma Control Test™ and COPD Assessment Test.™ Patients’ 

blood sugar, systolic and diastolic blood pressure, HDL cholesterol ratio, height and weight were 

also measured, as was NHS service usage in the previous six months (collected at baseline and 

follow-up).  

 At the initial consultation, the patient, supported by the pharmacist, set one or more health or 

lifestyle-related goals. The pharmacist recorded progress towards the goals at subsequent 

consultations onto PharmOutcomes.  

 A total of 382 patients were recruited to the service and attended the baseline consultation. At 

the final six-month follow-up, 280 patients (73.3%) remained in the service. Of these individuals, 

226 (80.7%) patients had sufficient data to make comparisons between baseline and follow-up. 

 A comparison of clinical and process measures at baseline and follow-up (six months) showed a 

statistically significant improvement in PAM,® EQ-5D-5L, EQ-VAS scores. Systolic blood pressure, 

weight, BMI and HDL cholesterol ratio all showed a significant reduction. There were no 

significant changes in diastolic blood pressure, at follow-up. Medication adherence (as measured 

by MARS-5™) significantly increased between baseline and follow-up.  

 The improvement in PAM®, EQ-5D-5L and MARS-5™ scores between baseline and follow-up was 

statistically significant for all of the qualifying long-term conditions with the exception of COPD.  

Improvements in mean EQ-VAS scores were significant for patients with hypertension and 

diabetes only. Although sample sizes are small, this may indicate that the service works better 

for some patient groups than others.  There were no significant differences for disease-specific 

measures.  

 Ninety-eight percent of patients set at least one goal (mean 1.7 goals), with a total of 613 goals 

set during the service. Types of goals included: healthy lifestyle, condition control (e.g. blood 

pressure or cholesterol control), weight management, wellbeing / socialising and medication 

knowledge and adherence. Overall, 50% (183 goals) were met at follow-up. Notes written by the 
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pharmacist at the final consultation also suggest that, even in cases where a goal had not been 

fully met, the patients did derive a benefit from their service.  

 Cost analysis indicated that mean costs all of the NHS service usage costs were significantly 

lower at follow-up, with the exception of GP home visits. Overall mean costs were significantly 

lower at follow-up, with a mean decrease per patient of £236.43. 

 The total cost of providing the intervention was £54,280.64, with a mean cost per patient of 

£203.10; cost savings were calculated as £33.33 per patient. This suggests that participating in 

the GMCPCP care plan could result in modest cost savings to the NHS. 

 Forty-three patients responded to a questionnaire at the end of the care plan service. The 

majority of respondents would recommend the service to their family or friends and agreed that 

it had helped them to manage their illness better.   

 Ten patients who had taken part in the GMCPCP service were interviewed, with the majority 

describing value gained from the service including that the service had enabled them to better 

manage their health. The relationship with the pharmacist was an important factor in keeping 

patients engaged in the service. 

 One patient reported more negative experiences of the care plan service, and this may be due to 

the pharmacist who provided the service, who saw the patient only at the baseline consultation, 

instead delegating his care to other pharmacy (non-pharmacist) staff. 

 The small number of GPs interviewed did not recognise the GMCPCP service by name and did 

not appear to have personally received any pharmacist recommendations. The GPs expressed 

concern about possible duplication with existing services. There was however, some 

acknowledgement by the GPs of the possible benefits of a care plan service.  

 The study limitations included the before and after design, which made it difficult for the team 

to attribute significant changes to participation in the care plan service, the relatively small 

sample size, issues with missing data and quality issues regarding the recording of data, in 

particular relating  to the goals.  

 The findings from this study indicate that participating in the GMCPCP service may have resulted 

in improvements in patient activation, quality of life, medicines adherence and some clinical 

measures. The service may result in a modest cost saving per patient. The team made a number 

of recommendations for future implementation of the service, including suggestions regarding 

recruitment of pharmacies and methods of ensuring data quality/recording. 

 The team would recommend the implementation and evaluation of the GMCPCP service on a 

larger scale to fully explore the costs and benefits of providing such as service  
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1 Background  

 

1.1 The impact of Long-term conditions 

Estimates suggest that more than 15 million people in England have at least one long-term 

condition, with the number of patients with multiple long-term conditions estimated to be 2.9 

million.1 Long-term conditions have been defined as “conditions for which there is currently no cure, 

and which are managed with drugs and other treatment” and include diseases such diabetes, 

chronic obstructive pulmonary disease, arthritis and hypertension.1  

 

Patients with long-term conditions have high levels of NHS usage, with evidence suggesting that 

patients with long-term conditions account for almost half of all GP appointments, two-thirds of all 

outpatient appointments and over 70 per cent of all inpatient bed days.1 Overall, patients with long-

term conditions account for 70% of total health and social care spending in England.1  

 

The impact of treating patients with long-term condition was recognised in the Five Year Forward 

View published by NHS England in 2014.2 The report notes that “long term conditions are now a 

central task of the NHS; caring for these needs requires a partnership with patients over the longer 

term.” 

 

1.2 Personalised Care Planning and goal setting 

There is evidence to suggest that patients with long-term conditions spend a very limited amount of 

time per year (~3 hours) in consultations with healthcare professionals.3 It is therefore recognised 

that patients with long-term conditions have a key role in managing their own health, also referred 

to as self-care. Managing health could involve making sure that medicines are taken appropriately, 

monitoring clinical indicators (such as HbA1c levels or blood pressure) but could also include making 

efforts to live a healthy lifestyle.3 Patients will vary in the level of knowledge and awareness they 

have and thus personal care planning has emerged as a means for healthcare professionals to 

provide patients with tailored support. In their Cochrane Review of personalised care planning, 

published in 2015, Coulter et al define care planning as “a conversation, or series of conversations, 

between a patient and a clinician when they jointly agree on goals and actions for managing the 

patient's health.”4  

 

Goal-setting in this context involves the healthcare professional listening to the experiences of the 

patient in order to find out about the patient’s understanding of their condition, beliefs and 
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concerns. Rather than the healthcare professional setting the agenda in these cases, the patient has 

the ability to lead the discussion and choose goals that fit with them.4;5 

 

The Cochrane review identified 19 studies that explored the impact of personalised care planning 

and found some positive effects on physical health and self-management.4 As part of the personal 

care planning process, the healthcare professional needs to understand how engaged the patient is 

in managing their own health. One means of determining this is to measure how activated (or 

engaged) the patient is with regard to their health. NHS England recommends the use of the Patient 

Activation Measure (PAM®), a robust tool that has been validated for use in a large number of 

countries and with a wide variety of patients groups. 6  

 

1.2.1 The Patient Activation Measure (PAM®) 

Patient activation has been described as “the knowledge, skills and confidence a person has in 

managing their own health and care.”7 In the PAM® tool, respondents answer a series of questions 

about their attitudes to their health (the number of questions varies according to the version of the 

PAM® tool used).7  Responses are coded on a four point scale where 1=strongly disagree to 

4=strongly agree.  Responses are summed together to give a score and this score is transformed to a 

scale with a range 0–100; a higher PAM® score indicates a higher level of patient activation. 

Responses to the PAM® questionnaire are used to assign respondents to one of four activation levels 

and allows the health professional to adapt their approach to the individual’s level of activation.8 

The four levels of activation are shown in Figure 1. 

 

The Patient Activation Measure (PAM® tool) can be used to support patients, by assessing the 

underlying knowledge, skills and confidence that are important for individuals to be able to manage 

their own health.9 The tool can be used to guide conversation between a patient and a healthcare 

professional. The ability to tailor the PAM® to an individual’s level of activation is a key strength of 

this tool.10;11 It enables healthcare professionals to understand how engaged that patient is in the 

management of their condition(s) and helps the healthcare professional  to identify targets that are 

both realistic and achievable for the patient.  
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Figure 1: Four levels of activation of PAM® 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

It has been estimated that between 25 and 40 percent of the population could be seen as having low 

levels of activation.12  Patients with low activation levels are likely to have low confidence in their 

ability to improve their health, feel overwhelmed and not fully understand the role they can play 

managing their own health.12  There is evidence that patients can improve activation levels, even 

over relatively short time-periods (e.g. six months).13 When such patients are supported, however to 

improve their activation levels, there is evidence their health outcomes improve, they experience 

better care and have fewer unplanned hospital admissions.14 Hibbard and Cunningham (2008), in a 

review  of patient engagement, concluded that “people who recognise their key role in managing 

conditions have better outcomes.”12 There is also evidence that people with higher PAM® scores 

have greater readiness-to-change in terms of living a healthy lifestyle.15 For patients with diabetes, 

there is evidence indicating that PAM® scores positively correlate with medicines adherence and 

condition monitoring,16;17 and patients with higher PAM® scores are more likely to have clinical 

indicators (e.g. HbA1c) within a healthy range.16 

Level 1: Disengaged and overwhelmed 

Individuals are passive and lack confidence. Knowledge is low, goal-orientation is weak, and 

adherence is poor.  

Their perspective: “My doctor is in charge of my health.” 

Level 2: Becoming aware, but still struggling 

Individuals have some knowledge, but large gaps remain. They believe health is largely out of 

their control, but can set simple goals.  

Their perspective: “I could be doing more.” 

Level 3: Taking action 

Individuals have the key facts and are building self-management skills. They strive for best 

practice behaviours, and are goal-oriented.  

Their perspective: “I’m part of my health care team.” 

Level 4: Maintaining behaviours and pushing further 

Individuals have adopted new behaviours, but may struggle in times of stress or change. 

Maintaining a healthy lifestyle is a key focus.  

Their perspective: “I’m my own advocate.” 

 

Source: PAM®, Insignia Health LLC, 2017 
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Recent, as yet published, research by the University of Leicester suggests that both primary and 

secondary care utilisation levels among patients with long-term conditions are lower in more 

activated patients.18 Patients with high activation levels (level 4) were 18% less likely to visit their GP 

and 38% less likely to visit an accident and emergency (A&E) department than those with low 

activation levels (level 1). Evidence from a number of studies have suggested that a one point 

increase in PAM® score results in a 2% decrease in hospitalisation and a 2% increase in medication 

adherence.8 

 

1.3 Supporting patients with long-term conditions in community pharmacy 

Community pharmacists and their staff are ideally placed to support patients to manage their long-

term conditions. It is estimated that 50% of the population live within 500 metres of a pharmacy and 

that community pharmacies can be of great value in certain areas where access to GPs may be 

limited.19 Their accessibility is also valuable, as they are open long hours and appointments are not 

needed for most services.  

 

The role of community pharmacy in supporting patients with long-term conditions has long been 

recognised. As part of the Department of Health guide (2006) to developing strategies to support 

patients with long-term conditions, recommendations were made advising commissioners to work 

with Local Pharmaceutical Committees (LPCs) to ensure that community pharmacists were 

supporting self-care and medicine management.19 In 2016 the Royal Pharmaceutical Society (RPS) 

published a report on the role of pharmacists in helping patients with long-term conditions and 

noted that pharmacists could “transform care by utilising pharmacists’ skills, expertise and 

knowledge in medicines and their holistic approach to patient care.”20 

 

The Greater Manchester Health and Social Care Strategic Partnership Primary Care Strategy (2016) 

recognised the need to empower patients and, as part of this, noted that this would need to include 

different types of consultation, including “more direct contact with patients, such as one-to-one 

conversations to improve health literacy, care planning, health coaching and shared decision 

making.”21  The Primary Care Strategy report also stated that “we must make sure our public receive 

the right support to take more control of their own health and behaviours.”21 

 

A number of initiatives have explored how community pharmacists can support patients with long-

term conditions to manage their condition. The Community Pharmacy Future project has developed 



12 
 

a number of different interventions to work with patients with long-term conditions, which have 

shown promising results.22  Further information is provided in section 1.3.1 below. 

 

1.3.1 The Community Pharmacy Future Care Plan Service 

The Community Pharmacy Future (CPF) project was created in 2011 by Boots UK, Lloyds Pharmacy, 

Rowlands Pharmacy and Well (formerly The Co-operative Pharmacy) with the intention of 

demonstrating the value of community pharmacy for patients and the NHS. CPF developed a 

number of community pharmacy-based services, including the COPD Support Service.22;23 In this 

service, community pharmacists supported patients with diagnosed COPD to get the most from their 

medicines through improved understanding, adherence and inhaler technique.23 CPF also 

established the Four or More Medicines service for patients aged over 65 years taking four or more 

medicines. Pharmacists used STOPP/START criteria to review patients’ medications24 and made 

appropriate recommendations to prescribers, identified and provided support for patients with long-

term pain and provided support for medication adherence issues.25 

 

The CPF also developed the Pharmacy Care Plan Service (CPFPCP), which ran between 2015 and 

2016 and was aimed at developing individually tailored care plans that help patients aged over 50 

years old achieve their health goals.26 Patients eligible for this service were patients taking multiple 

medications for cardiovascular disease and/or type 2 diabetes. The service was provided by 52 

pharmacies in the Yorkshire region, including large multiples and 12 independent and supermarket 

pharmacies. The CPFCP had the aim of recruiting up to 1000 patients and providing support to 

eligible patients over a period of 12 months.26  

 

The findings from the CPFPCP service evaluation have recently been published.27 A total of 700 

patients were recruited to the service, with 50% having dropped out by the final consultation at 12 

months. The CPFCP evaluation findings showed evidence of significant improvements in patient 

activation (as measured by the PAM® 10), medicines adherence, blood pressure and quality of life 

(as measured by the EQ-5D, a standardised instrument for measuring generic health status28). The 

evaluation authors also concluded that the intervention would be cost-effective to provide. Patients 

set a total of 1181 goals, with a mean of 1.8 goals per patient. The most commonly set goals set 

were weight loss, condition control and exercise/activity. The percentage of patients who achieved 

their goal varied from 8.6% for patients with a mental health goal to 50% for patients with an alcohol 

cessation goal.27  
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1.4 Greater Manchester Community Pharmacy Care Plan (GMCPCP) service 

 

1.4.1 Aim of the GMCPCP service 

The Greater Manchester Community Pharmacy Care Plan (GMCPCP) service was established in 2017 

by CHL (GPGM Healthcare Ltd). CHL is a healthcare provider organisation that aims to assist the 

delivery of high quality healthcare in Greater Manchester. CHL was established with the support of 

Greater Manchester Local Pharmaceutical Committees and was set up to hold and administer 

contracts for healthcare services. The Service was developed in collaboration with national and local 

stakeholders and draws upon the experience of other models across the country, including the 

Community Pharmacy Futures Pharmacy Care Plan service. The GMCPCP service was designed to be 

scalable to be delivered within population localities of 30,000-50,000 people.  

 

The GMCPCP service was designed by CHL based on the Community Pharmacy Futures Pharmacy 

Care Plan service.26 The aim was to “develop and implement a model for tailored community 

pharmacy care plans to support patients to achieve their health goals, better management of long-

term conditions and improve their quality of life.”29 It was stated that the GMCPCP would “provide all 

eligible individuals with an opportunity to review their medicines use and personal health goals with 

a pharmacist; and to receive support in setting up and following a tailored care plan that will help 

them to reach those goals with reduced risk of medicines related hospital admissions or 

attendances.”29  CHL applied for funding for the service and its evaluation from NHS England. The 

pilot had the aim of recruiting 500 patients to the service and the evaluation was intended to inform 

a decision whether to roll-out the service throughout Greater Manchester.  

 

CHL appointed a project manager to lead the implementation of the service and also had a steering 

committee, which included representatives from CHL, the PSNC, the Community Pharmacy Future 

team, NHS England, PharmOutcomes, local Clinical Commissioning Groups and the University of 

Manchester research team. A patient representative also attended Steering Group meetings.   

 

1.4.2 GMCPCP service description 

Individuals aged 18 or over with one or more of four qualifying long-term conditions (hypertension, 

asthma, diabetes and COPD) were invited to participate in the Care Plan pilot service at a pharmacy 

in one of two geographical areas in Greater Manchester. Patients were recruited in community 

pharmacies and could also be referred by their GP practices. By signing up to the Care Plan service 
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patients agreed to attend the pharmacy on four occasions and also agreed for their data to be used 

as part of the evaluation. Details of the four consultations are described below.  

 

1.4.2.1 Baseline consultation 

Once the patient had agreed to take part in the service, a baseline consultation would be arranged, 

during which the patient and pharmacist would meet to discuss the patient’s health issues and to set 

patient-centred health or lifestyle related goals. These goals were recorded onto the 

PharmOutcomes system. PharmOutcomes is a widely used web-based system which helps 

community pharmacies provide services more effectively and makes it easier for commissioners to 

audit and manage these services.30 It has previously been used to assist in the delivery of Medicines 

Use Reviews (MURs) and the New Medicines Service (NMS) in community pharmacy.  

 

Prior to the consultation with the pharmacist, the health care assistant (HCA) would take a series of 

clinical measures including systolic and diastolic blood pressure, blood glucose (where applicable), 

cholesterol and weight and height (to allow for calculation of BMI). Patients were also asked to 

complete a paper version of the PAM®, EQ-5D-5L,31 EQ-VAS,31 MARS-532 measures and relevant 

disease specific tests such as the Asthma Control Test™ (ACT)33 or the COPD assessment test 

(CAT).34. A description of the EQ-5D-5L, EQ-VAS, MARS-5™ measures and the ACT and COPD tests can 

be found in section 2.1.2. 

 

In addition, patients’ personal characteristics were recorded including age, gender, qualifying long-

term condition(s) and co-morbidities.  At the first meeting patients were also asked by the 

pharmacist to record any NHS use in the previous six months. Details of the types of NHS use data 

collected can be found in section 2.1.5.1.  

 

As part of the service, the pharmacist could provide advice on a patient’s medicines use, including 

for example, demonstrating correct inhaler technique. The pharmacist could also make 

recommendations to the patient’s GP, for example, to stop or change a medication. This could be 

communicated to the GP through different methods, including telephone calls, email and paper 

methods. The pharmacist could also discuss the patient’s general health and well-being and if 

necessary sign-post or refer the patient to relevant services or organisations locally.  

 

Following the consultation, the HCA was tasked with entering all data recorded on paper onto the 

PharmOutcomes system.  
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1.4.2.2 Consultations at two and four months 

Patients were asked to return to the pharmacy at two and four months post-baseline for a short 

consultation where they could discuss goal progress, amend goals or discuss any other issues if they 

wished. The PAM®, EQ-5D-5L, EQ-VAS and MARS-5™ were also completed at these consultations and 

clinical tests such as cholesterol and blood pressure were measured if requested by the patient. 

Patients were also advised that they could return for an ad-hoc consultation in between the set 

consultations if needed. As at baseline, data were entered onto the PharmOutcomes platform by 

HCAs after the consultation.  

 

1.4.2.3 Final consultation at 6 months 

At six months patients were asked to return to the pharmacy for a final consultation. Prior to seeing 

the pharmacist, the HCA again tested the patient’s blood glucose (if relevant), cholesterol, systolic 

and diastolic blood pressure and measured the patient’s weight.  Patients were also asked to 

complete paper copies of the PAM®, EQ-5D-5L, EQ-VAS, MARS-5™ and any relevant disease specific 

measures. Data on NHS usage in the previous six months (i.e. since baseline) were also collected at 

this consultation. During the subsequent consultation with the pharmacist the patient discussed 

progress on the set goal(s). The pharmacist then entered written data regarding the outcome of the 

goals. As with the previous consultations, data were entered onto the PharmOutcomes platform by 

the HCA.  

 

1.4.3 Service implementation 

The recruitment of pharmacies to the scheme began in autumn 2016, with participating pharmacists 

and health care assistants (HCAs) attending one of two one-day training days in Manchester in 

November 2016. At this training day the pharmacist participants were provided with training on 

consultation skills, including a half-day role-play session with medical actors. HCAs were trained in 

the use of equipment to measure clinical indicators, how to administer the questionnaires and the 

entering of data onto the PharmOutcomes platform.  

 

CHL had originally planned to launch the service in January 2017 but problems with the delivery of 

equipment to collect clinical data led to a delayed start in March 2017. In addition, problems with 

patient recruitment in some of the participating pharmacies meant that recruitment for the baseline 

consultation continued until June 2017, with final consultations taking place until December 2017 
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1.4.4 Roles of CHL and the research team 

Staff from CHCL designed the GMCPCP service, trained staff, set up the software and all equipment, 

wrote the service specification and also determined how payment would be made to participating 

pharmacies. The research team at Manchester contributed to the service specification, including 

decisions relating to eligible patient groups, designed the evaluation (including input into what data 

were collected on PharmOutcomes), provided advice on relevant training and designed all follow-up 

study documentation, including interview schedules and patient questionnaires. Lesley Grimes and 

Deborah Howard from the Centre for Pharmacy Postgraduate Education (CPPE) provided a 

Consultation Skills training session for attendees.   

 

1.4.5 Aims and objectives of this study 

The overall aim of this study was to investigate the impact of patients participating in the GMCPCP 

service on a number of clinical and process measures, including patient activation, quality of life, and 

medicines adherence. The specific objectives were to determine the impact on the patient of 

participating in the service in relation to: 

 

 Patient activation level, as measured by the PAM®. This was the primary outcome measure.   

 Quality of life, as measured by EQ-5D-5L and EQ-VAS 

 Medicines adherence, as measured by the MARS-5™ 

 Clinical measures such as systolic and diastolic blood pressure, particularly where these are 

related to goal-setting 

 NHS resource use and costs 

 

In addition, the study also sought to explore: 

 

 The nature of goals set as part of the service, and the extent to which patients were able to 

achieve these  

 Patient satisfaction and acceptability (or otherwise) of the service, alongside any 

recommendations for improving the service 

 GPs’ views of pharmacist recommendations, their experiences of the service (both positive 

and negative) and their views on the future development of the service 
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2 Methods 

 

2.1 Methodological approach 

In order to achieve the complex aims and objectives described above, a mixed methods approach 

was adopted, using a ‘before and after’ design, following patients from baseline consultation to a 

follow-up at six months.  

 

Both the service design and the evaluation of the GMCPCP service were informed by the CPF care 

plan service. There are certain differences between the CPFCP and GMCPCP services, and the CPF 

study, notably in terms of the patient populations studied and also the length of the evaluation. 

However, given the obvious similarities between the two services, the research team have taken a 

decision to adopt similar methods of measuring, analysing and presenting the GMCPCP service data 

(where relevant), which will also allow the team to make comparisons where possible.  

 

2.1.1 Ethical approval 

The study was approved by the University of Manchester Research Ethics Committee (2016-0479-

430). Advice was sought from the Faculty Ethics office and local NHS ethics office and they both 

confirmed that NHS REC/HRA approval was not required, as it was considered to be service 

evaluation.  

 

2.1.2 Outcome and cost data 

Outcome data was collected on the following measures, PAM®, EQ-5D-5L, EQ-VAS, MARS-5™, NHS 

resource use and clinical outcome measures such as blood pressure, HDL (high density lipoprotein) 

cholesterol ratio and blood glucose via the PharmOutcomes platform. Data were downloaded into 

an *.xls file format for import into SPSS (Statistical Package for the Social Sciences) IBM v23. Data 

was then cleaned ready for analysis. Goal-setting data was also drawn from the PharmOutcomes 

platform and analysed quantitatively and qualitatively (using thematic analysis) in Excel and in SPSS.  

 

2.1.2.1 Patient Activation Measure (PAM®) 

The version of the PAM® questionnaire used in this study was the PAM® 13, which consists of 13 

questions about the level of a patient’s activation. It should be noted that the CPFCP service 

evaluation team used a shortened version of the PAM® (PAM 10®) so direct comparisons with the 

PAM® 13 measured used in this study cannot be made. In addition to reporting mean scores, a 

patient’s PAM®13 score was used to assign them to one of four levels of activation, according to how 

activated they were. See 1.2.1 for further details. 
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An improvement in 4 points on the PAM scale is considered a minimal clinically important difference 

(MCID).15;35;36 A Minimal Clinically Important Difference (MCID) is defined as “the smallest difference 

in score in the domain of interest which patients perceive as beneficial and which would mandate, in 

the absence of troublesome side effects and excessive cost, a change in the patient’s management”37  

 

2.1.2.2 EQ-5D-5L and EuroQol VAS 

EQ-5D is a standardized instrument developed by the EuroQol Group as a measure of health-related 

quality of life that can be used in a wide range of health conditions and treatments. The EuroQol 

Group are a group of international academics who first met in 1987 in an effort to develop a 

standardized non-disease specific instrument to describe and value health-related quality of 

life.28The EQ-5D can provide a “simple, generic measure of health for clinical and economic 

appraisal.”28  

 

The EQ-5D consists of a descriptive system and the EQ-VAS.31 The descriptive system comprises five 

dimensions: mobility, self-care, usual activities, pain/discomfort and anxiety/depression. The scores 

on these five dimensions can be presented as a health profile or can be converted to a single 

summary index number (utility). For the purposes of this study evaluation, the team are using the 

single index number and have used the EQ-5D-5L, which has 5 levels of severity for each of the five 

dimensions. These levels are show in Figure 2.   

 

Figure 2: EQ-5D-5L response levels 

Level 1  No problems 

Level 2  Slight problems 

Level 3  Moderate problems 

Level 4  Severe problems 

Level 5  Extreme problems.  

Source: EuroQol group.
31

 

 

The response to the EQ-5D-5L results in a value of 1 to 5 for each dimension. Values for each 

dimension can be combined in a 5-digit number describing a patient’s health state. For example, if a 

patient scored level 1 for each of the five dimensions (indicating no problems) their health state 

would be 11111; a patient who scored level 5 for each dimension (extreme problems) would have a 

health state of 55555.  These EQ-5D-5L health states, can be converted into a single index value.31 

https://euroqol.org/euroqol/
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The index values are presented in country specific value sets and can be used for economic 

evaluation purposes. The UK data is based on a sample of 3395 individuals.31 A health state of 11111 

converts to an index value of 1, while a health state of 55555 converts to a value of -0.594. 31 A 

recent study estimated MCID for the EQ-5D health state (using the EQ-5D-5L) for different countries 

and calculated the MCID for England as 0.037 (± 0.008).38 

 

The EQVAS records the patient’s self-rated health on a vertical visual analogue scale from 0 – 100, 

where the endpoints are labelled ‘best imaginable health state’ and ‘worst imaginable health state.’ 

As there was considerable debate and variance in estimates of EQ-VAS in the literature, the team 

has chosen not to report MCID for the EQ-VAS.   

 

2.1.2.3 MARS-5™ 

The research team was also unable to license the Morisky MMAS-8 adherence scale used by the CPF 

care plan service evaluation team for the GMCPCP service. Instead, the team used the Medication 

Adherence Report Scale (MARS-5™). This is a validated adherence scale that has been used widely 

with similar disease states to those in this study and has previously been used by patients attending 

a community pharmacy setting.32;39 MARS-5™ assesses both intentional and unintentional non-

adherence.32 Respondents indicate their agreement with five statements about how they take their 

medicines on a 5 point Likert scale. Data from MARS-5™ were also recoded into a dichotomous 

variable, with patients with values of 21 or lower coded as “low adherers” and patients with values 

of 22 or greater coded as “high adherers.”40 

 

2.1.2.4 Asthma Control test™ and COPD assessment test™ 

The Asthma Control Test™ (ACT) is a validated test to measure how well controlled a patient’s 

asthma symptoms are.41 Patients with asthma complete a short questionnaire with five questions 

about the frequency of different, with responses on a five-point scale. A higher score indicates 

greater control; a score of 25 indicates asthma is controlled, 20-24 is reasonably well-controlled, 

scores ≤20 are not controlled.33 

 

The COPD assessment test™ (CAT) is a validated test to help patients and health care professionals 

measure the impact of COPD symptoms.42 Patients with COPD complete a short questionnaire with 

eight questions about the impact of their symptoms, with responses ranging from 0 (no impact) to 5 

(high impact). A score of 0-10 indicates that COPD symptoms are having a low impact on the patient, 
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a score of 11-20 medium impact,  a score of 21-30 a high impact and a score between 31 and 40 a 

very high impact. 34 

 

2.1.3 Acceptability of the service to patients and GPs 

In addition to the outcomes outlined above, the study was also designed to be a process evaluation. 

Process evaluations are particularly suited to pilot studies that aim to explore the feasibility of an 

intervention and use findings to further refine the design of an intervention prior to its future roll 

out.43  Findings from the process evaluation can offer insights into the feasibility of delivering 

additional services and pathways efficiently as part of new models of care being adopted across 

Greater Manchester.   

 

As part of this process evaluation we aimed to gain contextual insights into the barriers and/or 

facilitators to the success of the intervention.  As the research team at Universities of East Anglia and 

Nottingham, had already explored this with pharmacists in their evaluation of the CPFCP service,26 

the research team focussed efforts on patients and GPs. 

 

2.1.3.1 Patient questionnaire and interviews 

In order to explore the acceptability of the service and the process of goal setting, we designed a 

patient interview schedule and a brief patient self-completion questionnaire. The latter was to be 

distributed to patient at the final consultation and sought information on patient satisfaction, the 

acceptability of the service, goal setting and follow-up. In addition, patients were asked if they would 

be willing to participate in a telephone interview to explore their experiences in greater depth. A 

short interview schedule was designed enabling the collection of patient narratives.  The interview 

schedule included questions about: 

 

 Patient’s reasons for participation 

 How they were recruited into the scheme 

 How the progress of setting goals worked 

 How goals were identified and by whom (patient or pharmacist) 

 Whether the patient felt they had achieved their goal 

 The impact of taking part on how they managed their illness 

 Suggestions for changes or improvements to the service  
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Due to an administrative error some of the patients did not receive the questionnaire and interview 

invite at their last consultation. In order to ensure that all patients did receive these, the service 

administrators requested that pharmacy staff passed these on to patients who were regular 

customers the next time they visited the pharmacy 

 

2.1.3.2 GP interviews 

Research has shown that the most successful community pharmacy interventions are those which 

integrate well within the primary care pathway, and particularly with the patient’s doctor.44-46 

Furthermore, the importance of closer working between community pharmacy and local GPs was 

identified by the research team from Universities of East Anglia and Nottingham in the CPFCP 

service.26  There is also evidence that patients may look to their GPs for confirmation and that they 

see them as ultimately ‘in charge’ of their care.47-49 Integration between general practice and  

community pharmacy has been recognised as important for some time.50  

 

To explore the views of GPs, we sought to interview GPs that had been contacted by a pharmacist 

with recommendations for optimising patients’ medicines as part of the GMCPCP service. A 

purposive sampling approach was taken. The original plan was to contact patients’ named GPs to 

whom a pharmacist had made recommendations for changes to their care or medication as a result 

of participating in the GMCPCP service. Unfortunately the data captured by PharmOutcomes did not 

identify personal GPs by name but instead named the practice they attended. As a result, a member 

of the research team (EM) identified GP surgeries where the pharmacist had made 

recommendations for a change to patient’s care or medicines and sent an interview invite and 

participant information sheet to all GPs working at the practice. The researcher (EM) then followed 

this up with a telephone call to the surgery practice manager in order to try and boost recruitment.  

The short interview schedule explored GPs’ views of pharmacist recommendations, their 

experiences of the PCPs (both positive and negative) and their views on the future development of 

the service. 

 

2.1.4 Data analysis 

Quantitative data were analysed in SPSS using comparative statistics.  Qualitative interview data 

were analysed thematically, to provide rich insights into context and acceptability.  Triangulation of 

data sources allowed the team to make recommendations for changes to the design of the 

intervention, process of roll-out of the service and how to integrate this with existing primary care 

service provision. 
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2.1.4.1 Clinical and process measures 

Descriptive statistics were used to report dichotomous variables (in proportion) and continuous 

variables (mean values and standard deviations for normally distributed data, and median values 

and inter-quartile ranges for skewed data). Inferential analysis was used to compare the variables 

across groups. For example, the independent samples t-test was used to explore differences of 

continuous variables between patient groups, and the Mann Whitney test was used to assess 

differences of skewed continuous variables between different long-term qualifying conditions. Chi-

square test and McNemar test were used to compare categorical variables between different groups 

and between baseline and follow-up respectively. 

 

The clinical and process measures and cost were compared before and after the intervention via 

paired t-test using the data generated from bootstrapping. Bootstrapping is a database simulation 

method for evaluating statistical precision that allows for the comparison of means while avoiding 

assumptions about the distribution of the data (e.g. whether the data is normally distributed).51 

Bootstrapping is particularly useful where data is skewed (as cost usually is, for example), as it allows 

the researcher to compare means using parametric tests. The bootstrapping process includes 

selecting random values from the original sample with replacement to produce a bootstrap sample 

then the statistic of interest (mean) is calculated for this new sample.51 The significance level for all 

the tests was set at 5% level (p<0.05).  

 

Patient questionnaire data was entered into SPSS and analysed using simple frequencies due to the 

small number of responses. Mean or median values were calculated where relevant for the patient 

questionnaire.  

 

2.1.4.2 Goal data coding 

The goal setting data consisted of a series of text boxes for the pharmacists to enter comments 

about the goals set and progress at each consultation. In order to code the data into different 

categories according to the type of goal, a small group of evaluation team members (ES, PL) met to 

discuss how to code the goals. Pharmacists recorded whether further goals were set at the interim 

consultations at two and four months. The team looked carefully at these data to determine 

whether they were genuine new goals, or simply additional information or an amendment to the 

existing goal. In terms of progress on achieving the goals, the dataset did not contain a set variable 

indicating progress (i.e. yes or no) so the team made a judgement as to whether the goal had been 
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achieved.  In some cases, identifying whether a goal had been met was straightforward. For 

example, some pharmacists provided detail on the nature of weight loss, indicating the amount of 

weight the patients wanted to lose or the BMI target they were aiming for. In cases such as this, it 

was relatively easy to determine if the goal had been met. Likewise, if a patient had set a specific 

goal for their cholesterol or blood pressure it was easy to determine if the goal had been met, or at 

least if progress had been made.  

 

In other cases, the team had to make a judgement based on the written comments made by the 

pharmacist at follow-up (and to a lesser extent, where relevant, at the interim consultation as two 

and four months). However, in a proportion of the cases the goal-setting data was vague and there 

was insufficient data to make a decision as to whether the goal had been met. In these cases the 

data were coded as missing. Due to problems with data collection at follow-up it was not possible to 

use either pain scores or blood glucose results to determine if patients achieved their pain or 

diabetes goal. 

 

The team also looked at information recorded as part of the goal-setting process to identify whether 

or not the pharmacist had recorded any suggestions as to how to the patient could achieve the goal 

they set together. The team looked at the recording of the goals for weight loss, in particular looking 

for any mechanism recorded by the pharmacist as to how to achieve weight loss. 

 

2.1.4.3 Patient and GP interview analysis 

Patient and GP interviews were recorded with (written) consent and transcribed verbatim. 

Transcripts were imported into NVivo 10 for thematic analysis and coding. An initial read of the 

interview transcript was conducted to gain an overall sense of views and ideas. Following this, the 

transcript was re-read to highlight ideas/statements of interest which formed initial codes. Similar 

codes were categorised into themes.52;53 Qualitative data analysis was led by one researcher (EM), 

and the initial coding framework and themes were then discussed with other members of the 

research team (EIS, ES). 

 

2.1.5 Costing data 

Two types of costing data were collected. The first was NHS service use data, which was collected at 

baseline and follow-up. The second was intervention cost data, which used the costs of training, 

equipment and staffing to calculate a figure for the implementation and provision of the care plan 

service.  All data were from the NHS perspective and do not include patient or intangible costs.  
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2.1.5.1 NHS service use 

At the baseline (0 months) and follow-up appointment (6 months) Care Plan patients were asked to 

recall a number of different NHS services they had used in the preceding six months. This included 

the number of:  

 

 GP surgery visits 

 GP telephone consultations 

 GP home visits 

 Practice nurse visits 

 Hospital outpatient visits 

 Accident & Emergency (A&E) department visits 

 Nights spent in hospital 

 

NHS usage was costed for each patient by using Unit costs of Health and Social Care costs54;55 and 

National Schedule of Reference Costs56 to determine the unit cost of each type of consultation or 

NHS use.  See Table 1 for details. The data was then summed together to give a total NHS cost per 

patient for the preceding six months. Data collected at baseline was then compared with data 

collected at follow-up to determine if the mean costs of individual consultation types and overall 

NHS costs had changed. Paired samples t-tests were used compared the data at baseline and follow-

up to determine if there were any significant changes to costs.  

 

2.1.5.2 Costing of the intervention 

The following costs were included in the intervention cost calculation.  These costs are based on 

data provided by CHL.  

 

 Training and provision of the intervention, including publicity materials, trainers, medical 

actors, room hire and facilities. The total cost for will be divided by the number of patients 

who attended the baseline consultation. 

  For the purposes of the analysis, the cost calculation included the annual cost of the 

licences (including the PAM® tool) for using the validated scales used in the evaluation. As 

described previously, the PAM® can be used to guide conversation between a patient and a 

healthcare professional and to look at how activation changes over time. As such, PAM® can 

be a useful tool in personalised care planning.  
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 Equipment and testing strips in order to measure blood pressure, cholesterol, blood glucose, 

weight, height. The total cost for equipment will be divided by the number of patients who 

attended the baseline consultation. 

 Pharmacist and HCA time to provide the consultation and input the data onto the 

PharmOutcomes platform. See below for details of time spent on each consultation. The 

total cost for each consultation will be divided by the number of patients who attended each 

consultation.  

 

Table 1: Unit costs used in costing calculation 

Item Unit cost (estimated) 

Pharmacist (Band 6, cost per hour of employment, including overheads)
a
 £43.00 

Health care assistant (Band 2,  cost per hour of employment, including overheads)
a
  £24.00 

GP visit
a
 £31.00† 

GP telephone consultation
a
 £22.00 

GP home visit
55

 £86.36 

Practice nurse visit
a
 £12.09 

Outpatient visit
b
 £117.00 

A&E visit
b
 £138.00 

Nights in hospital
b 

(cost per overnight stay) £308.00 
a
 Unit data costs of Health and Social Care, 2017, 2016 – some data was not available for 2017.,  

b
 National schedule of Reference costs 

† for a GP consultation lasting 7 minutes 
NB: Agenda for change bands were used to estimate pharmacist and HCA staff costs as there is no similar uniform system 
for pay scales in community pharmacy.  

 

We estimated the time taken for each consultation, basing this on data from the CPFCP service, as 

we assumed that there would be similarities between the two sets of consultations.27  

 

The data for the pharmacist and HCA time included:  

 Baseline consultation (1): 15 minutes spent with HCA, 30 minutes spent with pharmacist, 15 

minutes for HCA to input the data onto PharmOutcomes. The cost for each consultation was 

multiplied by the number of patients at this stage (n=382). 

 Consultation two and three: 15 minutes with HCA, 15 minutes with pharmacist, 10 minutes 

for HCA to enter data on PharmOutcomes. Cost for these consultations were multiplied by 

the number of patients at these stages (n=319 and n=265 respectively) 

 Follow-up Consultation (4): 15 minutes HCA, 30 minutes with pharmacist, 15 minutes HCA 

inputting data. Costs for this consultation were multiplied by the number of patients at this 

stage (n=280). 
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Cost savings were calculated by calculating difference between mean costs of providing the care 

plan service (per patient) and mean difference in total NHS costs between baseline and follow-up.  
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3 RESULTS 

The Community Pharmacy Care Plan (CPCP) pilot service ran from mid-February 2017 to the end of 

December 2017. Originally, 50 pharmacies were recruited to the pilot, with the aim of each 

recruiting 10 patients, giving a planned sample size of 500 patients with long-term conditions. In the 

course of the pilot, a number of pharmacies dropped out of the scheme for various reasons, and 

other pharmacies struggled to recruit the required numbers.  

 

3.1 Recruitment 

As a result, a total of 382 patients were recruited to the scheme by 43 pharmacies before the cut-off 

date for recruitment.  The majority of patients were recruited by their pharmacist (96%, n=367), with 

the remainder recruited either via their GP and pharmacist in combination, their GP alone or via 

another, unspecified route. The median number of patients recruited by pharmacy was 10, with a 

range of 16 (2 – 18 patients recruited). These pharmacies ranged from independents, small/medium 

chains to large multiple and supermarket pharmacies.  

 

3.1.1 Response rates and data quality 

Of the 382 patients originally recruited to the pilot, 352 (92%) had a full set of data available for 

analysis (including the PAM®, EQ-5D and MARS-5™). At the final follow-up, six months post baseline, 

280 (73%) patients remained in the service. Of these individuals, 226 (81%) patients had a full set of 

data with which to make comparisons between baseline and follow-up.  

 

3.1.2 Attrition 

Figure 3 illustrates participation and attrition from the CPCP service during the six-month evaluation 

period.  
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Figure 3: Diagram showing participation and drop out in CPCP service 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

382 patients attended 

baseline consultation (352 

had full set of clinical and 

process data) 

Reasons for leaving the service 

were collected from 11 

patients: 

 Moved from area (2) 

 Not contactable (2) 

 Patient died (1) 

 Suffered bereavement (1) 

 Mental health issues (1) 

 Cancer diagnosis (1) 

 New job (1) 

 In hospital (1) 

 Achieved goals after 
baseline consultation (1) 

 

280 patients attended final 

follow-up consultation at six 

months (226 had full set of 

clinical and process data) 

102 patients dropped 

out between the 

baseline consultation 

and follow-up at 6 

months 

319 patients attended the 2nd 

consultation (232 had full set 

of clinical and process data) 

265 patients attended the 3rd 

consultation (190 had full set 

of clinical and process data) 
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3.1.3 Characteristics of patients who attended at baseline 

Characteristics of the 382 patients who attended the first consultation are shown in Table 3. In 

terms of qualifying long-term conditions the most common qualifying long-term condition was 

hypertension (n=277, 73%) followed by diabetes (n=169, 44%). Half of the patients had two or more 

qualifying long-term conditions and three-quarters also had one or more co-morbidities. The most 

common co-morbidities were pain (n=178, 47%), depression (n=64, 17%) and arthritis (n=56, 15%).  

 

3.1.4 Comparison between patients who remained in the study and drop-outs 

The overall retention rate for the service was 73% (n=280). The drop-out rate was lowest for 

patients who attended a small/medium chain pharmacy (chi-square test, =9.227, p=0.016). See 

Table 2 for details. 

 

Table 2: Number (%) of patients recruited to Care Plan service by pharmacy type; comparison of 
baseline, follow-up and drop-outs 
Pharmacy type N (%) Patients who attended 

baseline consultation 
 N=382 

Patients who dropped out of the 
service between baseline N=102 

Drop-out 
rate (%) 

Multiple/Supermarket 217 66 30 
Small/medium chain 125 22 18 
Independent 40 14 35 
All patients 382 102 27 

 

3.1.5 Comparison of drop-outs 

Patients who dropped out of the study between baseline and follow-up (n=102) were significantly 

more likely to have higher mean weight and BMI measurements and lower baseline scores on the 

EQ-VAS. See Table 3 for details. There were no statistically significant differences between the 

groups in in PAM®, EQ-5D-L, or MARS-5™ scores, long-term qualifying conditions, systolic and 

diastolic BP or cholesterol/HDL ratio score.   

  

3.2 Comparison of clinical and process measures between baseline and follow-up 

Comparison of clinical and process measures at baseline and follow-up (six months) shows a 

significant improvement in PAM®, EQ-5D-5L, EQ-VAS scores. The changes in PAM® and EQ-5D-5L 

both met the threshold for Minimal Clinically Important Difference (MCID).15;35;36;38 Systolic blood 

pressure, weight, BMI and HDL cholesterol ratio all showed a significant reduction. There were no 

significant changes in diastolic blood pressure, at follow-up. See Table 4 for details.  

 

The MARS-5™ data at baseline were highly skewed and showed a ceiling effect, with 85% (n=303) 

scoring 23 or more. The proportion of patients who were regarded as ‘low adherers’ also fell 
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significantly between baseline and follow-up (26% (n=58) vs. 15% (n=34), McNemar test=11.500, 

p<0.001). See Table 4 for details. 

 

The proportion of patients with high blood pressure (≥140/90 mmHg) decreased significantly 

between baseline and follow-up (52% (n=117) vs. 39% (n=88), t=11.701, p<0.01). 

 
The improvement in PAM®, EQ-5D-5L and MARS-5™ scores between baseline and follow-up was 

statistically significant for all of the qualifying long-term conditions with the exception of COPD.  

Improvements in mean EQ-VAS scores were significant for patients with hypertension and diabetes 

only. 

 

In terms of the disease-specific measures, there were no statistically significant differences between 

mean scores at baseline and follow-up for the Asthma Control Test (ACT) or COPD Assessment Test 

(CAT).  The mean differences were -0.245 (±5.087, t=-0.351, p=0.727) for the ACT score and 0.892 

(±7.752, t=0.700, p=0.489) for the CAT score. There were also no significant differences in the 

proportion of patients with controlled asthma at baseline and follow-up (74% (n=62) vs. 62% (n=34), 

McNemar test=0.562, p=0.45). The proportion of patients with COPD who were experiencing severe 

or very severe impact from their condition did not change significantly between baseline and follow-

up (62% (n=34) vs. 45% (n=18), McNemar test=0.900, p=0.34).  

 

A pain scale was also completed although this data was not entered onto the PharmOutcomes 

correctly at the final follow-up at six months, which meant that it was not possible to make a 

comparison of scores at baseline and follow-up. A similar problem occurred with the blood glucose 

data at follow-up, which also meant that no comparative analysis was possible.  
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Table 3: Characteristics of patients at baseline who completed follow-up (n=226), compared with patients who dropped out between baseline and 
follow-up (n=102) 

  N Baseline – All 
patients (N=382) 

N Baseline (patients 
who completed 
follow-up at 6 

months and had full 
data (N=226) 

N Baseline (patients 
who dropped out 
between baseline 

and follow-up 
(N=102) 

p-value 

Age Mean (SD) 382 62.5 (12.71) 226 62.8 (13.22) 102 62.5 (13.00) 0.84
aNS

 
Female N (%) 382 206 (53.9) 226 131 (58.0) 102 53 (52.0) 0.18

bNS
 

Hypertension N (%) 382 277 (72.5) 226 162 (71.7) 102 74 (72.5) 0.87
b
 

Diabetes N (%) 382 169 (44.2) 226 89 (39.4) 102 52 (51.0) 0.05
bNS

 
Asthma N (%) 382 84 (22.0) 226 47 (20.8) 102 26 (25.5) 0.34

bNS
 

COPD N (%) 382 55 (14.1) 226 38 (16.8) 102 13 (12.7) 0.35
bNS

 
≥ 2  qualifying conditions N(%) 382 187 (49.0) 226 105 (46.5) 102 56 (54.9) 0.16

bNS
 

≥ 1 co-morbidities N(%) 283 299 (75.7) 226 175 (77.4) 102 74 (72.5) 0.34
bNS

 
Weight (kg) Mean (SD) 381 87.7 (21.84) 226 84.6 (20.73) 101 92.0 (21.00) <0.05*

a
 

BMI Mean (SD) 381 31.7 (6.79) 226 30.9 (6.33) 101 32.7 (7.01) <0.05*
a
 

Systolic BP (mmHg) Mean (SD) 382 139.9 (18.61) 226 139.7 (18.04) 102 140.2 (19.09) 0.84
aNS

 
Diastolic BP (mmHg) Mean (SD) 382 81.7 (13.08) 226 81.1 (12.35) 102 82.3 (13.30) 0.43

aNS
 

High BP (≥140/90 mmHg) N (%) 382 195 (51.0) 226 117 (51.8) 102 49 (48.0) 0.53
bNS

 
Cholesterol/HDL ratio

†
 Mean (SD) 331 3.4 (1.63) 199 3.5 (1.59) 85 3.6 (1.63) 0.88

aNS
 

PAM score Mean (SD) 352 58.7 (16.44) 226 59.1 (16.62) 90 55.6 (14.71) 0.07
aNS

 
 Level 1 N (%) 359 73 (20.3) 226 48 (21.2) 90 21 (23.3) 0.35

bNS
 

 Level 2 N (%) 359 126 (35.1) 226 75 (33.2) 90 36 (40.0) - 
 Level 3 N (%) 359 85 (23.7) 226 51 (22.6) 90 20 (22.2) - 
 Level 4 N (%) 359 75 (20.9) 226 52 (23.0) 90 13 (14.4) - 

MARS-5™ Median (IQ) 358 24 (21-25) 226 24 (21-25) 90 23 (21-25) 0.96
cNS

 

Low adherers (MARS-5 

score™≤21) 

N (%) 358 93 (26.0) 226 58 (25.7) 90 23 (25.3) 0.94
bNS

 

EQ-5D-5L Mean (SD) 358 0.598 (0.288) 226 0.617 (0.271) 90 0.548 (0.326) 0.08
aNS

 
EQ-VAS Mean (SD) 357 63.37 (22.33) 226 64.79 (21.36) 90 58.39 (22.59) <0.05*

a
 

*significant at 5% level (p<0.05) 
NS 

Not significant (P>0.05)  
†Problems with cholesterol testing equipment at some pharmacies meant that we do not have full data for HDL cholesterol ratio 
a
Independent samples t test 

b
 Chi-square test 

c
 Mann Whitney U test 
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Table 4: Comparison of clinical and process measures between baseline and follow-up 

Measure  N Baseline (patients who 
completed follow-up at 6 

months & had full data 
(N=226) 

N Follow-up results at 6 
months (N=226) 

Mean difference 
(Bootstrapped 95% 

CI)
a
 

p-value 

Weight (kg) Mean (SD) 226 84.6 (20.73) 226 83.7 (20.28) -0.91 (1.54, -0.33) <0.01* 

BMI Mean (SD) 226 30.9 (6.33) 226 30.7 (6.47) -0.26 (-0.52, 0.01) 0.057
NS

 

Systolic BP (mmHg) Mean (SD) 226 139.7 (18.04) 226 136.2 (15.53) -3.49 (-5.84, -1.45) <0.01* 

Diastolic BP (mmHg) Mean (SD) 226 81.1 (12.35) 226 80.0 (11.05) -1.11 (-2.61, -.30) 0.127
 NS

 

High BP (≥140/90 mmHg) N (%) 226 117 (51.8) 226 88 (38.9) n/a <0.01
b*

 

Cholesterol/HDL ratio Mean (SD) 199 3.5 (1.59) 177 3.2 (1.38) -0.31 (-0.55, -0.07) <0.05* 

PAM score Mean (SD) 226 59.1 (16.62) 226 66.7 (18.72) 7.58 (5.18, 9.98) <0.01* 

 Level 1 N (%) 226 48 (21.2) 226 14 (6.2) n/a n/a 

 Level 2 N (%) 226 75 (33.2) 226 82 (36.3) n/a n/a 

 Level 3 N (%) 226 51 (22.6) 226 54 (23.9) n/a n/a 

 Level 4 N (%) 226 52 (23.0) 226 76 (33.6) n/a n/a 

MARS-5™ Mean (SD) 226 22.5 (3.36) 226 23.5 (2.29) 1.07 (0.74, 1.41) <0.01*        

Low adherers (MARS-5™ 

score≤21) 

N% 226 58 (25.7) 226 34 (15.1) n/a <0.01
b*

 

EQ-5D-5L Mean (SD) 226 0.617 (0.270) 226 0.681 (0.244) 0.06 (0.04, 0.09) <0.01* 

EQ-VAS Mean (SD) 226 64.79 (21.36) 226 70.32 (21.326) 5.39 (2.76, 8.02) <0.01* 
a 

Paired samples t-test 
* Significant at 5% level (p<0.05) 
b
 McNemar test 

NS 
Not significant  

NB: A number of pharmacies experienced problems with cholesterol testing equipment at follow-up hence lower N number  
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Figure 4 and Figure 5 illustrative graphically the changes in mean PAM® score and PAM® levels 

respectively between baseline and follow-up.  
 

Figure 4: Boxplot of mean PAM score at Baseline, 2 months, 4 months and follow-up 

 
 
Figure 5: PAM® activation levels at baseline, 2 months, 4 months and follow-up (%) 
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Table 5: Mean PAM®, EQ-5D-5L and EQ-VAS scores between baseline and follow-up by qualifying long-term condition 

Measure  Hypertension Diabetes Asthma COPD 

  Baseline 
N=259† 

Follow-up 
N=177† 

Baseline 
N=161† 

Follow-up 
N=99 

Baseline 
N=78† 

Follow-up 
N=51 

Baseline 
N=54† 

Follow-up 
N=40 

PAM score Mean (SD) 59.3 (15.74) 67.6 (18.78)* 57.0 (15.90) 66.0(18.26)* 59.3 (17.08) 67.4 (18.47)* 54.4 (13.23) 58.6 (12.63)
 NS

 
 Level 1 N (%) 51 (19.7) 9 (5.1) 39 (24.2) 4 (4.0) 14 (17.9) 1 (2.0) 11 (20.4) 5 (12.5) 
 Level 2 N (%) 85 (32.8) 62 (35.0) 52 (30.8) 41 (41.4) 33 (42.3) 23 (45.1) 23 (42.6) 17 (42.5) 
 Level 3 N (%) 67 (25.9) 41 (23.2) 43 (25.4) 21 (21.2) 15 (19.2) 10 (19.6) 13 (24.1) 12 (30.0) 
 Level 4 N (%) 56 (21.6) 65 (36.7) 27 (16.8) 33 (33.3) 16 (20.5) 17 (33.3) 7 (13.0) 6 (15.0) 

MARS-5™ Median (IQR) 24 (21-25) 25 (23-25)* 23 (20-25) 24 (23-25)* 24 (22-25) 25 (23-25)*) 24 (22-25) 25.(22-25)
 NS

 

Low adherers 

(MARS-5™ score≤21) 

N% 67 (26.1) 25 (14.0) 53 (33.1) 18 (18.2) 18 (22.8) 7 (13.5) 12 (22.2) 8 (21.6) 

EQ-5D-5L Mean (SD) 0.6212 (0.271) 0.709 (0.239)* 0.616 (0.283) 0.701 (0.249)* 0.536 (0.341) 0.681 (0.293)* 0.534 (0.244) 0.557 (0.274)
 NS

 
EQ-VAS Mean (SD) 65.13 (21.11) 72.39 (20.75)* 61.16 (22.39) 72.05 (18.39)* 59.63 (25.19) 70.46 (18.39)

NS
 60.28 (20.36) 63.70 (23.43)

 NS
 

† Some missing values 
* Mean difference between baseline and follow-up; Paired Samples t-test, statistically significant, P<0.05 
NS 

Not significant  
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3.3 Goal setting 

Of the 382 patients who joined the Care Plan service at baseline, 373 (98%) set at least one goal at 

baseline. Nineteen patients (5%) set an additional goal at the second consultation and 15 patients 

(4%) set an additional goal at the third consultation. A total of 613 goals were set throughout the 

Care Plan service, with an average of 1.7 goals per patient. The goals set are shown in Table 6 

overleaf.  

 

3.3.1 Typology of goals 

Healthy lifestyle goals accounted for both the highest proportion of both goals set by patients (56%) 

and percentage of all goals (34%). Healthy lifestyle goals were defined as including healthy diet (not 

weight loss-related), exercise, smoking cessation and alcohol reduction The most commonly 

described type of healthy lifestyle goal was exercise, with this being mentioned in 142 (68%) of all 

healthy lifestyle goals.  Healthy diet was mentioned in 61 (29%) of healthy lifestyle goals, smoking 

cessation in 38 (18%) and alcohol reduction in six (3%) of goals.  Figures add up to more than 100% 

as healthy lifestyle could include more than one lifestyle goal.  

 

Condition control was the second most commonly set goal, followed by weight management. The 

most common types of condition control described in this category of goal were pain control (26%, 

n=41), diabetes control (20%, n=32), cholesterol control (19%, n=31), blood pressure control (18%, 

n=29) and breathing control (18%, n=29).  

 

3.3.2 Information on how to achieve goals 

At baseline, the pharmacist had recorded suggestions as to how to achieve the goal for 64% (n=395) 

of the 613 goals. Forty-eight percent of those with a weight-loss goal (n=89) did not have any 

mechanism recorded as to how they would achieve their goal. Of the 75 patients who had a 

mechanism to achieve their weight loss goal, 43% (n=32) were advised to use diet, 29% (n=22) a 

combination of diet and exercise, 27% (n=20) exercise alone and 1% (n=1) to reduce their alcohol 

consumption. It should be noted that the pharmacist may have had a detailed verbal discussion with 

the patients about how to achieve the goal, but did not choose to record the data in in 

PharmOutcomes. 

 

3.3.3 Progress on goals at follow-up 

The proportion of goals met is shown in Table 6. Overall, 50% (183 goals) were met at follow-up. The 

highest proportion of goals met were for condition control type goals, including breathing control 
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(83%), diabetes control (80%) and cholesterol ratio control (71%). Forty-two-percent of patients who 

set healthy lifestyle goals met their goal, as did 38% of those with a weight management goal and 

33% of those with a pain control goal.  

 

3.3.3.1 Healthy lifestyle goal 

One hundred and twenty of the 209 patients (57%) who set a healthy lifestyle goal had follow-up 

data available for analysis at six months. Of these, 51 patients (42%) could be said to have achieved 

their healthy lifestyle goal at follow-up. 

 

3.3.3.2 Weight management goal 

One hundred and thirteen of the 144 patients (78%) who set an explicit weight management goal 

had follow-up data available for analysis at six months. Of these, 43 (38%) could be said to have 

achieved their weight loss goal at follow-up. Of the 70 (62%) patients who had not achieved their 

weight loss goal, nine patients (13%) had lost some weight but not reached the target set in their 

goal. Thirty-seven (53%) of those who had not met the goal had in fact gained weight during their 

participation in the Care Plan service. The remainder had recorded no change to their weight.  

 

The mean difference between weight at follow-up and baseline for patients who achieved their 

weight loss goal was 2.98 kilos (±2.64, baseline=88.91 kilos vs. follow-up=86.93 kilos). This difference 

was statistically significant (t=7.391, p<0.01). The mean difference in BMI score between baseline 

and follow-up for weight management goal patients was 1.27 (±1.109, baseline=32.7 vs. 31.4). This 

difference was statistically significant (t=7.508, p<0.01).  

 

3.3.3.3 Condition control – Blood pressure  

Twenty-six of the 29 patients (90%) who set a condition control goal for blood pressure had follow-

up data available for analysis at six months. Of these patients, 12 (46%) had achieved this goal by 

follow-up. The mean difference in blood pressure for patients who had met their blood pressure 

goal at follow up was 22.25 (±15.66, baseline 144.33 vs.122.08 at follow-up) for systolic blood 

pressure and 6.75 (±8.06) for diastolic blood pressure (baseline=84.25 vs. 77.50). The mean 

differences for systolic and diastolic blood pressure were both statistically significant (t=4.923, 

p<0.01 and t=2.902, p<0.01 respectively).  
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3.3.3.4 Condition control – Cholesterol 

Seventeen of the 31 patients (55%) who set a condition control goal for cholesterol had follow-up 

data available for analysis at six months. Of these patients, 12 (71%) had achieved this goal by 

follow-up.  The mean difference in HDL ratio for patients who had met their cholesterol ratio goal 

was 1.69 (±1.89, baseline=5.61 vs. follow-up=3.92). The mean difference in cholesterol ratio was 

statistically significant (t=3.091, p<0.05). 

 

3.3.3.5 Condition control – Pain 

Eighteen of the 41 patients (44%) who set a condition control goal for pain had follow-up data 

available for analysis at six months. Due to errors in the way in which the data was collected at 

follow-up, it was not possible to compare pain scores at goal-setting and follow-up. Using the 

qualitative comments on progress completed by the pharmacist at follow-up, it was possible to 

determine that six of these patients (33%) had achieved their pain goal at follow-up.  

 

3.3.3.6 Condition control – Breathing control 

Twelve of the 29 patients (41%) who set a condition control goal for breathing control had follow-up 

available for analysis at six months. Of these patients, 10 (83%) had achieved their goal at follow-up.  

 

3.3.3.7 Condition control – Diabetes 

Twenty of the 32 patients (63%) who set a condition control goal for diabetes had follow-up data 

available for analysis at six months. Due to errors in the way in which the data was collected at 

follow-up, it was not possible to compare blood glucose readings at goal-setting and follow-up. 

Using the qualitative comments on progress completed by the pharmacist at follow-up it was 

possible to determine that 16 of these patients (80%) had achieved their goal at this time point.  

 

3.3.3.8 Wellbeing/socialising 

Twenty-eight of the 60 patients (47%) who had set a wellbeing/socialising goal had follow-up data 

available for analysis at six months. Of these patients, 18 (64%) had achieved their goal at follow-up.  

 

3.3.3.9 Medication knowledge and adherence 

Eight of the 26 patients (31%) who had set medication knowledge and adherence goal had follow-up 

data available at six months. Of these patients 6 (75%) could be said to have achieved their goal by 

follow-up.  
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3.3.3.10 Reasons for failing to achieve goal 

Although not part of the data collection, some pharmacists recorded detailed notes that may explain 

why some of the patients did not achieve their goals.  According to these notes written by the 

pharmacist, twenty-six patients had experienced an issue with their health, which included episodes 

of ill health (n=11), a deterioration in their health condition(s) (n=5), patients had either had surgery 

or were waiting for surgery (n=6) a new diagnosis or health problem (n=4), including two patients 

who had been diagnosed with cancer. 

 

Pharmacists recorded that nine patients reported major changes in their personal or work 

circumstances; this could include ill-health or bereavement of a relative, a change to working hours, 

money worries or caring commitments. The pharmacists also recorded six patients with issues with 

depression or stress and four with problems with motivation. There were also comments to indicate 

that six patients attributed their weight gain to going on holiday or the festive season (the final 

consultation for some patients was scheduled just before Christmas 2017). Pharmacists also 

recorded notes indicating that six patients reported problems with medication, for example, steroid 

use causing weight gain.  

 

3.3.4 Value derived from participating in the service 

Some of the pharmacists recorded comments at follow-up regarding progress on goals, which 

indicate the value patients derived from taking part in the GMCPCP service, even if the patients may 

not have fully met their goal. A selection of comments is shown in Figure 6. 
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Figure 6: Comments on the value of the GMCPCP service 

Patient feels more positive about her health -now got into the habit of doing more walks with 
friends to keep active.-stopped having sugary drinks and reducing calories to control diabetes.-
generally feeling a good deal better than six months ago. 
 
[Name} progress is excellent she has managed to increase her weight by eating healthy food 
which has reflected with her cholesterol all food has been cooked at home for the 6 months 
since she has been discharged from hospital 
 
Patient has been feeling good and she has managed to reduce the frequency of using the 
Ventolin inhaler to a minimum (i.e. only a few times over the last 6 months). She truly taken on 
our advice and has tried hard to modify her diet too. Her mood seemed to have been better in 
comparison to before (may also be due to the fact she just had another grandchild recently). 
 
[Name] feels that she is more in tune with her medication now .Her asthma is under control 
and her diabetes is ok .She is exercising more and she thinks having these consultations have 
helped her a lot. She is happy with her progress. 
 
Patient is very happy that she has taken part in this project as she feels that it has helped her 
both psychologically and physically. She feels that she is a lot more motivated which she could 
finally stop taking sertraline. Also, because of her increased exercise intake her asthma is a lot 
well controlled. Her involvement with 2 other research projects with the MRI has strengthened 
her belief in research. 
 
Although [name] has not lost any weight she has definitely increased her exercise levels and 
feels a difference in her body shape and wellbeing 
 
Patient feel much better since start of pharmacy care plan .Taking more control of own health, 
e.g. now carries glucose sweets in case of hypo. Also eating a more healthy diet or trying to. 
More positive outlook on life. 
 
[Name] main goal was to feel better in general and lower cholesterol levels. Overall she does 
feels better in herself as she has incorporated more exercise in her daily routine by the support 
of her mobile phone to motivate herself. Furthermore her cholesterol and BMI have reduced.  
She has now started to incorporate exercise at work with colleagues to motivate one another. 
She has taken positive steps, e.g. parking the car slightly further so she can walk more and 
back to work. Overall there was not a significant improvement in weight loss, however she has 
made positive lifestyle changes which she will continue to maintain.   I have advised her she 
cans still come anytime for more support. 
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Table 6: Goal setting data, including number of goals set and number of goals met at follow-up 

 Number of goals at baseline† % of patients who set goal % of all goals Goal progress data 
available at follow-

up (n) 

Number (%) of goals 
met at follow-up for 
patients with data 

available¥ 

  

Healthy lifestyle* 209 56 34.1 120 51 (42)   

Condition control 166 45 27.1 93 57 (61)   

 Pain 41 11 6.7 18 6 (33)   

 Diabetes 32 9 5.2 20 16 (80)   

 Cholesterol ratio 31 8 5.1 17 12 (71)   

 Blood pressure 29 8 4.7 26 12 (46)   

 Breathing control 29 8 4.7 12 10 (83)   

 Other condition control 4 1 0.6 0 0 (0)   

Weight management 144 39 23.5 113 43 (38)   

Wellbeing, activity and socialising 54 15 8.8 28 18 (64)   

Medication knowledge and adherence 26 7 4.2 8 6 (75)   

Other type of goal 14 4 2.3 6 3 (50)   

Total number of goals 613   368 183 (50)
§
   

† In the case of 5 patients we were unable to ascertain a clear goal. A further 4 patients had no goal data recorded at baseline.  

*Healthy lifestyle goals were defined as including, diet, exercise, smoking cessation, alcohol reduction 

¥ There was missing  data at follow-up for all of the goal types, in some cases the pharmacist had completed the patient’s record at follow-up, but the information 

provided was insufficient to make a decision as to whether the goal had been met.  
§ Progress data on goals available for 368 goals. 
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3.4 Costing data 

 

3.4.1 NHS service use 

At baseline and follow-up (six months), patients attending the Care Plan service were asked to recall 

how many times they had used named NHS services in the previous six months. Using Unit Cost of 

Health and Social Care data, mean costs for the different types of service use were calculated for 

both time points and all service types were summed to give a total figure for NHS costs.  The mean 

difference in service use costs and overall NHS cost are shown in Table 7. The results indicated that 

the mean costs all of the NHS service usage costs were significantly lower at follow-up, with the 

exception of GP Home visits. Overall mean costs were significantly lower at follow-up, with a mean 

decrease per patient of £236.43 (±SD £968.47). 

 
3.4.2 Cost of implementing the GMCPCP service 

The costs of providing the GMCPCP service are shown in Error! Reference source not found.. The 

total cost of providing the intervention was £54,280.64, with a mean cost per patient of £203.10.   

 

It could be argued that some of the data recording included in this costing (e.g. the HCA entering 

data on clinical measures and PAM®, EQ-5D and MARS-5™ into PharmOutcomes)  would not be 

required should the service be rolled out. This could result in lower costs for the implementation of 

the patient consultations and therefore the cost per patient of implementation. However, the 

evaluation team would recommend that the data recording be maintained, both to allow the 

pharmacists to track patient activation over time and to allow the commissioners to monitor data 

completion, which in turn could be linked to payment.  

 

3.4.3 Cost savings 

By subtracting the mean NHS service use costs at follow-up per patient from the mean per patient 

cost of implementing the service, the cost savings were calculated as £33.33 per patient. This 

suggests that participating in the GMCPCP care plan could result in modest cost savings to the NHS. 
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Table 7: NHS costs at baseline and follow-up (£) 

*Paired samples t-test, significant at 5% level 

 

 

 

 

 

 

 

 

Measure (Mean (SD)) 
 

Baseline (All  patients 
(n=382) 

Baseline (patients who 
completed follow-up at 

6 months (N=280) 

Follow-up results at 6 
months (N=280) 

Mean difference (Bootstrapped 95% CI) p-value 

GP visit  99.18 (112.35) 98.67 (117.59) 74.67 (68.55) -24.00 (-37.11, -12.56) <0.01* 

GP telephone consultation 21.94 (38.92) 22.71 (38.94) 15.22 (34.70) -7.49 (-11.59, -3.23) <0.01* 

GP home visit 9.75 (42.53) 11.45 (49.93) 7.12 (30.69) -4.33 (-8.98, 0.31) 0.057
NS

 

Practice Nurse visit 20.09 (35.80) 20.63 (40.40) 13.65 (19.15) -6.8(-13.09,  -2.60) <0.05* 

Outpatient attendance 151.39 (282.99) 139.23 (277.06) 95.19 (234.87) -44.04 (- 71.70, -16.78) <0.01* 

A&E attendance 29.70 (206.04) 23.74 (66.08) 14.34 (54.89) -9.40 (-17.80, -1.48) <0.05* 

Nights in hospital 194.82 (886.57) 184.36 (838.23) 44.16 (214.05) -140.20 (-246.15, -49.71) <0.01* 

Total NHS costs 526.88 (1063.62) 500.78 (1010.15) 264.35 (446.63) -236.43 (-354.53, -129.01) <0.01* 
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Table 8:  Costs of providing the service 

a
 Costs of training and provision included including publicity materials, trainers, medical actors, room hire and facilities and licensing for validated scales. Cost divided by 

number of patients at baseline (n=382) 
b
 Equipment costs included, cost of cholesterol, blood sugar, blood pressure and height and weight equipment. Cost divided by number of patients at baseline (n=382). 

 

Intervention costs Resource costs Mean cost per participant 

Training and provision costs
a
  £9,609.63 £25.16 

Equipment costs  £10,290.61 £26.94 

Baseline consultation £12,835.20 £33.60 

Consultation 2@ 2 months  £6,625.20 £20.80 

Consultation 3@ 4 months £5,512.00 £20.80 

Final consultation @6 months £9,408.00 £33.60 

Total with PAM £54,280.64 £203.10 
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3.5 Other aspects of the Care Plan service 

 

3.5.1 Interventions made by pharmacists during Care Plan pilot baseline consultation 

As part of the Care Plan service, pharmacists were able to make a number of different types of 

intervention to help their patients. The number and types of interventions are show in Table 9. The 

most common type of intervention made was patient education. Pharmacists also referred a number 

of patients to their GP for repeat dispensing or medication issues.  Device training was also provided 

to a number of patients.  

 

Table 9: Types of intervention made during Care Plan service 

Type of intervention Baseline 

Patient education 351 (91.9) 

GP referral for repeat dispensing 57 (14.9) 

Device training 58 (10.8) 

GP referral for medication issues 31 (8.1) 

HCP referral for lifestyle advice 23 (5.5) 

 Lifestyle and exercise 16 (69.6) 

 Weight management 12 (52.2) 

 Smoking cessation 2 (8.7) 

 Mental health 2 (8.7) 

 Dietician 1 (4.3) 

Other referral* 12 (3.1) 

*Other types of referral included: diet plan, Department of Work and Pensions referral, osteoporosis referral, 

physiotherapy referral request for GP, referral to asthma nurse (x2), support for gym membership access, 

support group information.  

 

3.6 Patient questionnaire 

Forty-three patients completed and returned the short questionnaire distributed at the six-month 

final consultation, representing a response rate of 15%. Of these 22 (51%) were female.  The mean 

age of respondents was 65.4 years (SD. 11.058). 

 

All of those who responded to the questionnaire had attended for their consultations at the 

pharmacy they usually visited and all but one had seen the same pharmacist at each consultation. 



 
 

 

45 

Eleven patients reported that they had also visited the pharmacy in between the care consultations 

for what were ‘ad hoc’ consultations; they recorded a mean number of 2.86 visits (SD: 1.345). 

 

Seven patients reported having set one goal with 34 reporting that they had set two or more goals 

(two respondents did not complete this question). For each of the goals, approximately a third of 

respondents reported that they had fully met their goals, just over half had been partially met and 

the remainder had not been met.  

 

Patients were asked how useful they had found the medical checks (blood pressure, cholesterol, 

etc.) on a 5-point scale, where 1 was “not at all” and 5 was “very useful.” Thirty-eight patients (88%) 

scored four or greater on this scale suggesting that they found the tests conducted during the Care 

Plan consultations useful or very useful. 

 

In terms of satisfaction with the Care Plan service, patients recorded a mean score of 8.95 (SD: 

1.430) on a 10-point satisfaction scale, where 1=very dissatisfied and 10=very satisfied.  All but one 

of the respondents recorded scores of seven or greater for this question, indicating high levels of 

satisfaction with the service. Thirty-nine of the 43 respondents (93%) reported that they were either 

likely or extremely likely to recommend the service to friends and family if they needed similar care 

or treatment (the NHS ‘Friends and family test’). Thirty-five of the patients (81%) felt that taking part 

in the Care Plan service had helped them to manage their illness better.  

 

Twelve of the patients who completed the questionnaire provided written comments about their 

experience. The comments were positive in tone, indicating that respondents felt that they had 

benefitted from the service or offered constructive comments as to how it could be improved, for 

example, extending the scheme beyond six months or making the service available outside working 

hours. The comments made by patients are shown in Figure 7. Patients described how they had 

benefitted from the service, discussed the helpfulness of the pharmacist and pharmacy staff and 

some reported how they felt the pharmacy staff had more time for them than the doctors or nurses 

they usually saw.   



 
 

 

46 

 

  

Figure 7:  Qualitative comments from questionnaire respondents (n=12) 

“I have found the community pharmacy service to have been extremely helpful in managing my 

conditions. I have especially benefitted I believe.” 

“Another person to talk to always helps.”  

 

“Excellent, friendly service.”  

 

“Felt I got more out of my visits then any I got out of my doctors and nurses at my GPs.” 

 
“Very good service. Nice friendly staff.” 

“Needs to be available after working hours.” 

“My pharmacist has always helped and supported me through all this. It has led to further options 

available to help me. Thanks for letting me participate.” 

“It was really beneficial in helping achieve my first goal and I believe it would have helped with the 

second goal if my medical condition hadn't change. The pharmacist and all of the staff were 

extremely helpful with advice when I requested it.” 

“I have found the community pharmacy service to have been extremely helpful in managing my 

conditions. I have especially benefitted [from the Care Plan service] I believe.” 

“I found the Pharmacy Care Service helpful and informative. They took blood pressure, weight, 

cholesterol and other things that put my mind at rest that the doctor and community nurse doesn’t 

always have time for. Also I feel I know the staff and can speak to the pharmacist and ask advice.” 

“It helped me to focus on my condition and the regularity of the sessions meant that I couldn't 

forget/dismiss those goals.” 

“Wished scheme ran longer. Useful for asking questions about the drugs/medicines I take.” 
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3.7 Patient interviews – findings  

 

3.7.1 Interviewee details 

Seventeen questionnaire respondents responded in writing expressing an interest in taking part in 

short semi-structured telephone interviews. The researcher (EM) was able to contact fourteen of 

these patients to arrange an interview. Ten patients were subsequently interviewed by EM between 

February and April 2018, with interviews lasting 14-25 minutes. Of the 10 interviewees, five were 

male. All but two interviewees had at least two long term conditions and five of them set more than 

one goal during the Pharmacy Care Plan service (see Table 10 for details) Though all interviewees’ 

exact ages were not known, all patients were over 60, with the highest recorded age identified as 82. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 10: Characteristics of interview participants 

Interviewee Medical conditions Goals 

1 (Male) Diabetes, hypertension, hiatus hernia, , high 
cholesterol 

Lose weight, lower cholesterol 

2 (Male) Diabetes T2 Improve diet and exercise 

3 (Male) Hypertension, arthritis, deep depression, 
memory loss problems 

Handle stress with grandchildren  
Restart volunteer work  
Restart artwork (later goal) 

4 (Female) Diabetes T2, ischaemic heart disease Lose weight improve diet, long walks (later 
goal) 
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5 (Female)  Hypertension, COPD, Hypothyroidism,  Be around for grandson  

6 (Female) Asthma  Smoking cessation, weight loss 

7 (Male) Hypertension, COPD, ulcerative colitis Improve inhaler usage, improve current 
pain management  

8 (Female) Diabetes, hypertension, asthma, COPD, Bi-polar 
disorder, high cholesterol,  

To lose weight 

9 (Female) COPD, diabetes, arthritis, fibromyalgia, 
osteopenia, diabetes 

Walk the dog up to the chemist (instead of 
using mobility scooter) 

10 (Male) Asthma, Gas bloat syndrome, peripheral artery 
disease 

To get fitter (walking daily up to 20 
minutes a day) 

 

3.7.2 Participating in the Pharmacy Care Plan service 

This section reports where interviewees accessed the service and details their reasons for joining the 

service. All interviewees accessed the service from their regular pharmacy. Most interviewees (n=9) 

stated that the main reason for joining the service had been because it was suggested by their 

pharmacist. One interviewee recalled how she had stopped at the pharmacy on her way to booking 

an appointment with the practice nurse at the GP surgery for smoking cessation, and had been 

advised by the pharmacist to join the Care Plan service instead for smoking cessation.  

 

Interviewee:   Yeah, it [my goal] was to stop smoking and I think it may have been to lose a 
  little bit more weight…. but I'd actually just gone in to make an appointment 
  with the nurse to stop smoking when I was just collared. (ID 06) 

 
Interviewer:   He (pharmacist) caught you at quite a good time then? And I know you'd 

  been in as well to see the nurse about the stopping smoking. 
 
Interviewee:   No, I was going. That's what I was doing there because it's attached to the 

  surgery, is the chemist.” (ID 06) 
 

Some interviewees however reported additional reasons for joining the service, including how it 

fulfilled their need for further support for their condition(s), or served as a hobby or interest. Three 

interviewees suggested that they joined in order to support their pharmacist with pharmacy service 

development, research and the new NHS initiatives. 

 

“I was in the chemist, getting my usual prescription.  With being a long-term patient they all 
know me up there anyway and I'd seen…the pharmacist came and asked me would I be 
prepared to take part in this project that they were doing.  He said with being a long-term 
patient, so I said, yeah, if it helps the medical profession, I’m willing to take part in anything 
like that.”  (ID 03) 
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3.7.3 Patient goals  

One important element of the pharmacy care plan was that patients would set their own health 

goals, with support from the pharmacist; in this section, the numbers and types of goals, and how 

goals were set and maintained, is described. 

 

Interviewees reported that at least two goals were set; those interviewees who reported setting 

only one goal were able to break this down into smaller objectives used to achieve their goals. Goals 

reported by the interviewees included health goals such as weight loss, smoking cessation, improved 

inhaler use and technique, lowering cholesterol, increasing activity/exercise and dietary plans. Other 

goals were focussed on wellness, and included stress reduction, restarting hobbies/activities such as 

volunteering and artwork and spending more time with families.  

 

“Yeah, we set the goals out, but…we achieved one of my goals, which was [to] make sure I 
could handle the stress with my grandchildren.  Because I was going through a lot of stress 
with that. The other one was to get back to a thing called [voluntary organisation] where I 
did a lot of voluntary work.”  (ID 03) 

 

While most interviewees reported that they identified and set goals in conjunction with the 

pharmacist, two interviewees identified their goals independently of the pharmacist, but with the 

pharmacist’s support. Some pharmacists also used the initial conversation to help interviewees 

identify specific goals such as walking the dog, in place of using a mobility scooter, rather than more 

general goals such as weight loss, which may have been hard to achieve for elderly patients with co-

morbidities. These conversations also allowed pharmacists to identify interviewees ‘motivators’, 

which could be matched or tailored to their goals to improve engagement. 

 

 “The chemist [pharmacist] asked me, and I said that would be my best goal so that I could 
walk my dog without going on my scooter….Well, my dog means everything to me, it's all I've 
got left is my little dog. I was having a bit of trouble, I'd lost my son. And I'd lost my mum 
before that, so I was going through a bit of, you know…” (ID 09) 

 
“Well, I've never tried, I've tried lots of different things, I've tried willpower alone, I've tried 
the various nicotine replacements, the patches, I've tried e-cigarettes, I've tried loads of 
different things.  Anyway, I was offered the inhalator and that worked really, really well, I 
was only using it for three weeks because it just tasted so nasty that I'm thinking !I don't 
want it, no point in doing it.  ….Because when I was talking to the pharmacist I was saying 
‘I've tried this and I've tried this and I've tried this!’… and it was, ‘Well, have you tried the 
inhalator?’  Because I was saying it's the hand to mouth that I found really difficult…..Yes, so 
they suggested using that and try it for a few weeks and if it doesn't come back and we'll try 
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with something different if that isn't helping.  So I tried it and I just took off with it, it was 
really good.” (ID 06) 

 

By contrast however, three of the ten interviewees reported having no input into goal-setting, as 

goals were determined solely by the pharmacist.  One of these interviewees moreover reported that 

his goal was a lifestyle change (weight loss) he had already initiated prior to joining the service, and 

the pharmacist advised him to continue with it.  

 

Interviewer:   So, was it those two things, losing weight and your cholesterol….Okay. And 
  was it just because of your medical conditions? Is that why you picked those 
  two, or was there another reason? 

 
Interviewee:   No. Those were the targets that he (pharmacist) gave me. (ID 01) 
 
Interviewer:  So, was it the pharmacist that gave them to you, or did you decide them on 

 your own? 
 
Interviewee:   No. He said it would be a good idea to lose a bit of weight and try to lower 

  the cholesterol level. (ID 01) 

 

Interviewees reported that maintaining focus on their goals and staying engaged with the service 

was influenced by a number of different factors; having a self-motivated or driven personality and 

attending regular meetings with their pharmacist. Interviewee 4, in particular reported that 

incorporating activities she enjoyed, such as swimming, were helpful for achieving goals. 

 

 “I mean if I can get out of bed at 6.30 on a freezing cold, minus four degrees morning and go 
and swim, I think I’m quite motivated.  It is a lot easier in the summer months, but I’ve 
carried on doing it throughout the winter as well……. I think if there’s something to do that I 
enjoy doing it, I will make the effort to get it done. (ID04) 

 
 

“I think you just say, ‘Oh yeah, listen to us’ a little bit and then you’d let it slide, but with 
having the progression of meetings to check out how you’re going on, doing all your blood 
pressure again and all things going with it, you know what I mean, that does help….. 
knowing that they were ready to listen and trained well as well.” (ID03) 
 

 
Nine interviewees reported that having a supportive pharmacist was important for keeping them 

engaged with the service. Supportive pharmacists were described as those who provided 

interviewees with the appropriate information needed to achieve goals, those who provided 

encouragement and alternative options where initial goals were not met by interviewees.  
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“I think it was, first of all when she mentioned to me about the food and the different foods 
to start eating and trying … it’s foods that I probably never even think about but then once 
you start eating them and forgetting all the potatoes and the meats that I was eating prior 
to that, I cut all that out and went onto fresh fruit, more vegetables and things like that.  
Pasta dishes instead of eating the potatoes and things like that, it was totally another area 
which I’d known about but never thought of trying it.  But when somebody explained it to 
you and you think, yes, you’re going to do the goal, you do it.  …. I suppose it’s like doing 
[weight loss programme] and things like that.  If you’re going back to somebody, you want to 
prove that you’re doing it, especially when they give you that encouragement as well.” (ID 
03) 
 

One interviewee nonetheless reported that achieving his goals was hindered by a lack of support 

from his pharmacist. This pharmacist had decided the interviewee’s goals of weight loss and 

lowering cholesterol, however had provided no information about how to modify diet/lifestyle and 

increase activity. Moreover, this interviewee sensed a lack of engagement from the pharmacist who 

delegated all follow-up meetings to his assistant, rather than conducting them himself. 

 

“Well, it made me, you know, carry on with my weight loss thing. The other thing I did 
[lowering cholesterol]… I didn’t have any specific instructions on how I could lower the 
cholesterol level. …No, I didn’t get any information about how to do that, actually. (ID 
01) 

 
 Okay. What about with the weight loss? Did they give you any information on that? 
 
 No. Just told me to carry on because I’d already been losing weight, so they [pharmacist] 

just told me to carry on with what I was doing.”  (ID 01) 

 

Some interviewees were unable to achieve their goals, and this was attributed mainly to worsening 

weather conditions during the latter winter months in which the service ran. Cold weather hindered 

interviewees’ ability to increase activity and exercise. It also adversely affected health, worsening 

the symptoms of conditions such as osteoarthritis, asthma, COPD or depressive illnesses. 

Interviewees with diet/weight loss plans also suggested that weight management was more 

challenging over the Christmas period. Some pharmacists however, helped interviewees manage 

these obstacles by helping them to modify or scale back the goals, to make them more achievable. 

 

“But I had a setback with the cold weather what we’ve been having.  It’s been making my 
joints exceptionally painful….And it set me off into this deep depression thing.  So at the 
moment, the school wouldn’t allow me back doing owt until I get myself right…..So we set a 
mini-goal which is to try and get me back to doing my artwork, colouring things and painting 
things to try and take my mind off stuff, so I have started back doing that, which he 
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[pharmacist] suggested, do something that I can handle, where I’m not going to be out in the 
cold.  I can do it at home.  So that’s a new one that we set, but not from the original…”  (ID 
03) 
 
“Well, I think because I spoke to him and it was a big goal (walking to the shop, instead of 
using the scooter), well, I thought and he thought (it was a big goal), but to do little goals, as 
he said, I couldn't manage the goal but not to worry about it. I started going out, I got to the 
end of the street with the dog, and back.  And then, a couple of days after, you try a little bit 
further. So he gave me that initiative to try, you know…..He told me to not to give up, 
although I didn't accomplish what I set out to do, there was little things I could do that would 
get me there eventually. And that's what I did.” (ID09) 
 

3.7.4 Meetings for the service 

As part of the care plan service, patients were expected to attend regular meetings (a total of 4) with 

the pharmacist to discuss their goals, and have measurements taken (where relevant) to monitor 

changes in weight, blood pressure and cholesterol readings at the first and last meetings.  

Interviewees reported attending between 3 – 12 meetings over the course of the service. Where a 

large number of meetings was reported, this was attributed to the fact some pharmacists discussed 

progress with interviewees at every opportunity, rather than only those occasions when specific 

service-related appointments were arranged.  

 

“I’ve seen her a dozen…  When I say a dozen times, if there’s anything going on or…or 
she might say, ‘Oh, [patient’s name], I’m glad you’re here, will you fill this in, or will 
you?’ I’ll always participate in anything that’s going on.  I only have, what you call, a 
meeting in, what I call the little side rooms, if she’s checking something like my airflow 
thing, you know, you blow into or…  Like the last time I was there when I filled all these 
forms in is when they did the whole MOT check, I called it, you know?  Other than that I 
just see her when I get my prescription just to say hello, and then if there’s anything that 
I think, ‘Oh I don’t feel right about that’, I’ll tell her….  If I go in and it’s her day off I 
think, ‘Oh, [regular pharmacist] is not here today’, you know?”  (ID 06) 

 

One interviewee (ID01) reported largely negative experiences of the service and was the only one 

who had two meetings with his pharmacist and two with the dispensing assistant. All other 

interviewees had their meetings with the pharmacist. Largely, interviewees met with the same 

pharmacist who worked regularly in their local pharmacy; occasionally, locum or relief pharmacists 

held meetings with interviewees, however in one case, one interviewee felt dissatisfied with the 

medical advice offered by her locum/relief pharmacist. 

 

“There was one pharmacist, a lady who, I didn’t feel uncomfortable with her, but I felt 
that somebody had suggested a completely different way of eating to try and lose 
weight and because of my medical history with the heart attack and everything, I wasn’t 
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too sure whether to go ahead with this.  I didn’t want to do damage and when I asked 
her advice, because this diet, it was quite high fat and low carb and I think it was called 
a ketone diet and I wasn’t sure whether that was going to be any good for me, with my 
medical history….That particular pharmacist said she couldn’t see a problem with it, 
even though I explained to her that I’d had a heart attack and then when I saw the main 
pharmacist, who was in there and checked, he totally disagreed with her….So, in the 
end, I actually had a chat with my GP and my GP agreed with the pharmacy and said, 
don’t do it, it’s not worth it, just eat a varied and healthy diet.”  (ID 04) 

 

One interviewee however reported only having the initial meeting with the pharmacist, where he 

was informed that subsequent meetings would be held with a dispensing assistant, rather than the 

pharmacist. Whilst this interviewee was happy to meet with the dispensing assistant, he did 

nevertheless report that in general, his pharmacy was constantly busy and provided little 

opportunity to engage further with the pharmacist or experienced dispensary staff.  

 

 “Yes. I think initially I met the pharmacist and he introduced his assistant who was going 
to do the next two meetings, if you like. And on the final meeting, he told me he would 
do the final meeting ….She seemed quite capable, you know. She knew what she was 
doing. …I go in to the chemist every month for a renewal of my prescription and it’s not 
something that, you know, you strike up conversation with them, because they’re 
always too busy….. I’m sure that if you told them to have a chat with all their customers 
it wouldn’t go down well” (ID 01) 

 

The interviewee also went on to say that meetings were always brief; however, like all interviewees 

he was always offered the opportunity to ask questions during these meetings. Importantly, the 

meetings were crucial in maintaining engagement and momentum with the service, and helped to 

strengthen the patient-pharmacist relationships. 

 

“Well, she would take the blood test and the weight. Yeah, that’s right. She always tested for 
the cholesterol. So, you know, it’s just… It wasn’t a very long meeting but it was just to check 
those things. The weight and the cholesterol and I don’t know whether there’s any other 
thing on the blood test but I shouldn’t think so because the blood sample went into a little 
machine which told them the cholesterol levels. …. They always asked me if there were any 
questions I had. There was very little, you know, I could think of.”  (ID 01) 
 

3.7.5 Outcomes identified in the evaluation interviews 

This final section reports the outcomes of the service. Four main outcomes from the service were 

identified by interviewees: improved health outcomes, improved patient-pharmacist relationships, 

the service fulfilling a need not met by the GP or other HC services. 
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3.7.5.1 Improved health outcomes 

All interviewees reported fully or partially achieving at least one goal. Weight loss was the most 

commonly reported successful outcome, which was achieved through modifications in diet or 

activity levels. Three interviewees also reported increased alertness/energy levels as a result of 

participating in the service. One interviewee, who successfully stopped smoking, further went on to 

describe that as a secondary outcomes to smoking cessation, she was able to stop using inhalers that 

she had previously needed to use daily.  

 

Interviewer:   Now because obviously you mentioned the fact that you've got asthma so as 
  part of this service you've managed to stop smoking, how has that affected 
  your asthma? 

 
Interviewee:   Well, I've stopped using my inhalers now. 
 
Interviewer:   Really? 
 
Interviewee:   Yeah, but I still have allergy asthma because the dogs affect my breathing so 

  I feel I have to have them for that, but I haven't...I think September I had a 
  few days when I needed to take my inhalers then but I haven't from about 
  July on, that's when I stopped using them. 

 
Interviewer:   And before that how often did you use them? 
 
Interviewee:   Oh, every day.  (ID 06) 
 

 
Other interviewees also described how regular interactions with the pharmacist led to better 

understanding of their medical conditions, and more effective use of the medications used to 

manage their conditions.  

 

“Yeah, it has [been useful] because I can understand my condition a lot more.  That I’ve got 

to keep on top of the diet thing and make sure I do what exercise I can.  So that my health 

doesn’t deteriorate.  You know, they’re always helpful, the pharmacist is always there and 

giving you the right kind of advice, what you need.”  (ID 03) 

 

3.7.5.2 Improved relationship with pharmacist/pharmacy staff  

Participating in the service changed the patient-pharmacist dynamic and in particular positively 

influenced patient’s perceptions of pharmacists. Interviewees frequently commented that the 

service demonstrated the pharmacists’ expertise as healthcare professionals during meetings where 
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they discussed healthcare, medical conditions and medications. This was perceived to be particularly 

valuable because access to pharmacists was easier than it was for GPs or practice nurses.  

 

“Yeah, because of course, also, the other thing as well, of course, in most instances, 
pharmacists, their hours have been extended, so they're open for quite a long while.  I 
think they're more accessible than the doctor, or a nurse…. Yeah, but I mean, yeah but 
also as well, you see, that person is not the same as a doctor or a nurse.  Because, you 
know, you're asking for their expertise about drugs.”  (ID 07) 
 

Another perceived benefit of the service, was that pharmacists were not only accessible, they were 

also available. During the service, pharmacists were overwhelmingly reported as knowledgeable, 

approachable and encouraging. Apart from one interviewee  (ID01), interviewees did not feel rushed 

in their Care Plan meetings with pharmacists and got the sense that pharmacists had time for them, 

which made them more comfortable to talk about their health.  

 

“She's just lovely, she listens to you, she had time, you know what I mean?...I think that 
was one of the things as well, you didn't feel rushed, sometimes you've only got, what, a 
ten minute slot for the doctor and nurse.  And I never felt that.” (ID 06) 

 “Yes, I mean personality comes into a lot of times, I mean it’s where you get the rapport.  
It’s like my job, you have to have that kind of rapport with somebody and then if you’ve 
got it, it’s quite easy to talk and express yourself sometime…..Yes, because…like I say, 
with my own doctor, I have a good nurse that I talk to, but I can’t talk to the nurse quite 
as comfortable as I can with the pharmacist and I’ve always said that to her, more or 
less from day one.  I just wish you would be my nurse or doctor.  It’s so easy and it’s just 
straightforward to just ask a question and you don’t feel that you’re putting on them….. 
It does, definitely, yes because I think once you try and start setting your goals anyway, 
to be honest, the very first time she set them, I didn’t think I’d ever reach them, to be 
honest, personally.  But then once you hit them and she’s giving you that 
encouragement, it helps you to go to the next stage and I feel that’s what it is.  ” (ID02) 

 
 “Well, yes, because I found it was someone that you could sit and talk to, and you could 

tell him how your chest was feeling or…and he seemed to understand, you know, he 
didn't push you to hurry up or…He seemed to have time, you know what I mean.  He was 
really nice.” (ID09) 

 
Interviewees also became more aware of other services their local pharmacy could provide to help 

them manage their long term conditions. This was further evidenced by nine of the interviewees, 

who stated that even though the service had ended, they continued to interact regularly with their 

pharmacist, and felt more inclined to seek advice from the pharmacist than in the past.  
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 “Like I say, since I’ve been finished with the course and I’ve been in for my prescription, 
we always ask that same question, are you still doing your badminton, are you doing 
this, it gives you that boost.  You know somebody else is out there looking after you in 
that kind of a way.”  (ID 02) 

 
“Even before that they were very friendly when you used to go in for your prescriptions, 
so now they know by first name.  And even after I finished, she said if you've any 
problems come and see us, we'll advise you” (ID 10) 

 

3.7.5.3 Fulfilled a need not met by GP  

Of the ten interviewees, nine formed lasting relationships or strengthened existing relationships 

with their pharmacists. Of these, five interviewees reported that they had received a better service 

from their pharmacist than from their GP.  

 

 “I just feel that the pharmacy that I use, I feel as if they are very receptive to patients going 
in there and asking questions, rather than bothering the GP and I’ve actually had quite a lot 
of information from the pharmacist there, that I probably wouldn’t have got…I’ve had good 
advice from the pharmacy and I’ve trusted his advice and to be honest, I think he’s offered a 
far better service to me, personally than my GP ever did…..[because] he’s available, he listens 
and as I say, he gives good advice”   (ID 04) 

 
“And we became quite…not friendly, you know, but on a nice level.  And after that she was 
always so helpful. More so, I’ll be honest, than the GP. So every time I went it was another 
GP, who didn’t seem to…  It’s not like when I was a girl.  I’m 74 and my doctor has known me 
years and I knew him, but now sadly I know that’s the way the NHS is.  Every time you go 
there’s a new doctor come and one’s left, so you never think… nobody knows you.  Whereas 
with [pharmacist], she come to know me, and however I felt she was asking and she’d always 
recommend or say, you know, try this or try that.  And sometimes she’d say, if…  You know, 
I’d say to her, ooh, I got out of breath today doing such a thing and she’d say, well next time 
you’re going to do that, instead of taking your inhaler after because you’ve got out of breath, 
take your inhaler before.  That’s one of my inhalers.  And it was just generally that she’s 
always so helpful to me.”  (ID 05) 

 

As described in the quotes above, one of the reasons interviewees perceived their relationship with 

the pharmacist to be better than with their GP was because it offered a patient-professional 

relationship with continuity. The lack of continuity was also perceived as a barrier to some 

interviewees received adequate follow-up, an issue the service was able to address in specific areas.  

 
“It’s the knowledge, the pharmacist and everything giving me the right advice and stuff and 
following-up on it, not just giving it and forgetting about it.  So, following-up as well, that 
helps.”  (ID 08) 

 



 
 

 

57 

“No, I got nothing at all from my doctors, even when I first diagnosed with it [diabetes}….  you 
were sent to your nurse for your bloods and the nurses just took your bloods and that was it, 
basically and until I started seeing the pharmacist and the pharmacist started interacting 
with me, they started to look more into my mediation, my follow-ups, which they (GP 
surgery) weren’t doing.” (ID 02) 
 

The same interviewee also described a situation in which her medication was changed by her GP 

with minimal information; the pharmacist who she saw for the Care Plan consultation explained that 

the tablets were different and could cause side-effects.   

 
“And like I said to you earlier, when I was changed from one prescription to another, the 
doctor just said we’re changing it, explained what the tablets was but didn’t go into detail.  
So, when I went to the pharmacy and gave them the new prescription, she just sat me down 
and said, ‘You realise this is a totally different tablet and what the side-effects might be?’  
This is what I didn’t get from the doctor which I always say to them, that’s what I should be 
getting from them. …. if everybody else is getting that kind of service, which I’m sure they 
must be, you know, it’s probably a one-off because I know how busy the pharmacies and 
doctors, and everybody are but it’s just nice to have that reassurance sometimes.” (ID02)  

 

However, one interviewee (ID01, the only one to report largely negative experiences) felt his 

relationship with the pharmacist was impeded by the pharmacist’s lack of accessibility and 

availability. As an interviewee who had limited contact with his GP, and had not had support from a 

dietician at the time of his diabetes diagnosis, he joined this service but again received little support 

from the pharmacist, who delegated meetings to the dispensing assistant.  

 

Interviewee:  “See, when I was diagnosed as a Type two diabetic about, I should think about 18 
  months ago, two years ago, I was told that I would be seeing a dietician nurse for 
  advice about diets for diabetics but I’ve never seen one…..So…I just used my common 
  sense…. Well, it was just a general thing. That I’d cut out these… Because I live on my 
  own I used to eat a lot of these ready meals…. So, I cut them out. And I cut pastry out 
  because somebody told me that pastry was very detrimental to putting weight on, 
  or, you know, to losing weight. And potatoes… Well, I actually started eating  
  potatoes because I think somebody explained to me you need carbohydrates.”   
 
 
Interviewer:  Right. Okay. Now, apart from not having enough information from the pharmacist in 

 that way, was there anything else that they could do to, you know, improve this 
 service that you were a part of? 

 
Interviewee:  Well, I would think that more dietary information would’ve been helpful. And 

 anything that would contribute to lowering the cholesterol levels….because I haven’t 
 seen my [own] doctor in about 18 months” (ID 01) 
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It is unsurprising therefore that though the service was not particularly beneficial for this patient. 

However, with more regular pharmacist interaction and engagement, he believed it could be 

valuable for interviewees with long-term conditions. For those interviewees with good patient-

pharmacist relationships, having the service delivered by personable pharmacists who were 

available and accessible, was a strength. That the pharmacist was highly accessible, and appeared 

more available to interviewees than their GPs also provided patients with an alternative way to 

access advice they had not been able to receive from other healthcare professionals.  

 

“To be honest, they're better than my GP, because when you book an appointment they say 
can you come in two weeks.  Whereas if I've got a bit of a problem I can go and just walk in 
the chemist there and ask them for their advice, what they would think.”  (ID 10) 
 

 
In addition to identifying that pharmacists held expertise about medications, regular meetings with 

the pharmacists provided interviewees the opportunities for consistent feedback and follow-up on 

health matters. Seeking and acting on feedback from pharmacists during meetings was facilitated by 

the fact that patients trusted their pharmacists and their expertise.  

 

3.7.5.4 Identified crucial requirements/elements of the service 

The evaluation interviews further identified that a number of elements were important for the 

success of the service; pharmacists with the desired attributes to deliver the service, consistency in 

the attributes and engagement of pharmacists/pharmacies delivering the service, the need for 

contact between the pharmacy and GP as part of the service and the need for follow up beyond the 

end of the service.  

 

Interviewees described attributes they identified in their pharmacists, and reported how they 

contributed to a good patient-pharmacist relationship and successful service outcomes. These 

attributes included being receptive, instilling confidence and trust, and being understanding. 

 

“It’s also the fact that people like [pharmacist’s name] at the chemist, you know, they 
give you...they don’t treat you like, ‘Oh, you’re getting old, here’s your prescription, bye, 
see you next month!’, … you know?  She’s…  I just feel that she is such a, you know, a 
lovely way with her and that it encourages you, if you like. ….. I mean all the girls in 
there are lovely.  They really are.  It’s not one of these chemists where they just act as 
though they don’t know you and it’s just a case of, ‘Here’s your prescription, bye!’”  
(ID05) 
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“Because if you’ve got confidence in them, you know what I mean, you’re prepared to go 
and see them.….. And it puts you at such ease, that you could open up and talk to him.” 
(ID03) 

 
“No, we just had a chat, he took my blood sugar, blood pressure. And he just mainly sat 
and spoke to me, asked me if I had anything I wanted to talk about. He was very, very 
nice, very understanding….Oh, yes, he was very nice, I couldn't wish for anyone better.” 
(ID09) 

 

A number of interviewees also referred to pharmacists by first names, and reported that they had 

developed mutually respectful patient-pharmacist relationships where they could have open 

discussions about their health. Crucial to these relationships, was consistently having access to 

knowledgeable and approachable, pharmacists and pharmacy staff, who they could engage with as 

part of the service. 

 
“Because it was all informative.  It was…it just gave you the ability to want to talk and open 
up.  Because you bottle things up a lot, and you’re not prepared to talk to strangers and 
things like that.  But I think if your pharmacist has got a good relationship with the people, 
they know the long-term ill people, and when they’ve got that kind of relationship, it helps.  
Know what I mean, that’s when it’s beneficial to us people that are in the long-term 
condition.  So I think that…it’s basically having a pharmacist who knows what you’re doing 
and when you’ve got pharmacies where it’s a different person coming in, on a different basis, 
you know what I mean, you can’t relate to them.  And when you’ve got one there who’s 
prepared to talk to you, and listen to you, and his staff are all saying the same kind of way, 
they’re listening to you, that all works.  It’s a team.  They’re working as a team.”  (ID05) 

 

Interviewees identified that pharmacists were needed that were highly engaged with the service and 

interested in their patients/. Furthermore, it was thought that when rolling out a service such as this, 

consistency was needed to ensure that a similar level of service could be provided by all pharmacists 

and pharmacies. 

 
“He [PCP service pharmacist] was very outgoing, and he’s prepared to listen to you, and to 
make sure you set the right kind of goals.  That you don’t try and set them so they’re too 
high, putting your bar too high, and that you can work at it.  Like I said, if the pharmacist is 
always as highly-trained, you know what I mean, they should all be able to do the same sort 
of thing.  But we’ve had a couple of pharmacists who’ve come in and they’re the same, they 
have listened to when you need to talk to them about things.  But like I said, as soon as they 
started this programme, the guy who’s there regularly now, he’s absolutely fantastic.” (ID 
03) 
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Two interviewees reported the need for follow-up from the pharmacist beyond six months of the 

current service time-frame. While support during the service was generally perceived as adequate, 

some interviewees failed to achieve some goals (particularly exercise and weight-related goals) 

because the service ended in wintertime, when barriers such as poor weather impeded progress. As 

a result, they felt they would have benefitted from a follow-up meeting after a further six-month 

period, which would have served as motivation to maintain progress.  

 

“It [Christmas] was the hardest time for me, we don’t buy cakes and sweets, people buy them 
for us.  That’s the only way they can get into the house, so it’s hard for them, what I was 
trying to, was give them other people or parents………… Yes, it’s finished, and it would have 
been better if you’d had it for another three months as well because from Christmas, like you 
say, it’s hard for you to do any big major planning with a diet when it comes to Christmas, it 
would have been better if it was a few months after Christmas as well….Or catch-up in three 
months’ time, just to know…. just to check to see how things are going.” (ID 08) 

 

Interviews also revealed that though interviewees were familiar with how the service worked, there 

was much discrepancy in how they described it. Among the ten interviewees, the terms ‘experiment, 

course, programme, project, something they were doing at the time, pilot scheme, all of this that 

we’re talking about’ and ‘going on this thing’ were all used to describe the service, suggesting there 

may have been some ambiguity in how the service was described to interviewees. Only one 

interviewee used the term ‘Pharmacy Care Plan’ partway through his interview and this was 

triggered when reading from the piece of paper his pharmacist had given him relating to his goals. 

 

3.7.6 Summary of patient interviews 

Overall, interviewees were able to achieve their goals and found the service to be of benefit. Much 

of the benefit was derived from the relationship developed with their pharmacists and how this 

increased patients’ access to expert information and advice about their medication and conditions. It 

is important to note however that there appeared to be inconsistencies in the way the service was 

delivered, which appeared to influence outcomes and perceptions of the service.  

 

3.8 GP interviews - findings 

Invitations to take part in short semi-structured interviews were posted to a total of 77 GP practices, 

with a request to return a completed invite response form. The details of these practices were 

obtained from records kept by community pharmacies, who indicated that patients registered at 
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these practices enrolled onto the Care Plan service. Community pharmacists made 

recommendations for 48 of the 77 GP practices.  

Of these, three responses were received: one postal response expressing an interest in participating 

in the study, one email indicating that the practice was not aware of the service and one returned 

invite as the named GP for the practice was no longer working there. Where no response was 

received (45 practices) a follow up phone call was made 2-4 weeks after the initial invitation had 

been posted to remind potential participants about involvement in the evaluation.  

The outcomes of the follow up phone calls are reported as follows, as they offer some additional 

insights. From the records of outcomes to follow-up telephone calls to 45 surgeries (taken by 

admin/reception staff and GP practice managers), 23 surgeries were unaware of the service. Of the 

remaining 17 surgeries, staff from 15 surgeries reported they may have seen/received some service 

documentation from local community pharmacies but could not confirm/recall if this was specifically 

for the CPCP Service. Seven of the 45 surgeries could not be reached by telephone. In total, three 

GPs were interviewed from one practice and are quoted as GP1, 2 and 3 respectively. 

 

3.8.1 GP perceptions of the Community Pharmacy Care plan service  

This section, which reports findings from GP interviewees, is organised in relation to the following 

themes: awareness of the Community pharmacy Care Plan service (CPCP) and perceptions of the 

Community Pharmacy Care Plan service.   

 

3.8.1.1 Awareness of the community pharmacy service  

Findings from the interviews data suggest that levels of awareness of the CPCP service were poor. 

The service was not recognisable by name to any of the participants and after being described by the 

interviewer, only one participant thought he might previously have heard of it.  

 
“Well, I'm not sure I have any, to be honest, I feel a bit of a fraud. But, you know, when I got 
the call, I was, like, hmm, I wonder what this is. I suppose my only worry was whether I know 
it by something else or I'm aware of some activity but I didn't realise it had a name” GP2 

 

Participants further pointed out that they may have associated paperwork relating to the CPCP 

service with another service [such as the Medicines Use Review service] or suggested that the name 

of the service did not quite capture the service being provided.  
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“I suppose when I saw it (the invite), I didn’t quite see the ‘care plan’ aspect of it, I thought it 
was about community pharmacists in general, which is something we’re quite involved with 
at the moment – knowing that it was about a community pharmacy care plan – it was 
interesting to know that it existed, but also interesting to know that we didn’t know about 
it.” 

 

This is consistent with findings from patient interviews that suggest the name of the service was not 

easily recognisable or distinguishable. This general lack of awareness was further supported by 

documentation made during follow-up phone calls to the GP surgeries.  

 

Follow-up phone calls and GP interviews also suggested that documentation for community 

pharmacy services was managed by practices in different ways. Where documentation was purely 

for information purposes, it was managed by administrative staff. Where clinical input was required, 

documentation was passed onto nurses, practice pharmacists or GPs accordingly, depending on the 

nature of requests to be actioned.  

 

“I think it [actioning of documentation] would depend on the patient's needs. So if the need 
or the issue that was raised was a pharmaceutical issue, it might either be the pharmacist or 
even the practice nurse, if it was related to diabetes or asthma, who deals with the query. If 
it was a social or financial or kind of medical issue, so for example, something more suited for 
a doctor's intervention, then that would probably come to a GP. So we have a highly refined 
internal structure within the organisation, so when a piece of information like this arise, if it's 
deemed to be clinically relevant, it's passed on to a clinician…So a non-clinician will just code 
that into the system....or it could be any of those three clinician groups that see it.” GP1 
 

3.8.2 Perceptions of the Community Pharmacy Care Plan service 

This section reports perceptions from GP participants about the service. Due to the lack of 

awareness and general involvement with the service, GPs perceptions of the CPCP service were 

based on descriptions of the service from the interviewer, and from the participant information 

sheet. Findings were themed around engagement with the CPCP service, delivery of the CPCP service 

and the goals and parameters used to monitor progress.  

 

3.8.2.1 Engagement with the service 

Since all GPs were unaware of the service, they felt that greater emphasis/effort should have been 

placed on engaging with prescribers at the start of and during the service. The GPs interviewed also 

felt that the low numbers recruited per surgery suggested limited uptake of the service by patients. 

Concern was raised by two GPs that service uptake was likely to be highest amongst a particular 
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subset of patients; those who were highly-motivated and known frequently to seek healthcare. By 

contrast patients that lacked motivation and arguably needed more support with healthy living, 

were less likely to engage with the service. 

 

“So I think giving advice and providing guidance by itself is great for a certain subset of 
patients but not for everyone. So [for] highly motivated patients or patients who seek 
healthcare frequently, it may just be kind of something else to add onto their already 
significant health resources that are provided to them.  For other patients, it might just be a 
route for them to get advice, but not really follow through on anything.”  GP 1 
 

 
Variable engagement with the service by community pharmacists was also perceived by one GP to 

be a potential limitation of the service. Similarly, patients in the evaluation reported concerns with 

variable levels of commitment and engagement with the service by community pharmacists. He 

attributed to his prior experiences of community pharmacy services, when he felt that community 

pharmacies were sometimes not motivated or able to deliver a consistent level of service. 

 

“I think it is also about patients' engagement and the engagement by the pharmacist with 
the patients. Sometimes a lot of these things, like MURs, an MUR is sometimes done by 
pharmacists in a very haphazard way, because they don't have time, there's no motivation 
particularly to do them to a high standard. It’s essentially seen as something that provides 
income but it's just replacing income that's taken away from the pharmacy already. So there 
is that motivation side. So if the pharmacists are doing a really good job by providing 
motivated advice, following through on the input, that's obviously going to be a very positive 
thing…..Often, we don't know if it's a locum pharmacist who's done the MUR, but our local 
pharmacists are exceptional, so the people who work regularly, we know them kind of face 
to face, we meet them regularly.” GP 1 
 

3.8.2.2 Delivery of the service 

All three GPs interviewed agreed that there was some duplication between the Community 

Pharmacy Care Plan service and other local established health promotion services: overall this made 

services less cost effective. The other services were health promotion services provided by local 

council, non-governmental and charity organisations from within GP practices. Despite this 

duplication, one of the GPs identified that services offered by community pharmacy were still 

valuable for specific patients: those who could more easily access community pharmacy services 

than GP-based services or those who had good relationships with their community pharmacists and 

would therefore engage well with community pharmacy services.  

 

“It (local service provided from the practice) can provide a more comprehensive assessment 
and perhaps direct them to local services but even if there were duplication I don’t see any 
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problem with that because some patients are going to find it easier to go to the local 
pharmacy to get certain help or they might feel that they know their local pharmacist better 
than they would a stranger that we refer them to” GP 3 

 

Generally, GPs viewed local established services as more comprehensive than the Community 

Pharmacy Care Plan service because in addition to monitoring parameters, providing regular 

meetings for follow up and lifestyle advice, they were linked to existing networks for social, physical 

and mental health services.  

 

“So with specific services which are community orientated in local areas to those patients, I 
think there is higher motivation because there's often follow-up from local services. So 
someone like [name of town] Health Works and [name of town] Health Improvement, their 
workers will regularly contact the patient following the intervention.” GP 1 
 
 

These links to external networks meant that other local services were better equipped to make 

referrals to social services and implement social prescribing. Moreover, since the community 

pharmacy setting was not able to offer long term follow up, GPs suggested that closer integration 

between community pharmacy and local services may better support patients to achieve their goals 

.  

“I think with the kind of interventions made by doctors and pharmacists, the sort of social 
prescribing that takes place, because there is limited scope for pharmacists and doctors to 
call patients back to check how the progress is taking place, I think the rewards are far, far 
short. So I think the kind of service that would run better for a pharmacy service undertaking 
these kinds of roles would be one where they integrate with those local services.” GP1 
 

GPs also raised concerns about the risk of patients receiving inconsistent health promotion 

messages, when duplicate services were accessed from different settings.  

 

“The only worry, of course, is whether there's a consistent message being put out. So, we tell 
them one thing about alcohol or weight, and then they get a slightly different message from 
the pharmacy. So if we're working from different maybe literature or different guidelines or 
different, targets, that I think could confuse and disengage patients. So one thing which 
would help that continuity, so continuity is key in my book, and ultimate continuity is the 
patient, that's the most continuous part of the system. …[…]… maybe some kind of 
standardised menu that could be produced that could be across the system, from 
ophthalmologists who might deal with patients with diabetes, you know, to pharmacists…the 
GPs, to district nurses, to diabetes nurses, et cetera, there's some kind of consistent literature 
that gives them a similar message.” GP2 
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The GP felt that was therefore crucial that all healthcare professionals used the same literature or 

guidelines when advising patients, to prevent causing confusing confusion, disengagement and 

mistrust in the health services provided. Given that patients commonly saw the different 

GPs/pharmacists it was also important that consistency was achieved within each group of 

healthcare professionals. Importantly, this supports findings from a patient who reported receiving 

conflicting dietary from the regular and locum pharmacists. 

 

“There is a level of trust across the system by patients, and, of course, that's very fragile. 
Like, if one pharmacist says to a locum we're wrong, I mean, that would set a real distrust 
that's then quite hard to break, I'd say.” GP2 
 

Finally, all GP interviewees reported that a general benefit of the Community Pharmacy Care Plan 

service was the opportunity it provided to give patients a clear and consistent health promotion 

message. While duplication of health promotion services was acknowledged by all the GPs, they 

agreed that community pharmacists still played a valuable role in providing health promotion advice 

with the aim of achieving manageable sustainable lifestyle changes in patients. As the GP below 

stated however, a simple, single message from GPs, reiterated and reinforced by community 

pharmacists and multiple healthcare professionals would be most valuable to him as a practitioner, 

and most impactful to patients. 

 

“I do think that, sending a consistent message about just general simple lifestyle advice is 
really important, and giving that from a variety of different health outlets I think is really 
good and worth investing it. Because I just think the patient may see their pharmacist 
probably more frequently, hopefully, as they pick up prescriptions, and that's a good kind of 
opportunity for intervention.”  GP2 
 

3.8.2.3 The goals and parameters used to monitor progress.  

The range of parameters used to monitor and record progress has been discussed in detail in the 

quantitative findings, however feedback from two of the GPs suggests that the parameters 

monitored as part of this service were considered inappropriate for a number of reasons. The first 

reason pointed out by one interviewee, was that the 6-month timescale of the service may have 

been inadequate to effectively implement and observe behavioural change in patients. 

 

“The evidence shows that to establish a lifestyle change takes nine months. The BMJ three or 
four years ago looked at lifestyle interventions, and to establish it you need a consistent 
change then to become your new lifestyle in nine months. So within a 6-12 month pilot, 
you're only going to just start to establish something.” GP2 
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The interviewee went on to further explain that number-related measures such as blood sugar or 

cholesterol may have caused misdirection in patients because a lack of change in these parameters 

may have wrongly have implied failure to the patients. Instead the GP felt pharmacists could do 

more to encourage small specific gradual changes in behaviour.  

 

“So the other worry I have, and once again this obsession with cholesterol and sugars, which 
I think drives in patients a bit of a mis-direction on health, that health is related to numbers. I 
suppose we constantly need an outcome, don't we, to measure and then numbers are nice 
and quite easy to measure. So I suppose it's giving a number to an activity, isn't it, rather 
than a blood test…..you know, we're hoping is a strong marker but it may be the surrogate 
marker rather than the true marker of health improvement.”  GP2 

 

Instead, the interviewee proposed that other benefits that could not as easily be measured (such as 

having more active/alcohol-free days in the week) could be used as more accurate measures of 

behaviour change. Finally, feedback from all the GPs also suggested that if parameters were being 

monitored, healthcare professionals needed improved record-keeping or communication of those 

measurements to a central source.  

 

3.8.3 Suggestions to improve the service  

In the final part of the interview, GPs were asked about their views on how the service could be 

improved and any suggestions they had to improve integration between community pharmacy and 

general practice. To improve the service GPs suggested increased communication, improved 

targeting of services and improved integration with existing services.  

 

First, interviewees felt that better communication at service implementation, periodic feedback 

during the pilot and of follow up when the service ended, would improve GP and patient 

engagement, and subsequently outcomes. 

 
 

“And it would be good, I mean, in future as feedback, it would be good for them to feed back 
to us. All these other projects that I've mentioned, the majority of them, they normally have 
some sort of presentation that takes place where they will come forward and they will kind 
of either provide us with some sort of feedback or a presentation to say this is what we've 
achieved so far, this is what we would be looking to do in the future. Either a face to face or 
kind of if it's a locality-wide thing, it could be something that takes place in a locality 
meeting. So those are held monthly or quarterly, locality meetings. And a five or ten-minute 
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presentation with leaflets showing kind of how each practice's patients have performed, 
something like that is quite a useful way to provide feedback.” GP1  
 
 

The three GPs interviewed worked at the same award-winning, high performing practice, which they 

recognised may impact service uptake and outcomes. Consequently, one the interviewees felt that 

the service may have been less valuable for their patients who already received high levels of social 

prescribing from the practice team. He therefore suggested this to be a service that potentially could 

target under-performing practices or patients with low motivation. Finally, GP interviewees 

reiterated that the lack of integration/interaction of the service with other structures limited its 

potential impact and benefit for patients.  

 

“So my other worry about pilots is, of course, that they could be deemed a failure because 
they're just seen in isolation, whereas the power of success is in integration, not in isolation. 
So integrate that in the bigger system and that's when it starts to actually have its impact, 
not in an isolated form. So I think it's important to tweak things rather than say, oh, well, it's 
failed, it's not done what we wanted to do.” G2 
 
 

All three interviewees indicated generally that inadequate communication between community 

pharmacy and general practice was the greatest barrier to integration. In summary, improved and 

frequent inter-professional communication and a consistent approach to health promotion was 

viewed as the best way to improve integration.  
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4 DISCUSSION 

 

4.1 Summary of findings 

The Greater Manchester Community Pharmacy Care Plan (GMCPCP) service operated between 

March and December 2017, with the aim of providing tailored community pharmacy care plans to 

support adults with one or more long-term conditions (hypertension, asthma, diabetes and Chronic 

Obstructive Pulmonary Disease (COPD)  to set and achieve health-related goals, better manage their 

conditions and improve quality of life. Three hundred and eighty-two patients signed up to the 

service at one of 43 community pharmacies in two areas of Greater Manchester.  

 

The research team from the University of Manchester led an evaluation of the service, exploring the 

impact of participating in the scheme on a number of clinical and process measures and on NHS 

service usage. The primary outcome measure was the Patient Activation Measure (PAM®). Patient 

acceptability was explored through a short questionnaire and telephone interviews. A small number 

of GPs were also interviewed to explore their views on the service.  

 

Findings from this evaluation of the GMCPCP service indicated that patients who attended the 

services had significant and, in some cases, potentially clinically significant improvements in patient 

activation levels, quality of life, adherence, systolic blood pressure, weight, BMI, HDL cholesterol 

ratio. When data were analysed by qualifying long-term condition, there were also significant 

improvements in patient activation, quality of life (EQ-5D-5L only) and medicines adherence 

between baseline and follow-up for patients with hypertension, diabetes and asthma. Patients with 

COPD did not show any significant improvements in any of the key measures. Although the sample 

sizes are small, this may indicate that the service works better for some patient groups than others.   

 

Improvements in patient activation have been seen in previous studies exploring personalised care 

planning, including two studies of patients with diabetes (one of the qualifying long-term patient 

groups in the GMCPCP service). Wolever et al. (2010), found significant improvement in PAM® 

score,57 while Katon et al. (2010) found significant improvements in two of four PAM questions used 

among patients receiving personalised care planning services.58 In addition, a recent Cochrane 

review of 19 studies on personalised care planning found some positive effects on physical health 

and self-management, (HbA1c , systolic blood pressure, improvements in lung function and asthma 

control).4 There were no effects on diastolic blood pressure or cholesterol however.   
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In our study, the mean difference in PAM® scores between baseline and follow-up was 7 points. 

Evidence from PAM® research indicates that every one point increase in PAM® score correlates to a 

2% decrease in hospitalisation and a 2% increase in medication adherence.8 In this evaluation, there 

has been a significant reduction (76.0%) in the costs of overnight hospital admissions for patients 

who stayed in the service to completion. However, we cannot attribute this to attending the care 

plan service per se, as other factors may have influenced this change. A significant improvement in 

medicines adherence, as measured by MARS-5™ at follow-up was identified.  

 

The data on PAM® activation levels indicates that there was a 62.7% increase in the number of 

patients whose score placed them at activation level 4 (high activation) at follow-up. Recent, yet to 

be published, research by a team at Leicester University has found a link between activation level 

and primary and secondary care utilisation by patients with long-term conditions.18 Patients with 

long-term conditions who were at activation level 4 (high activation) according to their responses to 

the PAM® were 18% less likely than those at level 1 (low activation) to visit the GP, and 38% less 

likely to visit an A&E department.  

 

The majority of the patients set at least one goal with the pharmacist at the baseline consultation. A 

small proportion of patients also set further goals at the interim consultation. The types of goal set 

varied, with healthy lifestyle goals the most commonly set by patients. Goals involving the control of 

one of the qualifying conditions or co-morbidities were also common. These goal findings are 

broadly similar to the results of the CPF evaluation.27 Approximately half of all goals were fully 

achieved and in many cases, even when goals were not achieved, the comments recorded by 

pharmacists indicated that some progress was made.  

 

It should be noted that many of the patients had co-morbidities and this may play a part in 

explaining why some patients didn’t meet their goals. There was some evidence in the written 

comments of the types of barriers patients experienced in trying to meet their goals. In particular, 

episodes of ill health prevented some of the goals being achieved. Pain, the most common of the co-

morbidities, was also noted as a possible barrier.  Some of the interviewees attributed their lack of 

goal progress due to winter weather conditions, which inhibited their activity/exercise and could 

also exacerbate symptoms of asthma, COPD, arthritis or depression. Some of the interviewees 

described the goals were amended during the course of the service to make them more achievable.  
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Weight management was a popular goal, as was previously seen the CPF service,27 and while a 

number of patients did achieve weight loss, it would be useful to follow these individuals over a 

longer time period to see whether this weight loss was maintained.  A number of patients gained 

weight during the evaluation period and it would be interesting to know what happened to this 

group of patients. Data quality was an issue for the research team regarding weight loss, as some of 

the weight loss goals were recorded in PharmOutcomes simply as “weight loss,” with no target 

weight noted. This means that while some patients may be classed as having achieved their weight 

loss goal, it is not possible to determine whether, for example, a 1 kilogram weight loss would be 

acceptable to the patients. Some patients set what might appear to have been ambitious weight loss 

goals and it would be interesting to consider how realistic some of the goals were.   

 

One of the key aspects of personalised care planning is that the patient sets the agenda with regard 

to goal-setting, not the healthcare professional. There is some evidence from a small number of 

patients’ interviews that the pharmacist took the lead in setting the goals, rather than the patient 

directing the discussion. It is not possible to determine from the written comments pharmacists 

made in PharmOutcomes whether or not the goal-setting was patient-centred in all cases, but this 

would be important to emphasise in any future roll-out. It may also be worth considering whether or 

not the pharmacists had sufficient training in goal-setting, as this is a clearly a complex process. 

 

Evidence from the written comments made by the pharmacist, questionnaire data and the interview 

data indicates that some patients did gain value from the service. Although the response to the 

questionnaire was low, it is positive that a majority of respondents would recommend the service to 

their family or friends and also felt that it had helped them to manage their illness better.  Notes 

written by the pharmacist at the final consultation also suggest that, even in cases where a goal had 

not been fully met, the patients did derive a benefit from their service.  

 

The patient interview data indicated that patients all attended their regular pharmacy for the care 

plan, predominantly at the invitation of the pharmacist. The relationship with the pharmacist was an 

important factor in keeping patients engaged in the service. The majority of those interviewed 

appeared to value the accessibility of the pharmacist, both in practical terms (e.g. opening hours) 

but also in personal terms; a number of interviewees described feeling that the pharmacist made 

time for them to openly discuss their health issues. 
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In many cases, the interviewed patients planned to continue their interaction with the pharmacist 

once the care plan service had finished and some felt it had made them more likely to seek help or 

additional services. Patients felt that the pharmacist needed to have certain attributes to deliver the 

service effectively; be open and approachable, be consistent in the approach and be engaged. 

Interviewees also suggested that there needed to be contact between the GP and the pharmacist 

and for the follow-up to continue after the service finished; patients argued that this would motivate 

them to continue their progress.  

 

It was disappointing to hear that not all pharmacists were providing the service as designed. In 

particular, one interviewed patient had a less than positive experience as the pharmacist saw him for 

one consultation only (at baseline) before handing him over to other pharmacy support staff. Whilst 

this only concerned one patient out of the 10 interviewed, it highlights the importance of making 

sure pharmacies and their staff understand the commitment they are making when signing up to 

provide a service.  

 

The team had significant difficulties recruiting GPs to take part in the evaluation. This is not an 

unexpected finding, as it can be difficult to engage GPs in research and it may reflect the heavy 

workload of many GPs.59  However, the small number of GPs who were interviewed did not 

recognise the GMCPCP service by name and did not appear to remember having personally received 

any of the pharmacist recommendations made to their surgery. The GPs did express some concern 

about possible duplication with existing services, arguing that it would be preferable for care plan 

services to be provided through GP practices, as they were better placed to link to existing networks 

for social, physical and mental health support.  They also suggested that the service may appeal to 

motivated patients and not those in the greatest need for support. The GPs also expressed concerns 

about the levels of commitment and engagement with the service by community pharmacists, 

basing this on their previous experiences of Medicines Use Reviews (MURs).   

 

There was however, some acknowledgement by the GPs of the possible benefits of a care plan 

service in community pharmacy, particularly if the pharmacist was giving the patients a clear and 

consistent health promotion message. In terms of possible improvements, the GPs suggested that 

improved communication about the service and improved integration with existing service would be 

beneficial.  
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One of the findings identified in both the patient and GP interviews was some confusion regarding 

the name or ‘branding’ of the care plan service. Patients called the service by a number of different 

names during the interviews and GPs did not have any name recognition for the service. A 

recommendation would be to consider the name of the service carefully, ensure that pharmacists 

involved in the service are using the correct name and display the name prominently in any 

advertising of the service.  

 

The findings indicated that NHS service use costs decreased significantly between baseline and 

follow-up for all types of service use, with the exception of GP home visits, with an overall cost 

saving of £236.43 per patient. The cost of implementing the service was £203.10, giving a potential 

cost saving of £33.33 per patient. The sample was too small to perform a full cost-effectiveness 

analysis. Although this is a simple cost analysis, it suggests that it would be worth piloting the service 

on a larger scale to allow for a full economic evaluation to take place.   

 

Both the GMCPCP service and the evaluation drew heavily from the CPF care plan service,26 the 

findings of which have recently been published.27 There is considerable similarity in the findings, 

with the CPF evaluation also finding significant improvements in activation, quality of life and 

adherence. The retention rate for the GMCPCP service was higher than the CPFCP but this may be 

due to the shorter duration of the GMCPCP service, which ran for six months rather than 12 months.  

 

One factor identified during the patient interviews was a desire for the service to continue over a 

longer period time period (i.e. 12 months). This point was also raised by GPs, as they pointed out 

that it could be difficult to both implement and observe meaningful change in six months. There is 

however, evidence that patients can experience significant improvements in patient activation over 

periods a short as six months.13  

 

4.2 Limitations 

One of the key limitations of this study is that it is a before and after study. As such, it difficult to 

attribute any of the significant changes identified directly to the Care Plan service. In such a multi-

morbid group there are a number of other possible factors at play, which may have affected 

patients’ health, activation levels and quality of life. Nonetheless, there is evidence from the 

comments recorded by pharmacists, from the patient questionnaire data and from the patient 
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interviews, to indicate that the patients felt that they benefited from their participation in the 

service and that in some cases it had helped them to manage their conditions more effectively.   

 

One limitation of this study was sample size. The original plan for the service was to sign up 500 

patients, with each of the 50 pharmacies recruiting 10 patients each. However, some pharmacies 

struggled to recruit patients and some of the original pharmacies did not recruit any patients at all. 

This led to delays in the project and resulted in a final sample size of 382 patients. Coupled with the 

inevitable attrition that accompanies longitudinal research (and some missing data) this resulted in a 

smaller sample size than the research team was aiming for. A recommendation for future 

implementation of a service of this kind would be to be conservative in estimates of how many 

patients each pharmacy can recruit and/or over-recruit pharmacies to the service if necessary.  

 

Missing and/or incomplete data capture has also been identified a limitation of this service 

evaluation. Good quality data recording is vital in a service evaluation of this kind. A number of the 

pharmacies did not fulfil their part of the agreement with CHL, which was to record all the relevant 

data at each consultation. A number of pharmacies did not record the PAM,® EQ-5D and MARS-5™ 

data as requested, and despite the best efforts of the CHL team, they did not return the paper copies 

of the questionnaires as requested. These data were a key part of the study and it is a limitation that 

data were not available for the research team to analyse. As a recommendation to CHL were they to 

commission similar services, the research team would recommend that a proportion of payment be 

held back, to be paid on receipt of full data.  

 

Data on goal-setting were recorded inconsistently by some pharmacists, which sometimes made it 

difficult for the research team to determine what the goal was or whether the patient had made 

progress.  A number of the written comments regarding goals were vague or lacking in information 

as to how the goal could be achieved. It should be noted however, that these notes may not be an 

accurate reflection of the consultation itself; for example, the patient and pharmacist may have had 

a comprehensive consultation about weight loss, detailing the amount of weight loss desired and 

with the pharmacist providing advice on mechanisms to achieve this, e.g. exercise, healthy diet. 

However, the records made by the pharmacist may have been brief and thus not reflective of this. 

For future interventions of this type, the team would recommend that the importance of accurate 

recorded be emphasised and suggest the use of example records, which would give the pharmacist 

an idea of the type of notes they should be making. This could also be included in the training 
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package. The research team would also recommend the inclusion of a variable within the 

PharmOutcomes dataset to determine if the goal had been met (e.g. fully met, partially met, not 

met). 

 

In addition, the NHS service use data asked patients to recall how many times they had used various 

services in the previous six months. Whilst this is a commonly used means of getting data from 

patients, there are issues with patients’ ability to recall accurately and this should be taken into 

consideration when looking at the data on cost savings.60  

 

4.3 Conclusions 

In conclusion, the findings from this study indicate that patients who attended the GMCPCP service 

showed significant improvements in patient activation, quality of life, medicines adherence and 

some clinical measures. The majority of patients successfully set at least one goal at baseline and 

approximately half of these goals could be seen to have been met at the final follow-up. Even if goals 

were not fully met, there was some evidence to suggest that progress had been made. There was 

also evidence that patients benefitted from participating in the service and valued their relationship 

with the pharmacist providing it. There is some indication that implementing the service may result 

in modest cost savings. Given the indications that the care plan service appears to have had positive 

impacts on those who participated, the research team would recommend larger-scale 

implementation to further explore the costs and benefits of providing such a service  
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