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ABSTRACT 

The Medicines Use Review (MUR) service was introduced in the UK in 2005 to 

improve patients' knowledge and use of medicines. The service, in essence, 

engages the patient and the pharmacist in a structured, private conversation about 

the patient's medicines. Pharmacies are permitted to deliver a limited number of 

annual MURs yet for a number of years service provision remained low. During the 

period of this investigation, the service attracted substantial controversy. In 2008 the 

UK Government called for improvements to be made to the 'quality' of service 

provision, with measurement of tangible patient outcomes a key concern. This 

thesis set out to investigate the potential value of the MUR service. 

First, using discourse analysis, this thesis considered the social construction of the 

MUR through written marketing material and its potential impact on uptake of the 

service, making suggestions for future situations. Next, based on a retrospective 

cross-sectional audit of MUR records, a practical tool for selecting patients who 

might benefit from an MUR consultation was developed and explained. Auditing 

MUR records was suggested by others as one way of tackling questions around 

service 'quality'. However, the cross-sectional audit suggested that such records 

were inadequate for assessing service quality and it is argued that quality measures 

should be based on the achievement of intended service outcomes. 

Finally, and relating to patient outcomes, this thesis includes a qualitative 

investigation of patients' MUR experiences, particularly patient satisfaction, as a 

measure of quality. In the absence of existing patient satisfaction questionnaires 

measuring the true dynamics of the MUR interaction, a novel conceptual framework 

for measuring patient satisfaction with this service was developed and is put forward. 

The results contained herein can contribute to the development of an intervention for 

measuring the benefits of the MUR versus usual care in terms of patient outcomes. 

xiv 



CHAPTER 1 : GENERAL INTRODUCTION 

1. 1 Long-term medical conditions 

The only thing that remains constant is change (Heraclitus circa 500 BC). This 

statement is particularly true of the United Kingdom's (UK's) National Health Service 

(NHS), which celebrated its 60th birthday in 2008 when the work in this thesis was in 

progress. The NHS was founded on the principle that good health care should be 

available to everyone at the point of use regardless of their wealth (NHS, 2008a). 

This belief remains at the core of the NHS, but succeeding governments have faced 

major challenges in balancing the needs of the patient population with the financial 

cost of providing a free health service (OH: Department of Health, 2000; Appleby, 

Crawford and Emmerson, 2009). A particular problem arises because of chronic 

health conditions, which require long-term care. 

To manage health and to continue providing a free service means that health care in 

the UK is highly politicised, and healthcare reforms are an ongoing process. The 

most recent reforms mentioned the management of long-term medical conditions as 

one of its core aspects (OH, 201 Oa). In April 2005 (OH, 2005a) the way in which 

services for patients with long-term medical conditions in England and Wales were 

managed was overhauled. Those reforms led to the introduction of a community 

pharmacy-based Medicines Use Review (MUR) service, which set out to involve 

pharmacists in the care and management of patients with long-term medical 

conditions. The MUR service is the focus of this thesis. The service was based on 

the premise that patients could be supported to better manage their medication 

through a consultation with a pharmacist. This chapter outlines ongoing problems 

with the management of long-term medical conditions with medication and with 

medicine-taking, before moving on to describe the MUR, its delivery and external 

evaluations of the service. The chapter concludes by outlining the aims of this thesis 

and its layout. 
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1.2 The involvement of pharmacists in managing long-term 

medical conditions 

From a total population of 52 million (Office for National Statistics, 2011 ), there were 

15.4 million (29.6%) people in England with one or more long-term medical 

condition(s) in 2010 (OH, 201 Ob). Long-term conditions, also known as chronic 

diseases, include diabetes, cancer, heart disease, stroke and chronic respiratory 

diseases. The World Health Organisation (WHO) defines these conditions as 

"diseases of long duration and generally slow progression" (WHO, 2012). Long-term 

medical conditions are the leading cause of mortality in the world, representing 63% 

of all deaths (WHO, 2012). These conditions cannot currently be cured (OH, 2010b), 

but are controlled by medication and/or other therapies on a long-term basis. 

In the UK, one of the ways in which medicines for long-term conditions are 

prescribed is via 'repeat prescriptions'. This process allows a patient to request their 

long-term medication without the need for a face-to-face appointment with a general 

practitioner (GP), who reviews the request and signs the computer-generated 

prescription if it is deemed correct. The prescription can then be collected by the 

patient or their representative and dispensed at a pharmacy chosen by the patient. 

In 1996 Harris and Dajda found that repeat prescribing already accounted for 75% of 

all prescription items. Although repeat prescriptions are an efficient way of 

managing access to prescriptions for medication required for chronic diseases, and 

saving GP's time (NHS Local, 2012), they also pose a problem because patients 

receive their medication without a consultation with the GP (Zermansky et al., 2001 ). 

lt may therefore not be possible to adequately assess the appropriateness and 

effectiveness of every medicine on the repeat prescription and to determine whether 

it is tolerated by the patient or taken as intended (De Smet and Dautzenberg, 2004). 

Despite efforts to ensure a continuous supply of medication for people with long-term 

conditions, these patients are likely to have a lower quality of life compared to 

patients without chronic diseases (OH, 201 Oc). This is because these patients are 

often faced with ongoing physical symptoms, including pain or discomfort, the need 

to take regular medication, balancing the management of their condition with their 

2 



usual activities and even anxiety or depression (National Institute for Health and 

Clinical Excellence 1, 2012). A report commissioned by the Royal Pharmaceutical 

Society of Great Britain (RPSGB)2 and Webstar Health suggested that the quality of 

life of people with long-term conditions could substantially improve if they were 

helped to manage their condition(s) better (Bienkinsopp and Celino, 2006). One of 

the ways in which these patients could be supported is through better use of services 

provided by pharmacies. 

Community pharmacy has several strengths to support the health needs of those 

with long-term conditions, including its accessibility and acceptability to patients, 

patients' confidence in pharmacists' skills and their willingness to become involved in 

the management of long-term conditions and the cost-effective provision of these 

services (OH, 2005a; Blenkinsopp and Celino, 2006; PSNC: Pharmaceutical 

Services Negotiating Committee, 201 Oa). Community pharmacists dispensed an 

average of more than 70 million prescription items each month in 2009/2010 (NHS 

Business Services Authority, 2010), an increase of 67.2% compared to 1999 (The 

Information Centre for Health and Social Care, 201 0). This was equivalent to an 

average of more than 17 items per head of the population in 2009. Although these 

statistics only provide information on the number of items dispensed, with no 

indication of whether patients are indeed taking these medicines or taking them 

according to the prescribers' intentions, they also give testament to community 

pharmacies' involvement in the provision of medication to patients, including those 

with long-term medical conditions. 

In fact, in terms of the care of patients with long-term medical conditions, the major 

part of the daily work of the community pharmacist involves the dispensing of 

prescription items, including repeat prescription items, and providing, and 

counselling on, over the counter (OTC) medicines. lt could be argued that 

pharmacists have always had the capacity to advise patients on matters relating to 

their medications, including discussions associated with whether or not the patient 

1 In April2013 NICE became the National Institute for Health and Care Excellence, a Non 
Departmental Public Body also responsible for developing guidance and quality standards in social 
care. 
2 The RPSGB was the professional and regulating body for pharmacists in the UK until 2010 when 
these roles were separated to form the General Pharmaceutical Council (GPhC) (the regulating body) 
and the Royal Pharmaceutical Society (RPS) (the professional body). 
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was taking the medication as intended by the prescriber. However, up until the 

introduction of the new community pharmacy contractual framework in 2005 (DH, 

2005a) there was no formal requirement for these discussions to take place. 

Dispensing was therefore at the forefront of the pharmacists' contractual 

responsibilities and medicine-taking was assumed to be the responsibility of the 

patient. But, the full or intended benefit of many effective medications will only be 

achieved if patients follow the prescribed regimen (WHO, 2003) and therefore the 

important concept of adherence to prescribed medication regimes is considered 

below. 

1.3 Adherence to medication regimens 

"The extent to which a patient acts in accordance with the prescribed interval and 

dose of a dosing regimen" is encompassed by the term medication compliance 

(Cramer et a/, 2008, p.44). Adherence is similarly defined as "the extent to which a 

patient's behaviour corresponds with agreed recommendations from a healthcare 

provider" (WHO, 2003). Lack of adherence, or non-compliance, is a worldwide 

problem (WHO, 2003) with adherence rates to medication regimens among those 

with long-term conditions typically lower than those with acute conditions due to the 

long-term nature of treatment (Osterberg and Blaschke, 2005). lt has been 

estimated that only 50% of medicines for long-term conditions are being taken as 

prescribed (Haynes, McDonald and Garg, 2002; WHO, 2003; OH, 2005a; Horne et 

al., 2005). The consequences of non-adherence are far-reaching and may include 

increased hospital admissions, reduced clinical and pharmacological benefit and 

increased healthcare costs (DiMatteo et al., 2002; Sokol et al., 2005). But it has 

been suggested that more effective adherence interventions could have a greater 

impact on the population's health than improvements in specific medical treatments 

(WHO, 2003). 

Improving adherence to a medication regimen requires consideration of all the 

possible causes of non-adherence (Osterberg and Blaschke, 2005). Many potential 

barriers to adherence have been described in the literature. These include patient, 

environmental or contextual factors, factors relating to the clinician or the patient-
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clinician relationship, disease factors, healthcare delivery factors and treatment 

regimen factors (Burke et al., 1997; lckovics and Meisler, 1997; Osterberg and 

Blaschke, 2005; Haynes et al., 2008; lngersoll and Cohen, 2008). The factors that 

may affect adherence have been classified as modifiable and non-modifiable factors 

(lskedjian et al., 2002) while adherence has been described as intentional or 

unintentional based on the key contributing issue (Home, 2006; NPC: National 

Prescribing Centre, 2007; Nunes et al., 2009). Home (2006) further linked the 

inefficacy of previous adherence interventions to their lack of patient-centredness 

(this concept is explored in more detail in Chapter 2). According to Home (2006) 

intentional non-adherence can only be tackled by taking account of each individual 

patient's perceptual barriers, including their beliefs, attitudes and expectations. 

Patients' beliefs have been shown to play a major role in determining their 

adherence to prescribed medication regimens (Home, 1999; Home and Weinman, 

1999; Taylor et al., 2003; Aikens et al., 2005; Grunfeld et al., 2005; Aikens and 

Piette, 2009; Joseph et al., 2010) and these beliefs can relate to a number of 

categories of ideas. Thus the term concordance has emerged as a result of the 

recognition of the patient's role as partner in the decision-making process about their 

health and treatment (Taylor, Nettleton and Harding, 2003). The definition of 

concordance has changed over time from initially focussing on agreement between 

the doctor and patient regarding therapeutic decisions during the consultation 

process to a much wider concept encompassing not only communication but also 

supporting patients in medicine-taking (Home et al., 2005). Concordance has further 

been described as a means of tackling patients' misplaced beliefs in an attempt to 

improve adherence to medication regimens (RPSGB, 1997a; Home, 2001; Home et 

al., 2005). In addition to adherence, the term "persistence" is being used to address 

the treatment continuum or "the duration of time from initiation of therapy to 

discontinuation of therapy" (Cramer et al., 2008). 

Healthcare professionals could address a number of causes of non-adherence and 

arguably community pharmacists are uniquely positioned to educate patients on the 

importance of adherence to medication regimens as well as persistence with 

treatment. Community pharmacists' potential for greater involvement in patient care, 

and in particular addressing issues with medication adherence, was recognised by 
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policy makers. Subsequently the Department of Health's (OH's) intention to revise 

the community pharmacy contract and pharmacists' role in helping people get the 

best from their medicines was announced in Pharmacy in the Future- implementing 

the NHS Plan (DH, 2000). This paper was the precursor to a complete change in 

pharmacists' advice-giving role and the creation of new opportunities to provide 

greater support to people taking medicines and those with long-term conditions. In 

April 2005 pharmacists' advice-giving role was formalised through a new community 

pharmacy contractual framework which promised real potential impact on patients in 

terms of·their medicine-taking behaviour. This was because for the first time 

pharmacists would be formally contracted, and remunerated, to provide advice to 

address medication adherence through activities such as the newly introduced MUR 

service rather than be involved in the mere dispensing of medicines. The next 

section describes the new contract that enabled the administration of the MUR 

through community pharmacies. 

1.4 A new community pharmacy contractual framework 

The OH, the Pharmaceutical Services Negotiating Committee (PSNC) and the NHS 

Confederation negotiated a new community pharmacy contractual framework which 

was implemented in England and Wales on 1st April 2005 (OH, 2005a). The 

framework consisted of three tiers of services namely essential, enhanced and 

advanced services. 

The essential services tier initially consisted of seven services3 that had to be offered 

by all community pharmacy contractors. These included dispensing of medicines, 

repeat dispensing, waste management, promotion of healthy lifestyles (public 

health), signposting, support for self-care and clinical governance (PSNC, 2010b). 

3 Additional essential service requirements linked to the supply of appliances were introduced in April 
2010. 
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Enhanced services4 were to be commissioned by Primary Care Trusts5 (PCTs) 

based on the local health needs of the population they served as their 

responsibilities already included managing primary care services in their local area. 

Services in the advanced services tier could be provided by any community 

pharmacy contractor provided that they met the requirements set out in the 

Secretary of State Directions (PSNC, 2010c). In 2005, when the new community 

pharmacy contract was implemented, the advanced services tier only consisted of 

the MUR and Prescription Intervention (PI) Service, collectively known as the MUR 

service6 (PSNC, 201 Od). The difference between an MUR and a PI is what prompts 

the review as a PI would be triggered in response to a significant problem with a 

patient's medication identified during the dispensing process. The MUR on the other 

hand could be carried out on any patient eligible for the service (PSNC, 201 Oe) (see 

section 1.5.1 for more detail). The MUR was specifically developed for patients on 

multiple medicines and those with long-term conditions. 

1.5 The Medicines Use Review (MUR) service 

The MUR service must be carried out in accordance with the most up-to-date version 

of The Pharmaceutical Services (Advanced and Enhanced Services) (England) 

Directions (hereafter referred to as The Pharmaceutical Services Directions) which 

provide the regulatory framework for the MUR service. The most recent version of 

the Directions came into force on 1st April 2013 (The Pharmaceutical Services 

Directions, 2013). These requirements are summarised in the MUR service 

specification (PSNC, 2004; PSNC and NHS Employers 2013) of which the most 

recent version was published in August 2013 (see Appendix 1.1 for detail of the 2004 

and 2013 MUR service specifications). 

This section provides an overview of the MUR service based on the Directions that 

were in place when the research was conducted (The Pharmaceutical Services 

Directions, 2005, 2007), including requirements for the provision of the MUR service, 

4 In April 2013 enhanced services became known as locally commissioned pharmacy services. 
5 Due to changes brought about by the Health and Social Care Act 2012, PCTs and Strategic Health 
Authorities (SHAs) ceased to exist on 31 81 March 2013 and their responsibilities were transferred to 
NHS England, NHS Clinical Commissioning Groups and the NHS Trust Development Authorities. 
6 In 2010 two additional advanced services were introduced namely the Appliance Use Review Service and the 
Stoma Appliance Customisation Service. 
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the MUR process, the purpose of the service and information on reimbursement. lt 

is important to outline the MUR in this way, so as to provide the necessary 

background for the research outlined in this thesis. 

1.5.1 Requirements for provision of the MUR service 

First, pharmacies and pharmacists have to meet certain requirements before being 

allowed to provide the MUR service. Since April2005, the MUR service has been 

available annually to patients, especially those with long-term conditions, who have 

been using the pharmacy for the dispensing of prescriptions for at least the previous 

three months. 

Community pharmacy contractors can offer the MUR service to patients once they 

comply with certain requirements. These requirements relate to the existing 

provision of all essential services (see section 1.4), accreditation of pharmacists 

delivering the MURs, having an acceptable system of clinical governance in place 

and accreditation of the premises. A variety of Higher Education Institutions in 

England and Wales provide a range of accreditation options for pharmacists, such as 

web-based assessments, distance learning programmes, one-day face-to-face 

training courses with an assessment component, assessment-only options where 

pharmacists submit a portfolio of evidence or accreditation as part of a post-graduate 

clinical programme. All the assessments are to be carried out according to a 

nationally defined competency framework (NHS, 2005). 

Accreditation of the premises is included as part of the MUR requirements because 

the service involves a private consultation between the patient and the pharmacist. 

This consultation has to take place in a clearly designated consultation area, distinct 

from general public areas of the pharmacy, where the patient and the pharmacist 

can sit down and talk at normal speaking volumes without being overheard. In 

exceptional circumstances, and with prior approval from the PCT, the MUR may also 

be carried out in the patient's home or, for example, over the telephone. 
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1.5.2 The MUR process 

Second, the MUR service is required to follow the same overall process in each 

case. In general the MUR process involves identifying eligible patients and inviting 

(recruiting) them to the MUR consultation. If the patient agreed to the MUR service 

the consultation could take place straight away or the patient could arrange an 

appointment to return at a later date/time, but in all cases the patient must sign a 

consent form before the consultation may commence. 

A written record of each MUR consultation has to be completed by the pharmacist. 

The initial4-page nationally agreed MUR form (version 1 ), approved by the 

Secretary of State (see Appendix 1.2), was replaced by a newer 2-page MUR 

template (version 2) (see Appendix 1.3) in December 2007 after consultation with 

stakeholders, the DH and PSNC. The aim was to make the form more user-friendly 

for pharmacists, GPs and patients. This newer template, available both in hard-copy 

and electronic format, included an 'Overview page' with details of the patient, GP 

and pharmacy as well as an action plan which contained recommendations made as 

part of the MU A. The second page, referred to as the 'Consultation record page', 

included details of the name, dosage form and strength of each of the patient's 

medicines, including those that were prescribed, bought OTC and any 

complementary therapies. This page also provided space for pharmacists to answer 

the following questions: 

• "Does the patient use the medicine as prescribed? 

• Does the patient know why they are using the medicine? 

• Is the formulation appropriate? 

• Are side effects reported by the patient?" (OH, 2007a, p.2) 

In addition, space was provided to record further details regarding information 

provided to the patient regarding their use of the medicines and general comments 

relating to advice given and side effects or other issues discussed with the patient 

(OH, 2007a). Another notable difference is that the question "What would the patient 

like to get out of the review?" which appeared on version 1 of the form, has not been 

included in version 2. 
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At the time pharmacists were required to provide a copy of the MUR paperwork to 

the patient and their GP. At first pharmacists were required to send a copy of the 

MUR form to the patient's GP for every MUR consultation conducted. Since 2007, 

and the introduction of the new MUR template, the notification requirements 

depended on whether or not there were any items within the MUR action plan that 

needed consideration by the patient's GP in which case the pharmacist was required 

to supply the GP with this information within seven days of the MUR consultation 

taking place. If no items required consideration by the GP it was not necessary to 

send them a copy of the MUR form, but the pharmacist was still required to notify the 

GP that an MUR consultation had taken place within a month of the MUR being 

conducted (OH, 2007b; PSNC, 201 Of). A simplified representation of the MUR 

process is given in Figure 1.1. 

In July 2012 newer requirements were introduced to keep records of each MUR 

service conducted, including using a national dataset (PSNC, 2012a), using an MUR 

feedback form for communication with GPs and providing quarterly reports to PCTs. 

However, these changes were introduced after the work contained in this thesis was 

carried out and are therefore not discussed here in detail. 
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Initial 4-page MUR form 
(Prior to December 2007) 

Send copy of MUR form to 
patient's GP 

Invite/Recruit eligible 
patient for MUR service 
and agree convenient 
time for consultation to 

take place 

Patient provides consent 

MUR consultation takes 
place and relevant MUR 

form is completed 

Yes 

! 
Send copy of MUR form 
to patient's GP within 7 

days of MUR taking place 

New 2-page MUR form 
(From December 2007) 

Items to consider 
by patient's GP? 

No 
! 

Notify GP within a month 
that MUR took place 

Figure 1.1 Simplified representation of the MUR process prior to July 2012 

1.5.3 Purpose of the MUR 

The underlying purpose of the MUR service is to improve the patient's knowledge 

and use of medicines through the following processes: 

• "Establishing the patient's actual use, understanding and experience of taking 

their medicines; 

• Identifying, discussing and resolving poor or ineffective use of their medicines; 

• Identifying side effects and drug interactions that may affect patient 

compliance; and 



• Improving the clinical or cost effectiveness of prescribed medicines and 

reducing medicine wastage." (PSNC, 2004) 

The MUR needs to be differentiated from the pre-existing medication review service 

which is defined as a "structured, critical examination of a patient's medicines with 

the objective of reaching an agreement with the patient about treatment, optimising 

the impact of medicines, minimising the number of medication-related problems and 

reducing waste" (Task Force on Medicines Partnership and The National 

Collaborative Medicines Management Services Programme, 2002, p.12). Since the 

introduction of the MUR service a framework for classifying medication reviews has 

been published. This framework suggested a way in which hospital and other 

clinical reviews and the MUR by community pharmacists could be conceptualised 

within the medication review classification (Ciyne, Blenkinsopp and Seal, 2008). The 

three types of medication reviews identified were: 

• Type 1 -Prescription review 

• Type 2 - Concordance and compliance review 

• Type 3 - Clinical medication review 

The proposed classification focuses on the purpose of each type of review and as 

such the MUR, which has been described as adherence-centred (PSNC, 2010e), is 

classified as a Type 2 review. 

The MUR service could be considered as one mechanism through which community 

pharmacists can support patients with long-term medical conditions and provide 

input into the management of these conditions. During the MUR consultation the 

patient has the opportunity to discuss their condition and its treatment with the 

pharmacist. The pharmacist in return has the opportunity to assess the patient's use 

and understanding of their medicines as well as to explore and discuss any potential 

problems or issues relating to the patient's medicine or health in general. 

Potential interventions as part of the MUR may include advice on the patient's use of 

medicines, tolerability and side effects, ensuring the effective use of 'when required' 

medication and the appropriate use of different pharmaceutical dosage forms. In 

addition the pharmacist may provide advice on dealing with practical problems in 

12 



ordering, taking and using medicines or focus on the identification of unwanted 

medicines, medicines with inadequate dosage instructions or those where a change 

in dosage form may be needed. The pharmacist may also propose changing 

branded medicines to generics or vice versa (where clinically appropriate), make 

proposals for dose optimisation or make suggestions to improve the clinical 

effectiveness of medicines (PSNC, 2004). 

Even though these interventions formed part of the initial service specification for 

MURs (see Appendix 1.1) and the processes through which these were to be 

delivered were collectively defined as the 'new' community pharmacy service, it 

could be argued that they had individually been a part of community pharmacy for 

many years and were not in fact new. However, the formal reorganisation of these 

processes as part of the new MUR service also aided remuneration for these 

services as pharmacists were for the first time remunerated for taking on a formal 

advice-giving role in relation to people with long-term medical conditions and those 

on multiple medicines. 

1.5.4 Reimbursement for the MUR service 

When the MUR service was introduced in 2005, each MUR consultation which was 

delivered resulted in a payment of £23 to the pharmacy. Increases to the 

reimbursement were negotiated between the PSNC and the DH and reimbursement 

was subsequently increased to £25 per MUR in October 2006, £27 in October 2007 

and since October 2008 reimbursement has been set at £28 per MUR conducted 

(PSNC, 2010g). Community pharmacy contractors who enter into an agreement to 

provide MURs before 1st October each year are reimbursed for up to 400 MURs for 

that year7 and those who agree to provide MURs on or after this date can claim 

payment for up to 200 MURs during the relevant year. 

Having described the lead-up to the introduction of the MUR service, the 

requirements and processes involved in delivering the service and its 

reimbursement, it is important to consider other research that began to take place 

7 In April 2005 the MUR limit per pharmacy per year was set at 200 MURs. This limit was increased 
to 250 in January 2006 and to 400 in October 2006. 
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almost as soon as the MUR service was implemented. A major evaluation of the 

community pharmacy contract, including the MUR service, was commissioned by the 

Pharmacy Practice Research Trust and carried out by Blenkinsopp et al. (2007a). 

However, alongside this national evaluation, pharmacy practice researchers 

throughout the country took different approaches to examining the usefulness of this 

new community pharmacy service. Some of this research was in response to 

criticism to the way in which the MUR was being implemented in practice. 

1.5.5 Problems with the MUR service 

Not long after its introduction, the MUR service, specifically in relation to the 

payments for each review conducted, attracted substantial controversy and the 

majority of negative comments were linked to the increasing numbers of MURs 

delivered. The appropriateness of an MUR for certain patients was also criticised 

(Harding, 2007; Jenkins, 2007a; Jenkins, 2007b; Melnick, 2007). Questions were 

raised around the quality of MURs and pharmacists and pharmacy establishments 

were criticised for implementing MURs only as a way to increase revenue (Goldstein 

et al., 2006; Anon, 2008; Wilcock and Harding, 2008; Anon 2009) with pharmacist 

employees reportedly feeling pressured to deliver the maximum number of MURs 

per year (Murphy, 2007; Bradley et al., 2008; Harding and Wilcock, 2010) (also see 

section 3.1 ). 

Amid questions around the value of the MUR service, there were also reports that 

GPs were not entirely satisfied with the pharmacy-based MUR service (Celino et al., 

2007; Wilcock and Harding, 2007). Much of this dissatisfaction was linked to 

problems in GPs not understanding the significance of the MUR and its place in 

patient care. This led to the publication and distribution of leaflets, specifically 

tailored to GPs and their practice managers, to address some of these issues and 

misconceptions (PSNC, 2007). In 2009 another document aiming to support GP 

practices in achieving the best value from the MUR service was published (NHS 

Employers, 2009}, but the impact of these publications have not been fully 

investigated as yet. 
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Nevertheless, questions around the quality of MURs remained and at the time of the 

Government's White Paper Pharmacy in England: Building on strengths- delivering 

the future in 2008, a number of suggestions to remedy the perceived imbalance 

between quantity and quality of MURs delivered were proposed (OH, 2008a). The 

Paper also suggested measuring real patient outcomes as key to the successful 

representation of the MUR service (this will be discussed in more detail in Chapter 

4). However, more than five years later, there is still limited published research 

focussing on the service and its outcomes. The next section will introduce and 

review published literature based on the MUR service. 

1.5.6 Evaluations of the MUR service 

Key publications which detail important features associated with the MUR service 

are listed in Table 1.1 below. This section provides a summary of some of these 

important published research papers as well as a critique of these studies based on 

accepted criteria for evaluating qualitative research (Long, 2002; Spencer et al., 

2003; Cohen and Crabtree, 2008). 

Pharmacy practice research includes the application of a range of methods, 

including interviews, focus groups, questionnaires and different forms of audit and 

the application of these methods should ideally relate to the question being 

answered. Therefore one way in which the MUR papers are considered in this 

section is to examine the questions posed by the research and the methodological 

way in which the answers were sought. By constructing a table critiquing the studies 

in this way (Table 1.2), it is argued that no research to date has provided a definitive 

answer to whether MURs are useful, of value and effective. 
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Table 1.1 Relevant published research into the MUR service 

Study Population I Aim(s) Outcomes I Results l 
Setting 

Blenkinsopp et Survey of 28 Primary To measure provision • Response rate to survey was 94% (although one respondent did not 

al., 2007b Care Organisations of MURs in the first answer the series of questions on the implementation of advanced 
(PCOs) in England year of implementation services, i.e. the MUR service) 
and 3 in Wales of the service • The overall response rate to telephone interviews was 86% 
(representing a 10% • There was a marked difference in overall provision of MURs using PCO 
stratified random To investigate barriers level prescription and population statistics (32-fold difference in MURs per 
sample of PCOs, and facilitators to million prescriptions dispensed across the PCOs and 33-fold difference in 
pharmacy leads in uptake of the service MURs per 1,000 population) 
strategic health • Overall 38% of the community pharmacies in the PCO sample had 
authorities (SHAs) and claimed payment for providing MURs with 84% of these claimed by 
the Welsh Assembly pharmacies from multiples 
Government) • 70% of contractors claiming payment were from multiple pharmacies 

Structured telephone 
although the national percentage of multiple pharmacies was 57% 

• Only 6.8% of the potential number of MURs were delivered based on the 
interviews with SHA original maximum of 200 MURs allowed per contractor per year 
pharmacy leads and 
pharmacy leads in the 
Welsh Assembly 
Government 

Bradley et al., Survey of all PCOs in To explore and identify • Response rate to survey was 74% 

2008 England (n=290 taking the key determinants • Rates of MUR service provision by multiple pharmacies were almost twice 
reconfiguration into influencing the uptake that of independent pharmacies (mean 108 vs. 56 per pharmacy for the 
account) of MURs 2006-07 financial year) 

• Pharmacies with higher levels of prescription items dispensed were more 
43 interviews (either likely to conduct MURs (p < 0.001) 
face-to-face or by • Higher levels of deprivation and proportions of patients with limiting long-
telephone) with 10 term medical conditions within the PCO were associated with significantly 
PCO representatives, lower levels of MURs being undertaken (p < 0.001) 
10 local • PCOs considered MUR training opportunities and pharmacists' motivation 
pharmaceutical to be the main drivers to MUR implementation 
committee (LPC) • . PCOs identified lack of support from GPs, accreditation of community 

-
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representatives and 23 pharmacy premises and pharmacists' confidence to perform MURs as 
community barriers to MUR implementation 
pharmacists, of which • Interview data also identified lack of GP support as a problem with lack of 
1 0 were independent communication and agreement between pharmacists and GPs potentially 
contractors adversely affecting their relationship 

• Across stakeholder groups there was a belief in MURs' potential to 
contribute to patient care 

• Concerns regarding the quality of MURs conducted were expressed by 
PCO representatives amid suggestions by both PCO representatives and 
community pharmacists that multiple pharmacy chains were putting 
pressure on pharmacists to deliver high numbers of MURs 

Harding and Postal survey To explore existing • 50 completed questionnaires were returned but the actual number of 

Wilcock,2010 questionnaire to mechanisms to ensure accredited pharmacists providing MURs at the time of the survey was 
community quality assurance of unknown and therefore a response rate was not calculated (34% of the 
pharmacies in MU As respondents were locum pharmacists) 
Cornwall (UK) • The estimated number of MURs provided in any week ranged from two to 
accredited to provide To identify parameters five for 52% of respondents while 30% indicated they provided between 
the MUR service of an MUR that eight and ten 
(n=76) as well as community • The main determinants for undertaking an MUR was the pharmacists' 
locum pharmacists on pharmacists consider judgement (84%) and patients requesting an MUR (68%) while 34% 
a PCT-held list (n=27) as indicators of quality reported undertaking an MUR because of PCT recommendations 

• 76% of respondents reported that they had standard operating 
procedures for MURs in place 

• 76% of respondents reported that there were no arrangements in the 
pharmacy for pharmacists to reflect on the effectiveness of the MUR 
service 

• 86% of respondents believed training was key to assuring an acceptable 
standard in undertaking the MUR service, while 96% felt that it was 
important to be supported by all pharmacy staff 

• 92% felt an MUR could be considered good if it involved a change in 
medication, confirmation of patients' adherence to their regimen or if the 
patient received lifestyle or self help advice 

• 1 00% of respondents believed a sub-optimal MUR was one that was 
undertaken to meet target numbers while 48% of respondents believed 
that a poor MUR was one where a GP did not act on the pharmacist's 

- '--
recommendations 
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• Only 20% of respondents believed that sub-optimal MURs were the result 
of communication-related issues 

• 48% of respondents delivered MURs by appointment while a similar 
proportion offered MUR consultations on an ad hoc basis as patients 
requested them or as staffing levels permitted 

• 48% (n=24) of respondents reported consulting their colleagues with 
MUR-related queries. Sixteen of these consultations related to issues 

I such as the effects of medicines, ten related to communication-type 
issues (e.g. how to interact with a GP} and four centred on concordance-
type issues (although these were not defined further}. For those not ' 

consulting with pharmacist colleagues, reasons included having little or no 
time to do so (58%, n=21 }, not having any problems requiring a 
consultation (39%, n=14} and lack of confidence in colleagues (1 
respondent}. 
[These figures have been quoted as published in the study. However, it is 
unclear how these relate to the overall responses received (n=50}. For 
example, if 24/50 (48% as indicated above} respondents consulted their 
colleagues it can be deduced that least 26 did not (bearing in mind that 
some of the respondents may not have answered all the survey 
questions}. However, since the study quoted 21 respondents having little 
or no time to consult with colleagues as representing 58% and 14 
respondents not having any problems requiring a consultation as 
representing 39%, one can only assume that 36 respondents did not 
consult their colleagues, which raise further questions about the validity of 
the questionnaire and the interpretation of the results.] 

Latif and Postal survey To explore factors that • Response rate was 60% 

Boardman, questionnaires to a affect the number of • 27% of respondents had not performed any MURs, 43% had conducted 

2008 convenience sample of MURs performed by between 1 and 15 MUR consultations, 31% had conducted 15 or more 
280 pharmacists community MURs 
accredited to provide pharmacists • Respondents categorised as "store based" performed significantly more 
the MUR service and MURs than "locums" (p = 0.009} but not significantly more than 
employed by one UK To investigate "managing" pharmacists 
community pharmacy community • Pharmacists with access to an accredited consultation area delivered 
chain pharmacists' attitudes significantly more MURs than those who did not (p < 0.001} 

towards the • Pharmacists working more than 20 hours per week delivered significantly 
Questionnaires implementation and _ _ __ more MURs than those who worked le~= O.OO~L '---- - -- - --

18 



included demographic value of the MUR • Gender, time since qualification, pharmacy size and having or 
and attitudinal service undertaking a clinical diploma were not found to be associated with the 
questions (including number of MURs performed 
views of the • Respondents reported that the MUR service was an opportunity for an 
pharmacists' extended extended role (93%) although this role was not further defined, that it 
role in relation to the would make better use of pharmacists' professional skills (86%), and that 
MUR service, it would enhance pharmacists' understanding of their patients' views 
effectiveness of the about medicines (96%) 

I service and barriers to • 93% of respondents were of the opinion that the MUR service would 
I 

its implementation) improve patients' use of medicines 

• 43% of respondents doubted whether GPs thought the service was of 
value to patients 

• Lack of time and support staff and lack of a suitable consultation area 
were identified as barriers to delivering the service 

• Almost half of the respondents indicated that they would perform more 
MURs if they had a reasonable financial incentive 

Latif et al., 2011 Five weeks of data To understand the • During the consultation pharmacists provided a brief explanation of the 
collection in each of contribution of the purpose of the MUR followed by a question-answer sequence that 
two purposefully MUR consultation to enabled completion of the MUR form, thus the pharmacist's use of the 
recruited pharmacies counselling practice in MUR form seemed to direct the consultation 
(one independent and community • Patients offered minimal responses to the closed nature of pharmacists' 
one multiple pharmacies questions 
pharmacy) following • Pharmacists were observed completing the form and talking to patients 
ethnographically To explore what MUR simultaneously 
orientated consultations may • At the end of the MUR pharmacists occasionally asked patients whether 
unstructured additionally offer over they had any questions but few took up the invitation to respond 
observation methods "traditional" patient- • Few patients were able to remember details of their previous MUR 

pharmacist consultation or actions taken as a result 
Observations of interactions for • Most patients reported that the MUR did not improve their knowledge and 
pharmacy activities prescription and OTC rarely affected their use of medicines 
and MUR medicines • Pharmacists were heavily involved in the dispensing process and MURs 
consultations (n=54) were therefore performed opportunistically 
were followed by • Despite acknowledging that patients on more complex regimens could 
interviews with MUR potentially benefit more from the MUR service, one pharmacist revealed 
patients (n=34), that she purposefully selected patients on fewer medications or simpler 
pharmacists (n=5) and regimens so that the MUR could be performed quickly 

--
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pharmacy staff (n=12) • Pharmacy support staff reported tensions with patients waiting for a 
prescription or wishing to speak to the pharmacist while the pharmacist 
was conducting an MUR consultation and reported that they were left to 
make judgements as to whether the MUR consultation should be 
interrupted 

Portlock et al., A prospective analysis To optimise the • 965 patients from 46 pharmacies received an asthma MUR during the 

2009 of community outcomes of MURs study period 
pharmacists' asthma • Primary non-adherence, where patients did not have their prescriptions 
MUR interventions in dispensed, was assessed through prescription counting (patients 
the Hampshire and collecting <75% of intended asthma prescriptions in the previous 12 
Isle of Wight area months were deemed non-adherent) 
(n=315) and service • 37% of patients were deemed to be primary non-adherent with their 
evaluation through asthma medication 
feedback • 63% of patients were deemed adherent with their asthma medication but 

31% of these reported secondary adherence issues (due to their beliefs 
about medicines, inhaler device issues or medicine-related issues) 

• Pharmacists recorded a total of 1 , 787 interventions of which 49% were 
educational, 41% were device checks and 10% were GP or nurse 
referrals 

• 24% of the patient feedback forms were returned 

• 87% of respondents agreed that they knew more about their condition 
since using the service while 91% agreed that they understood more 
about their medication 

• 99% agreed that the pharmacist clearly explained how they could gain 
maximum benefit from their medication 

• 98% of respondents agreed that the pharmacist's advice was useful 

• Key themes from 209 statements about what patients liked about the 
MUR service included their overall impression of the service (friendly, 
polite, relaxed, courteous), privacy, the demonstration of the inhalers, 
explanation of the medicines and convenience (short MUR, local, 
convenient) 

• Key themes from 19 statements about aspects of the service they did not 
like included the length of time spent in the MUR consultation (too long), 
the unexpected nature of the consultation, the lack of privacy, 
inconvenient location (upstairs) or interruption to the consultation 

• 61% of pharmacist questionnaires were returned 
--
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• All the MURs were initiated by the pharmacist or pharmacy staff apart 
from one which was initiated by a GP 

• 89% of pharmacist respondents agreed that the training provided enabled 
them to implement the service confidently 

• 64% of the respondents agreed that the MUR service had developed their 
professional working relationship with other healthcare professionals 

• 33% of questionnaires were returned from healthcare professionals (all 
from GPs; none from asthma nurses) 

• 79% of respondents agreed that asthma MURs were of benefit to patients 
with 71% agreeing that the service supported them in achieving their 
quality and outcomes framework (QOF) targets 

Urban et al., Semi-structured To explore community • 96% of available accredited pharmacists participated in the study of which 

2008 interviews of pharmacists' 67% were providing the MUR service at the time 
accredited community experiences of • Pharmacists reported that the MUR service increased patients' 
pharmacists in a West conducting MURs, confidence in the pharmacist and raised their profile although concerns 
Yorkshire PCT (n=22) including how this were raised around the increased waiting ·time for prescriptions when the 
using a topic guide affects their pharmacist was conducting MURs 

relationship with GPs • Pharmacists recruited patients belonging to specific therapeutic groups 
that they had more knowledge about or otherwise looked for opportunities 

To identify the extent that could potentially lead to MURs (e.g. patients who had run out of 
to which training and medicines or those already asking for advice) 
accreditation prepared • Pharmacists reported that appointment systems often led to patients not 
pharmacists for attending the consultation or cancellations 
delivering MURs • Pharmacists predominantly thought GPs were cynical about the value of 

MURs and that the MUR paperwork served little purpose 

• Pharmacists had mixed opinions on whether the MUR accreditation 
process prepared them for delivering MURs in practice. The accreditation 
training was thought to have prepared them for completion of the 
associated paperwork and understanding of the service specification, but 
pharmacists were of the opinion that the courses were too clinical and not 
helpful in terms of developing consultation skills and how to target 
different therapeutic areas 

Wilcock and Self-administered To explore GP's • The response rate was 90% 
questionnaire to 58 GP perceptions of • 60% of respondents indicated that their workina relationship with the 

----------- -
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Harding, 2007 prescribing leads in community pharmacist was good, 27% said their relationship was limited, 2% said it I 
the Cornwall and Isles pharmacist-conducted was poor while 10% reported no working relationship with their local 
of Scilly PCT area MURs community pharmacist ] 
attending one of three • Respondents were asked how often they consulted their local community 
locality-based pharmacist about drug-related issues to which 23% replied frequently (>4 
prescribing meetings times per month), 27% occasionally (1-4 times a month}; 37% rarely 
organised by the PCT (once or less a month} and 13% never 
prescribing team • 96% of respondents were aware of the MUR service 

• Overall 56% had received 1 0 or more MUR forms, 33% had received 
fewer than 1 0 forms and 12% had not received any forms 

• 60% of GPs indicated that they thought pharmacists' recommendations in 
relation to the MUR service were generally useful, but less than 20% of 
these considered the recommendations a priority 

• Respondents gave 23 explicitly negative responses to the question about 
how their practice partners perceived the usefulness of MURs. These 
included perceptions that the MUR service was a useless overpaid 
service that was poor and of no benefit to patients. The service was also 
described as a paper exercise while the acronym MUR was defined as 
"Medically Useless Review". Seven comments hinted at some positive 
views of the MUR service (e.g. the service being of mixed value, having 
limited value or being of marginal benefit}. Five responses were explicitly 
positive and included the MUR service being useful or generally helpful 
and that all GP partners acted on MUR recommendations made by 
pharmacists 

• Respondents provided a range of answers to clarify what they felt would 
be a really useful MUR, what they would regard a waste of their time and 
suggestions on how the MUR process could be improved 

Wilcock and Quantitative analysis To evaluate the Quantitative study 

Harding, 2008 of changes to quantifiable difference • Data were extracted from MUR forms and patient medication records 
prescribed medication of MURs on GP (PM As} 
following an MUR in prescribing for patients • MUR records and PMRs relating to 294 intervention patients were 
23 pharmacies who have undergone analysed 

such a review • 360 PMRs relating to the control group were also analysed 
Qualitative study of • A mean of 1.3 recommendations per patient were made to GPs as a 
pharmacists' beliefs To explore community result of the MUR 
and expectations of pharmacists' • 56.3% of recommendations appeared to have been acted upon by GPs 

-~L....-. 
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MURs (n=1 0) involving perceptions of MURs I 

telephone interviews and their impact on Qualitative study 
using a topic guide patients • Tension between employee pharmacists' professional judgement and 

organisation edicts was identified, especially where set MUR target 
numbers were perceived to generate income rather than be determined 
by patient need 

• Training to deliver MURs was perceived as being focussed on procedures 
for recording the MUR rather than skills based, leading to pharmacists' 
lack of confidence in delivering the MUR service initially 

• MURs were perceived as largely focussing on educating the patient rather 
than establishing concordance and facilitating patients to make informed 
decisions regarding their medicines use 

• Although MURs provided an opportunity to develop closer working 
relationships with GPs, respondents reported an absence of direct 
feedback from the GP and there was some uncertainty among 
pharmacists as to the content of MURs that could be perceived as 
pharmacists straying into the doctor's territory 

• The MUR service was perceived to have enhanced pharmacists' 
relationships with patients rather than with prescribers 

Youssef et al., Postal questionnaire to To determine whether • The response rate was 53% 

2010 all patients who had an patients benefit • The questionnaire consisted of 3 statements associated with a five-point 
MUR in one following an MUR Likert scale. Further information collected included patient demographic 
community pharmacy consultation and data, details on patients' medical conditions and the number of prescribed 
in Derby (n=152) whether certain groups medicines taken 

of patients derived • 68% of respondents agreed that they had "learnt more about their 
more benefit than medicines after the MUR with the pharmacist", but there was no 
others significant difference in the proportion of patients perceiving benefit based 

on whether they were taking three or more prescribed medicines or taking 
less than three (p = 0.54) 

• 58% of respondents agreed that the MUR made them more aware of side 
effects while 17% were uncertain and 23% disagreed. A significantly 
greater number of older patients (defined as >65 years of age) thought 
the MUR made them more aware of side effects (p = 0.01) 

• 83% of respondents agreed that they felt they were taking their 
medicine(s) "in the right way and at the correct time after speaking to the 
pharmacist" 

- ----
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• MUR forms and PMRs were studied to determine what interventions had 
been suggested by pharmacists and whether these had been 
implemented. From information available in the PMRs a total of 15 
interventions were made of which five were implemented (the study 
provides no further details on which interventions were implemented) 

• Out of the 152 patients, 83 respondents (55%) were asked about their 
smoking status and 11 (13%) of those were found to be smokers. Four of 
these smokers enrolled onto the available smoking cessation programme 
and successfully quit smoking 
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Table 1.2 Strengths and weaknesses of published research into the MUR service 

Study Strengths Weaknesses 

' 

Blenkinsopp et Good response rates to both the PCO survey The questionnaire was based on previous national surveys of PCOs in 2003 and 

al., 2007b (94%) and the telephone interviews (86%) 2004 following additional pilot work. Questions covered a range of topics with 
Although the PCO sample represented only respect to the new community pharmacy contract. In relation to the MUR service 
10% of the PCOs in England and Wales, the questions were focussed on whether the PCO had a strategy for medicines 
sample seemed representative of the reviews (including MURs and medication reviews by GPs) and if it included 
national population of PCOs community pharmacists, whether the PCO had agreed priority patient groups for 

the MUR service and what they were, whether the PCO had taken action to 
support local implementation of the MUR service and how and what the frequency 
of contact between LPCs and local medical committees was. In terms of the 
interview schedule, respondents were asked which aspects of the contract had 
gone relatively well and for suggestions about ways in which they thought it could 
have been improved. Although answers to these questions provided insight into 
the implementation and provision of the MUR service, these did not specifically 
focus on barriers and facilitators to uptake of the service. lt seems therefore that 
this particular information was volunteered as part of respondents' answers to 
open questions on positive and negative aspects of the contract. lt remains 
unclear whether investigation of the barriers and facilitators to the uptake of the 
MUR service, which was stated as an aim of this study, was an intention of the 
researchers at the outset as these were not specifically reported on in the results 
of the study. 

Just over a third of the community pharmacies had offered the MUR service and 
this represents a small population given the fact that only 1 0% of PCOs and SHAs 
were included in the random sample. This may have led to bias in a population 
who volunteered information on barriers to the implementation of the service, i.e. 
no investigation was done as to whether these were real barriers experienced by 
pharmacists or whether they could potentially have represented their excuses to 
implementing the service. 

Bradley et al., Clear statement of the study aim was The study aimed to explore and identify key determinants influencing the uptake 

2008 included of the MUR service. Yet seven predetermined potentially influencing factors to 
implementation were presented to respondents. Thus other key factors that could 
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have been identified by respondents may have been excluded inadvertently. 
Multi-method approach 

Only 12% of the variation in uptake of MURs was explained by the variables in the 
Good response rate to survey (74%} model, although the study recognised that the dataset was constrained by and 

limited to data which are available nationally at PCO level. 
Aimed to provide a national picture of MUR 
activity in England GPs were not represented in this study. 

There was no mention of ethical approval needed or obtained for this study. 

Harding and The questionnaire was developed based on The study was limited to community pharmacies in one geographical location. 

Wilcock, 2010 a literature review and outputs from a focus The questionnaire contained closed questions only, possibly inadvertently 
group, piloted and subsequently revised excluding views and ideas around quality parameters that respondents may have 

identified themselves. However, it should be noted that this survey was based on 
an earlier study by the same authors (Harding and Wilcock, 2008} and the aim 
was to explore whether the concerns relating to peer review in an earlier study 
were shared amongst the community pharmacists in this area. 

The authors did not explore views of PCO representatives who may have 
introduced or considered MUR quality mechanisms as part of their NHS 
phannacy contract review visits (although the MUR service does not fall within the 
remit of these visits, anecdotal reports suggest ttiat many PCO representatives 
made enquiries relating to the service as part of these visits). The only possible 
quality mechanism mentioned in the study was "consultation with colleagues" 
although the advice provided by these colleagues was not explored further nor 
linked to quality of the MURs delivered. 

The study set out to identify parameters of an MUR that pharmacists considered 
to be indicators of quality. Apart from respondents indicating that an MUR was to 
be considered sub-optimal when undertaken to meet pre-detennined targets or 
when the GP did not act on the pharmacist's recommendations, no quality 
indicators had been identified. However, there is no evidence to suggest that all 
MURs primarily initiated to meet target numbers are of poor quality and 
phannacists have no control over whether (or which) recommendations GPs 
choose to act on or ignore. lt is therefore questionable whether these findings 
could constitute parameters of quality assurance of MURs. 

~~--
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Latif and Ethical approval for the study was obtained Although the response rate in this study was 60%, more than a quarter of the 

Boardman, respondents (n = 44; 27%) had not actually conducted any MURs. The study 

2008 Associations between demographic variables contrasted this finding with that of the national evaluation by Blenkinsopp et al. 
and the number of MURs performed was (2007a) which suggested that 59% of respondents were providing MURs. 
statistically analysed using valid and relevant However the authors failed to put this figure into context of their other findings. 
statistical tests Consider for example the fact that 44 respondents (27%) indicated that they had 

not performed any MURs. A quarter of respondents (n=42; 25%) also indicated 
that they had no access to a consultation area, which was a contractual 
prerequisite for providing the MUR service. One could assume that these 
respondents would correlate. However, on further scrutiny, of the 42 respondents 
who indicated that they did not have access to a consultation room, 15 appear to 
have performed between 1 and 15 MURs and six appear to have performed 15 or 
more MURs. These respondents not delivering MURs therefore did not correlate 
with those who had no access to a consultation room. Two points are of 
importance here: 1) 21 respondents with no access to a consultation room 
actually delivered the MUR service; and 2) 14% of respondents with access to a 
consultation room failed to deliver any MURs, although the study design did not 
allow for reasons behind this to be explored. The second finding is also 
significant in light of the high proportion of respondents (93%) that indicated that 
the MUR was an opportunity for an extended role with the same percentage 
agreeing that the MUR service would improve patients' use of medicines. 

Survey questionnaires have merit in exploring the views of community 
pharmacists in relation to the value of the MUR service, but in this study, they 
failed to provide detail on the reasons for respondents' answers. For example, 
pharmacists were asked to rate their perception of the effectiveness of MURs, 
meaning that all MURs were amalgamated into one concept whereas pharmacists 
may have felt that a particular type of MUR was more beneficial or valuable 
compared to another or that a specific patient group would benefit more 
compared to another. 

Latif et al., 2011 Ethical approval for the study was obtained The interviews and observations were carried out in only two pharmacies. 
Although the MURs were carried out by different pharmacists, these results may 

Triangulation of the observers' notes and not reflect patient experiences in other pharmacies where the workflow or support 
accounts provided by participants during staff may be different or where patient expectations may be different. 
interviews was carried out 

27 



The first study to explore the views of The effect of the observer's presence on the patient-pharmacist interaction is 
pharmacy support staff unknown, although this was mentioned as a study limitation. 

Portlock et al., The study explored the views of various Interested pharmacies were chosen based on LPC selection criteria which may 

2009 stakeholders, including patients, pharmacists have introduced selection bias. 
and other healthcare professionals 

The assessment of a patient's primary adherence through prescription counting is 
a crude measure of adherence to a prescribed medication regimen. This process 
also does not allow consideration of a patient using any inhalers that may have 
been stockpiled at home in the past or ordering additional inhalers for example to 
keep at the office. 

The feedback forms were designed and tested by the LPC (although it was not 
stated how they were tested) with input from clinicians and academics but no 
patients were involved in the design of the patient feedback forms. 

The patient satisfaction questions only expected patients to report on their level of 
agreement with whether or not the MUR had met certain standards which were 
suggested by the researchers through a series of statements. However, these 
statements did not aim to explore patients' subjective and personal evaluations of 
the service that could be linked to their level of satisfaction. 

The low response rates, especially to the patient and GP feedback forms, raise 
questions around response bias. 

Although 209 statements from 230 feedback forms contained reasons why 
patients liked the MUR service, the study is not clear about whether these 
statements related to 209 individual patients or whether some patients included 
more than one statement on their feedback forms. 

lt is not clear how this study met its aim of optimising outcomes of MURs. 

Urban et al., The study included views of accredited The study was carried out in one geographical location. 
I 2008 pharmacists who were not delivering MURs 

The analysis involved developing themes from the interview transcripts but the 
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Wilcockand 
Harding, 2007 

Wilcockand 
Harding, 2008 

The response rate was 90% 

The authors highlighted that some of the 
negative views around MURs may have been 
related to misunderstanding the purpose of 
the MUR 

Retrospective study that included a control 
and intervention group 

The data collection tool was piloted and 
subsequently revised 

Although small, the purposive sample of 

actual method used was not explicitly stated. 

The study reported that community pharmacists felt MURs helped to improve 
patients' understanding and correct use of medicines, but these findings were 
only based on pharmacists' perceptions as no MUR outcomes were investigated. 

The questionnaire was based on relevant published research into MURs and local 
knowledge of MUR service developments. However, the study did not specify 
how content validity was assessed and no information on piloting the 
questionnaire was given. In addition, no information on the questionnaire design 
is given apart from reference to a free text section for comments. 

The study design did not allow further exploration of the fact that 12% of GPs 
stated they had not received any MUR forms. This was not correlated with a 
sample of pharmacists who were not delivering MURs so it is not possible to tell 
whether these forms were not received by the GP practice or just not seen by the 
GP as the service specifications at the time stated that the GP had to be sent a 
copy of each MUR consultation conducted. 

In terms of pharmacists' recommendations made as part of the MUR, 
respondents were asked to choose one of four options: 

• Really useful and to be prioritised 
• Useful, but not necessarily to be prioritised 
• One where the cost of implementing the advice given outweighs the 

benefits that usually accrue 
• Variable depending on the pharmacist 

However, the options do not appear to be mutually exclusive and may therefore 
have resulted in an inaccurate or at least incomplete picture of GP's views. 

Any changes in medication identified from the PMR may not necessarily have 
stemmed directly from recommendations made as part of the MUR service and 
may have resulted from reviews or patient consultations carried out at the 
surgery. 

PMRs are not completely accurate records of patients' medicines as patients may 
on occasion take their prescriptions to be dispensed elsewhere. 
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community pharmacies included multiple and 
independent pharmacies was spread across The population represented only a small proportion of patients at each pharmacy 
urban, semi-urban and rural communities (range 0-21 ). 

Independent analysis of interview transcripts 
was undertaken and emergent themes 
compared 

This was the first study to investigate the 
extent to which pharmacists' 
recommendations to GPs appeared to have 
been implemented 

Youssef et al., The study stated that ethical approval was This was a single-centre study in one geographical area only and the response 

2010 sought but deemed unnecessary rate was not particularly high (n=81; 53%). However, it is unclear how information 
on the smoking status of an additional two respondents (n=83) was acquired. 

Although the numbers were small, this was 
the first study to report success rates of The study aimed to determine whether certain patient groups derived more 
smokers enrolling onto a smoking cessation benefit from the MUR service than others, but only two groups were investigated. 
programme as a result of an MUR One group was based on the patient's age (65 years or below versus more than 
consultation 65 years) and the other was based on the patient's number of prescribed 

medicines (less than 3 versus 3 or more). Justification for the cut-off point for 
number of medicines was not given and different results may have been obtained 
if there were more bandings based on the number of medicines prescribed. No 
investigations based on types of medicines or medical conditions were carried 
out. 

Some of the statements in the questionnaire were ambiguously worded. For 
example the statement "I learnt more about my medicine(s) after the MUR with 
the pharmacist" surely referred to knowledge gained during the MUR consultation 
rather than a task completed and carried out afterwards. In addition, the study 
indicated that subgroup analysis by age showed a trend towards older patients 
learning more about their medicines than younger patients. However, the actual 
finding seems to be that a higher proportion of older people indicated that their 
knowledge improved compared to the proportion of younger people rather than 
that they actually learnt more. 

-----
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Further information collected referred to the number of medicines the patient was 
taking although this could have been clarified by asking how many medicines had 
been prescribed because research has shown that not all prescribed medicines 
are actually taken. 

lt is unclear how more knowledge about side effects could be directly related to 
the MUR service being beneficial to the patient, unless concerns about side 
effects were reported by the patient during the consultation. In this case it is 
conceivable that pharmacists would spend time in the MUR consultation 
addressing these issues, but not that they would make the patient aware of all the 
medicine's possible side effects which would already be listed in the patient 
information leaflet (PIL) supplied with the medicine. 

The final statement "I feel that I take my medicine(s) in the right way and at the 
correct time after speaking to the pharmacist" resulted in a high proportion of 
participants agreeing. Yet, the study did not clarity whether these patients had 
already been taking their medicines in accordance with the prescriber's intentions 
prior to the MUR consultation. lt is therefore not possible to consider this finding 
to be a direct result of the MUR consultation. 

Of the 152 MURs conducted, the pharmacist made 15 interventions. The study 
quotes this as being 9.9% leaving the reader to assume that none of the MURs 
resulted in more than one intervention being made although this is not explicitly 
stated. 
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From the research described above it can be seen that the provision of the MUR 

service, its effectiveness and perceptions of the service have all been examined in 

different ways. While these studies have provided insight into the MUR service and 

its uptake and delivery, some major weaknesses have been identified. These have 

been outlined in Table 1.2, but a summary of key points is given below. 

1.5. 7 Key shortcomings of published MUR research 

1.5. 7.1 Studies failing to meet their aims 

lt was unclear how three studies actually met their specified aims. Blenkinsopp et al. 

(2007b) aimed to investigate barriers and facilitators to the uptake of the MUR 

service, but failed to report on results relating to this aim. Portlock et al. (2009) 

aimed to optimise the outcomes of MURs but mainly reported on whether patients 

felt their knowledge about their condition and medication improved as a result of the 

MUR, whether they found the pharmacist's advice useful and what they liked or 

disliked about the service. These were not strictly speaking optimisation of the MUR, 

but results that could, in the future, improve MURs. The third study only partly met 

its aim of exploring existing mechanisms to ensure quality assurance of MURs 

(Harding and Wilcock, 201 0) as the only mechanism that was mentioned related to 

pharmacists consulting with colleagues. However, the outcomes of these 

consultations were not linked to quality assurance of MURs and at the time the 

authors admitted that aiming to establish a robust and acceptable MUR quality 

assurance mechanism was immature in a study of that nature. 

1.5. 7.2 Potential problems with validity of the results 

Portlock et al. (2009) achieved response rates of 24% to their patient and 33% to 

their GP feedback forms. These low response rates raise questions regarding the 

external validity, or generalisability, of the results. Although much higher response 

rates were achieved in other studies, such as the 80% response rate quoted by Latif 

and Boardman (2008), a significant proportion of the respondents had not actually 

delivered the MUR service. Although capturing the views of pharmacists who were 
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not delivering the service is useful in addressing low service delivery, their responses 

to questions relating to actual service delivery may have skewed the results leading 

to questions regarding the validity of the findings. 

External validity may also be a factor to consider in the study by Latif et al. (2011) 

who carried out their research in only two pharmacies. Similarly, Harding and 

Wilcock (201 0), Urban et al. (2008) and Youssef et al. (201 0) limited their respective 

studies to one geographical location introducing potential bias. However this may be 

deemed acceptable in studies of a qualitative nature where the objectives are 

generally to explore and explain occurrences rather than to test the extent to which 

the characteristics apply to a large population (Smith, 2002). 

In another study (Portlock et al., 2009) possible selection bias may have been 

introduced as the Local Pharmaceutical Committee (LPC), not the researchers, 

produced selection criteria based upon which pharmacies were chosen to 

participate. 

1.5.7.3 Methodological shortcomings 

In a study to explore and identify the key determinants influencing the uptake of 

MURs, Bradley et al. (2008) presented seven predetermined and potentially bias­

inducing factors to participants. This may have led to the inadvertent exclusion of 

other factors that participants may have identified on their own. Similarly Harding 

and Wilcock (201 0) developed a questionnaire to determine parameters that could 

be considered quality indicators of the MUR service. But the questionnaire only 

contained closed questions thus limiting and excluding respondents' views, 

comments and possible explanations for the survey options chosen. 

Latif and Boardman (2008) investigated community pharmacists' attitudes towards 

the implementation and value of the MUR service, but a major limitation of the study 

was the fact that all MURs were amalgamated into one concept. This prevented the 

identification of particular types of MURs that pharmacists may have considered 

more valuable or beneficial compared to others. 
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Portlock et al. (2009) asked patients to indicate their level of agreement with a series 

of seven statements to determine their level of satisfaction with the MUR service. 

However, six of these statements related to the extent to which MUR standards were 

being met, e.g. "the pharmacist clearly explained how I could gain maximum benefits 

from my medication", and failed to explore patients' subjective and personal 

evaluations of the service and its components that could be linked to their level of 

satisfaction with the service received (see Chapter 4 for more detail on determining 

patients' satisfaction with services received). 

A shortcoming in the study by Urban et al. (2008) was that the authors did not 

explicitly state the method used to analyse the interview transcripts developed from 

their semi-structured interviews. 

Wilcock and Harding (2007) failed to address content validity and piloting of their 

questionnaire to explore GPs' perceptions of MU As. The questionnaire also aimed 

to determine GPs' perceptions of pharmacists' recommendations made as part of the 

MUR service. Although asked to choose only one option, the statements were not 

considered mutually exclusive (see Table 1.2) and therefore the results of the study 

may have been affected. The questionnaire developed by Youssef et al. (201 0) on 

the other hand contained questions such as "I learnt more about my medicine(s) 

after the MUR with the pharmacist" which could be considered ambiguous. For 

example, the patient would not generally be expected to carry out additional tasks 

post-MU A to improve their knowledge and therefore the knowledge gained probably 

refers to information received as part of the MUR service, not "after'' the consultation. 

In addition, the study did not provide any justification for cut-off points for age (S65 

years vs >65 years) and the number of prescribed medicines used (<3 vs ~3 

medicines) and different results may have been obtained if the bandings and cut-off 

points were different. The study also failed to investigate whether the type of 

medicine prescribed or the patient's medical condition could impact the benefit 

derived from the MU A. In the same study the authors seemingly obtained 

information on the smoking status of two additional participants that did not respond 

to the postal questionnaire without providing an explanation for this anomaly. 
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1.5.7.4 Questionable inferences from results 

In terms of quality assurance of MURs, all the respondents (n=50) in a study by 

Harding and Wilcock (201 0) believed that MURs carried out to meet pre-determined 

targets numbers were sub-optimal. Nearly half (n=24) of the respondents also 

believed that poor MURs were ones where the GP did not act on the pharmacist's 

recommendations. However, it is questionable whether these findings could 

constitute parameters of quality of MURs as there is no evidence to suggest that all 

MURs primarily initiated to meet target numbers are of poor quality. Furthermore, 

pharmacists have no control over whether, or which, recommendations GPs choose 

to act on or ignore and therefore this cannot be considered to represent an indicator 

of MUR quality as the appropriateness of the recommendations were not evaluated. 

In another study, Wilcock and Harding (2008) used patient medication records 

(PMRs) to identify changes in patients' medication which they believed stemmed 

from the MUR service. But these changes cannot necessarily be attributed directly 

to the recommendations made by the pharmacist as part of the MUR service and this 

measure of quantifiable differences in GP prescribing for patients as a result of the 

MUR could therefore be considered a crude measure at best. 

Despite these shortcomings the research described above contributed to knowledge 

about the uptake of the MUR service, especially when it was first introduced, as well 

as perceived barriers and facilitators to the delivery of the service (Bienkinsopp et al., 

2007b; Bradley et al., 2008; Latif and Boardman, 2008). In addition, attempts were 

made to explore matters relating to the quality of the MUR service (Harding and 

Wilcock, 2010), the contribution of the MUR consultation to counselling practice in 

pharmacies (Latif et al., 2011 ), pharmacists' attitudes, experiences and perceptions 

of various aspects of the MUR service (Latif and Boardman, 2008; Urban et al., 

2008; Wilcock and Harding, 2008), GPs' perceptions of the MUR service (Wilcock 

and Harding, 2007), as well as potential benefit to patients (Youssef et al., 2010). 

However, there remains no clear evidence of whether MURs have value in improving 

adherence or health outcomes or whether they represent a cost effective 

intervention. The approach taken in the work underpinning this thesis has focussed 

fundamentally on two of the issues highlighted by others, but not considered to have 
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been examined effectively, namely patient recruitment to the MUR service and an 

examination of the value of the service. 

1.6 Aims and objectives 

The principal aim of the work conducted in this thesis was to investigate the value of 

the MUR service with specific reference to including patients in decisions about their 

care, evaluating the quality of the service, prioritising and recruiting patients who 

could potentially benefit from the service and providing a good quality service that 

would result in a high level of patient satisfaction. 

The specific objectives were: 

• To evaluate the MUR information leaflets used to market the service to 

patients in order to determine the portrayal of the service, 

• To consider whether the NHS MUR forms could be used as data for peer 

review audits to assess the quality of the services delivered, 

• To develop a system to assist community pharmacists in selecting patients 

who could potentially benefit from accessing the MUR service, and 

• To consider patients' satisfaction as an immediate outcome of the MUR 

service by capturing patients' and pharmacists' perceptions of the MUR. 

The next chapter (Chapter 2) provides a detailed examination of the way in which the 

MUR service was marketed within the context of patient-centred care and the impact 

that such marketing may have had in attracting patients to access the MUR. The 

phrase "medicines use review" itself, and MUR patient information leaflets (PILs) 

available at the time, are scrutinised using discourse analysis and findings are 

presented in this chapter. 

One of the outstanding issues relating to the provision of the MUR is the selection of 

patients and whether pharmacists' judgement and prioritisation resulted in the 

service being delivered to those patients who could potentially benefit from an MUR 

consultation. Chapter 3 therefore seeks to audit a cross-section of MURs delivered 

in one particular month in order to examine this question. The audit, as well as 
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looking at types of patients selected for the MUR, also investigated the number and 

types of medicines these patients were prescribed and types of advice given and/or 

recommendations made by pharmacists. On the subject of patient recruitment 

however it became necessary to examine the complexity of patients' medication 

regimens. Based on this a future recruitment strategy is detailed and discussed in 

this chapter by proposing a novel patient selection tool. 

Having argued that the new tool could enable recruitment of patients who may 

benefit from the MUR service due to potential problems with adherence to their 

medication regimens, it was important to examine patient experiences with the MUR. 

Adherence has long been associated with patients' subjective experiences of 

healthcare services and in particular their interactions with healthcare providers. Yet 

at the time of conducting this work, and even to date, no validated tool exists to fully 

capture patients' experiences in relation to satisfaction with the MUR service. lt is 

important to examine the underlying constructs associated with patient satisfaction 

with the MUR service. Therefore patients are the focal point in Chapter 4 which sets 

out to examine the potential features of any new MUR patient satisfaction 

questionnaire. This chapter puts forward a conceptual framework for the 

measurement of patient satisfaction with the MUR service. 

Chapter 5 draws together the findings of this work and relate them to current 

knowledge in order to propose further work in this area. 
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CHAPTER 2 : THE MEDICINES USE REVIEW SERVICE: 

CONSTRUCTION VIA PATIENT INFORMATION 

LEAFLETS 

2. 1 Introduction 

As discussed in Chapter 1, the introduction of the MUR service stemmed from a 

need to empower patients to take on a more active role in decisions regarding their 

health and the management of their conditions, on a par with health professionals 

(Marinker, 1997; Horne et al., 2005; Hayes et al., 2008). Patient empowerment has 

been defined as a "process designed to help patients develop the knowledge, skills, 

attitudes and degree of self-awareness to assume responsibility for their health­

related decisions" (Feste and Anderson, 1995, p.139). Aujoulat et al. (2008, p.1228) 

further argued that patient empowerment was "a process of personal transformation" 

through which patients came to terms with their threatened security and identity 

caused by the presence of a long-term medical condition and need for treatment. 

Holmstrt>m and Rt>ing (201 0) argued that this 'process' could be facilitated by 

healthcare providers and achieved through patient-centredness. The focus of this 

chapter is to examine patient empowerment in relation to the MUR service by 

considering the marketing of the MUR service and the degree to which patient 

empowerment featured in information material aimed at patients as yet na"ive to this 

service. 

In order to provide relevant background, an introduction to patient-centredness is 

first given in the context of the doctor-patient relationship including a definition of 

patient-centredness as well as a discussion of the challenges to implementing it. 

Next, the involvement of pharmacists in the patient-centredness debate through the 

MUR is described, with particular focus on the impact of such involvement on 

pharmacists' long-established identity. The conventional views about the role of 

pharmacists are examined in order to highlight the potential gap between what has 

been expected of pharmacists and what the MUR service required pharmacists to 

undertake. There is also a brief introduction to the marketing of public health 

activities through social marketing because a particular interest was to examine the 
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representation of the new service through information leaflets designed for building 

patient awareness about the service. 

2.1.1 Patient-centredness in doctor-patient consultations 

A patient-centred approach in relation to the doctor-patient consultation has been the 

topic of research for more than 40 years. When the concept of patient-centredness 

first emerged, some doctors voiced their opinion that all medical activities were 

based on the patient's individual needs and were therefore per se patient-centred 

(Balint and Norell, 1973). However, patient-centredness does not only imply 

focussing on the individual patient's needs. According to Stewart (2001) patient­

centred care involves exploring the patient's main reason for visiting their healthcare 

provider, their concerns and need for information, seeking to understand the 

patient's world, including their emotional needs and life issues, finding common 

ground on what the problem is and agreeing on its management, enhancing disease 

prevention and health promotion as well as enhancing a continuing relationship 

between the patient and the healthcare provider. Research focussing on this model 

has shown patients' desire for, and satisfaction with, patient-centred care and linked 

the approach with improvements in patient outcomes (Stewart et al., 2000; Little et 

al., 2001 a; Little et al., 2001 b). 

Patient-centred care naturally calls for a shift from the traditional paternalistic (Roter 

and Hall, 1992) 'the doctor knows best' biomedical model. Here, the health 

professional is seen as being in charge of the consultation and decisions relating to 

the health of the patient. But with patient-centred care, the transferral of power is not 

without controversy and tension. Some are of the opinion that paternalism has no 

place in modern health care (Coulter, 1999) while others reason that the biomedical 

approach provides practitioners with a professional or medical identity that does not 

require significant sharing of power (O'Fiynn and Britten, 2006). Indeed, the term 

'profession' itself has been linked to status and autonomy (Taylor et al., 2003) and as 

such The Picker Institute aimed to align 'patient-centred care' and 'professionalism' 

(Askham and Chisholm, 2006). 

Patient-centred professionalism is best understood as doctors 

fulfilling their changing (and in some cases unchanging) roles in ways 
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which coincide with changing (or unchanging) patient roles, as well as 

working with patients and others to see whether areas of conflict can 

be eased. (Askham and Chisholm, 2006, p.12) 

Being patient-centred and offering power to patients is not straightforward. One 

argument has concentrated on health professionals' fear of relinquishing control to 

patients who may not have the desire or knowledge to fully manage their own health 

care (Laine and Davidoff, 1996). This view was partly supported by McKinstry 

(2000) who demonstrated that not all patients wanted this level of participation in . 

making decisions during consultations. Those results confirmed earlier findings by 

Savage and Armstrong (1990), although Stewart (2001) later indicated that such 

findings may have been based on a misconception of what "being patient-centred" 

meant. However apart from personal conflicts, others have identified a conflict 

between a focus on patient-centredness and the structural aspects of the healthcare 

system within which these consultations were to be carried out (Barry et al., 2001; 

Gravel et al., 2006}, which is explained below. 

In the UK the planned face-to-face consultation time with a GP is 10 minutes (BMA: 

British Medical Association and NHS Employers, 2009). lt is likely that during this 

short consultation the main point of discussion would be the symptom, question, 

query or problem that the patient presented with. Thus there simply may not be 

enough time to fully discuss the impact of the presenting complaint or symptom on 

the patient's general health, or to put all the patient's fears and anxieties to rest, 

which a patient-centred approach would advocate. lt therefore comes as no surprise 

that the British Medical Association (BMA) and Royal College of GPs have called for 

the length of GP appointments to be increased to deal with the increasing complexity 

of patients' health-related problems (BMA, 2009; Royal College of GPs, 201 0). 

Patients have complex and wide-ranging needs when it comes to general practice 

consultations. However, research indicates that during GP consultations the majority 

of patient concerns remain unvoiced and therefore not addressed, especially those 

relating to worries about the possible diagnosis and what the future holds, patients' 

ideas about what is wrong, side effects of medication and not wanting a prescription 

(Barry et al., 2000). In addition, even though patients may feel they have a right to 
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challenge a doctor's authority, few ever do (Beisecker, 1990). Thus some have 

argued that shared decision-making, which aims to help patients play an active role 

in decisions concerning their health through a decision-making process shared with 

their healthcare providers (Gravel et al., 2006), and is considered a goal of patient­

centred care, cannot be achieved during the short consultation time with a GP (Barry 

et al., 2001 ). However, it has also been shown that in more than two thirds of 

consultations involving the prescribing of new drugs, no reference to side effects, 

risks or precautions was made by the GP (Makoul et al., 1995). Therefore, shared 

decision-making which requires a determined effort to provide adequate information 

to the patient so that an informed decision regarding treatment options based on the 

patient's preferences can be made, may not be achieved. From a patient's 

perspective this may be due to the fact that they may not have enough time to come 

to terms with a new diagnosis or treatment regime and therefore questions may only 

arise after they have already left the GP's consultation room. In addition, Chapter 1 

also highlighted that many repeat prescriptions are generated without a patient-GP 

consultation and that these prescriptions are often inadequately reviewed (Harris and 

Dajda, 1996; De Smet and Dautzenberg, 2004). All of this evidence suggests that 

GP consultations are not a perfect model of patient-centredness. 

Furthermore, there is scepticism among GPs about the importance of developing a 

partnership with patients during their consultation (Griffin et al., 2004). However, it is 

also possible that the focus on evidence-based medicine and reaching targets within 

the NHS, especially those linked to payments to general practices through the 

General Medical Services contract {The NHS Confederation and BMA, 2003}, may 

not be fully compatible with a patient-centred model. Questions around the 

practicality of implementing true patient-centredness that could lead to shared 

decision-making in general practice consultations (Eiwyn et al., 1999) therefore 

remain unanswered. Nonetheless there has been a renewed emphasis on policies 

promoting shared decision-making in the UK (OH, 2010a), largely due to growing 

evidence of the benefits of this approach (O'Connor et al., 2009). Nonetheless, 

patient-centredness in the patient-GP consultation could be described as potentially 

an on-going and contentious issue into which the community pharmacy MUR service 

was introduced. 
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2.1.2 Patient-centredness in the patient-pharmacist interaction 

The MUR service was introduced to "improve patient's knowledge, concordance and 

use of medicines" through a patient-pharmacist consultation (PSNC, 2004). The 

term concordance also has its roots in the philosophy of patient empowerment 

(Feste and Anderson, 1995). According to the WHO (2006) the pharmacist's role 

has evolved into "a more patient-centred approach" to address increasing health 

demands, increasing complexity of medicines and patients' poor adherence to 

prescribed medicines. But, similar to problems with patient-centredness in doctor­

patient consultations as discussed above, challenging aspects of patient-centred 

professionalism in community pharmacy settings have also been described (Rapport 

et al., 2010). These were rooted in the different agendas and experiences held by 

healthcare professionals and patients, where pharmacists felt torn between ever­

increasing conflicting tasks such as meeting the demands of the public and their 

profession and being expected to provide advice and make recommendations to 

patients in new unfamiliar situations such as a private consultation room (Rapport et 

al., 2010). Thus it is worth examining briefly the changing role of the pharmacist 

which allowed pharmacists to take on the role of delivering the MUR service and to 

enter the patient-centredness debate. 

2.1.3 The evolving role of the pharmacist 

The community pharmacist's role over the years has been intrinsically linked to the 

safe sale and supply of medicines. A variety of historical changes, including the 

separation of dispensing from prescribing in 1911, the inception of the NHS in 1948 

and the subsequent substantial increase in the number of prescriptions written by 

GPs, led to pharmacists' role becoming more focussed on dispensing. For decades, 

up until around twenty years ago, this absolute focus on dispensing prescriptions 

greatly influenced pharmacists' location within the pharmacy as they effectively 

migrated to the dispensary and out of sight of patients (Anderson, 2001 }. 

A number of initiatives were launched to draw pharmacists out of the dispensary into 

a patient-facing role. The extended role of the pharmacist advocated in the report 
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Pharmaceutical Care: the Future for Community Pharmacy (DH and RPSGB, 1992) 

aimed to increase pharmacists' contribution to health care through participation in 

health promotion campaigns and enabling a wider range of medicines to be available 

for sale. This paved the way for the development of a strategy for the future of 

pharmacy, Pharmacy in a New Age (RPSGB, 1996; RPSGB, 1997b), which 

identified four areas of pharmacy involvement, including the management of 

prescribed medicines, the management of chronic conditions, the management of 

common ailments and the promotion and support of healthy lifestyles. However, 

pharmacists have remained responsible for ensuring that any dispensed medicine is 

appropriately prescribed as they could be held liable together with the prescribing 

doctor if mistakes were made (Britten, 2001 ). Therefore, every prescription 

presented at a community pharmacy for dispensing must still be seen by a 

pharmacist who makes a judgement as to what action is required. Nevertheless 

direct contact with patients, it could be argued, remained relatively brief, 

spontaneous and unstructured (Chen and Britten, 2000) until the introduction of 

formal paid services such as the MU A. Pharmacists' perceptions of their role in 

delivering a dispensing service also influenced their social identity. 

2.1.3.1 Pharmacists' perception of their social identity based on ideas about 

their role 

According to social identity theory (Tajfel and Turner, 1979) people classify 

themselves and others into various social categories based on a shared 

understanding of societal functions. This social classification enables an individual 

to not only divide and order the social environment but also define him- or herself in 

this environment in order to create a sense of belonging (Ashforth and Mael, 1989). 

Historically, pharmacists' exclusive field of knowledge afforded them a high status in 

an earlier community, comparable to the position enjoyed by doctors (Edmunds and 

Calnan, 2001 ). Pharmacists' focus on dispensing over time though has led some to 

comment that pharmacists became overqualified for their roles and over-educated 

distributors of medicines (Eaton and Webb, 1979; Roberts, 1988; Mesler, 1991). 

Community pharmacists were described as "over-trained for what they did and 

under-utilised in what they knew" (Eaton and Webb, 1979, p.73). Some pharmacists 

also became dissatisfied with their dispensing role (Edmunds and Calnan, 2001) and 
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many described themselves as "counters and pourers", "lickers and stickers" or 

"glorified shelf stackers" (Mesler, 1991; Sidhu, 2003). lt was argued that 

corporatisation, the transfer of drug manufacturing away from pharmacies to the 

pharmaceutical industry and technological advances, led to the automation of tasks 

in the pharmacy which subsequently undermined the professional status of the 

pharmacist (Harding and Taylor, 1997, 2000; Hibbert et al., 2002; Bush et al., 2009). 

Pharmacy was subsequently characterised as an 'incomplete profession'. This was 

attributed to the pharmacist's·"failure to gain control over the social object [the drug] 

which justified the existence of its professional qualities in the first place" (Denzin 

and Mettlin, 1968, p.378). In contrast, Dingwall and Wilson (1995) suggested that 

the social object of pharmacy was not the drug as an object, but the drug as basis for 

social action. They went further to imply that pharmacists' knowledge about patients, 

side-effects and drug interactions, together with their advice-giving role contributed 

to the maintenance of order and discipline in their social world. In response, 

pharmacists explored opportunities to reclaim an extended role, such as their 

involvement in health promotion (Anderson, 2001; Bissell and Traulsen, 2005). 

However, attempts to implement these changes were inevitably linked to 

pharmacists existing social identity and judged against their 'quasi-professional' 

status. Perhaps predictably the changes were seen by some as a method of 

enhancing the professional status of pharmacy and it was judged unavoidable that 

pharmacists would be accused of encroaching on the medical professionals' territory 

(Eaton and Webb, 1979; Edmunds and Calnan, 2001; Bradley et al., 2008). 

2.1.3.2 The pharmacist's social identity as judged by GPs 

At the start of the 1990s, it was estimated that daily about half a million people in the 

UK received a prescription from their GP before taking it to a community pharmacy 

to be dispensed (Drury, 1991; Spencer and Edwards, 1992). Therefore, every day, 

potentially half a million people were seen by a GP and a pharmacist in relation to 

the same problem. Although this extent of mutual activity would imply a degree of 

close working between pharmacists and GPs, the case was not necessarily as 

simple (Drury, 1991 ). 
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Although pharmacists' extended role was endorsed in a governmental NHS review in 

1987, the proposals to extend their roles provoked much debate (Roberts, 1988) 

since GPs did not historically regard pharmacists as members of the healthcare 

team (Morley et al., 1983). Years later, in a study by Hughes and McCann (2003), 

pharmacists revealed that they still felt GPs considered them to be subordinate in 

professional terms. lt seemed that any extended role by pharmacists would be 

backed by GPs only if it represented support functions, provided that pharmacists did 

not cross the "dividing line" between them (Edmunds and Calnan, 2001, p.949). 

Therefore GPs were more sceptical about pharmacists taking on extended roles 

such as those involving them in the management of long-term medical conditions as 

these were regarded as crossing this boundary and potentially undermining the 

doctor-patient relationship. 

Much research has been devoted to exploring barriers between community 

pharmacists and GPs. GPs have expressed concerns about pharmacists becoming 

involved in roles they consider to be general practice activities while community 

pharmacists' "shopkeeper'' image (Hughes and McCann, 2003, p.601) also seems to 

have had an impact on the development of the pharmacist's role. Even patients 

seem unsure whether pharmacies are to be regarded as "clinics" or "shops" (The 

Patients Association, 2008) and their link to the retail environment led others to 

believe that they might be biased by commercial pressures (Roberts, 1988; Spencer 

and Edwards, 1992). The role of the pharmacist as viewed by the public is indeed 

complex, but some aspects of patients' perceptions of pharmacists are discussed 

below. 

2.1.3.3 Patients' perception of pharmacists' social identity 

Pharmacists attempted to reclaim their extended role as explained above, but at the 

start of the new millennium, the main health-related activities in the pharmacy were 

still seen as the dispensing of prescribed medicines, provision of advice on OTC 

medicines and advice on the treatment of minor ailments (Bissell et al., 2000). Six 

million people visit community pharmacies every day in the UK, but few customers 

actively seek health-related advice from community pharmacists (Hassall et al., 

1999; Anderson et al., 2004; Boardman et al., 2005). A systematic review found that 
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the group most likely to seek health-related advice and information on OTC remedies 

from a pharmacist was mothers with young children (Anderson et al., 2004), 

although this might have been due to an attempt to avoid "bothering the doctor'' 

(Cunningham-Burley and Maclean, 1988, p.124). Pharmacists believe the reasons 

some patients choose the pharmacy to obtain treatment for minor ailments is that 

they find it difficult to get a GP appointment, are scared of visiting the doctor because 

of fear of serious illness or they are concerned about the cost of a prescription 

versus the cost of OTC medication (Hassall et al., 1997). However, the majority of 

patients with minor ailments continue to consult their GP (Hammond et al., 2004) 

even though these conditions could be managed by a community pharmacist 

(Hassall eta/., 2001). For some patients one reason could relate to the cost of 

paying for OTC medicines versus an exemption to paying prescription charges. 

Other reasons may include patients not regarding the pharmacy as part of 

healthcare services, having concerns about privacy and confidentiality within the 

pharmacy setting (The Patients Association, 2008) or having negative perceptions of 

pharmacists (Hammond et al., 2004). But the disparity in patients' views about 

pharmacists' roles does not end here. 

Patients have repeatedly indicated that they trust pharmacists (Reader's Digest, 

2010; Royal Pharmaceutical Society, 2010), but studies have shown that some 

patients do not believe pharmacists have a significant role in patient counselling and 

monitoring of their use of medicines (Law et al., 2003). Other research has 

suggested that some patients find the pharmacist 'better than the doctor', indicating 

that individual experience or a particular patient-GP or patient-pharmacist 

relationship may affect decisions when seeking advice (Cunningham-Burley and 

Maclean, 1988). For older adults the quality of the patient-pharmacist relationship is 

strongly associated with a patient-centred approach (Worley-Louis et al., 2003). 

Much of the research referenced above dates back to the pre-MUR era and is based 

on perceptions about the traditional role of the pharmacist. With the introduction of 

the MUR service the pharmacist's role was about to change and this change had 

implications in terms of the pharmacist's social identity as well as the 

conceptualisation of the patient-pharmacist relationship (Worley et al., 2007). 
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2.1.3.4 The impact of the MUR service on pharmacists' role and social 

identity 

The implementation of the MUR service presented a fundamental change in 

community pharmacy service provision and challenged pharmacists' social identity, 

conventional behaviours as well as their interaction with patients. Whereas 

traditionally pharmacists had taken on the role of dispensers of medicines or 

providers of advice and information relating to medicines or general health and 

wellbeing, the MUR service involved them in recruiting patients and carrying out 

structured consultation-type activities. Whereas pharmacists' formal links with GPs 

were previously infrequent, mainly reactive and often limited to queries about 

prescriptions, the MUR service required them to provide GPs with a summary of the 

MUR consultation, including any recommendations to optimise the patient's 

treatment as well as any agreed actions with the patient. The patient's role on the 

other hand was transformed from being a recipient of traditional services and advice 

to being an active participant in a two-way consultation process. These new roles 

were coupled with a new set of behaviours involving making appointments, 

consultation processes and form completion while the physical environment of the 

interaction moved from the medicines counter or other public area in the pharmacy 

to a private consultation room. 

The new service also challenged traditional identities and behaviours of patients. 

However, neither patients, nor pharmacists, had previously experienced the new 

roles and interactions collectively known as the MUR service. Therefore, forming a 

perception of the MUR was a process that could be influenced by different social 

interactions and these interactions could be conceptualised as the social 

construction of the MU A. According to Burr (2003, p.S) these types of constructions 

are "bound up with power relations because they have implications for what is 

permissible for different people to do and for how they may treat others". In social 

sciences the idea that language is constitutive and constructive of social reality, 

rather than a simple reflection or representation of reality, has become more 

commonly accepted (Phillips and Hardy, 2002; Morgan, 201 0). At the inception of 

the service, the social construction of the MUR was inadvertently affected through 

the representation of the MUR service in Plls specifically designed for patients, 
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specific information leaflets aimed at GPs and their staff and through the MUR 

service specification (PSNC, 2004) available to pharmacists. 

PILs were particularly important as these fulfilled a dual purpose. Language used in 

these leaflets constructed knowledge of the social world of the MUR service as well 

as our understanding of it by redefining the identity of the pharmacist and the patient­

pharmacist relationship to support and develop appropriate patient expectations as 

discussed above. In addition, the leaflets acted as a marketing tool in order to recruit 

patients to the MUR service. Therefore, this latter concept is also considered; albeit 

briefly, below. 

2.1.4 Marketing the MUR service 

In general, it is thought that in order to run a viable business, it is vital to correctly 

handle its marketing, especially when new products or services are being launched. 

This is in order to entice people to buy or access the new features. This section 

briefly considers commercial marketing as well as social marketing and attempts to 

link these concepts to the marketing of the MUR service. 

Drucker's (1964) concept that every business is serving customers, markets or end­

users is still relevant today because of its simplicity. The term 'business' can be 

conceptualised here as any viable venture whether commercial or not. Therefore, 

even though the NHS does not have customers per se, the organisation provides 

health-related services to patients, who, as ultimate end-users, could be considered 

akin to its customers. However, because the NHS is not a commercial business, 

there is no inherent requirement to actively market NHS services to end-users. In 

addition, where services have been marketed, the approach taken has not always 

been ideal. The following quote provides a helpful focus when considering the 

marketing of NHS services: 

The key aspect of marketing is an attitude of mind. lt requires that, in 

taking 'marketing' decisions, the manager looks at these from the 

viewpoint of the customer. These decisions will thus be driven by 

what the customer needs and wants. (Mercer, 1996, p.12) 
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Hence, traditional marketing should be customer-focussed and customer-driven. In 

contrast, where NHS services are marketed, these have had the tendency to be 

launched according to the needs of the organisation, e.g. the NHS's need to save 

money or reduce waste, or according to the perceived needs of the 'customer', e.g. 

their need for more information about medicines. lt could therefore be argued that 

the major aims of the MUR service of 'reducing waste' and 'improving patients' 

adherence to medication regimens to achieve better health outcomes' are 

intrinsically linked to the organisational needs of the NHS. This concept will be 

further elaborated below. 

Marketing is a very powerful method used to bring about change in people's 

behaviour, especially in terms of attitudes to commercial products. Commercial 

marketing uses an all-encompassing approach including selection of the name 

chosen for the marketed product because every element of a campaign is 

considered important in creating the overall impression. An interesting technique 

used by marketers is to ensure that the commercial messages that accompany a 

product, focus on offering consumers short-term benefits or rewards, even though 

these may be associated with long-term costs, which are of course, not highlighted 

(Biair-Stevens, 2008). For example, advertisements of confectionery, which offers 

tempting products that bring speedy gratification, miss out references to long-term 

health costs. In the case of the MUR service, the customer (patient) is not 

purchasing a product. Nonetheless, the patient is being tempted to access a new 

service and it is important to consider that what is being offered is in total contrast to 

the enticement technique described above. Public sector services such as the MUR 

service offer patients long-term benefits, such as a longer health expectancy, at 

short-term costs, such as giving up smoking or implementing other lifestyle changes, 

which may be difficult for patients to achieve. This is clearly not as attractive as 

offering short-term benefits related to routine advertising, as patients are instead 

being asked to make sacrifices in the short-term for promised health benefit in the 

future. 

The challenge then, is to find ways of marketing such services so that despite 

inherent lack of appeal, these services become attractive to potential users. The aim 

of a successful marketing process in this case would be to influence the patient in 
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such a way that s/he accesses or uses the available service(s). The adaptation of 

marketing methods in the context of public health has led to the development of 

social marketing, which is briefly considered below (NSMC: National Social 

Marketing Centre, 2006a). 

2.1.4.1 Social marketing 

In response to the Government's White Paper Choosing Health: Making healthy 

choices easier (OH, 2004), the National Social Marketing Centre (NSMC) explored 

"opportunities to put people at the centre of a public health strategy" in lt's Our 

Health (NSMC, 2006a, p.3). This essentially meant that people's behaviour, that is 

why they act the way they do, had to be understood so that attempts to improve their 

health could include sustained support to help them change their behaviour. An 

example of a social marketing approach based on a good understanding of the 

'customer' was implemented in a smoking cessation programme for pregnant women 

in Sunderland (Lowry et al., 2004). The approach, which allowed the focus to be on 

the individual woman's needs, thoughts, beliefs and concerns rather than expecting 

them to fit around the existing service (NSMC, 2006b), resulted in a 10-fold increase 

in the recruitment of pregnant smokers onto the programme (Lowry et al., 2004). 

Another example of a social marketing approach this time based on clear 

behavioural goals is the "Food Dudes" healthy eating programme for children 

throughout the UK, Europe and the United States of America (USA) (Food Dudes, 

2009). The aim of this programme is not to change children's diets by giving them 

good food, but to find ways of motivating them to eat and enjoy it. lt involves 

biological (repeated tasting) as well as psychological (the use of role-models and 

rewards) factors to encourage behaviour change over time. 

In tenns of behaviour, French and Blair-Stevens defined health-related social 

marketing as "the systematic application of marketing concepts and techniques, to 

achieve specific behavioural goals to improve health and reduce health inequalities" 

(NSMC, 2006a, p.39). Indeed, social marketing focuses on promoting, establishing 

and sustaining changes in behaviour over time (NSMC, 2006b), as described in the 

example above. This seems to fit well with the aim of the MUR service, i.e. to 
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improve patients' use of medicines. But according to Blair-Stevens (2008) patients' 

actions are affected by more than 'what they know' (knowledge and information) and 

'what they believe' (their attitudes, values and beliefs). The effect of non-clinical 

factors on a patient's behaviour and their decision to access healthcare services (or 

not), have been addressed by socio-behavioural models, including a myriad of 

theories aiming to explain people's behaviour and behavioural intentions (Feather, 

1982; Maddux and DuCharme, 1997; Rogers and Prentice-Dunn, 1997; Smith, 2002; 

Taylor et al., 2003). 

One of the ways in which the MUR service was marketed to patients and 

pharmacists was through a series of information leaflets designed by sources that 

included the OH as well as pharmacy service providers. When the marketing of the 

MUR service is considered in relation to the concept of social marketing, it is noted 

that there was no evidence at the time that any of the established marketing theories 

or techniques had been applied to designing these leaflets. lt remained uncertain 

whether the MUR PILs were effective in representing the MUR service to patients 

and successful in motivating patients to access this new service. In fact, in its first 

year the number of patients accessing the MUR service remained lower than 

expected (Bienkinsopp et al., 2007b). Whether this was due to misrepresentation of 

the pharmacist's role or mismanagement of the marketing of the MUR remained to 

be investigated. 

2.1.4.2 Barriers to MUR service provision 

Researchers have investigated different aspects of the MUR service and identified 

numerous barriers to its provision and uptake. Some of this research was 

highlighted and discussed in more detail in section 1.5.6, Table 1.1 and Table 1.2. 

Reasons for the low uptake of this service were linked to staffing levels, lack of time 

and level of financial reward. Pharmacist factors such as confidence and problems 

with accreditation and wider pharmacy factors, such as establishing accredited 

consultation areas, problems with patient recruitment, lack of PCT support and lack 

of acceptance of the pharmacist's role by GPs were also identified as barriers to 

delivering the MUR service (Hall and Smith, 2006; Hall et al., 2006; Ewen et al., 
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2006; Foulsham et al., 2006; Blenkinsopp et al., 2007b; Blenkinsopp et al., 2007c; 

Thomas, et al., 2007). 

Several of these factors were tackled by mentorship schemes and additional training 

evenings, such as those organised by Guildford and Waverley PCT8 and Unichem9 

(Anon, 2006a; Wang, 2007). However, at the time, it was considered possible that 

the representation of the MUR service through its chosen name and the strategies 

used to market the service to patients and to other healthcare professionals could 

also have contributed to the low uptake of the service, especially where the low 

uptake was linked to patient recruitment problems. Furthermore, it remained unclear 

whether patient-centredness in the new formal structured MUR service had been 

communicated as such to patients, bearing in mind the difficulties in implementing 

patient-centredness in GP consultations (see section 2.1.1 ). The MUR service was 

intended to be a discussion between the patient and the pharmacist so as to 

facilitate patient empowerment and ultimately lead to shared decision-making. To 

investigate this further it was considered important to formally examine the 

representation of patient empowerment in the marketing material relating to the MUR 

service. 

2.1.5 Aims and objectives 

The aim of this part of the research project was to evaluate the MUR PILs used to 

market the service to patients in order to elucidate the portrayal of the service. The 

specific objectives were: 

• To analyse how the MUR service was being communicated and portrayed to 

patients, 

• To examine the way in which language and imagery associated with the MUR 

and employed in MUR PILs symbolised and gave meaning to the service, and 

• To determine how the patient, the pharmacist and any implied power relations 

were represented through the MUR leaflets. 

8 Guildford and Waverley PCT became known as Surrey PCT in 2006 and NHS Surrey in 2008 
9 Unichem rebranded to become Alliance Healthcare in 2009 
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2.2 Methods 

A social constructionist approach (Burr, 2003) was taken to interpret the socially 

constructed world of the MUR service. Social constructionist research is concerned 

with discourse and the way language shapes the way the world is seen and 

understood. 

Discourse analysis (Mills, 1997), a method used to analyse language used in talk 

·and text, was used to examine the MUR Plls. Thematic analysis was considered as 

an alternative method, but both methods have strengths and weaknesses associated 

with qualitative research (Jaworski and Coupland, 2006) and as such they could be 

criticised for not being objective. However, in terms of its strengths, discourse 

analysis is able to offer in-depth, critical descriptions of language use in specific 

contexts. lt was therefore deemed a relevant method to examine the way in which 

language and imagery associated with the MUR service and employed in MUR Plls 

symbolised and gave meaning to the service. 

Discourse analysis is underpinned by epistemology (Morgan, 201 0) and social 

construction ism theory (Phillips and Hardy, 2002; Bryman, 2008; Silverman, 2011) 

which further supported its relevance in this research. The epistemology that 

knowledge can be created through examining language for unearthing hidden 

meaning (Donyai, 2012) was particularly relevant while a social constructionist 

approach was beneficial because an attempt was made to make sense of the social 

world of the new MUR service. The focus was therefore not on how things worked, 

but on what they meant (Winch, 1958). In addition, this process can feed directly 

into the conceptualisation stage of theory-building research (Turnbull, 2002). 

Discourse analysis has been applied to a wide variety of empirical topics, including a 

study exploring the involvement of medicine counter assistants in UK community 

pharmacy encounters (Yianne and John, 2008) and a study exploring the extent to 

which pharmacists' advice provided during medication review consultations was 

accepted and acknowledged by patients aged 80 or more (Salter et al., 2007). In 

addition, it has been claimed that a discourse perspective has "contributed 
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significantly to our understanding of a series of substantive topics such as gender, 

race and power" (Phillips and Hardy, 2002, p.33). Discourse analysis was therefore 

used to determine how patient and pharmacist roles within the context of the MUR 

service were portrayed in relation to each other and what power relations (if any) 

were implied. 

2.2.1 Discourse analysis of the phrase "medicines use review" 

Initially the meaning of "medicines use review" was considered. Whether explored 

from the linguistic perspective of de Saussure or from the philosophical viewpoint of 

Peirce this phrase could be argued to be a sign with a social meaning which 'stood 

for' an entirely new concept. Based on de Saussure's (1959) thinking the concept 

medicines use review service (the 'signified') related to only one part of this linguistic 

sign. The other part consisted of its associated speech sound "medicines use 

review" (the 'signifier'). Semiotics, the science of signs, allowed the examination of 

the newly created signified and signifier to seek out the deeper meaning of this sign. 

The Oxford English Dictionary (Soanes and Hawker, 2006) was consulted for 

definitions of each component of the signifier to assist with analysis. 

De Saussure (1959) had argued that the signifieds themselves were arbitrary. For 

example, while a distinction between a train running on London's underground rail 

network and a train running on the national rail network is made through the use of 

different signifiers ('tube' and 'train' respectively), this distinction may not exist in 

other countries were the same word may be used for all railroad carriages drawn by 

a locomotive. However, nothing predetermines the nature of the signified or signifier, 

so rather than being a naming process, language depends on a system of intrinsic 

relationships. lt is not the physical nature of a train that allows it to be referred to as 

the 8:30 London-to-Manchester train, but rather its relationship to other trains. 

In the context of the MUR service then, it is conceivable that the signified "medicines 

use review service" would be compared with and judged against other medicine 

reviews or medication reviews that patients may have been aware of or experienced 

in the past. 
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2.2.2 Discourse analysis of text used in MUR PILs 

MUR PILs were obtained by conducting intemet searches and through personal 

visits to pharmacies in a South-West London area in 2006. Once the leaflets were 

obtained, each leaflet was read and reread in turn to gain an overall impression of 

the way in which all aspects of the MUR service were portrayed. Specific 

descriptions of the service's aims and potential benefit to patients were marked 

within each leaflet. Next, text associated with how the patient (the MUR service 

user), the pharmacist (the service provider) and their interaction (the actual MUR 

consultation) were portrayed was marked and these words/phrases/sentences were 

extracted from each leaflet. The social and psychological implications of these 

representations were considered and reconsidered and the text was then organised 

according to dominant themes. These themes were agreed and then arranged 

according to central themes. Images were also considered in terms of their role in 

portraying the MUR service including the patient-pharmacist interaction. Throughout 

the analysis special consideration was given to the representation of the pharmacist 

and patient in relation to each other and any implied power relations. lt is 

acknowledged that personal and professional background and experience may have 

influenced the process and therefore the aim was to establish rigor through 

credibility, e.g. by using direct quotes to show an in-depth, accurate presentation of 

the results, conformability, e.g. by considering both positive and negative aspects of 

the leaflets and dependability, e.g. through detailed methodological descriptions. 

2.3 Results 

2.3.1 The phrase "medicines use review" 

2.3.1.1 The signified, the MUR service 

The newly created 'signified', the MUR service, referred to a service involving a 

number of actions on the part of the pharmacist with the aim to "improve patients' 

knowledge, concordance and use of medicines" (PSNC, 2004). However performing 

individual tasks such as discussing a patient's use of medicine and identifying drug 

55 



interactions, which form part of the MUR service, could be considered to have been 

part of pharmacists' core services for decades and few would argue that they were 

newly introduced when the MUR service was implemented. The creation of the 

signified was therefore considered to be a consequence of the organisation and 

formalisation of these tasks under the community pharmacy contractual framework 

to facilitate remuneration. 

2.3.1.2 The signifier "medicines use review" 

According to the Oxford English Dictionary "medicines" refer to a drug or other 

substance used to treat or prevent disease. "Use" as a verb implies taking 

something as a means of achieving a purpose and as a noun it is defined as the 

power to move or control something. "Review" is defined as a formal assessment of 

something with the intention of making changes if necessary. 

The first component of the new signifier, "medicines" was deemed compatible with 

the general concept of a drug or other preparation for the treatment or prevention of 

a disease or illness. "Use" as part of the signifier was thought to suggest the taking 

or consumption of medicine(s). "Review" on the other hand was considered to be 

associated with a formal assessment, critical evaluation or one-sided analysis on the 

part of the reviewer. Based on this analysis "MUR" was considered to signify "a 

formal assessment of the way a patient uses their medicine(s)". Here de Saussure's 

(1959) claim that the concepts themselves (the signifieds) are arbitrary seemed valid 

as a distinction exists between a formal assessment done by a patient's GP, the 

"medication review", (Medicines Partnership and National Collaborative Medicines 

Management Services Programme, 2002) and the newly introduced community 

pharmacy service, the "medicines use review", even though they have a similar 

purpose. 
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2.3.2 MUR PILs 

Eleven different MUR Plls were obtained, including the official OH booklet and 

bespoke leaflets developed by wholesalers and pharmacy businesses (Table 2.1 ). 

Table 2.1 MUR Plls obtained 

Leaflet number Author/Owner of leaflet 
L1 Department of Health MUR booklet 
L2 Vantage 
L3 Unichem 
L4 Alliance Pharmacy 10 

LS Asda 
L6 Assura 
L7 Bakerhouse 
L8 Boots The Chemist lu 

L9 Day Lewis 
L10 Lloyds 
L11 Tesco 

2.3.2.1 Symbolising the MUR service 

None of the leaflets examined explicitly described the MUR service as new, but 

attempted to give descriptions of what the service entailed through a mixture of text 

and images. The aims of the MUR service according to the various leaflets are 

shown in Table 2.2. No specified aims were found in L7 and L9. 

The MUR interaction between the patient and pharmacist was described with 

inconsistent and interchangeable use of formal and informal terminology, such as 

"meeting" (L 1, L4 ), "review'' (L3, L5, L6, L9, L 11 ), "review meeting" (L 1 ), 

"consultation" (L2), "session" (L9), ''face-to-face conversation" (L 1 0), "discussion" 

(L3, L4, L6, L8), "check-up" (L4 ), "MOT" (L 1 0), "chat" (L5, L8, L 11 ), "quick" (L5), 

"simple" (L5) and "friendly" (L5). The leaflets were more consistent in representing 

the MUR service as focussed, tailored and individualised (Table 2.3), while 

highlighting the private and confidential nature of the interaction (Table 2.4). 

10 In 2006 Alliance Pharmacy and Boots The Chemist merged and became collectively known as 
Boots. 
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Seven leaflets (L3, L4, LS, L8, L9, L 10, L 11) gave an indication of the expected 

duration of the MUR consultation with quantitative indications ranging from 1 0 to 20 

minutes. All but one leaflet (L9) described the service as free, six referred to the 

NHS or the MUR being an NHS service (L 1, L4, LS, L6, L7, L 11) with three of these 

(L 1, L6, L7) incorporating the NHS logo. 

Table 2.2 Aims of the MUR service according to the PILs obtained 

"The meeting is to: 
• Help you to find out more about the medicines you are taking 
• Pick up any problems you are having with your medicines 
• Improve the effectiveness of your medicines 
• Get better value for the NHS" {L 1) 

"Would you like to: 
• Know more about the medication you are taking and why you are taking it? 
• Check that you are taking your medicines in the right way? 
• Find out about any side effects you may experience? 
• Talk about any other treatments available?" {L2) 

"The discussion will help you: 
• Learn more about the medicines you are taking 
• Identify any problems that you may be having with them 
• Improve the effectiveness of your medicines for you" {L3) 

"Medicines Check-Up provides you with a great opportunity to: 
• Ask questions about your medicines 
• Discuss any worries you might have 
• Enquire about possible changes to your lifestyle" 

"The aim of the check-up is to ensure that the medicines you take are right for you and are working 
effectively." 

"The check-up aims to help you better understand the medicines you take, how they work and what 
they do." (L4) 

"Some drugs cause occasional side effects, like tiredness or skin rashes. Occasionally one drug can 
combine with another you're taking to produce an unexpected result. A Medicines Use Review is a 
chance to discuss all this. Perhaps most importantly, it's a chance to really understand the medicines 
you take, how they work and how they help you." (L5) 

"The aim is to see if you're happy with what you take and if there's any room for improvement." (L5) 

"A review with the pharmacist will: 
• Help you understand more about the medicines you are taking 
• Help you understand how best to take your medicines 
• Improve the outcome of your treatment 
• Help identify and possibly reduce side effects 
• Help identify alternative treatment options and recommendations to your doctor" (L6) 

"To help you get the best out of your medicines" {L8) 
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"By the end of your MOT you'll: 
• Know more about your medicines and what they do 
• Understand the best way to use your medicines 
• Feel confident your medicines are now working to benefit your health" (L 1 O) 

"Our Medicine Review service is a free and easy way to help you find out more about: 
• The medicines you are taking 
• What you are taking them for 
• Any problems you may be having with them" (L 11) 

Table 2.3 Terminology portraying a focussed, tailored and individualised approach to 
the MUR service 

Phrase Leaflet 
"concentrate on you and your medicines" L1 
"your review meeting" L1 
"one to one with our pharmacist" L4 
"a meeting with your pharmacist at your local ... Pharmacy to discuss your current L4 
medicines" 
"depending on individual circumstances" L4 
"bring your medicines chart" ... "this will help our pharmacist to give you the best possible L4 
advice" 
"want you to gain the maximum benefit from vour check-up" L4 
"whether they're right for vou" LS 
"depending on your circumstances" LS 
"what happens next depends on what you discuss" L5 
"all about helping you" L5 
"you'll get the best possible advice" L5 
"your personal medication review" L6 
"designed to help you" L6 
"to helP vou get the best out of vour medicines" Le 
"the service complements the care you receive from your GP or consultant" L9 
"we know everyone has different needs" L10 
"let us help vou get more from your medicines" L11 

Table 2.4 Terminology portraying a private and confidential service 

Phrase Leaflet 
·a private area within the pharmacY" L1 
"your details, and your discussion, will be kept private" L1 
"private consultation with vour pharmacist" L2 
"confidential review of your medicines" L3 
"in our private consultation area" L4 
"privacy to discuss vour medicines freelv and ooenly, without being overheard" L4 
"confidential service" L5 
"friendly chat in complete confidence" LS 
"discussion is private and confidential and will take place in a private consultation room" L6 
"in a private area and all information provided will be confidential" L9 
"private, face-to-face conversation" L10 
"in our Quiet area" L11 
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Nine of the eleven leaflets displayed a picture on the first page, but none of them 

depicted an actual MUR interaction or environment. Three of these leaflets (L 1, L6, 

L8) used colour photographs to present an interaction between what seemed to be a 

patient and a pharmacist (although this might also have been another pharmacy staff 

member). In two of these leaflets (L 1, L8) the interaction was shown across the 

community pharmacy medicines counter within a public area of the pharmacy with 

other staff members seen in the background. The third photograph (L6) showed the 

interaction taking place in an area that looked like the pharmacy's dispensary. Four 

leaflets (L2, L3, L4, L5) displayed various pictures of tablets and capsules while 

another (L9) showed a man with a surfboard. The final picture (L 11) was of an older 

woman resting her head on a younger woman's shoulder (possibly her daughter or 

other family member). Only two leaflets (L 1, L4) displayed pictures that related to 

the MUR elsewhere in the leaflet. In the first leaflet (L 1) the small photo showing a 

patient and pharmacist discussing an inhaler appeared on page 7 out of 16. The 

second leaflet (L4) featured a small photo of an empty consultation room on page 5 

out of 8. 

In some of the leaflets the described benefits of accessing the MUR service seemed 

intangible, for example preventing unnecessary waste (L 1 ), helping the patient to 

feel better (L5), putting the patient's mind at ease (L5) and supporting the patient's 

GP (l8, L 11 ). In addition, any potential benefit from accessing the MUR service was 

devalued in leaflet L 1 by statements such as "not every pharmacy will be offering the 

service", "only a certain number of reviews" and "may have been a local decision to 

make certain diseases or groups of people a priority". 

2.3.2.2 Main themes emerging from the leaflets 

2.3.2.2. 1 Portrayed patient identities and behaviours 

Generally the leaflets portrayed the reader, or potential MUR recipient, as someone 

with a long-term medical condition, thereby assigning him/her to a group of people in 

need of health care. In keeping with this traditional identity of a patient, the reader 

was categorised as a medicine(s) user. Bearing in mind that the MUR service was 
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designed for people who were prescribed medicines for the treatment or 

management of long-term conditions, this description was to be expected. However, 

to the role of medicine user the leaflets attached a need for patients to "understand" 

or know more about their medicines through the MUR (L 1, L2, L3, L4, LS, L6, L7, 

L 10, L 11) (Table 2.5). 

The notion of becoming an 'informed' patient was associated with a series of 

proactive behaviours that hitherto were not part of the traditional patient's role in 

relation to their interaction with a pharmacist. For example, in the context of the 

MUR service, and prior to the actual MUR consultation, the patient was expected to 

become involved in activities such as asking for a review at the pharmacy, booking 

an appointment with the pharmacist, preparing for the review by completing a 

medicine chart and noting down any relevant questions. In addition, the leaflets 

outlined required activities during the patient's "meeting with the pharmacist" such as 

asking questions, providing the pharmacist with information and negotiating and 

agreeing an action plan of which they would receive a copy. Some leaflets even 

suggested that the patient had the responsibility to determine whether an MUR 

would be appropriate for them and worked to empower patients to initiate the review 

with the pharmacist. In contrast, at least one leaflet implied a more paternalistic 

relationship indicating that an invitation from the pharmacist would allow patients 

access to the MUR service (L 1 ). Other phrases supporting the traditional patient 

identity of a passive recipient of medicines and information included "Your GP knows 

about this service and will continue to be in charge of your treatment plan. Any 

recommendations about your medication will be assessed by your GP" (L9) and "all 

about the medicines you have to take" [italics added] (L 11 ). In addition the patient 

was informed that they were going to be assessed by the pharmacist because they 

may have been putting their "health at risk without even realising it" because they 

may have been doing things "wrong" (L 1 0). 

In addition to being a 'medicine user', the patient was typified as someone with a 

problem, question or concern relating to their medicine (Table 2.6). Some leaflets 

(L 1, L4, LS, L 11) even included a list of possible questions that the patient may wish 

to ask. Presumably patients were required to identify with one or more of these 

representations which in turn would persuade them to access the MUR service 
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despite the fact that access to free advice and information from any pharmacist 

would have been available through existing community pharmacy services even 

before the MUR service was introduced. 
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Table 2.5 Terminology used to represent new patient identities 

Examples of phrases Leaflet(s} Sub-theme Central theme 
(New patient identity) 

"find out more about the medicines you are taking• L1, L6 
"advice can be sought" L3 
"you'll get the right information· L5 Gathering information 
"find out more about the medicines you are taking, what you are taking them for, L11 
any_Qroblems you may be having with them" ' 

"better understand your medicines" L3,L5 
"better understand the medicines you take" L4 Improving understanding 
"you'll understand the best way to use your medicines" L6, L10 
"tog_ether you will talk through any questions or concerns" L1 Becoming an informed 
"ask questions" L4, L5 patient 
"it's better to be sure" L5 Obtaining answers 
"might feel better just having your mind put at ease" L5 
"ask your pharmacist" L6 
"know more about the medication you are taking and why you are taking it" L2, L6,L7 
"learn more about the medicines you are taking" L3 
"get the most from each medicine" L4, L5, L7 Improve knowledge 
"you'll know more about your medicines and what they do" L10 
"get to know all about your medicines" L11 
"you can ask for a review" L1 
"ask inside" L3 
"ask your pharmacist to get a review" L6 Initiating the MUR 
"ask the pharmacist if y_ou're interested" LB (optional enquiry) 
"ask us for you free prescription MOT' L10 
"ask at the pharmacy" L11 
"should ask your pharmacist for an MUR" L3 
"you should aim to request a session with your pharmacist" L9 Initiating the MUR 
"that's why it is so impo_rtant to ask for your free prescription MOT today" L10 (imperative) Being proactive and 
"get your prescription checked" L10 
"book a ... consultation" L2 prepared 
"book an appointment" L3, L5, L11 
"arrange a time" L4 
"pop into your local ... pharmacy" L5 Action required to access 
"tell them you'd like to discuss what_you're currently taking" L5 
"arrange an appointment" L6 the MUR 
"book yourself in" L7 
"booking your medicines advice session" L9 
"signs to look out for that can tell you if yc:>u need a Prescription MOT' L10 
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"how vou miaht preoare· L1 
"think about vour auestions, concerns and suggestions ... and write them down" L1,L4 
"fill in the chart" Ll, L4 LS, L11 
"make a lisr L3 
"brina all ... vour medicines with vou· L3,L9 I 

·oreoarina for your medicines check-uo· L4 
"complete the form" L4 
"along with all your medicines you should also bring your repeat prescription L4 Preparation required reauest form· 
"make notes" L5 
"soend a short time thinkina about what you would like to ask" L6 
"brina details of anv medicines· L6 
"list all vour medicines" L8 
"consider Questions vou may wish to ask" LB. L9 
"use the suggested list of questions to make sure you cover all the points about L11 
vour medication· 
"Questions you could ask" L1 
"raise these or anv other concerns" L1 
"pharmacist ... will have auestions to ask you· L1 
"tell them as much as vou can· L1 
"sav whatever YOU wane L1 
"vou will confirm the medicines you are takina" L1 
"talk about• L1, L2, L4, L5, 

Having an honest and L7, L11 
"discuss· L1, L3, L4, LS open two-way 
"discuss freely and ooenlV" L4 conversation 
"be as honest as you can" L4 Actively participating in 
"the pharmacist mav also ask vou· L4 
·ask Questions" L4,L5 decisions about own 
·vou'll be asked" LS health care 
"have a chat• L5, L8, L11 
·ask your oharmacisr L6 
"face-to-face conversation· L10 
"changes vou have agreed" L1 
"no chanaes will be made aaainst your will" L1 
"changes will only be made with your aareement" L4 Patient making 
"doctor will review any suaaested changes in consultation with you" L4 decisions I Patient taking 
"chanoes You might want to make to your medicines" LS part in decision-making 
"the final decision will rest with you and your GP" L9 
"you are under no obligation to accept the recommendations· L9 
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L1 
L4 
L5 Patient has responsibility 
L5 
L5 for own health care 

u're taking"__ __ L11 ------

Table 2.6 Representing the patient as someone with medicine-related questions, problems or concerns 

· Examples of phrases Leaflet(s) Patient representation 
"have _guestions about your medicines" L1 
"know how my tablets worked and how long I might need to stay on them" L1 
"some people have questions or worries and don't know who to talk to" L1 
"Ever had a question about_your medicines but weren't sure who to ask?" [Title] L3 Patient with questions about 
"questions about your medicines" L4 medicines 
"Most of the time we rely on their packaging to tell us about their effects. But what happens if you combine L5 
several different medicines? Will it make your medicines less effective, or perhaps cause unwanted side effects?" 
"Ever wanted to ask a question about your tablets but never dared to ask?" [Title] L7 
"taking medicines is often trouble-free, but there can be _p_roblems" L1 
"can be difficult to take medicines- for example, if they're hard to swallow" L1 
"some people end up taking lots of tablets at different times" L1 
"when someone is taking lots of medicines it can be difficult to know what each one is for" L1 
"there are medicines which don't mix with other medicines or some foods" L1 
"some people !let side effects from one or more of their medicines" L1 
"sometimes forget to take your medicines" L3 Patient with medicine-related 
"p_roblems that you may be having with them" L3 problems 
"any problems you are having" L5 
"forget to take your medicines" L7 
"you find it difficult to take your medicine" L10 
"you forget to take _your medicine" L10 
"your symptoms are not under control" L10 
"you are experiencing side effects" L10 
"you may have concerns" L1 
"raise these and any other concerns at a medicines use review" L1 
'Worried about the side effects?" L3,L7 Patient with concerns about 
"worries you might have" L4 
"any concerns you have" L4 medicines 

"worries you've got about your medicines and your health" L5 
"Do I worry about the medication I'm taking_?"[Trtlel L9 
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2.3.2.2.2 Portrayed pharmacist identities and behaviours 

The MUR PILs used a variety of pronouns to describe the pharmacist and their 

relationship with (their) patients. For example, the description "your pharmacist" (L 1, 

L2, L3, L4, L6, L9, L 1 0, L 11) could infer an existing relationship between the patient 

and one dedicated or committed pharmacist. Patients are not obliged to register with 

a particular pharmacist as they would with a GP. In this respect the leaflets worked 

to create a new identity for the pharmacist as a practitioner who could become the 

patient's regular pharmacist, and a key health professional, at least in relation to the 

MUR service. The descriptions "a pharmacist" (L 11 ), "the pharmacist" (L4, L6, L8, 

L 11) and "our pharmacist" (L3, L4, L5, L7, L 10) possibly created the concept of a 

detached pharmacist in terms of their relationship with the patient. Although 

arguably the use of "our pharmacist" could also have generated the idea of a 

pharmacist belonging to an official body or organisation which might in turn enhance 

the credibility of the pharmacist. In many instances, the pharmacist was described 

as one of a whole group of people who would look after the patient, for example 

"team" (L4 ), "we" (L4, L6, L 1 0) and "us" (L 10, L 11 ). In the main the pharmacist was 

positioned as a member of the healthcare team and as someone with expert clinical 

knowledge on how to "get the most from medicines". This reinforced the concept of 

the pharmacist's identity as an important healthcare professional with whom to 

consult. The leaflets portrayed a knowledgeable and skilled, yet friendly and caring 

pharmacist (Table 2.7), who was formally committed as part of the MUR service to 

involve patients in the MUR discussion and to educate them by providing tailored 

advice and information (Table 2.3) to the extent that they would "understand their 

medicines". Other specific pharmacist behaviours conveyed through the leaflets 

included reassuring the patient, negotiating with the patient and keeping records of 

the discussion (Table 2.8). Although the MUR service was not designed to be a 

clinical medication review session, some leaflets suggested that the pharmacist 

might recommend changes to a patient's prescription medicines (L 1, L4, L5) or 

identify alternative treatment options (L6) even though the pharmacist did not have 

access to the patient's "medical history" or "details" about their illness (L 1 ). 
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Table 2.7 Terminology used to portray the pharmacist's identity 

Examples of phrases Leaflet(s) Central theme 
(Pharmacist's identity) 

"properly trained" L1 
"will have been assessed" L1 
"have the right knowledae" L1 
"skills" L1 
"trained specifically in how medicines work" L4 
"highly trained professional" L5 
"understand the use of medicines" L5 
"skilled pharmacists" L5 
"expert pharmacists" L5 Expert in medicines 
"expert knowledge" L5 
"rest assured you'll get the right L5 
information" 
"fully qualified" L5 
"can be solved by your pharmacist" L5 
"gives you accurate advice" L5 
"pharmacist is specifically trained on how L9 
medicines work" 
"if there's an urgent problem ... talk to your L11 
pharmacist about it straight away" 
"copy of the form will be given to your GP" L3 
"copy will be sent to your GP" L4 
"work closely alongside local doctors, L4 
nurses and other health professionals" 
"work closely with other local health LS 

Member of the healthcare team 

professionals" 
"aim to request a session with your L9 
pharmacist once a vear" 
"support your doctor'' L11 
"listen and help" L1 
"ready to hear vour concerns" L1 
"because we care" L4 Friendly and caring 
"very friendly'' LS 
"friendly ... pharmacist" L11 
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Table 2.8 Pharmacists' roles and behaviours as described in the MUR Plls 

Examples of phrases Leaflet( a) Pharmacist's roles and behaviours 
"would _you like to know more" L2 
"advice can be sought from your L3 pharmacist" 
"this discussion will he!Q_you learn more" L3 
"you will also get a copy" L3 

Educates patient by providing verbal "bring your medicines chart" ... "this will 
help our pharmacist to give you the best L4 and written information 

possible advice" 
"offer information" L4 
"provided for you to take away" L4 
"notes for you to take away" LS 
"discuss how well you think your medicines L1 
are working" 
"you can ask anything at all" L1 
"toaether you will talk through" L1 
"find out how you take your medicines" L1 
"find out if you have enough information L1 
about them" 
"will have questions to ask you" L1 
"discuss" L3,L4,L5 
"discussion with you" L4 
"ask you additional questions" L4 

Involves patient in two-way discussion "ask questions" L4 
"you'll be asked" LS 
"you want to ask" LS 
"benefit you think you _g_et" LS 
"discuss any changes you may want to LS 
make" 
"talk about" L7 
"have a chat" LB 
"conversation" L10 
"kind of questions the ... pharmacist will be L11 
able to help you with" 
"answer any concerns" L4 
"talk about any worries" L4 Reassures patient 
"it's better to be sure" LS 
"having_your mind put at ease" LS 
"agreed during meeting" L1 
"with vour agreement" L4 Negotiates with patient 
"both happy with" LS 
"fill in a form" L1 
"will be logged by the _Q_harmacist" L3 Keeps records of discussion 
"will make notes" LS, L11 
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2.4 Discussion 

The MUR service formalised community pharmacists' advice-giving role and 

introduced new sets of behaviours associated with the patient-pharmacist interaction 

while the interaction itself moved to a private consultation area. However, people's 

actual behaviour is influenced by a multitude of factors, some of which have been 

explained through a variety of sociological models and theories. Even language 

should not just be considered a mode of communication as it helps to construct what 

is real, creates social interaction and influences behaviour (Burr, 2003). Therefore 

the potential meaning of the name of the new service "medicines use review" to its 

users was examined. 

2.4.1 The signifier phrase "medicines use review" and the 

signified 

lt is conceivable that the focus on patients' use of medicines played a role in the 

development of the phrase "medicines use review" to signify the nature of this 

service. The first component of the new signifier, "medicines" was compatible with 

the general concept of a drug or other preparation for the treatment or prevention of 

a disease or illness. Its inclusion in the signifier was not problematic because this 

service was designed for those who were prescribed medicines. However, it is 

known that about half of patients on long-term medication do not take their 

medicines as prescribed (Haynes et al., 2002; WHO, 2003; OH, 2005a; Home et al., 

2005). If the word "use" is meant to signify the taking or consumption of medicines, it 

is inextricably linked to what these patients are potentially not doing and therefore 

has the potential to act as a barrier to accessing the service. "Review" on the other 

hand was associated with a formal assessment, critical evaluation or one-sided 

analysis on the part of the reviewer. These actions are not fundamentally associated 

with a concordance-centred consultation which should include negotiation, reaching 

agreements and recognising the patient as a partner in decisions regarding their 

health and treatment, in other words, be patient-centred. Based on these findings it 

is possible that the implicit meaning of the phrase "medicines use review'' service to 

its potential users could in itself have acted as a barrier to accessing the service and 
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may have influenced patient recruitment. However, patients' understanding of the 

phrase "medicines use review" was not sought and thus these results remain 

theoretical. 

lt should also be noted that different MUR PILs used different signifiers for the MUR 

service, including Prescription MOT (L 1 0) and Medicine Review (L 11 ). In 2006 

Alliance Pharmacy spearheaded their public MUR campaign with the term 

"medicines check-up". At the time the research group suggested that this may be a 

more appropriate signifier for the MUR service (Donyai and Van den Berg, 2006) as 

'check-up' is an immediately recognisable term associated with routine assessments, 

for example by GPs, dentists and optometrists. By 2012 "medicines check-up" was 

used by the NPA as well as various other community pharmacies, including Boots, 

Newlands and Sainsbury's Pharmacies to signify the MUR service. Lloyds 

Pharmacy launched their television advertising campaign promoting their 'medicines 

check-ups' in June 2011 (TellyAds, 2012). 

2.4.2 The MUR Plls 

A particular recruitment and marketing tool used by pharmacists was the specially 

designed MUR PILs. These leaflets were examined through discourse analysis. 

2.4.2.1 The social world of the MUR service 

Discourse cannot be separated from its social context, which has consequences in 

terms of how language and discourse are viewed. One important aspect to consider 

is the social effect produced by the reader's interaction with the text. This suggests 

that experiences and events are categorised and interpreted according to constructs 

already available (Mills, 1997). The incorporation of the words "NHS" and the NHS 

logo in the MUR leaflets may have been sufficient to create a perception of the 

nature of the MUR service in the patient's mind. lt is also conceivable that a patient 

would categorise (Turner, 1987) their relationship with a community pharmacist 

according to their traditional interaction in the pharmacy, e.g. buying OTC medicines 

or obtaining prescription medicines. Any further written information (discourse) 
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about the service would therefore be interpreted against this background. In the 

absence of existing experience or knowledge of the MUR service, Plls helped to 

conceptualise the MUR. Consequently adequate information was fundamental to 

highlight differences between this service and existing or traditional community 

pharmacy services. Even though the patient was still portrayed in their traditional 

role as someone receiving health care, including medicines, the leaflets hinted at the 

patient's increased responsibility to take ownership of their health by 'understanding 

their medicines' and playing a more active role in their treatment. This level of 

empowerment was accompanied by a marked change in the behaviour expected 

from the patient, which included making appointments with pharmacists, preparing 

for the review, filling in medicines charts and negotiating and agreeing action plans. 

Yet none of the leaflets examined explicitly described the MUR service as new and 

hence they presupposed patients would be willing to become involved in these 

activities that were outside of their pre-existing relationship with pharmacists without 

an explicit indication of impending benefits. In the context of the leaflets being used 

as a marketing tool, it is unlikely that the associated improved "understanding" of 

one's medicines would be a sufficient 'benefit' to encourage patients to access the 

MUR service. 

The benefits that were described in the leaflets examined were not evidence-based, 

e.g. "would make you feel better", nor patient-orientated, e.g. "prevents unnecessary 

waste". The MUR service involved an additional health-related consultation for the 

patient and was described as a service designed to support the patient's GP, 

although there was no indication of how this would happen. The descriptions of 

'benefit' included in the leaflets were potentially insufficient to convince patients that 

there was any health-related benefit for them in spending additional time in 

consultation with the pharmacist. This was supported through underlying 

assumptions in the leaflets about attitudes that might lead patients to make an 

appointment with the pharmacist. Some of the leaflets focussed on motivating 

people to access the service by focussing on the perceived value (Lau et al., 1986) 

that patients would place on their health, for example by portraying images of family 

life (the patient and her daughter) or of someone healthy enough to enjoy life (the 

man with his surfboard). However, it is not possible to comment on the 

generalisability of these findings as patients' views on the leaflets and their 
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understanding of the potential benefits of the MUR service were not sought. While 

this shortcoming is acknowledged, the results presented here may prove informative 

when future PILs to promote community pharmacy services are designed. 

2.4.2.2 The reactive versus proactive approach 

In the main the leaflets appeared to promote the service to patients with issues or 

problems related to medicine-taking assuming that these problems would encourage 

patients to access the service. In addition, there is an implication that patients· 

should have identified these problems themselves. This seems to be in keeping with 

traditional access to primary care services where an appointment with a healthcare 

provider to obtain advice or treatment was generally the result of a health-related 

need identified by the patient. The leaflets therefore portrayed the MUR as a 

reactive service with the pharmacist helping a patient with a problem. However, the 

MUR service could achieve its purpose with a more proactive approach, allowing 

patients access to the service even though they may not have, or perceive to have, 

'a problem'. A patient cannot make an appointment with their GP merely to have a 

"chat", but the possibility of "talking" to the pharmacist during the MUR consultation 

could provide patients with an opportunity to voice their views and feelings about 

their treatment, explain their understanding of their medicines and how (or whether) 

they are taking it. From the pharmacist's perspective the MUR would then become 

an opportunity to listen to patients' views and concerns, explore their use and 

improve their knowledge about their medicines, address any resulting or potential 

problems and pre-empt side effects or interactions. Hence the focus would be on a 

patient-centred discussion so as to empower the patient through the provision of 

effective communication of health information and thus enabling patients to make 

informed decisions about their health and treatment and to manage their conditions 

at home. However, without the two-way discussion during the MUR consultation, the 

pharmacist would remain unaware of their patients' "actual use of medicines" 

(PSNC, 2004) and problems that were not identified by patients themselves would 

remain unidentified. In this regard a well-known quote from the former USA 

Secretary of Defence, Donald Rumsfeld, may be appropriate: 

" ... as we know now, there are known knowns; 

there are things we know we know. 
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We also know there are known unknowns; 

that is to say we know there are some things we do not know. 

But there are also unknown unknowns -

the ones we don't know we don't know." 

Through a proactive approach to the MUR service pharmacists could explore those 

'things' that patients 'don't know they don't know'. The service could then potentially 

become beneficial not only to all patients who are prescribed long-term medication 

by increasing self-efficacy and autonomy, but also to healthcare providers and the 

NHS overall. 

2.4.2.3 Empowering patients through the MUR consultation 

The MUR consultation was described with interchangeable use of formal and 

informal tenninology, the latter presumably to portray a negotiation model (Bury, 

1997) of interaction, although this would be in conflict with the portrayal of the 

pharmacist's critical assessment implied by the word "review". Nevertheless these 

inconsistent messages could potentially leave the patient unsure as to the 

cooperative nature of the service and subsequently their intended role in the MUR 

consultation. This was further compounded by the disparity between what was 

intended with the MUR and what was portrayed through the MUR leaflets in terms of 

the illustration of the environment within which the MUR was to take place. While 

the benefits of using pictures in health material have been well established (Houts et 

al., 2006), none of the leaflets incorporated any pictures showing an actual MUR 

interaction on the front page. In fact, the only two pictures relating to the MUR 

service were small and appeared towards the middle of the relevant leaflet. In 

relation to pictures the emphasis remained on the traditional patient-pharmacist 

interaction across the medicines counter where their discussion could potentially be 

overheard by others in the pharmacy. This was not helpful in promoting the power 

relationship of the patient on a par with the healthcare professional intended in the 

MUR consultation. 

Where the leaflets attempted to convey a degree of patient empowerment this was 

through the description of various proactive patient roles with the aim of seeking and 
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obtaining information from the pharmacist in order to "understand" their medicines. 

These activities presented a major shift in the patient's portrayed identity from being 

a passive recipient of medicines, i.e. being a traditional 'patient', to becoming a 

proactively informed individual taking part in decisions relating to their own health 

care. However, even though a degree of patient autonomy was implied, the ultimate 

goal of the MUR service was for the patient to become more informed about their 

medicines through knowledge imparted by the pharmacist, a friendly and caring 

expert in medicines. 

2.4.2.4 The pharmacist as patient educator to improve adherence 

The pharmacist's social identity and conventional behaviours were arguably 

challenged through the introduction of the MUR service because as part of this 

service they were required to involve patients in a two-way discussion about 

medicines and negotiate with them. While the MUR leaflets worked to create these 

new identities, they continued to portray a traditional pattern of patient-pharmacist 

relationship with the pharmacist now formally in charge of educating the patient and 

the patient responsible for understanding their medicines and taking them more 

appropriately. Wilcock and Harding (2008) also reported that pharmacists largely 

perceived the MUR service as focussing on educating the patient. There remains a 

tension between patient empowerment achieved through a patient-centred 

consultation and patient education that hides a biomedical agenda focussing on 

compliance (Dixon-Woods, 2001; Henwood et al., 2003). Although the MUR service 

aimed to "improve patient's knowledge, concordance and use of medicines" (PSNC, 

2004), the leaflets described the service as focussing more on 'improving use of 

medicines' than 'improving concordance'. lt is interesting to note that in a previously 

updated MUR service specification (PSNC and NHS Employers, 2012a) the word 

"concordance" in relation to the MUR service's aim has actually been replaced by the 

word "adherence". While concordance has its roots in the philosophy of patient 

empowerment (Feste and Anderson, 1995), adherence is considered to highlight the 

organisation's need to ensure patients are taking their medicines as prescribed and 

therefore not following a social marketing approach. This may be an indicator that 

difficulties in achieving patient-centredness resulting in patient empowerment in the 

patient-professional interaction, including the MUR, still remain. 
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Clearly then, there were potential problems with regards to the marketing of the MUR 

service and it has been argued that the name of the service and information leaflets 

developed to introduce the service to patients could be improved. Furthermore, it 

was argued in this chapter that these aspects could have acted as barriers to 

recruiting patients for the MUR service. However, in terms of patient recruitment, 

questions around prioritisation and patient selection for the MUR service remain. In 

addition, the quality of the MUR consultations is another topic to bear in mind. 

These points will be considered in the next chapter. 

2.4.3 Study limitations 

MUR Plls available online and in the South West London area at the time of the 

MUR service's inception were included. This did not present an exhaustive list of all 

MUR Plls that were produced by pharmacy chains or groups in other areas. 

Although this study investigated how written information was used to describe the 

MUR service to patients, it did not take account of the level of literacy (Davis et al., 

2007) required to fully understand the MUR Plls. 

No patients were consulted on their actual understanding of the MUR service based 

on the information provided in these leaflets limiting the generalisability of the 

findings. 
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CHAPTER 3 : ADDRESSING THE QUALITY OF THE 

MEDICINES USE REVIEW SERVICE THROUGH AUDIT 

AND CONCEPTS RELATING TO PATIENT 

PRIORITISATION 

3. 1 Introduction 

The MUR community pharmacy service formalised pharmacists' advice-giving role 

and for the first time pharmacists receive a financial reward for helping patients 

understand and take their medicines appropriately. Pharmacists are remunerated 

for each MUR delivered up to a maximum of 400 MURs (since 2007} per pharmacy 

per year (PSNC, 201 Og} (see section 1.5.4 for more detail}. At the end of the 

2008/2009 financial year, there were approximately 10,500 pharmacies in England 

(The NHS Information Centre, Prescribing Support Unit, 2009). If all these 

pharmacies had delivered the maximum number of MURs during that year (a total of 

4.2 million MURs} that would have equated to an annual MUR for just over a quarter 

of the 15.4 million people in England with one or more long-term medical conditions 

(OH, 201 Ob}. The reality is that during that year pharmacists delivered about a third 

of the maximum number of MURs allowed (PSNC, 2012b). Yet, in 2008 the White 

Paper Pharmacy in England, Building on Strengths- Delivering the Future (OH, 

2008a} implied that already there was too much focus on the quantity of MURs 

delivered, rather than on the quality of the service. Some pharmacists even voiced 

their concerns in formal letters to The Pharmaceutical Journal, associating the 

steady increase in the volume of MURs delivered and subsequent increase in 

revenue with a decrease in the service's worth (Murphy, 2007; Anon, 2008; DonJon, 

2008; Richards, 2008}. The White Paper offered a number of suggestions to 

address this perceived imbalance (OH, 2008a}, including: 

1 Introducing service quality mechanisms such as peer review audits of 

MURs, and 

2 Focusing on prioritisation of MURs to ensure the service was delivered to 

those who may benefit most and to meet local health needs. 
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This chapter is concerned with tackling these two suggestions. In order to provide 

relevant background the concept of measuring the quality of the MUR service, 

specifically through audit, is first considered. Audit routinely takes place in 

healthcare services but audit of the MUR service is yet to be established fully. There 

is the potential to conduct peer reviews of MURs either through prospective 

observation of practice or retrospective review of completed MUR paperwork but 

both are beset by potential problems. Next the subject of MUR prioritisation is 

considered. Although at the time this research was conducted, no specific guidance 

on prioritisation existed, the OH subsequently established guidelines on which 

patient groups to target, based on British National Formulary (BNF) (Joint Formulary 

Committee, 2012) classifications of medicines. This research also used BNF 

classifications to categorise prescribed medicines and relate them to medication 

complexity. The concepts of MUR prioritisation and specifically medication 

complexity and its quantification using the Medication Regimen Complexity Index 

(MRCI) are considered in detail and an approach to facilitate patient selection for the 

MUR service that is still novel despite subsequent OH guidelines is explained. 

3.1.1 Measuring MUR quality through audit 

The concept of measuring quality in terms of health and pharmaceutical care is not 

new. In the past though, it could be argued, there was more of an emphasis on a 

healthcare provider's professional judgement to ensure patients received high quality 

medical care (Brook et al., 1996) and as such the concept of quality management 

and its control in health care did not seem as advanced as they were in the 

commercialised industries and businesses (Komashie et al., 2007). Although the 

quality of health care is arguably difficult to define (Oonabedian, 1966), a variety of 

methods of quality assessment in health care have been described, including that of 

audit (Brooke et al., 1996). 

Audit has been described as a process to find the answer to whether the right thing 

is done in the right way (Smith, 1992; Benjamin, 2008). Audit is also viewed as an 

important instrument to ensure high standards of professional performance (GPhC: 

General Pharmaceutical Council, 201 0) and as such has been included as a 
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component of the essential service clinical governance (PSNC, 201 Oh) in the 

community pharmacy contractual framework (The Pharmaceutical Services 

Directions, 2005). 

In 2006, fourteen months after the MUR service was introduced, 31 standards for 

auditing the systems and processes associated with the MUR were published for the 

first time (RPSGB, 2006). These standards were largely based on the MUR service 

specification (PSNC, 2004) and focussed on ensuring that the MUR processes met 

legal, contractual and ethical responsibilities and were in line with good practice 

guidance. The standards covered three areas, namely premises (4 standards), 

process (25 standards) and content (2 standards) which largely related to 

Donabedian's (1966) own model of quality assessment that recognises structure, 

process and outcome as interconnected components. 

Requirements relating to the first two audit areas, the pharmacy premises (structure) 

and the process of delivering the MUR service (process}, had been set out in 

legislation (The Pharmaceutical Services Directions, 2005) and their subsequent 

amendments. The third area covered within the MUR audit standards, namely 

content, was where the real benefit to the patient and the quality of the service could 

presumably be assessed. This area would also give an indication of the expected 

outcomes of the MUR service. However, just the following two criteria included in 

the audit related to this aspect of the service: 1) Only issues around compliance and 

concordance should be raised by the pharmacist during an MUR, and 2) The patient 

should be given adequate opportunity to discuss any issues they may have and/or to 

ask questions. These standards clearly do not allow the full assessment of the 

content or potential quality of the MUR service, but there was some evidence relating 

to the audit of MURs already in the literature. 

In 2006 a national pharmacy chain conducted an audit of the MUR service and found 

that 47% of patients (n=398) indicated they would make changes with regards to 

how they took their medicine(s) as a result of the MUR consultation (Anon, 2006b). 

The results also showed that 55% of patients had an issue with their medicines that 

the pharmacist could resolve. In addition, 95% of customers were satisfied or very 

satisfied with the service, but this was not reported in the context of quality and no 
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further information relating to the quality of the service was published. A year after 

the introduction of the MUR service a small study in Wales aiming to identify criteria 

for assessing the quality of MUR referral documentation was carried out (James et 

al., 2008). Through a two-round electronic Delphi technique, consensus was 

achieved on 20 statements based on the MUR form. Although the study provided 

assessment criteria to enable evaluation of completed MUR forms, the feasibility, 

reliability and validity of these indicators as quality indicators to be used as part of an 

audit had not been investigated. In addition, this study was carried out based on 

statements ·relating to the original MUR form (which was replaced in 2007), limiting 

its usefulness in relation to MUR documentation that was subsequently introduced. 

The study also failed to include the views of pharmacists and GPs. Apart from this, 

at the time of the current research, no other information existed relating to the audit 

of MURs. 

Then in 2009, the RPSGB, the Royal College of GPs and the Clinical Audit Support 

Centre Ltd. launched their national multidisciplinary audit on MURs involving 

community pharmacy, general practice, Primary Care Organisations (PCOs) and 

patients who had received a MUR (RPSGB, 2009a). The aim of the audit was to 

review the effectiveness of MURs from the perspectives of various participating 

groups and to improve the quality of MURs, where appropriate. The audit focussing 

on patients' perceptions will be discussed in more detail in Chapter 4. Results from 

the first audit showed that 80% of pharmacists made recommendations to patients 

as part of the MUR consultation with 93% of patients indicating that they were likely 

to follow pharmacists' advice about medicines given and 84% believing the MUR 

service improved their knowledge about their medicines (Anon, 201 0). Although 

these results were positive in terms of the MUR service meeting its aims, patients 

were not subsequently followed-up and the impact of pharmacists' recommendations 

could therefore not be assessed. Pharmacists' recommendations were categorised 

according to seven audit criteria, including lifestyle recommendations, interactions or 

contraindications, adherence, synchronisation of repeats, patient to talk to GP, 

signposting for other services and signposting for further information. However, 

there was no assessment of the appropriateness of pharmacists' recommendations 

and while the audit resulted in recommendations on how to improve MURs, these did 

not relate specifically to improving their quality. The National Pharmacy Association 
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(NPA) and Primary Care Pharmacists' Association (PCPA) (201 0) also published a 

report on their Medicines Use Review support and evaluation programme which 

determined whether an educational intervention and structured support within a PCO 

could improve the quality of MURs. A number of recommendations were made, 

including recommendations for developing mechanisms for evaluating the quality of 

MURs and clarifying which patients to target for the MU A. In addition, the report 

concluded that a process of peer review would be useful in helping pharmacists to 

undertake effective MURs. 

In summary, at the time this research was conducted, there was a drive from the OH, 

as per the 2008 White Paper, towards limiting MURs so that only those deemed of 

acceptable quality would be conducted and remunerated. This was despite the fact 

that in theory three times the number of MURs could have been conducted before 

encroaching on the budgetary limits for the service. Pharmacists too had voiced 

concerns about the quality of MURs being conducted (Anon, 2008; Wilcock and 

Harding, 2008). On the other hand, there was very little objective data to 

substantiate concerns about MUR quality and the limited audit data that did exist did 

not prove any underlying problems with the MUR service. 

3.1.1.1 MUR peer review audits 

Peer review audits of MURs had been suggested in the White Paper (OH, 2008a) 

and other research (Foulsham et al., 2006; NPA and PCPA, 2010) as a mechanism 

for ensuring MUR quality. But no indication had been given about exactly how this 

might be achieved, or which aspects of the MUR service would be focussed upon. 

Four years later the PSNC and NHS Employers (2012b) also recommended that 

pharmacists participate in peer review to improve their practice and to assure the 

quality of the MURs they provide, but still no clarification on the process or 

suggestions for implementation were offered. 

In furtherance to this work, two potential options for peer review of MURs through an 

examination of the literature were identified: 1) peer review of the MUR process and 

patient-pharmacist consultation by an observer (prospective), or 2) peer review of 

MUR records, such as the MUR form, after completion of each consultation 
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(retrospective). Although there is paucity of evidence of successful peer review in 

the community pharmacy setting, examples of both types of peer review processes 

have been published in other research settings. For example, peer review through 

observation has been used for providing feedback on teaching in Higher Education 

Institutions (Biackmore, 2005; University of Reading, 2007), to review audiovisual 

recordings of GP consultations in primary care (Verby et al., 1979), as an 

assessment method of paediatric senior house officers and specialist registrars 

(Archer, et al., 2005), to improve practice in a variety of nursing and midwifery 

settings (Rout and Roberts, 2008) and to evaluate and monitor care provided by 

pharmacists in a medication-refill clinic (Cram et al., 1992). Peer review of 

completed documentation on the other hand has been used to monitor and improve 

the quality and documentation of clinical interventions recommended by hospital 

pharmacists (Zimmerman et al., 1997). 

3. 1. 1. 1. 1 Peer review through observation 

There is very little in the literature to help guide peer review of MURs through 

observation. The state of Texas in the USA has developed peer review committees 

with the aim to "suggest improvements in pharmacy systems to enhance patient 

care, assess system failures and make recommendations for continuous quality 

improvement purposes" (Texas State Board of Pharmacy, 2001 ). Here, an 

appropriately designed peer review process aspires to allow the quality of pharmacy 

operations to be evaluated using set outcome-based standards. Pharmacists who 

have been reprimanded by the Texas State Board have been required to develop 

and implement a Continuous Quality Improvement Program, including peer review, 

to reach and demonstrate that they meet the set standards. Since MUR audit 

standards relating to premises, process and content had been developed (RPSGB, 

2006, 2009b) (see section 3.1.1 ), it may be possible to measure practice against 

standards through peer review observations. However, when outcome-based 

standards are considered it could be argued that the outcome of the MUR service 

that is stated in the service specification (PSNC, 2004), namely "to improve patients' 

knowledge and use of medicines", could only be investigated objectively by talking to 

the patient and by recording their medicines use behaviour, not through peer review 

by observation of the MUR consultation. lt is therefore also worth considering 
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whether completed MUR forms could potentially provide sufficient information to 

allow peer review of the MUR service and an assessment of its quality. 

3. 1. 1. 1.2 Peer review through evaluation of completed documentation 

The quality of the MUR service could potentially be assessed through a retrospective 

evaluation of completed MUR forms. Such a review is based on the premise that a 

standard set of paperwork is completed in each case. The MUR service satisfies 

this criterion as "a written record of each MUR service consultation held with a 

patient" must be completed by the pharmacist (The Pharmaceutical Services 

Directions, 2005). Training on completion of the required paperwork is one of the 

aspects covered as part of the MUR accreditation process, but nonetheless 

feedback suggested that there was variation in the quality of information contained in 

these forms, especially relating to referral forms sent to the patient's GP following the 

MUR consultation {James, et al., 2008). The two versions of the MUR form available 

were discussed in more detail in section 1.5.2. At the time this part of the research 

project was conducted the original4-page national NHS MUR form (Appendix 1.2) 

had just been replaced by the 2-page form (Appendix 1.3), but both versions were in 

circulation and in use. 

3. 1. 1. 1.3 Pharmacists' views on peer review 

For any peer review process to work, it could be argued that the agreement of 

pharmacists is key to helping implement the process. Murphy and Cleveland {1995) 

suggested that peers provided a "uniquely valuable source of information", but in a 

small study of self-selecting pharmacists in Cornwall, peer review was found to be 

associated with a process of performance judgement {Harding and Wilcock, 2008). 

Although the results may not be representative of the whole pharmacy population, 

the study highlighted concerns about the use of peer review to inform 

decommissioning of the MUR service. In addition, concerns were raised with 

regards to peer review focussing on the MUR process, especially where the focus 

was on whether or not different sections of the MUR form were completed fully. 

Questions relating to the appropriateness of peer review as a form of evaluation 

82 



were also raised, especially because "a clear and comprehensive definition of a 

'quality' MUR had many facets and was best understood in an inordinately complex 

process" (Harding and Wilcock, 2008, p.675). These authors continued their 

research in this area of work and developed a postal survey based on their initial 

results to investigate whether the concerns raised were shared amongst community 

pharmacists in this same geographical area (Harding and Wilcock, 2010). This small 

study failed to identify quality indicators for the MUR service (see Table 1.2). The 

study did however suggest that "professional isolation" (Harding and Wilcock, 2010, 

p.384) hence the lack of informal learning networks of community pharmacists could 

hinder the development of quality standards for MU As. 

3.1.2 Prioritisation of MURs 

The MUR service was intended to be available annually to patients who had been 

receiving pharmaceutical services from the relevant pharmacy for at least three 

months (see section 1.5.1 for more detail on service requirements). In terms of 

selecting patients for the MUR, The Pharmaceutical Services Directions (2005) 

mentioned that pharmacists had to have regard to any notification from PCOs of 

categories of patients who could benefit from the service. But few PCOs generated 

lists of patients to target for the MUR and those that did mainly recommended that 

the MUR service was carried out on patients with long-term medical conditions, 

particularly the elderly, or patients with specific conditions, such as osteoporosis or 

diabetes (LPC Online, 2006a). These selections could have reasonably been based 

on recommendations associated with the implementation of the National Service 

Framework for Older People (OH, 2001) or other medicines management initiatives 

that were topical at the time, such as Pharmacy in the Future (OH, 2000), the 

national medicines management collaborative (NPC, 2002) and target groups for 

medication reviews by GPs (Task Force on Medicines Partnership and The National 

Collaborative Medicines Management Services Programme, 2002). The MUR 

service specification did not provide much direction either and merely stated that an 

MUR could be conducted "with patients on multiple medicines and those with long­

term conditions" (PSNC, 2004, p.1 ). 
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On 1st October 2011 The Pharmaceutical Services Directions (2011) introduced 

changes to the community pharmacy contract. lt stated that at least 50% of each 

pharmacy's annual MURs had to be carried out on patients belonging to one or more 

national target groups. These target groups were defined as: 

1 Patients taking a "high risk medicine" classified as a medicine included in 

specified BNF subsections (Table 3.1 ); 

2 Patients prescribed a respiratory drug included in specified BNF subsections 

(Table 3.2); or 

3 Patients discharged from hospital in the previous eight weeks who had 

changes made to their medicines while they were in hospital. In this instance 

the MUR should generally be offered within four weeks of discharge. 

No additional guidance was published on selecting patients for the remaining 50% of 

MURs, but the next section considers the possible selection of patients based on 

certain defined priorities. 

Table 3.1 BNF subsections indicating high risk medicines 

BNF subsection BNF subsection descriptor 
Number 
2.2 Diuretics 
2.8.1; 2.8.2 Anticoagulants (including low molecular weight heparin) 
2.9 Antiplatelets 
10.1.1 Non-steroidal anti-inflammatory druas 

Table 3.2 BNF subsections of relevant respiratory medicines 

BNF subsection BNF subsection descriptor 
number 
3.1.1 Adrenoceptor agonists 
3.1.2 Antimuscarinic bronchodilators 
3.1.3 Theophylline 
3.1.4 Compound bronchodilator preparations 
3.2 Corticosteroids 
3.3 Cromoglicate and related therapy, leukotriene recaptor 

antaaonists and phosphodiesterase type-4 inhibitors 

84 



3.1.2.1 Selecting patients according to a system of priorities 

The MUR service was introduced to address patients' use of medicines hence it 

could be argued that patients who may have, or are at risk of having, potential 

problems taking their medicines, i.e. problems with adherence to their medication 

regimens, should be targeted, or prioritised, for the service. Although Chapter 2 

argued that, for various reasons, all patients could potentially benefit from having a 

face-to-face MUR consultation with the pharmacist (see section 2.4.2), limits to the 

number of MURs that may be delivered each year renders it open to a system 

whereby patients could be prioritised for the MUR service. One way to potentially 

prioritise patients is to consider the number of medicines prescribed for each patient. 

This is because some patients can be prescribed a number of medicines, often 

referred to as 'polypharmacy' (Viktil et al., 2007). 

Polypharmacy is a major challenge facing people with long-term medical conditions. 

A survey of 2,145 adults by the RPSGB found that 43% of those aged over 65 were 

prescribed more than five medicines at any one time and that one in five admitted 

they were not taking the medicines as prescribed (Radia, 2009). As a result it was 

suggested that the elderly could particularly benefit from accessing the MUR service. 

A variety of factors contribute to an increase in the incidence of polypharmacy, such 

as long-term medical conditions becoming more prevalent, advances in medical 

treatment leading to more new medicines on the market, lower thresholds for treating 

risk factors in preventative medicine and the ageing population (Muir et al., 2001; 

Gorard, 2006). Collectively these factors also contribute to an increase in the 

complexity of patients' medication regimens which could subsequently impact on 

adherence to these regimens. This point is further discussed below. 

3. 1.2. 1. 1 Medication complexity and adherence 

If medication complexity impacts on adherence, then it would be reasonable to 

assume that MURs could be directed at patients with particularly complex medication 

regimens. But various problems with adherence studies have been reported in the 

literature, including the use of crude, indirect measurements such as counting the 

number of prescription refills, self-reporting of adherence and adherence being 
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studied as a secondary consideration or as a covariate (lngersoll and Cohen, 2008). 

On the other hand, introducing direct measures of adherence that are more reliable, 

such as observing the patient taking the medication or detection of the drug in 

biological fluid, are often not practical or cost-effective (Fairman and Motheral, 2000). 

In terms of adherence, one particular theory is that patients' beliefs about medicines, 

and specifically the balance of benefit versus concerns, determines adherence 

(Horne and Weinman, 1999). Even so, research also supports the notion that the 

complexity and behavioural demand of a regimen are strong determinants of low 

adherence (Vermeire et al., 2001; Haynes et al., 2002; lngersoll and Cohen, 2008; 

Frohlich et al., 2011) and that simpler medication regimens are associated with 

improved adherence (Ciaxton et al., 2001; Stone et al., 2001; Dezii et al., 2002; 

Hinkin et al., 2002; McDonald et al., 2002; Kripalani et al., 2007; Price et al., 2010) 

and treatment outcomes (Richter et al., 2003; Haynes et al., 2008). In contrast other 

studies have reported no association or even a negative association between dosing 

frequency and adherence while others failed to reach a definitive conclusion 

(lskedjian et al., 2002). In addition, Shalansky and Levy (2002) showed that taking 

fewer medications was associated with lower adherence in patients with 

cardiovascular disease and this finding was supported by Corsonello et al. (2009) 

who reported that the overall number of drugs was not necessarily associated with 

lower adherence. However, "complexity" was not uniformly defined in these studies 

and ranged from assessing multiple daily doses to considering the overall number of 

different medications prescribed to the patient. These definitions excluded inherent 

complexity of therapy (Corsonello et al., 2009; Oosthuizen et al., 2011) such as any 

mechanical action required, e.g. breaking a tablet, or additional directions, e.g. taking 

a tablet after food. 

3. 1.2. 1.2 Measuring medication complexity 

The Medication Complexity Index (MCI) was the first uniform measure of medication 

complexity reported (Conn et al., 1991 ). Application of the MCI has not shown 

statistically significant correlations between the MCI and adherence, but any 

correlations have been in the predicted direction. That is, in general it has been 

shown that the more complex the regimen, the lower the adherence (Conn et al., 
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1991 ). The MCI was originally developed to measure the complexity of medication 

regimens of elderly patients, but it was modified by Dilorio et al. (2003) to develop 

the Epilepsy Medication and Treatment Complexity Index (EMTCI). George et al. 

(2004) on the other hand refined the MCI which led to the development and 

validation of the M RC I. The M RCI has since been used as a basis for the 

development of the Antiretroviral Regimen Complexity (ARC) Index for use in the 

treatment of acquired immunodeficiency syndrome (AIDS) (Martin et al., 2007). 

The M RCI (see Appendix 3.1) was developed in a group of patients with chronic 

obstructive pulmonary disease (COPD) and quantified the complexity of prescribed 

medicines in terms of dosage forms, dosing frequencies and additional directions 

(George et al., 2004). Table 3.3 provides an example of the application of the M RCI 

to a patient's dosage regimen. lt shows that application of the MRCI returns a 

medication regimen complexity score (hereafter referred to as the MRCI score). A 

patient's MRCI score can be high or low (or somewhere in between) depending on 

specific factors associated with their medication regimens. 

lt could be argued that a tool such as the M RCI could also be used to score the 

overall complexity of any patient's medication regimen to identify people who could 

potentially benefit from the MUR service based on the premise that higher 

medication complexity is associated with lower adherence, which could be 

addressed through an MUR consultation. But the index require a manual process of 

entering information relating to dosage forms, dosing frequencies, dosing schedules, 

special instructions and administration directions for each medicine in the patient's 

regimen to enable calculation of a numeric value representing the complexity score. 

As such it is time-consuming and impractical for use in community pharmacies. 
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Table 3.3 Example of the MRCI applied to a patient's medication regimen 

Patient's medication regimen: 

Aspirin 75mg EC tabs Take one daily 

Atorvastatin 1 Omg tabs Take one every day 

Gliclazide BOmg tabs Take two twice a day 

Levothyroxine 25mcg tabs Take one daily 

Levothyroxine 50mcg tabs Take one daily 

Metformin 500mg tabs Take two twice a day 

Perindopril 4mg tabs Take one every day 

Application of the MRCI to obtain the regimen complexity score: 

Weighting for Weighting for Weighting for 
dosage form dosing frequency additional directions 

Aspirin 75mg EC tabs 1 Take one daily 1 . . 

Atorvastatin 1 Omg tabs 1 Take one every day 1 . . 

Gliclazide BOmg tabs 1 Take two twice a day 2 Multiple units at 
1 one time 

Levothyroxine 25mcg tabs 
1* Take one daily 1* Multiple units at 

1* 
Levothyroxine 50mcg tabs one time 

Metformin 500mg tabs 1 Take two twice a day 2 Multiple units at 
1 one time 

Perindopril 4mg tabs 1 Take one every day 1 . . 

Total score for each section 1** 8 3 

MRCI score for the regimen 1 + 8 + 3 = 12 

The following 1nstruct1ons that apply to the MRCI are relevant for th1s particular example (George et 
al., 2004, p.1374) (see Appendix 3.1): 
* Where the same medication is present more than once, but in different strengths, e.g. levothyroxine 
in this example, it should be considered as one medication. 
** In applying the MRCI each dosage form present in a regimen should be scored only once 
(therefore this regimen which contains only one dosage form, namely tablets, receives only one 
weighting for tablets). 
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3.1.3 Aims and Objectives 

In light of suggestions to address the perceived imbalance between the quantity and 

quality of MURs delivered (see section 3.1 ), the aims of this part of the research 

project were to consider whether the national MUR forms could be used as data for 

peer review audits and to develop a system to assist community pharmacists in 

prioritising patients who could potentially benefit from accessing the MUR service 

based on the complexity of their prescribed medication regimes. 

The specific objectives were: 

• To conduct a retrospective audit of completed NHS MUR forms to assess the 

validity of using these forms as data for peer review, 

• To determine what types of patients were selected for the MUR service by 

community pharmacists, 

• To investigate the possibility of applying the MRCI to a sample of MUR forms 

to enable the calculation of a regimen's complexity score to facilitate 

prioritisation of MURs delivered, and 

• To develop a simplified method of predicting medication regimen complexity 

that would correlate with the MRCI scores and that could be used in 

community pharmacy practice. 

3.2 Methods 

In September 2008 all community pharmacies of a large multiple chain within one 

geographical area in South-East England (n=33) were contacted (Appendix 3.2) and 

asked to retrospectively submit copies of all MUR forms completed between 1st and 

30th June 2008, inclusive. This one-month period was deemed to be adequate to 

allow sufficient MUR forms to be collected and the period was chosen in consultation 

with the pharmacy chain involved to avoid financial year-end and holiday periods. 

Pharmacists anonymised all forms before submission by removing patient, GP and 

pharmacist details. 
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After one reminder letter in February 2009, data on all MUR forms received (see 

section 3.3 for details on number of forms) were transferred to an Excel® 

spreadsheet, including: 

• the patient's gender and age {where available), 

• the medicines and dosage regimens, 

• the dosage regimens as the patient took their medicines, 

• information on the patient's knowledge of the medicines' use and how they 

were taking the medicines, 

• whether more information on the medicines were provided by the pharmacist, 

• appropriateness of the formulations, 

• whether the medicines were working, 

• whether any side effects were present, 

• general comments relating to the patient's health or medicines, and 

• the MUR action plan. 

Each medicine was coded according to its therapeutic classification in BNF chapters 

and subsections {Joint Formulary Committee, 2009). The number of medicines per 

patient was calculated using Excel®. 

3.2.1 Retrospective MUR audit 

Patients' prescribed medicines listed on the MUR forms that were subsequently 

included in the national MUR target groups {see section 3.1.2, Table 3.1 and Table 

3.2) when they were published were identified in retrospect. This was done by 

comparing the BNF subsections of the national target groups with the BNF 

classifications obtained through the coding exercise described above {see section 

3.2). The idea was to calculate which pharmacies had conducted MURs during June 

2008 {without national guidelines in place) that belonged to the subsequent national 

MUR target groups. Written recommendations made by pharmacists in the MUR 

action plans were categorised according to the seven MUR audit criteria set out by 

the RPSGB (RPSGB, 2009b) (see section 3.1.1 ). These recommendations were 

also analysed to identify additional themes. Ethical approval for this retrospective 

audit which was based on anonymised data was not required. 

90 



3.2.2 Measuring medication regimen complexity 

3.2.2.1 Development of new dosage form categories 

The MAC I had been developed based on the medication regimens of patients with 

COPD. As seen in Appendix 3.1 , although comprehensive, not all dosage forms, 

dosing frequencies and additional directions are covered by the MRCI. In order to 

enable the application of the MRCI to each patient's MUR medication regimen, it was 

necessary to extend the dosage form category of the original MRCI for wider 

application to the range of medicines found here. This meant that rather than using 

the MAC I instructions which specify only dosage forms commonly found in 

respiratory medication regimens, it was necessary to develop dosage form 

categories and corresponding scores as a separate exercise to eventually calculate 

a medication regimen complexity score for the MUR regimens included on the MUR 

forms received. In addition to 32 dosage form categories already covered by the 

MRCI, six additional categories were identified from the forms received, i.e. 

effervescent tablets, soluble/dispersible tablets, bath emollients, shampoos and 

scalp applications, breath-actuated aerosol inhalers and rectal ointments. 

A panel of experts consisting of pharmacists working across community pharmacy 

and academia (n=7) was formed in order to validate these new categories. The 

panel was given a copy of the existing MRCI dosage form category weightings and 

asked to independently add weightings to the additional six categories. Agreement 

between the panel members for each new category was assessed using Kendall's 

coefficient of concordance (W) (Sheskin, 2004) (see equation 3.1 below). 

W= 12S 
p 2(nL n)- pT 

with 

S = Lf=tCRi- R) 2 

Where: 
S is a sum-of-squares statistic over the row sums of ranks Ri 
Rt is the row marginal sums of ranks received by each category 

R is the mean of the Rt values 
p is the number of panel members Oudges) 

n is the number of categories in the set 

T is a correction factor for tied ranks 

(3.1) 
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3.2.2.2 Application of the MRCI to medication regimens on the MUR forms: 

defined here as the actual MRCI score 

Patients' prescribed medication regimens as recorded on the MUR forms, i.e. the 

dosage forms, dosage instructions and additional directions, were assigned 

weightings according to the published MRCI and extended dosage form categories 

described in section 3.2.2.1. The MUR forms provided sufficient detail to enable the 

application of the MRCI in this way (see Appendix 3.3). Where any ambiguities 

arose the research team discussed and agreed on the coding. 

Application of the MRCI made it possible to calculate the actual MAC I score (see 

Appendix 3.3) for each MUR form, i.e. for each individual patient's prescribed 

medication regimen as recorded on the form. lt should be noted that calculating the 

actual MRCI score for each patient does not involve a straightforward additive 

process because each different dosage form present in the regimen is scored only 

once and if the same medication, i.e. same brand and dosage form, is present in 

different strengths, it is still considered as one medication (see Table 3.3 and 

Appendix 3.1 for clarification). These and other stipulations in the MRCI instructions 

make the tool complex and labour-intensive to apply. 

3.2.2.3 Calculation of complexity scores using an alternative additive 

approach: defined here as the alternative complexity score 

Due to the complexities associated with the application of the MRCI, a new process 

was devised and applied in order to test whether the labour-intensive way in which 

the MAC I instructs calculation of the actual M RCI score was really necessary. This 

involved first assigning MRCI weightings to each prescribed medicine in a patient's 

regimen to determine individual complexity scores for each medicine, hereafter 

referred to as the medicine complexity score (see Appendix 3.3). 

An overall alternative complexity score was then calculated for each regimen by 

adding together the individual medicine complexity scores. This was carried out in 

order to examine ways of simplifying the process of determining a regimen's total 
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complexity score. Therefore, to reiterate, the individual medicine complexity score 

for each medicine in the regimen was used in an additive way regardless of how 

many times a specific dosage form was present in the regimen and whether the 

same medication was present in various strengths (see Appendix 3.3). Thus the 

medicine complexity score and the actual MRCI score for each regimen were not 

similar because, as described in section 3.1.2.1.2, the calculation of the actual M RCI 

score is not a straightforward additive process. 

3.2.2.4 Obtaining average complexity scores for each BNF medicine 

category: defined here as the predicted complexity score 

As explained in section 3.1.2.1.2, and again above, the M RCI involves an academic 

process that is not practical in a community pharmacy setting. Therefore it was 

deemed necessary to test the possibility of predicting a patient's medication regimen 

complexity score based on their prescribed items without full application of the 

MRCI. To work towards such a prediction, the prescribed medicines in each 

patient's regimen were categorised according to their BNF subchapter category level 

(e.g. 1.1 ). An individual complexity score for each of these categories was then 

calculated by applying the MRCI to each individual medicine present in that 

category, i.e. calculate the weightings corresponding to their dosage forms, dosing 

frequencies and additional directions, but without considering the overall regimen the 

medicine was part of. lt was then possible to obtain an average complexity score for 

each BNF subcategory by averaging the medicine complexity scores within that 

category. 

Once these average complexity scores for each BNF subcategory had been 

calculated, these new scores were applied to each patient's medication regimen. By 

summing up these new average complexity scores for each medicine present in a 

patient's regimen it was possible to calculate a predicted complexity score for each 

medication regimen. Thus in addition to the actual M RCI score and the alternative 

complexity score, a predicted complexity score was also calculated for each patient's 

medication regimen. 
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So, to summarise, the actual MRCI score was calculated using the published M RCI 

as intended by its creators, the alternative complexity score was calculated by 

adding together the individual medicine complexity scores, which was based on the 

MAC I weightings, in each regimen and the predicted complexity score was 

calculated by applying the BNF subcategory average to each medicine in a regimen 

and then summing these up to obtain the final score. 

The correlation between the number of items in the regimen and the actual MAC I 

score, the alternative complexity score and the predicted complexity score as well as 

the correlation between the alternative and predicted complexity scores and the 

actual MRCI score were all examined using the regression function of Predictive 

Analytics Software (PASW~ Statistics (version 18.0). 

3.3 Results 

A total of 498 MUR forms were submitted by 17 (51.5%) community pharmacies. 

These included both version 1 (from 14 pharmacies) and version 2 (from 4 

pharmacies) MUR forms. One pharmacy had completed and submitted both 

versions during the relevant time period. Thirty four submissions (6.8%) contained 

only the MUR action plan without details of patients' medication and had to be 

excluded from the main analysis (two pharmacies submitted MUR action plans only). 

However, these MUR action plans contained sufficient detail to be included in the 

thematic analysis of pharmacists' recommendations. Three MUR forms contained 

details about the patient's medicine, but the action plan was not submitted and 16 

action plans, although included in the submission, were blank (Figure 3.1 ). 
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- 34 forms containing no details 
of patients' medication 

464 forms 
· containing details of 
patient's medication 
included in analysis 

498 MUR forms 
received 

- 3 forms with no action 
plan attached 

- 16 forms with no 
completed action 
plan 

479 action 
plans included 

in analysis 

Figure 3.1 Breakdown of the number of completed MUR forms and MUR action 
plans included in the analysis 

Completed MUR forms relating to 464 patients (45.4% male; 53.4% female; 1.2% 

not stated) contained a total of 2,335 items (mean 5.03 items per patient; range 1-

17). The patient's age was available on 297 MUR forms (64%) and ranged from 19 

to 108 years. Information available in the free text areas of the MUR forms 

subsequently showed that nine prescribed items (relating to eight patients) were 

listed on the forms even though they were not current medicines. These items were 

presumably included because these MUR forms were initially populated 

electronically based on the PMR held at the pharmacy (Wang, 2007) rather than 

from information divulged by the patient. These items were separate from situations 

where other medicines were stopped by the patient, i.e. highlighting adherence 

problems during the MUR consultation. Therefore a total of 2,326 items (mean 5.01 

items per patient; range 1-17) remained to be analysed. 

The total number of items consisted of 2,259 (97 .1 %) prescribed medicines (mean 

4.87 items per patient), as well as 27 (1.2%) devices (e.g. peak flow meters, lancets, 

diagnostic and monitoring agents for diabetes mellitus, pen needles and 

nebuhalers), 39 (1.7%) OTC medicines and one medicine that was not legible on the 

form. A breakdown of the number of prescribed items per form, i.e. per patient, is 
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shown in Table 3.4. Nearly two thirds (63.1 %) of forms contained four or more 

medicines with 17 (3.7%) forms containing only one medicine. The prescribed 

medicines were coded according to the BNF chapter to which they belonged (Table 

3.5). 45.1% of all prescribed items belonged to BNF chapter 2 (the cardiovascular 

system). These items were prescribed to 345 (74.4%) patients. On further analysis 

it was found that overall333 (71.8%) patients were prescribed medication(s) to lower 

their blood pressure and/or their cholesterol levels. 

Table 3.4 Total number of prescribed items included on the MUR rorms 

Number of Items Number of Percentage of Total number of 
on form forms forms(%) items 

1 17 3.7% 17 
2 80 17.2% 160 
3 74 15.9% 222 
4 73 15.7% 292 
5 66 14.2% 330 
6 52 11.2% 312 
7 35 7.5% 245 
8 20 4.3% 160 

>8 47 10.1% 521 

TOTAL 464 100% 2,259 

Table 3.5 Prescribed medicines per BNF chapter 

BNF chapter 
Number of Percentage 
medicines of total 

Chapter 1 Gastro-intestinal system 169 7.5% 

Chapter 2 Cardiovascular system 1,018 45.1% 

Chapter 3 Respiratory system 223 9.9% 

Chapter 4 Central nervous system 253 11.2% 

Chapter 5 Infections 14 0.6% 

Chapter 6 Endocrine system 216 9.6% 

Chapter 7 Obstetrics, gynaecology, and urinary-tract disorders 48 2.1% 

Chapter 8 Malignant disease and immunosuppression 15 0.7% 

Chapter 9 Nutrition and blood 60 2.7% 

Chapter 10 Musculoskeletal and joint diseases 102 4.5% 

Chapter 11 Eye 43 1.9% 

Chapter 12 Ear, nose and oropharynx 40 1.8% 

Chapter 13 Skin 53 2.3% 

Chapter 14 Immunological products and vaccines 0 0.0% 

Chapter 15 Anaesthesia 0 0.0% 

Unallocated* 5 0.2% 

TOTAL 2,259 100% 

*F ive unallocated medicines included two borderline substances (Ensure1111 Plus and Fortisiplll), one 
medicine where insufficient information prevented allocation to a specific chapter (betamethasone 
0.1% drops with no indication whether these were eye, ear or nose drops) and two medicines (Aigesal 
and sodium chloride 5% eye drops) that could not be found in BNF 57. 
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3.3.1 Retrospective MUR audit 

The 464 MUR forms were analysed in relation to two of the three (later) published 

national target groups of patients that need to be prioritised for the MUR service, i.e. 

those prescribed high risk medicines or certain respiratory drugs (see section 3.1.2, 

Table 3.1 and Table 3.2 for clarification). lt was not possible to determine which 

MU As would have related to the third target group, i.e. MU As carried out on patients 

who had been discharged from hospital because this information was not routinely 

captured on the national MUR forms at the time. lt was found that 318 (68.5%) of 

the MUR forms contained at least one high risk medicine. The 2013 MUR service 

specification state that 50% of the annual MU As carried out by each pharmacy must 

belong to one of more of the defined target groups. Although data submitted for this 

audit spanned only a one-month period, this analysis showed that in all but one of 

the 15 participating pharmacies (93.3%) that submitted MUR forms containing details 

of patients' medication, the majority of MURs were carried out on patients with high 

risk medicines even though it was not a prerequisite at the time (Table 3.6). The 

remaining pharmacy delivered three of their seven MURs (42.9%) to patients with 

high risk medicines. 
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Table 3.6 Proportion of MURs by each pharmacy that were carried out on patients 
with high risk medicines 

Number of MURs Percentage of 

Participating 
Number of 

on patients with MURs on 

pharmacy 
MURs carried high risk patients with 

out medicines high risk 
medicines 

A 46 36 78% 

B 26 16 62% 

c 30 21 70% 

D 47 34 72% 

E 13 11 85% 

F 30 23 77% 

G 20 16 80% 

H 39 20 51% 

I 55 32 58% 

J 7 3 43% 

K 5 3 60% 

L 27 19 70% 

0* 28 19 68% 
p 49 36 73% 

a 42 29 69% 

Total 464 318 68.5% 
*Pharmacies M and N only submitted MUR action plans Without details of patients' 
medication 

A total of 479 MUR action plans were complete (96.2% of all action plans received). 

Three of these action plans, although completed, only stated facts from the 

pharmacists' discussion with the patient and were excluded from the analysis. Of 

the remaining 476 action plans that were analysed, half (50.2%) confirmed that 

patients were compliant with their medication regimens, confirmed that there were no 

issues identified or confirmed that no action was necessary. However, 198 (82.8%) 

of these did not provide any additional detail on recommendations made or advice 

given during the consultation. The lack of detailed information seemed dependent 

on which pharmacy the data originated from. For example, 34/42 (81%) of the MUR 

action plans submitted by pharmacy 0 (a pharmacy that only submitted action plans) 

merely stated "No issues" while 38/46 (82.6%) submitted by pharmacy A only stated 

"Patient complying with all the Or's requirements". However, in the case of 

pharmacy Q, 29 of these 34 forms (82.9%) contained more detail in other sections of 

the MUR form. For example, the section "General comments relating to advice, side 
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effects and other issues" contained information on side-effects reported by the 

patient, e.g. dry mouth and drowsiness with cinnarizine, advice on which other OTC 

medicines could be used concomitantly with prescribed medicine, e.g. paracetamol 

or codeine with naproxen, information reinforcing the correct time of day to take 

certain medicines, e.g. simvastatin to be taken at night and low dose aspirin to be 

taken in the morning, advice to avoid certain fruit juices, e.g. cranberry juice with 

warfarin and grapefruit juice with simvastatin and other advice, e.g. to use a suitable 

sunscreen with amiodarone. Nevertheless, for the purpose of this research, only the 

MUR action plans were thematically analysed as these were intended to contain 

summary information submitted to GPs and provided to patients. 

The remaining 278 action plans analysed included a total of 407 written 

recommendations (an average of about 1.5 recommendations per action plan, i.e. 

per patient). Of these, 154 (37.8%) recommendations recorded on 136 (48.9%) 

MUR actions plans could be related to the RPSGB MUR audit criteria (RPSGB, 

2009b) set out for community pharmacists (Table 3.7). 

Table 3.7 MUR recommendations relating to the RPSGB MUR audit criteria 

MUR audit criteria 
Number of Percentage of 

recommendations recommendations 
Lifestyle recommendations 45 11.1% 

Interactions I Contraindications 14 3.4% 

Adherence 38 9.3% 

Synchronisation of repeats 6 1.5% 

Patient to talk to GP 51 12.5% 

Signposting for other services 0 0.0% 

Signposting for further information 0 0.0% 

TOTAL out of 407 recommendations 154 37.8% 

Thematic analysis of the remaining 253 (62.2%) recommendations and other 

information recorded on the MUR action plans yielded three additional criteria to the 

ones identified in the RPSGB MUR audit criteria that could be included in an MUR 

audit: 

• Provision of further information, clarification or advice, e.g. to improve therapy 

or inhaler technique, reduce side-effects or avoid an overdose (47.2%); 

• Identification of and advice concerning side-effects or new symptoms (11.8%); 
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• Recommendations to optimise the patient's therapy (medicines optimisation), 

e.g. rationalisation of medicines, overcoming problems with formulations, 

reducing treatment doses of proton pump inhibitors to maintenance doses and 

avoiding duplication of therapy (3.2%). An example of rationalisation included 

the recommendation to prescribe only one bisoprolol 7.5mg tablet instead of 

two tablets (2.5mg and Smg). 

3.3.2 Measuring medication complexity 

3.3.2.1 New dosage form category weightings 

The expert panel members considered weightings to apply to six additional dosage 

form categories to enable application of the MRCI to the MUR patients' medication 

regimens. The overall agreement between the 7 members was statistically 

significant (Kendall's W = 0.692; p < 0.001 ). Consensus was reached following 

discussion and additional dosage form weightings applied to the medication 

regimens are listed in Table 3.8. 

Table 3.8 Results from dosage form coding exercise 

Additional dosage forms added to MRCI Allocated 
weighting 

Effervescent tablets 2 

Soluble/dispersible tablets 2 
Bath emollients 2 

Shampoos and scalp applications 2 
Breath-actuated aerosol inhalers 3 

Rectal ointments 2 

3.3.2.2 Results from complexity score calculations 

The M RCI and additional dosage form category weightings were applied to each of 

the 464 medication regimens. Medicine complexity scores as well as actual MRCI 

scores, alternative complexity scores and predicted complexity scores were 

calculated as described in sections 3.2.2.2, 3.2.2.3 and 3.2.2.4. The actual MRCI 
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scores ranged from 2 to 45 with the most complex regimen, as indicated by the 

highest score, consisting of 12 prescribed medicines. The highest individual 

medicine complexity score was 12.5. This was calculated for a Ventolin TM 

Evohaler™ with dosage directions of "inhale two to three puffs 4 hourly via 

Volumatic™". The average complexity scores for each BNF subchapter are shown 

in Table 3.9. 

Table 3.9 Average complexity score for each BNF subchapter based on the 
medicine complexity score calculated for each individual medicine using the. MRCI 
(Shaded areas indicate categories included in the national MUR target groups. Numbers in 
parenthesis should not be included in the calculated total as they would have been taken into account 
in the overall BNF subchapter to which they belong.) 

Average Range 
Number of Overall medicine medicine 

BNF medicines in complexity score complexity Standard 
subchapter* each BNF for the BNF score per deviation M in Max 

subcategory subcategory BNF 
subcategory 

1.1 11 57 5.18 2.14 2 9 

1.2 12 45.5 3.79 1.03 3 6 

1.3 88 199 2.26 0.55 1 4 

1.4 6 16 2.67 0.93 1.5 4 

1.5 8 31 3.88 0.64 3 5 

1.6 39 163.5 4.19 0.67 3 6 

1.7 5 20.5 4.10 0.22 4 4.5 

2.1 15 38 2.53 0.64 2 4 

2.2 117 312 2.67 0.59 2 4 

2.3 9 20 2.22 0.44 2 3 

2.4 109 276 2.53 0.69 2 5 

2.5 228 521 2.29 0.50 1 4 

2.6 138 342 2.48 0.59 2 4 

2.8 69 205 2.97 0.37 1.5 4 

2.8.1 (1) (4) 4 - 4 4 
2.8.2 (68) (201) 2.96 0.35 1.5 4 

2.8 127 384 2.87 0.71 1 5 

2.12 206 563 2.73 0.51 1 4 

3.1 105 627 5.97 1.68 2 12.5 

3.1.1 (84) (519) 8.18 1.55 3 12.5 

3.1.2 (17) (85) 5.00 1.41 4 8 

3.1.3 (2) (5) 2.5 0.71 2 3 

3.1.4 (2) (18) 9 0.00 9 9 

3.2 84 525 6.25 1.04 4 9 

3.3 3 8 2.67 0.58 2 3 

3.4 31 71 2.29 0.84 1.5 5 

4.1 44 136 3.09 0.84 1 5 

4.2 13 38 2.92 1.04 1 5 

4.3 60 180 3.00 0.86 2 5 

4.5 3 10 3.33 1.15 2 4 
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Average Range 

Number of Overall medicine medicine 

BNF medicines in complexity score complexity Standard 
subchapter* each BNF for the BNF score per deviation M in Max 

subcategory subcategory BNF 

subcategory 

4.6 10 36 3.60 1.05 2 5 

4.7 105 468.5 4.46 1.49 1 8.5 
4.8 14 50.5 3.61 0.74 2 5 
4.9 4 15 3.75 1.71 2 6 
5.1 11 40 3.64 0.81 3 5 
5.2 3 10 3.33 2.31 2 6 
6.1 69 252 3.65 1.08 2 7 
6.2 68 160 2.35 0.48 2 3 
6.3 18 61 .5 3.42 0.88 2 5 
6.4 34 85.5 2.51 0.78 2 4 
6.6 27 92 3.41 0.75 3 6 

7.2 7 32 4.57 0.53 4 5 

7.3 2 4 2.00 0.00 2 2 
7.4 39 81 2.08 0.47 1 3 
8.2 3 13 4.33 2.31 3 7 
8.3 12 25 2.08 0.29 2 3 
9.1 12 39 3.25 1.82 1 6 
9.2 2 9 4.50 0.71 4 5 

9.5 3 9 3.00 1.00 2 4 

9.6 43 121.5 2.83 0.56 2 5 
10.1 73 225 3.08 1.00 1 5 
10.1.1 ** (53) (174) 3.28 1.05 1 

10.2 15 41.5 2.77 0.42 2 3 
10.3 14 59.5 4.25 0.98 2 5 
11.4 9 55 6.11 1.05 5 8 
11 .6 25 124 4.96 0.79 3 6 

11.8 9 43 4.78 1.18 3 6 
12.2 39 177 4.54 1.09 3 7 

12.3 1 4 4.00 - 4 4 

13.2 18 65 3.61 1.17 2 6 
13.4 21 76 3.62 0.80 2 5 

13.5 4 15 3.75 0.50 3 4 

13.8 4 17 4.25 0.50 4 5 

13.9 3 10.5 3.50 0.87 2.5 4 
13.10 2 8 4.00 0.00 4 4 
13.13 1 5 5.00 - 5 5 

Unallocated*** 5 26 - -
TOTAL 2259 7324.5 - -

• Only subchapters that were represented 1n the 464 reg1mens are Included 
•• Sections 1 0.1.2 to 1 0.1.5 are not included in the national targeted MUR groups. The 20 
medicines relating to these sections have therefore not been specified in the table, but were 
included in the total for subsection 1 0.1. 
••• Five unallocated medicines included two borderline substances (Ensure® Plus and Fortisip~, 
one medicine where insufficient information prevented allocation to a specific subchapter 
(betamethasone 0.1% drops wit~ no indi~ation whether these were eye, ear or nose drops) and 
two medicines (Aigesal and sod1um chlonde 5% eye drops) that were not included in BNF 57. 

5 
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The highest average complexity scores were for subchapters 3.2 (corticosteroid 

inhalers), 11.4 (ocular corticosteroids and other anti-inflammatory preparations) and 

3.1 (bronchodilators) respectively. The high standard deviations could be explained 

by considering the additional weightings the MRCI attaches to any other labelling 

directions. For example, in BNF subchapter 1.1, Gavison® Advance suspension with 

the directions "Take as directed", will be attributed a MRCI score of 4, but the 

directions "Take one or two 5ml spoonfuls after food and at night" increases the 

MRCI score for the same medication to 9 (see Appendix 3.1 ). 

3.3.2.3 Regression analysis 

Simple linear regression showed a strong positive correlation between the total 

number of items per regimen and the actual M RCI scores (R = 0.845; Ff = 0.715; F 

= 1156.035; p < 0.001) (Figure 3.2). Figure 3.3 shows a stronger correlation 

between the total number of items per regimen and the alternative complexity score 

(R = 0.917; Ff = 0.840; F = 2427.525; p < 0.001 ), while Figure 3.4 shows an even 

stronger correlation between the total number of items per regimen and the predicted 

complexity score (R = 0.939; Ff = 0.882; F = 3462.116; p < 0.001 ). 
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Figure 3.2 Correlation between total number of items per regimen and actual M RCI 
scores 
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Figure 3.3 Correlation between total number of items per regimen and alternative 
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Figure 3.4 Correlation between total number of items per regimen and predicted 
complexity scores 

There was also a strong positive correlation between the actual MRCI score and the 

predicted complexity score (R = 0.936; Ff2 = 0.876; F = 3261.248; p < 0.001) (Figure 

3.5) with an even stronger positive correlation between the actual MRCI score and 

the alternative complexity score (R = 0.971; Ff = 0.944; F= 7711.104; p < 0.001) 

(Figure 3.6). 

104 



50 
45 

~ 40 
0 
~ 35 
0 30 
[[ 25 

~ 20 
~ 15 -~ 10 

5 

y = 0.7525x + 0.4122 
R2 = 0.8759 

0 ~~~--------.------.------.------.------~----~ 

0 10 20 30 40 50 60 70 

Predicted complexity score 

Figure 3.5 Correlation between actual MRCI scores and predicted complexity scores 
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Figure 3.6 Correlation between actual MRCI scores and alternative complexity 
scores 

In a further regression model, both the variables 'total number of items per 

regimen' and 'predicted complexity score' were used as independent variables 

in order to predict a regimen's MAC I scores. The nature of the relationship is 

demonstrated in the regression equation below (R = 0.941; Ff = 0.886; F = 
1784.912; p < 0.001) (equation 3.2): 

Predicted MRCI score= 0.799 +(total number of items per regimen x -0.779) + 
(predicted complexity score x 0.970) (3.2) 

The equation indicates that the total number of items per regimen makes a 

smaller contribution to the overall complexity of the regimen than the predicted 

complexity score. The variation between the predicted MRCI score (as 

predicted using equation 3.2 above) and the actual MRCI score calculated 
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through application of the MRCI was tested using a paired samples t-test. The 

difference between the samples was not statistically significant (t(463) = 0.076; 

p= 0.940). 

The predicted complexity score calculated as described in section 3.2.2.4 was 

refined by adding the constant (0.799) obtained in the regression equation (see 

equation 3.2) to the original predicted complexity scores. The correlation between 

this new predicted complexity score and the actual MAC I score (R = 0.936; ~ = 

0.876; F = 3261.146; p < 0.001) was similar to the correlation between the original 

predicted complexity score and the MRCI score. 

3.3.2.4 Development of a Medicines Use Review Complexity Index (MURCI) 

Determining a patient's medication regimen complexity through application of the 

MAC I is a laborious process, but the results above have shown that it is possible to 

obtain regimen complexity scores that correlate well with the actual MRCI score by 

applying simpler methodology. For example, when applying the MAC I as originally 

intended, warfarin 1 mg tablets and warfarin 3mg tablets on the same patient's 

prescription would be considered one medicine (see Table 3.3). By considering 

these items as totally separate medicines and adding together their individual 

medicine complexity scores an alternative complexity score for the regimen is 

obtained. This score is not so awkward to calculate and overall in the data there was 

a strong positive relationship between this alternative complexity score and the 

actual MRCI score(~= 0.944), suggesting that the MRCI did not need to be so 

complicated. However, in order to calculate the alternative complexity score in 

practice the MRCI weightings relating to each item's dosage form, dosing frequency 

and additional directions would still need to be applied to each item in a patient's 

medication regimen. Another method of predicting a patient's regimen complexity 

was therefore considered. 

So while the alternative complexity score still required application of the MRCI 

weightings, a predicted complexity score was calculated based on the average 

complexity scores for each item in the regimen according to its BNF subcategory 

which were calculated separately using the large database constructed. The 
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predicted complexity score correlated well with the actual MRCI score (Ff = 0.876) 

and can be considered more manageable in practice compared to the manual 

calculation of a patient's actual MRCI score. This is because application of the 

predicted complexity score simply requires a published list of medication complexity 

averages for each BNF subcategory with the pharmacist adding together each 

average medication complexity score to obtain a predicted complexity score for a 

patient's medication regimen. Although the average medication complexity scores 

would be based on the MRCI weightings, these weightings would already be 

incorporated in the listed average and pharmacists would not need to calculate these 

separately. The scores listed in Table 3.9 may provide a helpful starting point to the 

development of such a list. Refining a patient's prescribed regimen complexity score 

by determining its new predicted complexity score (which includes the addition of the 

constant obtained in equation 3.2) did not improve the correlation of the predicted 

complexity score and the actual M RCI score. Therefore the addition of the constant 

may not be necessary, especially where complexity scores are used for comparative 

purposes to facilitate patient selection for the MUR service. Although the predicted 

complexity scores have not been refined and validated further they may be 

considered the starting point of a new index, the Medicines Use Review Complexity 

Index (MURCI) that could be used to facilitate patient prioritisation for the MUR 

service in practice. 

3.4 Discussion 

Governments continuously endeavour to balance cost-cutting in the NHS with 

provision of a free, high quality health service (OH, 1998, 2008b; McKinsey&Co, 

2009; Flynn, 201 0; Audit Commission, 2012). This part of the research project 

aimed to investigate the practicability of the recommendations relating to the quality 

and prioritisation of MURs set out in the White Paper Pharmacy in England, Building 

on strengths- delivering the future (OH, 2008a). 
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3.4.1 MUR audit 

Both versions of the national MUR forms contained sufficient information to audit 

certain aspects of the MUR service and shed light on patient selection and 

pharmacists' recommendations during the MUR consultation. 

3.4.1.1 Patient selection 

The retrospective audit showed that pharmacists conducted MURs more frequently 

with patients on multiple medicines refuting anecdotal reports that pharmacists often 

elect to do 'easy' MURs with patients on a single prescribed item only (Anon, 2008; 

Mason, 201 0). lt is acknowledged that the generalisability of the results is limited 

because this audit was carried out in one geographical area and in one community 

pharmacy chain. However, some findings were consistent with other studies. For 

example, patients were prescribed an average of five items which was consistent 

with findings from a RPSGB survey (Radia, 2009) even though patients in the survey 

represented an older population. Also, nearly half of all prescribed medicines related 

to the cardiovascular system, which is consistent with findings by Wilcock and 

Harding (2008). This category includes blood pressure and cholesterol medication 

which are associated with low adherence (Kalia et al., 2006; Lachaine et al., 2006). 

Hence the pharmacist may have played a role in improving patients' knowledge 

regarding the use of medicines in these predominantly asymptomatic conditions 

which have also been associated with low persistence (Benner et al., 2002). 

More than two thirds (68.5%) of MURs were conducted with patients who were 

prescribed a high risk medicine listed in the MUR national target groups. 

Furthermore, if the MURs delivered during the one-month study period were 

representative of the annual MURs delivered by each pharmacy then 93.3% of 

pharmacies would have met the new criteria of prioritising their MURs so that at least 

50% were targeted to the national target groups even though these criteria were 

published after these MURs had been delivered. According to the prescription cost 

analysis in England (The NHS Information Centre, 2009) only 15.5% of the total 

number of dispensed medicines in 2008 belonged to the BNF subsections 
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highlighted in the national target groups. lt therefore seems plausible that 

pharmacists may already have had an approach to aid patient selection. The MUR 

forms certainly suggested that pharmacists had a personal preference for targeting 

certain 'types' of patients, although this statement cannot be substantiated through 

the data, because the response rate was just over 50% and it could also be that 

pharmacists only submitted MUR forms that they deemed met the appropriate 

criteria. 

3.4.1.2 Pharmacists' recommendations 

Pharmacists recorded an average of 1 .5 recommendations per patient on the MUR 

action plans, but less than half of the action plans contained recommendations that 

directly related to criteria set out in the RPSGB community pharmacy audit (RPSGB, 

2009b). lt could therefore be argued that the results of the national audit have not 

provided a complete presentation of pharmacists' role in medicines management 

through the MUR service. In addition, it is conceivable that pharmacists, even 

though they may provide various advice and information to patients during the MUR 

consultation, may prioritise the statements that are to be included on the MUR form. 

At the time some MUR standard operating procedures actually suggested that the 

action plan contain no more than four key points (LPC-online, 2006). A selection of 

triggers may prompt a patient to seek healthcare advice (Zola, 1973), but the way in 

which a patient gains access to the MUR consultation is markedly different from 

other patient-professional encounters and does not stem directly from the patient's 

need to seek health-related advice. Therefore pharmacists may find themselves in a 

position where they have to consider the extent of their advice-giving role in the MUR 

consultation in the context of the main aim of the service, i.e. to improve the patient's 

knowledge and use of medicines (PSNC, 2004), and balance this with other factors 

such as the patient's memory and recall (Kessels, 2003). 

3.4.1.3 Criteria for audit 

The community pharmacy audit developed by the RPSGB, Royal College of GPs 

and the Clinical Audit Support Centre Ltd. (RPSGB, 2009a) (see section 3.1.1) 

included seven criteria for assessing the types of pharmacists' recommendations 
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made during the MUR consultation. Analysis of pharmacists' written 

recommendations included in the MUR actions plans allowed the identification of 

three additional audit criteria that could be included in future MUR audits, i.e. 

provision of further information, clarification or advice, identification of and advice 

concerning side-effects or new symptoms and recommendations to optimise the 

patient's therapy. Information included in a third of the completed action plans only 

confirmed that these patients were compliant and that no additional problems were 

identified that needed attention. Although it may seem that these MURs may have 

been unnecessary, Chapter 2 (section 2.4.2) suggested that this information was 

unlikely to be available to pharmacists, GPs or other health professionals via another 

route, hence the MUR consultation could be considered to have been of value even 

though no active problem was identified. Therefore, it could be argued that a fourth 

criterion based on confirmation that the patient was fully informed about their 

medicines and its use and that no problems were identified is incorporated in future 

audits as this could be considered a worthwhile outcome of the MUR consultation. 

In addition, it should be noted that while these action plans appeared to have been 

associated with compliant patients with no medicine-related problems, the reality 

was that further information clarifying the extent to which pharmacists addressed a 

variety of issues ranging from dealing with side effects to avoiding contraindications 

identified during the MUR was recorded elsewhere on the MUR form. 

3.4.1.4 MUR paperwork 

Problems with the MUR paperwork, especially the original4-page MUR form, have 

been highlighted in the literature (Anon, 2006c; Wang, 2007). However, this 

research suggests that pharmacists may have elected, consciously or 

subconsciously, to complete certain sections of the MUR form for the patient's 

benefit and other sections for the GP's benefit. This may provide partial explanation 

for the additional detail contained in sections of the MUR form other than the action 

plan. The action plan was intended to contain information on actions completed 

during the MUR as well as further action required as a result of the MUR, whether 

the action was for consideration by the patient, the pharmacist or the GP. But the 

literature suggested that many GPs ignored MUR forms (Anon, 2006c) and 

pharmacists may have not considered it worthwhile to complete them fully, even 
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though form-completion would have been covered as part of the training to become 

accredited to deliver the MUR service. 

While this audit highlighted a number of problems with the MUR paperwork, it should 

be noted that the MUR forms were not developed to capture the entire MUR. Their 

intention was to record certain aspects of the patient's compliance with their 

medication regimen and recommendations made during the MUR, to serve as a 

mode of communication with the patient's GP and to provide patients with a 

summary of the key points discussed (PSNC, 201 Of). The MUR form would 

therefore not necessarily provide sufficient data for a peer reviewer to build a true 

picture of the MUR delivered and to assess its quality, nor could it be considered an 

accurate reflection of the social interaction that took place between the patient and 

the pharmacist. 

3.4.1.5 Peer review and MUR quality 

Much has been written about the potential for fraudulent claims for MU As provided 

by pharmacies (Anon, 2006d; McDonald et al., 201 0; Moyo, 201 0; Anon, 2011) 

hence PCOs began to request information relating to the MUR service to investigate 

these claims. The suggestion to implement peer review to investigate the quality of 

MU As and potentially inform decommissioning of the service where pharmacies 

consistently fail to meet the required standard has not been retracted. Peer review is 

therefore likely to be implemented in relation to the MUR service at some point. For 

GPs, peer review has been associated with the process of revalidation (Southgate et 

al., 2001; Southgate and Pringle, 1999). The General Medical Council's (GMC) 

Performance Procedures were first introduced in July 1997 (GMC (Professional 

Performance) Rules Order of Council1997). This peer review process usually 

includes: 

A visit to the doctor's place of work, interviews with the doctor; 

interviews with third parties, including the complainant or 

complainants in the case, a review of a sample of the doctor's records 

and practice documents, a case based discussion using a selection of 

the above cases to explore the doctor's reasoning [and] observation 
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of the doctor's interaction with patients (where this is practical and the 

doctor is working). (GMC, 201 0) 

However, these procedures are only invoked if a complaint regarding a GP's 

performance is received by the GMC. The General Pharmaceutical Council (GPhC) 

has not yet developed its standards on proficiency and it remains unclear whether 

procedures similar to those of the GMC will be implemented (GPhC, 2013). 

Harding and Wilcock (2008) concluded that pharmacists' concerns for peer review 

were related to a perception that qualification as a pharmacist did not necessarily 

provide assurance of ability to deliver the MUR service. While these and other 

concerns surrounding peer review remain, so does the question around MUR quality, 

although a definition of a 'good quality MUR' is yet to be published. 

3.4.2 Medication regimen complexity 

Complex medication regimens and polypharmacy can result in non-adherence to 

regimens and adverse drug reactions (Chrischilles et al., 1992; Muir et al., 2001) and 

contribute to costs associated with drug-related morbidity and mortality. Therefore 

consideration was given to prioritising patients for the MUR service based on the 

complexity of their prescribed medication regimens. The complexity of patients' 

medication regimens were calculated based on the MRCI. The application of MRCI 

weightings as well as weightings for additional dosage form categories identified 

during this research allowed the calculation of an actual MRCI score for each 

patient's medication regimen. The MRCI may be considered a useful theoretical tool 

to enable pharmacists to identify patients who could benefit from an MUR if it is 

accepted that a higher complexity score is related to regimens where adherence 

could be problematic. However, the MRCI is labour-intensive to apply and therefore 

impractical hence the possibility of simplifying the calculation of a regimen's 

complexity was investigated. Although this research did not set out to examine the 

MRCI in detail, a number of shortcomings of this tool were identified during its 

application and these are discussed in section 3.4.2.2. 
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3.4.2.1 Complexity and num~er of items per regimen 

There was a strong positive relationship between the total number of items per 

regimen and the actual MRCI scores (Ff = 0.715), but the variation in MRCI scores 

could not be explained by the number of items in the regimen alone. This was 

perhaps to be expected because the actual MRCI score was not an additive score 

obtained from summing the individual medicine complexity scores for each item. 

This is consistent with literature suggesting that the number of medicines present in 

the regimen does not constitute complexity per se (Muir et al., 2001; Stone et al., 

2001 ). The regression equation (equation 3.2) further supported this finding. A 

stronger positive correlation was found for the number of items and the alternative 

complexity score (Ff = 0.840) as well as the number of items and predicted 

complexity score (Ff = 0.882) because these complexity scores were based on the 

addition of complexity scores for each item in the regimen. These scores did not 

require manual calculation and were easier to calculate than the MAC I. 

3.4.2.2 Shortcomings of the MRCI 

The MAC I (see Appendix 3.1) provides a uniform measure of medication regimen 

complexity, but the weightings applied to the dosing frequency section of the MRCI 

may not necessarily be a true reflection of the complexity of a particular regimen. 

For example, 'as needed' (prn) regimens are assigned half the weightings of their 

respective daily regimens. This means that the dosage directions 'four times daily' 

will have a weighting of 4, while 'four times daily prn' will be given a weighting of only 

2. This is explained "on the basis that symptoms prompting the need for medication 

would reduce complexity" (George et al., 2004, p.1371 ). lt could however be argued 

that these dosage directions may be more complex as they require additional 

judgement from the patient as to when then medicine 'is needed' while patients 

would also be expected to avoid an overdose. lt is also debatable whether the 

weighting of 2 assigned for dosing frequencies "on alternate days or less frequently", 

which is the same weighing applied to a 'twice daily' frequency, is a true reflection of 

the additional effort required on the part of the patient to remember these infrequent 

doses, e.g. alendronic acid once a week, and to take the medicine on the same day 

each week. 
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The instructions for applying the MRCI states that the weightings for each medicine 

and ultimately each regimen should only be based on the information available on 

the label of dispensed medicines. Cautionary and advisory labels and further verbal 

instructions are therefore not taken into account. Furthermore, "no assumptions are 

to be made based on clinical judgement" (George et al., 2004, p.1374). Few 

medicines have standardised dosage instructions and this variety is rightly 

recognised through applied weightings in the MRCI "additional directions" section, 

resulting in different complexity scores. However, differences in the 

comprehensiveness of doctors' directions, without any further clinical judgement, can 

lead to great variations in the MAC I scores for the same medicine although the 

complexity of the regimen would not necessarily be different (see section 3.3.2.2). 

The impact of these variations is illustrated by several high standard deviations and 

wide ranges found in Table 3.9. 

3.4.2.3 Development of MURCI 

Individual medicine complexity scores were calculated based on the MRCI and 

additional dosage form weightings for each item in patients' medication regimens. 

These medicine complexity scores were averaged for each item based on the BNF 

subcategory to which the item belonged. The average complexity scores for each 

item were then used to predict a regimen's complexity by summing the scores for 

each item in the regimen (see Table 3.9). This allowed the calculation of a predicted 

complexity score for each patient's medication regimen. Thus, in contrast to the 

lengthy process of applying weightings from each of the three sections that the MAC I 

consists of, the predicted score is calculated by summing the average complexity 

scores of each item in the regimen and it correlated well with the actual MRCI score 

(~ = 0.876). 

The list of average medication complexity scores for each BNF subcategory provided 

an initial draft of a new MURCI that would enable pharmacists to determine a 

complexity score for each patient's medication regimen with the aim to identify 

patients with more complex medication regimens who might benefit from the MUR 

service. lt should however be noted that this initial draft of the MURCI scores was 

derived from the MUR forms received and as such only contains medicines that were 
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included in the dataset. In addition, there were instances where the actual frequency 

of the item appearing on the MUR forms and informing the average BNF 

subcategory medication complexity, i.e. the MURCI score, was low. These 

calculated averages may therefore not be accurate and this may have affected the 

results. However, this index could be refined through application to a large number 

of prescribed medication regimens and by comparing the prescribed directions of 

each item to the general directions and additional labelling instructions for each item 

listed in the BNF. lt is envisaged that a validated MURCI would enable the 

calculatton of a complexity score that could then be attributed to each prescribed 

medicine to overcome some of the shortcomings of the MAC I (see section 3.4.2.2). 

In addition, the application of MURCI could be automated by incorporating the 

MU RCI scores for each item into GP and/or pharmacist computer systems so that 

each patient's repeat prescription would be generated with an associated complexity 

score. 

While these scores could prove useful in selecting patients for the MUR service it 

should be noted that medication regimen complexity is a theoretical concept which 

does not take account of clinical, pharmacological or other demographic factors 

(George et al., 2004). Other factors associated with adherence including prospective 

and retrospective memory, presence of side-effects, inconvenience, dietary 

restrictions, patient's beliefs and perceptions, emotional factors and patient-provider 

relationships (Chesney, 2000; Murray and Kroenke, 2001; Van Ganse et al., 2003; 

Osterberg and Blaschke, 2005; Corsica et al., 2007) cannot be explained by 

medication regimen complexity. lt may therefore be helpful to combine a patient's 

medication regimen complexity score with an adherence score, such as those 

obtained through the Brief Medication Questionnaire (Svarstad et al., 1998) or the 

medication adherence scale (Morisky et al., 2008) to further refine the patient 

selection process. 

This chapter considered novel methodology that could be used to facilitate the 

identification of patients who could benefit from the MUR service based on the 

complexity of their prescribed medication regimens. This is because medication 

regimen complexity may be associated with lower rates of adherence. However, it is 

not suggested that this method replaces other approaches to patient selection for the 
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MUR service, merely that this method could provide another way to prioritise suitable 

patients in view of the annual cap on MURs. Another aspect that may influence 

patients' adherence to their medication regimens and/or any advice relating to their 

medicine-taking behaviour is their level of satisfaction with the service received. This 

issue is considered in the next chapter. 

3.4.3 Study limitations 

The study was carried out in one geographical area and one community pharmacy 

chain for a period of one month which limits the generalisability of the results. The 

response rate in this study was a limitation and the sample size was too small to 

make valid comparisons between the complexity scores of different BNF 

subchapters. Furthermore only the medicines contained on the MUR forms received 

were coded according to the MRCI and as such a variety of medicines and 

conditions were automatically, though unintentionally, excluded from the analysis. 
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CHAPTER 4 : DEVELOPMENT OF A CONCEPTUAL 

FRAMEWORK TO MEASURE PATIENTS' 

SATISFACTION WITH THE MEDICINES USE REVIEW 

SERVICE 

4. 1 Introduction 

Quality of care remains at the heart of the NHS in the UK. High Quality Care for All 

(OH, 2008b) set out a vision of a world class, high quality NHS service fit for the 21st 

century. In this report, Lord Oarzi highlighted the importance of clinical outcomes as 

well as patients' experiences in an evaluation of the quality of services received by 

considering three aspects when measuring quality of care. These included patient 

safety, patient experience and effectiveness of care. In terms of patient experience, 

it was suggested that improving the quality of care required an understanding of a 

patient's satisfaction with their own experiences while effectiveness of care would 

include measuring the patient's perspective through patient reported outcome 

measures (PROMs) (OH, 2008b). In his discussion of quality of care assessment, 

Oonabedian (1966, p.711) also argued that quality of care would ultimately be 

validated by the effectiveness of care "in achieving or producing health and 

satisfaction". 

Chapter 3 demonstrated that the national MUR form, which is the only record of the 

actual MUR, provided insufficient data to enable a valid assessment of the quality of 

the MUR service, its value or indeed overall patient outcomes. lt was therefore 

deemed important to focus on finding measurable outcomes that would have 

meaning to patients by conducting a qualitative investigation of patients' MUR 

experiences and perceptions. Adopting qualitative methodology is an accepted 

method to generate deep insight and understanding about a social situation and the 

experiences of those involved. This work also included the investigation of 

pharmacists' views of the MUR service to supplement these findings. As such this 

work was aligned with two research domains for the evaluation of pharmacy services 

set out in Pharmacy in England: Building on strengths, delivering the future (OH, 
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2008a), namely patient and public perceptions and satisfaction as well as quality of 

service provision. 

In light of the practical implications of measuring MUR outcomes, this chapter 

considers more immediate effects such as patient satisfaction, which has been 

shown to impact on issues such as adherence to medication regimens. The focus is 

therefore on considering patient satisfaction in relation to the MUR service. A 

specific focus is assessing whether existing patient satisfaction surveys would 

capture the essence of the MUR service and prove helpful in an evaluation of the 

quality of this innovative community pharmacy service. 

In order to provide the relevant background, an introduction to customer satisfaction 

in general and patient satisfaction in the context of healthcare services is given. 

Different perspectives on the conceptualisation of patient satisfaction are discussed 

before specific questionnaires available to measure patient satisfaction with 

healthcare and community pharmacy services are considered. 

4.1.1 Patient satisfaction 

Although Oliver (2010, p.7) paraphrased "everyone knows what [satisfaction] is, until 

asked to give a definition. Then it seems, nobody knows", various definitions for 

satisfaction have been offered. In an earlier publication, Oliver (1977) viewed 

satisfaction as an overall emotional response based on the evaluation of the 

perceived discrepancy between prior expectations, based on some standard, and 

actual performance, while Hunt (1977) defined satisfaction as "an evaluation 

rendered that the experience was at least as good as it was supposed to be". 

Boulding et al. (1993) distinguished between these "transaction-specific" 

conceptualisations of customer satisfaction and "cumulative customer satisfaction" 

which they stated was based on experience with goods or services over time. 

In contrast to the emotional response which Oliver described in consumer 

satisfaction, Hulka et al. (1970) defined patient satisfaction as the patient's attitude 

toward physicians and medical care. They suggested that patients' level of 
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satisfaction was dependent on a combination of evaluative judgements relating to 

the quality of medical care received. As a result they developed a scale to quantify 

knowledge about patients' attitudes. 

Ware eta/. (1983) also made a distinction between patient satisfaction ratings and 

reports about providers and care. They suggested that although a patient could be 

asked to report on the length of time spent with their healthcare provider, a rating on 

whether they felt they were given enough time would intentionally be more subjective 

so as to capture their personal evaluation of care that could not be determined 

through observation. Differences in satisfaction therefore reflected patients' 

perspectives on a service and their diverse realities of care received and were 

influenced by personal preferences and expectations (Ware et al., 1983; Ross et al., 

1994; Schommer and Kucukarslan, 1997). In 1976 Ware and his colleagues 

developed the Patient Satisfaction Questionnaire (PSQ) which remains one of the 

most widely used tools to measure patient satisfaction in health care. In fact, PSQ-111 

and its counterpart PSQ-18 (Marshal! and Hays, 1994) are the most recent versions 

used (RAND Health, 2011 ). 

4.1.1.1 Conceptualising patient satisfaction 

Based on various definitions and descriptions of patient satisfaction, some of which 

were discussed in section 4.1.1 above, Schommer and Kucukarslan (1997) put 

forward four conceptualisations of satisfaction, including performance evaluation, 

disconfirmation of expectations, affect-based assessment and equity-based 

assessment. 

Studies focussing on patient satisfaction as a performance evaluation were largely 

based on the definition of patient satisfaction according to Ware et al. (1983) and 

utilised tools such as the PSQ to evaluate specific aspects of a service. The 

disadvantage of focussing on these types of satisfaction measures is that the 

evaluation may not necessarily focus on what the patient considers as important, but 

is instead designed based on the health service's or researcher's perspective 

(Schommer and Kucukarslan, 1997). 
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The second conceptualisation of satisfaction, disconfirmation of expectations, 

centred on the patient comparing the service received with the service expected 

(Oiiver, 1977). As such satisfaction has also been defined in terms of a pleasurable 

response and linked to fulfilment (Oiiver, 2010) while failure to meet the patient's 

expectations resulted in dissatisfaction. Disconfirmation of a patient's expectations 

can also result in an emotion leading on to the third concept of satisfaction, affect­

based assessment, which has been used to measure patients' satisfaction with 

pharmacists' consultation-type services (Schommer, 1996). Items used for 

measuring satisfaction in this study included emotional aspects such as being 

thankful or pleased with the pharmacist's consultation. Here the degree of the 

patient's emotional response was believed to be dependent on their initial level of 

expectation (Schommer and Kucukarslan, 1997). 

The fourth conceptualisation of patient satisfaction was based on an equity-based 

assessment which involved a comparison of the patient's outcomes versus 

contribution, or input, with respect to those of the pharmacist (Oiiver, 2010). Based 

on this assessment a patient would likely be less satisfied if they perceived that the 

pharmacist gained more from the MUR consultation than they did. In fact, equity has 

been related to fairness, and the latter has been related directly to satisfaction 

(Schommer and Kucukarslan, 1997; Oliver, 201 0). 

4.1.1.2 Measuring patient satisfaction 

There has been a substantial increase in interest in measuring patient satisfaction 

over the past 30 years (Figure 4.1 ). Much of this interest was due to patient 

satisfaction measures being used to predict health-related behaviour and to indicate 

the quality of services delivered (Ware et al., 1977; Locker and Dunt, 1978; Pascoe, 

1983; Bartlett et al., 1984; Crosby et al., 1990; Aharony and Strasser, 1993; 

Schommer and Kucukarslan, 1997; Johnson et al., 1998; Crow et al., 2002; 

Panvelkar et al., 2009). 
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Figure 4.1 Number of MEDLINE citations for the term "patient satisfaction" 

Measuring patient satisfaction with a cognitive community pharmacy service such as 

the MUR could therefore provide valuable information about the quality of the service 

being provided. But while there is a plethora of patient satisfaction-type 

questionnaires in health and medical care, a review by Panvelkar et al. (2009) 

concluded that there were a limited number of instruments specifically developed 

and validated to measure patient satisfaction with community pharmacy services. 

They identified five instruments (MacKeigan and Larson, 1989; Larson and 

MacKeigan, 1994; Larson et al., 2002; Traverse et al., 2007; Armando, et al., 2008) 

of which only two focussed on measuring patient satisfaction with cognitive services 

(Larson et al., 2002; Traverse et al., 2007). Only one of these, the Patient 

Satisfaction with Pharmaceutical Care (PSPC) questionnaire, was developed in 

English (Larson et al., 2002). This questionnaire, and its potential to measure 

patient satisfaction with the MUR service, is discussed in more detail below. 

4.1.1.3 Measuring patient satisfaction with community pharmacy services 

4.1.1.3.1 The Patient Satisfaction with Pharmaceutical Care (PSPC) questionnaire 

The 20-item PSPC questionnaire was a result of further development and validation 

of a multidimensional instrument to measure satisfaction with pharmacy services 

(MacKeigan and Larson, 1989) which was based on the PSQ. The PSPC 

questionnaire consists of two highly interrelated factors to measure patient 
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satisfaction (Appendix 4.1 ). The first dimension, "Managing Therapy", includes items 

specifically related to pharmaceutical care while the second one, "Friendly 

Explanation", includes items associated with the setting of the pharmacy, including 

explanations, information and instructions given as well as items relating to the 

friendliness of staff and speed of service. 

Variations of the PSPC and its precursor, the Satisfaction with Pharmacy Services 

Questionnaire (Larson and MacKeigan, 1994), have been used by others to compare 

satisfaction levels between mail-order and· traditional pharmacy services (Johnson et 

al., 1997; Pinto et al., 2010). Following on from their previous work, Johnson et al. 

(1998) evaluated the multidimensional structure of satisfaction with pharmacy 

services and investigated the degree of correlation between a general satisfaction 

scale and satisfaction with specific aspects of pharmacy services. Their findings 

supported the hypothesis of a hierarchical model (Marshal! et al., 1993, p.481) in 

which satisfaction could be represented as "both an overarching general domain and 

a set of discreet dimensions" affecting unique aspects of patient satisfaction. 

Although the PSPC was developed to measure patient satisfaction with cognitive 

pharmacy services, it may not include specific domains unique to the MUR service 

that had only relatively recently been introduced. In fact, none of the instruments 

discussed above seemed entirely relevant to measure patient satisfaction with the 

MUR service. The appropriateness of using other patient satisfaction measures, 

such as the Community Pharmacy Patient Questionnaire (CPPQ) that was 

introduced at the same time as the MUR service, is therefore considered in the next 

section. 

4.1. 1.3.2 The Community Pharmacy Patient Questionnaire (CPPQ) 

When the MUR service was introduced in April 2005, the community pharmacy 

contractual framework also introduced a requirement for an annual CPPQ (formerly 

known as a patient satisfaction survey) (PSNC, 2009) to be administered as part of 

the community pharmacy essential service, clinical governance. The CPPQ 

(Appendix 4.2) offered a method for assessing and addressing patient experience 

with community pharmacy services. Since July 2012 the relevant pharmacy must 
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also collate the responses to the first nine mandatory survey questions (see 

Appendix 4.2), take appropriate action to address the issues identified and publish 

the results of the survey (PSNC and NHS Employers, 2012c). But the CPPQ only 

measures patients' views on general aspects of their pharmacy visit and does not 

make specific mention of the MUR service. Therefore a variety of MUR specific 

patient questionnaires have been developed since 2007 and these are considered 

below. 

4. 1. ·1.3.3 Questionnaires for measuring patient satisfaction with the MUR service 

An MUR resource pack for community pharmacists developed by an LPC (Devon 

and Gloucester LPC, 2007) contained an MUR patient satisfaction questionnaire 

consisting of four questions. Although the questionnaire would provide information 

on whether or not patients found the MUR useful it is doubtful that it would have 

provided much detail based on patients' level of satisfaction with the service. 

In 2009 the RPSGB, the Royal College of GPs and the Clinical Audit Support Centre 

Ltd. launched their national multidisciplinary audit on MURs. This audit involved 

community pharmacy, general practice, PCOs and patients who have recently had 

an MUR (RPSGB, 2009a). Chapter 3 provided a discussion of this audit from 

community pharmacists' perspective while the patient survey is considered here. 

This MUR patient survey (RPSGB, 2009c) consisted of two sections (Appendix 4.3). 

The first section recorded pharmacy demographics and the second section 

contained 10 questions concerned with patient feedback. The survey followed a tick­

box format allowing a yes/no/not sure response to questions. Apart from one Likert­

scale question which aimed to assess how useful the patient found their MUR and a 

text box for patients to write down any comments based on their experience of the 

MUR, the focus was not on patient satisfaction. Instead the survey collected 

information based on each patient's recollection and a report of actions carried out 

by the pharmacist rather than recording their satisfaction rating rJVare et al., 1983) 

for the service received. 

A more sophisticated MUR patient satisfaction survey (Appendix 4.4) was developed 

as part of the MUR Support and Evaluation Programme (NPA and PCPA, 201 0). 

123 



This survey attempted to record patients' reasons for accessing the MUR service, for 

example concerns about their condition, wanting advice from the pharmacist, 

wanting to know more about their medication, being confident that the pharmacist 

would give good advice or any other reasons, before asking patients to indicate their 

level of agreement with a range of statements (326 responses were received; 

response rate 67.8%). Open-ended questions included "What did you like most 

about the service?" and 'What did you like least about the service?" and space was 

available for patients to write any additional comments they may have had about the 

service. 

Youssef et al. (201 0) also administered an MUR questionnaire consisting of three 

statements to 152 patients (response rate was 53.3%) although the focus was not 

specifically to measure their satisfaction with the service, but rather to capture their 

perceived benefit from accessing the MUR service (see Table 1.1 and Table 1.2 for 

more detail). 

When all these questionnaires are considered, the PSPC questionnaire, the RPSGB 

MUR patient survey and the MUR patient satisfaction survey seems most relevant to 

consider in terms of measuring patient satisfaction with the MUR service. But given 

that the MUR service introduced new sets of behaviours on the part of the patient 

and the pharmacist, as discussed in Chapter 2 (see section 2.1.3.4), additional 

patient satisfaction questionnaires that were based on relatively new cognitive 

community pharmacy services were also scrutinised. Two questionnaires that 

focussed on evaluating pharmacists' behaviours that could be related to the MUR 

were identified. The first was a bespoke questionnaire to explore patients' 

perspectives and experiences of pharmacists' supplementary prescribing (Stewart et 

al., 2008). The other questionnaire assessed patients' satisfaction with, attitudes 

toward, expectations of, or experience with community pharmacy in general, which 

also aimed to evaluate the effect of the community pharmacy-led medications 

management service for patients with coronary heart disease (Tinelli et al., 2007). 

These studies developed their own instruments to measure patient satisfaction 

(Appendices 4.5 and 4.6). 
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Patient satisfaction questionnaires can provide valuable information on adjustments 

or modifications necessary to increase patient satisfaction with and the quality of the 

MUR service. However, for the questionnaire to be used optimally, it must be 

service specific and based on patients' actual experiences with the service (Locker 

and Dunt, 1978). The shift towards patient-centred care in the pharmacy raised the 

issue of adapting existing satisfaction questionnaires to assess the patients' 

satisfaction with new cognitive pharmacy services such as the MUR service. Five 

satisfaction questionnaires outlined above were considered useful as a basis for 

measuring patient satisfaction with the MUR service. These included the PSPC, the 

RPSGB patient survey, the MUR patient satisfaction survey, the pharmacists' 

supplementary prescribing questionnaire and the medications management service 

questionnaire (Appendices 4.1 to 4.5). However, in order for the results of an MUR 

patient satisfaction survey to become meaningful to pharmacists and policy makers, 

it arguably is necessary to draw on suggestions by Locker and Dunt (1978) and 

Williams (1994), i.e. to determine how patients perceived and evaluated this service 

so as to identify and employ criteria for standards used by the patients themselves. 

That is, the concepts that were relevant to satisfaction with the MUR had to be 

investigated from the perspective of users and service providers, so that eventually a 

conceptual framework would reflect ideas and beliefs important to those receiving 

the service. 

4.1.2 Aims and Objectives 

The aim of this chapter was to consider an immediate outcome of the MUR service, 

namely patients' satisfaction with the service, by determining patients' and 

pharmacists' perceptions of the MUR service to develop a conceptual framework that 

could be used to inform item development of a patient satisfaction questionnaire 

bespoke to the MUR service. That is, interviews were used to guide the development 

of appropriate concepts for such an instrument. 

The specific objectives were: 

• To conduct and observe MUR consultations to develop an MUR patient 

pathway and identify different stages of the MUR consultation, 

125 



• To thematically analyse existing patient satisfaction questionnaires and link 

these items to the MUR consultation stages, 

• To identify specific elements of the overall MUR process that were not 

captured through existing patient satisfaction questionnaires, 

• To explore patients' and pharmacists' views and perceptions of the MUR 

service through in-depth face-to-face semi-structured interviews, 

• To identify master themes for patient satisfaction by analysing interview 

transcripts using interpretative phenomenological analysis (IPA), and 

• To develop a conceptual framework for measuring patient satisfaction with the 

MUR service. 

4.2 Methods 

4.2.1 Ethical approval 

Favourable ethical approval for this study was received from the NHS Surrey 

Research Ethics Committee on 2"d June 2008 (see Appendix 4.7) and the Kingston 

University Faculty of Science Research Ethics Committee on 12th June 2008 (see 

Appendix 4.8). 

4.2.2 Participant recruitment 

The participant recruitment strategies detailed below were also approved by the 

collaborating community pharmacy chain. 

4.2.2.1 Pharmacist recruitment 

Pharmacists were recruited for observation of MUR consultations and/or semi­

structured interviews about the MUR service. Community pharmacists registered 

with the RPSGB, the regulating body at the time of this research, and actively 

delivering MURs at one community pharmacy chain in two geographical locations in 

South East England were identified through their line managers who supported 

participation in this research. Oral and written information (see Appendix 4.9) about 
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the research project was given to prospective participants to invite them to take part 

in one or both stages (non-clinical observations and/or semi-structured interviews) of 

the study. Pharmacists who provided written consent to participate in the study were 

recruited. Convenient times were arranged to carry out observation of the MUR 

consultations. In addition, mutually convenient times for semi-structured interviews 

with recruited pharmacists were arranged during normal pharmacy opening hours. A 

registered locum pharmacist was provided to carry out necessary pharmacists' 

duties while the interview was taking place. 

4.2.2.2 Patient recruitment 

In order to be included in the study patients had to be eligible to receive the MUR 

service, have had an MUR consultation or be about to receive an MUR consultation. 

Patients who had never had an MUR and were unwilling to access the service, 

children under 16 years of age, adults with learning disabilities, adults in emergency 

situations, those with dementia and those who were severely ill, were excluded from 

the study. 

1. Non-clinical observations: 

i) Pharmacists taking part in the study identified patients who were 

eligible for the MUR service through the pharmacy's PMRs. 

Pharmacists then invited these patients to have an MUR 

consultation. This process was in line with the standard procedures 

for identifying patients eligible for the MUR service and the national 

MUR service specification (PSNC, 2004). 

ii) Once the patient agreed to have an MUR consultation, the 

pharmacist and/or their support staff provided the patient with 

information about the study (see Appendix 4.9) too and asked them 

whether they were willing to participate. Further support and 

information was available where needed. 

iii) Willing participants were asked to provide their written consent to 

take part and those who gave their consent were recruited. After the 

MUR consultation had taken place, participants were invited to 

participate in a semi-structured interview as well (see recruitment 
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strategy below). Patients not willing to participate in the study or not 

willing to provide written consent were not recruited, but still received 

the MUR according to standard procedures. 

2. Semi-structured interviews: 

i) On a predetermined day, each recruited pharmacist was asked to 

identify, via the pharmacy's PMRs, patients collecting their repeat 

medication who have had an MUR. 

ii) · The pharmacist or pharmacy support staff provided these patients 

with information on the study (see Appendix 4.9) and invited them to 

take part. Support and further information was available to answer 

any questions. Patients involved in the observational study were 

also invited to participate in an interview (see above). 

iii) The pharmacist or pharmacy support staff identified patients who 

were willing to participate and their written consent to participate was 

obtained. These patients were subsequently recruited to the study 

and for each patient a convenient time was arranged for the 

interview to take place at the particular community pharmacy. 

In each case, separate consent was sought for the audio-recording of the MUR 

consultation and the interview with the researcher. Notes were also made during the 

observations. All patients who participated in the semi-structured interviews were 

given a one-off payment of £10 to thank them for their time. 

The process of recruiting patients to the MUR service was also observed and notes 

made. Consent for observing this process was not obtained and conversations were 

not recorded, but a notice informing patients and customers that research was taking 

place was displayed in the pharmacy. 
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4.2.3 Data collection 

4.2.3.1 Conducting and observing MUR consultations 

Five MUR consultations were carried out with eligible patients after meeting the 

requirements for delivering the MUR service in accordance with the MUR service 

specification and relevant Directions (PSNC, 2004; The Pharmaceutical Services 

Directions, 2005). Seven MUR consultations conducted by other pharmacists were 

then observed at two pharmacies between 20 October 2008 and 15 February 201 0. 

4.2.3.2 Semi-structured participant interviews based on their experience 

and views of the MUR service 

Fifteen semi-structured, face-to-face patient interviews were carried out between 24 

September 2009 and 26 February 2010. The interviews were based on an interview 

schedule, topic guide (Appendix 4.10), developed from data collected during the 

MUR observations. The interviews were conducted with discussion focussing on six 

principal areas: how patients were recruited to the MUR service, the MUR 

consultation and their experience during the consultation, usefulness of the service, 

the aim of the MUR service, their impressions of the service and any 

recommendations they wanted to make. While the interview schedule helped to 

guide the interview process, it did not dictate the discussion. Interesting areas that 

emerged were explored further (Smith and Osborn, 2008). 

In addition, and to supplement findings, eight pharmacists were interviewed between 

5 August 2010 and 24 September 2010. These face-to-face interviews were also 

based on an interview schedule (Appendix 4.11) and focussed on the following 

principal areas: recruitment process, motivation for delivering the MUR service, 

environment, communication, the importance they attached to mannerisms and 

outcomes of the MUR service. 
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4.2.4 Analysis of observation and interview data 

The audio-recorded observation and interview data were anonymised and 

transcribed verbatim. The data were kept in password-protected documents on 

password-protected computers. 

The MUR observational data from transcripts and field notes were thematically 

analysed to determine the flow of the MUR consultation and the focus of the 

discussion. The observation transcripts, data from MURs conducted and the MUR 

Competency Framework (NHS, 2005), were then used to develop an MUR patient 

pathway. 

Items from the five patient satisfaction questionnaires identified from the literature 

review were then categorised according to the newly-developed MUR patient 

pathway and linked to each relevant stage. The aim was to determine whether all 

elements of the pathway were being captured by existing questionnaires. In 

addition, the questionnaire items that could be related to the MUR service were 

thematically analysed to identify specific concepts that were included in the 

satisfaction questionnaires. 

A case and theme based approach was used to sort and manage patient interview 

data in a framework matrix both thematically by concept and by case (NatCen, 2011) 

(see Appendix 4.12). Patient interview transcripts were read repeatedly while they 

were analysed and coded according to the existing concepts relating to patient 

satisfaction as captured by other questionnaires. Additional concepts emerged 

through reading and rereading transcripts. Patient statements were coded 

separately and analysed using interpretative phenomenology (Smith et al., 1999). 

Although a grounded theory approach (Giaser and Strauss, 1967) was considered 

initially, an IPA approach was chosen because it is concerned with the interpretation 

of the individual patient's personal perception of the MUR service. lt is also 

associated with an understanding of patients' beliefs about the MUR service, or 

indeed a service delivered by a community pharmacist, and thus enables the 

identification of concepts that would influence their satisfaction (or not) with the 
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service (Smith and Osborn, 2008). Grounded theory on the other hand is concerned 

with developing a theoretical explanation for a phenomenon of interest relating to the 

MUR service. This type of methodology was considered too restrictive in a study 

where patients' perceptions on a relatively new service were being explored. 

Discourse analysis was also considered as an alternative method, but this method 

had already been used to analyse MUR PILs (see Chapter 2). Although IPA is a 

relatively new qualitative methodology it is "considered useful when one is 

concerned with complexity, process or novelty" (Smith and Osborn, 2008, p.55) and 

·this method is largely associated with the in-depth analysis of a small number of 

cases. 

The IPA involved marking relevant items in the interview transcripts, identifying 

emerging themes, noting connections and ordering these into lists. New emerging 

themes were improved by continuously checking and comparing the ideas with 

existing data and new data collected (Denscombe, 2010). Themes were member­

checked, verified by constant comparing with existing and new data, agreed and 

then grouped into clusters. Based on these clusters master lists of themes were 

compiled. Once all the interviews were analysed, the master lists of themes were 

compared and brought together as sub-themes within super ordinate (or higher 

order) categories (Smith et al., 1999). The pharmacist interview data were coded 

according to the master lists to give further context to the results. Relationships 

between these categories were further explored and developed into a conceptual 

framework for measuring patient satisfaction with the MUR service. 

4.3 Results 

4.3.1 Analysis of MUR observation data 

Seven observations of the MUR service being conducted took place in two 

phannacies. The MUR consultations lasted between 3.5 and 12 minutes. A 

computer was available in five of the consultation rooms used for the observations. 

One of the consultations was interrupted by a member of the pharmacy team asking 

the phannacist to check a prescription that was due to be handed to another patient. 

131 



4.3.1.1 Thematic analysis 

4.3. 1. 1. 1 Information collection 

During the MUR consultations the pharmacists seemed to focus on establishing an 

up-to-date list of the patient's current medication and whether they knew what all the 

medicines were for. 

"I'm just going to check the medication you're on at the moment, how 
you're taking it, if it's the same as doctor's instructions." (Ob 1) 

"Do you remember how to take this?" Patient responds "yes". "Please tell 
me."(Ob6) 

Some of the pharmacists' statements were formulated into questions that almost 

prompted the patient to answer in a certain way. 

"Okay, and everything is controlled? No problems?" (Ob1) 

"Oh, and it's helping?" (Ob2) 

"No problems swallowing it, although I doubt that, they're so small?" (Ob3) 

In consultations where the patient's medical history was brought up on a computer 

screen in the consultation room the patients showed an interest in what records were 

held about them. They leaned forward towards the computer peering at the 

information appearing on the screen. Patients seemed happy to volunteer additional 

information about their health almost as if they considered it their responsibility to 

ensure the pharmacist was up to date with their medical history and to provide 

explanations for their medication regimens. 

4.3. 1. 1.2 Patients' relationships with healthcare professionals 

Patients mentioned a variety of other professionals involved in their health care. 

"I've just had blood pressure checked [at the surgery], I am back next 
month and tomorrow I've got to go all through the asthma one." (Ob1) 

"Now see, that's what the physio keeps telling me." (Ob3) 

"I'll carry on taking it until/ see the surgeon again." (Ob5) 

In terms of patients' relationships with these professionals, phrases to describe both 

a partnership as well as a more paternalistic or authoritarian relationship were used. 

"That wasn't working that well so we [patient and doctor] then went onto 
the powdered one." (Ob 1) 
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"She [GP] turned round and said, 'Well do you think we ought to up the 
dose?', so I said 'Well it's up to you'." (Ob2) 

"Yeah, erm, well eh, I did stop. But, eh, I don't know, I think it helped with 
the stiffness at night when I take it. The surgeon said 'stop it' when I saw 
him so I've stopped it now." (Ob5) 

4.3. 1. 1.3 The MUR form 

The observations took place during the time when the MUR version 1 form was 

being replaced by versi0n 2. Version 1 was available electronically while version 2 

was not. In cases where an electronic copy of the MUR form was available (Ob1 

and Ob2), the conversation seemed to be driven by the form and the focus was on 

populating the form with information received from the patient. There were instances 

where populating the form seemed to take priority over issues brought up by the 

patient. This finding was supported in a recent study by Latif et al. (2011 ). 

Patient 

Pharmacist 
Patient 
Pharmacist 
Patient 

Pharmacist 

Patient 

Pharmacist 
Patient 

Pharmacist 

Patient 

"I do get, eh, on a request is, erm, fungi/in, build up of ... " 
{cross-talking} 
"Which one?" 
" ... thrush" 
"Oh, oh, yes" 
"I can't avoid it, I get them. Gargle [patient leaning back in 
chair as if gargling] and wash my throat out with water, it 
doesn't matter, it still builds, so .. . " 
"You're still doing that?" [Non-verbal response from patient 
indicating "Yes".) "So the blood pressure [tablets] you take 
every day?" (Ob 1) 

"These pills in here are the one, these are the ones that I 
take for my blood ... [patient looking in prescription bag] 
"Yeah" 
" ... me blood pressure, the other ones, which are, which are 
me antidepressants, they're not, erm, the prescription still 
hasn't been signed yet, erm ... " 
"That's fine, we'll get there. Any drug allergies at all, like 
penicillin or ... ?" {cross-talking} 
"Yeah, penicillin" (Ob2) 

In cases where the electronic MUR form was populated during the MUR consultation 

(Ob1 and Ob2), the layout of the room and electronic equipment meant that a 

physical barrier between the pharmacist and the patient was created by the 
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pharmacist's arm whenever the mouse was used to navigate the MUR form on the 

computer screen. This action also directed the pharmacist's body towards the 

computer, away from the patient and subsequently reduced their eye contact with 

the patient. One patient was observed crossing his arms as a result of the 

pharmacist's change in body posture, although he continued to respond to the 

pharmacist's questions. 

Where only a paper copy of the MUR form was available, the same pharmacist spent 

more time talking directly with the patient (Ob3), addressing their concerns regarding 

regular pain control and providing more detailed advice on safe doses to use. 

4.3.1.1.4 Focus of the MUR 

In addition to collecting information on the patient's current list of medicines and their 

use of these medicines, the pharmacists seemed to take on their advice-giving and 

educational role during the MUR consultation. Although patients seemed happy to 

volunteer additional information, the pharmacist explored only the surface of 

problems or issued raised and then brought the conversation back to the next 

section of the MUR form that had to be completed (Ob1, Ob2 and Ob3). During 

other observations (Ob6 and Ob7) the pharmacist almost quizzed the patient on their 

medicines' knowledge. In both these cases the patient had already had an MUR 

previously hence it could be argued that they knew what to expect. When they 

confirmed that they knew what their medicines were for, the pharmacist still asked 

them to explain it to him. 

Where adherence issues became apparent during the patient-pharmacist discussion, 

the pharmacist did not necessarily make reference to the issue in the MUR action 

plan. In fact, the action plans were completed without the entries being explicitly 

discussed and agreed with patients and without asking patients whether there were 

specific health-related issues they wanted to raise. During the conversation there 

was very little indication of a true concordance-centred approach and the MUR 

consultation could be described as a fact-finding mission. 
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4.3.1.2 The MUR patient pathway 

A patient pathway, including stages of the patient's journey from entering the 

pharmacy, through the MUR process until the patient left the pharmacy with a copy 

of the MUR form, was developed based on observational data and field notes 

(Figure 4.2). 

Patient enters 
pharmacy 

Private consultation room 

Patient interacts 
with pharmacy staff 

Patient and 
pharmacist 

enter 
consultation 

room 

Patient and 
pharmacist 

leave 
consultation 

Figure 4.2 The MUR patient pathway 

Patient waits for 
pharmacist 

Pharmacist 
interacts with 

patient 

Patient leaves 
pharmacy 

The 'new' patient and pharmacist roles in the context of the MUR service (see 

section 2.1.3.4) specifically related to the discussion that takes place in the private 

consultation room and therefore this stage of the pathway was further refined based 

on the data collected. Seven stages in the MUR consultation (Figure 4.3) , each 

seeking to meet a specific aim, were identified. 
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Stage 1 
Preliminary 

chat 

_ !_ 

I 
Stage 3 

Advice-giving 

Stage2 
Interrogation 

and clarification 

\ 
Stage4 

+---+-+: Negotiation and 
agreement 

t \ - ·"'- _ ). 
Stage5 

Administrative 
tasks 

' 

Stage& 
Open forum 

Stage7 
Close of 
meeting 

Figure 4.3 Simplified representation of the MUR consultation stages 

In addition, patients and pharmacists were observed to adopt certain roles and 

display certain behaviours during the MUR consultation and within each stage of the 

consultation process. These roles and behaviours as well as the likely aim of each 

consultation stage are shown in Table 4.1. 
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Table 4.1 The aims of each MUR consultation stage and the roles and behaviours of 
patients and pharmacists during each stage 

MUR Overall aim 
of the Pharmacist's role and Patient's role and 

consultation consultation behaviours behaviours 
stage stage 

To meet MUR Builds rapport with patient 
1 - Preliminary requirements Explains MUR process Understands MUR process 

chat To build Seeks patient's consent Provides consent 
rapport 

Asks questions regarding 
patient's prescribed and OTC 

2 - Interrogation 
To build medicines as well as patient's Answers questions 
picture of use of medicines Provides information and 

and patient's Seeks clarification where clarification on medicines 
clarification medicines use necessary and use of medicines 

Receives information from 
patient 

To advise 
patient to Receives information on use 
improve their Provides information on use of of medicines 

3- Advice-giving knowledge medicines Requests information on use 
and use of of medicines 
medicines 

Makes recommendations 
Clarifies recommendations 

4- Negotiation To agree Discusses recommendations 
Raises issues 

and agreement action plan with patient 
Agrees plan of action Agrees plan of action 

5 - Administrative To meet MUR 
Populates MUR form based on 
information received and key Observes process 

tasks requirements points discussed 

Engages in two-way Engages in two-way 

To discuss any 
discussion about health- discussion about health-
related issues, lifestyle and related issues, lifestyle and 

8- Open forum outstanding other health promotion other health promotion 
health-related activities, as well as general activities, as well as general 
issues non-pharmacy related topics non-pharmacy related topics 

To bring Thanks patient Thanks pharmacist 7-Cioaeof meeting to a Provides copy of MUR form Receives copy of MUR form meeting close 

Questionnaire items from the five identified patient satisfaction questionnaires were 

then analysed and related to each of the MUR consultation stages. The results are 

discussed in the next section. 
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4.3.2 Analysis of patient satisfaction questionnaire statements 

The five patient satisfaction questionnaires that were considered pertinent to this 

research (see section 4.1.1.3) contained a total of 69 items (range 9-20 items per 

questionnaire) exploring patients' views of and satisfaction with the services they 

were developed in relation to (Table 4.2). However, four of these items aimed to 

extract free text comments from patients (811, C9, C1 0 and C11) and one question 

explored patients' reasons for accessing the particular service (C1). These items 

were excluded from further analysis as these did not specifically focus on measuring 

patients' satisfaction with the particular service and are indicated in italics in Table 

4.2. 
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Table 4.2 Items exploring patient satisfaction from the five relevant patient satisfaction questionnaires 

A- Patient B-RPSGBMUR C - MUR Patient D - Phannacists' E -Medications 
Satisfaction with Patient Survey Satisfaction Survey Supplementary Management Service 

Pharmaceutical Care Prescribing Questionnaire 
I 

(PSPC) Questionnaire 

(1) The professional (1) Before you saw the (1) Why did you decide to (1) I am totally satisfied (1) The CP seemed to 
appearance of the Pharmacist today, had you use this service? with my visit to this take a genuine interest in 
pharmacy ever had a Medicines (I was concerned about pharmacist prescriber me as a person 

Use Review before? my condition; I wanted 
advice from my 

I phannacist; I wanted to 
know more about the ' 

medicines I was using; I 
was confident that my 
phannacist would give me 
fJOOd advice; Other) 

(2) The availability of the (2) Did you understand (2) The importance of (2) This pharmacist (2) I felt that others could 
pharmacist to answer your why you were having a taking part in this service prescriber told me listen 
questions Medicines Use Review? was made clear to me everything about my 

treatment 
(3) The pharmacist's (3) Were you asked if you (3) The pharmacist clearly (3) Some things about my (3) The CP told me how to 
professional relationship buy any medicines "over explained how I could gain consultation with the take my prescriptions 
with you the counter" in the maximum benefits from pharmacist prescriber 

pharmacy or if you use my medication could have been better 
any "complimentary" 
medicines, e.g. Herbal 
medicines or vitamin 
supplements? 

(4) The pharmacist's ability (4) Were you asked about (4) The advice given to me ( 4) This pharmacist ( 4) The CP told me what to 
to advise you about medicines you have at by the pharmacist was prescriber examined me do if I missed a dose 
problems that you might home that you do not use useful very thoroughly 
have with your or do not need anymore? 
medications 
(5) The promptness of (Sa) Were (5) I feel that I understand (5) This pharmacist (5) The CP told me about 
prescription drug service recommendations made to more about my medication prescriber was interested possible side effects of my 

you to change the way in since using this serviCE! 
~-

in me as a persofl, nq_t just prescriptions 
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which you use or take your my illness 
medications? 

(6) The professionalism of (5b) If you answered "Yes" (6) A follow-up visit to the (6) I understand my illness (6) The CP gave me 
the pharmacy staff to Q5a regarding pharmacy would be of much better after seeing information about my 

recommendations for benefit to me this pharmacist prescriber health as well as my 
changes, are you likely to prescription medications 
make these changes? 

(7) How well the (6) Do you think your (7) I am happy with the (7) I felt this pharmacist (7) The CP asked about 
pharmacist explains what knowledge about your length of time that I spent prescriber really knew any over-the-counter 
your medications do medicines and how to take in the pharmacy what I was thinking medications I may be 

and use your medicines taking 
has improved as a result 
of your Medicines Use 
Review? 

(8) The pharmacist's (7a) Were you given an (8) I would recommend (8) I wish it had been (8) I was able to ask the 
interest in your health opportunity to raise this service to others possible to spend a little CP all the questions I 

questions that you wanted more time with the wanted to 
to ask? pharmacist prescriber 

(9) How well the (7b) If you answered "Yes" (9) What did you like most (9) I would find it difficult to (9) Any questions I had 
pharmacist helps you to to Q7a, did you feel that about the service? tell this pharmacist were answered to my 
manage your medications these were answered to prescriber about some satisfaction 

your satisfaction? private things 
(1 0) The pharmacist's (Ba) Were you given a (10) What did you like (1 0) Any medication 
efforts to solve problems copy of the Medicines Use least about the service? problem I was 
that you have with your Review form? experiencing was sorted 
medications out 
(11) The responsibility that (8b) If you answered "Yes" (11) Please write any other (11) My concerns were 
the pharmacist assumes to QBa, please consider comments you have about taken seriously 
for your drug therapy the following statements the service 

and tick all that apply: 
I can read the MUR form 
clearly 
I can understand the MUR 
form 
I feel that the MUR form 
will be helpful to me 

(12) How well the (9) Did you feel that the (12) I could understand the 
pharmacist instructs you area in which your information I was given 
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about how to take your Medicines Use Review 
medications took place was suitable for 

a confidential discussion? 
(13) Your pharmacy (1 0) Please indicate how (13) Other pharmacy staff 
services overall useful you felt your seemed to be 

Medicines Use Review knowledgeable about the 
was to you by ticking one treatment of heart 
of the boxes on the scale problems 
below: 
1 2 3 4 
5 
Not -----------------------Very 
useful useful 

(14) How well the ( 11) Please use the box (14) I had to wait too long 
pharmacist answers your below to tell us anything for my prescription to be 
questions else that you would like to completed 

let us know about your 
experience of the 
Medicines Use Review 

(15) The pharmacist's (15) The pharmacist made 
efforts to help you improve sure that I understood how 
your health or stay healthy to take my medications 
(16) The courtesy and 
respect shown you by the 
pharmacy staff 
(17) The privacy of your 
conversations with the 
pharmacist 
(18) The pharmacist's 
efforts to assure that your 
medications do what they 
are supposed to 
(19) How well the 
pharmacist explains 
possible side effects 
(20) The amount of time 
the pharmacist offers to 
spend with you 
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4.3.2.1 Thematic analysis of patient satisfaction questionnaire items 

The remaining 64 questionnaire items were considered in relation to their potential to 

measure patients' satisfaction with the MUR service and 57 (89.1%) of these items 

seemed relevant, even though only 19 (29.7%) items had been developed with the 

MUR service in mind (from questionnaires Band C in Table 4.2). The 57 relevant 

statements were thematically analysed and yielded eight categories (Table 4.3). 

None of the questionnaires contained items in all eight categories. 

Table 4.3 Thematic analysis of patient satisfaction questionnaire statements 

Category Questionnaire items 

Pharmacist giving advice, 
providing information, or A4;A7;A12;A14;A19;85a;C1;C3;D2;E3;E4;E5;E6 
making recommendations 

Pharmacist gathering 83;84;E7 
information or asking questions 

Pharmacist's traits 
A3;A8;A9;A10;A11;A15;A18;A20;05;D7;09;E1; 
E11; E12; E15 

Patient asking questions B7a;E8 

Patient outcomes 85b;B6;87b;B10;C4;C5;06;E9;E10 

Environment A1; A17; 89; E2 

Administration B2;88a;B8b;C2 

General satisfaction A13;A16;C7;C8;01;03;D8 

'Pharmacist's traits' related to the pharmacist's mannerisms, i.e. the way they 

behaved and the characteristics they displayed during their interaction with patients. 

'General satisfaction' related to the patient's satisfaction with the pharmacy 

service(s) overall, the length of time spent in the pharmacy, courtesy and respect 

shown by the pharmacy staff and whether the patient thought that they would 

recommend the service(s) to others. 

This thematic analysis supported the notion that existing patient satisfaction 

questionnaires were more focussed on pharmacists' advice-giving and educational 
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role. Sixteen (28.1 %) statements related to the pharmacist giving advice, providing 

information, making recommendations, gathering information or asking questions 

(Table 4.3). There was little emphasis on the pharmacist's role in establishing a two­

way patient-pharmacist conversation. In fact, only two (3.5%) statements related to 

the patient's role in the discussion and both of these aimed to establish whether the 

patient felt they were given the opportunity to ask all their questions during the 

consultation. 

4.3.2.2 Categorisation of patient satisfaction questionnaire items according 

to the MUR consultation stages 

Forty (62.5%) of the 64 patient satisfaction questionnaire items (Table 4.2) could be 

adapted to relate to the various MUR consultation stages (Figure 4.3). These are 

shown in Table 4.4. The remaining 24 (37.5%) questionnaire statements related to 

the patient's relationship with the pharmacist, pharmacist's traits, promptness of 

dispensing services and professionalism, knowledge and courtesy of the pharmacy 

staff and therefore could not be categorised in terms of MUR consultation stages. A 

number of these statements could affect satisfaction though and as such were 

included in the thematic analysis (Table 4.3). 

lt may seem contradictory that questionnaire items that are associated with a specific 

stage of the MUR patient pathway (Table 4.4) were included in a different category in 

the thematic analysis (Table 4.3). For example, questionnaire statement A 10 "The 

pharmacist's efforts to solve problems that you have with your medications" is 

categorised as stage 3 of the patient pathway (advice-giving), but included under 

"Pharmacist's traits" in the thematic analysis. This is because although the 

statement related to the pharmacist's advice-giving role, it was formulated in a way 

that was associated with 'how' the pharmacist acted in solving the patient's 

problems. A total of five 'advice-giving' statements were coded as 'pharmacist's 

traits' (A9; A 1 O; A 18; E 12; E15) based on this subtle difference. 
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Table 4.4 Existing patient satisfaction questionnaire items linked to each MUR 
consultation stage 

MUR consultation stage Questionnaire items linked to each stage 

1 - Preliminary chat B1;B2;C2 

2 -Interrogation and clarification A18;B3;B4;D9;E7 

3- Advice-giving 
A4;A7;A9;A10;A12;A14;A19;B6;C1;C3; 
C4;C5;D2;E3;E4;E5;E8;E9;E10;E12;E15 

4- Negotiation and agreement B5a;B5b 

5 - Administrative tasks BSb 

6 - Open forum A15;B7a;B7b;D5;D6;E1;E6 

7- Close of meeting BB a 

Similar to the results from the observational data (see section 4.3.1.1.4), the majority 

of statements (26/40; 65.0%) related to pharmacists' traditional educational and 

advice-giving roles, i.e. where the pharmacist asked questions and provided 

information (stages 2 and 3 of the MUR consultation), with little emphasis given to 

new patient and pharmacist behaviours within the 'concordance-centred' MUR 

consultation. In terms of the PSPC questionnaire, the supplementary prescribing 

questionnaire and the Medications Management Service questionnaire, this was to 

be expected because these questionnaires were not developed based on the MUR 

service. The RPSGB MUR patient survey was the only questionnaire containing 

items that could be linked to every stage of the MUR consultation process, although 

this survey was in a tick-box format as discussed in section 4.1.1.3.3 and hence 

provided little opportunity for patients to rate their satisfaction with the service. 

4.3.3 Results and discussion of analysis of patient and pharmacist 

Interview transcripts 

Fifteen face-to-face interviews with patients (7 male; 8 female) were carried out in 

seven different pharmacies. Ten patients provided their age (range 50-82; mean 71 

years) while ten patients (not the same group of patients) also provided information 

on the number of medicines they were taking (range 2-11; mean 5.4 medicines). 
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Patient interviews lasted between 1 0 and 52 minutes. Four pharmacies had a 

computer available in the consultation room at the time of the MUR consultation. 

Ten patients from these four pharmacies were interviewed. Eight face-to-face 

interviews with pharmacists (4 male; 4 female), all from different pharmacies, lasted 

between 26.5 and 40.5 minutes. 

4.3.3.1 Patient interview transcript coding 

Patient interview transcripts were coded based on the satisfaction categories (Table 

4.3) identified in existing patient satisfaction questionnaires to determine whether 

these questionnaires were sufficient in capturing patient satisfaction with all aspects 

of the MUR service discussed by patients during the face-to-face interviews (see 

Appendix 4.13 for an example of a coded patient interview transcript). However, the 

existing patient satisfaction questionnaires were not deemed sufficient therefore the 

patient interview transcripts were subsequently subjected to IPA to identify concepts 

that were not captured by the existing questionnaires. 

4.3.3.2 Interpretative phenomenological analysis (IPA) 

IPA allowed the exploration of additional aspects that might have led patients to 

feeling satisfied (or dissatisfied) with the MUR service and its delivery. The aim was 

to create a comprehensive account of themes which had significance within the 

transcripts. Five super-ordinate themes linked to patient satisfaction with the MUR 

service were identified, i.e. relationships with healthcare providers, patients' views of 

healthcare providers (including pharmacists), patients' views and experience of 

health, healthcare services and medicines, patients' views of the MUR service and 

logistics. Each super-ordinate theme was supported by master themes and 

subcategories (Table 4.5). 
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Table 4.5 The compositional structure of the IPA themes 

Theme 1: Relationships with health care providers 

Code Master themes Code Subcategories 

1.1.1 Forming a relationship 

1.1 Relationship process 
1.1.2 Changes in the relationship over time 

1.2.1 Authoritarian I Paternalistic 

1.2.2 Supervisory I Controlling 

1.2 Types of relationships 1.2.3 Partnership 

1.2.4 Professional 

1.2.5 Friendship I Familiarity 

1.3.1 Faith I Trust 

1.3 Features of the relationship 1.3.2 Respect 

1.3.3 Non-threatening 

Theme 2: Patients' views of healthcare providers (Including the pharmacist) 

Code Master themes Code Subcategories 

2.1.1 Knowledgeable I Skilled I Experts 

Professional people 
2.1.2 Autonomous 

2. 1 

2.1.3 
Joint working and good communication with 
other healthcare providers 

2.2.1 Taking responsibility for the patient 

2.2.2 
Pharmacists taking on new roles/ Providing 
new services 

2.2.3 Caring 

2.2 Role in healthcare 2.2.4 Imparting knowledge I Educating patient 

2.2.5 Providing reassurance I Allaying fear 

2.2.6 Providing non-medical care 

2.2.7 Providing support and motivation 

2.3.1 Process of gaining access 

2.3 Being accessible/available 2.3.2 Time allowed for conversation 

2.3.3 Approachable 
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Theme 3: Patients' views and experience of health, healthcare services and medicines 

Code Master themes Code Subcategories 

3.1.1 Becoming an informed patient 

3.1.2 Having a right to make decisions regarding 
Taking responsibility for own treatment 

3.1 health/health care 
3.1.3 Level of control 

3.1.4 Implementing lifestyle changes 

3.2.1 Experiencing an altered body 

3.2.2 Accepting the consequences of getting older 

Identifying with the concept of 3.2.3 Consequences of past decisions 
3.2 being a 'patient' 

3.2.4 In need of medical treatment 

3.2.5 Emotional response to symptoms and 
subsequent diagnosis 

3.3.1 Improves patient's health 

3.3 Impact of medical treatment 3.3.2 Affects patient's life 

3.3.3 Emotional response to treatment 

3.4.1 Good-quality service 

3.4 Overall NHS services 3.4.2 Problems do exist 

3.4.3 Suffers from negative media 
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Theme 4: Patients' views of the MUR service 

Code Master themes Code Subcategories 

4.1.1 Expectations 

4.1.2 Patient's decision whether to access service 

4.1 Accessing the MUR service 
4.1.3 Reasons for accessing the service 

4.1 .4 Making appointments 

4.2.1 Question and answer session 

4.2.2 Focussed 

4.2 Type of MUR interaction 
4.2.3 Informal chat 

4.2.4 Patient participation 

4.3.1 Being reassured I Having fears allayed 

4.3.2 Obtaining information and advice 

4.3 
Outcomes of the MUR 4.3.3 Increased confidence 
consultation 

4.3.4 Problems sorted out 

4.3.5 Recommending service to others 

4.4.1 Receiving written information 

4.4 Sharing of information 
4.4.2 GP involvement 

4.5.1 Getting to know about the service 

Marketing of the service 
4.5.2 Requirement for efficient advertising 

4.5 

4.5.3 Distinction between MUR/pharmacy and GP 
services 

Theme 5: Logistics 

Code Master themes Code Subcategories 

5.1.1 Confidential I Private 

5.1 Environment 5.1 .2 Level of comfort 

5.1.3 Medical history available on computer 

5.2.1 Dedicated pharmacist's time 

5.2 Time issues 5.2.2 Acceptance that healthcare professionals are 
busy 

5.2.3 Awareness of other patients' needs 
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The framework matrix of patient interview data (see Appendix 4.12) was scrutinised 

based on the super-ordinate themes listed to identify connections between the 

themes, underlying beliefs, values and ideas that could be helpful in developing a 

conceptual framework for measuring patient satisfaction with the MUR service. 

During the analysis it was noted that identified domains were compatible with 

Donabedian's (1966) structure-process-outcome framework for evaluating medical 

care. The topics and themes identified through IPA and the domains uncovered 

through the framework matrix analysis were related to the components structure, 

process and outcome (Table 4.6). The next sections will provide detailed 

discussions of each of the components. In addition, pharmacist interview transcripts 

were coded based on the IPA themes to provide further context. 

Table 4.6 Organisation of IPA topics and themes and framework matrix analysis 
according to the components structure, process and outcome 

Component Topic identified I Theme leading to conceptual framework development 

Structure Existing relationships between patients and healthcare providers 

Collaboration between healthcare providers 

Environment within which the MUR consultation takes place 

Time issues in relation to the provision of the MUR service alongside the 
pharmacist's other activities 

Process Recruitment of patients for the MUR service 

Agreeing to the MUR consultation 

Managing patients' expectations 

The patient-healthcare provider conversation 

Patient involvement in the MUR consultation 

Pharmacists' characteristics and mannerisms 

Outcome Emotional impact on the patient 

Viewing the MUR as worthwhile 

Recommending the MUR service to others 

Implementing recommendations or changes 

Having a written record of the discussion 
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4.3.3.2.1 Structure of the MUR service influencing patient satisfaction 

As shown in Table 4.6, relationships with and collaboration between providers were 

included under the component 'structure'. Although this inclusion might seem 

unprecedented, these aspects of care related to arrangements that some patients 

felt were important to have in place to ensure the service could be delivered 

satisfactorily in the first instance and as such were judged to be part of the structure 

of care. Greenley and Schoenherr (1981), Cleary and McNeil (1988) and Aharony 

and Strasser (1993) also included aspects of the organisation of care and 

communication with other organisations under 'structure' of care . 

• Existing relationships between patients and healthcare providers 

Building a relationship with patients ought to be particularly important in the 

community pharmacy setting as patients do not have to register with a 

particular pharmacy and can choose from a variety of different pharmacies and 

pharmaceutical services within their local area. In general patients interviewed 

seemed to continue visiting the local pharmacy where they felt comfortable and 

where they were able to build a relationship with the pharmacist. lqbal and 

Wood (201 O) also found that patients felt more comfortable with pharmacists if 

they were known to them. 

"If you find a pharmacist that you can get on with and you don't feel 
intimidated by, then you'd be, you'll go back won't you?" (P3) 

''lt's just we [patient and pharmacist] have clicked." (P4) 

Some patients expressed an appreciation of the pharmacist getting to know 

them on a personal level. In addition, pharmacists perceived that the MUR 

service improved their relationships with their patients, a finding that was also 

reported in studies by Cowley et al. (201 0) and Sheridan et al. (2011 ). 

"As soon as I walk through that door, she [the pharmacist] might be 
busy, and she would look over the top [of the counter] and as soon 
as she sees me she'll come [into the public area]. You [the 
interviewer] saw her come over and say hello to me just now, and my 
wife, 'Hello'. They know my name now, because I regularly come in 
for it. And, oh, she's lovely." (P5) 

"That he greets everyone by name is very, very good" ... "we're not a 
stranger coming in." (P9) 
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This resulting relationship seemed to have been built on a high level of trust in 

the pharmacist and associated with the pharmacists' professional standing in 

the community and their expertise in relation to medicines. 

"Well they [patients in general] do. They trust pharmacists, yes. 
Because they're [pharmacists] considered, I mean, they're 
professional people who understand the medications." (P1) 

"She's [the pharmacist] the pillar that /lean on." (P4) 

"I trust her [the pharmacist] more than I would me doctor, I think. 1 
honestly would." (PS) 

One participant described her relationship with the pharmacist and pharmacy 

staff as very important, "because if you don't have that closeness with the staff 

or anyone else, you fee/lost. Empty." (PS), while another was honest about the 

fact that she did not have a relationship with the pharmacist "because it seems 

to be a different person every time you come in" (P12) due the number of locum 

pharmacists working in the particular pharmacy. Although relationship building 

could prove problematic in areas with a high turnover of pharmacists, especially 

in pharmacy multiples, some patients seemed equally content with getting to 

know the pharmacy team, rather than the pharmacist in particular. 

"Whoever the person on the counter, dispenser, the pharmacist, 
store or whatever, they're all there for that same person, for that 
person coming in that needs some help, for whatever it might be." 
(P3) 

In contrast to patients having a choice of the pharmacy they visited, some 

patients explained that they did not feel that they had the same level of choice 

when it came to visiting the doctor. 

"Today, I've been to see the GP, but on the Saturday, perhaps I 
shouldn't have said this, but because I know, have had reports that 
xxx [name of pharmacist] is good, so, I would have, but he wasn't on 
duty on Saturday, I would have asked him, you know, what he 
suggested about this cough." ... "With the GP, unfortunately, this is 
what's wrong with the National Health Service, is that there's 
absolutely, as you well know, there's no consistency. I saw a GP this 
morning that I've never seen before." (P12) 

Some patients stated that they were happy with their GP or GP surgery. 

"They are pretty good down at my surgery. If I needed anything and 1 
wanted to chat with anybody, I can do that." (P1) 
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Another patient complained to an extent about the service he received at the 

GP surgery. Nonetheless, he kept returning to the same surgery. Perhaps this 

was because he was 'officially' registered at the particular surgery and that was 

where all his medical records were kept and he did not want to go through the 

process of changing to another surgery. 

"He [the GP] don't even know what you're talking about half the time" 
... "Honestly. Lots of people have been moaning about him [the 
GP]." ... "He's my mate [one of the patient's friends], but he ain't got 
a good word for the doctor down there [pointing in the direction of 
one of the surgeries] anyway." (P5) 

• Collaboration between healthcare providers 

All patients have to accept some level of responsibility for their health, even if 

this is only to the extent that they have to make the decision about whether and 

when to initiate a consultation with a healthcare professional. But accessing 

the healthcare system could result in a variety of professionals being involved 

in the patient's care including those in primary (doctors and nurses) and 

secondary (hospitals, including consultants, radiologists and physiotherapists) 

care settings. Patients observed seemed to take responsibility for ensuring that 

all their care providers were informed about aspects of their health and 

treatment. In the interviews they therefore seemed to value a degree of 

collaboration between healthcare professionals and good communication 

between providers involved in their care was highlighted as being important so 

as to optimise their care and therapy. Patients perceived the sharing of the 

MUR form with the GP as a form of collaboration between the pharmacist and 

the doctor. 

"lt's vital because if you're in there with the doctor, I find it a bit, 
you're in and you're out. You don't have a lot of time to, and if 
there's something you're not sure about, you kind of, unless you 
remember to say it straightaway, it's a bit of a rushed affair. 
Whereas, you can come down here and the pharmacist spends as 
much time as you need and it doesn't bother me. In fact, I think that 
it's a good idea the doctor knows that you're seeing a pharmacist, 
that there is communication between the two because it's better for 
the patient really because, you know, it's not like keeping the doctors 
on their toes, it's not that. lt's just that I think they should be ... you 
don't always remember because I know from experience with my 
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dad, now he goes in there and he '11 see the doctor and he forgets half 
of what the doctor has said. I mean, I know he's elderly but it can 
happen to a young person as well especially if you've had a bit of a 
'oh, the reading is a bit high'. You know, the first time I was told 
about the thyroid thing, it knocked me completely. I didn't know what 
it was and what was happening and what had gone wrong with me. 
Much as I'm sure I'm not the only person, so I think that's vital, that 
link between the two. I think the two should work together to be 
perfectly honest." (P3) 

"I was, think it's quite good actually [that the GP was aware of what 
was discussed during the MUR consultation]." (P3) 

"lt's a very, very good to come and know that your pharmacist is 
aware of what you are taking." (P9) 

"That's useful actually [sending a copy of the MUR form to the GP 
surgery], because they should have some feedback to the surgery in 
case, because what is the point of just telling the pharmacist if it 
doesn't then get sent back" ... '"cause they really need to work 
together." (P14) 

But another patient was not convinced that GPs would appreciate pharmacists' 

comments or recommendations in relation to patients' treatment. 

"Sometimes the GPs, you know, are under pressure and, a bit 
grumpy. For instance, if there'd been comments in here {holding up 
copy of the MUR form], if the lady [the pharmacist] had said 'Well, I 
don't know why you're on that one if you are on that one', then I'd 
gone back to my GP with that comment. The GP would have just 
probably said 'Na-a, I know about best'." (P6) 

Some pharmacists perceived that patients were willing to share information with 

them that they were not sharing with the GP. In these instances collaboration 

between healthcare professionals could be really important in terms of patient 

health outcomes. One pharmacist provided examples of cases where he used 

this information to explore reasons behind the patient's actions to determine 

whether their treatment was optimal. 

"Often it's 'Oh I don't take my aspirin'. 'Does the doctor know?' 'No'. 
'But you really should', you know, you don't want to go into any 
detail, 'it can prevent heart attacks' and stuff. lt's giving enough 
information but not scaring them. So again, it varies from person to 
person." (Ph2) 
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• Environment within which the MUR consultation takes place 

In general patients expressed the opinion that the consultation room was 

professional and an appropriate location for the MUR discussion. Patients 

further suggested that the room was a good idea and valued the privacy and 

confidentiality it brought to the conversation. 

"Well, I think it's quite good really, you know, because normally if you 
want to chat to pharmacists about anything, it's a bit public out there, 
isn't it? I mean, you might have a personal problem with your 
medication or something or whatever or creams and things. Here it's 
quite private and, I think, no, it's a good idea, yeah." (P12) 

"I think it's [having a consultation room] much more professional." (P10) 

Only two negative aspects in relation to the consultation room were raised. 

One participant (P4) stated that the room was quite hot when she had her MUR 

the previous summer while the other participant (P9), who was wearing a 

hearing aid, was of the opinion that the acoustics of the room was not good. 

These patients were from two different pharmacies. While patients in a study 

by lqbal and Wood (201 0) stated that they thought the consultation rooms were 

too small and intimidating, pharmacists in this research identified a need to 

strike a balance between professionalism, e.g. a clean, tidy, clutter-free room 

and comfort, e.g. the room not looking too clinical, not feeling like an office and 

not too small and intimidating. They stated that in their experience patients 

needed to feel physically and emotionally comfortable in order to open up 

during the conversation. 

In the case of two thirds of participants a computer was available in the 

consultation room at the time of their MUR. Lelievre and Schultz (2010) 

reported that half of the respondents in their study had no preference about the 

use of computers in the patient-doctor interaction, but concerns regarding the 

effect of the computer on the pharmacist's interaction with the patient have 

been raised as part of this research (section 4.3.1.1.3). However, during the 

interviews, patients did not share these concerns and actually appreciated the 

opportunity to look at their medication record on the computer screen, possibly 

because the screens in the pharmacy have never been accessible to them in 
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the same way as computer screens in GP consultation rooms that are visible to 

the patient. lt also contributed to the perception that they were part of the 

discussion. 

"lt was lovely because I was able to watch the screen [pointing to 
computer screen in the room] as well to see what we were talking 
about." (P4) 

• Time issues in relation to the provision of the MUR service alongside the 

pharmacist's other activities 

Time has been included in two sections of the patient satisfaction domains 

identified through the IPA and as such it relates to the components 'structure' 

and 'process'. Here it has been incorporated into 'structure' to highlight the fact 

that pharmacists needed to prioritise and structure their normal day-to-day 

dispensing and advice-giving activities around any additional services provided 

in the pharmacy. Patients showed an understanding of the fact that 

pharmacists were busy professionals and therefore seemed to appreciate the 

relaxed nature of the MUR consultation versus the perceived rushed 

consultation with the GP. Latif et al. (2011) also found that patients valued the 

time pharmacists spent with them. 

"In this day and age, the pharmacist, in spite of the time, as always, 
is always there if you've got an emergency question" ... "Time is vety 
precious and I mean you're coming to this pharmacist and they're 
always vety busy." (P2) 

"With the doctors it's in and out whereas you have more time [with 
the pharmacist]." (P3) 

"Your doctor is personal, but you have got that little bit more time 
[with the pharmacist]." (P4) 

"If you had wanted to discuss something, you've got to make two 
appointments, you know? And sometimes you just can't get two 
appointments together. lt's just not possible and I have had one 
occasion many years ago, maybe one of them or two of them that 
you have to have the last appointment so that you go over the time 
and then the doctor's not vety pleased about that, anyway. He just 
wants to go home." (P12) 

In this respect it was interesting to note that participants seemed to be aware of 

other patients' needs for the healthcare professional's attention and that 
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pharmacists had to prioritise their other activities to enable them to spend time 

on a one-to-one basis during the MUR consultation. 

"That is good [having the private consultation] provided they have got 
enough people on the other side to do all the other jobs or any 
prescriptions urgently." (P13) 

For this reason one patient stated that he was not "bothered" by the fact that 

the healthcare assistants interrupted the MUR consultation to have urgent 

prescriptions checked or to obtain consent for handing out dispensed items. 

"I think it's good [having a private consultation room]. Well, she {the 
pharmacist] got interrupted about four times. But it didn't bother me. 
Don't worry. No it's fine. Yeah, it's good, yeah." (P6) 

Some pharmacists explained that they aimed to deliver the MUR service to 

patients while they were waiting for their prescriptions to be dispensed by one 

of their dispensing assistants to save their and the patient's time and to avoid 

keeping other patients waiting for their prescriptions. 

4.3.3.2.2 Aspects of the MUR service process that may affect patient satisfaction 

• Recruitment of patients for the MUR service 

Patients' relationships with other members of the pharmacy team, such as 

healthcare assistants and dispensers, could be harnessed by involving them in 

advising patients of the availability of the MUR service and identifying and 

recruiting patients for the service, rather than relying on the pharmacist to drive 

the recruitment process. Even during the financial year 2011/12, a quarter of 

pharmacies in England were not claiming payment, hence delivering, the MUR 

service (PSNC, 2012b). This may partially be due to remaining problems with 

patient recruitment (see section 2.1.4.2 for more details on barriers to MUR 

service provision and sections 2.4.1 and 2.4.2 for a discussion of potential 

barriers to patient recruitment). According to the patients interviewed, the 

pharmacist played a key role in identifying and recruiting patients for the MUR 

service, but even so, patients seemed unsure of the reasons behind the 

invitation to have a medicines-related check by the pharmacist. 
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"I thought 'what does she [pharmacist] want to check it for?"' (P4) 

Nonetheless, the patients interviewed agreed to have the MUR consultation 

with the pharmacist for various reasons and these are discussed below. 

• Agreeing to the MUR consultation 

Various reasons for patients' willingness to participate in the MUR service were 

identified in this analysis and these are discussed below. 

1) I don't have a choice. I have to do it. 

"If they [pharmacists] say like, that you're, eh, you need to come for 
a, what's the word?, a review, then you have to come, have to come 
and do that. If they want to talk about it [the medicines], you have to 
come in and talk about it." (PB) 

2) The pharmacist/doctor/NHS wants this information and so I ought to do it. 
11 
••• and then when I come in one day and she said 'come we have to 

chat to you. NHS wants the information'." (P11) 
111 wasn't sure whether perhaps the doctor had said or had written on 
something, 'cause sometimes he gives me a little note, a little piece of 
paper which is attached to the thing [the prescription] and it's eh, 
come in for a blood pressure or, you know, or the new one, is: we've 
got swine flu vaccine and that sort of thing. I'm wondering if perhaps 
he put a little note on there, just check that she knows what's she's 
doing, she's getting a bit old [participant laughing], she's getting a bit 
old, maybe she's a bit dogberry and doesn't know what she's doing." 
(P12). 
11/'m happy to answer any questions that he [the pharmacist] wanted 
to know. lt doesn't bother me in any way or worry me if they want to 
know." (P13) 

3) This is about my health and my medicines, so it will be good for me to do it. 

"Because it's good to know. lt keeps you up-to-date on the 
medicines, because you don't know." (P3) 

"lt's very, very important, I want to know why I'm taking tablets, all the 
time, I'm the patient." (P11) 

"If you're on quite a bit of medicines you obviously want to know that 
people check up and make sure you're taking it properly, if you have 
any problems, so it's nice to know that they do check." (P15) 
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4) This is just a routine service they are offering to all patients now. 

"/ didn't know what it was about really. I had never been to anything 
like that before" ... "/just thought it was just a sort of routine, sort of 
maybe it was an extra service they were providing, or something like 
that." (P14) 

5) lt is my pharmacist who has invited me so I'll say yes. 

The pharmacist seemed to have always been a "familiar face" (P4), a "local 

person you got to know" (P3, P1 0) or a "friend" (P1 0) that patients felt 

"comfortable" with (P1 ). 

"He [the pharmacist] asked if I would do it [have the MUR 
consultation] and I said 'Yeah'." (P4) 

The use of the word "would" in this respect, rather than "wanted" could 

indicate another reason for agreeing to the MUR service, i.e. I can do 

something to help my pharmacist (see below). 

6) My pharmacist is always there for me. Now I can do something to help my 

pharmacist. 

Patients may have perceived their participation in the MUR discussion 

as 'helping the pharmacist', i.e. enabling the pharmacist to tick a box 

to indicate the service had been delivered, rather than 'getting help 

from the pharmacist' by having an opportunity to understand more 

about medicines' use through a confidential two-way discussion, i.e. a 

service which aims to benefit the patient. 

"/ came in for a prescription and she [the pharmacist] said 'Would you 
mind coming in and sit with me and have a few words about the medical 
side of it?' I said 'Yeah, we [patient and his wife] don't mind'." (P5) 

"No, 1 mean, I'm happy to answer any questions that he wanted to know." 
(P13). 

7) 1 have some time to spare. 

"The pharmacist on the occasion recently said, 'Have you got the 
time now to just discuss it?' and I did, so no problem" (P2) 

"She asked if I got a couple of minutes to spare and, you know, 
would /like to have this medical- medication check. So we came in 
[into the consultation room]." (P4) 

"Actually, they've done it [invited patient to have the MUR service] so 
three times and a couple of times, I'm not, I've been going off to work 
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or whatever, but since today I had the time, so we sat down and went 
through it." (P6) 

"They must have asked me if I was in a hurry and I said 'no'." (P14) 

As can be seen from the list above, patients' reasons for accessing the service 

ranged from having some time available to spend with the pharmacist at the 

time of recruitment to possibly being coerced into taking part. In light of these 

findings pharmacists may have to reconsider their recruitment strategies so as 

to provide patients with sufficient detail of the MUR service to enable them to 

make an informed decision regarding their participation (or not). Other 

research has indicated that some patients perceived the MUR service to be a 

legal requirement or a service to benefit the pharmacy (lqbal and Wood, 201 O) 

while Latif et al. (201 0) also found that patients generally agreed to the MUR 

service to help the pharmacist. When considering the equity-based 

assessment of satisfaction defined by Oliver (201 0) (see section 4.1.1.1) 

patients who access the service 'to help the pharmacist' may have lower levels 

of satisfaction due to their perception that the pharmacist may gain more from 

the consultation than they will. 

• Managing patients' expectations 

Despite agreeing to access the MUR service, for whichever reason, patients 

revealed that they did not really understand what the service entailed nor what 

to expect even by the time they entered the consultation room. 

''I had no idea at all [what to expect]." (P3) 

"I had a bit of the collywobbles, you know, [when I came into this 
room] because it's not fear, that's not the right word, but unknown, 
something unknown" ... "I knew nothing at all" ... "Medication check, 
well, I don't know, I don't even know really what I thought." (P4) 

"I didn't know what to expect." (PB) 

The recruitment process left patients unsure of what to expect during the MUR 

consultation. In addition, Chapter 2 (see section 2.4.2) highlighted 

shortcomings in the Plls in setting patients' expectations regarding the MUR 

service. On the other hand, pharmacists indicated that they intentionally kept 

the invitation informal and that they provided more explanation about the MUR 
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service once they were already in the consultation room. Presumably patients 

would not be inclined to leave the consultation room at that stage. 

Pharmacists also agreed that they had not necessarily 'thought about what 

they [the patient] might expect out of it [the MUR consultation}" (Ph1 ). But 

expectation is seen as a major determinant of patient satisfaction with health 

care (Crow et al., 2002) and Miller (1977) described four levels of expectation 

which would provide a subjective standard for determining patient satisfaction. 

These include the ideal or maximum level, the minimum acceptable level, the 

expected level based on past experience and the deserved level which involves 

establishing a subjective sense of what should be or what could be considered 

justified based on any investment required on the part of the patient. In the 

case of patients with limited knowledge of the MUR service or unclear 

expectations, high levels of satisfaction may be recorded, even if acceptable 

standards had not been reached (Crow et al., 2002). Objectively measuring 

patients' level of satisfaction in the absence of prior expectation may therefore 

be slightly difficult, at least if Oliver's definition of satisfaction is accepted 

(Oiiver, 1977) (see section 4.1.1 ). However, the lack of understanding of the 

service's intention and clearly managed expectations at the outset did not seem 

to affect patients' willingness to participate in the MUR service. In this regard, 

Bolding's notion of "cumulative customer satisfaction" (Boulding et al., 1993) 

may offer an explanation as a patient's existing relationship with the 

pharmacist, or the pharmacy team, and their prior experience of other 

pharmacy services, possibly allowed them to expect a professional service from 

a medicines expert. If the MUR service then delivered on this aspect, they 

might have felt satisfied with the service received. 

• The patient-healthcare provider conversation 

In terms of the actual consultation process the relatively new patient-pharmacist 

consultation has not been subjected to extensive analysis in the same way as 

patient-doctor consultations have been in the past. Although GP consultations 

seem to have become more patient focussed over the years, at least according 

to the different models available (Draper, 2010; Mehay, 2012), most patients 
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continued to describe their relationships and hence their interactions with GPs 

as paternalistic and authoritarian. 

"You feel as though you shouldn't question them {doctors] about what 
they've prescribed for you." (P1) 

"Just go and pick up what the GP had said and that was it- there it is. 
You got a little leaflet with it to tell you about it and on the label it said 
when and how to take. But, that was it." (P2) 

" ... if the doctor said that, the doctor's the doctor and what he says goes." 
(P3) 

"The doctor is up there on that pedestal and if he says I've got to take 
them [prescribed medicines], I have to take them." (P4) 

"Because I'm in the hands of the GP really, aren't I? He's the expert, or, 
the lady that I saw yesterday [the diabetic nurse]. If they say I should be 
on this, who am I to say?" (P6) 

"The doctor is above you. You should yak to him and bring up all your 
problems and he should take care of it." (P7) 

" ... if they [the doctors] say that's what should happen, obviously that 
happens." (P10) 

Pharmacists also provided examples of patients merely following their GP's 

instructions. 

"The amount of times that I say, 'Why are you taking this?' and the person 
1 get responds, 'GP's told me to'. Have no idea what they are doing and 
what they are taking and how they are taking it, but still re-order 
everything and just follow some kind of process." (Ph 1) 

In contrast, the conversation with the pharmacist was described as an 

"informal" (P3, P14) and "friendly'' (P3) chat in a "relaxed" (P3) atmosphere. 

One participant was of the opinion that this could contribute to patients' 

willingness to open up to the pharmacist. 

"That it's not like a consultation with your doctor or with the hospital or 
something where it can be a bit cold. This [the discussion with the 
pharmacist] can be something where they [patients] might be able to bring 
out something that they wouldn't have dared to bring out normally." (P12) 

In general patients did not seem keen on taking medicines and had been 

looking for ways to reduce their tablet burden. Some patients seemed to 

search for motivation from the pharmacist or for acknowledgement of their own 

efforts to stay healthy. 
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"I've always been concerned about the amount of medication I 
take" ... "I've always thought I would like to reduce the amount of 
medication I take, but I've realised now that I'm not in that category. 
I've got to continue taking it." ... "Well, yes, I mean, if I completely 
changed my lifestyle which is very, very difficult when you get to my 
age, but if I completely changed my lifestyle, maybe I could reduce 
them. But I try and keep reasonably fit. I go to the gym and I go for 
walks" ... "I go twice a week, I go once a week on average and I go 
for walks but I don't go mad. I just do a set routine which I've built up 
since I had my bypass surgery, CABG. Since I had that, they 
recommended rehabilitation to build up and I just do a series of 
exercises and trampoline things which take an hour and five minutes 
and that's it. I don't try and go beat any records or anything 
anymore, that's what I do. And if I feel there's any strain, I'll slow 
down a bit." (P2 - who was taking six prescribed medicines at the 
time) 

"The medication that we unfortunately do have to take, you know. I 
don't want to take medication but that's the way it goes." (P4- who 
was taking six prescribed medicines and three vitamins at the time; 
the tablet burden had reduced from "13 or 14" medicines) 

" ... and then I got a diverticular condition, and the doctor 
recommended Fybogel which I have two tablets [meaning sachets] 
per day and that was prescribed. But I'm weaning myself off those or 
have weaned myself off those because I'm at, on a very, very high 
fibre diet." (P9) 

"Also cholesterol, I'm on a very low dosage there, but I've been told 
to keep going, you know, I don't like taking them, I mean, I'm a very 
non-pill person." (P10) 

"On one of my tablets, I was trying to reduce it down and I was 
asking him [the pharmacist] when was the best time of the day to 
take them, because I was trying to reduce what I was taking and so 
he helped me with that one." (P15) 

In the past medicines were accepted to possess "an inherent power to heal" 

(Taylor et al., 2003, p.84) but deregulation of medicines from prescription-only 

medicines to OTC in a pharmacy {pharmacy medicines) and previous 

pharmacy medicines being available e.g. from newsagents and supermarkets 

{general sales list medicines) are thought to have impacted on the public's 

perception of medicines (Harding and Taylor, 2001 ). The provision of patient 

information with medicines in the UK has been regulated since 1977 {MHRA: 

Medicines Healthcare products Regulatory Agency CSM: Committee on Safety 

of Medicines, 2005), but in 1992 Directive 92/27/EEC of the European 

Commission required full, understandable information to be included with all 
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medicines. The result was that by 1999 all medicines on the market were 

accompanied by a PIL that was produced specifically to ensure medicines were 

taken safely and effectively. As such full disclosure of side effects were 

included which meant that patients, who were actively encouraged to read 

these leaflets, became more aware of medicines' ability to produce undesirable 

effects. In addition, patients are also likely to have greater access to electronic 

information via the internet. Therefore patients are more likely to do their own 

risk versus benefit analysis based on the information available to them and 

corroborating statements were made during the patient interviews. 

" ... but the benefits outweigh the risks." (P1) 

"But beta-blockers and things like that do slow you down and have all 
sorts of adverse effects on you, I suppose, but you have to better accept 
that. If you stop taking them, of course, the alternative is quite serious." 
(P2) 

The patients interviewed were all prescribed medicines for long-term medical 

conditions, although this was expected because they had an MUR consultation 

with the pharmacist, and it was apparent that they had come to the realisation 

that they had lost a certain level of control over their health. 

"I've discussed this [reducing the number of medicines that he takes] with 
the GP, and you know what they say, 'it's keeping you alive', so I have to 
take that as a serious comment." (P2) 

This particular patient had implemented changes to his diet and even at the 

time of the interview (aged 71 ), was still going to the gym. 

Patients had therefore come to the conclusion that whether they liked it or not, 

the medication was necessary to "keep them going'' (P1 ). lt seemed that they 

had considered the perceived benefits of taking the 'unwanted' medicines as 

suggested by the Health Belief Model (Taylor et al., 2003). 

• Patient involvement in the MUR consultation 

The patient's level of agreement with the pharmacist during the consultation is 

considered to be related to the concordance-focus of the MUR service. This 

aspect was deemed important to consider in terms of patient satisfaction with 
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the MUR service as the MUR was the first community pharmacy service 

promoting this type of patient-pharmacist interaction (see section 2.1.3.4 for a 

discussion of the new patient and pharmacist roles and behaviours introduced 

as part of the MUR service). One patient stated that service had to be "sort of 

patient-driven really" (P1 ), although he did not clarify what that meant to him. 

Patients were of the opinion that they should have a 'say' in their treatment, but 

none of them provided much information in terms of their expected involvement 

in agreeing actions or negotiating with the pharmacist. The only example of 

active involvement in the discussion about treatment was given in relation to a 

GP consultation. 

"That was purely my decision [saying to GP that she was not going to 
take statins after experiencing side effects]." (P4) 

The content of MUR action plans were discussed in section 3.3.1 and many of 

those action plans contained references to lifestyle advice provided by the 

pharmacist. In relation to this it may be important for pharmacists to consider 

patients' intentions with regards to their health and agree actions based on the 

patient's needs. For example, the pharmacist could negotiate a plan of action 

with the patient based on the patient's own goals and provide motivation and 

support where necessary. According to the Transtheoretical Model of 

behaviour change (or Stages of Change model) (Prochaska and DiCiemente, 

1992) recommendations that are aligned with the patient's stage in the process 

of change are also more likely to be implemented. 

Where recommendations were made based on changing the way in which the 

patient was taking their medicines (or not) in order to optimise therapy or 

reduce side effects or interactions, the patient's agreement to implement the 

recommendations could be affected by the manner in which the pharmacist 

delivered and discussed the information and pharmacists' characteristics and 

mannerisms displayed during the consultation are discussed below. 
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• Pharmacists' characteristics and mannerisms 

Patients mentioned a variety of pharmacists' mannerisms and characteristics 

(Table 4.7). Some of these were stated explicitly while others were implied 

based on 'how' the pharmacist conducted the MUR consultation. 

Table 4.7 Pharmacists' characteristics that may influence their relationships 
with patients 

Overall trait Characteristics Participant number 

The expert pharmacist Skilled, professional, P1, P2, P4, P9, P11, P13, 
competent, qualified, P14, P15 
knowledgeable, medicines 
expert, alert, responsible to 
customer 

The focussed pharmacist Thorough, giving focussed P1,P2,P3,P4,P5,P6, 
and individualised attention, P9,P10, P13 
taking an interest, efficient, 
aware of patient, giving 
time 

The friendly pharmacist Approachable, accessible, P1,P2,P3,P4,P5,P8, 
available, helpful, polite, P9, P10, P11, P12, P13, 
caring, calm disposition, P14, P15 
open, friendly, good, 
dependable, trustworthy, 
personality that you would 
warm to, right approach to 
people, making you feel 
comfortable, liking people, 
not intimidating, easy to talk 
to, smiley, very nice 

Although time issues in relation to the provision of the MUR service alongside 

pharmacists' other activities were discussed as part of the component 

'structure' of the MUR service, time was also included here as part of the 

'process' of delivering the MUR service because patients viewed the length of 

time the pharmacist was willing to spend with them as an aspect that influenced 

the conversation. Pharmacists also stated that it was important that they were 

able to give patients "enough time" for the conversation. 
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lt's not a timed thing, so it's not a case of, 'Well, I have to say it's only 
going to last three minutes, we have to do this before my next patient 
comes'." (Ph1) 

Patients also appreciated the fact that pharmacists were accessible and 

available. They were of the opinion that it was easier to gain access to the 

pharmacist than to navigate the appointment system at the GP surgery and 

negotiate with the receptionist who had taken on a gatekeeper role (Arber and 

Sawyer, 1985). 

"Most of the time you got to battle with the receptionist to get an 
appointment." (P3) 

"You phone the doctor and you could be phoning all day or two, three 
days. You can't even get through." (P12) 

4.3.3.2.3 Immediate patient outcome(s) of the MUR consultation 

• Emotional impact on the patient 

Patients' emotions are linked to their views of and beliefs about health, 

healthcare and medicines therefore every patient would have entered the MUR 

consultation room with a particular emotion. Many of the emotions voiced 

during the interviews related to uncertainties, fears or anxieties. In light of this, 

patients viewed reassurance, or having their minds put at ease, as a worthwhile 

outcome of the MUR service. 

"I think it [the MUR] can put people's minds at ease." (P3) 

"Well, I think it's reassuring." (P9) 

The 'removal of doubts and fears' can be linked to pharmacists' educational 

and advice-giving role within the MUR and reassurance in particular related to 

pharmacists allying fears about side effects and cautions listed in medicine 

PILs. 

In addition patients stated that they had confidence to become more involved in 

decisions about their health and treatment as a result of the MUR consultation 

with the pharmacist. 
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"But I am more, having spoken to her [the pharmacist] and sort of getting 
the vibes, I'm more confident when I go to my doctor'' ... "But you just feel 
more confident, you know, that's how she's [the pharmacist] made me." 
(P4) 

• Viewing the MUR as worthwhile 

Patients and pharmacists agreed that it was worthwhile for the patient to know 

that "someone was taking an interest" (P2, PS, P6, P9, P13, Ph2, Ph6, Ph7) in 

them. In addition to reassurance given by the pharmacist, one participant said 

that the MUR made "all of the difference, all the difference then, quite honestly" 

(P10). Patients also deemed the MUR worthwhile due to resultant improved 

knowledge about their medicines. 

"Well, I think, yeah, everybody should have the chance [to have an 
MUR consultation with the pharmacist], you know, I do honestly, 
because they [pharmacists] know more about it [medicines] than 
anybody, especially this lady. She's lovely she is. She would explain 
it all to them [other patients]." (P5) 

"I think I've got more of an understanding today what I'm taking and 
why than I had before." (P6) 

"When people know what they're taking their pills for, it must help a 
lot more than just, 'I've been told to take this amount', you know. 'I 
don't know what it's for but I've been told to swallow this or that'." 
(P7) 

"Very useful and educational." (PB) 

The majority of statements relating to the MUR service's worth could be linked 

to information provided by the pharmacist and an associated increase in 

knowledge on the part of patients. This finding corresponded with results from 

the NPA and PCPA's survey of patients' opinions of the MUR service. In this 

survey patients indicated that the service "being helpful or informative" and the 

"clarification provided" were two of the five aspects of the MUR service listed 

that patients liked most (NPA and PCPA, 2010). Other aspects identified in the 

survey, e.g. the service being "accessible", it being a "personal one to one 

service" and "privacy", were also corroborated through this research. Patients' 

examples and reasons explaining why they viewed the MUR service as 

worthwhile could indicate their satisfaction with the service received. 
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In line with the MUR service's aim, pharmacists stated that the MUR service 

would be worthwhile to the patient if they understood their medicines better as 

a result of the consultation. Hence pharmacists kept their focus on educating 

patients during the MUR consultation. 

"/ want them to understand what they are taking and why are they 
taking it and to know the side effects or risks of taking or not taking 
something. But the amount of patients, I think I've seen, obviously 
not every MUR is going to be a life-changing one, but you do get the 
odd one where you think that patient really did need someone to ask 
these questions to or needed someone to sit with them and explain 
what everything was for. And when you get one of those, you then 
realise why you continue doing them." ... "I think generally they do 
get something from it and that's why I carry on doing them, yeah." 
(Ph1) 

• Recommending the MUR service to others 

Patients mentioned that they recommended the MUR service to family and 

friends. This could serve as another indicator of their satisfaction with the 

MUR service (Crow et al., 2002) as Hill and Doddato (2002) also 

described a correlation between patient satisfaction and intent to 

recommend services. 

"I went home [after the MUR] and told my husband and he came and 
had it done" ... "Get down there, xxx [husband's name], she's [the 
pharmacist] brilliant. She won't frighten you and it's [the MUR] really 
worth having done." ... "/ must admit I have told as many people as I 
possibly can." (P4) 

"I do word-of-mouth in my very small circle saying that I get very, 
very good service from xxx [name of pharmacy]." (P9) 

• Implementing recommendations or changes 

Most patients gave some examples of recommendations made during the MUR 

consultation that made a difference to their use of medicines, although one of 

them stated that he "just kept up to the old routine" (P2). 

"We came in here [into the consultation room] and he [the pharmacist] 
really sorted me out. All/ had to do was take the damn things [the tablets] 
20 minutes before I had food instead of waiting 'til afterwards. lt has 
made such a difference, you see, but the doctor said 'no, leave it'. So 
that's the difference." (P4) 
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"lt's very good, all the, I mean, now she, she [the pharmacist] say 'this 
tablet, you mustn't take now. Take for another few more times, if you still 
feel giddiness and all this thing, you, you know, you either come in here, 
or ask your GP'. When I come in here, then she ring up the GP and say 
what is the tablet to be altered." (P11) 

"I asked her if that was okay and she said, well, in her opinion, it would 
probably be better if I took that one in the evening with my tablet that 1 
take in the evening. So, then I changed that." (P12) 

"xxx [the pharmacist] said to try and get the doctors to do something to 
help with one of the tablets I was taking and then got that sorted [due to 
side effects that the patient experienced]." (P15) 

• Having a written record of the MUR discussion 

Apart from viewing the MUR form as an important form of communication 

between the pharmacist and the GP, patients generally viewed this as an 

important health-related document. 

" ... took it away [the MUR form], filed it in my medical- I'm trying to 
be organised. Filed it there." (P4) 

"I keep it. I still got. For the last two interview [meaning MUR 
consultations]/ have I still got." ... "/ do [look through the forms]. I 
just, when I reach home, I just sit down for a time and I just look 
through, then that's it, I put it away." (P11) 

Keeping their health records may indicate that patients were trying to play a 

role in their health care or an attempt to take control of managing their health 

care. 

This section focussed on the results of the IPA of patient and pharmacists interviews 

and analysis of the patient interview data framework matrix. Various aspects of the 

MUR service, i.e. its structure, process and outcome that a patient might consider 

when deciding on their satisfaction (or not) with the service, were discussed. These 

domains were subsequently organised into a conceptual framework for measuring 

patient satisfaction with the MUR service and are discussed in the next section. 

4.3.4 A conceptual framework for patient satisfaction 

The conceptual framework for measuring patient satisfaction with the MUR service is 

shown in Figure 4.4. The first level of the framework follows the structure-process-
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outcome (Donabedian, 1966) approach with the various topics relating to each 

component comprising levels two and three of the framework. 

4.3.4.1 Structure 

In the conceptual framework, the topic 'relationships' includes consideration of 

patients' existing relationships with healthcare professionals as well as the perceived 

level of collaboration between various professionals involved in their health care. 

With regards to the 'environment' within which the MUR takes place, the conceptual 

framework includes regard for the suitability of the environment, level of patient 

comfort, general views and perceived level of confidentiality. In terms of the topic 

'time' a balance should be struck between the MUR conversation being unrushed, 

but with due consideration of other patients' needs for the pharmacist's attention and 

other tasks the pharmacist needs to attend to. 

4.3.4.2 Process 

The 'recruitment' process should include sufficient explanation of the MUR service's 

aims to manage the patient's expectations at the outset and to enable the patient to 

make an informed decision as to whether or not to take part. Language used during 

the recruitment process should not be coercive but should allow patients to access 

the MUR service based on their understanding of the benefits the service could hold 

for them. 

In terms of the actual consultation process, or the 'conversation' between the patient 

and the pharmacist, the main aspect to focus on would be communication and 

specifically the potential for concordance in this two-way discussion. Here the 

concepts would include the provision of information, in other words the pharmacist 

as advisor, educator and medicines expert and the gathering of information, for 

example the pharmacist as listener. The pharmacist's role as motivator and 

supporter would also be included. lt is envisaged that mannerisms would form part 

of this process, potentially with the pharmacist as carer, friend or professional, the 

patient as equal, the pharmacist's level of interest in the whole person and the 
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perceived amount of time they are willing to spend with the patient. Additional 

concepts here include the level of patient involvement and the level of agreement 

reached between the patient and the pharmacist with the pharmacist as diplomat 

and the patient as decision-maker. 

4.3.4.3 Outcome 

In terms of outcome, there are two principal factors, 'immediate patient outcome' and 

general satisfaction with the MUR, otherwise referred to as 'satisfaction on 

reflection'. The emotional impact of the MUR consultation on the patient would 

include reference to the reassurance given by the pharmacist, allaying the patient's 

fears and anxieties, building a relationship of trust, empowering the patient and 

giving them confidence in terms of their role in their own health care. In addition, 

patients' improved knowledge regarding their medicines would contribute to the MUR 

service being perceived as being worthwhile. A patient's level of satisfaction on 

reflection could affect the steps patients take as a result of the MUR consultation and 

thus the potential outcome or impact of the MUR. Two concepts are included here 

and they relate to the patient implementing recommendations or making changes as 

a result of the MUR service and the patient recommending the service to others. 

This general satisfaction with the service would also be based on whether the 

patient's expectations, set at the recruitment stage, were met. 

This conceptual framework may be used to inform item development for a bespoke 

patient satisfaction questionnaire that includes domains unique to the community 

pharmacy MUR service. 
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4.4 Discussion 

Patient satisfaction studies can be used to evaluate the quality of care (Johnson et 

al., 1998; Crow et al., 2002) and indicate which aspects of a service need changing 

to improve patient response (Locker and Dunt, 1978). PharmacyVoice, an 

organisation established to provide a unified voice for community pharmacy e.g. on 

strategic issues and government policy, legislation and regulation, recently published 

their 'blueprint' for community pharmacy which advocated measuring quality 

outcomes for patients (PharmacyVoice, 2011) and supported the development of a 

quality framework for pharmacies which is expected to include PROMs. This 

coupled with the focus on outcomes-based research mentioned in Lord Darzi's 

report (OH, 2008b) and the present Coalition Government's confirmation of a 

continued focus on improving healthcare "outcomes and the quality standards that 

deliver them" (OH, 201 Oa), the relationship between satisfaction and outcome 

(Johnson et al., 1998; Crow et al., 2002) should not be overlooked. In addition, 

evidence suggests that satisfied patients are more likely to value and maintain 

relationships with healthcare providers, continue using healthcare services, adhere 

to treatment and have better health outcomes (Ware et al., 1977; Locker and Dunt, 

1978; Pascoe, 1983; Bartlett et al., 1984; Aharony and Strasser, 1993; Schommer 

and Kucukarslan, 1997; Crow et al., 2002; Panvelkar et al., 2009). 

Considering patient satisfaction as an outcome measure of the MUR service is 

important because patient satisfaction could be an important indicator of the viability 

and sustainability of the MUR service and serve as an important indicator of the 

quality of the service. lt could therefore be argued that outcomes-based research 

with the MUR service should start with a reference to patient satisfaction. But prior 

to investigating patient satisfaction with the MUR service, it was necessary to build a 

picture of what the service entailed through conducting MUR consultations and 

observing consultations between other pharmacists and patients. These 

observations allowed the identification of different stages of the MUR consultation. 
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4.4.1 The MUR consultation stages 

Various studies on stages of the patient-doctor consultation have been published 

(Draper, 201 0; Mehay, 2012), including the Calgary-Cambridge method, used by a 

number of medical schools in the UK, which includes five consultation stages (Kurtz, 

et al., 2003). Although other research has investigated MUR consultations in 

practice (Latif, et al., 2011 ), no research on identifying the stages of the MUR 

patient-pharmacist consultation has apparently been published yet. Observations of 

MUR consultations and self-conducted MURs allowed the identification of the stages 

of the MUR patient-pharmacist consultation process for the first time. Comparison of 

these seven stages with available GP consultation models revealed that none of the 

doctor-patient consultation models corresponded directly with the MUR consultation. 

Although there was emphasis in both models of establishing rapport and building a 

relationship with the patient, the difference in a patient's reason for accessing the 

consultation may provide some explanation for the differences in consultation stages 

and the overall focus of the consultation. In the GP consultation the patient is likely 

to initiate the consultation based on a variety of triggers (Zola, 1973), briefly 

discussed in sections 2.1.1 and 2.4.2.2. In contrast, the majority of patient­

pharmacist consultations as part of the MUR service were a direct result of the 

patient being invited to take part in the consultation, although some issues with the 

recruitment process and setting of expectations have been highlighted. In addition, 

the GP consultation aims to provide the patient with a course of action or treatment 

to restore health while the ultimate outcome of the MUR consultation is improved 

patient knowledge and use of medicines, although this may in turn impact on patient 

health. To achieve this aim, pharmacists will need to elicit what is important to the 

patient and involve them in the MUR discussion, rather than being process driven 

and focusing on completing the MUR form. 

4.4.2 Measuring patient satisfaction with the MUR service 

Two MUR-specific patient satisfaction questionnaires were available at the time of 

this research, namely the RPSGB MUR patient survey (RPSGB, 2009c) and the 
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MUR patient satisfaction survey (NPA and PCPA, 201 0), while an additional three 

questionnaires were considered to include items that could be related to components 

of the MUR service (Larson et al., 2002; Tinelli et al., 2007; Stewart et al. 2008). 

Ware et al. (1997, p.S) observed that satisfaction questionnaires had to "reliably and 

validly measure patient satisfaction" while Locker and Dunt (1978) argued a tool to 

measure patient satisfaction with a service had to employ the same criteria that 

consumers would use to evaluate the service. But analysis of the available patient 

satisfaction questionnaire items and subsequent comparison with results of the IPA 

of patient interview data showed that the existing questionnaires did not capture all 

aspects of the MUR service that could potentially influence patients' satisfaction with 

the service. Existing patient satisfaction questionnaires therefore proved inadequate 

in measuring patient satisfaction with the MUR service. Subsequent analysis of 

patient and pharmacist interview statements led to the identification of aspects of the 

service that could reasonably be included in a bespoke MUR patient satisfaction 

questionnaire, although it should be noted that the numbers of patients and 

phannacists interviewed were small. Further research is therefore warranted to 

confinn, or further elaborate on, these aspects. 

lt was possible to categorise domains resulting from the IPA according to a structure­

process-outcome framework (Donabedian, 1966), an approach consistent with 

Cleary and McNeil's (1988) categorisation of determinants of patient satisfaction. A 

notable difference between the current work and that of Cleary and McNeil is that 

they also included additional independent patient factors such as sociodemographic 

characteristics and physical and psychological health status. Each of the aspects of 

the MUR service discussed were included in the conceptual framework in line with 

Locker and Dunt's recommendations that a true study of patient evaluation of quality 

of care had to identify and employ criteria for standards used by the patients 

themselves and be based on patients' actual experiences (Locker and Dunt, 1978). 

However, it could be argued that only including the views of patients who had 

experienced the MUR service is a limitation to this study. That is because the views 

of patients who had turned down the invitation to the MUR service could be valuable 

in determining whether aspects of the recruitment process could be improved. 
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There is a paucity of research in relation to the measuring of patient satisfaction with 

cognitive community pharmacy services. In addition, a lack of consistent 

methodologies used to measure satisfaction due to the development of ad hoc 

instruments to measure patient satisfaction with individual services in a given setting 

has been reported (Panvelkar et al., 2009). This has resulted in difficulties with 

collating information, drawing conclusions and applying these to future studies. This 

research set out to develop a conceptual framework to inform item development for a 

patient questionnaire to measure satisfaction with the MUR service. Although based 

on small numbers of patients and pharmacists, the resulting framework addresses all 

four conceptualisations of satisfaction put forward by Schommer and Kucukarslan 

(1997) (see section 4.1.1.1) and could also be utilised to develop a generic patient 

satisfaction questionnaire that could be applied to all cognitive community pharmacy 

services involving any private patient-pharmacist consultation. Little et al. (2001 a) 

developed a questionnaire based on patients' preferences for patient-centred 

consultations in primary care which may also prove helpful in generating items for 

the patient satisfaction questionnaire. 

4.4.3 Study limitations 

The patient participants in this study have all experienced the MUR service and were 

generally positive towards pharmacists. Patients who turned down the invitation to 

the MUR service were not recruited and their views were therefore not explored. 

The study was limited to one county in South East England, limiting the 

generalisability of the findings. Additional limitations relate to the small numbers of 

patients and pharmacists that were interviewed. 

The effect of the presence of the observer on patient and pharmacist behaviour 

within the MUR consultations is unknown. 
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CHAPTER 5 : SUMMARY AND CONCLUSION 

This chapter summarises the key findings of this thesis and discusses the possible 

implications of this research on current and future practice before concluding with 

suggestions for future research. 

5.1 Summary of key findings 

The MUR service was introduced to give phannacists a greater role in supporting 

people with long-term medical conditions and those taking multiple medicines with 

the view to improve these patients' knowledge about and adherence to their 

medication regimens. This was the first service of its kind as pharmacists became 

involved in, and were remunerated for, providing fonnal consultations to patients to 

focus on their medicines use. While the aims of the service were generally accepted 

as 'a good idea' by pharmacists, other stakeholders and policy-makers, the 

implementation of the service was not straightforward. 

The initial uptake of the MUR service was low and various reasons for this had been 

investigated and described in the literature. Chapter 2 of this thesis contributed to 

this body of evidence by arguing that even the name chosen for the service may 

have affected patient recruitment. The MUR was supposed to signify a 

concordance-centred patient-phannacist consultation, but one of the main findings 

from Chapter 2 was that, in reality, the phrase "medicines use review" may have 

been associated with pharmacists' actions which would not generally correlate with a 

patient-centred approach. In light of the reported difficulties in recruiting patients for 

the MUR service initially, the implicit meaning of the signifier "medicines use review'', 

i.e. a pharmacist carrying out a fonnal assessment, critical evaluation or judgemental 

one-sided analysis of one's medicines use, could be considered a barrier to 

accessing the service. 

lt was further argued that the marketing of the MUR service through bespoke Plls 

that were produced to promote the service could have affected patient recruitment to 

the service. Chapter 2 highlighted a number of potential problems relating to the 
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marketing of the MUR service in light of a social marketing approach and in the 

context of patient-centredness (Table 5.1 ). 

Table 5.1 Summary of the way in which the MUR service was represented in Plls 
and its potential impact 

Representation of the MUR Potential impact of the way the MUR service was 
service in MUR PILs represented in PILs 

None of the leaflets explicitly For patients the requirement to engage in a new set 
described the MUR service as new of activities associated with the MUR service, 
and presupposed that patients potentially without. receiving any noticeable benefit for 
would willingly become involved in doing so, might act as a barrier to accessing the 
new activities associated with the service. 
service such as making 
appointments with pharmacists, 
preparing for the review, filling in 
medicine charts and negotiating and 
agreeing action plans. However, no 
impending evidence-based or 
patient-orientated benefits of 
accessing the service were 
described. 

The leaflets promoted the MUR The assumption that patients would be able to 
service to patients with problems identify or recognise problems or other issues with 
relating to their medicine-taking. their medicine-taking and that they would access the 

MUR service as a result, portrayed the MUR as a 
reactive service focussing on patients with medicine-
related problems. In contrast, the MUR should be a 
proactive service whereby patients and pharmacists 
are given an opportunity to discuss the patient's 
medicines and medicine-taking behaviour. The MUR 
consultation would then provide pharmacists with an 
opportunity to listen to patients' views and concerns, 
explore their use of and improve their knowledge 
about their medicines, address any resulting or 
potential problems and pre-empt side effects or 
interactions. 

The MUR consultation was The inconsistent messages could leave the patient 
described with interchangeable use unsure as to the cooperative nature of the MUR 
of formal and informal terminology. consultation and their intended role in the patient-

pharmacist interaction. 

There was a disparity between the The illustrations in the leaflets did not emphasise the 
intended one-to-one consultation in difference between traditional patient-pharmacist 
a private consultation area and the interactions across the medicines counter and the 
patient-pharmacist interaction taking private discussion that would take place during the 
place in the public areas of the MUR consultation. These images were not helpful in 
pharmacy as illustrated in the promoting patient empowerment and patient-centred 

leaflets. care. 
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The pharmacist was described as 
being in charge of educating the 
patient while the patient was 
responsible for understanding their 
medicines and taking them more 
appropriately. 

There was a tension between patient empowerment 
achieved through a patient-centred consultation and 
patient education that hides a biomedical agenda 
focussing on compliance with the leaflets depicting 
the service as focussing more on 'improving 
knowledge and use of medicines' than 'improving 
concordance'. 

As such, recommendations were made to improve these information leaflets through 

the use of suitable language and imagery to convey patient empowerment and to 

communicate the intended inclusivity of patients in the MUR process. A new signifier 

for the service, namely "medicines check-up" was also suggested. 

Given that the initial uptake of the MUR service was much lower than expected, 

Chapter 2 highlighted a number of topics that could be associated with difficulties in 

recruiting patients for the service. But even though relatively low numbers of 

patients were recruited, anecdotal reports suggested that pharmacists favoured 

quick and 'easy' MURs with patients on one-item prescriptions. As a result, 

concerns were raised in relation to the types of patients recruited for the MUR 

service. On the subject of patient recruitment Chapter 3 therefore set out to 

investigate the types of patients recruited to the service in practice. The main 

findings of the retrospective cross-sectional audit carried out as a result refuted the 

above mentioned anecdotal claims as patients in the audit were prescribed an 

average of five items each with over 70% of patients receiving prescriptions for blood 

pressure and/or cholesterol-lowering medication which are associated with low 

adherence. In terms of patient selection the audit also showed that even before 

national target groups for MURs were defined, pharmacists seemingly favoured 

recruiting these types of patients for the service. Overall more than two thirds of the 

MUR consultations conducted during the audit period were with patients who were 

prescribed medicines included in the national target groups. In addition, 93.3% of 

pharmacies delivered more than 50% of their MURs during the audit period to 

patients belonging to one or more of these target groups although the prerequisite 

was only introduced after the audit had been carried out. 

Other concerns about the MUR service related to the quality of MURs that were 

being provided by community pharmacists. Chapter 3 therefore investigated 
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whether the MUR forms completed as part of the service, which were the only record 

of the services delivered, contained sufficient information to enable an assessment 

of the quality of these services. In this chapter it was argued that the MUR forms 

were not a complete record of the MUR consultation and that the true dynamics of 

the patient-pharmacist consultation could not be sufficiently captured to enable the 

use of the MUR forms as a single source for MUR quality assessment. Based on the 

available literature peer-review audits of MURs may be introduced in the future and 

concerns relating to this type of assessment have been highlighted by others. But 

Chapter 3 further argued that the ultimate· measure of the quality of the MUR service 

should be whether or not it achieves its intended outcome, i.e. improves patients' 

knowledge and use of medicines, which cannot be assessed by an examination of 

completed MUR records alone, especially since the forms were not designed for this 

purpose. 

Chapter 3 also suggested that the template used for recording the MUR process 

itself could be improved. Analysis of statements of pharmacists' advice given during 

the MUR consultation showed that pharmacists recorded an average of 1.5 

recommendations per patient on the MUR forms. However, less than half of the 

action plans contained recommendations directly relating to the RPSGB community 

pharmacy audit criteria, which was topical at the time, suggesting that the results of 

the national audit did not fully represent pharmacists' role in helping patients manage 

and improve their medicine-taking. Therefore, additional categories that could be 

incorporated in the MUR paperwork were put forward in an attempt to capture 

pharmacists' role in improving patients' "knowledge and use" of their medicines. 

In terms of patient recruitment for the MUR service, Chapter 3 discussed the 

development of a tool to enable pharmacists to prioritise patients that could 

potentially benefit from the MUR service. The work was carried out in light of the fact 

that pharmacies only received remuneration for a maximum of 400 MU As per year 

and was based on the premise that more complex medication regimens were 

generally associated with lower rates of adherence to therapy. Hence patients with 

more complex medication regimens should be targeted for the MUR service. The 

MRCI, a complexity index that involves a manual process of calculating a medication 

regimen's complexity score, was applied to the regimens found in the cross-sectional 
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audit to potentially enable patient prioritisation for the MUR service. However, 

determining a regimen's complexity score was found to be complex in itself and 

therefore alternative methods of calculating and predicting complexity scores were 

considered in this chapter. The correlation between the various complexity scores 

and between each complexity score and the number of items in each regimen were 

statistically examined and are summarised in Table 5.2. 

Table 5.2 Various complexity scores and their correlation 

Complexity score Method of calculating Correlation with Correlation with 
the complexity score number of Items actual MRCI 

in the regimen score 

Actual MRCI score Manual application of the R= 0.845 
MRCI tool, including Ff = 0.715 
extended dosage form F= 1156.035 -
category weightings, to p< 0.001 
each medication regimen 

Alternative Simple addition of R= 0.917 R= 0.971 
complexity score individual complexity Ff = 0.840 Ff = 0.944 

scores for each item in the F= 2427.525 F= 7711.104 
regimen P< 0.001 P< 0.001 

Predicted Simple addition of average R= 0.939 R= 0.936 
complexity score complexity scores for each Ff= 0.882 Ff = 0.876 

item in the regimen based F= 3462.116 F= 3261.248 
on the BNF category to p< 0.001 p < 0.001 
which each item belonged 

The strong positive correlation between the alternative complexity score and the 

actual M RCI score indicated that patients' medication regimen complexity could be 

determined by applying a simpler methodology involving the addition of the individual 

complexity scores for each item in the regimen rather than the laborious process 

required when applying the MRCI. The calculation of an average complexity score 

for each item based on its BNF subcategory allowed the calculation of a predicted 

complexity score. The list of average complexity scores could be referred to as a 

first draft of a new index, MURCI, that would allow the identification of patients with 

more complex medication regimens, hence patients where adherence to their 

regimens could potentially be problematic and who could benefit from an MUR 

consultation. 
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While Chapters 2 and 3 mainly focussed on patient recruitment and selection and 

the possibility of using audits to determine the quality of the MUR services delivered, 

Chapter 4 set out to examine actual MUR consultations in practice through 

observation. These observations led to the development of an MUR patient pathway 

and the identification of the stages of the MUR consultation. Based on the analysis 

of these observations it was argued that pharmacists needed to focus more on 

determining patients' expectations of the MUR service during the consultation rather 

than being process-driven. 

In terms of service quality, Chapter 4 also focused on measuring patient satisfaction 

as a more immediate outcome of the MUR service. This was especially pertinent 

given that the MUR forms did not contain sufficient information to assess patient 

outcomes from the MUR service, as argued in Chapter 3. Patient satisfaction was 

deemed relevant because links between patients' satisfaction and the quality of care 

have long been established in the literature. In addition, patient satisfaction has also 

been shown to impact on patients' adherence to their medication regimens. Through 

thematic analysis of questionnaire items, and comparison of these to the MUR 

consultation stages, it was concluded that none of the patient satisfaction 

questionnaires available at the time the research was carried out were suitable for 

capturing the essence of the MUR service. 

Patient and pharmacist interviews were subsequently conducted to determine which 

aspects they considered to be relevant in the context of patient satisfaction with the 

MUR service. Through IPA, themes that correlated with Donabedian's structure­

process-outcome framework were identified. For each of these components, the 

domains identified were organised into a conceptual framework specifically for 

measuring patients' satisfaction with the MUR service. The findings are summarised 

in Table 5.3. 
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Table 5.3 Various levels of the MUR conceptual framework based on a structure­
process-outcome framework 

Levels of the MUR conceptual framework 

Level one: Level two: Level three: 
Component of structure- Conceptual Conceptual framework 
process-outcome framework concepts 
framework domains 

Structure Relationships Building a relationship based on trust 

Healthcare providers working in 
collaboration 

Environment Private consultation rooms with 
professional appearance 

Time Pharmacist able to prioritise other activities 
so that MUR consultation feels relaxed 

Process Recruitment Clearly explaining the purpose of the MUR 
service and any potential benefits that may 
result from accessing the service 

Managing the patient's expectations to 
enable them to make an informed decision 
regarding their participation in the MUR 
service 

Conversation Skilled, focussed and friendly pharmacist 
eliciting information from the patient and 
then providing tailored information based 
on the patient's need for the information 
and the patient's existing knowledge 
(acquired via another healthcare 
professional and/or Plls and/or the 
internet) 

Pharmacist taking on the role(s) of advisor, 
educator, medicines expert, listener, 
motivator, carer, friend, professional and/or 
diplomat 

Patient receiving tailored verbal and written 
information in a clear, structured and 
understandable format allowing them to 
make decisions regarding their care 

Through negotiation and honest 
conversation the patient and pharmacist 
reaches a level of agreement concerning 
the patient's actions following the MUR 
consultation 
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Outcome Immediate patient Through the MUR service the pharmacist 
outcome has an emotional impact on the patient by 

putting their mind at ease, allaying their 
fears or improving their level of confidence 

Judging the service as worthwhile due to 
the resultant increase in the patient's 
knowledge about, and potentially their use 
of, their medicines 

Satisfaction on Patient accepts the agreed 
reflection recommendation(s) and subsequently 

implements changes relating to their 
lifestyle and/or medicine taking and/or 
health in general 

The patient recommends the service to 
others 

This conceptual framework can be used in order to develop a bespoke MUR patient 

satisfaction questionnaire to measure patient satisfaction with the MUR service. This 

could become an important indicator of the viability and sustainability of the MUR 

service, especially in relation to remaining questions around the quality of the 

service. Considering the lack of validated patient satisfaction questionnaires with 

cognitive community pharmacy services, this conceptual framework could further be 

adapted and validated to measure patient satisfaction with these types of services. 

5.2 Implications on current and future practice 

Based on the research findings discussed in Chapter 2, the research group 

suggested that "medicines check-up" may be a more appropriate signifier for the 

MUR service and a number of other community pharmacy chains as well as the NPA 

have started to refer to the MUR service as a medicines check-up. Posters made 

available by the PSNC to market the service also refer to the medicines check-up 

(PSNC, 2014). Furthermore, results from the discourse analysis of MUR Plls could 

inform the development of new MUR marketing material as well as Plls for other 

community pharmacy services. 

The retrospective audit described in Chapter 3 highlighted a number of problems 

with the paperwork associated with the MUR service. As such, the likelihood of the 
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MUR form capturing the true dynamics of the consultation were brought into question 

and therefore its usefulness as a source of information for future peer review audits 

based on the quality of the service. In addition, the ultimate measure of quality in 

relation to the MUR service must focus on the extent to which it achieves its intended 

outcome. Thematic analysis of the MUR forms resulted in the recommendation of up 

to four additional categories that could be included in any future versions of a 

multidisciplinary MUR audit to extend the section "In which areas were 

recommendations made during the MUR?" (RPSGB, 2009a) to provide more 

comprehensive results on pharmacists' recommendations during the MUR 

consultation. Some of these recommendations have been implemented through the 

new MUR dataset requirements that were introduced in July 2012. 

Work carried out as part of Chapter 3 led to the development of a tool which may 

facilitate the prioritisation of patients with complex medication regimens who may 

benefit from the MUR service. lt should be noted however, that discrepancies in 

complexity scores due to variation in the completeness of doctors' prescribed 

directions, make both the actual MRCI score and the MURCI score, which was 

based on the MAC I weightings, unreliable as single predictors of medication regimen 

complexity. But the MURCI score could be refined by considering general dosage 

directions and additional labelling instructions listed in the BNF. MURCI could prove 

useful in order to facilitate patient selection for the MUR service in practice and it is 

anticipated that this tool could be implemented in practice with minimal training and 

disruption of a pharmacy's workflow. MURCI could be refined through further 

research but it provides a workable tool in its current format. 

The qualitative study carried out as part of Chapter 4 showed that although items 

contained in existing patient satisfaction questionnaires could be adapted to 

measure satisfaction with the MUR service, none of these questionnaires included all 

aspects of the MUR service that were identified by patients during face-to-face 

interviews. The in-depth interviews allowed the identification and better 

understanding of factors that may influence patient satisfaction with the MUR 

service. As a result of the interviews, a conceptual framework of patient satisfaction 

with the MUR service that could inform item-development of an MUR patient 

satisfaction questionnaire was developed. This framework may in tum assist 
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community pharmacists in improving the quality (Crow et al., 2002) of the MUR 

services they deliver. 

This research also identified some concerns surrounding the MUR recruitment 

process, including the lack of explanation of the service's aims and the setting of 

patients' expectations at the point of recruitment. These issues will have to be 

addressed to enable patients to make an informed decision as to whether or not they 

want to access the MUR service. The patient's expectations of the service could 

influence their level of satisfaction making this a prudent aspect to consider. 

5.3 Suggestions for future research 

In terms of marketing the MUR service it should be noted that Plls focussing on 

community pharmacy services can be used to market these services to patients in 

line with the NHS Brand Guidelines for Pharmacy (NHS, 2008b). However, these 

leaflets should also be user-tested (Dickinson et al., 2001) with due consideration 

given to patients' interpretations, believes and concerns. In addition, these leaflets 

could be based on current recommendations for social marketing. Patients' 

understanding of the terminology used to describe community pharmacy services, 

such as the MUR and the New Medicines Service could also be explored. 

With regards to MUR peer review audits, further research is necessary to establish 

robust criteria for such audits. These should include consideration of the aim of the 

MUR service and focus on pharmacists tailoring recommendations and advice 

provided during the MUR consultation to improve patients' knowledge and use of 

medicines. Further research is also warranted to determine whether the new MUR 

dataset requirements could be improved so as to allow an investigation of the quality 

of the services delivered. 

The new MURCI could be applied to a sample of patient medication regimens and 

further extended, to include all possible dosage form categories and BNF 

subcategories, refined and validated to provide pharmacists with a full list of average 

medicine complexity scores to enable identification of patients where adherence 
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could be a problem. The MURCI could subsequently be used to aid patient selection 

for the MUA service, not only by pharmacists, but also by other healthcare 

professionals who may refer patients to the pharmacy. lt may be possible to develop 

a solution to enable MU RCI to provide electronic complexity scores for patients 

based on their computer-held PM As or medical history. 

In terms of patient satisfaction, a bespoke MUR patient satisfaction questionnaire to 

measure patient satisfaction with the MUR service could be developed based on the 

conceptual framework presented. However, any developed patient satisfaction 

questionnaire should be refined by exploring the views of patients who did not 

choose to access the MUR service. 

lt could in fact be argued that this thesis provides concepts and ideas that could be 

considered in the development of a randomised controlled trial (RCT) to measure 

MUA outcomes. Important aspects to consider with regards to the development of 

recruitment material for the RCT have been discussed in Chapter 2 while a simple 

tool to facilitate patient selection was put forward in Chapter 3. The conceptual 

framework for measuring patient satisfaction proposed in Chapter 4 could in turn be 

used to identify factors that hold meaning to patients and that could affect 

components of the intervention. 

These results could feed into any new study on MUR effectiveness that is using the 

Medical Research Council's (MRC) Framework for the development and evaluation 

of randomised controlled trials (RCTs) for complex interventions to improve health 

(MAC, 2000). This MAC document provides a framework for the quantitative 

evaluation of health services that could provide a basis for evaluating the MUA 

service. This framework suggests a number of sequential phases of investigation to 

inform the design of a definitive RCT for the quantitative evaluation of an 

intervention. As discussed above, the information contained in this thesis is relevant 

to the initial theory-based phase which aims to explore the relevant theory to ensure 

the best choice of intervention and hypothesis. This in turn may form the basis for a 

modelling phase and exploratory trial before development of an ACT, as advocated 

by the MRC, to evaluate the MUR service. 
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5.4 Summary 

This thesis presents a novel approach to investigating the value of the MUR service 

which hitherto has not been fully addressed in the published literature. The social 

construction of the MUR as a paternalistic, pharmacist-driven educational review 

could have misrepresented its true value and hindered the uptake of the service. 

Where the service was being delivered, the prioritisation of patients became a 

contested issue and this thesis has argued that a way of addressing this issue is to 

use a complexity index, such as the newly developed MURCI, to potentially deliver 

more 'valuable' MURs. In addition, a true measure of the value of a service to 

patients is their satisfaction with it and therefore this thesis put forward a framework 

that encapsulated the concepts relevant to patient satisfaction with the MUR service. 

This thesis has thus focussed on the value of the MUR service- representing its true 

value to patients, delivering potentially more 'valuable' MURs by prioritising patients 

and capturing the value of the service to its recipients. 

Results from this thesis have already formed part of contract negotiations between a 

national community pharmacy chain and the PSNC. Input has also been provided to 

an international nutritional company that resulted in the development of an MUR 

support pack for pharmacists focussing on nutritional needs. Furthermore, proposals 

for joint working with the Company Chemists' Association, the PSNC and the London 

Forum of LPCs to facilitate the participation of all community pharmacists in London 

in a large study into the MUR service that could influence negotiation and further 

development of this and other community pharmacy services have been discussed 

with the relevant stakeholders. 

lt is anticipated that this thesis could be used as a basis for further research to 

evaluate the value (and outcomes) of the MUR service using quantitative research 

methods. The assumption here is that the benefit/value (or otherwise) of the MUR 

service can be 'proven' through empirical research using the theoretical frameworks 

and tools developed here. 

188 



PUBLICATIONS 

Van den Berg, M. and Donyai, P. (2014) 'A conceptual framework of patient 

satisfaction with pharmacy adherence services', International Journal of Clinical 

Pharmacy, 36(1), pp.182-191. 

Van den Berg, M. and Donyai, P. (201 Oa) 'What is the new medicines use review 

'patient survey' attempting to capture in the context of existing patient satisfaction 

· with pharmacy questionnaires and a new conceptual framework?', International 

Journal of Pharmacy Practice, 18(suppl 1 ), pp. 41-42. 

Van den Berg, M. and Donyai, P. (2010b) 'A retrospective audit of medicines use 

review forms', International Journal of Pharmacy Practice, 18(suppl1), pp. 33-34. 

Van den Berg, M. and Donyai, P. (2010c) 'How was patient empowerment portrayed 

in information leaflets describing the community pharmacy Medicines Use Review 

service in the UK?', Patient Education and Counseling, 80, pp. 274-276. 

oonyai, P. and Van den Berg, M. (2008) 'MURs: too much of a good thing?', The 

Pharmaceutical Journal, 280, p. 776. 

Van den Berg, M. and Donyai, P. (2007) 'How is the language of medicines use 

review leaflets symbolising the service?, International Journal of Pharmacy Practice, 

15(suppl 1 ), p. A9. 

Donyai, P. and Van den Berg, M. (2006) 'Medicines use review: would calling it a 

medicines check-up make more sense?', The Pharmaceutical Journal, 277, p. 732. 

189 



CONFERENCE PRESENTATIONS 

'What is the new medicines use review 'patient survey' attempting to capture in the 

context of existing patient satisfaction with pharmacy questionnaires and a new 

conceptual framework?". Melandi van den Berg and Parastou Donyai. Health 

Services Research and Pharmacy Practice 201 0, Manchester, April 2010. 

"A retrospective audit of medicines use review forms". Melandi van den Berg and 

Parastou Donyai. Health Services Research and Pharmacy Practice 201 0, 

Manchester, April2010. 

"Polypharmacy- supporting patients taking multiple medicines". Melandi van den 

Berg. Primary Care Conference, National Exhibition Centre, Birmingham, May 2009. 

"MUR leaflets - How is the language symbolising the service?" Melandi van den 

Berg and Parastou Donyai. Health Services Research and Pharmacy Practice 2007, 

Keele, April2007. 

190 



REFERENCES 

Aharony, L. and Strasser, S. (1993) 'Patient satisfaction: what we know about and 
what we still need to explore', Medical Care Research and Review, 50(1), pp.49-79. 

Aikens, J.E., Nease, D.E., Nau, D.P., Klinkman, M.S. and Schwenk, T.L. (2005) 
'Adherence to maintenance-phase antidepressant medication as a function of patient 
beliefs about medication', Annals of Family Medicine, 3, pp.23-30. 

Aikens, J.E. and Piette, J.D. (2009) 'Diabetic patients' medication underuse, illness 
outcomes, and beliefs about antihyperglycemic and antihypertensive treatments', 
Diabetes Care, 32, pp.19-24. 

Anderson, C., Blenkinsopp, A. and Armstrong, M. (2004) 'Feedback from community 
pharmacy users on the contribution of community pharmacy to improving the public's 
health: a systematic review of the peer reviewed and non-peer reviewed literature 
1990-2002', Health Expectations, 7(3), pp.191-202. 

Anderson, S. (2001) 'The historical context of pharmacy'. In: Taylor, K. and Harding, 
G. Pharmacy Practice. Oxon: Taylor and Francis Group, LLC., pp.3-30. 

Anon. (2011) 'Scrutiny around MUR fraud to rise', The Pharmaceutical Journal, 286, 
p.221. 

Anon. (201 0) 'Over 90 per cent of patients follow MUR advice, national audit finds', 
The Pharmaceutical Journal, 284, p.178. 

Anon. (2009) 'DoH says quality of MURs must improve', The Pharmaceutical 
Journal, 282, p.759. 

Anon. (2008) 'The value of MURs must not be undermined by greed', The 
Pharmaceutical Journal, 280, p.567. 

Anon. (2006a) 'Increase MUR uptake or lose other patient-led services', The 
Pharmaceutical Journal, 276, p.431. 

Anon. (2006b) 'Lioydspharmacy MUR audit reveals customer satisfaction but 
pharmacists still challenged', The Pharmaceutical Journal, 277, p.628. 

Anon. (2006c) 'Why many GPs ignore MUR forms', Prescribing and Medicines 
management, p.PM1. 

Anon. (2006d) 'Preventing NHS fraud', The Pharmaceutical Journal, 277, p.651. 

Appleby, J., Crawford, R. and Em~erson, ~- (2009) How cold will it be? Prospects 
for NHS funding: 2011-2017. [Onhne ]. Available at: 
http:/www.kinqsfund.orq.uk/publications/how cold will it be.html (Accessed 7 July 

2010). 

191 



Arber, S. and Sawyer, L. (1985) 'The role of the receptionist in general practice: a 
'dragon behind the desk'?', Social Science and Medicine, 20(9), p.911-921. 

Archer, J.C., Norcini, J. and Davies, H.A. (2005) 'Use of SPRAT for peer review of 
paediatricians in training', British Medical Journal, 330, pp.1251-1253. 

Armando, P.D., Martfnez Perez, S.R., Pallares, M.M. and Sola Uthurry, N.H. (2008) 
'Development and validation of a Spanish language patient satisfaction 
questionnaire with drug dispensing', Pharmacy World and Science, 30, pp.169-174. 

Ashforth, B.E. and Mael, F. (1989) 'Social identity theory and the organization', The 
Academy of Management Review, 14(1 ), pp.20-39. 

Askham, J. and Chisholm, A. (2006) Patient-centred medical professionalim: 
Towards and agenda for research and action. [Online.] Available at: 
http://www.pickereurope.org/assets/content/pdf/Project Reports/Pcpconcepts-report­
PDF.pdf (Accessed 8 March 2013). 

Audit Commission (2012) Successful savings programmes are not just about cutting 
costs- NHS trusts must ensure they transform services too. [On line]. Available at: 
http://www.audit-
commission .gov. uklpressoffice/pressreleases/Paqes/20120118DeliverinqSustainabl 
eCIP.aspx (Accessed 15 June 2012). 

Aujoulat, 1., Marcolongo, R., Bonadiman, L. and Deccache, A. (2008) 'Reconsidering 
patient empowerment in chronic illness: a critique of models of self-efficacy and 
bodily control', Social Science and Medicine, 66, pp.1228-1239. 

Balint, E. and Norell, J.S. (1973) Six minutes for the patient. London: Tavistock 
Publications Ltd. 

Barry, C.A., Stevenson, F.A., Britten, N., Barber, N. and Bradley, C.P. (2001) 'Giving 
voice to the lifeworld. More humane, more effective medical care? A qualitative study 
of doctor-patient communication in general practice', Social Science & Medicine, 53, 
pp.487 -505. 

Barry, C.A., Bradley, C.P., Britten, N., Stevenson, F.A. and Barber, N. (2000) 
'Patient's unvoiced agendas in general practice consultations: qualitative study', 
British Medical Journal, 320, pp.1246-1250. 

Bartlett, E.E., Grayson, M., Barker, A., Levine, D.M., Golden, A. and Libber, S. 
(1984) 'The effects of physician communication skills on patient satisfaction; recall, 
and adherence', Journal of Chronic Diseases, 37(9-10), pp.755-764. 

Beisecker, A. E. (1990) 'Patient power in doctor-patient communication: what do we 
know?', Health Communication, 2{2), pp.105-122. 

Benjamin, A. (2008) 'Audit: how to do it in practice', British Medical Journal, 336, 
pp.1241-1245. 

192 



Benner, J.S., Glynn, R.J., Mogun, H., Neumann, P.J., Weinstein, M.C. and Avorn, J. 
(2002) 'Long-term persistence in use of statin therapy in elderly patients', Journal of 
the American Medical Association, 288(4), pp.455-461. 

Bissell, P. and Traulsen, J.M. (2005) Sociology and Pharmacy Practice. London: 
Pharmaceutical Press. 

Bissell, P., Ward, P.R. and Noyce, P.R. (2000) 'Appropriateness measurement: 
application to advice-giving in community pharmacies', Social Science & Medicine, 
51' pp.343-359. 

Blackmore, J.A. (2005) 'A critical evaluation of peer review via teaching observation 
within higher education', International Journal of Educational Management, 19(3), 
pp.218-232. 

Blair-Stevens, C. (2008) Achieving and sustaining positive behaviours: social 
marketing bringing renewed energy and drive to our efforts. 'Social Marketing' 
Conference- oral presentation. April30, 2008. London: Royal Institute of Public 
Health. 

Blenkinsopp, A. and Celino, G. (2006) Long term conditions: Integrating community 
pharmacy. Report 3. London: RPSGB and Webstar Health. 

Blenkinsopp, A., Bond, C., Celino, G., Inch, J. and Gray, N. (2007a) National 
evaluation of the new community pharmacy contract. [Online]. Available at: 
http://www.pprt.org/Documents/ResearchFunding/National evaluation of the new 
community pharamcy contract.pdf (Accessed 7 December 2012). 

Blenkinsopp, A., Celino, G., Bond, C. and Inch, J. (2007b) 'Medicines use reviews: 
the first year of a new community pharmacy service', The Pharmaceutical Journal, 
278, pp.218-223. 

Blenkinsopp, A., Celino, G., Bond, C.M., Inch, J. and Gray, N. (2007c) 'Effects of the 
community pharmacy contractual framework on integration in primary care: findings 
from the national evaluation', International Journal of Pharmacy Practice, 15(suppl 
2), p.B19. 

BMA (2009) Standing up for doctors. Standing up for health. The BMA manifesto. 
[Online]. Available at: http://www.bma.orq.uk/imaqes/electionmanifesto2009 tcm41-
192345.pdf (Accessed 22 December 201 0). 

BMA and NHS Employers (2009) Quality and Outcomes Framework guidance for 
GMS Contract 2009/10. [Online]. Available at: 
http://www.bma.orq.uk/images/qof0309 tcm41-184025.pdf (Accessed 22 December 

2010). 

Boardman, H., Lewis, M., Trinder, P., Rajaratnam, G. and Croft, P. (2005) 'Use of 
community pharmacies: a population-based survey', Journal of Public Health, 27(3), 
pp.254-262. 

193 



Boulding, W., Kalra, A., Staelin, R. and Zeithaml, V.A. (1993) 'A dynamic process 
model of service quality: From expectations to behavioral intentions', Journal of 
Marketing Research, Feb, 30(1), pp.7-27. 

Bradley, F., Wagner, A.C., Elvey, A., Noyce, P.A. and Ashcroft, D.M. (2008) 
'Determinants of the uptake of medicines use reviews (MURs) by community 
pharmacies in England: A multi-method study', Health Policy, 88, pp.258-268. 

Britten, N. (2001 ), 'Prescribing and the defence of clinical autonomy', Sociology of 
Health & Illness, 23(4), pp.478-496. 

Brook, R.H., McGiynn, E.A. and Cleary, P.D. (1996) 'Measuring quality of care', The 
New England Journal of Medicine, 335(13), pp.966-970. 

Bryman, A. (2008) Social Research Methods. 3rd edn. Oxford: Oxford University 
Press. 

Burke, LE., Dunbar-Jacobs, J.M. and Hill, M.N. (1997) 'Compliance with 
cardiovascular disease prevention strategies: a review of the research', Annals of 
Behavioral Medicine, 19, pp.239-263. 

Burr, V. (2003) Social constructionism. 2"d edn. London: Routledge. 

Bury, M. (1997) Health and illness in a changing society. London: Routledge. 

Bush, J., Langley, C.A., and Wilson, K.A. (2009) 'The corporatization of community 
pharmacy: implications for service provision, the public health function, and 
pharmacy's claims to professional status in the United Kingdom', Research in Social 
and Administrative Pharmacy, 5, pp.305-318. 

Celino, G., Gray, N., Blenkinsopp, A., Bond, C. and Inch, J. (2007) 'General 
practitioners' experiences of medicines use review: qualitative findings from the 
national evaluation of the community pharmacy contractual framework in England 
and Wales', International Journal of Pharmacy Practice, 15(suppl 2), pp.B20-B21. 

Chen, J. and Britten, N. (2000). "Strong medicine': an analysis of pharmacist 
consultations in primary care', Family Practice, 17(6), pp.480-483. 

Chesney, M.A. (2000) 'Factors affecting adherence to antiretroviral therapy', Clinical 
Infectious Diseases, 30(suppl2), pp.S171-S176. 

Chrischilles, E.A., Segar, E.T. and Wallace, R.B. (1992) 'Self-reported adverse drug 
reactions and related resource use. A study of community-dwelling persons 65 years 
of age and older', Annals of Internal Medicine, 117, pp.634-640. 

Claxton, A.J., Cramer, J. and Pierce, C. (2001) 'A systematic review of the 
associations between dose regimens and medication compliance', Clinical 
Therapeutics, 23(8), pp. 1296-131 0. 

Cleary, P.D. and McNeil, B.J. (1988) 'Patient satisfaction as an indicator of quality of 
care', Inquiry, 25(Spring), pp.25-36. 

194 



Clyne, W., Blenkinsopp, A. and Seal, R. (2008) A Guide to Medication Review 2008. 
[Online]. Available at: 
http://www.npci.orq.uk/medicines management/review/medireview/resources/agtmr 
web1.pdf (Accessed 12 November 2010). 

Cohen, D.J. and Crabtree, B.F. (2008) 'Evaluative criteria for qualitative research in 
health care: controversies and recommendations', Annals of Family Medicine, 6(4), 
pp.331-339. 

Conn, V.S., Taylor, S.G. and Kelley, S. (1991) 'Medication regimen complexity and 
adherence among older adults', Journal of Nursing Scholarship, 23(4), pp.231-235. 

Corsica, A.G., Cazzoletti, L., de Marco, R., Janson, C., Jarvis, D., Zoia, .M.C., 
Bugiani, M., Accordini, S., Villani, S., Marinoni, A., Gislason, D., Gulsvik, A., Pin, 1., 
Vermeire, P. and Cerveri, I. (2007) 'Factors affecting adherence to asthma treatment 
in an international cohort of young and middle-aged adults', Respiratory Medicine, 
101, pp.1363-1367. 

Corsonello, A., Pedone, C., Lattanzio, F., Lucchetti, M., Garasto, S., Carbone, C., 
Greco, C., Fabbietti, P. and lncalzi, R.A. (2009) 'Regimen complexity and medication 
nonadherence in elderly patients', Therapeutics and Clinical Risk Management, 5, 
pp.209-216. 

Coulter, A (1999) 'Paternalism or partnership? Patients have grown up-and there's 
no going back', British Medical Journal, 319, pp.719-720. 

Cowley, J., Gidman, W., McGregor, L. and Andoh, N. (2010) Exploring community 
pharmacists' experience and opinions of Medication Review services in England, 
Wales and Scotland. [Online]. Available at: www.roharms.com/ros-conference­
pdfs/rosconf201 Oabstractbook.pdf (Accessed 13 August 2012). 

Cram, D.L. Jr, Stebbins, M., Eom, H.S., Ratto, N. and Sugiyama, D. (1992) 'Peer 
review as a quality assurance mechanism in three pharmacist-run medication-refill 
clinics', American Journal of Hospital Pharmacy, 49(11), pp.2727-2730. 

Cramer, J.A., Roy, A., Burrell, A., Fairchild, C.J., Fuldeore, M.J., Ollendorf, D.A. and 
wong, P.K. (2008) 'Medication Compliance and Persistence: terminology and 
definitions', Value Health, 11 (1 ), pp.44-47. 

Crosby, LA., Evans, K.R. and Cowles, D. (1990) 'Relationship quality in services 
selling: an interpersonal influence perspective', Journal of Marketing, 54 (July}, 
pp.68-81. 

Crow, R., Gage, H., Hapson, S., Hart, J., Kimber, A., Storey, L (2002) 'The 
measurement of satisfaction with healthcare: implications for practice from a 
systematic review of the literature', Health Technology Assessment, 6(32). 

cunningham-Burley, S. and Maclean, U. (1988) 'Pharmacists and primary care: 
some research findings and recommendations', Family Practice, 5(2), pp.122-125. 

195 



Davis, T.C., Wolf, M.S., Bass, P.F., Thompson, J.A., Tilson, H.H., Nauberger, M., 
Parker, R.M. (2007) 'Literacy and misunderstanding prescription drug labels', Annals 
of Internal Medicine, 145, pp.887-894. 

Denscombe, M. (201 0) The Good Research Guide. 4th ed. Maidenhead: Open 
University Press. 

Denzin, N.K. and Mettlin, C.J. (1968) 'Incomplete professionalization: the case of 
pharmacy', Social Forces, 46(3), pp.375-381. 

De Saussure, F. (1959) Course in genera/linguistics. New York: Philosophical 
Library. 

De Smet, P.A. and Dautzenberg, M. (2004) 'Repeat prescribing: scale, problems and 
quality management in ambulatory care patients', Drugs, 64(16), pp.1779-1800. 

Devon and Gloucester LPC (2007) Medicines Use Review (MUR) Resource pack for 
community pharmacies [Online]. Available at: http://www.lpc­
online.orq.uk/bkpage/files/192/microsoft word mur resources 4 .pdf (Accessed 
27 June 2012). 

Oezii, C.M., Kawabata, H. and Tran, M. (2002) 'Effects of once-daily and twice-daily 
dosing on adherence with prescribed glipizide oral therapy for type 2 diabetes', 
Southern Medica/Journal, 95(1), pp.68-71. 

OH (2010a) Equity and excellence: Liberating the NHS [Online]. Available at: 
http://www.dh.qov.uk/prod consum dh/groups/dh digitalassets/@dh/@en/@ps/doc 
yments/digitalasset/dh 117794.pdf (Accessed 16 July 2010). 

OH (2010b) Improving the health and well-being of people with long term conditions. 
[Online]. Available at: 
http://www.dh.qov.uk/prod consum dh/groups/dh digitalassets/@dh/@en/@ps/doc 
yments/digitalasset/dh 111187.pdf (Accessed 16 July 201 0). 

OH (2010c) Ten things you need to know about long-term conditions. [Online]. 
Available at: 
http://www.dh.qov.uk/en/Healthcare/Longtermconditions/tenthingsyouneedtoknow/in 
dex.htm (Accessed 4 November 201 0). 

OH. (2008a) Pharmacy in England: Building on strengths- delivering the future 
[Online]. Available at: http://www.official­
documents.qov.uk/document/cm73n341n341.pdf (Accessed 30 April 2008). 

OH (2008b) High quality care for all: NHS next stage review final report [Online]. 
Available at: http://www.nhshistorv.net/darzifinal.pdf (Accessed 14 June 2012). 

OH (2007a) Medicines Use Review. [Online]. Available at: 
http://www.dh.qov.uk/prod consum dh/groups/dh digitalassets/documents/diqitalas 
set/dh 081313.pdf (Accessed 11 November 2010. 

196 



OH (2007b) The Pharmaceutical (Advanced and Enhanced Services) (England) 
(Amendment) Directions 2007. Guidance on the Provision of MUR Consultation 
Record. [Online]. Available at: 
http://www.dh.gov.uklprod consum dh/groups/dh digitalassets/documents/digitalas 
set/dh 081314.pdf (Accessed 12 November 2010). 

OH (2005a) Implementing the new community pharmacy contractual framework 
(draft). [Online]. Available at: 
http://www.dh.gov.uklprod consum dh/groups/dh digitalassets/@dh/@en/document 
s/digitalasset/dh 41 09257.pdf (Accessed 12 November 2008). 

OH (2005b) Supporting people with long term conditions. [Online]. Available at: 
http://www.dh.gov.uklprod con sum dh/groups/dh digitalassets/@ dh/@ en/document 
s/digitalasset/dh 4122574.pdf (Accessed 16 July 2010). 

OH (2005c) Medicines use review: understand your medicines [Online]. Available at: 
http://www .dh.gov .uklprod con sum dh/groups/dh digitalassets/@ dh/@ en/document 
s/diqitalasset/dh 4126844.pdf (Accessed 5 July 2010). 

OH (2004) Choosing Health: Making healthy choices easier [Online]. Available at: 
http://webarchive.nationalarchives.gov.ukl+/www.dh.gov.uk/en/Publicationsandstatist 
ics/Publications/PublicationsPolicyAndGuidance/DH 4094550 (Accessed 18 
February 2011 ). 

OH (2001) National Service Framework for Older People. London: Department of 
Health. 

OH (2000) Pharmacy in the future- implementing the NHS plan. [On line]. Available 

at: 
http://www.dh.gov.uklprod consum dh/groups/dh digitalassets/@dh/@en/document 
s/digitalasset/dh 4068204.pdf (Accessed 23 July 201 0). 

OH (1998) A first class service: Quality in the new NHS [Online]. Available at 
http://www.dh.qov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAn 
dGuidance/DH 4006902 (Accessed 14 June 2012). 

OH and RPSGB (1992) Pharmaceutical Care: the Future for Community Pharmacy. 
London: Royal Pharmaceutical Society of Great Britain. 

Oickinson, D., Raynor, O.K. and Ouman, M. (2001) 'Patient information leaflets for 
medicines: using consumer testing to determine the most effective design', Patient 
Education and Counseling, 43, pp.147-159. 

Dilorio, C., Yeager, K., Shafer, P.O., Letz, R., Henry, T., Schomer, O.L. and 
McCarty, F. (2003) 'The epilepsy medication and treatment complexity index: 
reliability and validity testing', Journal of Neuroscience Nursing, 35(3), pp.155-162. 

OiMatteo M.R., Giordani, P.J., Lepper, H.S. and Croghan, T.W. (2002) 'Patient 
adherence and medical treatment outcomes: a meta-analysis', Medical Care, 40, 
pp.794-811. 

197 



Dingwall, R. and Wilson, E. (1995) 'Is pharmacy really an incomplete profession?', 
Perspectives on Social Problems, 7, pp.111-128 

Dixon-Woods, M. (2001) 'Writing wrongs? An analysis of published discourses about 
the use of patient information leaflets', Social Science & Medicine, 52, pp.1417-1432. 

Donabedian, A. (1966) 'Evaluating the quality of medical care', The Millbank 
Quarterly, 83(4), pp.691-729. 

Oonlon, K.S. (2008) 'Review patients with the greatest need', The Pharmaceutical 
Journal, 280, p.505. 

Oonyai, P. (2012) Social and cognitive pharmacy- theory and case studies. London: 
Pharmaceutical Press. 

Donyai, P. and Van den Berg, M. (2006) 'Medicines use review: would calling it a 
medicines check-up make more sense?', Pharmaceutical Journal, 277, p.732. 

Draper, A. (201 O) Consultation analysis [Online]. Available at: 
http://www.patient.co.uk/doctor/Consultation-Analysis.htm (Accessed 1 August 
2012). 

Orucker, P.F. (1964) Managing for results: economic tasks and risk-taking decisions. 
Oxford: Butterworth-Heinemann. 

Orury, M. (1991) 'Doctors and pharmacists- working together', British Journal of 
General Practice, 41(344), p.19. 

Eaton, G. and Webb, B. (1979) 'Boundary encroachment: pharmacists in the clinical 
setting', Sociology of Health and Illness, 1 (1 ), pp.69-89. 

Edmunds, J. and Calnan, M.W. (2001) 'The reprofessionalisation of community 
pharmacy? An exploration of attitudes to extended roles for community pharmacists 
among pharmacists and General Practitioners in the United Kingdom', Social 
Science & Medicine, 53, pp.943-955. 

Elwyn, G., Edwards, A. and Kinnersley P. (1999) 'Shared decision-making in primary 
care: the neglected second half of the consultation', British Journal of General 
Practice, 49, pp.477-482. 

Ewen, D., lngram, M.J. and MacAdam, A. (2006) 'The uptake and perceptions of the 
medicines use review service by community pharmacists in England and Wales', 
International Journal of Pharmacy Practice, 14(suppl 2), pp.B61-B62. 

Fairman, K. and Motheral, B. (2000) 'Evaluating medication adherence: which 
measure is right for your program?', Journal of Managed Care Pharmacy, 6(6), 

pp.499-504. 

Feather, N.T. (1982) 'Human values and the prediction of action: An expectancy­
valence analysis'. In: Feather, ~.T. (ed.}, Expectations and actions: Expectancy­
value models in psychology. H1llsdale, NJ: Lawrence Erlbaum, pp.263-289. 

198 



Feste, C. and Anderson, R.M. (1995) 'Empowerment: from philosophy to practice', 
Patient Education and Counseling, 26, pp.139-144. 

Flynn, P. (2010) The hidden cuts which could hurt the NHS. [Online]. Available at: 
http://www.bbc.co.uklnews/health-11167480 (Accessed 15 June 2012). 

FrOhlich, S.E., Vigo, A. and Mengue, S.S. (2011) 'Association between the morisky 
medication adherence scale and medication complexity and patient prescription 
knowledge in primary health care', Latin American Journal of Pharmacy, 30(7), 
pp.1348-1354. 

Food Dudes (2009) The Food Dudes Behaviour Change Programme for Healthy 
Eating [Online]. Available at: http://www.fooddudes.co.uk/en/ (Accessed 3 December 
2012). 

Foulsham, A., Saibi, N., Nijjer, S. and Dhillon, S. (2006) 'Ready, steady, pause and 
take stock! Time to reflect on medicines use review', The Pharmaceutical Journal, 
276, p.414. 

George, J., Phun, Y-T., Bailey, M.J., Kong, D.C.M. and Stewart, K. (2004) 
'Development and validation of the medication regimen complexity index', The 
Annals of Pharmacotherapy, 38, pp.1369-1376. 

Glaser, B.G. and Strauss, A.L. (1967) The Discovery of Grounded Theory: Strategies 
for qualitative research. Chicago: Aldine Publishing. 

GMC (2010) Doctors under investigation- performance assessments. [Online]. 
Available at: http://www.gmc-
uk.org/concems/doctors under investigation/performance assessments.asp 
(Accessed 10 September 2010}. 

GMC (Professional Performance) Rules Order of Council 1997 (SI 1997/1529). 

Goldstein, F.R., Riley, G. and Jenkins, R. (2006) 'Need to reconsider "10-minute" 
campaign', The Pharmaceutical Journal, 276, p.415. 

Gorard, D.A. (2006) 'Escalating polypharmacy', Quarterly Journal of Medicine, 99, 
pp.797-800. 

GPhC (2013) Proficiency. [Online]. Available at: 
http://www.pharmacyrequlation.org/standards/proficiency (Accessed 2 August 2013). 

GPhC (201 O) Standards of conduct, ethics and performance. [On line]. Available at: 
http://www.pharmacyregulation.org/sites/default/files/Standards%20of%20conduct% 
2C%20ethics%20and%20performance.pdf (Accessed 21 May 2012). 

Gravel, K., Legare, F. and Graham, I.D. (2006) 'Barriers and facilitators to 
implementing shared decision-making in clinical practice: a systematic review of 
health professionals' perceptions', Implementation Science, 1, 16. 

199 



Greenley, J.R. and Schoenherr, R. A. (1981) 'Organizational effects on client 
satisfaction with humaneness of service', Journal of Health and Social Behavior, 
22(1), pp.2-18. 

Griffin, S.J., Kinmonth, A-L., Veltman, M.W.M., Gillard, S., Grant, J. and Stewart, M. 
(2004) 'Effect on health-related outcomes of interventions to alter the interaction 
between patients and practitioners: a systematic review of trials', Annals of Family 
Medicine, 2, pp.595-608. 

Grunfeld, E.A., Hunter, M.S., Sikka, P. and Mittal, S. (2005) 'Adherence beliefs 
among breast cancer patients taking tamoxifen', Patient Education and Counseling, 
59, pp.97-102. 

Hall, J. and Smith, I. (2006). 'Barriers to medicines use reviews: comparing the views 
of pharmacists and PCTs', International Journal of Pharmacy Practice, 14(suppl2), 
pp.B51-B52. 

Hall, J., Smith, I. and Adams, A. (2006) 'Why are pharmacists not doing MURs?' 
Health Services Research and Pharmacy Practice Conference, Bath 3rd-4th April. 
HSAPP-Bath. Available at: http://www.hsrpp.org.uk/abstracts/2006 22.shtml 
(Accessed 2 August 201 0). 

Hammond, T., Clatworthy, J. and Horne, R. (2004) 'Patient's use of GPs and 
community pharmacists in minor illness: a cross-sectional questionnaire-based 
study', Family Practice, 21 (2), pp.146-149. 

Harding, G. and Taylor, K. (2001) 'McPharmacy medicines', The Pharmaceutical 
Journal, 266, p.56. 

Harding, G. and Taylor, K. (2000) 'The McDonaldisation of pharmacy', The 
Pharmaceutical Journal, 265, p.602. 

Harding, G. and Taylor, K. (1997) 'Responding to change: the case of community 
pharmacy in Great Britain', Sociology of Health & Illness, 19(5), pp.547-560. 

Harding, G. and Wilcock, M. (2010) 'Community pharmacists' perceptions of 
medicines use reviews quality assessment by peer review', Pharmacy World and 
Science, 32, pp.381-385. 

Harding, G. and Wilcock, M. (2008) 'What do pharmacists think of peer review of 
medicine use reviews?', Pharmaceutical Journal, 281, p.674-676. 

Harding, J.A. (2007) 'lt does not take a £25 MUR to identify problem', The 
Pharmaceutical Journal, 278, p.523. 

Harris, C.M. and Dajda, R. (1996) 'The scale of repeat prescribing', British Journal of 
General Practice, 46, pp.649-653. 

Hassall, K., Whittington, Z., Cantrill, J., Bates, F., Rogers, A. and Noyce, P. (2001) 
'Managing demand: transfer of management of self limiting conditions from general 
practice to community pharmacies', British Medical Journal, 323, pp.146-147. 

200 



Hassall, K., Noyce, P., Rogers, A., Harris, J. and Wilkinson, J. (1999) The use of 
community pharmacies as a primary health care resource. Manchester: University of 
Manchester. 

Hassall, K., Noyce, P.A., Rogers, A., Harris, J. and Wilkinson, J. (1997) 'A pathway 
to the GP: the pharmaceutical 'consultation' as a first port of call in primary health 
care', Family Practice, 14(6), pp.498-502. 

Haynes, R.B., Ackloo, E., Sahota, N., McDonald, H.P. and Yao, X. (2008) 
'Interventions for enhancing medication adherence', Cochrane Database of 
Systematic Reviews, 2. Art. No.: CD000011. DOl: 
10.1 002/14651858.CD000011.pub3. 

Haynes, R.B., McDonald, H.P. and Garg, A.X. (2002) 'Helping patients follow 
prescribed treatment', Journal of the American Medical Association, 288, pp.2880-
2883. 

Henwood, F., Wyatt, S., Hart, A., and Smith, J. (2003) "Ignorance is bliss 
sometimes': constraints on the emergence of the 'informed patient' in the changing 
landscapes of health information', Sociology Health & Illness, 25, pp.589-607. 

Hibbert, D., Bissell, P. and Ward, P.R. (2002) 'Consumerism and professional work 
in the community pharmacy', Sociology of Health & Illness, 24(1 ), pp.46-65. 

Hill, M.H. and Doddato, T. (2002) 'Relationships among patient satisfaction, intent to 
return, and intent to recommend services provided by an academic nursing center', 
Journal of Cultural Diversity, 9(4), pp.1 08-112. 

Hinkin, C.H., Castellon, S.A., Durvasula, R.S., Hardy, D.J., Lam, M.N., Mason, K.l., 
Thrasher, D., Goetz, M.B. and Stefaniak, M. (2002) 'Medication adherence among 
HIV+ adults: Effects of cognitive dysfunction and regimen complexity', Neurology, 
59(12), pp.1944-1950. 

Holmstrom, I. and Roing, M. (2010) 'The relationship between patient-centeredness 
and patient empowerment: A discussion on concepts', Patient Education and 
Counseling, 79, pp.167-172. 

Horne, R. (2006) 'From pharmacy to psychology and back again: researching the 
psychology of medicines usage and implications for pharmacy practice', International 
Journal of Pharmacy Practice, 14, pp.BS-87. 

Horne, R. (2001) 'Compliance, adherence and concordance'. In Taylor, K. and 
Harding, G. (eds.), Pharmacy Practice. Oxon: Taylor and Francis Group, pp.165-

184. 

Horne, R. (1999) 'Patient's beliefs about treatment: the hidden determinant of 
treatment outcome?', Journal of Psychosomatic Research, 47(6), pp.491-495. 

Horne, R. and Weinman, J. (1999) 'Patients' beliefs about prescribed medicines and 
their role in adherence to treatment in chronic physical illness', Journal of 
Psychosomatic Research, 47(6), pp.555-567. 

201 



Home, R., Weinman, J., Barber, N.K., Elliott, R. and Morgan, M. (2005) 
Concordance, adherence and compliance in medicine taking. [Online]. Available at: 
http://www. medsleaming.leeds.ac. uklpages/documents/useful docs/76-final­
report%581%5D.pdf (Accessed 23 July 2010). 

Houts, P.S., Doak, C.C., Doak, L.G. and Loscalzo, M.J. (2006) 'The role of pictures 
in improving health communication: a review of research on attention, 
comprehension, recall, and adherence', Patient Education and Counseling, 61, 
pp.173-190. 

Hughes, C.M. and McCann, S. (2003) 'Perceived interprofessional barriers between 
community pharmacists and general practitioners: a qualitative assessment', British 
Journal of General Practice, 53, pp.600-606. 

Hulka, B.S., Zyzanski, S.J., Cassel, J.C. and Thompson, S.J. (1970) 'Scale for the 
measurement of attitudes toward physicians and primary medical care', Medical 
Care, 8(5), pp.429-435. 

Hunt, H.K. (1977). 'CS/D- Overview and Future Research Directions'. In: Hunt, H.K. 
(ed.) Conceptualization and measurement of consumer satisfaction and 
dissatisfaction. Cambridge, MA: Marketing Science Institute, pp.455-488. 

lckovics, J.R. and Meisler, A.W. (1997) 'Adherence in AIDS clinical trials: a 
framework for clinical research and clinical care', Journal of Clinical Epidemiology, 
50(4), pp.385-391. 

lngersoll, K.S. and Cohen, J. (2008) 'The impact of medication regimen factors on 
adherence to chronic treatment: a review of literature', Journal of Behavioral 
Medicine, 31(3), pp.213-224. 

lqbal, S. and Wood, K. (201 0) Exploring patient opinions of MURs. [On line]. 
Available at: www .rpharms.com/rps-conference-pdfs/rosconf201 Oabstractbook.pdf 
(Accessed 13 August 2012). 

lskedjian, M., Einarson, T.R., MacKeigan, L.D., Shear, N., Addis, A., Mittmann, N. 
and llersich, A.L. (2002) 'Relationship between daily dose frequency and adherence 
to antihypertensive pharmacotherapy: evidence from a meta-analysis', Clinical 
Therapeutics, 24(2), pp.302-316. 

James, D.H., Hatten, S., Roberts, D. and John, D.N. (2008) 'Identifying criteria for 
assessing the quality of medicines use review referral documentation by community 
pharmacists', International Journal of Pharmacy Practice, 16, pp.365-374. 

Jaworski, A. and Coupland, N. (eds.) (2006) The Discourse Reader, 2"d ed. London: 
Routledge. 

Jenkins, D.J. (2007a) 'Right to try to help resolve clinical issues', The 
Pharmaceutical Journal, 278, p.486. 

Jenkins, D.J. (2007b) '£25 MUR fee is money well spent', The Pharmaceutical 
Journal, 278, p.551. 

202 



Johnson, J.A., Coons, S.J. and Hays, R.D. (1998) 'The structure of satisfaction with 
pharmacy services', Medical Care, 36(2), pp.244-250. 

Johnson, J.A., Coons, S.J., Hays, R.D., Sabers, D., Jones, P. and Langley, P.C. 
(1997) 'A comparison of satisfaction with mail versus traditional pharmacy services', 
Journal of Managed Care Pharmacy, 3(3), pp.327-237 

Joint Formulary Committee (2012) British National Formulary, (63), London: BMJ 
Group and RPS Publishing. 

Joint Formulary Committee (2009) British National Formulary, (57), London: BMJ 
Group and RPS Publishing. 

Joseph, K.P., Franco, A., Fei K. and Bickell, N. (2010) 'Influence of patient beliefs 
and patient knowledge on adherence to hormone treatment for breast cancer', 
Journal of Clinical Oncology, 28(15, May 20 suppl), p.6072. 

Kalia, N.K., Miller, L.G., Nasir, K., Blumenthal, R.S., Agrawal, N. and Budoff, M.J. 
(2006) 'Visualizing coronary calcium is associated with improvements in adherence 
to statin therapy', Atherosclerosis, 185, pp.394-399. 

Kessels, R.P.C. (2003) 'Patients' memory for medical information', Journal of the 
Royal Society of Medicine, 96, pp.219-222. 

Komashie, A., Mousavi, A. and Gore, J. (2007) A review of historical developments 
of quality assessment in industry and healthcare. [On line]. Available at: 
http:/lbura.brunel.ac.uk/bitstream/2438/1 074/1/gmod07 full paper komashie.odf 
(Accessed 11 June 2012). 

Kripalani, S., Yao, X. and Haynes, B. (2007) 'Interventions to enhance medication 
adherence in chronic medical conditions', Archives of Internal Medicine, 167, pp.540-
550. 

Kurtz, S., Silverman, J., Benson, J. and Draper, J. (2003) 'Marrying content and 
process in clinical method teaching: enhancing the Calgary-Cambridge guides', 
Academic Medicine, 78(8, Aug), pp.802-809. 

Lachaine, J., Rinfret, S., Merikle, E.P. and Tarride, J-E. (2006) 'Persistence and 
adherence to cholesterol lowering agents: Evidence from Regie de !'Assurance 
Maladie du Quebec data', American Heart Journal, 152(1), pp.164-169. 

Laine, C. and Davidoff, F. (1996) 'Patient-cantered medicine. A professional 
evolution', Journal of the American Medical Association, 275(2), pp.152-156. 

Lau, R.R. and Hartman, K.A. (1986) 'Health as a value: methodological and 
theoretical considerations', Health Psychology, 5(1), pp.25-43. 

Larson, L.N. and MacKeigan, L.D. (1994) 'Further validation of an instrument to 
measure patient satisfaction with pharmacy services', Journal of Pharmaceutical 
Marketing & Management, 8(1), pp.125-139. 

203 



Larson, L.N., Rovers, J.P. and MacKeigan, L.D. (2002) 'Patient satisfaction with 
pharmaceutical care: update of a validated instrument', Journal of the American 
Pharmaceutical Association, 42(1 ), pp.44-50. 

Latif, A. and Boardman, H. (2008) 'Community pharmacists' attitudes towards 
medicines use reviews and factors affecting the numbers performed', Pharmacy 
World and Science, 30, pp.536-543. 

Latif, A., Pollock, K. and Boardman, H.F. (2011) 'The contribution of the medicines 
use review (MUR) consultation to counselling practice in community pharmacies', 
Patient Education and Counseling, 83, pp.336-344. 

Lau, R.A., Hartman, K.A. and Ware, J.E. (1986) 'Health as a value: methodological 
and theoretical considerations', Health Psychology, 5(1), pp.25-43. 

Law, A.V., Ray, M.D., Knapp, K.K. and Balesh, J.K. (2003) 'Unmet needs in the 
medication use process: perceptions of physicians, pharmacists and patients', 
Journal of the American Pharmacists Association, 43, pp.394-402. 

Lelievre, S. and Schultz, K. (201 0) 'Does computer use in patient-physician 
encounters influence patient satisfaction?', Canadian Family Physician, Jan, 56, 
pp.e6-e12. 

Little, P., Everitt, H., Williamson, 1., Warner, G., Moore, M., Gould, C., Farrier, K. and 
Payne, S. (2001 a) 'Preferences of patients for patient centred approach to 
consultation in primary care: observational study', British Medical Journal, 322, pp.1-
7. 

Little, P., Everitt, H., Williamson, 1., Warner, G., Moore, M., Gould, C., Farrier, K. and 
Payne, S. (2001b) 'Observational study of effect of patient centredness and positive 
approach on outcomes of general practice consultations', British Medical Journal, 
323, pp.908-911. 

Locker, D. and Dunt, D. (1978) 'Theoretical and methodological issues in 
sociological studies of consumer satisfaction with medical care', Social Science and 
Medicine, 12(4A), pp.283-92. 

Long, A. F. (2002) Evaluation Tool for Qualitative Studies. [Online]. Available at: 
http:/lusir.salford.ac.uk/12970/1/Evaluation Tool for Qualitative Studies.pdf 
(Accessed 5 November 2012). 

Lowry, R.J. Hardy, S., Jordan, C. and Wayman, G. (2004) 'Using social marketing to 
increase recruitment of pregnant smokers to smoking cessation service: a success 
story', Public Health, 118, pp.239-243. 

LPC Qnline (2006a) Medicines use reviews by community pharmacists. [On line]. 
Available at: http://www.loc-
online.orq.uk/bkpage/files/115/murs briefing paper september 2006.pdf (Accessed 
28 May 2012). 

204 



LPC Online (2006b) Medicines use reviews by community pharmacists. [Online]. 
Available at: http://www.lpc-
online.orq.uk/bkpage/files/115/toolkit 18 mur standard operating procedure.pdf 
(Accessed 14 June 2012). 

MacKeigan, L.D. and Larson, L.N. (1989) 'Development and validation of an 
instrument to measure patient satisfaction with pharmacy services', Medical Care, 
27(5), pp.522-536. 

Maddux , J.E. and DuCharme, K.A. (1997) 'Behavioral intentions in theories of health 
behavior'. In: Gochman, D.S. (ed.), Handbook of Health Behavior Research 1: 
Personal and Social Determinants. New York: Plenum Press, pp.133-152. 

Makoul, G., Amtson, P. and Schofield, T. (1995) 'Health promotion in primary care: 
physician-patient communication and decision making about prescription 
medications', Social Science & Medicine, 41 (9), pp.1241-1254. 

Marinker, M. ed. (1997) From compliance to concordance: achieving shared goals in 
medicine taking. London: Royal Pharmaceutical Society of Great Britain; Merck, 
Sharp and Dohme; 1997. 

Marshal!, G.N. and Hays, R.D. (1994) The Patient Satisfaction Questionnaire Short­
Form (PSQ-18). [Online]. Available at: 
http://www.rand.org/pubs/papers/2006/P7865.pdf (Accessed 27 June 2012). 

Marshal!, G.N., Hays, R.D., Sherbourne, C.D. and Wells, K.B. (1993) 'The structure 
of patient satisfaction with outpatient medical care', Psychological Assessment, 5(4), 
pp.4 77-483. 

Martin, S., Wolters, P.L., Calabrese, S.K., Toledo-Tamula, M.A., Wood, L.V., Roby, 
G. and Elliott-DeSorbo, D.K. (2007) 'The antiretroviral regimen complexity index', 
Journal of Acquired Immune Deficiency Syndromes, 45(5), pp.535-544. 

Mason, J. (201 0) 'Work smarter, not harder, and make sure patients benefit from 
their MURs', The Pharmaceutical Journal, 284, pp.239-240. 

McDonald, H.P., Garg, A.X. and Haynes, R.B. (2002) 'Interventions to enhance 
patient adherence to medication prescriptions: scientific review', Journal of the 
American Medical Association, 288, pp.2868-2879. 

McDonald, R. Cheraghi-Sohi, S., Tickle, M., Roland, M. and Doran, T. (201 0) The 
impact of incentives on the behaviour and performance of primary care 
professionals. ~eport for the Natio~allnstit~te for Health Research Service Delivery 
and Organisatton programme. [Onhne]. Available at: 
http://www.politiquessociales.net/IMG/pdf/impact-2.pdf (Accessed 12 June 2012). 

McKinstry, B. (2000) 'Do patients wish to be involved in decision making in the 
consultation? A cross sectional survey with video vignettes', British Medical Journal, 
321, pp.867-871. 

205 



McKinsey&Co. (2009) Achieving world class productivityin the NHS 2009/10-
2013114: Detailing the size of the opportunity. [Online]. Available at: 
http://www.dh.gov.uklprod consum dh/groups/dh digitalassets/documents/digitalas 
set/dh 116521.pdf (Accessed 14 June 2012). 

Medicines Healthcare products Regulatory Agency Committee on Safety of 
Medicines (2005) Always Read the Leaflet. [Online]. Available at: 
http://www.mhra.qov.uk/home/qroups/pl-a/documents/publication/con2018041.pdf 
(Accessed 1 August 2012). 

Medicines Partnership and National Collaborative Medicines Management Services 
Programme (2002) A room for review. London: Medicines Partnership. 

Mehay, A. (2012} The GP Consultation [Online]. Available at: 
http://www.bradfordvts.co. uk/online-resources/0200-consultation/ (Accessed 1 
August 2012). 

Melnick, P. (2007) 'We probably all do MURs to a level we are comfortable with', The 
Pharmaceutical Journal, 278, p.523. 

Mercer, D. (1996) Marketing. 2nd edn. Oxford: Blackwell Publishers Ltd. 

Mesler, M.A. (1991} 'Boundary encroachment and task delegation: clinical 
pharmacists on the medical team', Sociology of Health and Illness, 13(3}, pp.310-

331. 

Miller, J.A. (1977) 'Studying satisfaction, modifying models, eliciting expectations, 
posing problems, and making meaningful measurements'. In: Hunt, H.K. (ed.) 
Conceptualization and measurement of consumer satisfaction and dissatisfaction. 
Cambridge, MA: Marketing Science Institute, pp.72-91. 

Mills, S. (1997) Discourse. London: Routledge. 

Morgan, A. (201 0) 'Discourse Analysis: An overview for the neophyte researcher', 
Journal of Health and Social Care Improvement, May, pp.1-7. 

Morisky, D.E., Ang, A., Krousei-Wood, M. and Ward, H.J. (2008) 'Predictive validity 
of a medication adherence measure in an outpatient setting', The Journal of Clinical 
Hypertension, 1 0(5), pp.348-354. 

Morley, A., Jepson, M. H., Edwards, C. and Stillman, P. (1983) 'What do doctors think 
of pharmacists treating minor ailments?', Pharmaceutical Journal, 231, pp.387-388. 

Moyo, M. (2010) 'When good pharmacists do less-than-good things', The 
Pharmaceutical Journal, 285, p.403. 

MAC (2000} A framework for the development and evaluation of randomised 
controlled trials (RCTs) for complex interventions to improve health. [Online]. 
Available at: 
http://www.mrc.ac.uk/Utilities/Documentrecord/index.htm?d-MAC003372 (Accessed 
3 January 2008). 

206 



Muir, A.J., Sanders, L.L, Wilkinson, W.E. and Schmader, K. (2001) 'Reducing 
medication regimen complexity', Journal of Genera/Internal Medicine, 16, pp. 77-82. 

Murphy, J.A. (2007) 'Employers applying pressure to conduct MURs', The 
Pharmaceutical Journal, 279, p.258. 

Murphy, K.R. and Cleveland, J. (1995) Understanding performance appraisal: social, 
organizational, and goal-based perspectives. London: Sage Publications. 

Murray, M. D. and Kroenke, K. (2001) 'Polypharmacy and medication adherence', 
JournalofGenerallnternal Medicine, 16(2), pp.137-139. 

NatCen (2011 ). Framework. [On line]. Available at: http://www.natcen.ac.uk/our­
expertise/framework (Accessed 29 June 2012). 

National Institute for Health and Clinical Excellence (2012) Health-related quality of 
life for people with long-term conditions [Online]. Available at: 
http://www.nice.orq.uk/media/D4A/06/2HealthRelatedQualityOflifeForPeopleWithlo 
ngTermConditions.pdf (Accessed 1 January 2013). 

NHS (2008a) History of the NHS. [On line]. Available at: 
http://www.nhs.uk/Tools/Documents/HistorvNHS.html (Accessed 12 November 
2008). 

NHS (2008b) Brand Guidelines for Pharmacy. [Online]. Available at: 
http://www.nhsidentity.nhs.uk/all-guidelines/quidelines/pharmacy/introduction 
(Accessed 14 May 2012). 

NHS (2005) Competency Framework for the Assessment of Pharmacists providing 
the Medicines Use Review (MUR) and Prescription Intervention Service. [Online). 
Available at: 
http://www.psnc.orq.uk/data/files/advanced service competency framework.pdf 
(Accessed 8 November 201 0). 

NHS Business Services Authority (201 0) Volume and Cost of Prescribing Charts. 
[Online]. Available at: http://www.nhsbsa.nhs.uk/PrescriptionServices/2122.aspx 
(Accessed 5 November 201 0). 

NHS Employers (2009) Guidance for GP Practices: Achieving best value from the 
community pharmacy medicines use review service. [Online]. Available at: 
http://www.nhsemployers.org/SiteCollectionDocuments/MUR guidance aw 170209. 
129! (Accessed 5 November 2012). 

NHS Local (2012) How GPs manage repeat prescriptions [On line]. Available at: 
http://www.nhslocal.nhs.uk/story/features/how-gps-manage-repeat-prescriptions 
(Accessed 31 December 2012). 

NPA (2011) Promoting Pharmacy to the Public. [Online]. Available at: 
http://www.npa.eo.uk/representing-you/campaigns/ask-your-pharmacist/ (Accessed 
1 o January 2011 ). 

207 



NPA and PCPA (201 0) MUR support and evaluation programme. [On line]. Available 
at: 
http://www .npa.co. uk/Documents/Docstore/PCO LPCs/MU R support evaluation .pdf 
(Accessed 21 May 2012). 

NPC (2007) A competency framework for shared decision-making with patients. 
Achieving concordance for taking medicines. [On line]. Available at: 
http://www.npc.co.uklprescribers/resources/competency framework 2007.pdf 
(Accessed 5 November 201 0). 

NPC (2002) 'Medicines management services - why are they so important?', 
MeReC Bulletin, 12(6), pp.21-23. 

NSMC (2006a) it's our health! Realising the potential of effective social marketing. 
[On line]. Available at: http://www. nsmcentre.org. uklcomponent/remository/NSMC­
Publications/lts-Our-Health-(Summary-Report)/ (Accessed 10 April 2008). 

NSMC (2006b) Social marketing works! [On line]. Available at: 
http://www .nsmcentre.org. uklcomponent/remository/NSMC-Publications/Sociai­
Marketinq-Works---a-short-guide-for-the-NHS/ (Accessed 10 April 2008). 

Nunes, V., Neilson, J., O'Fiynn, N., Calvert, N., Kuntze, S., Smithson, H., Benson, J., 
Blair, J., Bowser, A., Clyne, W., Crome, P., Haddad, P., Hemingway, S., Home, R., 
Johnson, S., Kelly, S., Packham, B., Patel, M., Steel, J. (2009) Clinical Guidelines 
and Evidence Review for Medicines Adherence: involving patients in decisions about 
prescribed medicines and supporting adherence, London: National Collaborating 
Centre for Primary Care and Royal College of General Practitioners. 

O'Connor, A.M., Bennett, C.L., Stacey, D., Barry, M., Col, N.F., Eden, K.B., 
Entwistle, V.A., Fiset, V., Holmes-Rovner, M., Khangura, S., Llewellyn-Thomas, H. 
and Rovner, D. (2009) 'Decision aids for people facing health treatment or screening 
decisions (Review)'. Cochrane Database of Systematic Reviews, Issue 3, Art. No.: 
CD001431. 001: 10.1002/14651858.CD001431.pub2. 

Office for National Statistics (2011) Annual Mid-Year Population Estimates, 2010. 
Newport: Office for National Statistics. 

O'Fiynn, N. and Britten, N. (2006) 'Does the achievement of medical identity limit the 
ability of primary care practitioners to be patient-centred?', Patient Education and 
Counseling, 60, pp.49-56. 

Oliver, R.L. (2010) Satisfaction: A Behavioral Perspective on the Consumer. 2"d ed. 
New York: M.E. Sharpe, Inc. 

Oliver, R.L. (1977) 'Effect of expectation and disconfirmation on postexposure 
product evaluations: an alternative interpretation', Journal of Applied Psychology, 
62(4), pp.480-486. 

oosthuizen, F., Dhoodhat, E., Kazi, S., Masondo, B., Omarjee, N., Sacoor, Z., Shaik, 
F. and Singh, D. (2011) 'Assessing the complexity of medicine regimens -a pilot 
study', African Journal of Pharmacy and Pharmacology, 5(16), pp.1863-1866. 

208 



Osterberg, L. and Blaschke, T. (2005) 'Adherence to medication', New England 
Journal of Medicine, 353, pp.487-497. 

Panvelkar, P.N. Saini, B. and Armour, C. (2009) 'Measurement of patient satisfaction 
with community pharmacy services: a review', Pharmacy World and Science, 31 (5), 
pp.525-537. 

Pascoe, G.C. (1983) 'Patient satisfaction in primary health care: a literature review 
and analysis', Evaluation and Program Planning, 6(3-4), pp.185-210. 

PharmacyVoice (2011) Community pharmacy: a blueprint for better health. [On line]. 
Available at: 
http://www.pharmacvvoice.com/downloads/PV Community brochure AW 14 02 1 
1.pdf (Accessed 30 July 2012). 

Phillips, N. and Hardy, C. (2002) Discourse analysis. Investigating processes of 
social construction. London: SAGE Publications Ltd. 

Pinto, S.L., Sahloff, E.G. and Ramasamy, A. (2010) 'Evaluating the validity and 
reliability of a modified survey to assess patient satisfaction with mail-order and 
community pharmacy settings', Journal of Pharmacy Practice, 23(2), pp.128-134. 

Portlock, J., Holden, M. and Patel, S. (2009) 'A community pharmacy asthma MUR 
project in Hampshire and the Isle of Wight', The Pharmaceutical Journal, 282, 
pp.109-112. 

Price, D., Robertson, A., Sullen, K., Rand, C., Horne, R. and Staudinger, H. (2010) 
'Improved adherence with once-daily versus twice-daily dosing of mometasone 
furoate administered via a dry powder inhaler: a randomised open-label study', BMC 
Pulmonary Medicine, 10:1. [Online.] Available at: 
http:Uwww.biomedcentral.com/content/pdf/14 71-2466-1 0-1.pdf (Accessed 5 
November 2012}. 

Prochaska, J.O. and DiCiemente, C.C. (1992) 'Stages of change in the modification 
of problem behaviours'. In: Hersen, M. Eisler, R.M. and Miller, P.M. (Eds.) Progress 
in Behaviour Modification, New York: Sycamore Press. pp.184--218. 

PSNC (2014} Get a Free Medicines Check from your Local Pharmacist Campaign 
[Online). Available at: http:l/psnc.orq.uk/wp-
gontent/uploads/2013/07/MUR Poster colour.pdf (Accessed 20 January 2014). 

PSNC (2012a) MUR record keeping and data requirements. [Online]. Available at: 
http:Uwww.psnc.orq.uk/pages/the national mur form.html (Accessed 5 November 

2012). 

PSNC (2012b) MUR Statistics. [Online]. Available at: 
http:Uwww.psnc.orq.uk/pages/mur statistics.html (Accessed 1 August 2012). 

PSNC (2010a) About Community Pharmacy. [Online]. Available at: 
http://www.psnc.orq.uk/pages/about community pharmacy.html (Accessed 8 
November 2010). 

209 



PSNC (2010b) Essential Services. [Online]. Available at: 
http://www.psnc.orq.uk/pages/essential services.html (Accessed 8 November 201 O). 

PSNC (2010c) The Pharmacy Contract. [Online]. Available at: 
http://www.psnc.org.uk/pages/introduction.html (Accessed 8 November 201 0). 

PSNC (201 Od) Advanced Services. [On line]. Available at: 
http://www.psnc.orq.uk/pages/advanced services.html (Accessed 8 November 
2010). 

PSNC (2010e) MURs and Prescription Interventions- what is the difference? 
[Online]. Available at: 
http://www.psnc.org.uk/pages/murs and prescription interventions -
what is the difference.html (Accessed 11 November 201 0). 

PSNC (2010f) The NHS MUR form. [Online]. Available at: 
http://www.psnc.orq.uk/pages/the national mur form.html (Accessed 14 October 
2010). 

PSNC (201 Og) Advanced Services Funding. [Online]. Available at: 
http://www.psnc.org.uklpages/advanced services fundinghtml.html (Accessed 12 
November 2010). 

PSNC (2010h) Essential service: clinical governance. [Online]. Available at: 
http://www.psnc.org.uk/pages/essential service clinical governance.html 
(Accessed: 2 Septermber 201 0). 

PSNC (2009) Community Pharmacy Patient Questionnaire [Online]. Available at: 
http://www.psnc.orq.uk/data/files/PharmacyContractandServices/CiinicaiGovernance 
/PharmacyQuestionnaire/cppg2020annex20a.pdf (Accessed 25 September 2009). 

PSNC (2007) Medicines Use Review (MUR): What GPs and Practice Managers 
need to know. [Online]. Available at: 
http://www.psnc.org.uk/data/files/PharmacyContract/advanced service/qp mur leafl 
et.pdf (Accessed 5 November 2012) 

PSNC (2004) NHS Community Pharmacy Contractual Framework Advanced Service 
-Medicines Use Review & Prescription Intervention Service. [Online]. Available at: 
http://www.psnc.orq.uk/data/files/PharmacyContractandServices/AdvancedServices/ 
service spec as1 medicines use reviewprescription inter.pdf (Accessed 2 
September 201 0). 

PSNC and NHS Employers (2013) Medicines Use Review and Prescription 
Intervention Service. [Online]. Available at: http:/lpsnc.orq.uk/wp­
content/uploads/2013/06/MUR-service-spec-Aug-2013-changes FINAL.pdf 
(Accessed 20 August 2013). 

PSNC and NHS Employers (2012a) Medicines Use Review and Prescription 
Intervention Service. [Online]. Available at: 
http://www.psnc.orq.uk/data/files/PharmacyContractandServices/AdvancedServices/ 
MUR service spec - Sept 2012.pdf (Accessed 9 May 2012). 

210 



PSNC and NHS Employers (2012b) Guidance on the medicines use review service. 
[Online]. Available at: 
http://www.nhsemployers.org/SiteCollectionDocuments/MUR%20guidance%20final. 
R9f (Accessed 20 August 2013). 

PSNC and NHS Employers (2012c) Clinical governance requirements for community 
pharmacy. [Online]. Available at: http:/lpsnc.org.uk/wp­
content/uploads/2013/07/Ciinical Governance guidance updated final.pdf 
(Accessed 6 August 2012). 

Radia, H. (2009) RPSGB research shows need for MUR for elderly patients. 
(Online]. Available at: http://www.nelm.nhs.uk/en/NeLM-Area/News/2009--­
Julvi29/RPSGB-research-shows-need-for-MUR-for-elderly-patients/ (Accessed 28 
May 2012). 

RAND Health (2011) Patient Satisfaction Questionnaire from RAND Health. [On line). 
Available at: http://www.rand.org/health/surveys tools/psg.html (Accessed 27 June 
2012). 

Rapport, F., Doel, M.A., Hutchings, H.A., Wright, S., Wainwright, P., John, D.N., 
Jerzembek, G.S. (201 0) 'Eleven themes of patient-centred professionalism in 
community pharmacy: innovative approaches to consulting', International Journal of 
Pharmacy Practice, 18, pp.260-268. 

Reader's Digest (201 0) Trust in professions. [On line]. Available at: 
htto://www.rdtrustedbrands.com/trusted­
~rands/results/tables!Trust%2520in%2520professions.country.United%2520Kingdo 
m.shtml (Accessed 20 December 2010). 

Richards, A. (2008) 'Medicines use review', The Pharmaceutical Journal, 280, p.750. 

Richter, A., Anton, S.E., Koch, P. and Dennett, S.L. (2003) 'The impact of reducing 
dose frequency on health outcomes', Clinical Therapeutics, 25(8), pp.2307-2335. 

Roberts, D. (1988) 'Dispensing by the community pharmacist: an unstoppable 
decline?', Journal of the Royal College of General Practitioners, 38, pp.563-564. 

Rogers, W.R. and Prentice-Dunn, S. (1997) 'Protection motivation theory'. In: 
Gochman, D.S. (ed.), Handbook of Health Behavior Research 1: Personal and Social 
Determinants. New York: Plenum Press, pp.113-132. 

Ross, C., Frommelt, G., Hazelwood, L. and Chang, R. (1994) 'The role of 
expectations in patient satisfaction with medical care'. In: Cooper, P.D, ed. Health 
care marketing: a foundation for managed quality, 3rd ed. Gaithersburg, MD: Aspen 
Publishers, Inc., pp.55-69. 

Roter, D. and Hall, J. (1992) Doctors talking with Patients/Patients talking with 
Doctors. Westport: Connecticut Auburn House. 

Rout, A. and Roberts, P. (2008) 'Peer review in Nursing and Midwifery: a literature 
review', Journal of Clinical Nursing, 17, pp.427-442. 

211 



Royal College of GPs (201 0) Leading the Way. High-Quality Care for all through 
General Practice. [Online]. Available at: http://www.rcgp.orq.uk/pdf/1146-
1510 Political Manifesto Web key documents.pdf (Accessed 22 December 2010). 

Royal Pharmaceutical Society (2010) Promoting Pharmacy. [Online] Available at: 
http://www.roharms.com/what-s-happeninq-/promotinq-pharmacy.asp (Accessed 20 
December 2010). 

RPSGB (2009a) Medicines use reviews to get first national audit. [Online]. Available 
at: http://www.docstoc.com/docs/3095781 0/Medicine-use-reviews-to-get-first­
national-audit {Accessed 21 May 2012). 

RPSGB (2009b) Medicines Use Review- Community Pharmacist Data Collection 
Tool. [Online]. Available at: 
http://www.gi4pd.orq.uk/images/stories/PDFs/MURPharmacy.pdf (Accessed 29 
September 2009). 

RPSGB {2009c) Medicines Use Review- Patient Survey. [Online]. Available at: 
http://www.gi4pd.orq.uk/images/stories/PDFs/MURPatients.pdf (Accessed 23 March 
2010}. 

RPSGB (2006) Medicines Use Review Standards Audit. [Online]. Available at: 
http://www.roharms.com/archive-documents/muraudit.pdf (Accessed 21 May 2012). 

RPSGB {1997a) From compliance to concordance: Achieving shared goals in 
medicine taking. London: Royal Pharmaceutical Society and Merck Sharp & Dohme. 

RPSGB {1997b) Pharmacy in a New Age: Building the Future, London: The Royal 
Pharmaceutical Society of Great Britain. 

RPSGB {1996) Pharmacy in a New Age: the New Horizon, London: The Royal 
Pharmaceutical Society of Great Britain. 

Salter, C., Holland, R., Harvey, I. and Henwood, K. (2007) '"I haven't even phoned 
my doctor yet." The advice giving role of the pharmacist during consultations for 
medication review with patients aged 80 or more: qualitative discourse analysis', 
British Medical Journal, 334, pp.11 01-1104. 

savage, R. and Armstrong, D. {1990) 'Effect of a general practitioner's consulting 
style on patients' satisfaction: a controlled study', British Medical Journal, 301 , 
pp.968-970. 

Schommer, J.C. {1996) 'Roles of normative and predictive expectations in evaluation 
of pharmacist consultation services', Journal of consumer satisfaction, dissatisfaction 
and complaining behavior, 9, pp.86-94 

Schommer, J.C. and Kucukarslan, S.N. {1997) 'Measuring patient satisfaction with 
pharmaceutical services', American Journal of Health-System Pharmacy, 54(23), 
pp.2721-2732. 

212 



Shalansky, S.J. and Levy, A.R. (2002) 'Effect of number of medications on 
cardiovascular therapy adherence', The Annals of Pharmacotherapy, 36, pp.1532-
1539. 

Sheridan, J., Butler, R., Brandt, T., Harrison, J., Jensen, M. and Shaw, J. (2011) 
'Patient's and pharmacists' perceptions of a pilot Medicines Use Review service in 
Auckland, New Zealand', Journal of Pharmaceutical Health Services Research, 3(1), 
pp.35-40. 

Sheskin, D.J. (2004) Handbook of parametric and nonparametric statistical 
procedures. 3r(j ed. Boca Raton: Chapman & Haii/CRC Press. 

Sidhu, A. (2003) 'Glorified shelf stakers?', The Pharmaceutical Journal, 270, p153. 

Silverman, D. (2011) Interpreting qualitative data. 4th edn. London: SAGE 
Publications Ltd. 

Smith, F. (2002} Research methods in pharmacy practice. London: Pharmaceutical 
Press. 

Smith, J.A. and Osborn, M. (2008) 'Interpretative phenomenological analysis', In: 
Smith, J.A., ed. Qualitative Psychology: a practical guide to research methods, 
London: SAGE Publications Ltd., pp.53-80. 

Smith, J.A., Jarman, M. and Osborn, M. (1999) 'Doing interpretative 
phenomenological analysis', In: Murray, M. and Chamberlain, K., eds. Qualitative 
health psychology: theories & methods, London: SAGE Publications Ltd., pp.218-
240. 

Smith, R. (1992) 'Audit and research', British Medical Journal, 305, pp.905-906. 

Soanes, C. and Hawker, S. Eds (2006) Compact Oxford English dictionary for 
students. Oxford: Oxford University Press. 

Sokol, M.C., McGuigan, K.A., Verbrugge, R.R. and Epstein, R.S. (2005} 'Impact of 
medication adherence on hospitalization risk and healthcare cost', Medical Care, 43, 
pp.521-530. 

Southgate, L., Cox, J., David, T., Hatch, D., Howes, A., Johnson, N., Jolly, B., 
Macdonald, E., McAvoy, P., McCrorie, P. and Turner, J. (2001} 'The General Medical 
council's performance procedures: peer review of performance in the workplace', 
Medical Education, 35(suppl 1 ), pp.9-19. 

southgate, L. and Pringle, M. (1999) 'Revalidation in the United Kingdom: general 
principles based on experience in general practice', British Medical Journal, 319, 
pp.1180-1183. 

Spencer, J.A. and Edwards, C. (1992) 'Pharmacy beyond the dispensary: general 
practitioners' views', British Medical Journal, pp. 1670-1672. 

Spencer, L., Ritchie, J., Lewis, J. and Dillon, L. (2003) Quality in Qualitative 
Evaluation: A framework for assessing research evidence. [Online]. Available at: 

213 



http://www.civilservice.qov.uk/wp-
content/uploads/2011/09/a gualitv framework tcm6-38740.pdf (Accessed 3 
September 2012). 

Stewart, D.C., George, J., Bond, C.M., Cunningham, I.T.S., Diack, H.L. and McCaig, 
D.J. (2008) 'Exploring patients' perspectives of pharmacist supplementary 
prescribing in Scotland', Pharmacy World and Science, 30(6), pp.892-897. 

Stewart, M. (2001) 'Towards a global definition of patient centred care', British 
Medical Journal, 322, pp.444-445. 

Stewart, M., Brown, J.B., Donner, A., McWhinney, I.R., Oates, J., Weston, W.W. 
and Jordan, J. (2000) 'The impact of patient-cantered care on outcomes', The 
Journal of Family Practice, 49(9), pp.796-804. 

Stone, V.E., Hogan, J.W., Schuman, P., Rompalo, A.M., Howard, A.A., Korkontzelo, 
C. and Smith, D.K. (2001) 'Antiretroviral regimen complexity, self-reported 
adherence, and HIV patients' understanding of their regimens: survey of women in 
the HER study', Journal of Acquired Immune Deficiency Syndromes, 28(2), pp.124-
131. 

Svarstad, B.L., Chewning, B.A., Sleath, B.L. and Claesson, C. (1999) 'The brief 
medication questionnaire: a tool for screening adherence and barriers to adherence', 
Patient Education and Counseling, 37, pp.113-124. 

Tajfel, H. and Turner, J.C. (1979) 'An integrative theory of intergroup conflict'. In: 
worchel, S. and Austin, W .G. (eds.), The Social Psychology of lntergroup Relations. 
Monterey, CA: Brooks/Cole., pp.33-47. 

Task Force on Medicines Partnership and The National Collaborative Medicines 
Management Services Programme (2002) Room for review. [On line]. Available at: 
http://www.npci.orq.uk/medicines management/review/medireview/resources/room f 
or review.pdf (Accessed 12 November 201 0). 

Taylor, K., Nettleton, S. and Harding, G. (2003) Sociology for pharmacists. 2nd edn. 
London: Taylor and Francis. 

TellyAds (2012) Lloyds Pharmacy- Free Medicines Check-Up. [Online]. Available at 
http://www. tellyads.com/show movie. php?filename= TA 12997 (Accessed 14 May 

2012). 

Texas State Board of Pharmacy (2001) Guidelines for establishing pharmacist peer 
review committees. [Online]. Available at: 
htto://www.tsbp.state.tx.us/files pdf/PeerReview.PDF (Accessed 3 September 

2010). 

The Information Centre for Health and Social Care (201 0) Prescriptions Dispensed in 
the Community, England Statistics for 1999 to 2009. [Online]. Available at: 
http://WWW .ic.nhs. uklwebfiles/publications/prescriptionsdispensed/Prescriptions Disp 
§.nsed 1999 2009%20.pdf (Accessed 5 November 201 0). 

214 



The NHS Confederation and BMA (2003) New GMS Contract 2003: Investing in 
General Practice. London: The NHS Confederation and BMA. 

The NHS Information Centre (2009) Prescription cost analysis 2008. [Online]. 
Available at: http://www.ic.nhs.uk/statistics-and-data-collections/primary­
care/prescriptions/prescription-cost-analysis-2008 (Accessed 14 June 2012). 

The NHS Information Centre, Prescribing Support Unit (2009) General 
Pharmaceutical Services in England 1999-2000 to 2008-09. [Online]. Available at: 
http://www.ic.nhs.uk/webfiles/publications/Primary%20Care/Pharmacies/pharmserv9 
909/Generai%20Pharmaceutical Services in England 1999 2000 to 2008 09.pdf 
(Accessed 1 December 2009). 

The Patients Association (2008) Community Pharmacist- here to help. [Online]. 
Available at: http://www.patients-
association.com/DBI MGS/file/Pharmacy%20Report%20PDF .pdf (Accessed 1 0 
January 2011 ). 

The Pharmaceutical Services (Advanced and Enhanced Services) (England) 
(Amendment) Directions 2007. 

The Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2013. 

The Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2012. 

The Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2011. 

The Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2005. 

Thomas, R., John, D.N., Roberts, D. and James, D.H. (2007) 'Barriers and 
facilitators to the delivery of medicines use review (MUR) services in community 
pharmacies in Wales', International Journal of Pharmacy Practice, 15 (suppl1), 
pp.A8-9. 

Tinelli, M., Bond, C., Blenkinsopp, A., Jaffray, M., Watson, M. and Hannaford, P. 
(2007) 'Patient evaluation of a community pharmacy medications management 
service', The Annals of Pharmacotherapy, 41 (12), pp.1962-1970. 

Traverse, M.L., Salamano, M., Botta, C., Colautti, M., Palchik, V. and Perez, B. 
(2007) 'Questionnaire to assess patient satisfaction with pharmaceutical care in 
Spanish language', International Journal for Quality in Health Care, 19(4), pp.217-

224. 

Turner, J.H. (1987) 'Analytical theorizing'. In: Giddens, A. and Turner, J.H. (eds.), 
social theory today. Cambridge: Polity Press, pp.156-194. 

Turnbull, s. (2002) 'Social construction research and theory building', Advances in 
Developing Human Resources, 4, 3, pp.317-334. 

215 



University of Reading (2007) Peer review of teaching, [On line]. Available at: 
http://www. readinq.ac. uk/web/files/qualitysupport/peerreview .pdf (Accessed 3 
September 2010). 

Urban, R., Rivers, P. and Morgan, J. (2008) 'Perceptions of medicines use reviews­
the views of community pharmacists within a West Yorkshire primary care trust', The 
Pharmaceutical Journal, 281, pp.303-305. 

Van Ganse, E., Mork, A-M., Osman, L.M., Vermeire, P., Laforest, L., Marrel, A. and 
SU\hl, E. (2003) 'Factors affecting adherence to asthma treatment: patient and 
physician perspectives', Primary Care Respiratory Journal, 12(2}, pp.46-51. 

Verby, J.E., Holden, P. and Davis, R.H. (1979) 'Peer review of consultations in 
primary care: the use of audiovisual recordings', British Medical Journal, 1, pp.1686-
1688. 

Vermeire, E., Hearnshaw, H., Van Royen, P. and Denekens, J. (2001) 'Patient 
adherence to treatment: three decades of research. A comprehensive review', 
Journal of Clinical Pharmacy and Therapeutics, 26, pp.331-342. 

Viktil, K.K, Blix, H.S., Moger, T.A. and Reikvam, A. (2007) 'Polypharmacy as 
commonly defined is an indicator of limited value in the assessment of drug-related 
problems', British Journal of Clinical Pharmacology, 63(2}, pp.187-195. 

Wang, L-N. (2007) 'How to make a success of MURs', Pharmaceutical Journal, 278, 
pp.315-318. 

Ware, J.E., Davies-Avery, A. and Stewart, A.L. (1977) The measurement and 
meaning of patient satisfaction: a review of literature. [Online]. Available at: 
http://www.rand.org/pubs/papers/2008/P6036.pdf (Accessed 22 June 2012). 

Ware, J.E., Snyder, M.K., Russell Wright, W. and Davies, A.R. (1983) 'Defining and 
measuring patient satisfaction with medical care', Evaluation and Programme 
Planning, 6, pp.24 7-263. 

Wilcock, M. and Harding, G. (2008) 'What do pharmacists think of MURs and do they 
change prescribed medication?', The Pharmaceutical Journal, 281, pp.163-167. 

Wilcock, M. and Harding, G. (2007) 'General practitioners' perceptions of medicines 
use reviews by pharmacists', The Pharmaceutical Journal, 279, pp.501-503. 

Williams, B. (1994) 'Patient satisfaction: a valid concept?', Social Science and 
Medicine, 38(4}, pp.509-516. 

Winch, P. (1958) The idea of social science. London: Routledge & Kegan Paul. 

WHO (2012} Chronic diseases [Online]. Available at: 
http://www.who.int/topics/chronic diseases/en/ (Accessed 31 December 2012). 

WHO (2006) New tool to enhance role of pharmacists in health care. [Online). 
Available at: http://www. who. int/mediacentre/news/new/2006/nwOS/en/index.html 
(Accessed 22 December 2010). 

216 



WHO (2003) Adherence to long-term therapies: evidence for action. Available at: 
http:Uwww.who.int/chp/knowledge/publications/adherence full report.pdf (Accessed 
29 October 2009). 

Worley. M.M., Schommer, J.C., Brown, L.M., Hadsall, R.S., Ranelli, P.L., Stratton, 
T.P. and Uden, D.L. (2007) 'Pharmacists' and patients' roles in the pharmacist­
patient relationship: are pharmacists and patients reading from the same relationship 
script?', Research in Social and Administrative Pharmacy, 3, pp.47-69. 

Worley-Louis, M.M., Schommer, J.C. and Finnegan, J.R. (2003) 'Construct 
identification and measure development for investigating pharmacist-patient 
relationships', Patient Education and Counseling, 51, pp.229-238. 

Ylanne, V. and John, D. N. (2008) 'Roles of medicines counter assistants in advice 
giving in community pharmacies: a Discourse Analysis', Pharmacy World and 
Science, 30, pp.199-207. 

Youssef, S., Hussain, S. and Upton, D. (2010) 'Do patients perceive any benefit from 
medicines use reviews offered to them in community pharmacies?', The 
Pharmaceutical Journal, 284, pp.165-166. 

Zermansky, A.G., Petty, D.R., Raynor, D.K., Freemantle, N., Vail, A. and Lowe, C.J. 
(2001) 'Randomised controlled trial of clinical medication review by a pharmacist of 
elderly patients receiving repeat prescriptions in general practice', British Medical 
Journal, 323, p.1340-1344. 

Zimmerman, C.R., Smolarek, R.T. and Stevenson J.G. (1997) 'Peerreview and 
continuous quality improvement of pharmacists' clinical interventions', American 
Journal of Health-System Pharmacy, 54(15), pp.1722-1727. 

Zola, I.K. ( 1973) 'Pathways to the doctor - From person to patient', Social Science & 
Medicine, 7(9), pp.677-689. 

217 



APPENDICES 

218 



APPENDIX 1.1 : The MUR service specification 

The service specification that was in place when the MUR service was introduced in 
April2005 (From PSNC, 2004, pp.1-2). 

NHS Community Pharmacy Contractual Framework 
Advanced Service - Medicines Use Review & Prescription Intervention 
Service 

Aprll2005 

1. Service Description 
1.1 This service includes medicines use reviews undertaken periodically, as well 

as those arising in response to the need to make a significant prescription 
intervention during the dispensing process. Medicines Use Review (MUR) is 
about helping patients use their medicines more effectively. 
Recommendations made to prescribers may also relate to the clinical or cost 
effectiveness of treatment. 

2. Alms of Service 
2.1 To improve patient knowledge, concordance and use of medicines by: 

• establishing the patient's actual use, understanding and experience of 
taking their medicines; 

• identifying, discussing and resolving poor or ineffective use of their 
medicines; 

• identifying side effects and drug interactions that may affect patient 
compliance; 

• improving the clinical and cost effectiveness of prescribed medicines and 
reducing medicine wastage. 

3. Service Specification 
3.1 The pharmacist will perform a MUR to help assess any problems patients 

have with their medicines and to help develop the patient's knowledge about 
their medicines. 

3.2 The MUR will normally be carried out face to face with the patient in the 
community pharmacy. If a pharmacy wants to provide MURs in another 
location, e.g. patients' homes or day care centres, they must seek the prior 
approval of the PCO for this. Only when it is not practical for the patient to get 
to the pharmacy should a MUR be conducted by telephone. 

3.3 For face to face consultations, the part of the pharmacy used for provision of 
MURs must meet the following requirements for consultation areas set 
nationally. 
• The consultation area should be a designated area where both the patient 

and pharmacist can sit down together. 
• The patient and pharmacist should be able to talk at normal speaking 

volumes without being overheard by other visitors to the pharmacy, or by 
pharmacy staff undertaking their normal duties. 

• The consultation area should be clearly designated as an area for 
confidential consultations, distinct from the general public areas of the 
pharmacy. 

3.4 A MUR can be conducted with patients on multiple medicines and those with 
long term conditions, every 12 months. These regular MURs, initiated by the 
pharmacist, must only be provided for patients who have been using the 
pharmacy for the dispensing of prescriptions for at least the previous three 
months. The next regular MUR can be conducted 12 months after the last 
MU A. 
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3.5 PCOs, working with their community pharmacies, may identify specific patient 
groups who would be appropriate for targeting, based on the needs of the 
local health economy. Pharmacists may accept referrals for MUR from other 
health care professionals and pharmacists can accept requests from patients 
for a MUR to be conducted as long as the criteria laid out in 3.4 are met. 

3.6 The requirement for a MUR to be undertaken may be highlighted by the 
pharmacist identifying a significant problem during the dispensing of regular 
prescriptions. This 'Prescription Intervention' would be over and above the 
basic interventions, relating to safety, which a pharmacist would make as part 
of the Essential level dispensing service and would highlight the need for a 
more detailed examination of the patient's medication regimen. The 
requirements in 3.4 would not apply to this type of intervention. The initiating 
issue which led to the need for a prescription intervention will be discussed 
with the·patient as part of the MUR and communicated to the patient's GP. 

3.7 Recommendations will be made to the patient's GP using the nationally 
agreed reporting template. 

3.8 Pharmacists providing the service will have passed an assessment based on 
the nationally agreed competencies for the service. 

3.9 Interventions made as part of a MUR will include: 
• advice on medicines usage (prescribed and OTC), aiming to develop 

compliance and concordance; 
• effective use of 'when required' medication; 
• ensuring appropriate use of different medicine dosage forms, e.g. inhaler 

type, soluble tablets; 
• advice on tolerability and side effects; 
• dealing with practical problems in ordering, obtaining, taking and using 

medicines; 
• identification of items without adequate dosage instructions; 
• identification of unwanted medicines (patient is no longer taking the 

medicines); 
• identification of the need for a change of dosage form to facilitate effective 

usage; 
• proposals on changing branded medicines to generics (exclusions will 

apply) 
• proposals on changing generic to branded where appropriate to ensure 

consistent supply or when clinically appropriate; 
• proposals for dose optimisation (higher strength substitution where 

multiple doses of lower strength products are prescribed, provided it does 
not interfere with the patient's clinical management); 

• suggestions to improve clinical effectiveness. These interventions could be 
agreed at a local level between the PCO, pharmacist and prescribers. 
Example: highlighting patients who are on a treatment dose of a Proton 
Pump Inhibitor, rather than a maintenance dose. 

3.1 o A record of the MUR will be made on the patient's pharmacy record. A 
summary of the MUR and any recommendations will be sent to the patient's 
GP, using the nationally agreed recording template. 

3.11 A copy of the MUR summary and recommendations will be given to the 
patient. 
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The most recent version of the MUR service specification (From PSNC and NHS 
Employers, 2013, pp.1-6). 

Medicines Use Review & Prescription Intervention Service 
August 2013 

1. Service Description 

The Medicines Use Review (MUR) aims to help patients use their medicines more 
effectively. Following the review, recommendations made to prescribers may also 
relate to the clinical or cost effectiveness of the treatment. The service includes 
Medicines Use Reviews undertaken periodically or when there is a need to make an 
adherence-focused intervention due to a problem that is identified while providing the· 
dispensing service (a prescription intervention MUR). 

2. Aims of the Service 

To improve patient knowledge, adherence and use of their medicines by: 
• establishing the patient's actual use, understanding and experience of taking 

their medicines 
• identifying, discussing and resolving poor or ineffective use of their medicines 
• identifying side effects and drug interactions that may affect adherence 
• improving the clinical and cost effectiveness of prescribed medicines and 

reducing medicine wastage. 

3. Service Specification 

3.1 The pharmacist will perform an MUR to help assess any problems patients 
have with their medicines and to help develop the patient's knowledge of their 
medicines. 

3.2 No more than 400 MURs may be provided at each community pharmacy in 
any year (1 April to 31 March). The only exception to this is during the first 
financial year that the pharmacy contractor starts to provide the service. In 
this instance, where the NHS England Area Team (AT) makes arrangements 
with a pharmacy contractor to provide the service on or after 1 October, the 
pharmacy contractor may only provide 200 MURs in that first financial year. In 
subsequent years the pharmacy contractor may provide up to 400 MU As. 

3.3 At least 50 per cent of all MURs undertaken in a year (01 April- 31 March) 
must be on patients who fall within one of the national target groups. There 
are three national target groups, which are: 
Patients taking high risk medicines 
High risk medicines are those listed in the following British National Formulary 
(BNF) sub-sections: 

BNF reference 
10.1.1 
2.8.2 and 2.8.1 

2.9 
2.2 

BNF subsection descrlptor 
Non-steroidal anti-inflammatory drugs 
Anticoagulants 
(including low molecular weight heparin) 
Antiplatelets 
Diuretics 
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Patients recently discharged from hospital 
This group covers patients recently discharged from hospital who had 
changes made to their medicines while they were in hospital. Ideally, patients 
discharged from hospital will receive an MUR within four weeks of discharge 
but it is recognised that this may not always be practical so the MUR can take 
place up to eight weeks after discharge. A registered pharmacist should use 
their professional judgement to determine where a patient will benefit from 
such an MUR more than four weeks after discharge from hospital. 

Patients prescribed certain respiratory medicines 
This group covers patients taking a respiratory medicine included in the 
following British National Formulary (BNF} subsections: 

BNF Reference 
3.1.1 
3.1.2 
3.1.3 
3.1.4 
3.2 

BNF subsection descrlptor 
Adrenoceptor agonists 
Antimuscarinic bronchodilators 
Theophylline 
Compound bronchodilator preparations 
Corticosteroids 

3.3 Cromoglicate and related therapy, leukotriene recaptor 
antagonists and phosphodiesterase type-4 inhibitors 

3.4 The MUR will normally be carried out face to face with the patient in the 
community pharmacy. The part of the pharmacy used for the provision of 
MURs must meet the following requirements for consultation areas: 
• the consultation area should be where both the patient and the 

pharmacist can sit down together 

• the patient and pharmacist should be able to talk at normal speaking 
volumes without being overheard by any other person (including 
pharmacy staff) 

• the consultation area should be clearly designated as an area for 
confidential consultations, distinct from the general public areas of the 
pharmacy. 

When a pharmacy is closed to members of the public, MURs can be carried 
out in a public area of the pharmacy as long as the conversation between the 
pharmacist and the patient cannot be overheard by any other person 
(including pharmacy staff). 

3.5 If a pharmacy wishes to provide MURs in another location they must seek the 
prior approval of the AT. Carrying out the MUR service away from the 
pharmacy could include in an area for confidential consultations at premises 
other than the pharmacy (e.g. at a GP practice); at premises to provide the 
service to a particular patient on a particular occasion (e.g. in a patient's 
home); or at premises to provide the service to a particular category of patient 
(e.g. at a care home). 

3.6 Where a pharmacy wishes to provide an MUR via telephone to a particular 
patient on a particular occasion, they must seek the prior approval of the AT. 
Only when it is not practical for the patient to get to the pharmacy should an 
MUR be conducted by telephone. The MUR must be conducted in such a way 
as to ensure that the telephone conversation can only be overheard by 
someone whom the patient wants to hear the conversation, for example a 
carer. 
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3.7 All patients receiving the MUR service must sign a consent from which allows 
the pharmacy contractor to share information from the MUR with: 
• the patient's GP, as necessary 
• the AT as part of a clinical audit 
• the AT, NHS Business Services Authority (NHSBSA) and the Secretary of 

State for Health to verify that the service has been delivered by the 
pharmacy as part of post-payment verification. 

If patients do not consent to share their information then they will not be able 
to access the service. 

3.8 MURs can only be conducted with patients on multiple medicines, except 
where the patient is taking one of the high-risk medicines (see paragraph 3.3). 
In this circumstance an MUR can be provided for a patient taking only one 
medicine. 

3.9 Periodically-provided MU As must only be provided for patients who have 
been using the pharmacy for the provision of pharmaceutical services for at 
least the previous three months (the three-month rule). The next regular MUR 
can be conducted 12 months after the last MUR, unless in the reasonable 
opinion of the pharmacist the patient's circumstances have changed 
sufficiently to justify one or more further consultations during this period. 

3.1 0 If the patient has recently been discharged from hospital and had changes 
made to their medicine while they were in hospital then this is treated as a 
change in the patient's circumstance and the patient can receive a post 
discharge MUR within 12 months of their last MU A. Ideally patients 
discharged from hospital will receive a post discharge MUR within four weeks 
of discharge but it is recognised that this might not always be practical so the 
MUR can take place up to eight weeks after discharge. 

3.11 An MUR should not be undertaken on a patient who has, within the previous 
six months, received the New Medicine Service (NMS), unless in the 
reasonable opinion of the pharmacist, there are significant potential benefits 
to the patient which justify providing MUR services to them during this period. 
If the patient has recently been discharged from hospital and had changes 
made to their medicine while they were in hospital, then they are able to 
receive a post discharge MUR within six months of receiving the NMS. 

3.12 Prescription intervention MU As are provided where there is a need to make 
an adherence-focused intervention due to a significant problem that is 
identified while providing the dispensing service. This prescription intervention 
MUR would be over and above the basic interventions, relating to safety, 
which a pharmacist would make as part of the Essential level dispensing 
service and would highlight the need for a more detailed examination of the 
patient's medication regimen. The three-month rule does not apply to this type 
of MUR. 

3.13 In addition to the 50 per cent target detailed above, ATs, working with their 
community pharmacies, may identify specific patient groups who would be 
appropriate for targeting, based on the needs of the local health economy. 
MU As undertaken on local target groups will not count towards the 50 per 
cent target. 

3.14 Pharmacists may accept referrals for MU As from other healthcare 

223 



professionals, and pharmacists can accept requests from patients for an MUR 
to be conducted as long as the criteria laid out above are met. 

3.15 The pharmacist is required to capture and retain an MUR dataset for every 
MUR undertaken. The data collected from each MUR must be kept for two 
years from the date the service is completed and may be stored electronically. 
The information to be collected during the MUR is outlined below: 

a. patient demographic details 
i. name 
ii. address 
iii. gender 
iv. date of birth 
v. NHS number (where available) 
vi. ethnicity 

b. registered GP practice 
c. target group 

• Respiratory 
• High risk medicine 
• Post-discharge 
• Not in a target group 

d. total number of medicines being used by patient: 
i. prescribed 
ii. over the counter and complementary therapies 

e. healthy living advice provided at MUR (using the following options): 
i. diet and nutrition 
ii. smoking 
iii. physical activity 
iv. alcohol 
v. sexual health 
vi. weight management 
vii. other (free text information can be entered in the clinical record) 
viii. healthy living advice not applicable at this consultation 

f. matters identified during the MUR (using the following options): 
i. patient not using a medicine as prescribed (non-adherence) 
ii. problem with pharmaceutical form of a medicine or use of a device 
iii. patient reports need for more information about a medicine or condition 
iv. patient reports side effects or other concern about a medicine 
v. other (free text information can be entered in the clinical record) 

g. no matters identified during MUR 
h. action taken/to be taken (using the following options): 

i. information/advice provided 
ii. yellow card report submitted to MHRA 
iii. referral - patient's issues raised with the medicine need to be 
considered by the GP practice or another primary health care provider 
iv. other (free text option in clinical record) 

i. as a result of the MUR the pharmacist believes there will be an improvement 
in the patient's adherence to the medicines as a result of the following 
(more than one may apply): 
i. better understanding/reinforcement of why they are using the medicine/ 
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what it is for 
ii. better understanding/reinforcement of when/how to take the medicines 
iii. better understanding/reinforcement of side effects and how to manage 
them 
iv. better understanding/reinforcement of the condition being treated. 

3.16 Pharmacists may wish to keep additional clinical records over and above the 
MUR dataset to support their ongoing care of the patient. 

3.17 If an issue is identified during the MUR consultation that the pharmacist 
believes the patient's GP should be informed of, then the pharmacist must 
complete the MUR feedback form and send this to the patient's GP. Using the 
MUR feedback form does not preclude the pharmacist from contacting the 
patient's GP via telephone or face to face if an urgent issue is identified with 
the patient during the MUR. This can then be followed up in writing using the 
feedback form. 

3.18 Pharmacists providing the service must have successfully completed an 
assessment undertaken by a higher education institution based on the 
nationally agreed MUR competencies. A copy of the 'MUR certificate' for each 
pharmacist providing the MUR service must be supplied to the AT. 

3.19 Interventions made as part of an MUR may include: 
• advice on medicines usage (prescribed and OTC), aiming to develop 

improved adherence 
• effective use of 'when required' medication 
• ensuring appropriate use of different medicine dosage forms, e.g. inhaler 

type, soluble tablets 
• advice on tolerability and side effects 
• dealing with practical problems in ordering, obtaining, taking and using 

medicines 
• identification of items without adequate dosage instructions 
• identification of unwanted medicines (where the patient is no longer 

taking the medicines) 
• identification of the need for a change of dosage form to facilitate 

effective use 
• proposals on changing branded medicines to generics (exclusions will 

apply) 
• proposals on changing generic to branded where appropriate to ensure 

consistent supply or when clinically appropriate 
• proposals for dose optimisation (higher strength substitution where 

multiple doses of lower strength products are prescribed, provided it does 
not interfere with the patient's clinical management) 

• suggestions to improve clinical effectiveness. 
These interventions could be agreed at a local level between the AT, 
pharmacist and prescribers. For example, highlighting patients who are on a 
treatment dose of a Proton Pump Inhibitor, rather than a maintenance dose. 

3.20 In order to provide the AT with a summary of information on MURs conducted, 
pharmacies must complete the approved AT reporting template (a standard 
electronic spreadsheet) by collating the necessary data from pharmacy 
records for the MURs conducted in that quarter. This must be available to be 
requested after the end of 1 0 working days from the last day of that quarter 
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(last day of June, September, December and March). Completed templates 
must be provided to the AT electronically on request (which may be an 
ongoing request). 

3.21 The data to be provided to the AT on request is set out below. 

1. Total number of MURs delivered to patients in each group: 
• patients taking high-risk medicines 
• patients who have been recently discharged from hospital 
• patients prescribed a respiratory medicine within the relevant BNF 

subsection 
• patients who do not fall within one of the national target groups. 

For MURs that fall into more than one national target group, the 
registered pharmacist should make a determination as to which group the 
MUR should be allocated. 

2. Total number of medicines being used by patients who received an MUR 
during the quarter, sub-divided between 
2.1. prescribed 
2.2. over the counter and complementary therapies 

3. Number of patients where a medication issue was identified by the 
registered pharmacist and action was taken. 

4. Number of patients referred back to the GP practice or another primary 
health care provider. 

5. Number of patients where, as a result of the MUR, the registered 
pharmacist believes there will be an improvement in the patient's 
adherence to the medicines and type of benefit (more than one may 
apply): 
• better understanding of why they are using the medicine/what it is for 
• better understanding of when/how to take the medicines 
• better understanding of side effects and how to manage them 
• better understanding of the condition being treated. 

6. Total number of patients given brief advice about a healthier lifestyle and 
type of advice: 
6.1 . diet and nutrition 
6.2. smoking 
6.3. physical activity 
6.4. alcohol 
6.5. sexual health 
6.6. weight management 
6.7. other 
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APPENDIX 1.2 : The 4-page MUR form (version 1) 

Patient Details 
Date of review: Title: Name: NHS Patient Code: 

Pharmacy (PMR) ID: 

Address: DOB: 

Tel: 

GP: GP address: 

Recordlna of patient's informed consent (must be completed before the review can oroceed) 

Patient has received information on and consented to the review process. 0 
Patient has agreed that information may be shared with their GP 0 
Patient has agreed that information may be shared with others such as carers. 0 
Specify others by name: 
Reason for review: Pharmacist identified 8 or 
Annual Review (MUR) 0 Referral from 
Prescription Intervention 0 
What would the patient like to get out of the review? (includ ing the need for information) 

Basle health data 
Significant previous ADRs: Known allergies/sensitivities: 

Medical history as described by Monitoring as described by patient and from information 
patient and from information recorded in PMR 

recorded in PMR 

Name of Pharmacist 
conducting the review: 

Pharmacy name 
& address: 
Location of review: Outcome of Review: 

Pharmacy D D Other location D Copy of care plan given to patient 
Referral made to GP D 

(state location used) 
Pharmacist actions completed and recorded 
in care plan D 

Telephone D 

(record reason why face to face was not possible) 
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Petlent Name: DOB: 

Patient's 
Dosage regimen as patient knowledge Compliance 

PreKrlbecl medicine and takes it of the 

doAge regimen 
medicine's ..... 

(including OTC & complementary use ~ ~ E 
therapies) ~ ~ 

~ ~ - i IU 
lb ..::: c: 

1. 0 0 0 0 

2. 0 0 0 0 

3. 0 0 0 0 

4. 0 0 0 0 

5. 0 0 0 0 

6. 0 0 0 0 

7. 0 0 0 D 

8. 0 0 0 0 

9. 0 0 0 0 

10. 0 0 0 0 

u. 0 0 0 0 

12. 0 0 0 0 

13. 0 0 0 0 

14. 0 0 0 0 

explanatory notes: 

Patient's knowledge of the medicine's use - record what the patient thinks the medicine ts for and highlight where 
response would Indicate need for further information. 

eompllance - use open, non-judgemental questions to establish how the medicine Is being taken, and tick the box 
which best indicates the patient's level of compliance, i.e. always takes the medicines as prescribed through to never 
takes the medicine as prescribed. Leave blank for 'PRN' medicines. 
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Patient Name: DOB: 

I• the Is the medicine Are side General Comment• 
formulation working? effects 
appropriate? present? 

yes no yes no unknown yes no 

1. D D D D D D D 

2. D D D D D D D 

3. D D D D D D D 

4. D D D D D D D 

s. D D D D D D D 

e. D 0 0 D D D D 

1. D D D D D D D 

s. D D D D D D D 

9. D D 0 0 0 0 D 

10.0 D D D D D D 

11.0 D D D D D D 

12.0 D D D D D D 

13.0 0 0 D 0 D D 

14.0 D D D D D 0 

explanatory notes: 

I• the formulation appropriate? - use to Identify problems with formulation, e.g. swallowing difficulties suggest a 
liquid product may be more suitable, include poor technique with Inhaler devices here. 
I• the medicine working? - if you have objective evidence such as BP or cholesterol level then you may Indicate 
whether the medicine Is effective or not. In many cases this may be a subjective response based on the patient's 
view of their treatment. In other cases it may be unknown such as antlplatelet therapy. 
Are •lde effects present? - indicate patients reported response supplemented by a professional decision as to 
which drug a particular side effect may be attributable to. 
General comments - add any additional information here for example If you have ticked a positive response for 
side effects present it would be helpful to add detail (such as cough and skin rash) which may help you when you 
develop your action plan and when completing a follow up review with the same patient at a later dllte. 
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Medicines Use Review Action Plan \ Date-~f--review: \ 

Patient's Date of Birth: GP's 
name: NHS Patient Code: name: 

Medicines Use Issue Priority Proposed Action Action by Outcome if known with 
dates 

Pharmacist name (block capitals) RPSGB registration number Pharmacist signature Telephone number of Pharmacist: 

Next steps: 

D PATIENT: 
This is your copy; please retain it for your personal use. You may wish to show it to other health D GENERAL PRACTITIONER: 
care professionals if you wish to share this information. This is your copy; please retain a copy in your patient's notes. 

D Please make an appointment with your GP to discuss within D For information only - no action required. 

I I weeks. D Please review the actions proposed above. 

D Take th is form to your next schedu led GP appointment. 

D Follow your actions agreed above. 
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APPEND\X 1.3 : The 2-page MUR form (version 2) 

f~/:~1 Community Pham1acy Medicines Use Review & Prescription Intervention Service 

·~m· ~ --: E. - - L.=- - I.. ......&....: -~ -- - - -- ~ - - - _j 

..___ 

I Sheet of I CONFIDENTIAL 

0 Patient 

0 Pharmadst 

O GP 
0~: 

0 Patient 

0 Pharmadst 

O GP 
0 ~: 

0 Panent 

0 Pharmadst 

O a> 
0 Other. 

Ovenriew page This review is based on information available ID the Pharmacist held on the pharmacy Paoent Med"IG!tion R.ealrd system and from information provided by the patient 
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h.l/:~1 Community Pham1acy Medicines Use Review & Presaiption Intervention Service 1 SilHt cl I OONFIDENTlAL 

Yes No 
0 0 

Yes No I Yes No 
0 0 0 0 

Yes No 
0 0 

O Yes 

If no, specify: 
Yes No 
0 0 

Yes No I Yes No 
0 0 0 0 

Yes No 
0 0 

O Yes 

If no, specify: 
Yes No 
0 0 

Yes No I Yes No 
0 0 0 0 

Yes No 
0 0 

O Yes 

If no, specify: 
Yes No 
0 0 

Yes No I Yes No 
0 0 0 0 

Yes No 
0 0 

O Yes 

If no, specify: 
Yes No 
0 0 

Yes No I Yes No 
0 0 0 0 

Yes No 
0 0 

O Yes 

If no, spedfy: 
Yes No 
0 0 

Yes No I Yes ~b 
0 0 0 0 

Yes No 
0 0 

Consultmon rti:onl This review is based on Wormation avaRble ID the Pharmacist held on the pharmacy Patient Medk:ation Recnrd system and from infonnation provided by the patient 

232 



APPENDIX 3.1: The MRCI (From George et al., 2004, pp.1374-1375) 

Patient ID: .......................... . 
Total no. of medicines (induding pm/sos medications): ...... . 
Instructions 

1 MRCI applies only to prescribed medications. All entries are to be 
made only based on information on the label or drug chart) at the 
time of dispensing or discharge). No assumptions are to be made 
based on clinical judgement. 

2 There are three sections in the scale. Complete each section before 
proceeding to the next. At the end, add the scores for the three 
sections to give the MRCI. 

3 If the same medication (same brand and same dosage form) is 
present more than once in different strengths in a regimen (e.g. 
Marevan Smg, 3mg and 1 mg mdu), it is still considered as one 
medication. 

4 In cases where the dosage is optional, choose the dosing instruction 
with the smallest dose/frequency, (e.g. Ventolin MOl 1-2 puffs, 2-3 
times daily will get weightings for 'metered dose inhalers', 'variable 
dose' and 'twice daily'; but not for 'multiple units at one time') 

5 In certain cases the dosing frequency needs to be calculated (e.g. 
Ranitidine 1 mane and 1 nocte is 1 twice daily( 

6 lt is possible that with certain 'use as directed' instructions, the 
regimen will not get a score under dosing frequency (e.g. 
Prednisolone Smg mdu) 

7 If there is more than one dosing frequency direction, they should be 
scored for all the dosing frequency directions (e.g. Ventolin MOI2 
puffs bd and pm, will get scores for both 'metered dose inhalers', 
'multiple units at one time', 'twice daily' as well as 'pm') 

8 Instances where two or more medications are mutually exclusive, 
they need to be scored twice or more as pm with the recommended 
dosing frequency (e.g. Ventolin MOl or Ventolin nebuliser twice daily 
will get scores for both 'metered dose inhaler' and 'nebuliser' under 
dosage forms, but needs to be scored two times for 'twice daily pm') 

9 In cases where there is no matching option, choose the closest 
option (e.g. six times daily could be considered as 'q4h') 

OPI = dry powder inhaler; MOl = metered dose inhaler 

A) Circle the weighting corresponding to each dosage form (ONCE 
----- --------------- --------

Dosage forms Weighting 
Capsules/Tablets 1 
Gargles/Mouthwashes 2 

I 
ORAL 

Gums/Lozenges 2 
Liquids 2 
Powders/Granules 2 
Sublingual sprays/tabs 2 
Creams/Gels/Ointments 2 
Dressings· 3 

TOPICAL 
Paints/Solutions 2 
Pastes 3 
Patches 2 
Spray_s 1 
Ear drops/creams/ointments 3 
Eve drops 3 

EAR, EYE & NOSE Eye gels/ointments 3 
Nasal drops/cream/ointment 3 
Nasal spray_ 2 
Accuhaler 3 
Aerolizers 3 
Metered dose inhalers 4 

INHALATION Nebuliser 5 
Oxygen/Concentrator 3 
Turbohalers 3 
OtherDPis 3 
Dialysate 5 
Enemas 2 
Injections: Prefilled 3 

OTHERS 
Ampoules/Vials 4 

Pessaries 3 
Patient controlled analgesia 2 
Suppositories 2 
Vaginal creams 2 

Total for Section A 
L__ --- - ---
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B) For each medication in the regimen tick a box [..J} corresponding to the C) Tick a box [..J} corresponding to the additional directions, if present in the 
dosing frequency. Then, add the no. of [..J} in each category and mu"iply regimen. Then, add the no. of [..J} in each category and multiply by the 
by the assigned weighting. ln cases where there is no exact option, - - .. .. - ----·. -
-·-- - ---- -- - -- ---

liC • 
~ c 

~- .2 Dosing "i ;: ·- 0 .. 
Medications - .r:: E . ID 

Frequency 0 ., .,o.2 t-
~ -Z"t'' ., ., 

31: E 

i 

~ liC ·I .,_ g 
"'ii ;: .5:o;: 

Additional Directions Medications ~ 
.r:: E . ID ., .,o.2 

~ -Z"t'' . ., 
31: E 

Once daily 1 
Once daily pm 0.5 
Twice daily 2 
Twice daily pm 1 

Break or crush tablet 1 
Dissolve tablet/powder 1 
Multiple units at one time 

1 
(e.g. 2 tabs, 2 puffs) 

Three times daily 3 
Three times daily 

1.5 pm 
Four times daily 4 

Variable dose (e.g. 1-2 
1 

caps, 2-3 puffs) 
Take/use at specified time/s 

1 
(e.g. mane, nocte, 8 AMJ 

Four times daily 
2 _pm 

q 12h 2.5 
q 12h pm 1.5 
q8h 3.5 
q8hpm 2 
q 6h 4.5 
q6hpm 2.5 

Relation to food (e.g. pc, ac, 
1 

with food) 
Take with specific fluid 1 
Take/use as directed 2 
T apering!increasing dose 2 
Alternating dose (e.g. one 
mane & two nocte, one/two 2 

q4h 6.5 on alternate days) 
q4hpm 3.5 Total for Section C 
q2h 12.5 

q2hpm 6.5 
pm/sos 0.5 
On alternate days 

2 or less frequently 

Medication Regimen Complexity= Total (A)+ Total (B)+ Total (C)= 

Oxygen pm 1 
Oxygen <15 hrs 2 
Oxygen > 15 hrs 3 

Total for Section B 
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APPENDIX 3.2: Pharmacists' invitation to participate in the retrospective audit 

Study into Medicines Use Reviews 

Dear Pharmacist 

II'IJJ:!tA 
~ 

September 2008 

1 am writing to invite you to take part in an exciting and ambitious, but also very important study. Boots is 
the UK's leading pharmacy-led health and beauty retailer and we want to ensure people look and feel their 
best. We feel we can deliver a better service to our customers by developing and delivering new pharmacy 
services which will help them to lead a healthier lifestyle. 

one of the fantastic services your team is currently delivering is Medicines Use Reviews (MURs) I Medicines 
Check-ups (MCUs). We have heard many great reports from customers about this service. However, since 
the launch of this community pharmacy service, various claims, for example in the Pharmaceutical Journal 
and recent White Paper, have also been made about the 'quality' of MURs. We believe these claims have 
been made in the absence of scientific evidence surrounding the MUR. As a result, we have teamed up with 
Kingston University to evaluate MURs delivered in some of ou r pharmacies with the aim to uncover the 
value of this service and provide evidence of your contribution to patient care. Your pharmacy has been 

selected to be part of this initial evaluation. 

The study into MURs involves the collection of anonymised copies of completed MUR forms (both versions) 
from our pharmacies in Surrey. Every MUR form counts and we need your participation. 

Please: 

• 
• 

• 
• 

• 

Collate all MUR forms completed in your pharmacy from 1st June to 30th June 2008, inclusive . 

Anonymise the forms by removing all information that identifies the patient, the GP and the 
pharmacist who conducted the MUR (for electronic copies delete this information before printing; 
for paper copies cover the information before photocopying the pages). 

Ensure all4 pages of version 1 and both pages of version 2 are reproduced . 
Complete the Return Sheet (enclosed with this letter)- there is also an optional Comment Sheet 
where you can add your views or suggestions about the MUR service. 

Return your anonymised MUR forms and the Return Sheet plus the Comment Sheet, if applicable, by 
3151 October 2008. Send all the paperwork to Melandi van den Berg, Boots Support Office, 
Pharmacy Services, Fern House, 53-55 High Street, Feltham, TW13 4HU. 

This study will be carried out in accordance with the Kingston University Research Governance Framework. 
All information will be anonymised and treated in a secure and confidential manner. No information linking 
participants with expressed views or other person-specific data will be disclosed to anyone. 

If you need more information about this study, please contact Melandi (see contact details below) or discuss 

it with your area manager. Thank you in advance for your participation. 

Yours sincerely, -(~ 

Tricia Kennerley 

(~ 

Healthcare Director, Boots UK 

Research team: 
Melandi van den Berg, Research Practitioner (Melandi.vandenberg@alliancepharmacy.co.uk; mobile: 0778 595 0725) 
Or Tracey Thornley, Sen ior Development Manager (Research and Development) 
or Parastou Donyai and Prof Graham J Sewell (Kingston University) 

I 
Boots M.,~mn S.Niou Limited 
R .g istered office: 1 T~n• Ro.1dWest, Nottingh.~m, N G2 3AA 
Registered in Engl.lnd &W.IIes : Number7073438 
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Study into Medicines Use Reviews 

Please return this sheet together with your anonymised MUR forms to: 

Melandi van den Berg 
Boots Support Office 
Pharmacy Services 
Fern House 
53-55 High Street 
FeJtham 
TW134HU 

Please reply by 31st October 2008 

Enclosed are MUR forms from 

.. .... .. ........ ... .... ...... ................... ...... .... ...... ... ...... ...................... . Pharmacy. 

1 have anonymised the MUR forms by 

• removing all patient-identifiable information (excluding patient's age) 
• removing all GP-identifiable information 
• removing all pharmacy-identifiable information 

1 am enclosing .. ...... ......... .... (insert number) completed MUR forms• . 

Signed: ... .. ........ .... .... ..... .......................... . 

Date: ... .... .. ..... ...... ..... .. .. 

Pharmacy Stamp 

• please ensure photocopies are legible 
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Study into Medicines Use Reviews 

You are welcome to write down any comments you may have about the MUR/MCU service or to make any 
suggestions or recommendations. Your comments will remain anonymous and confidential. 

You can enclose this information with the return sheet and anonymised MUR forms or you are welcome to 

return this sheet in a separate envelope. 

Please return to: 
Melandi van den Berg 
Boots Support Office 
Pharmacy Services 
Fern House 
53-55 High Street 

Felt ham 
TW134HU 

········· ·········· ·· ········· ······· ·· ···· ··· ········· ·· ······ ······ ·· ············································ ······ ···························· ·· ·· ··· ·· ······ ·· ··· ····· 
··················· ·· ···· ·· ········································· ·· ····················· ······························ ··························· ··· ········· ···· ·········· 
··········· ·· ················ ·························· ······· ················ ······························ ·· ·· ·· ··············· ····· ······· ··························· ······ 
............................. ... .. ........................... .................. .. .................. .. ....... .... .. .. .. ................ .. ..... .. .... ........................... 

...................... ........................... ... ............. ............................. .................................................... .... .... .. .................. 

................... .............. ................ ................. ... ................................................................... ....... ........ ........... ............ 

... .... .. ............. ........................ .. ............... ... ... ............. ............................................... ..... ....... ........................... .. .. .. 

... .................. .... .. ....... .. ... ... .... ... .. .. .............. .. ......... .. ..................................... .. .............. .. ............ .............. .. .. .. .. ..... 

......................... ..... .... .. ........... ... ................................................ ...... .. ... .. ... ..... ....... .. .. .. ... .. ............... ......... ............. 

....... .. ............ .. .. ..... ...... ............ .. ... .. ............ ........ .. ......... .. ............ .. ................... ......................... .................... .. ...... 

...... ...... .. ............. ................ .... ... .................................................... .. ........................... ... ....................... ....... ... .... ... 

...................... ..... .. ... .. .......... .. ... ... .................................................................... ......................... .. .. ............. .. ... ....... 

................... ... ..... ................................................................................................................................ .. .. .. .. .. ......... 

...................................... .......................... ........ ..................... .................... ....................................................... ... .. . 
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APPENDIX 3.3: Example of the calculation of the actual MRCl score, medicine complexity scores and alternative regimen 
complexity scores based on a patient's prescribed medication regimen 

-

Patient's prescribed Weighting 
Total 

Dosing Weighting Total 
Additional Weighting 

Total 
Dosage form Section Dose Section Section 

medication Section A A 
frequency Section B B Instructions Section C c 

Calc carb/ colecal Take two 
Multiple 

~ .25g/ ~ Omcg 
Capsules/Tab lets 1 8 daily 

Once daily 1 ~1 units at one 1 6 
time 

Variable 

Carbamazepine Take one dose 
Capsules/Tablets 1 or two at Once daily 1 Take/use at 2 

~OOmcg tabs 
bedtime specified 

time/s 

Diltiazem 90mg m/r Take one Twice 
Capsules/Tab lets 1 twice a 2 0 

tabs day 
daily -

Fluoxetine 20mg caps Capsules/Tab lets 1 
Take one Once daily 1 0 

daily -
Lansoprazole ~ Smg 

Capsules/Tablets 1 
Take one Once daily 1 0 

caps once daily -
.. 

Take/use at 
Pregabalin caps 

Capsules/Tablets 1 
Take one Once daily 1 specified 1' 

~50mg at night time/s 
On 

Risedronate 35mg Take one 
alternate 

Capsules/Tablets 1 days or 2 - 0 
tabs weekly less 

frequently 
Salbutamol ~ OOmcg Metered dose 4 Use as 0 

Take/use as 
2 -

CFC free inh inhalers directed directed 

Tiotropium inh pwd 
Aerolizers 3 

Take one Once daily 1 0 -
caps ~Bmcg daily 

Uniphyllin 200mg tabs Capsules/Tablets 1 
Take one Once daily 1 0 -

- daily 
~- ~ -- ~- ~ 
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Medication regimen complexity, i.e. actual MRCI score (Total Section A+ Total 
Section 8 +Total Section C): 8 + 11 + 6 = 25 

Medicine complexity scores for each individual medicine (Weighting Section A + 
Weighting Section B +Weighting Section C): 

Weighting Weighting Weighting Medicine 
Medication Section A Section B Section C complexity 

score 
Gale carb/ 

colecal 1 .25g/ 1 1 1 3 
10mcg 

Carbamazepine 1 1 2 4 
100mcg tabs 

Diltiazem 90mg 1 
m/r tabs 

2 0 3 

Fluoxetine 1 1 0 2 
20mg caps 

Lansoprazole 1 1 0 2 
15mg caps 

Pregabalin 1 
caps 150mg 

1 1 3 

Risedronate 1 2 0 3 
35mg tabs 
Salbutamol 

100mcg CFC 4 0 2 6 
free inh 

Tiotropium inh 
pwd caps 3 1 0 4 

18mcg 
Uniphyllin 1 

200mg tabs 
1 0 2 

Alternative complexity score (sum of individual medicine complexity scores for each 
medicine in the regimen): 3 + 4 + 3 + 2 + 2 + 3 + 3 + 6 + 4 + 2 = 32 
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APPEND\X 4.1 The PSPC questionnaire (After Larson et al., 2002, p.47) 

1. The professional appearance of the pharmacy a 

2. The availability of the pharmacist to answer your questions a 

3. The pharmacist's professional relationship with you a 

4. The pharmacist's ability to advise you about problems that you might have with your medications a 

5. The promptness of prescription drug service a 

6. The professionalism of the pharmacy staff a 

7. How well the pharmacist explains what your medications do a 

8. The pharmacist's interest in your health b 

9. How well the pharmacist helps you to manage your medications b 

10. The pharmacist's efforts to solve problems that you have with your medications b 

11 . The responsibility that the pharmacist assumes for your drug therapy b 

12. How well the pharmacist instructs you about how to take your medications a 

13. Your pharmacy services overall a 

14. How well the pharmacist answers your questions a 

15. The pharmacist's efforts to help you improve your health or stay healthy b 

16. The courtesy and respect shown you by the pharmacy staff a 

17. The privacy of your conversations with the pharmacist b 

18. The pharmacist's efforts to assure that your medications do what they are supposed to b 

19. How well the pharmacist explains possible side effects b 

20. The amount of time the pharmacist offers to spend with you b 

a Dimension: Friendly explanation 
b Dimension: Managing therapy 

Excellent 
Very Good Fair Poor good 
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APPENDIX 4.2 The CPPQ (From PSNC, 2009) 

This section is about why you visited the pharmacy today 

Q1 Why did you visit this pharmacy today? 

To collect a prescription for: Yourself 0 Someone else D Both0 OR 

For some other reason (please write in the reason for your visit): 

If you did not collect a prescription, please go to Q3. 

Q2 If you collected a prescription today, were you able to collect it straight away, did you 
have to wait In the pha~acy or did you come back later to collect lt? 

Straight away D Waited in pharmacy 0 Came back later D 

Q3 How satisfied were you with the time lt took to provide your prescription and/or any 
other NHS services you required? 

Not at all satisfied 0 Not very satisfied 0 Fairly satisfied 0 Very Satisfied 0 

This section is about the pharmacy and the staff who 
work there more generally, not just for today's visit 

Q4 Thinking about any previous visits as well as today's, how would you rate the 
pharmacy on the following factors? Please tick one box for each aspect of the pharmacy 
listed below, to show how good or poor you think it is: 

ANSWERS: Very Fairly Fairly Very Don't 
poor poor good good know 

a) The cleanliness of the pharmacy ...................... 0 D D 0 0 
b) The comfort and convenience of the 

waiting areas (e.g. seating or standing room) ..... 0 0 D D D 
c) Having in stock the medicines/appliances 

you need ..................................................... 0 0 0 0 0 
d) Offering a clear and well organised layout .......... 0 0 0 0 0 
e) How long you have to wait to be served ............. 0 0 0 0 0 
f) Having somewhere available where you 

could speak without being overheard, if you 
wanted to ............................ ················.··· ...... 0 0 0 0 0 

Q5 Again, Including any previous visits to this pharmacy, how would you rate the 
pharmacist and the other staff who work there? Please tick one box for each aspect of the 
service listed below, to show how good or poor you think it is: 

ANSWERS: Very Fairly Fairly Very Don't 
poor poor good good know 

a) Being polite and taking the time to listen 
to what you want ................. · · · · · · · · · · · · · · · ........... 0 D D D 0 

b) Answering any queries you may have ................ 0 D D D D 
c) The service you received from the 

pharmacist ................ · · · · · ·· · · · · · · · · · · · · · · · · · · · · · · · · · ·· 0 0 0 0 0 
d) The service you received from the other 

pharmacy staff .......... · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · .. · -D D D 0 0 
e) Providing an efficient service ........................... 0 0 0 0 0 
f) The staff overall ........... · · · · · · · · · · · · · · .. · · · ·· · · .. · · · ...... 0 0 0 0 0 

Name of Pharmacy end addra11 Page 1 of 2 
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Q6 Thinking about all the times you have used this pharmacy, how well do you think it 
provides each of the following services? 

ANSWERS: Not at Not Fairly Very Never 
all very well well used 
well well 

a) Providing advice on a current health problem 
or a longer term health condition ..................... .. 0 0 0 0 0 

b) Providing general advice on leading a more 
healthy lifestyle ... ... ... .. ...... ...... ............. .... ..... 0 0 0 0 0 

c) Disposing of medicines you no longer need ....... . 0 0 D 0 0 
d) Providing advice on health services or 

information available elsewhere .. .. .. ..... ......... .... 0 0 0 0 0 

Q7 Have you ever been given advice about any of the following by the pharmacist or 
pharmacy staff? 

Stopping smoking .. ......... . 0 Yes 
Healthy eating .. .. .... ........ 0 Yes 
Physical exercise ... .. ..... .. 0 Yes 

ONo 
ONo 
ONo 

Q8 Which of the following best describes how you use this pharmacy? 

This is the pharmacy that you choose to visit if possible .. .... ........................ 0 
This is one of several pharmacies that you use when you need to .... ....... ...... O 
This pharmacy was just convenient for you today ........... .. ........ ................. O 

Q9 Finally, taking everything into account ·the staff, the shop and the service provided • 
how would you rate the pharmacy where you received this questionnaire? 

Poor 0 Fair 0 Good 0 Very Good 0 Excellent 0 

Q10 If you have any comments about how the service from this pharmacy could be 
improved, please write them in here: 

(Insert here, if required, addtttonal questions relating to hea/thcare service provision] 

These last few questions are just to help us categorise your answers 

Q11 How old are you? 

16-19 0 20-24 0 25-34 0 35-44 0 45-54 0 55-64 0 65+{] 

Q12 Are you ... Male 0 Female 0 

Q 13 Which of the following apply to you: 

You have, or care for, children under 16 .... ........ .... .......... ........... 0 
You are a carer for someone with a longstanding illness or infirmity ... 0 
Neither .. ... ... ...... ...... .. ... .. . ......... . .... ....... ..... ......... ... .... ... ...... .. 0 

Thank you for completing this questionnaire 

Name of Pharmacy and address Page 2 of 2 
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APPENDIX 4.3 The MUR patient survey (From RPSGB, 2009c) 
SI!CTION 1: Pharmacy demographics: to be completed by the pharmacy 

Pharmacy ID Number (PPD or HSW number) 

Which PCO are you part of? 

Please state what type of pharmacy you are? 
Independent (if yes. tick box) 

Small multiple: 2 to19 pharmacies (If vas. tick box> 

I Large multiple: 20 pharmacies+ (if yes, slate which multiple. you are part of) 

SECTION 2: Patient feedback: to be completed by the patient 

You have just seen a Community Pharmacist to talk about the medicines that you take. 
This is called a Medicines Use Review or MUR. lt is important that we ask patients 
about their experience of having a Medicines Use Review so that we can make sure 
we provide a good service and make it better where necessary. We would be grateful 
If you would spend a few minutes answering the questions below. You cannot be 
Identified from the answers that you give and no personal information is collected. 
Please tick one box for each question that applies to you and put your questionnaire In 
the box available in the pharmacy or retum it In the envelope provided. Thank you for 
your feedback. 

(1) Before you saw the Pharmacist today, had you ever had a Medicines 
Use Review before? 

Yes 

No 

Not sure 

(2) Did you understand why you were having a Medicines Use Review? 

Yes 

No 

Not sure 

(3) Were you asked If you buy any medicines 11over the counter" In the 
pharmacy or If you use any 11compllmentary'' medicines, e.g. herbal 
medicines or vitamin supplements? 

Yes 

No 

Not sure 
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(4) Were you asked about medicines you have at home that you do not 
use or do not need anymore? 

Yes 

No 

Not sure 

(Sa) Were recommendations made to you to change the way In which 
you use or take your medications? 

Yes (please go to Q5b) 

No (please go to 06) 

Not sure (please go to 06) 

(Sb) If you answered "Yes" to Q5a regarding recommendations for 
changes, are you likely to make these changes? 

Yes 

No 

Not sure 

(6) Do you think your knowledge about your medicines and how to take 
and use your medicines has improved as a result of your Medicines Use 
Review? 

Yes 

No 

Not sure 

(7a) Were you given an opportunity to raise questions that you wanted to 
ask? 

Yes (please go to Q7b) 

No (please go to Q8a) 

Not sure (please go to Q8a) 
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(7b) If you answered "Yes" to Q7a, did you feel that these were answered 
to your satisfaction? 

Yes 

No 

Not really 

(Sa) Were you given a copy of the Medicines Use Review form? 

Yes (please go to Q8b) 

No (please go to 09) 

Not sure (please go to 09) 

(8b) If you answered "Yes" to Q8a, please consider the following 
statements and tick all that apply: 

1 can read the MUR form clearly 

1 can understand the MUR form 

1 feel that the MUR form will be helpful to me 

(9) Old you feel that the area In which your Medicines Use Review took 
place was suitable for a confidential discussion? 

Yes 

No 

Not sure 

(10) Please indicate how useful you felt your Medicines Use Review was 
to you by ticking one of the boxes on the scale below: 

1 2 3 4 5 

ODD DD 
<NOT USEFUL--------·----···--VERY USEFUL> 

(11) Please use the box below to tell us anything else that you would like 
to let us know about your experience of the Medicines Use Review: 
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APPENDIX 4.4 The MUR patient satisfaction survey (From NPA and PCPA:, 
2010, p.25) 

1 Why did you decide to use this service? 
(You may cross more than one box) 
o 1 was concerned about my condition 
o I wanted advice from my pharmacist 
o I wanted to know more about the medicines I was using 
o 1 was confident that my pharmacist would give me good advice 
o Other (please state) ......................................................... 

Please rate how strongly you AGREE or DISAGREE with each of them by marking an 
'X' in the most appropriate box 

Please mark 'X' in ONE box for EACH statement Level of agreement 

~~ ~ 
c 

I ~ ra~ f e 1 : u;:a iS :::::1 

2 The importance of taking part in this service was made clear to me 

3 The pharmacist clearly explained how I could gain maximum 
benefits from mv medication 

4 The advice given to me bv the pharmacist was useful 

5 1 feel that I understand more about my medication since using 
this service 

6 A follow-up visit to the pharmacy would be of benefit to me 

7 1 am haPPY with the lenath of time that I spent in the pharmacy 

8 1 would recommend this service to others 

9 What did you like most about the service? 

1 o What did you like least about the service? 

11 Please write any other comments you have about the service: 

fl 

If you would like this form translated please inform your pharmacist. Thank you for taking 
time to complete this form. Please place the completed form In the box provided In your 
pharmacy. 
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APPENDIX 4.5 The pharmacists' supplementary prescribing questionnaire 
(After Stewart et al., 2008, p.895) 

Attitudinal statements relating to consultation satisfaction 

Statements Strongly 
Disagree Neutral Agree 

Strongly 
disaaree agree 

I am totally satisfied with my visit to this 
pharmacist prescriber 
This pharmacist prescriber told me 
evervthina about my treatment 
Some things about my consultation with the 
pharmacist prescriber could have been 
better 
This pharmacist prescriber examined me 
verv thoroughly 
This pharmacist prescriber was interested in 
me as a person, not just mv illness 
I understand my illness much better after 
seeina this pharmacist prescriber 
1 felt this pharmacist really know what I was 
thinkina 
1 wish it had been possible to spend a little 
more time with the pharmacist prescriber 
1 would find it very difficult to tell this 
pharmacist prescriber about more private 
thin as 
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APPENDIX 4.6 The medications management service questionnaire (After Tinelli 
et al., 2007, p.1966) 

Strongly Neither Strongly Agree agree or Disagree agree 
disagree disagree 

The CP seemed to take a genuine 
interest in me as a person. 

I felt that others could listen. 

The CP told me how to take my 
prescriptions. 

The CP told me what to do if I 
missed a dose. 

The CP told me about possible side 
effects of my prescriptions. 

The CP gave me information about 
my health as well as my prescription 
medications. 

The CP asked about any over-the-
counter medications I may be taking. 

1 was able to ask the CP all the 
questions I wanted to. 

Any questions I had were answered 
to my satisfaction. 

Any medication problem I was 
experiencing was sorted out. 

My concerns were taken seriously. 

1 could understand the information I 
was given. 

Other pharmacy staff seemed to be 
knowledgeable about the treatment 
of heart problems. 

1 had to wait too long for my 
prescription to be completed. 

The pharmacist made sure that I 
understood how to take my 
medications. 

CP = Community pharmacist 
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APPENDIX 4.7 The NHS Surrey Research Ethics Committee approval 

h!/:k1 
National Research Ethics Service 

Surrey Research Ethics Committee 
Education Centre 

Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 

Surrey 
GU2 7X.X 

Telephone: 

02 June 2008 

Mrs Melandi van den Berg 
Research practitioner, PhD student 
Alliance Pharmacy and Kingston University 
Faculty of Science, School of Pharmacy and Chemistry 
Kingston University, Penrhyn Road 
Kingston-upon-Thames 
KT1 2EE 

Dear Mrs van den Berg 

Full title of study: 

REC reference number: 

A qualitative evaluation of the Medicines Use Review 
(MUR) community pharmacy service 
08/H11 09/60 

Facsimile: 

Thank you for your letter of 20 May 2008, responding to the Committee's request for further 
information on the above research and submitting revised documentation, subject to the 
conditions specified below. 

The further information was considered at the meeting of the Sub-Committee of the REC 
held on 30 May 2008. A list of the members who were present at the meeting is attached. 

Confirmation of ethical opinion 

On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised. 

Ethical review of research sites 

The Committee has designated this study as exempt from site-specific assessment (SSA. 
There is no requirement for [other] Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried out at each site. 

Conditions of the favourable opinion 

The favourable opinion is subject to the following conditions being met prior to the start of 
the study. 

Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned. 

Management permission at NHS sites ("R&D approval") should be obtained from the 
relevant care organisation in accordance with NHS research governance arrangements. 

This Research Ethics Committee is an advisory committee to South East Coast Strategic H alth Authority 

The National Research Ethics Service (NRES) represents the NRES Directorate with in 
the National Patient Safety Agency and Research Ethics Committees in England 
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81H1109/60 

Guidance on applying for NHS permission is available in the Integrated Research 
Application System or at http://www.rdforum.nhs.uk. 

Approved documents 

The final list of documents reviewed and approved by the Committee is as follows: 

Document Version Date 

Application 5.5 26 March 2008 

Investigator CV 17 March 2008 

Protocol 1 25 March 2008 

Covering Letter 20 May 2008 

Letter from Sponsor 18 March 2008 

Compensation Arrangements 21 January 2008 

Letter of invitation to participant 18 March 2008 

Participant Information Sheet: Interviews 1 17 March 2008 

Participant Information Sheet: Observations 1 17 March 2008 

Participant Information Sheet: Pharmacist 1 18 March 2008 

Participant Information Sheet: Observations 2 19 May 2008 

Participant Information Sheet: Interviews 2 19 May 2008 

Participant Consent Form: Interviews 1 17 March 2008 

Participant Consent Form : Observations 1 17 March 2008 

Participant Consent Form : Pharmacist 1 18 March 2008 

Participant Consent Form : Observations 2 19 May 2008 

Participant Consent Form : Interviews 2 19 May 2008 

Response to Request for Further Information 20 May 2008 

Voucher 

Pharmacy Notice 1 18 March 2008 

Letter from Funder 17 March 2008 

Supervisor's CV 22 January 2008 

Statement of compliance 

The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees {July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK. 

After ethical review 

Now that you have completed the application process please visit the National Research 
Ethics Website > After Review 

You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website. 

The attached document "After ethical review- guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including: 

• Notifying substantial amendments 
• Progress and safety reports 

Page 2 
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08/H11 09/60 Page 3 

• Notifying the end of the study 

The NRES website also provides guidance on these topics, which is updated in the light of 
changes In reporting requirements or procedures. 

We would also like to inform you that we consult regularly with stakeholders to Improve our 
service. If you would like to join our Reference Group please email 
referencegroup@nres .npsa.nhs.uk. 

I 08/H1109/60 Please quote this number on all correspondence 

With the Committee's best wishes for the success of this project 

Yours sincerely 

~c}A_~, 
j)j) Prof David Russeii-Jones 
11 Chair 

Emall: ethics .committee@royalsurrey.nhs.uk 

Enclosures: 

Copies to: 

"After ethical review- guidance for researchers 

Dr D Mackintosh, Kingston University 
Mr Janit Patel, All iance Pharmacy 
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08/H 11 09/60 Page 1 

Surrey Research Ethics Committee 

Attendance at Sub-Committee of the REC meeting on 30 May 2008 

Committee Members: 

Name Profession Present Notes 

Prof David Russeii-Jones Professor of Diabetes Yes 
and Endocrinology 

Also In attendance: 

Name Position (or reason for attending) 

Jane Jackson Assistant Adm inistrator 

252 



APPENDIX 4.8 The Kingston University Faculty of Science Research Ethics 
Committee application and approval 

Ethics Approval 
Cairns, Chris 
Sent 12 JLne 2008 09:26 

To: van Den Berg, Melandi; Donyai, Parastou 

Cc ~ane. Jason R 

Dear Melandi and Parastou, 

Thanks you for passing me the form RE4 for.your study 'A qualitative evaluation of the Medicines Use Review 
(MUR) community pharmacy service' along with copies of the application to and correspondence from the Surrey 
Research Ethics Committee. 

As the study has been approved by an NRES Committee I am happy to take Chair's action to approve the study on 
behalf of the Faculty Research Ethics Committee. 

1 wish you well with your work. 

Best wishes 

Prof Chris Cairns 
Head of Department of Pharmacy 
University of Kingston 
Room 226 
Penryhn Road 
Kingston upon Thames 
KT11EE 
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APPENDIX 4.9 Participants' information, invitation and consent forms 

Version 1 - 18 March 200: 

[Example of letter of invitation/Information/consent for pharmacists) 

CJ Alliance Pharmacy 
School of Pharmacy and Chemistry 

Invitation to participate 

This information relates to the Medicines Check-Up (Medicines Use Review) service. Alliance 
Pharmacy has teamed up with Kingston University to evaluate a sample of Medicines Check-Ups 
(MCUs) delivered in a number of pharmacies in Surrey, which includes your store. If you decide to 
take part, you can contribute to either or both phases of this research as follows: 

1) 

2) 

By allowing the research pharmacist to observe MCUs delivered In your pharmacy (patient 
consent will also be sought before observation of each MCU takes place) 
By speaking to the research pharmacist about the MCU service during an interview 

The research will be carried out in accordance to the NHS Research Governance Framework. This 
Involves anonymising all information and treating all data in a secure and confidential manner. No 
information linking participants with expressed views or other person-specific data will be disclosed 
to anyone. 

lt Is anticipated that results from this research will help improve similar community pharmacy 
services in future. If you agree to take part, and would like to see a summary of the final report, 
please let the research pharmacist know. 

Are you willing to take part? 

If you are prepared to take part in one or both phases of research, please let the research 
pharmacist know by completing the boxes on the next page, signing the statement of consent and 
taxing the completed form to the number provided. Please reply by xxx 2008. If you need more 
information about the research, please contact the research pharmacist (see contact details, 
below). Whatever your decision regarding the research, your position in the company will not be 
affected in any way. 

We don't envisage that taking part in this study will have any harmful effects and the research 
pharmacist can be asked to leave a ~ons.ultation or terminate an interview at any time. If you agree 
to participate, the research pharmacist Will contact you to arrange a convenient day to carry out the 
observations and/or the interview. The interview should last between 30 and 45 minutes. 

If you have any concerns regarding the conduct of the research, you can inform the research 
supervisors (see contact details, below). 

Contact details 

Research pharmacist 
Melandl van den Berg 
• Telephone: 0778 595 725 

Fax: 020 8751 4078 
JO Email : m.vandenberg@kingston.ac.uk 

Research supervisors 
Or P Donyai and Prof G Sewell 
-'0 Emaii: p.donyai@kingston.ac.uk 

Email: g.j.sewell@kingston.ac.uk 
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c:J Alliance Pharmacy 
School of Pharmacy and Chemistry 

FAX 

Attention: Melandi van den Berg, Research Pharmacist 

Fax number: 020 8751 4078 

RE: MEDICINES CHECK-UP I MEDICINES USE REVIEW RESEARCH PROJECT 

From: ________________________ ___ 

Telephone number: ------------- Fax number: --------------

Statement by pharmacist participant 

I am willing to participate in the above mentioned research 
project. I am willing to take part in the following phases: 

1) Observation of the MCU consultation 

2) An interview with the research pharmacist 

I consent to the audio-recording of the MCU consultation 
and/or interview with the understanding that it will be kept 
secure and confidential and that it will be destroyed when 
the study has been completed. 

Please Initial 

B 
D 

Name: _______ _ Signature: ------------ Date: _______ _ 

Store number: _____ _ 
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01 
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Version 2 - 19 May 200 
[Example of letter of lnvltatlonlinformatlonlconsent for semi-structured Interview} 

Logo removed 

Invitation to participate 

This information relates to your recent Medicines Check-Up 
(Medicines Use Review). Alliance Pharmacy has teamed 
up with Kingston University to evaluate the Medicines Check­
Up service. This will involve a research pharmacist in talking 
to patients at this pharmacy about the service. All 
discussions will take place at an agreed time in the 
consultation room at this pharmacy and will last around 30-45 
minutes. 

The research will be carried out in accordance to the NHS 
Research Governance Framework. This involves 
anonymising all information and treating the data in a secure 
and confidential manner. 

lt is anticipated that results from this research will help 
improve similar community pharmacy services in future. If 
you agree to take part, and would later like to see a summary 
of the final report, please let the research pharmacist know. 

Statement by participant 

~NGSTON --q '" 
- UIYEliiiT ~~~·s 

School of Pharmac 

Are you willing to take part? 

Are you happy to help by speaking to a research pharmacist 
about the Medicines Check-Up service? If you are willing to 
take part, please complete the boxes below and sign the 
statement of consent. Alternatively, you can decline to take 
part in this research . Whatever your decision regarding this 
research project, your health or access to healthcare services 
will not be affected in any way. No information will be shared 
with your GP or pharmacist at any time without your consent. 

We don't imagine that taking part in this study will have any 
harmful effects and you can end the conversation at any time. 

If you decide to take part, we will give you £1 0 at the start of 
the interview as a gesture of thanks. 

Melandi van den Berg (research pharmacist)- m vandenberg@kongston ac uk 
Or P Donyai and Prof G Sewell (PhD supervisors) - p donya1@kongston ac uk 

Please Initial 

I give my consent for the research pharmacist to speak to me about the 
Medicines Check-Up service at this pharmacy. D 

D 
I also consent to the audio-recording of our discussion with the 
understanding that it will be kept secure and confidential and that it will be 
destroyed when the study has been completed. 

Name: Signature: Date: __ _ 

If you would like to receive a text message the day before the interview as a reminder, please provide your mobile 
telephone number Your telephone number will not be used for any other purpose. 

Name of person taking consent Signature: Date: 
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Version 2 - 19 May 2008 
(Example of letter of Invitation/information/consent for non-clinical observation) 

logo removed 

Invitation to participate 

This information relates to your forthcoming Medicines 
Check-Up (Medicines Use Review). Alliance Pharmacy 
has teamed up with Kingston University to evaluate a sample 
of Medicines Check-Ups taking place in this pharmacy. This 
will involve the research pharmacist in sitting in on some of 
the consultations. 

The research will be carried out in accordance to the NHS 
Research Governance Framework. This involves 
anonymising all information and treating the data in a secure 
and confidential manner. 

lt is anticipated that results from this research will help 
improve similar community pharmacy services in future. If 
you agree to take part, and would later like to see a summary 
of the final report, please let the research pharmacist know. 

~ I N G S T 0 N ~]~-
~ U N I T E l I I 1 T ~J~~~;'s 

School of Pharmacy and Chemistry 

Are you willing to take part? 

Are you happy to help by letting the research pharmacist sit 
in while you have your Medicines Check-Up? If you are 
willing to take part, please complete the boxes below and 
sign the statement of consent. Alternatively, you can decline 
to take part in this research and continue to have your 
Check-Up as planned. Whatever your decision regarding the 
research, your health or access to healthcare services will 
not be affected in any way. No information will be shared 
with your GP or pharmacist at any time without your consent. 

We don't imagine that taking part in this study will have any 
harmful effects and the research pharmacist can be asked to 
leave the consultation at any time. 

Melandi van den Berg (research pharmacist)- m vandenberg@kmgston ac uk 
Dr P Donyai and Prof G Sewell (PhD supervisors) - p donya1@k1ngston ac uk 

- -- - ----- ·-
Statement by participant 

I give my consent for the research pharmacist to sit in on my Medicines 
Check-Up consultation . 

I also consent to the audio-recording of my consultation with the 
understanding that it will be kept secure and confidential and that it will 
be destroyed when the study has been completed. 

Name: Signature: Date: _ __ _ 

Name of person taking consent Signature: Date: 

Please Initial 

D 
D 



APPENDIX 4.10 Interview schedule - Patients 

Introduction/Ice breaker 
• Welcome 
• Thank patient for participation 
• Re-assure patient that interview will be confidential 
• Confirm consent for audio-recording of interview 
• Assure patient that transcript will not contain any patient/pharmacy/pharmacist/GP identifiers 

and that all information will be protected 
Reason for interviews 

• Potential future benefit to patients having MURs 
• Focus will be on PATIENT'S EXPERIENCE of the MUR 
• Happy to discuss other pharmacy and related matters, but want to focus on MUR 

Do you have any questions? 

Start 
• Bring patient back to MUR 

Issue Questions Follow-up 
Recruitment How did you first get to know about the Where did you see/hear the 

MUR? information? 

Who recruited you for the MUR? 
How did they recruit you? 

Was the MUR explained to you? How? 

What were vour exoectations? 

The consultation When/where did your MUR take place? Why/When/Where? 

and their 
experience during What were your impressions of the 

the MUR consultation room? Explain that a bit better 

Tell me a little bit about your MUR I 
Picture your MUR with the pharmacist What do you mean? 

How did you feel? What did you think about 
What do you see? that? 
What did you talk about? How did that make you feel? 

Were you able to ask questions during 
the MUR? Were you satisfied with the 
What kind of questions did you ask? answers? 

What else did you say? 
Was there something you wanted to Why did you not say that? 
say but didn't? 

What did the pharmacist Did you agree with it? 
say/recommend? How did they speak to you? 
Did you understand what they were 
saying? 

Have you followed their Why I why not? 
recommendations? Positives: Could you explain 

that a bit better? 
Negatives: What would you 
want to be different? Why? 
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Usefulness of the What else happened during your MUR? 

MUR 
How much time did the pharmacist How did that make you feel? 
spend with you? 

Is there anything that you found useful Explain. Why do you say 
during the MUR? that? 

What did you learn about your 
medicines that you did not know? 

To what extent were you satisfied with Explain 
the MUR? 

Were you satisfied with the Explain 
pharmacist? 

Did the MUR meet your expectations? Explain 

What do you think other people will say Why? 
of the MUR? 

AimofMUR What do you think the purpose of the 
MUR is? 
What do you think the purpose of the 
MUR should be? 

How do you think the MUR could Do you think all patients 
benefit patients? should have an MUR? 

Impressions What was your overall impression of Explain 
the MUR? 

What was your impression of the Explain 
pharmacist? 

Recommendations What does your ideal MUR look I feel 
like? 

Would you recommend an MUR to Why? Why not? 
someone else? 

Conclusion 
• Is there anything else you would like to add/any further comments? 

Thank you 
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APPENDIX 4.11 Interview schedule - Pharmacists 

• Welcome 
• Thank pharmacist for participation 
• Re-assure pharmacist that interview will be confidential 
• Confirm consent for audio-recording of interview 
• Assure pharmacist that transcript will not contain any patient/pharmacylpharmacist/GP 

identifiers and that all information will be protected from unauthorised access 

Reason for interviews 
• Explain the reason for interviews- background on MUR research 
• Potential future benefit to patients having MURs 
• Focus will be on PHARMACIST'S EXPERIENCE and VIEWS of the MUR 

Do you have any questions? 

Opening: Tell me a little bit about the MURs that you have delivered recently 

Issue Questions Follow-up 

Recruitment - identifying the patients, inviting them for a discussion 
Patient satisfaction with the MUR will How do you usually select patients for the 
depend on all aspects of the service MUR? 
including recruitment. How do you subsequently invite the 

patient to the MUR? 

If patients agree to the MUR What do you tell patients about the MUR 
because the pharmacist asked them when you invite them for the 
they are less likely to have an consultation? 
expectation of the MUR and more To what extent do you think they 
likely to be satisfied just for being understand the purpose of the MUR at 
given the time for a one-to-one the time of recruitment? 

discussion. 
Pharmacists' motivation for delivering MURs 
What is the pharmacists' motivation Why do you deliver MURs? 
tor delivering MURs? If it is not What is the value of MURs in your 
patient-driven or patient-centred then opinion? 
achieving patient satisfaction will not 
be important to the pharmacist. 
What are the pharmacists' thoughts Tell me what you think of the following What do you 
about the potential outcome of the statement. mean? 
MUR? I.e. would it be worth doing? "All patients should get something out of Can you explain 

the MUR." that a little 
What do you think of this statement: better? 
"All patients can get something out of the 
MUR." Why I Why not? 

Introduction to the domains of the What aspects of the MUR do you think 
conceptual framework for measuring will influence a patient's perception of the 
patient satisfaction service? 
Environment - suitability, level of comfort, oeneral views and perceived level of confidentiality 
Structure - Process - Outcome To what extent do you think the level of 
The environment within which the comfort of the consultation area 
MUR interaction takes place can influences the MUR discussion or affect 
influence patient satisfaction its outcome? 
The consultation room must portray What image of pharmacy do you think the Why I Why not? 
a professional image of pharmacy consultation room gives to patients? 
and pharmacists to instil trust What do you think the importance of this 

is? 
r-Privacy is important to patients How do you feel about having the MUR Why? 

discussion in a private consultation room? 
How important do you think it is to talk to 

-
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patients on a one-to-one basis in the 
consultation room? 

Communication- building rapport, information QatherinQ and information provision, listening 
The MUR leaflets portray What do you see as your role in the 
pharmacists as educators. MUR? 
Advisor, educator, medicines To what extent would you say your focus 
expert ... (information provision) is on educating patients during the MUR? 

(For example by telling them how to take 
their medicines or how to improve their 
medicine-taking?) 

Listening to the patient is an To what extent do you focus on gathering 
important aspect of the MUR, allying information from the patient to really 
the patient's fears and anxieties, understand their beliefs regarding their 
answering their questions, listening medicines or their reasons for taking or 
to their views, understanding their not taking their medicines? 

beliefs 
The focus of the MUR is not to fill in Do you try to gauge your patient's 
the form, but to improve patients' expectations at the start of the MUR? 
knowledge and use of medicines. To what extent do you think it is important 
The focus should be on the patient to explore the patient's needs during the 
The pharmacist needs to be aware MUR? 
of the patient's questions and Should the pharmacist seek to meet 

address those those needs during the MUR? 
How would a pharmacist know when s/he 
has met those needs? 
How would you ensure that the patient's 
questions about medicines are 
answered? 

Mannerisms - pharmacist as carer, friend or professional, the patient as equal, the pharmacist's level 
of interest in the whole oerson, the perceived amount of time they are willing to spend with the oatient 
The relationship between patient and What role does a good relationship with 

pharmacist patients play in the MUR? 
How important is it to establish rapport in 
the MUR? 
What can pharmacists do to achieve this? 
What role do you think trust plays in the 
MUR? 

Patient as equal - patient as To what extent should patients be 

decision-maker involved in decisions about their 
medicines in the MUR? 
How do you involve patients in the MUR? 
I How do you seek to establish their 
views? 
To what extent do you believe that the 
patient should be in agreement with the 
proposed plan of action? 
How would I could vou achieve that? 

Patients have indicated that they feel Do you feel that the MUR is sometimes a 
consultations with GPs are very bit rushed? 
short and do not allow sufficient time How much time should the pharmacist be 
tor them to ask their auestions willing to spend with patients in the MUR? 
outcomes of the MUR -satisfaction 
Pharmacist's perception of a What sort of outcomes do you think make 
•worthwhile' MUR the MUR worthwhile? 

patient satisfaction How do you think you can assess the 
level of patient satisfaction with the MUR 
at the end of the consultation? 
In general, to what extent do you think Why do you say 
your patients were satisfied with the MUR that? 
service thev received? 

-
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Pharmacist's view of the 'worthiness' What sort of things have you done or said 
of their own MURs or suggestions for in the MUR that made you think it was a 
improvement good MUR? I Describe why you think the 

MURs that you have delivered have been 
worthwhile to your patients. 
What sort of things has made you think 
the MUR could have been better? 

Patients have mentioned a number If you have only given your patient Why I why not? 
of outcomes of the MUR, including reassurance or increased their confidence 
increased confidence and with regards to their medicine-taking, 

reassurance would you say that it was a worthwhile 
MUR? 

MURs were implemented with the What is your opinion of MURs raising the 
view of harnessing pharmacists' profile of the pharmacist? 
skills and as such improving their 
profile 
Ad-hoc outcomes and feedback from Please share any feedback that you have 
pharmacist's own MUR patients had from your patients. 
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APPEND\X 4.12 Extract of the framework matrix of patient interview data 

Example- Patient 1: Male; 82 years; MUR was yesterday; had a bypass nearly 20 years ago, pacemaker, hiatus hernia, original grafts became blocked, now have 
stents {30-40); still receiving care for blocked arteries (40-54); angina. Patient described himself as a 'true' patient (30-58) 

1. RELATIONSHIPS WITH HEALTHCARE PROVIDERS 
Master theme code Subcategories Master theme code Subcategorles Master theme code 

1.1 Relationship process 1.2 Type of relationship 1.3 Features of the relationship 
I've met her two or 1.1.1 Forming a I mean, I can remember a time when you 1.2.1 The pharmacists are amongst the very 
three times (10) relationship merely saluted them (120; 134). You called Authoritarian I few professionals that people actually 
(familiarity] [Building a them sir (122); but you feel as though you Paternalism (with trust (322-324); doctors they trust (326); 
excellent, excellent relationship with shouldn't question them about what they've GP) the pharmacist they trust (328); they've 
(12); I always come the pharmacist is prescribed for you (284-286); years ago you 1.2.4 Professional still only got their word that that's going 
to this one, mostly important to have didn't question (288); before you just sat there pharmacist? to do it (357) [have to trust health 
this one (210-212); an open and honest and they said take this and you took it (294); professional and take their word 
I forget the chap, I conversation with the doctor has the responsibility for the patient regarding the recommended treatment] 
forget his name them; it is therefore (341); well, those, times, as I say, things are I think pharmacists command a lot more 
now, he was sort of important that the changing, and as doctors, you just sat there respect now than they did a few years 
a local person (212- pharmacist is and, eh, you tell them about your problems ago (150-152) 
216); he was local, accessible, and he would, he would scribble away like that 

A lot of people would prefer to talk they knew him approachable and and give you a new [inaudible] and you didn't 
(220) that they give the know what it was until the pharmacist hand it about their medication to the 

patient personal over (375-379) pharmacist (82); I think people feel more 

attention] at ease with the pharmacist (116); it's 

it's only in these 1.1.2 Change in People challenge, they're encouraged to 1.2.1 Paternalism when people warm to someone that 

latter years where relationship challenge. Every day on the television initially they're prepared to ask things (224-228); 

we've been able to [Passive to active someone's worrying about your civil liberties 1.2.3 Partnership already felt comfortable with the 

talk to doctors and patient in terms of and all that, you know. So, to challenge pharmacist (229); Sometimes you're not 

question and ask relationship with doctors, we've still got some way to go there 
always keen on questioning the doctor 

why (29Q-293) GPs] (381-387); the National Health is fantastic. I 
you know, because they get a little bit 

think there is a better relationship between all 
upset, but if you talked to the 

the, eh, pharmacies and surgeries we never 
pharmacist, because they are dealing 

used to have that at all {391-393) 
with that medication all the time and 
they've got no axe to grind (278-282); 
that's why people are prepared to ask 

--
_!hose sorts of ques_t~ns (33()}_ 

Subcategories 

1.3.1 Trust 

1.3.2 Respect 

1.3.3 Non-
threatening 
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1. RElATIONSHIPS WITH HEALTHCARE PROVIDERS 
Master theme code Subcategories Master theme code Subcategories Master theme code Subcategories 

1.1 Relationship process 1.2 Type of relationship 1.3 Features of the relationship 
after a while they [doctors] know who you are 1.2.2 Supervisory 
and you haven't dropped down dead (72) so 1.2.4 Professional 
they're quite happy with the medication (74). [Doctors are 
They are pretty good down at my surgery (76). interested in 

I 
If I needed anything and 1 wanted to chat with treating you with 
anybody, I can do that (78) medication that 

works-
biomedical 
focus?] 

I've met her two or three times (10) excellent, 1.2.5 Familiarity I 
excellent (12); lt's only in the latter years that Friendship (with 
doctors have become more friendly {124; 134), pharmacist) 
but pharmacists have always sort of got to 
know you (126). They know you live in the area 
{128). The doctor's they do remain slightly 
aloof (130), but pharmacists have always been 
there to talk to (136); it's only in the latter 
years that pharmacists took a backseat in that 
respect (146-148) and the doctors moved 
forward with the patient-and-doctor 
relationship (148); I always come to this one, 
mostly this one (210-212) 
lt's only over the year, over the latter years, 1.2.3 Partnership 
that doctors have sort of become sort of, eh, 
someone you can chat to (120}; 

---- ---
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2. PAT\ENT'S VIEW OF HEALTHCARE PROFESSIONALS 
Master theme code Subcategories Master theme code \ Subcategorles Master theme code Subcategorles 
2.1 Professional people 2.2 Role In healthcare 2.3 Being accessible I available 

Nice to get someone who actually knows about them to 2.1.1 the doctor has the 2.2.1 Taking lt's nice to eh ... Because the doctors 2.3.2Time 
reassure you (24); they're there should you have Knowledgeable responsibility for the responsibility don't have always got the time. They allowed for 
questions (100); he was very competent (222); the I Expert patient (341) for the patient give you 10 minutes and there's conversation 
doctors are, I would say competent in that they know They do blood 2.2.2 people waiting (70); the thing in that [individualised 
(284); they're [pharmacists] professional people who pressure (98); Pharmacists you're the only one there ... You approached; 
understand the medications (332); I still believe that patients not aware of providing new know, you're not one of a lot of individual focus] 
they believe the pharmacists know more about pharmacists' services people, she sort of talks to you and 
medication than the doctors. I mean, that's certainly prescribing skills she gives a bit of time to you (200-
naturally a ridiculous statement but you do feel because (369) 204) [mannerism; individualised 
they're, they are pharmacists and that's their profession Nice to get someone 2.2.5 Providing approach; individual focus] 
and, eh, perhaps it would be better to talk to the who actually knows reassurance I 
pharmacist before they make that decision (351-354); about them to Allaying fear they're there should you have 2.3.3 

they [patients] don't realise what professional training reassure you (24) questions.(100); she seems very, very Approachable 

pharmacists have (371); they [patients] don't realise the doctors normally 2.2.6 Providing open (102); they [pharmacist] do 

what training or what professional training the warn you, the non-medical converse with you a lot more now, I 

pharmacists have as oppose to the doctor (372-374) pharmacist certainly care personally think so (166); that there 

has warned me, and I is a pharmacist there to help you 
Pharmacists acted as doctors. We used to go to the 2.1.2 

think they, they've when you can't possibly get to the, 
pharmacists (140); you tell him you don't feel very well, Autonomous 

got a part to play to the doctors and that will be a 
you've got this and they used to recommend (142) 

(337) [provision of great help (176); this particular one 

it's coming back now where pharmacists are a larger 2.1.3 Part of lifestyle advice] seems to have a personality which 

part {138); not to show you're in competition with healthcare team you sort of warm to (190-194); if 

doctors (174); I think honestly, doctors should have I joint working there was one that was just as 

more conversations with pharmacists rather than the competent but perhaps haven't got 

patient because the patient is still ignorant of the the interpersonal skills then it might 

properties of the medication and they've still only got be difficult (196-198); this particular 

their word that that's going to do it. No, I think they pharmacist you feel as though you 

should say, well, perhaps you should have taken this, want to ask something (198); they do 

this one's on the market now and it has less side effects that [see the pharmacist] rather than 

because I don't suppose the doctors get the time, do make an appointment which 

they? Do they get the time to study all the side effects? sometimes you have to wait perhaps 

(357) a week for (316-320) 
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'3. P"l\ENTS V\EW Of KEM.TM, KUlTK ~RE "NO MEDICINES 
Master theme code I SUbcatqories Master theme code I SUbcatqories Master theme code I SUbcategorles Master theme code I SUbcatqorles 

3.1 Taking responsibility for own health I hea\th care 3.2 Identifying w\th the concept of 3.3 Impact of medical treatment 3.4 Overall NHS services 
being a 'patient' 

only one I did not have the answer to 3.1.1 because I had a 3.2.1 lt keeps my blood 3.3.1 the National Health 3.4.1 Good-
... I think it's something to do with ... I Becoming an bypass nearly 20 Experiencing thin which I need Improves is fantastic (391) quality service I 
had low, low blood pressure because informed years ago, I also had an altered because I've only patient's 
the tablets, some of the tablets I was patient a pacemaker. I have body got the one artery health 
taking was reducing my blood pressure a hiatus hernia (30- 3.2.4 In need (60) 
and I was also taking the blood 34); the original of medical 

except for the pain I 3.3.2 Affects 
pressure tablet and my blood pressure grafts that I had, they treatment 

feel well you know, patient's life 
was getting too low and I think the became blocked, so 

I'm 83 next birthday 3.3.3 
doctor said to me or the consultant I've had all the stents 

so I'm not doing too Emotional 
said, "Well, take that one at night" put in, but badly (62-64) response to 
(246-260); because people question unfortunately, erm, 

treatment 
(310); I know people have spoken to they've all been 
the pharmacist about the tablets that blocked and now I've the medication I 3.3.2 Affects 

they've been prescribed, you know, only got the one had been taking for patient's life 

they may say to them, I'm getting a bit artery that is free years and years 

dizzy or -I mean, I've got friends who enough to send doesn't cause me 

said they spoke with their pharmacists blood to my arm (36- any trouble (60) 

and they said that that should go away, 40); , I've been to xxx 
that if it persists to go and see their (hospital]. They've 
doctor, yes (312-316) tried (42-44) and 

they are going to 
have one last try (52) 
otherwise they said 
go away and enjoy 
yourself (54) except 
for the pain I feel 
well you know, I'm 83 
next birthday so I'm 
not doing too badly 
(62-64) 

- --
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Master theme c:ocle \ Subtatqorles Master theme code \ Subcateaor\es Master theme code Subcate1ories Master theme code Subcate10rles 
3.1 Takln1 responslbUity for own health I health care 3.2 ldentifv'nl with the concept of 3.3 Impact of medical treatment 3.4 OVerall NHS services 

beina a 'patient' 
I didn't have any doubts (276); You 3.1.2 Having a as far as I know the 3.2.4 In need because when you 3.3.3 
can't take that right away from them. right to make medication is of medical read the paperwork Emotional 
If the patient refuses it, I can't see they decisions keeping me going treatment (16) with the response to 

! 

should never be forced to take regarding (66) (patient has medicines you feel treatment 
medication (347). Some patients can treatment some responsibility afraid to take them 
do it. I know some patients who to 'know']; sometimes (18), 
would, eh, straight away, friends of because, they do 
mine who are very straight talkers. say there's many 
They would say, "No, I'm not taking after-effects and 
that doctor. No, I'm not taking that." also that they don't 
They wouldn't take it whether they fell always inter-relate 
out with the doctor or not (349). "Well, to (20) one another 
I don't really want to take that, doctor, (22); if I read all of 
do I have to take it?" But they should mine [Pils), I would 
still be given the right to, eh, to refuse be afraid to take 
the medication (349) them (298), some 

it's [services] got to be sort of patient- 3.1.3Level of of the things they 

driven really (lOO); we should take control say on there are 

responsibility. We shouldn't think that unbelievable (300); 

we can carry on and the medication is In fact, there's this 

going to do this, be the magic pill one medication I 

(337). If the doctor says, "Well, you're took and it said 

smoking, cut smoking and you're don't take this if 

drinking too much", then they, eh, you suffer from 

they should do that. Otherwise, it's heart problems, but 

not much worth taking the medication the benefits 

(341); you didn't know what it was outweigh the risks 

{377) [doctor prescribed and you only (304-305) 

found out what when the pharmacist 
handed it over] 

-----
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4. P~l\ENl'S VlEWS Of THE MUR SERVlCE 
Master theme code \ Subcateaories Master theme code I Subcategories Master theme code Subcategorles Master theme code Subcategories 
4.1 Accessing the MUR service 4.2 Type of MUR Interaction 4.3 Outcome of the MUR consultation• 4.5 Marketing of the service 

Pharmacist made 4.1.3 Reasons She only asked what period of the 4.2.1 Question Oh yes, yes, because 4.3.1 Being you should 4.5.2 
patient aware of for accessing day did I take them (4) and did I and answer when you read the reassured advertise as much Requirement 
service (88-90); the service have any after-effects (6), were session paperwork (16) with as you can (170); I for efficient 
different times that they doing the job (8); Did ask me the medicines you think you should let advertising 
I've been in, they've how long I've been taking them feel afraid to take local people know 
asked if I would like (28); the pharmacist said, "Are you, them sometimes (174); you should 
a service like this or how often are you using this? ... You (18), because, they let people know I 

like that, you know mustn't, eh ... have you informed do say there's many that you've got this 
(92) and I just your doctor that you're using after-effects and also service available 
thought about it this?" (158-160). Oh well, the that they don't (180) 
(94); partly agreed pharmacist never used to worry always inter-relate to 
to MUR because he about that [change]. They used to (20) one another 
already felt quite sell them to you and that's that. (22); being reassured 
comfortable with Then I explained as I like to keep (69-70) 
the pharmacist one in the car (164); there was 
(229-230); If it was questions about the medications, would recommend 4.3.5 
someone who was when did I take it, why did I take it chat with pharmacist Recommending 
very clinical and at that time (242-244); there was (79-86) service to 
giving you the only one that I did not have an others 
impression that it answer to. Why I took it in the 
was just, eh, eh evening, but with things like the 
filling in what's statins you do take at night 
known before, data because that's ... and the aspirin 
collection, I don't I've got from a doctor which I take 
think I would have at night and, but I didn't know 
been all that keen (246); it [the questions on the MUR 
(234-238) form] was all about medication. 

Did that affect you? They're all 
good questions, you know (274) 
attention was focussed on patient 4.2.2 Focussed 
(113-114) i 

* There were no statements in this interview transcript relating to master theme "4.4 Sharing of information" 
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S.lOG\St\tS 
Master theme code \ Subcategorles Master theme code Subcategorles 
5.1 Environment 5.2 Time Issues 

it's not always easy for the pharmacist Sol.l Confidential and plenty of opportunity for the So2o1 Dedicated 
with a shop full of people to 000 even if private discussion (105-107); If they've pharmacist's time 
it's only in the shop, people see it (182- [pharmacist) got the time to spend, 
184)0 If they wanted to talk to the sometimes they haven't got the time 
pharmacist about something (186) to spend (168) 
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APPENDIX 4.13 Example of a patient interview transcript coded based on the 
satisfaction categories identified in existing patient satisfaction questionnaires 
and IPA themes 

Interview - Patient 1 
Male >80 years 
Interviewers: Su~ervisor and researcher 
Time: 11 :00 (241 September 2009) 
Location: consultation room in the pharmacy 
Patient's wife (with Alzheimer's) was present during the interview 
Patient was recruited by pharmacist and had his MUR the day before the interview took place. 

Line Time Speaker Transcript . Questionnaire IPA 
category master 

theme 

1. 00:00:01 S1 xxx (Name of researcher) sort of explained 
the purpose a little bit and she said that 
we wanted to speak about Medicines Use 
Reviews or they're called medicines 
check-ups, and I understand that you had 
that service, you, you had that chat with 
the pharmacist? 

2. 00:00:15 P1 Yesterday, yes. 

3. 00:00:17 S1 Yesterday? Okay, all right. And can you 
tell me a little bit about it? 

4. 00:00:23 P1 Well, see, she only asked, erm, what Pharmacist 4.2 
period of the day did I take them. gathering 

information or 
asking 
questions 

5. 00:00:29 S1 Yes. 

6. 00:00:30 P1 And, eh, did I have any after-effects. Pharmacist 4.2 
gathering 
information or 
asking 
questions 

7. 00:00:33 S1 Okay. 

8. 00:00:34 P1 Uh-hmm, were they doing the job, and Pharmacist 4.2 
erm, that's all really. gathering 

information or 
asking 
questions 

~ 

S1 Okay, and how did you sort of feel ... ? 9. 00:00:41 - P1 Oh yeah, it's fine. She, erm, I've met her 10. 00:00:45 1.1 
two or three times and ... 1.2 

r--
11. 00:00:50 S1 Yeah 

L..----
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12. 00:00:51 P1 ... excellent, excellent. 1.1 
1.2 

13. 00:00:52 51 Okay, so you think it's something -it was 
something worthwhile ... {cross-talking} 

14. 00:00:55 P1 Oh yes, yes Patient 4.3 
outcomes 

15. 00:00:56 51 ... for you? 

16. 00:00:57 P1 Yes, because eh, when you read the Patient 3.3 
paperwork ... outcomes 4.3 

17. 00:01:00 51 Yeah 

18. 00:01:01 P1 . .. with the medicines, erm, you feel afraid Patient 3.3 
to take them sometimes, you know ... outcomes 4.3 

19. 00:01:07 51 Right 

20. 00:01:07 P1 ...because, eh, they do say there's many Patient 3.3 
after-effects and also that they don't outcomes 4.3 
always inter-relate to ... 

21. 00:01:17 51 Yeah 

22. 00:01:17 P1 .. .one another ... Patient 3.3 
outcomes 4.3 

23. 00:01:18 51 Okay 

24. 00:01:18 P1 .. .and, eh, it's nice to get someone who Patient 2.1 
actually knows about them to reassure outcomes 2.2 
you. 

25. 00:01:25 51 Okay 

26. 00:01:25 P1 {inaudible} 

27. 00:01:27 51 Okay, all right. And so did you discuss 
medicines that you'd already been on for a 
while or were these new medicines that 
you ... ? 

28. 00:01:38 P1 No, not, eh, not really. Did ask me how Pharmacist 4.2 
long I've been taking them ... gathering 

information or 
asking 
questions 

29. 00:01:45 51 Yeah 

30. 00:01:45 P1 . .. because I had a bypass nearly 20 years 3.2 
ago. 

31. 00:01:48 51 Right 
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32. 00:01:49 P1 I also had a pacemaker. 3.2 

33. 00:01:51 81 Okay 

34. 00:01:52 P1 I also have a hiatus hernia ... 3.2 

35. 00:01:55 81 Okay 

36. 00:01:56 P1 ...and, eh, the original grafts that I had, 3.2 
they became blocked. 

37. 00:02:03 81 Right. 

38. 00:02:04 P1 So I've had all the stents ... 3.2 

39. 00:02:06 81 Uh-hmm 

40. 00:02:07 P1 .. .put in, but unfortunately, erm, they've all 3.2 
been blocked and now I've only got the 
one artery that is free enough to send 
blood to my arm. 

41. 00:02:23 81 I see. 

42. 00:02:25 P1 Eh, I've been to xxx [hospital) ... 3.2 

43. 00:02:26 81 Yeah 

44. 00:02:27 P1 . .. and they've tried to get the catheter in 3.2 

45. 00:02:29 81 Uh-hmm 

46. 00:02:29 P1 .. . to try and push the ... 3.2 

47. 00:02:33 81 Yeah 

48. 00:02:34 P1 . .. cholesterol or whatever they call it. .. 3.2 

49. 00:02:35 81 Uh-hmm 

50. 00:02:36 P1 ...and, eh, they just can't get the catheter 3.2 
in. They've tried through the arms, 
through the legs and, eh, as a last resort 
they're trying to get me an appointment 
with a person at xxx [hospital) ... 

51. 00:02:51 81 Okay. 

52. 00:02:52 P1 . .. who's going to have a, a last try ... 3.2 

I'"' 

53. 00:02:56 81 Okay 

54. 00:02:58 P1 . .. otherwise, they said, go away and enjoy 3.2 
yourself ... , 

ss. 00:03:01 81 Oh, okay. 

-
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56. 00:03:02 P1 ... so, eh, that's a, that's that part. 3.2 

57. 00:03:05 S1 Okay 

58. 00:03:05 P1 Eh, but I get a lot of angina 3.2 

59. 00:03:09 S1 Uh-mmm 

60. 00:03:10 P1 And, eh, the medication that I had been 3.2 
taking for years and years doesn't cause 
me any trouble. lt keeps my blood thin 
which I need because I've only got the one 
artery and ... 

61. 00:03:22 S1 Yeah 

62. 00:03:22 P1 . . . I suffer a lot with angina. And at the 3.2 
moment, except for the pain I, I feel, well 
you know, I'm 83 next birthday so ... 

63. 00:03:34 S1 Right 

64. 00:03:35 P1 . .. I'm not doing too badly. I look after my 3.2 
wife. [patting wife who is sitting next to 
him on the knee] 

65. 00:03:39 S1 Yeah, yeah. Okay. 

66. 00:03:41 P1 So, eh, yes, as far as I know, the 3.2 
medication is, eh, keeping me going. 

67. 00:03:48 S1 All right. So, so if I can sort of just 
summarise, what you've said is that 
you've been pretty much on the same 
medicines but still it was good to have the 
chat with the pharmacist. .. 

68. 00:04:01 P1 Oh yes. 

69. 00:04:01 S1 ...for that extra, extra reassurance? 4.3 

70. 00:04:04 P1 Oh yes, yeah. lt's nice to eh ... because 2.3 
doctors don't have always got the time ... 4.3 
they give you 10 minutes and there's 
people waiting. 

71. 00:04:13 S1 Uh-mmm. 

72. 00:04:14 P1 After a while they know who you are, you 1.2 
know, and you haven't dropped down 
dead so they're quite happy with ... 

73. 00:04:23 S1 Sure 

-
74. 00:04:23 P1 ... the medication, you know? 1.2 

-
75. 00:04:24 S1 Okay 

-
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76. 00:04:25 P1 They're pretty good down at my surgery. 1.2 

n. 00:04:27 51 Uh-mmm 

78. 00:04:28 P1 If I needed anything and I wanted to chat 1.2 
with anybody, I can do that. 

79. 00:04:32 51 So would you recommend the, the sort of 4.3 
chat that you had with the pharmacist. .. 
{cross-talking} 

80. 00:04:36 P1 Yeah 4.3 

81. 00:04:36 51 . .. to others? 

82. 00:04:37 P1 Yeah. I think that's good. A lot, a lot of 1.3 
people would prefer to talk about their 4.3 
medication to the pharmacist. 

83. 00:04:46 51 Right 

84. 00:04:46 P1 Well, that's what I think. 4.3 

85. 00:04:48 51 Okay, so it's something that you would 4.3 
recommend. 

86. 00:04:51 P1 Oh yeah 4.3 

87. 00:04:52 51 Can I ask you, how did you hear about 
the, the service? Was it something that 
was ... ? 

88. 00:04:57 P1 Through the pharmacist. 4.1 

89. 00:04:59 51 Right, so they ... 

90. 00:05:00 P1 Yes 4.1 

91. 00:05:00 51 . .. they sort of approached you? 

92. 00:05:01 P1 Well, different times that I've been in, 4.1 
they've asked if I would like a service like 
this or like that, you know, 

93. 00:05:09 51 Okay 

94. 00:05:09 P1 . .. and I just thought about it. 4.1 

95. 00:05:12 51 All right, and then you, then you agreed. 
Okay, that's wonderful. So in terms of the, 
the things that you liked about it, obviously 
we've discussed the fact that you've had 
the opportunity to talk with the pharmacist, 
and, but do you think there are any other 
sort of advantages to, to having that 
service done? So in terms of, erm, maybe 
thinking about other people. Can you, can 
you see any of the advantages other than 
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just the reassurance that you'd get? So 
maybe did you have any questions to ask 
or ... ? 

96. 00:05:48 P1 I can't think of any at the moment. 

97. 00:05:50 S1 Okay 

98. 00:05:50 P1 They do, they, they do blood pressure ... 2.2 

99. 00:05:53 S1 Yeah 

100. 00:05:54 P1 Erm ... and they're there should you have 2.1 
questions about the, a, ... So it's got to be 2.3 
sort of patient-driven, really. 3.1 

101. 00:06:06 S1 Right, right. Okay, so I understand. So do 
you feel that when you had the chat with 
the pharmacist that there was the 
opportunity for you to ask the questions? 
{cross-talking} 

102. 00:06:18 P1 Oh yes, yes. She seems very, very open, Pharmacist's 2.3 
this particular pharmacist and the one that traits 
I had my blood pressure taken. 

103. 00:06:28 51 Yeah 

104. 00:06:29 P1 They were all okay. And they take blood 
as well. 

105. 00:06:33 51 Right, right, okay. So, so in terms of the, 5.2 
the chat itself, so the MUR itself, you felt 
there was plenty of opportunity to ... 

106. 00:06:45 P1 Oh yes, yes. {cross-talking} 5.2 

107. 00:06:45 51 . .. for the discussion? 5.2 

108. 00:06:47 P1 Oh yes, oh yes. 

109. 00:06:49 S1 All right. 

110. 00:06:49 P1 Oh yes. 

111. 00:06:50 S1 If you sort of cast your mind back to - I 
mean it was only yesterday, I think, but 
were you sort of sitting in this similar 
position? {cross-talking} 

112. 00:06:58 P1 Yes, yeah, lovely yes. 

-
113. 00:07:01 51 All right, okay. And their, their attention 4.2 

was focused on you rather than ... ? {cross-
talking} 

114. 00:07:05 P1 Oh, very much so, very much so. 4.2 

-
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115. 00:07:08 51 Okay. Oh, that's, that's really good to 
know because I know obviously, erm, 
sometimes it can be different talking to the 
doctor as you've mentioned. 

116. 00:07:20 P1 Oh yes, they eh ... I think people feel 1.3 
more at ease with the pharmacist 

117. 00:07:25 51 Uh-mmm 

118. 00:07:27 P1 than they sometimes do with the doctor. 1.3 

119. 00:07:29 51 Okay, why do you think that is? 

120. 00:07:32 P1 I, well, I, I don't know. lt's only over the 1.2 
year, over the latter years, that doctors 
have sort of become sort of, eh, someone 
you can chat to. I mean, I can remember 
a time when you merely saluted them. 

121. 00:07:50 51 Oh right... 

122. 00:07:50 P1 You called them sir, you know. 1.2 

123. 00:07:51 51 Okay. 

124. 00:07:52 P1 And it's only in the latter years that doctors 1.2 
have become more friendly. 

125. 00:07:59 51 Uh-mmm 

126. 00:08:00 P1 But pharmacists have always sort of got to 1.2 
know you. 

127. 00:08:04 51 Yeah. 

128. 00:08:05 P1 They know you live in the area. 1.2 

129. 00:08:07 51 Uh-mmm 

130. 00:08:07 P1 The doctors, they do remain slightly aloof. 1.2 

131. 00:08:11 51 Right, right. Oh, how interesting. I've 
never, I've never really thought about that 
aspect. 

-
132. 00:08:17 P1 Oh yes, I mean, eh, doctors, policemen 

and teachers ... 

133. 00:08:21 51 Uh-mmm 

134. 00:08:21 P1 . .. we used to, you know, salute, and eh, 1.2 
now doctors are more friendly ... 

135. 00:08:27 51 Yeah 

r-

136. 00:08:27 P1 ... but the pharmacists have always been Pharmacist's 1.2 
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there ... traits 

137. 00:08:31 51 Right, right. 

138. 00:08:32 P1 . .. to talk to, and it's coming back now Pharmacist's 2.1 
where pharmacists are, are taking a, a, a traits 
larger part because years and years ago, 
when, to get, erm, treatment from doctors, 
you had to pay or belong to some sort of 
organisation. 

139. 00:08:52 51 Yeah, that's right. 

140. 00:08:54 P1 Pharmacists acted as doctors. We used 2.1 
to go to the pharmacists. 

141. 00:08:58 51 Right 

142. 00:08:58 P1 You tell him you, you don't feel very well, 2.1 
you've got this and they used to 
recommend. 

143. 00:09:04 51 Okay. 

144. 00:09:07 P1 lt's only in the latter years ... 

145. 00:09:10 51 Yeah 

146. 00:09:12 P1 . .. that pharmacists took a backseat. .. 1.2 

147. 00:09:14 S1 Uh-mmm 

148. 00:09:14 P1 ...in that respect and the doctors moved 1.2 
forward with the patient-and-doctor 
relationship. 

149. 00:09:21 S1 Okay, okay. But, but you feel that at the 
time point we're at, so now ... ? 

150. 00:09:26 P1 Oh now, now I think pharmacists eh, Pharmacist's 1.3 
command a lot more respect now ... traits 

151. 00:09:33 51 Okay 

152. 00:09:34 P1 ...than they did a few years ago. 1.3 

153. 00:09:35 S1 Okay, okay. So do things like the 
Medicines Use Review, the MUR, the, the 
check-up, erm, do they help, do you think? 

154. 00:09:43 P1 Oh, yes, I do, I think, because they -
sometimes the doctor says, "When do you 
take this?" or like with my spray. 

155. 00:09:52 S1 Yeah 

-
156. 00:09:52 P1 I have to purchase two sprays at a time ... 

,__ 
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157. 00:09:57 81 Yeah 

158. 00:09:57 P1 . .. and the pharmacist said, "Are you, how Pharmacist 4.2 
often are you using this? ... gathering 

information or 
asking 
questions 

159. 00:10:02 81 Yeah 

160. 00:10:03 P1 . .. You mustn't, eh ... have you informed Pharmacist 4.2 
your doctor that you're using this?" gathering 

information or 
asking 
questions 

161. 00:10:07 51 Yeah. 

162. 00:10:08 P1 Oh well, the pharmacist never used to ... 

163. 00:10:11 51 I see 

164. 00:10:12 P1 . .. worry about that. They used to sell 4.2 
them to you and that's that. Then I 
explained as I like to keep one in the car. 

165. 00:10:19 51 Yeah 

166. 00:10:20 P1 And, eh, yes, they do, they do converse Pharmacist's 2.3 
with you a lot more now, I personally think traits 
so. 

167. 00:10:29 51 Okay, all right. 

168. 00:10:30 P1 If they've got the time to spend, 5.2 
sometimes they haven't got the time to 
spend. {cross-talking} 

169. 00:10:34 51 Yeah, yeah. Okay. That's right, that's 
right. Absolutely. Okay, that, that's all 
very interesting, erm, I think from our 
perspective obviously, because we're 
really interested in seeing whether this 
service works because as you will see, 
this, this room here is obviously useful for 
other, other purposes but all... 

170. 00:10:58 P1 You should advertise as much as you can. 4.5 

171. 00:11:02 51 Right, the, the service itself ... 

172. 00:11:03 P1 Oh, I think so, yes. 
,.... 

173. 00:11:04 81 Okay 

- You know, not to show that you're in 174. 00:11:05 P1 2.1 
competition with doctors but I think you 4.5 
should let local people know ... l 

-
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175. 00:11:13 S1 Right 

176. 00:11:13 P1 . .. that there is a pharmacist there to help Pharmacist's 2.3 
you when you can't possibly get to the, to traits 
the doctors and that will be a great help. 

177. 00:11:22 S1 Okay, well thank you, that, that's really 
helpful. As I say, I mean, they, they've 
built these rooms ... 

178. 00:11:28 P1 Uh-mmm 

179. 00:11:29 S1 . .. actually for the purpose of the MUR. 
Some pharmacies have them anyway but 
you'll see this is quite a small pharmacy 
and this is quite a bit of space, and if you 
invested a lot of money in making it 
work ... 

180. 00:11:44 P1 Yes, so if you've invested you should let 4.5 
people know that you've got this service 
available. 

181. 00:11:50 S1 Right, right. 

182. 00:11:51 P1 And it's not always easy for the Environment 5.1 
pharmacist with a shop full of people to ... 

183. 00:11:56 S1 Yeah, I see {cross-talking} 

184. 00:11:57 P1 . .. even if it's only in the shop, people see Environment 5.1 
it. 

185. 00:12:00 81 Okay. 

186. 00:12:00 P1 If they wanted to talk to the pharmacist, Environment 5.1 
about something. 

187. 00:12:04 81 Okay. 

188. 00:12:05 P1 Yeah 

189. 00:12:05 81 Okay. Can I ask you, erm, now, now that 
you've sort of had the chat with the 
pharmacist, then maybe your views might 
have changed, you know, you might, erm 
you sort of got to have that one-to-one 
chat with the pharmacist in this room as 
we've discussed, do you think you might 
feel more comfortable approaching the 
pharmacist in the future about. .. ? 

I""" 
Oh, this particular one ... 190. 00:12:32 P1 Pharmacist's 2.3 

traits 

-
191. 00:12:34 81 Yeah 

-
192. 00:12:35 P1 ... seems to have a, a personality ... Pharmacist's 2.3 - 280 



traits 

193. 00:12:39 S1 Yeah 

194. 00:12:40 P1 . .. you know, which, eh, you'd sort of warm Pharmacist's 2.3 
to ... traits 

195. 00:12:43 S1 Yeah 

196. 00:12:44 P1 Where, I mean, if there was one that was, Pharmacist's 2.3 
eh, just as competent but perhaps haven't traits 
got the interpersonal skills ... 

197. 00:12:52 S1 Yes, yeah 

198. 00:12:53 P1 ... then it might be difficult, but this Pharmacist's 2.3 
particular pharmacist, eh, you feel as traits 
though you want to ask something. 

199. 00:13:00 S1 I see, okay. Okay. Can you tell me a little 
bit about - what, so do you mean the, the 
smile or the eye contact? 

200. 00:13:09 P1 Well, it's the, eh, the thing in that you, Pharmacist's 2.3 
you're the only one there ... traits 

201. 00:13:15 S1 Okay 

202. 00:13: P1 . .. you know, you're not, eh, one of a lot of Pharmacist's 2.3 
people, she sort of talks to you and she traits 
gives a bit of time ... 

203. 00:13:24 S1 Okay 

204. 00:13:25 P1 . .. to you. Pharmacist's 2.3 
traits 

205. 00:13:26 S1 Okay. 

206. 00:13:25 P1 lt's just that 

207. 00:13:27 S1 That's 

208. 00:13:28 P1 But I've found that with, you get 
individuals ... 

209. 00:13:32 S1 Yeah 

210. 00:13:34 P1 . .. [inaudible] chemists, I don't know 1.1 
which, I always come to this one ... 1.2 

211. 00:13:37 S1 Yeah 

~ 

212. 00:13:38 P1 ... mostly this one ... 1.1 
1.2 

~ 

213. 00:13:38 S1 Okay, okay, all right. That's errn, that's 
really, really helpful. 

.......-
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214. 00:13:45 P1 But this, this eh, particular kind of shop, 1.1 
they've always had people, I forget the 
chap, I forget his name now ... 

215. 00:13:52 S1 Sure 

216. 00:13:53 P1 . .. but, eh, he was sort of a local person ... 1.1 

217. 00:13:58 S1 Okay 

218. 00:13:59 P1 and I suppose he was asked a lot of Patient asking 
questions you know ... questions 

219. 00:14:03 S1 Right, right 

220. 00:14:04 P1 . .. without, eh, advertising or anything like 1.1 
that, because he was local, they knew 
him. 

221. 00:14:09 S1 Yeah, yeah 

222. 00:14:11 P1 He was very competent. Pharmacist's 2.1 
traits 

223. 00:14:12 S1 Okay, all right. 

224. 00:14:14 P1 lt's when people warm to someone, that. .. Pharmacist's 1.3 
traits 

225. 00:14:16 S1 Uh-mmm 

226. 00:14:16 P1 ...you know, they're prepared to, eh ... Pharmacist's 1.3 
traits 

227. 00:14:18 S1 I see. 

228. 00:14:20 P1 . .. to ask things. Pharmacist's 1.3 
traits 

229. 00:14:21 S1 I see, okay. And you think, you think in 1.3 
any case that - do you think, do you think 4.1 
by any chance you may have agreed to 
have the, the MUR, the consultation 
yesterday, because you already felt quite 
comfortable with the pharmacist? 

I""' 

230. 00:14:41 P1 That's part of it, yes. 4.1 

231. 00:14:42 S1 Right 

232. 00:14:42 P1 Oh yes, yes 

I-" 

233. 00:14:43 S1 Okay 

-234. 00:14:43 P1 If it was someone who was very clinical Pharmacist's 1.3 
and giving you the impression that it was traits 4.1 
just, eh, eh filling in what's known before, 

L---
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235. 00:14:57 51 

236. 00:14:57 P1 

237. 00:14:59 51 

238. 00:15:00 P1 

239. 00:15:01 51 

240. 00:15:12 P1 

241. 00:15:15 51 

242. 00:15:15 P1 

243. 00:15:19 81 

244. 00:15:19 P1 

245. 00:15:22 81 

246. 00:15:23 P1 

247. 00:15:28 81 

248. 00:15:28 P1 

249. 00:15:29 81 

250. 00:15:30 P1 

251. 00:15:34 81 

-
252. 00:15:36 P1 

data collection, 

Uhmm, uhmm 

I don't think I would have been ... 

I see 

... all that keen. 

Okay, okay. So it's, yeah, that's very 
interesting actually. So, so if I can just 
ask, that when you had the chat, there 
wasn't any of this sort of typing or form ... 

No, she, she had a form ... 

Yeah 

... there which, eh, was questions about 
the medications, 

Yeah 

Administration 

Pharmacist 
gathering 
information or 
asking 
questions 

4.1 

4.1 

4.2 

... when did I take it, why did I take it at Pharmacist 4.2 
that time... gathering 

Yeah 

information or 
asking 
questions 

... there was only one that I didn't have an Pharmacist 3.1 
answer to... gathering 4.2 

Right 

... why I took it in the evening ... 

Uh-hmm 

... but with the things like, eh, the statins, 
you do take at night, because that's ... 

Uh-hmm 

... and the, the aspirin I've got from a 
doctor which I take at night. Eh, she 
couldn't understand why I was taking it at 
night... 

information or 
asking 
questions 

Pharmacist 
gathering 
information or 
asking 
questions 

3.1 

3.1 

3.1 

283 



253. 00:15:45 S1 Uh-mmm 

254. 00:15:45 P1 And, eh, but I, I didn't know. I think it's 3.1 
something to do with ... I had low, low 
blood pressure because the tablets, some 
of the tablets I was taking was reducing 
my blood pressure. 

255. 00:16:00 S1 Uh-hmm. 

256. 00:16:01 P1 And I was also taking the blood pressure 3.1 
tablet... 

257. 00:16:04 S1 Uh-hmm 

258. 00:16:04 P1 .. .and my blood pressure was getting too 3.1 
low ... 

259. 00:16:06 S1 Right, right 

260. 00:16:07 P1 . .. and I think the doctor said to me or the 3.1 
consultant said, "Well, take that one at 
night. .. 

261. 00:16:15 S1 Okay 

262. 00:16:15 P1 ...and then you, eh, if it does have an 
effect on your blood pressure ... 

263. 00:16:19 S1 Uh-hmm 

264. 00:16:19 P1 ... you would be ... " 

265. 00:16:20 S1 A clear effect? 

266. 00:16:21 P1 Yeah, yeah 

267. 00:16:22 S1 Okay. 

268. 00:16:23 P1 So that's the only - I think that was the 
reason ... 

269. 00:16:28 S1 Okay 

270. 00:16:28 P1 . .. I took it at night. So I've taken it for 
years and years and years. 

I-'" 

271. 00:16:31 S1 Okay. All right. And so ... Are you okay to 
carry on talking? Is that all right? 

272. 00:16:37 P1 Patient confirming with his wife whether 
she was okay All right. 

1-

273. 00:16:48 S1 So when, when you, you described that 
the pharmacist asked you some of the 
questions, because there is actually as 
you would have observed, a form that the 
pharmacist does have to fill in ... {cross-.___ 
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talking} 

274. 00:16:59 P1 Oh yes, yes, well, it was all about Pharmacist 4.2 
medication. Did that affect you? They're gathering 
all good questions, you know ... information or 

asking 
questions 

275. 00:17:07 81 Right 

276. 00:17:07 P1 .. .because I didn't have any doubts. 3.1 

271. 00:17:09 81 Right 

278. 00:17:10 P1 Sometimes you're not always keen on 1.3 
questioning the doctor ... 

279. 00:17:15 81 Okay 

280. 00:17:16 P1 ... you know, because they get a little bit Pharmacist's 1.3 
upset, but if you talked to the pharmacist, traits 
because they are dealing with that 
medication all the time ... 

281. 00:17:26 81 I see 

282. 00:17:28 P1 ...and they've got no axe to grind. Pharmacist's 1.3 
traits 

283. 00:17:30 81 Okay, okay. Whereas you feel maybe the 
doctors are ... ? 

284. 00:17:33 P1 Oh, I mean, the doctors are, I would say 1.2 
competent in that they know but you feel 2.1 
as though you shouldn't question them ... 

285. 00:17:42 81 Right 

286. 00:17:42 P1 . .. about what they've prescribed for you. 1.2 

287. 00:17:46 81 Do you think that's the same with, with all 
generations, you know, all the generations 
of doctors because I know you've 
mentioned there ... ? 

t-" 

288. 00:17:54 P1 Oh no. Years ago, you didn't question. 1.2 

289. 00:17:57 81 At all? 

~ 

29(). 00:17:58 P1 lt's only, it's only in these latter years Patient asking 1.1 
where we've been able to talk to doctors questions 
and question ... 

r--
81 Yeah. 291. 00:18:05 

-292. 00:18:05 P1 ... and ask why ... Patient asking 1.1 
questions 

,__. 
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293. 00:18:07 S1 Yeah 

294. 00:18:08 P1 They even sometimes ask you, you know, 1.2 
things like that. Before, you just sat there 
and they said take this and you took it. 

295. 00:18:16 S1 Right, right. 

296. 00:18:17 P1 I can't remember, but they used to have 
bits of paper in there telling you about all 
the side effects. 

297. 00:18:23 S1 Uh-hmm 

298. 00:18:24 P1 If I read all of mine, I would be afraid to 3.3 
take them. 

299. 00:18:29 S1 Right, right. 

300. 00:18:30 P1 Some of the things they say on there are 3.3 
unbelievable. 

301. 00:18:32 S1 Uh-hmm 

302. 00:18:34 P1 In fact, there's this one medication I took 3.3 
and it said don't take this if you suffer from 
heart problems. 

303. 00:18:41 S1 Sure, which is of course ... 

304. 00:18:43 P1 Yeah, so there. But, eh, the benefits 3.3 
outweigh the ... 

305. 00:18:48 S1 Uh-hmm. The, the risks. 

306. 00:18:51 P1 [inaudible] 

307. 00:18:51 S1 Okay, all right. Hmmm, that's all food for 
thought actually. lt's very interesting you 
mentioned the, the point about, you know, 
the doctor saying take this and you'd be 
expected to take it. 

308. 00:19:07 P1 Yes, but that was years ago, not now ... 

-
309. 00:19:09 S1 Right 

310. 00:19:09 P1 . .. because people question 3.1 

311. 00:19:11 S1 Right. So do you think from your 
perspective, and I think you might have 
already answered this, but do you think 
from your perspective, having the chat 
with the pharmacist could have, maybe 
not in your case but in another patient's 
case, somebody else's case, could've 
helped them take their medicine? 

....-
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312. 00:19:34 P1 Oh, I know, I know people have spoken to Patient asking 3.1 
the pharmacist about the tablets ... questions 

313. 00:19:39 51 Yeah 

314. 00:19:39 P1 that they've been prescribed. Patient asking 
questions 

315. 00:19:40 51 Right, right 

316. 00:19:40 P1 You know, well, they may say to them, I'm Patient asking 2.3 
getting a bit dizzy or - I mean, I've got questions 3.1 
friends who said they spoke with their 
pharmacists and they said that that should 
go away, that if it persists to go and see 
their doctor, yes, they do that. .. 

317. 00:19:57 51 Oh I see 

318. 00:19:57 P1 ...rather than make an appointment ... Pharmacist's 2.3 
traits 

319. 00:20:00 51 Yeah, right 

320. 00:20:01 P1 ... which sometimes you have to wait 2.3 
perhaps a week for. 

321. 00:20:04 51 Okay, I see. So it's the, is it, is it more the 
reassurance then? Hearing somebody ... 

322. 00:20:10 P1 Yeah, 'cause they, they. The pharmacists Pharmacist's 1.3 
are amongst the very few professionals ... traits 

323. 00:20:18 51 Uh-hmm 

324. 00:20:18 P1 ... that people actually trust. Pharmacist's 1.3 
traits 

325. 00:20:21 51 All right, okay. 

326. 00:20:22 P1 The doctors they trust. The policemen 1.3 
they trust. 

327. 00:20:25 51 Yeah 

328. 00:20:25 P1 You know, you are brought up, the 1.3 
pharmacist they trust. .. 

329. 00:20:28 51 Okay 

330. 00:20:29 P1 ... and, eh, they're one, that's why people 1.3 
are prepared to ask those sorts of 
questions. 

331. 00:20:35 51 I see. Thank you for that. That's enn, 
that's all just very helpful actually. I think 
'cause, we, we're both from, part of xxx's 
(researcher's name) job and part of my, --
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332. 00:21 :03 P1 

333. 00:21 :13 51 

334. 00:21:15 P1 

335. 00:21:16 51 

336. 00:21:25 53 

337. 00:21:47 P1 

well, all of my job is, is actually involved in 
training future pharmacists so some of the 
things that you've said will actually feed 
into the, the training of pharmacists. lt's 
very helpful {cross-talking} 

Well they do. They trust pharmacists, yes. Pharmacist's 
Because they're considered, I mean, traits 
they're professional people who 
understand the medications. 

Yeah, yeah, okay. 

Yeah 

All right. Thank you. Erm, was there 
anything, I don't know, was there anything 
that you wanted to pick up on at all? 

The eh, the thing that you said to me that 
was really interesting is, erm, when you 
said again, doctors saying take this 
medicine and patients taking the medicine. 
What sort of role do you think patients 
should play in making decisions about 
whether they should take medicines or 
maybe should make changes in their diet 
or take up exercise? Do you think they 
should play any role? {cross-talking} 

Oh, I think, well, I've had to, eh, change 
my diet. I don't have ... very little salt. I 
mean, we should take responsibility. We 
shouldn't think that we can carry on and 
the medication is going to do this, be the 
magic pill. I've had to change my diet. 
I've had very little meat. I have a lot of 
fish. I've cut out most saturated fats, not 
that it's going to do me any good, eh, now 
because it's too late, but oh no, I think that 
the patient, I mean the doctors normally 
warn you, the pharmacist certainly has 
warned me, and I think they, they've got a 
part to play. And if they think, I mean, I 
know different people who've questioned 
the doctor and the pharmacist about 
statins. My own sister-in-law's tongue 
swelled up. Her lips swelled up. And eh, 
one doctor said, who prescribed it, "no, no, 
no, it's nothing to do with that. You're 
allergic to something." Anyway, it 
persisted and she went back to the 
surgery and there was a locum on, a 
young locum, and he said, "What 
medication are you on?" He said, "Stop 
that. I'll inform them. Stop that and we'll 
see what it's like, eh, what happens." 
And, eh, it was the statin that was causing 
the, the swelling so it doesn't suit 
everybody. So you should question the, 

2.1 

2.2 
3.1 
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the doctor and you should attempt to help 
by, by cutting out various things that are 
causing the problem. 

338. 00:23:59 53 Right 

339. 00:24:01 P1 So you've both got a part to play, really. 

340. 00:24:02 51 So, yes, I mean, what you're saying is that 
the patient does need to take some 
responsibility {cross-talking} 

341. 00:24:07 P1 Oh certainly, yeah. I mean, the doctor has 1.2 
the responsibility to the patient, but, erm, 2.2 
whether the tablets are achieving the 3.1 
result and the, and the patient, if the 
doctor says, "Well, you're smoking, cut 
smoking and you're drinking too much, 
then they, eh, they should do that. 
Otherwise, it's not much worth taking the 
medication. 

342. 00:24:30 53 So what about if the doctor recommends a 
certain tablet and the patient may feel that 
they don't want to take the medication, so 
we're not talking about any lifestyle 
changes, we're talking about actual 
medicine ... 

343. 00:24:42 P1 Yes, yes. 

344. 00:24:43 53 . .. do you think the patient should be able 
to say, "no, I don't want to take it?" 

345. 00:24:46 P1 Oh yes, yes 3.1 

346. 00:24:47 53 They should be? 

347. 00:24:48 P1 Oh yes. Oh yes, you can't take that right 3.1 
away from them. I mean, the doctor is 
trying to salvage the patient's life and help 
him. If the patient refuses it, I can't see, 
they should never be forced to take 
medication. 

-
348. 00:25:09 53 And do you think it would be easy for 

patients to have that conversation with the 
doctor? Say "No, I don't want this tablet?" 
{cross-talking} 

349. 00:25:13 P1 No, I don't. No I don't. No. Some 3.1 
patients can do it. I know some patients 
who would, eh, straight away, friends of 
mine who are very straight talkers. They 
would say, "No, I'm not taking that doctor. 
No, I'm not taking that." They wouldn't 
take it whether they fell out with the doctor 
or not, they're just that type of people but 
the majority of us perhaps, eh, would say 

...-
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it in a different way, "well, I don't really 
want to take that, doctor, do I have to take 
it?" But they should still be given the right 
to, eh, to refuse the medication. 

350. 00:25:59 83 And do you think those people that find it 
difficult to have that conversation with the 
doctor, they find it easier to bring their 
concems up when they talk to the 
pharmacist? 

351. 00:26:09 P1 Oh, definitely. Oh definitely they do, yes. Pharmacist's 2.1 
Because eh. Oh yes, they, they look on traits 
the pharmacist as different to the doctor. I 
still believe that they believe the 
pharmacists know more about medication 
than the doctors. 

352. 00:26:29 83 Right 

353. 00:26:30 P1 I mean, that's certainly naturally a Pharmacist's 2.1 
ridiculous statement but you do feel traits 
because they're, they are pharmacists and 
that's their profession and, eh, perhaps it 
would be better to talk to the pharmacist 
before they make that decision. 

354. 00:26:46 83 That's interesting. 

355. 00:26:47 P1 Uh-hmm. 

356. 00:26:48 83 That's interesting. So would you say all 
people who are taking medicines maybe 
should have a consultation with the 
pharmacist about their medicines as well 
as seeing the GP? 

357. 00:26:58 P1 Well, I think honestly, doctors should 1.3 
have, eh, more conversations with 2.1 
pharmacists rather than the patient 
because the patient is still ignorant of the, 
eh, the properties of the medication and 
they've still only got their, their word that 
that's going to do it. No, I think they 
should say, well, perhaps you should have 
taken this, this one's on the market now 
and, eh, it has less side effects because I 
don't suppose the doctors get the time, do 
they? Do they get the time to study all the 
side effects? 

358. 00:27:36 81 Well, that's interesting actually because I 
think over the years, the, the medical 
education of doctors has shifted so that 
they're, it, it's what we would call 
pharmacology ... 

1-

359. 00:27:50 P1 Oh yes. 

-
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360. 00:27:50 51 ... that sort of brought in a lot more ... 

361. 00:27:52 P1 Oh I see, yes 

362. 00:27:53 51 . .. erm, into the course and also in terms of 
the training. But I mean, I think you're 
right in that there is this sort of, the doctors 
are seen as people who diagnose ... 

363. 00:28:04 P1 Yes 

364. 00:28:05 51 . .. and the pharmacists know more about 
medicines but then - erm, I mean, we're 
just sort of chatting about education ... 

365. 00:28:10 P1 Oh yes {cross-talking} 

366. 00:28:11 81 But pharmacists nowadays can also train 
to be prescribers ... 

367. 00:28:17 P1 Oh I see 

368. 00:28:17 81 and sort of learn to ... 

369. 00:28:18 P1 There, well, there you are, you see, but 2.2 
then patients don't know that, do they? 

370. 00:28:25 81 No, not, not yet, absolutely. 

371. 00:28:27 P1 They, they don't realise what training or Pharmacist's 2.1 
what professional training the pharmacists traits 
have ... 

372. 00:28:34 81 Yeah, yeah, absolutely. 

373. 00:28:35 P1 . .. as opposed to the doctor. 

374. 00:28:37 81 Absolutely. But erm, but, yeah, I mean, I 
think obviously you can imagine there are 
all sorts of issues around overlap of job 
roles. 

375. 00:28:45 P1 Yeah, well, those, those times, as I say, 1.2 
things are changing, and as doctors, you 
just sat there and, eh, you tell them about 
your problems and he would, he would 
scribble away like that. .. 

376. 00:28:59 81 Right 

377. 00:28:59 P1 . .. and give you a new [inaudible] and you 1.2 
didn't know what it was until ... 3.1 

-
378. 00:29:03 81 Yeah 

-
379. 00:29:03 P1 ... the pharmacist hand it over. 1.2 

..... 

291 



380. 00:29:04 S1 Yes, I see, okay. 

381. 00:29:05 P1 But, the, the, those times have changed. 1.2 
People challenge. 

382. 00:29:09 S1 Uh-hmm 

383. 00:29:09 P1 They're encouraged to challenge, aren't 1.2 
they? 

384. 00:29:11 S1 Yeah 

385. 00:29:11 P1 Every day on the television someone's 
worrying about your civil liberties ... 

386. 00:29:16 S1 Yeah, yeah 

387. 00:29:17 P1 . .. and all that, you know. So, eh, to 1.2 
challenge doctors, we've still got some 
way to go there. 

388. 00:29:25 S1 Yeah. All right. Erm, was there, I mean I 
think, obviously, you know, we don't want 
to keep you from, eh, from, eh, keep you 
in here for too long, we've got a million 
and one questions and I've wondered 
whether you've got any questions you'd 
like to ask us because we're here and ... 

389. 00:29:43 P1 Not really, no. 

390. 00:29:43 S1 No, okay, or anything you, anything else 
you wanted to raise with us? 

391. 00:29:49 P1 No, I think that, eh, the National Health is 1.2 
fantastic. I think there is a better 3.4 
relationship between all the, eh, 
pharmacies and surgeries ... 

392. 00:29:59 S1 Uh-hmm 

393. 00:30:00 P1 . .. we never used to have that at all. 1.2 

394. 00:30:02 S1 Right, right 

395. 00:30:04 P1 No, it seems to be, eh, [inaudible], I'm very 
happy. 

396. 00:30:08 81 Okay 

397. 00:30:08 P1 Very [inaudible], yeah. 

398. 00:30:09 S1 General conversation continued with 
regards to the local area, the university 
and the interviewer's studies. 

'""""" 399. 00:30:10 P1 General conversation continued with 
regards to the local area, the university 
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and the interviewer's studies. 

400. 00:35:50 S1 All right, thank you very much 

401. 00:35:52 P1 Thank you. 

293 


