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Abstract

The role of community pharmacy (CP) in health promotion has developed over the
last decade and a half following the introduction of the new National Health Service
(NHS) plan in 2000. CPs have been turned into healthy living centres where
individuals can access a variety of services designed to prevent disease and
promote health. In 2005, three types of pharmacy service were introduced,;
essential, advanced and enhanced (currently known as locally commissioned).
Enhanced pharmacy services were provided by Primary Care Trusts (PCTs) (until
2010) based on local needs identified by PCTs. In 2010, the Government decided
to abolish the PCTs by 1% April 2013; hence, PCTs entered a transition phase
between 2010 and April 2013. By February 2011, each PCT was required to publish
Pharmaceutical Needs Assessment (PNA) report regarding the provision and need
for pharmacy services. The national commissioned vascular and sexual health
enhanced pharmacy services in England are Stop Smoking Service (SSS), NHS
health check, Emergency Hormonal Contraception (EHC) and chlamydia screening
and treatment services. In 2012, the Healthy Living Pharmacy (HLP) scheme, which
was piloted in Portsmouth PCT, was expanded to 30 PCTs known as HLP
pathfinder PCTs.

The aim of this research was to identify the correlation between needs, provision
and uptake of vascular and sexual health pharmacy services at a PCT and CP
level. It also aimed to investigate whether the provision of those services was cost
effective. Finally, it aimed to determine the impact of the introduction of the HLP

scheme on the provision and uptake of those services.

At a PCT level, the PNA reports were used to identify the CP provision of SSS,
EHC service and chlamydia screening service for the financial year 2009/2010. The
local need for SSS (prevalence of smoking adults) and EHC services (rates of
teenage pregnancy) were obtained from Health Profiles for each PCT. The need for
chlamydia screening service (prevalence of positive chlamydia infection) was
obtained from the National Chlamydia Service Programme (NCSP). Uptake and
cost attributed to provision of those services for the financial year 2009/2010 were
obtained from a short questionnaire targeted the public health leads for the related
services in PCTs where the provision of services and the needs were identified.
Simple cost-effectiveness analyses were performed on CP SSS and CP EHC
provision, based on identified uptake and cost. At a CP level, a cross-sectional
survey was conducted on 1 249 CPs in 28 PCTs across England in 2013. PCTs



were chosen based on provision of SSS, EHC and chlamydia screening service
identified in the PNA reports. 7 PCTs out of 28 PCTs were HLP pathfinder PCTs.

CPs were allocated to one of five groups based on deprivation.

The response rates for SSS, EHC and chlamydia screening surveys were 30%
(42/138), 30% (42/139) and 19% (21/111) respectively. Data analysis identified that
the need for SSS and EHC services were highly correlated with deprivation, with
Spearman's rank correlation coefficients (rho) of 0.76 and 0.83 respectively (both P
< 0.001). The correlation between deprivation and the need for a chlamydia service
was weak (rho = 0.25, P = 0.009). Higher number of CPs per 25 000 population
were observed in more deprived PCTs (rho = 0.63, P < 0.001). CP provision
(percentage of CPs offering a service out of total CPs in a PCT) of SSS, EHC and
chlamydia service did not correlate with needs. The uptake of SSS, EHC and the
chlamydia screening service did not correlate with increasing need or deprivation.
However, pharmacists in areas of higher need dealt with a greater number of clients
in relation to SSS and EHC services to meet their local needs, with rho of 0.4 and P
of 0.01 in case of SSS and Pearson's correlation coefficient (R) of 0.36 and P of
0.02 in case of EHC. A cost-effective analysis of CP SSS provision found it to be
cost effective when compared to no intervention based on NHS perceptive and the
incremental cost per Quality Adjusted Life Year (QALY) gained was £1 511.
Similarly, the CP EHC service was also found to be cost effective with an NHS

saving of £689 per unintended pregnancy prevented.

The response rate for the CP survey was 19.3% (241/1 249). No significant
differences were identified in terms of provision or uptake of SSS, EHC, chlamydia
screening and NHS health check services between CPs with different deprivation
neighbourhoods. 18.5% (31/168) of the respondent community pharmacists were
working in HLPs. The uptake of SSS through HLPs (median = 6) was higher than
that through non-HLPs (median = 4; P = 0.02). Playing a more active role in health
promotion was cited as the main driver for pharmacists to adopt an HLP scheme.
Respondent pharmacists indicated that the introduction of an HLP scheme had
improved public awareness of vascular and sexual health services available in CPs
and they suggested the use of social media websites to further improve public
awareness. Lack of time and the provision of similar services via other providers

were considered the main barriers.

Local Authorities should increase the provision of vascular and sexual health

pharmacy services to meet the needs of their localities. They should use the latest



technology to improve public awareness regarding availability of those services in
CPs.
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Chapter One: General introduction

1.1 Historical developments in community pharmacy practice that led to the
current pharmacy practice roles

The modern history of pharmacists in Great Britain can be attributed to the
foundation of the Pharmaceutical Society of Great Britain (PSGB) in 1841. In 1843
Queen Victoria granted the Society Royal Charter and in 1988, Queen Elizabeth Il
granted the Society its Royal Title (Hudson et al., 2013). Prior to the creation of the
PSGB, the pharmacy profession was closer to an apprentice than to a profession,
when anyone could work in a pharmacy and could dispense medicines (they used
to be called as apothecaries, chemists or druggists) (Anderson, 2005). Unlike
chemists and druggists, apothecaries had to take qualifications to become an
apothecary and pass oral exams which included the recognition of ingredients and
preparing medicines (Hudson and Boylan, 2013). Between 1815 and 1834, most of
the new apothecaries acted as general practitioners rather than expert in
medicines, while chemists and druggists became apprentices for a pharmacist
(Hudson and Boylan., 2013). The PSGB was the professional and regulatory body
that used to control and supervise pharmacists in England, Wales and Scotland
(Taylor and Harding, 2003). At its beginning, the PSGB intended to define clear
boundaries between pharmacists and other healthcare professionals (doctors). In
England and Wales, doctors were allowed to prescribe and dispense medicines,
while in Scotland, their role was restricted to prescribing medicines (Anderson,
2005). The role of dispensing by English and Welsh doctors was reflected on
pharmacists who made their profits by selling over the counter products rather than
dispensing prescribed medicines (Anderson, 2005).

Two Pharmacy Acts were the milestones that controlled the pharmacy profession;
the Pharmacy Act 1852 which restricted titles related to pharmacist for those who
passed the Society's examination but it lacked legal definition for those who could
practice the pharmacy profession, and the Pharmacy Act 1868 which empowered
the Society and provided it with rights to examine and register all chemists and
druggists (Anderson, 2005). Pharmacists were considered as doctors for poor
people, who could not afford to pay (Whalley et al., 2008). In May 1911, the
National Insurance Bill was introduced; the bill provided free medical help for those
who were insured. However, the bill was restricted only to working persons who
earned less than £160 per annum and up to 70 years old (Anderson, 2005). In
1948, the creation of the National Health Service (NHS) in England, brought the

hope for people, as the provision of health care services became free at the point of
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access (Whalley et al., 2008). Community Pharmacists became independent
contractors to the NHS with the capacity to dispense only NHS prescriptions
(Richardson and Pollock, 2010). The role that community pharmacists used to play
in health promotion and advice giving diminished and the workload increased. It
was said that “Pharmacists effectively became invisible” (Anderson, 2007). The
number of doctor’s prescriptions dispensed from Community Pharmacies (CPs)
jumped from 65 million in 1937 to 250 million in 1950. Several Attempts have been
made to retrieve the pharmacist traditional role in health promotion between 1948
and 2000 (Anderson, 2007). In July 1999, the Government introduced the white
paper “saving lives: our healthier nation” (Department of Health (DH), 1999). The
white paper set a 10 years plan to improve health in general for everyone with focus
on those who were in worst health situation. Given consideration to the main
causes of death by that time (cancer, Coronary Heart Disease (CHD) and stroke,
accidents and mental health), the Government set its plan to reduce the rate of
each event by investment of more money, tackling smoking, improving health and
setting high health standard (DH, 1999). In 2000, the Government introduced its
plan for the new NHS in the new century, and considered the need for the
expansion of community pharmacist's role to meet the new challenges of the new
century (DH, 2000b). The NHS plan 2000 was followed by the Government white
paper “pharmacy in the future-implementing the NHS plan” (DH, 2000a). The latter
paper intended to explain the pharmacists’ role according to the NHS new plan and
it set the challenges that pharmacy has to face in the upcoming years. These
challenges were concerned with meeting patients’ needs. These needs are met by
ensuring people are getting their medicines or pharmaceutical advice easily and
conveniently, and by providing them with more support in using their medicines.
Improving patients' confidence upon consultation by their pharmacist is also a key
priority. The document also discussed the environmental changes for pharmacies
with a vision for a more competitive retail environment for CP where arrangements
for securing and paying for generic medicines are considered and electronic
ordering and home delivery are achievable. Finally, the document outlined how
professional standards should be maintained through better dealing with mistakes,
professional education and training and making sure that pharmacists are keeping
their skills up to date (DH, 2000a).

In 2003, the document "A vision for pharmacy in the NHS" was released; the
document came to assess the success that happened as a result to the NHS plan
2000 and how pharmacy needs to move in the future (DH, 2003a). The document

listed the top ten key roles for pharmacists which have been identified by the chief



pharmaceutical officer for England, Dr Jim Smith (the roles are summarised in
Tablel.1). The document stated that as pharmacies are in the heart of the
community, where the public can have easy access, the pharmacists have an
important contribution in improving public health and broadening promotion of
health such as smoking cessation, sexual health, reducing obesity and minimising
health inequalities (DH, 2003a). The role of pharmacists in prescribing was re-
emphasised in this document with pharmacists to begin supplementary prescribing
by the end of 2003 while independent prescribing to begin later in 2006 (DH, 2003a,
Cooper et al., 2008a). An early experience of supplementary prescriber pharmacist
showed benefit both to patients in terms of their medical management and to
pharmacists in terms of job satisfaction and self-confidence, but the challenges
identified included lack of funding, IT support and awareness by others (Cooper et
al., 2008a).

Table 1.1: Summarises the key role for pharmacists set be chief
pharmaceutical officer

CHIEF PHARMACEUTICAL OFFICER’S 10 KEY ROLES FOR PHARMACY

To provide convenient access to prescription and other medicines

To advise patients and other health professionals on the safe and effective use of medicines
To be a point of first contact with healthcare services for people in the community

To provide medicines management services, especially for people with enduring iliness

To promote patient safety by preventing, detecting and reporting adverse drug reactions and
medication errors

To contribute to seamless and safe medicines management throughout the patient journey
To support patients as partners in medicines taking

To prescribe medicines and to monitor clinical outcomes

To be a public health resource and provide health promotion, health improvement and harm
reduction services

To promote value for money in the use of medicines and to reduce wastage

In January 2003, the Office of Fair Trading (OFT) recommended the abolition of the
control of entry regulations for CPs which were introduced in 1987 (Hassel, 2003). It
emphasised that due to these regulations, the prices of Over the Counter (OTC)
medicines are becoming higher, the innovation is lower (as the roles of pharmacists
and providers in delivering new enhanced services were limited) and the quality of

service is poorer (Hassel, 2003). In July 2003, the decision of DH was to reject the



recommendations made by the OFT report and to continue with the current
regulations (DH, 2003b).

In 2005, four categories of CPs were exempted from the control of entry test; a
pharmacy established in a large retail area (15 000 m? or more), a pharmacy with
intention to open more than 100 hours per week, an internet based pharmacy and a

pharmacy established within a one stop primary care centre (DH, 2005).

A new era for the community pharmacist started in 2005, following the introduction
of the new pharmacy contract. Three categories of pharmacy services were
introduced; essential, advanced and enhanced. All CPs which are in contract with
the NHS have to provide essential services. Essential services are the services that
maintain the daily work of pharmacy through dispensing medicines, repeat
dispensing, waste management, sign posting,.., etc. Advanced services need
accreditation of pharmacist and premises. They include the services that assure the
safe and good use of medicines and appliances such as; medicines use review,
appliances use review and new medicine service. The last category (enhanced
services) is provided based on needs identified by Primary Care Trusts (PCTs) for
these services within each area. It includes stop smoking, chlamydia screening and
treatment, Emergency Hormonal Contraception (EHC), NHS health check, needle
and syringe exchange, and minor ailments (PSNC, 2014).

In 2008, the document “pharmacy in England building on strengths — delivering the
future” was released (DH, 2008a). The document emphasised that services
providing prevention rather than cure must be the NHS priority in the future as well
as services that help people take care of themselves (DH, 2008a). In order to
promote good health and prevent ill health, the pharmacy’s contribution must be
enhanced through initiatives such as; stopping smoking, reducing teenage
pregnancy rates through access to EHC and sexual health advice. It should also
provide fast and effective treating for minor ailments and chlamydia screening and
treatment. In general, CPs should be seen as community-based healthy living
centres, which offer easily accessible and informal yet wholly professional advice
and support, including support for self-care.

There was a hierarchy of organisations that led the health services; the PCTs were
the organisations that are in direct touch with CPs (Figure 1.1). The DH supervised
Strategic Health Authorities (SHAS), which in turn supervised PCTs. In 2000, 28
SHAs were created but they were merged into 10 in July 2006. On the other hand,
303 PCTs were created in 2002, but they were merged into 152 PCTs in October



2006 (Whalley et al., 2008). In April 2010, the number of PCTs in England
decreased from 152 to 151, as East and North Hertfordshire PCT merged with
West Hertfordshire PCT (DH, 2011b).

Figure 1.1: Summary of NHS structure prior to April 2013
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\/
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1.2 Changes following the election of the new Government in May 2010

In July 2010, a white paper “equity and excellence: liberating the NHS" was
released. One of the aims of the document was that PCTs should enter a transition
period by which the commissions and roles of PCTs will be transferred to other
suppliers and by April 2013, the PCTs will be phased out (DH, 2010). In September
2010, the RPSGB was no longer the regulatory body for pharmacists and pharmacy



technicians and its regulatory role was moved into the new formed regulatory body
the General Pharmaceutical Council (GPhC). RPSGB sustained its leadership role
and its name was changed to the Royal Pharmaceutical Society (RPS) (RPS,
2014). The commissioning of enhanced services changed on 1% April 2013.
Services related to public health such as SSS, screening services (such as
chlamydia and NHS health check), EHC service, needle and syringe exchange
service and supervised administration service were transferred to Local Authorities
(LASs). Services such as minor ailment service, anticoagulation service and
independent prescribing service were transferred to the NHS Commissioning Board
(known also as NHS England) (Primary Care Commissioning, 2013).

1.3 Trends in pharmacists and pharmacy type

The last 50 years did not only witness changes in the role of pharmacist, but it also
experienced a significant trend in the pharmacists’ gender. More than half of
pharmacists who registered with the RPSGB in 2008 were females (Seston et al.,
2009), compared to less than 20% being females in 1964 (Hassell, 2003).
Furthermore, in 2008, 30% of pharmacists who were registered belonged to non-
white ethnicity (Seston et al., 2009).

In the UK, CPs can be owned by a pharmacist or a company that employs a
designated superintendent pharmacist (there is no limit on how many pharmacies a
company can own) (Bush et al., 2009). In 1999, independent pharmacies used to
represent more than 55% of all CPs within England and Wales. This rate has
greatly changed with less than 40% being independents in 2009. This was
attributed to the market competition where many CPs were taken over by big
companies (OFT, 2010).

1.4 Remuneration of CPs

Three legal classes of medicines can be provided at CPs; Prescription Only
Medicines (POMs), pharmacy medicines and general sale list ones. The POM
category requires prescription from a qualified prescriber. The pharmacy category
requires pharmacist's supervision and it can be sold only in pharmacies. The last
category (general sale list) does not require neither prescription nor pharmacist's
supervision and can be sold in pharmacies, supermarkets or even in gas stations
(Medicines and Healthcare Products Regulatory Agency (MHRA), 2013a).

The remuneration of CPs comes mainly from the NHS (Richardson and Pollock,
2010). In CPs which depends mainly on prescribed medicines the NHS is

responsible for 90% of their overall turnover. However, this share is lower in CPs



which has a health and beauty or supermarket business models. The NHS
reimburses pharmacists for the dispensing of prescribed medicines and providing of
advanced and enhanced services. In the case of prescribed medicines, the more
the pharmacist dispenses, the more the turnover will be. Advanced services are
paid for based on the number of services provided and the payment is fixed for all
CPs in England. Enhanced services are paid for by the NHS, but the methods of
payment and the amount differ between one PCT and another. Pharmacists are
also able to earn more profit by selling pharmacy medicines, general sale
medicines, goods and appliances (OFT, 2010).

1.5 Vascular and sexual health enhanced pharmacy services

Two types of enhanced services were the concern of this research; vascular and
sexual health services. In England, in 2009/2010, the two nationally commissioned
enhanced vascular health services were SSS and NHS health check service.
Although alcohol screening and brief intervention and weight management services
were commissioned in some PCTSs, those services have not been yet nationally
agreed. On the other hand, chlamydia screening and treatment services and EHC
service were the services that were connected with sexual health (PSNC, 2014)

1.5.1 Stop Smoking Service (SSS)

Smoking is still the most preventable cause of death in developed countries,
including England (Doll et al., 2004, Pirie et al., 2013). Smoking is strongly
connected with socioeconomic status (SES), such as low educational attainment
and unemployment. In addition, smokers who live in lower SES areas are less
likely to quit smoking than those who live in higher SES ones (Health and Social
Care Information Centre (HSCIC), 2011b). The difference in smoking habits
between lower and higher SES areas is the main factor in increasing health
inequalities (Jha et al., 2006). A key strategy to overcome health inequalities
related to smoking habits is to increase smoking quit rates in lower SES areas and
find the cost-effective avenues to achieve this goal. At the beginning of SSS, the
plan was to target 26 areas known as Health Action Zones (HAZs). The HAZs were
areas chosen by the Government, where deprivation status is common with the aim
was to reduce health inequalities by helping smokers in those areas (McNeill et al.,
2005). The initial guidance sent to HAZs distinguished between two types of
interventions (based on settings); opportunistic SSS interventions provided by
health care professionals which resulted in maximum reach but minimum
effectiveness. The second type was SSS through clinics which resulted in minimum

reach and maximum effectiveness (McNeill et al., 2005). Currently, smokers can



get help to quit smoking from brief advice, to intermediate intervention and intensive
intervention (DH, 2011a). A group-intervention is more effective than one-to one
treatment (Bauld et al., 2009b, McEwen et al., 2006).

1.5.1.1 Hazards of smoking and benefits of stop smoking

Most smokers are aware of the hazards of smoking, but they try to convince
themselves that smoking is not harmful if they smoke moderately (Heikkinen et al.,
2010). In fact, smoking is responsible for causing several types of diseases;
vascular, neoplastic and respiratory ones. It worsens the life condition of an
individual and leads to an early death (Doll et al., 2004). For example, in England, in
2010/2011, around 457 800 of hospital admissions, among adults aged 35 and
over, were caused by smoking (HSCIS, 2011). The harm of smoking depends
mainly on the heaviness of smoking and the age at the time the smoking started
(Oza et al., 2011). The effects of smoking are cumulative and in order to reduce the
harm of smoking, stop smoking should be achieved at an early age. For example,
90% of the excess hazards attributed to smoking can be avoided if a smoker stops
at 40 years of age and 97% could be avoided if he/she stops at 30 years of age
(Doll et al., 2004). Not all diseases will respond to stopping smoking in the same
way, the ex-smoker will witness faster decline in heart disease and stroke risk than

in lung cancer and chronic obstructive pulmonary disease (Oza et al., 2011).

1.5.1.2 Smoking prevalence and other factors

Smoking is responsible for 50% of the variations in death rates between adults who
live in higher SES areas and those who live in lower ones (Jha et al., 2006, Hiscock
et al., 2012a). Between 2001 and 2006 in England, the prevalence of smoking
adults declined in general, but there was no decline among lower SES people (Jha
et al., 2006). Despite that, smokers who were in lower SES received higher
numbers of interventions than those who were in higher SES (Douglas and
Szatkowski, 2013); the lower quit rates among lower SES decreased the chances
of meething the goal of bridging the gap in health inequalities resulting from
smoking (DH, 2011a). The stronger addiction to tobacco, insufficient social support
and lower motivation to quit were the main suggested reasons for lower quit rates
among lower SES (Hiscock et al., 2012b). Hiscock and co-workers (2012b)
suggested raising the price of tobacco products, which will have a higher effect on

low SES smokers and hence might help in reducing health inequalities.

In terms of ethnicity, the prevalence of smoking is higher in Bangladeshi and Black

Caribbean men when compared to White men (Karlsen et al., 2011). The variations



in smoking prevalence were explained by the variations in SES, where the two
minor ethnicities lived in lower SES areas (Karlsen et al., 2011). The common
barriers for successful quits among ethnic groups are language, religion and
culture, lack of time and negative attitudes to services and doctors (White et al.,
2005, Fu et al., 2007).

1.5.1.3 Types of pharmacological products provided for SSS

Tobacco companies have tried to change the design of cigarettes by inclusion of
filters, low-tar, and light variations. All those attempts have failed to reduce the
disease risk. Contrary, they may have encouraged non-smokers to start smoking
and thus slow down smoking cessation (Centers for Disease and Control
Prevention (US), 2010). Cigarettes contain 93 harmful and potentially harmful
compounds. They are carcinogenic, toxic to the respiratory and cardiovascular
systems and contain reproductive or development toxic compounds (Food and
Drug Administration (FDA), 2012). Only four compounds have addiction effect,
which are acetaldehyde, anabasin, nornicotine and nicotine (the most important
compound) (FDA, 2012). Smoking cigarettes causes quick absorption of nicotine
through the lungs, which in turn, leads to a rapid increase in nicotine levels in the
blood, hence making smoking the most powerful and dependence-produced form of

nicotine administration (Hukkanen et al., 2005).

Smoking cessation is accompanied with withdrawal symptoms which include
irritability, urge/craving to smoke, depression, restlessness, increased heart rate,
increased appetite and poor concentration (Hendricks et al., 2006). These
symptoms reach their peak in the first week, and then decrease to preabsitence
level within 1 to 4 weeks following the abstinence of smoking (Hendricks et al.,
2006). Three types of pharmacological products are available to help smokers quit
smoking, Nicotine Replacement Therapy (NRT), bupropion and varenicline (DH,
2011a). NRT reduces the withdrawal symptoms of nicotine, by stimulation of the
nicotine receptors in the ventral tegmental area of the brain, which in turn leads to
the release of dopamine in the nucleus accumbens. NRT mimics the mechanism of
nicotine by smoking but in slower and lower levels than smoking cigarettes, thus it
does not get rid of all the withdrawal symptoms (Molyneux, 2004). Various types of
NRT are available in the UK; chewing gum, patches, tablets and lozenges,
inhalators and nasal spray (MHRA, 2014). All types of NRT proved to increase the
quit rate in comparison to placebo (Stead et al., 2012). The addition of rapid

delivery of NRT with nicotine patch proved to be more effective than a single type of



NRT, such as nicotine gum (Stead et al., 2012). Bupropion, the second medication
available to help quit smoking, eases withdrawal symptoms by mimicking nicotine
effects on dopamine and noradrenaline. By its ability to antagonize nicotine
receptors (it inhibits nicotine from binding to the nicotine receptors without inducing
a biological response), it reduces the outcomes of nicotine uptake, which helps in
preventing relapse (Warner et al., 2005). Bupropion is more effective than placebo
(Aubin et al., 2004) and the addition of NRT to bupropion increases the efficacy of
quitting smoking (Stead et al., 2012). Varenicline, the latest medication that became
available to help in quit smoking, works as agonist and antagonist. It binds with
nicotine acetylcholine receptors (hnAChR) of the a432 subtype and increases the
release of dopamine in relevant brain areas and hence minimizes the craving for
nicotine and eases the symptoms of withdrawal (agonists effects). It also inhibits
nicotine from binding with those receptors, which result in reduction of nicotine-
induced dopamine release (Fagerstrom and Hughes, 2008). The drug effect of
pharmaceutical products against placebo varies from 2.27 (95% Confidence
Interval (CI) 2.02, 2.55) for varenicline, 1.69 (95% ClI, 1.53, 1.85) for bupropion and
1.60 (95% Cl, 1.53, 1.68) for any form of NRT (Aubin et al., 2013). Bupropion and
varenicline require a prescription to be dispensed, while NRT can be sold as
general sale list medicine (MHRA, 2014).

1.5.2 NHS health checks service

The NHS health check was introduced in 2009, following the publication of the
white paper “putting prevention first- vascular checks: risk assessments and
management”. The service aimed to provide risk assessment of diseases which
affect the vascular system for everyone who is aged 40-74 years old. The risk is
identified through physical assessment of the body, including blood samples. It also
requires full details about family history with consideration of any lifestyle risk such
as smoking (Figure 1.2). Those who are identified with low risk will receive advice
and those who are at moderate risk will receive advice and assistance such as
referring to SSS, obesity management and physical activity. Advice and intervention
is required for those who are at high risk in addition to pharmacological intervention
and intensive lifestyle programme for those with impaired glucose regulation (DH,
2008b). The service aimed to identify those at risk such as; smokers, obese people,
high alcohol drinkers and those with diabetes (PSNC, 2014). The economic model
of NHS health check programme was estimated to cost no more than £ 3 000 per
Quiality Adjusted Life Year (QALY) gained (DH, 2008b). Initially, the programme

aimed to target all eligible people over a period of 5-years with a minimum of 20%
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of those eligible each year (DH, 2008b). However, the percentage of screened

individuals varied in different Boroughs. For instance, in Ealing, in 2008/2009,

44.8% of the patients who were invited attended the check (Dalton et al., 2011).In
Hammersmith and Fulham, 32.7% of those who were invited in 2008/2009 attended
compared to 20% in 2009/2010 (Artac et al., 2013a). Therefore, in 2011/2012, the
DH asked PCTs to target 90% of their target, which is equivalent to 18% instead of
20% per year (Artac et al., 2013b). The PCTs in total reached 8.2% of their target in
2011/2012, with higher reach in more deprived PCTs compared to least deprived

ones (Artac et al., 2013b).

Figure 1.2: Summarises different actions based on results of health checks
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1.5.2.1 Obesity prevalence

The obesity is measured by the Body Mass Index (BMI) which is a measure of
weight relative to height (Butland et al., 2007). In 2003/2004 the mean BMI for men
and women in the UK was 27 kg/m? which lay outside the healthy range (18-24.9
kg/m?) but within the overweight range (25-29.9 kg/m?) (Butland et al., 2007).
However, it is still lower than the obese range (30-40 kg/m?) and morbidity obese
one (>40kg/m?) (Butland et al., 2007). There is a strong correlation between
deprivation and obesity, especially among children where childhood obesity is more
common in more deprived areas (Conrad and Capewell, 2012; Stafford et al.,
2010). Different explanations were suggested to explain this finding; the effect of
fast food which is more common in more deprived areas (Fraser and Edwards,
2010) and the lower level of physical activity in more deprived areas (Annear et al.,
2009) are the most accepted ones.

1.5.2.2 Alcohol intake

Alcohol intake over the allowed limit was seen among 42% of working men and
39% of working women (HSCIC, 2011a). Furthermore, the level of drinking is higher
among the employed (75% of men and 65% of women) than among the
unemployed (59% of men and 62% of women) or economically inactive (54% of
men and 45% of women) (HSCIC, 2011a). Drinking alcohol is associated with harm
to the drinker, the people surrounding the drinker and to the society (World Health
Organisation (WHO), 2014). Alcohol might be responsible for causing
gastrointestinal disease, neuropsychiatric conditions, cancers, cardiovascular

diseases and many other diseases (WHO, 2014).
1.5.3 EHC service

1.5.3.1 Risks of teenage age preghancy

The UK has the highest teenage pregnancy rates when compared to the other
European countries (Social Exclusion Unit (SEU), 1999). The burden of the problem
affects both affluent and deprived areas, with higher rates in more deprived areas
(SEU, 1999). The rates of teenage pregnancy are associated with three main
factors; dislike of school, pessimistic view of the future and poor circumstances and
unhappy childhood (Harden et al., 2009). Kaplan and co-workers (2004) found that
a female who gave a birth as a teenager, is more likely to have a lower income at
the age of 30 and is likely to receive 34% to 39% more benefits than a female who
does not. She is more likely to have a less well qualified partner who has a lower

weekly wage. Such a female, is more likely to work lower hours per week, which in
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turn will be reflected in less earning and more financial support from the
Government. Furthermore, they found that she is less likely to complete post-
compulsory education by the age of 30 when compared to the ones who had not
given birth when they were teenagers. Same findings were suggested by Goodman
and co-workers (2004) and Ermisch and Pevalin (2004). According to Goodman
and co-workers (2004) the family size is the main driver in determining the
disadvantages related to the income, and the level of benefits claimed as the UK
benefit system compensates the shortness in family income which is caused by
less working hours per week. In addition to the financial disadvantages, teenage
pregnancy is associated with higher risk of premature birth, low birth weight and
neonatal mortality (Chen et al., 2007) and higher incidence of anaemia and
pyelonephritis (renal inflammation) among pregnant teenagers (Gupta et al., 2008).

1.5.3.2 Interventions to reduce teenage pregnancy

In 1999, the UK Government suggested a national plan to halve the teenage
pregnancy rates by 2010 (SEU, 1999). The plan suggested a national campaign to
improve knowledge among teenagers about the risks of teenage pregnancy and
how to achieve better prevention (SEU, 1999). Harden and co-workers (2009)
found reliable evidence in their review, to support the effectiveness of interventions
versus no intervention to improve knowledge among children and youths in
preventing teenage pregnancies. This knowledge was reflected in 39% lower rates
of teenage pregnancies among the intervention groups than those who did not
receive any support with 0.61 as Relative Risk Ratio (RRR) and 95% confidence
interval between 0.48 and 0.77 (Harden et al., 2009). In the UK, provision of
contraception is free to all women and men through the NHS (NHS Choices, 2013).
In the USA, Peipert and co-workers (2012) found that the provision of free
contraceptive is significantly effective in preventing teenage pregnancy. However, a
teenager can have unprotected sexual intercourse, which is defined by failure of
using contraceptive methods (such as tearing of a condom or forgetting to take
contraceptive pill) or using no protection at all. In this case, a teenager can ask for
an emergency contraception. There are two methods of emergency contraception
that can be obtained in the UK; emergency contraceptive pill and Intrauterine
Device (IUD) (NHS Choices, 2013). There are two types of emergency
contraceptive pill; EHC (levonorgestrel) which can be bought or obtained free from
CPs under PGDs and does not require a prescription and can be bought as a
pharmacy medicine under the supervision of a pharmacist. Ulipristal (the second

type) requires a prescription from a qualified prescriber to be dispensed (NHS
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Choices, 2013). Further details of the two types of emergency pills are presented in
Chapter 3. The IUD is a small device which is T-shaped and requires a trained
person to insert it into the uterine for up to 5 days following the unprotected

intercourse to prevent the pregnancy (NHS Choices, 2013).

1.5.3.3 Role of CPs in reducing teenage pregnancy

Community pharmacists who agreed to provide EHC as an enhanced service,
supply the EHC to clients under Patient Group Directions (PGDs), which are
defined as a written instruction that allow the supply or administration of medicines
to certain types of clients (MHRA, 2013b). The locally agreed PGDs will identify the
age range for those who are eligible for the service (PSNC, 2014). The service aims
mainly to target young people, and increase their knowledge about emergency
contraception and other forms of contraception and hence increase access to the
service in case of unprotected intercourse and reduce the rates of unintended
pregnancies (PSNC, 2014).

1.5.4 Chlamydia screening and treatment services

1.5.4.1 Risks of Chlamydia

Chlamydia trachomatis is a bacterium and its sexually transmitted strains D-K is
responsible for causing genital tract infections in both women and men (Low et al.,
2007). The problem with chlamydia infections is that it can be asymptomatic and
may cause severe complications if it is left untreated (Adams et al., 2004).
Sonnenberg and co-workers (2013) found in their study on a sample of 15 162
women and men in Britain between 2010 and 2012, that the chlamyida infection
came second among the most sexually transmitted diseases, following human

papillomarivus infection and followed by HIV and gonorrhoea.

1.5.4.2 Interventions for Chlamydia screening

In 2003, the National Chlamydia Screening Programme in England was introduced
(Low et al., 2007). The programme was first piloted to target women in Portsmouth
and Wirral. It was expanded later to 25% of PCTs by end of 2004 and by end of
March 2007 the programme was nationally provided (Low et al., 2007). The
programme aimed to target those who are sexually active and under 25 years old.
The tests are available through GPs, CPs, community sexual and reproductive
health and termination pregnancy services (Woodhall et al., 2012). Chlamydia
infection can be treated with azithromycin (1 g single dose) or doxycycline (100 mg

twice daily for 7 days) (Low et al., 2007).
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1.5.4.3 Role of CPs in Chlamydia screening

In 2008, azithromycin was reclassified from prescription only medicine into
pharmacy medicine (MHRA, 2008). This allowed CPs to sell it to those aged 16
years and above with confirmed asymptomatic chalmydia infection (MHRA, 2008).
Chalmydia screening and treatment as an enhanced service through CPs was
introduced in 2010 (PSNC, 2014). Pharmacists can participate in screening,
treatment or screening and treatment. For those who deliver screening only, they
supply the service user with chlamydia screening kit. Pharmacists should inform
clients how to use the kit, how to return it to be tested and what will happen after
that. The service user should complete the screening form and provide urine
sample. Then, the service user has the choice to send it to the microbiology
laboratory by themselves or to return it back to the pharmacist. In the later case,
the pharmacist should ensure sending it to the laboratory. The service user will be
informed of results by the post or via pharmacy. Those with positive results can get
free treatment from sexual health clinics or from CPs, which offer chlamydia
treatment services. A proof of positive results should be shown in both cases
(PSNC, 2014, National Chlamydia Screening Programme (NCSP), 2010a).

1.6 Healthy Living Pharmacy (HLP)

In general, Portsmouth population have a health life worse than the England
average based on their health profiles and there is a wide variation in life
expectancy between those who live in most deprived areas and those who live in
least deprived ones (NHS Portsmouth, 2009). In 2009, a model was developed by
Portsmouth City PCT through which the CP will become a healthy living centre. The
model was rolled out in 30 PCTs following the success of Portsmouth's model. In
HLP model, pharmacists should deliver at least one service of EHC, chlamydia
screening, alcohol service and weight management in addition to delivering SSS.
HLP should have at least one Healthy Living Champion (HLC), who is member of
the pharmacy team (not a pharmacist). In order to be a HLC, a member of
pharmacy team has to attain certain course which can be attained by different
providers (NHS networks, 2014). HLC plays as a contact point to attract individuals
and answer their questions (Duggan et al., 2013). The candidate HLC has to study
four modules in order to pass an exam of multiple choice question (MCQ) (National
Pharmacy Association, 2014).The modules cover four topics; health and health
inequalities, effective communication, promotion of health and wellbeing and impact
of behaviour change in health and wellbeing (National Pharmacy Association,

2014). The exam has to be taken under the supervision of the pharmacist within a
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pharmacy within 45 minutes (National Pharmacy Association, 2014). In September
2013, there were more than 700 CPs that adopted HLPs scheme and a number of
2 100 were trained to be HLCs (Public Health England, 2014).

1.7 Cost-effectiveness analysis of health interventions

1.7.1 Cost-effectiveness definition

Cost-effectiveness analysis is an analytical tool to compare the cost and health
effect of an intervention with a purpose to prevent, diagnose and treat disease with
an alternative strategy to achieve the same goal (Mandelblatt et al., 1997). It is
important to distinguish between two types of cost-effectiveness analysis based on
the relation between the intervention and the alternative strategy. The first type is
called independent, where the costs and effects of one intervention are not affected
by the introduction of the other intervention. The second type is called mutually
exclusive, where implementation of one intervention restricts the implementation of
the other, or where implementation of one intervention affects the cost and results
of the other (Phillips, 2009). In addition to cost-effectiveness analysis, there are two
types of health economic methodologies; cost-utility analysis and cost-benefit
analysis (McCabe, 2009). The only difference between the three methodologies is
the outcome measure, as the outcome measure in cost-utility analysis is the
guantity and quality of life which can be expressed by QALYs and the outcome
measure in cost-benefit analysis utilises monetary benefits (McCabe, 2009).

1.7.2 Application of cost-effectiveness analysis

The Incremental Cost- Effectiveness Ratio (ICER) is a measure to test the cost
effectiveness. It is calculated based on difference in costs divided by difference in
health effects as in Equation 1.1 (Phillips, 2009).

ICER = Costs of intervention 1-Costs of intervention 2 (Equation 11)

Health effects of intervention 1-Health effects of intervention 2

The National Institute for Health and Care Excellence (NICE) requires the use of
cost-utility analysis which utilises the QALYs as an outcome measure and the ICER
becomes ICER per QALY gained (Phillips, 2009). QALY is a measure of quality of
life which utilises both quality and quantity of life. A QALY measures the years of
life the individual will live in better health. A year of perfect health has the value of 1,

a year of less than perfect health has the value less than 1 and death has the value
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of 0 (Phillips and Thompson, 2009). The quality of life is measured by using the EQ-
5D measure (Phillips and Thompson, 2009). The EQ-5D involves 5 categories. The
first category is the mobility which identifies whether the individual is able to move
freely, has some difficulties in move or unable to get out of bed. The second
category is the pain/discomfort which identifies whether the individual has no pain
at all, moderate pain or severe pain. The third category is self-care which tests
whether the individual is able to clean himself/herself, has some difficulties in
cleaning himself or unable at all to clean himself/herself. The fourth category is the
anxiety/depression which measures whether an individual is not depressed suffers
from moderate depression or has severe depression. The last category is usual
activities such as work, study, house work and leisure. The individual has no
problem, moderate problem or severe problem in performing usual activities. Based
on the three cases of each of the EQ-5D, there are 243 possible health states.
When unconscious and death states were added the total, there will be 245
possible health states (Phillips and Thompson, 2009). A recent study of economic
model of the new medicine service from the NHS England perception found that the
intervention will save the NHS £ 3 005 per QALY gained (Elliott et al., 2014). The
NHS health check service was estimated to cost the NHS around £3 000 per QALY
(DH, 2008b). NICE considered interventions of ICER of less than £20 000 per
QALY gained to be cost effective (NICE, 2012). Furthermore, interventions with
ICER between £20 000 and £ 30 000 per QALY gained could be considered as

cost-effective if certain conditions are applied (NICE, 2012).

1.7.3 Sensitivity analysis

Cost-effectiveness analysis is highly connected with uncertainty in terms of used
methods or the parameters that have been used to populate the model (Thaban et
al., 2013). Hence, a sensitivity analysis is required to overcome this uncertainty,
which can be conducted in one-way or multiway (Taylor, 2009). In case of the one-
way analysis the parameters should be varied according to the confidence interval
of the data or they should be varied according to the whole range of values that
have been reported in the literature (Taylor, 2009). In a multi-way analysis, more
than one parameter is changed simultaneously (Taylor, 2009). For instance, there
is uncertainty in both the cost of an intervention and its effectiveness. A one way
sensitivity analysis would deal with either cost or effectiveness but not with both of

them at the same time. Multi-way analysis will suggest different scenarios where
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both the cost and effectiveness are increasing, decreasing or one is increasing and

the other is decreasing.

1.8 Literature review of vascular and sexual health pharmacy services

A search of the literature on vascular and sexual health pharmacy services was
performed to identify studies that were conducted to evaluate vascular and sexual
health pharmacy services provision from CPs. Medline, Embase, Cinahl databases
and Google scholars were used to conduct the search. The search was conducted
in two stages; stage one (prior to proceeding with the identification of methods to be
used and collection of data before end of 2011), stage two (during the time spent in
data collection until the time of writing this thesis). The search included UK studies
which were published between January 2000 and August 2014. The search
strategy used the following key words; CP service, stop smoking/ smoking
cessation, weight management, alcohol intervention, health check, cardio-vascular

assessment, chlamydia screening, emergency contraception.

1.8.1 Results of the search
3652 articles were found through the search, 391 were UK studies. Only 44 studies
were related to the CP vascular and sexual health services and hence they were

included in the review (Tables 1.2 and 1.3).

1.8.1.1 Method used in identified studies

21 studies were related to vascular health pharmacy services and 23 studies were
related to sexual health pharmacy services. Two Randomised Control Trials (RCTS)
studies were identified (Maguire et al., 2001; Jolly et al., 2011). Twelve studies
included interviews and focus groups (Fitzgerald et al., 2009; Dhital et al., 2010;
Krska et al., 2010; Folkes et al., 2001; Seston et al., 2001; McAllister et al., 2002
Bissell and Anderson, 2003; Bissell et al., 2006; Cooper et al., 2008b; Thomas et
al., 2010b, Dabrera et al., 2011, McNaughton et al., 2011). Nine studies were
survey questionnaire type studies (McCaig et al., 2011; Newlands et al., 2011;
Killick and Irving, 2004; Cameron et al., 2007; Seston et al., 2007; Gale and
Watson, 2011, Taylor et al., 2012, Weidmann et al., 2012, Cameron et al., 2012).
Four studies used more than one method as its methodology (Baraitser et al., 2007,
Dhital et al., 2013, Jhan et al., 2013, Krska and Mackridge, 2014). The remaining

17 studies were observational studies (Tables 1.2 and 1.3).
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1.8.1.2 Sample population and response rate

The sample size was less than 50 community pharmacists in case of phone
interviews, face-to-face interviews and focus groups based studies (Fitzgerald et
al., 2009; Dhital et al., 2010; Krska et al., 2010; Seston, 2001; Bissell and
Anderson, 2003; Bissell et al., 2006; Cooper et al., 2008b; Thomas et al., 2010Db).
The sample covered all eligible CPs in chosen areas in the case of the postal
surveys conducted by McCaig and co-workers (2011) and Newlands and co-
workers (2011). The study by Killick and Irving (2004) targeted all community
pharmacists of one large chain in the UK. It targeted 140 community pharmacists in
the UK in the study by Cameron and co-workers (2007) and 128 community
pharmacists in Scotland in the study by Gale and Watson (2011). The sample size
was 6000 in case of targeting the public in the study conducted by Weidmann snd
c-workers (2012) and 204 in the study conducted by Cameron and co-workers
(2012). The observation studies dealt with a large number of service users (Boyd
and Griggs, 2009; Horgan et al., 2009; Bauld et al., 2009b; Lloyd and Gale, 2005,
Hunt et al., 2013, Morrison et al., 2013, Parsons et al., 2013) (Tables 1.2 and 1.3)

The response rate of community pharmacist in the survey studies ranged from
20.6% to 64.8% (Cameron et al., 2007; Gale and Wastson, 2011; McCaig et al.,
2011; Newlands et al., 2011, Weidmann, 2012, Dhital et al., 2013) (Tables 1.2 and
1.3)

1.8.1.3 Opportunities and success of vascular pharmacy services

The services in general showed a good accessibility for the vascular health
pharmacy services in terms of stop smoking service (Boyd and Griggs, 2009; Bauld
et al., 2011), alcohol screening (Fitzgerald et al., 2008; Dhital et al., 2010, Dhital et
al., 2013 krska et al., 2013, Krska and Mackridge, 2014), cardio-vascular
assessment (Horgan et al., 2009, Taylor et al., 2012, Hunt et al., 2013) and weight
management services (Jolly et al., 2011; Newlands et al., 2011; Krska et al., 2010,
Weidmann et al., 2012, Morrison et al., 2013, Boardmann and Avery, 2014) (Table
1.2). SSS was found to be effective (Maguire et al., 2001; Boyd et al., 2009; Bauld
et al., 2009b). However, SSS was found to be more effective when it is provided
through group based interventions compared to pharmacy intervention, as the time
and frequency of meetings are higher (Bauld et al., 2009b). Similar findings were
identified in case of the weight management service, where the intervention at

shorter time (12 weeks) through CPs was effective and its effectiveness diminished
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in a longer time (one year), unlike other interventions such as group based
programmes which its effectiveness lasted for year (Jolly et al., 2011). Community
pharmacists felt that lack of confidence when providing services such as alcohol
screening and weight management can be overcome if additional training is
provided ( McCaig et al., 2011; Fitzgerald et al., 2009; Newlands et al., 2011).
Donyai and Berg (2009) found that the risk attributed to cardio-vascular disease
was higher among people from deprived areas and Krska and co-workers (2010)
found that the use of weight management service through CPs was higher in more
deprived areas. Furthermore, Krska and Mackridge (2014) found that alcohol
drinkers from more deprived areas are more willing to use alcohol screening service
through CPs compared to those from less deprived ones. This suggests the
importance of the role of CPs in reaching those who live in more deprived areas to
tackle the gap related to vascular diseases that can be prevented by interventions
through CPs (Table 1.2)

1.8.1.4 Opportunities and success of sexual health pharmacy services
Community pharmacists showed positive views towards deregulation of EHC into a
pharmacy status medicine (Folkes et al., 2001; Seston et al., 2001; McAllister et al.,
2002; Bissell and Anderson, 2003; Bissell et al., 2006; Baraitser et al., 2007). Early
experience of deregulation raised concerns from community pharmacists about
misuse of EHC and its impact on the use of regular contraceptive methods, which in
turn might increase the chances of sexually transmitted infections (Folkes et al.,
2001; Seston et al., 2001; Bissell and Anderson, 2003; Cooper et al., 2008b).
Pharmacists also showed a lack of knowledge regarding the mechanism of EHC
and training programmes proved to be effective in filling this gap in knowledge
(Seston et al., 2001; Bacon et al., 2003). Following couple of years after
reclassification, pharmacists were found to be efficient and they showed a high
standard in terms of EHC provision (Glasier et al., 2010). However, mistakes were
seen through few numbers of pharmacists who supplied EHC in case of
contraindication (Weiss et al., 2010). The accessibility of CPs was the factor that
enabled clients to obtain EHC faster than other venues (family health clinics and
General Practices (GPs)) and hence increased the number of obtaining EHC from
CPs when compared to other providers (Killick and Irving, 2004; Lewington and
Marshall, 2006; Black et al., 2008). In a recent study conducted by Cameron and
co-workers (2012), it was found that the uptake of EHC was irrelevant to the
knowledge of its free supply through CPs and women of less deprived areas are

more willing to use EHC than women of more deprived ones (Table 1.3).
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In case of chlamydia services, community pharmacists showed willingness to
provide kits, to do the screening in house and to provide treatment (Cameron et al.,
2007; Dabrera et al., 2011). Anderson and Thronley (2011) found that public are
accessing the services through CPs and Brabin and co-workers (2009) and
Dabrera and co-workers (2011) suggested that the provision of kits to those who

requested EHC can increase the accessibility of chlamydia screening (Table 1.3).

1.8.2 Barriers towards provision of services

The workload and inadequate training were found to be the most important barriers
in terms of provision of vascular and sexual health services ( Fitzgerald et al., 2009;
Dhital et al., 2010; McCaig et al., 2011; Newlands et al., 2011; Gale and Watson,
2011) (Table 1.2 and 1.3). CP was not the first choice for the public to access
services such as weight management services (Krska et al., 2011). A lack of
reimbursement and additional staff were barriers towards provision of vascular and
sexual health services (Newlands et al., 2011; Gale and Watson, 2011). Lack of
privacy was reported as barrier in terms of provision of vascular health services
(Taylor et al., 2012, Krsaka and Mackridge, 2014) (Tables 1.2 and 1.3).

1.8.3 Methods to improve the uptake of vascular and sexual health services
Posters in CPs or GPs were found to be the main method to inform individuals
about availability of alcohol brief screening through CPs (Krska and Mackridge,
2014). McNaughton and co-workers (2011) suggested overcoming IT barriers to
improve uptake of health check service. Pharmacists were lacking a secure internet
connection which enables them to transfer patients' data to the NHS server in a
safe and secure way. In case of sexual health services, a combination of the two
services (EHC service and chlamydia screening service) could improve the reach of
chlamydia services, by enabling community pharmacists to offer young people who
ask for an EHC a urine kit in order to be tested for chlamydia as it was

recommended by Dabrera and co-workers (2011) (Tables 1.2 and 1.3).
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Table 1.2: Published studies related to vascular health service through CPs

Author (s) / Title Aims/ Objectives Method Setting, and Key findings Comments
(year) number participating
Maguire et al. A To evaluate whether RCT 100 CPs in Northern  The abstinence rate at 12 month The study covered only

randomized controlled
trial of a smoking
cessation intervention
based in community
pharmacies (2001).

Boyd et al. Cost-
effectiveness of
pharmacy and group
behavioural

support smoking
cessation services in
Glasgow (2009)

Fitzgerald et al.
Developing and
evaluating training for
community
pharmacists

to deliver interventions
on alcohol issues
(2009).

a structured CP-
based smoking
cessation programme
(the

PAS model) would
give rise to a higher
smoking cessation
rate compared with
ad hoc advice from
pharmacists
Examine the cost-
effectiveness of NHS
SSS group and
pharmacy fresh

Observational
study and
information
from the NHS

programme.
To evaluate Phone
pharmacists' interview with
readiness to provide  pharmacists,
alcohol intervention followed by
and to develop a two days
training based on training.

findings to intervene
hazards and harmful
drinking.

Ireland and 24 CPs
in London.

484 smokers were
recruited; n=265 for
the intervention
group and n=219 for
the control group.
Self-reported
validation was used
at 12 months

Data for 1979
smokers (1508
through CPs and
471 through group)
who attended the
service between
March and May
2007 in Glasgow
was analysed.

8 CPs in Scotland.

follow up was 14.3% (38) for the
intervention versus 2.7% (6) for the
control group, with P < 0.001.

The incremental cost per QALY for
lifetime quitter was £4 400 for
pharmacy and £5 400 for group.

Pharmacists felt that the provision
of alcohol intervention is feasible.
Training should focus on
communication skills and alcohol
related knowledge. The developed
training course was positively
evaluated and led to increase in
knowledge, attitudinal scores and
self-related competence

Northern Ireland and
London, with more focus
on Irish pharmacists and
Irish smokers. Findings
should be treated
carefully upon
generalisation.

The study was well
conducted using direct
measures to calculate
costs and effectiveness
(short-term) and literature
(long-term effectiveness).
It also used sensitivity
analysis to overcome any
uncertainty in
effectiveness.

The study had a low
number of interested
pharmacists who
participated in interviews
and training. The
effectiveness of training
was only measured on a
short-term (after 2 days)
with no further tests.
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Continued - Table 1.2: Published studies related to vascular health service through CPs

Author (s) / Title Aims/ Objectives Method Setting, and Key findings Comments

(year) number participating

Horgan et al. To investigate the pilot Observational 23 CPsiin The service succeeded in The study covered a
Evaluation of a of cardio vascular study Birmingham, reaching the targeted reasonable number of people
cardiovascular (CVD) assessment in England. population as 70% of the to be tested in a city with an

disease
opportunistic risk
assessment pilot
(‘Heart MOT’ service)
in community
pharmacies

(2009)

Donyai and Berg.
Coronary heart
disease risk
screening: the
community
pharmacy

Healthy Heart
Assessment Service
(2009)

Bauld et al. A
comparison of the
effectiveness of
group-based and
pharmacy-led
smoking cessation
treatment in Glasgow
(2009b)

CPs

Explore the
characteristics and
CHD risk of people
who accessed free
healthy heart
assessment (2004-
2006)

To compare the
characteristics and
outcomes of users
accessing pharmacy
and group-based
smoking treatment.

Importing the
data from the
large chain where
the services were
conducted

Observational
study

A number of 1141
people used the
service (1 June
2007- 31 March
2008) and data were
available for 1130
(99%).

Large chain CPs in
the UK. 8278 people
data was checked

Glasgow, Scotland.
Pharmacy fresh and
group NHS SSS.
Data for 1785 users
between March and
May 2007 was
analysed

people attended were
referred to their GPs with
25% being at CVD risk of
20% or more.

64.89% were at low risk and
35.12% were at moderate
risk.

Male had a higher moderate
to higher risk than female,
with RRR (1.72). Labour
manual working and
deprivation was associated
with higher moderate risk.
Pharmacy co-validated quit
rate at 4 weeks was 18.6%
compared to 35.5% in the
group-based service.

identified poor health.
However, it was
underrepresented of women
in the city. No follow up of the
referred patients was
conducted.

The study analysed data of
8287 people. However, the
study did not conduct any
follow up for any of those who
were at low risk.

The study was well conducted
which clearly reported the
benefit and costs of stop
smoking cessation
interventions.
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Continued - Table 1.2: Published studies related to vascular health service through CPs

Author (s) / Title Aims/ Objectives Method Setting, and Key findings Comments

(year) number participating

Krska et al. To identify the public’s  Face- to-face Sefton PCT, 75% of the public who were The study did not
Community views on weight- interview England. interviewed tried to lose weight. represent the whole
pharmacy management 177 public were OTC medicines and weight-loss population as almost
contribution to services, including interviewed. products were used more than 70% of respondents

weight management:

identifying

opportunities (2010).

Dhital et al.
Community
pharmacy service
users’ views and
perceptions of
alcohol screening
and brief
intervention (2010)

pharmacies as a
potential venue, and
the extent of current
pharmacy
involvement in weight
management.

Semi-structured
interviews with
users of the
service

To investigate
potential barriers and
enablers of CP to
deliver alcohol
screening and brief
intervention

66 CPs were invited
to be interviewed.

4 CPs within
London. 237
participants were
approached

prescribed medicines. Respondents
felt that pharmacists and
pharmacies are not the favourable
to provide weight management
services.

The pharmacy response rate was
75% (49).

48 CPs dispended prescriptions for
weight loss and 38 supplied OTC
weight-loss products.

Supply frequency increased with
increasing deprivation of
pharmacy's location.

43% agreed to be interviewed. 52%
were identified as risky drinkers and
it was higher among younger age
group and professional. Higher
qualification was least frequent
visitors to CPs and they were seen
in multiple rather than independent
CPs. Public identified CPs as
accessible and anonymous place,
but lack of privacy and time as a
barrier.

were female.

It was conducted in
shopping centres during
day time only and BMI
of respondents was not
measured by the
researcher.

The study was
conducted in
Westminster Borough, a
Borough with an
average deprivation
score. The small
sample size and 43%
response rate limit the
findings from
generalisation.
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Author (s) / Title Aims/ Method Setting, and number Key findings Comments
(year) Objectives participating
Bauld et al. To identify Observatio NHS SSS Scotland. Quit rate at 4 weeks was 22.5% The study was well
One-Year Outcomes and a the nal study which dropped to 3.6% at 52 conducted and calculated
Cost-Effectiveness Analysis proportion of weeks. The group service both benefits and costs for
for Smokers Accessing Group- NHS SSS achieved quit rate of 6.3% while one year follow up. It used
Based and Pharmacy-Led recipients the pharmacy 2.8%. sensitivity analysis to
Cessation Services (2011) who reported The incremental cost per QALY  overcome uncertainty in
prolonged gained was £4 800 for the calculations after one year.
abstinence group versus £2 600 for The only comment is that
for 52 weeks pharmacies. was conducted in Glasgow
and with significantly lower CO-
confirmed by validated quit rate when
CO-validation compared to England.
McCaig et al. Provision of To identify A postal All CPs in Scotland (n= The response rate was 45% The study targeted all CPs
advice on alcohol use in CPs'level of  questionnai  1098). (497). Good level of knowledge in Scotland and succeeded
community pharmacy: provision of re survey. (97% among male and 84% in achieving 45% response
a cross-sectional survey of advice to among female). Lower level of rate. The study depended
pharmacists’ practice, alcohol users advice provision ( 5% did mainly on perceptions and
knowledge, in Scotland. advice once or more per week memory rather than
views and confidence (2011) and 29% no advice at all). recording data which might
Lack of confidence in screening result in bias in answers.
and providing alcohol services
Jolly et al. Comparison of To assess 8-arm RCT  Birmingham PCT. 740 Significant weight loss was The study was able to cover
range of commercial or the obese with comorbid seen through all interventions at a various strata of society
primary care effectiveness disorder. The intervention the end of 12 weeks. At one with focusing on mostly
led weight reduction of a range of includes a choice of one year, all interventions had disadvantaged groups
programmes with minimal weight of six programmes significant loss except GPs and  where the problem might be
intervention control for weight management counselling. The control CPs. more serious.
loss in obesity: Lighten programmes group was provided with The self-report method in
Up randomised controlled trial  in terms of 12 vouchers to use local measuring effectiveness is
(2011). weight loss. leisure fitness free. still a short coming.
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(year) participating
McNaughton et al.  To identify the Interviews Tees Valley, England. Four challenges were The study was well

Making a success
of providing NHS
Health

Checks in
community
pharmacies across
the

Tees Valley: a
gualitative study
(2011)

Newlands et al.
The provision of
current and future
Healthy Weight
Management
(HWM) services
from community
pharmacies:

a survey of
community
pharmacists’
attitudes, practice
and

future possibilities
(2011)

challenges in delivering
the Healthy Heart
Checks through CPs
and to make use of
identified challenges to
improve service
through other settings.

To identify the
community
pharmacists' activities
and attitudes towards
the current and the
future of healthy weight
management services.

A postal survey

All 128 CPs in Grampian,
Scotland.

identified; developing
confident, establishing and
maintaining pharmacy
Healthy Heart Checks,
overcoming IT barriers,
competent staff and
ensuring volume and
through flow in pharmacy.

The response rate was
64.8% (83). Supply of
weight-loss medication
was the most common
activity 69 (84.1%), advice
about its use (84%),
dietary advice (72.8%),
BMI calculation (68.3%)
and physical activity
advice (66.3%).67.5% CPs
felt there is a need for
those services and 57.9%
a need to extend them.
Barriers included
workload, additional staff
and inconvenient
reimbursement. CPs felt
there is a need for extra
training

conducted as it identified
barriers based on
pharmacists' perceptions
and members of PCTs. It
covered all possible
barriers at the early stage
of commissioning NHS
health check service but
not at long-term.

The study targeted all CPs
within one area of
Scotland and achieved
good response rate (%65).
Most of the respondents
(85.5%) studied in the
same local university,
which might cause a bias
in responses.
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Taylor et al. A To identify whether Handed 8 CPs in Sefton PCT, 259 individuals were screened, (97 The study is
community pharmacy-based questionnaire England (37.4%)) completed the questionnaire. limited to one
pharmacy-based cardiovascular disease by pharmacist A significantly more service users PCT and had
cardiovascular (CVD) and face-to-face (90.7%) agreed that pharmacy was a a low
screening screening reached the questionnaire good place for screening comparing to response rate
service: views of desired population and to survey with non- users (77.4%; P < 0.005) and a which inhibits
service users and investigate the local public in significantly fewer service users (10.3%) the findings
the public (2012) population’s awareness of  participating compared to 25.3% of non-users felt that from
pharmacy pharmacies' screening should be by doctors (P < generalisation.
screening and the views of  neighbourhood. 0.005).

Weidmann et al.
Views of the
Scottish general
public on
community
pharmacy
weight
management
services:
international
implications (2012)

service users and the
general public about CVD
screening.

To investigate Scottish
general public views on
provision of weight
management through CPs

Cross-sectional 6000 member of

postal Scottish general public
questionnaire aged 18 years and
survey above.

Lack of privacy and confidently were the
main barriers

Response rate was 20.6%, 751 (60.1%)
agreed or strongly agreed that they had
easy access to pharmacy services, 438
(35%) said that it was more convenient
to obtain weight management advice
from a pharmacist.

Lack of awareness of the types of health
services available was reported by 162
(13.2%) and 320 (25%) would

not feel comfortable speaking to a
pharmacist or medicines

counter assistant about weight related
issues.

Privacy and perceived lack of
pharmacists’ specialist knowledge were
identified as batrriers to service uptake.

The study had
a low
response rate
(20%).

Most of the
respondents
were male and
of age 60
years or older,
which incurred
bias in
representing
the findings.
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Dhital et al. The
impact of training
and delivering
alcohol brief
intervention on
the knowledge
and attitudes of
community
pharmacists: A
before

and after study
(2013)

Hunt et al.
Evaluation of the
Healthy Life
Check
programme: a
vascular

risk assessment
service for
community
pharmacies in
Leicester city, UK
(2013)

To evaluate:
pharmacists’
attitudes towards
hazardous/harmf
ul drinkers and
knowledge before
training and after
delivering brief
intervention; and
their experience
of training

To evaluate the
effectiveness of a
pharmacy-led risk
assessment
service in
Leicester City,
UK.

Questionnaires
survey,
observational and
focus group

Observational study

Community
pharmacists of 62
CPs in inner
London, England.

39 CPs in Leicester
City, England.

37 pharmacists expressed their
willingness to participate, 2 were excluded
due to lack of consultation room and 6 did
not attend the training leaving 29 as final
sample.

139 alcohol interventions were delivered
by 19 pharmacists over five months
(recruiters).10 pharmacists completed no
interventions (non-recruiters). Knowledge
was improved and motivated pharmacists
recruited more participants.

2521 individuals were recruited (1059
(42%) males, 1696 (67%) South Asians
and 199 (7.9%) individuals not registered
with a GP. A total of 462 (18%) individuals
were referred to primary care and 52.6%
of a representative subset were
subsequently recorded as having
attended an appointment with their GP.

The short-term training
and the fast decrease in
knowledge following the
end of training did not
reflect the real role the
pharmacists can deliver
in alcohol screening.
Most of the surveyed
pharmacists were
already delivering a
wide range of health
services.

The study was
conducted in a city with
a possible coronary
heart disease due to
deprivation and high
percentage of minor
ethnicities. It proved
that pharmacists were
able to reach a good
number of people,
especially those who
were at high risk.
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Khan et al. Alcohol  To identify the uptake of Observational 26 CP in Lambeth, 141 (21%) of eligible The study was well
brief intervention the study, London, England. customers used the conducted and covered

in community
pharmacies: a
feasibility

study of outcomes
and customer
experiences (2013)

Morrison et al. A
community
pharmacy weight
management
programme: an
evaluation of
effectiveness
(2013)

CP alcohol brief
intervention service, to
establish

post-brief intervention
changes in alcohol
consumption for
hazardous

drinkers, to report the
acceptability of the
service to

customers who
received it and to
determine the cost
effectiveness of service
through CPs

To evaluate weight
change among patients
who used
Counterweight
management
programme which
delivered by community
pharmacist.

questionnaire
and telephone
interview

Observational 16 CPs in Scotland.

study.

service, 75% were risky
drinkers.

The brief intervention was
effective in significantly
reducing a 7-day alcohol
unit consumption and
drinking days for
hazards.10 (91%) of
harmful drinkers who were
contactable post-Bl had
accessed further alcohol
related services.

The provision of service
was estimated to cost £134
per customer.

458 patients were enrolled
(75% women, with mean
age of 54 years and mean
BMI of 36.1 kg/m?.

32 patients out of 77 who
attended for a year had
achieved the target weight
loss of 25% with 4.1 kg as
a mean weight loss.

No difference in weight
loss was related to sex,
baseline BMI or age.

costs for providing alcohol
Bl, in addition to alcohol's
impact on employment
status. However, the study
only estimated a short-term
benefit (3-months) and did
not investigate any further
benefit upon reducing
alcohol consumption.

It targeted CPs in areas
where overweight is a
common problem and no
offering of counterweight
services. However, it has
an over estimation of
women in that areas.
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Boardman and To evaluate the effectiveness of Observational CPsin four PCTsin  77% were female, with mean Good evaluation of
Avery. community pharmacists in study. England (Berkshire age 52.8 years and mean weight management
Effectiveness of helping patients to reduce their West, Cornwall and  baseline weight 96.3 kg, mean programme was
a community weights Isles of Scilly, weight loss at 3 months was reported at two
pharmacy weight Coventry and 3.07 kg and mean points; 3 and 6
management Plymouth) waist circumference loss was months.
Programme Data of 281 patients  3.87 cm, with no difference in It had a higher
(2014) were analysed. blood pressure. Mean weight percentage of women
loss at 6 months was 4.59 kg (77%).
and mean waist circumference It did not compare the
loss was 4.79 cm, with reduction  results based on
in systolic blood pressure of 9.5  social differences
mmHg and diastolic of 4.7 (e.g. employability
mmHg. and deprivation) and
smoking status.
Krska and To determine the views of CP Telephone Sefton PCT, All stakeholder groups viewed The study was well-
Mackridge. staff, the general public and interviews with England pharmacy-based alcohol conducted using

Involving the
public and other
stakeholders

in development
and evaluation of
a community
pharmacy
alcohol
screening and
brief advice
service (2014)

other stakeholders towards
alcohol screening and advice
service.

To design an acceptable and
feasible pharmacy based
alcohol screening and advice
service based on stakeholder
views.

To evaluate a pilot service from
the user perspective.

stakeholders,
street survey with
public, work
group with
stakeholders and
telephone
interviews with
service users.

screening services as
acceptable and feasible with the
potential for integration and/or
combination with existing public
health services.

Privacy was the main barrier and
drinkers of more deprived areas
were more willing to use the
service.

Posters were considered as the
main venue to inform users.

triangulation
(interviews and
survey).

It identified views of
stakeholders and
public.
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Author (s)/ Title Aims/ Objectives Method Setting, and Key findings Comments
(year) number
participating
Folkes et al. A qualitative To investigate the Qualitative study A NHS family Women showed positive views  The study was well

study of the views of women
aged 18-29 on over the
counter availability of
hormonal emergency
contraception (2001)

Seston et al. Emergency
hormonal contraception: The
community pharmacy
Perspective (2001)

McAllister et al. Evaluation
of a young person’s sexual
health service in a
commercial setting (2002)

women's perceptions
regarding deregulation
of EHC prior to its
deregulation on
January 1st 2001.

To explore the CPs'
views regarding the
deregulation of EHC
into pharmacy
medicine.

To investigate how
young people are
accepting are
accessing sexual
health service in a city
centre pharmacy.

using face to
face and semi-
structured
interviews.

Two focus
groups

A qualitative
survey and
semi-structured
interviews

planning clinic and
a general practice
in South West of
England.

27 women aged
between 18 and 29
were interviewed
14 CPs in North
West England.

One community
pharmacy in
Scotland

regarding deregulation as it
would bring a fast, convenient
and anonymous delivery.
Concerns were raised regarding
misuse and costs.

CP was their preferred choice
obtaining EHC

There was a lack of knowledge
about how the EHC works
among number of CPs.

CPs felt that the new method of
supply has some risks and
might be abused.

98 attended the service and 53
out of them attended the
service for EHC, 26 for
hormonal contraception.

A 93% of clients were satisfied/
very satisfied with the opening
times and all with pharmacy
location.

conducted. However,
there was no
justification for
approaching only
women without male
partners.

The study was
amongst the first
studies to identify
pharmacists' views
towards deregulation
of EHC.

However, it was
limited to one region
of the UK.

Despite that the study
reached only 98
persons, the majority
were sexually active
and came from
different areas of the
city, which could be
representative to the
rest of population.
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Bacon et al. Training To describe and A systematic Lambeth, The training course was effective in The study tested the
and supporting evaluate the analysis of Lewisham and  informing pharmacist about how to deal community pharmacists'
pharmacists to supply training received written and oral Southwark, with EHC. knowledge for a short
progestogen-only by CPs to data from London. and long term.
emergency provide EHC pharmacists pre, 20/22 CPs in However, it only covered
contraception (2003) under PGD in post and during the training pharmacists in socially

Lambeth, training , followed cohort and 6/23 deprived cities.

Lewisham and by who applied but

Southwark, analysis of training  were not

London. accepted.
Bissell and Anderson. To explore the Interviews with North- West 47 (8.7%) users participated. Two focus The study covered both
Supplying emergency pharmacists and pharmacists. Focus England. groups were conducted; 5 women (group pharmacists and users

contraception via
community
pharmacies in the UK:
reflections on the
experiences

of users and
providers (2003)

Killick and Irving. A
national study
examining the effect
of making emergency
hormonal
contraception
available without
prescription (2004).

the users
regarding
supplying of
EHC.

To identify
women's views
regarding the
access and
uptake of EHC

group with service
users

Self-completed
questionnaire to
women requesting
EHC

Interviews with
24
pharmacists.
540 were
invited to
participate.

CPs of one
large chain in
the UK.

1) ,6 women (group 2)

Positive views were seen from pharmacists
and users. The benefits included enhanced
free access to EHC when it is mostly
needed, absence of judgmental attitudes
and improve profession.

The concerns included misuse, changes in
contraceptive behaviour and fear of STls.
419 women returned the questionnaire.

A greater proportion of women reported
that they were able to obtain EHC within
24 hours through pharmacies versus than
through prescriptions from doctors (64%
versus 46%; P= 0.029).

Women preferred obtaining EHC through
pharmacies but reported its cost as an
issue.

perceptions. However,
75% of interviewed
pharmacists were
female.

The study could not
identify the response
rate. The study identified
the post codes of users;
however, it did not make
any use of this to
compare the use of
service through different
localities.
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Lloyd and Gale. To assess how the Descriptive Hambleton and 1412 pharmacy consultations for EHC  Pharmacy posters and
Provision of emergency EHC service study Richmondshire were conducted between 1 January word of mouth were
hormonal contraception success in reaching PCT, UK. 2000 and 31 December 2003. amongst the most source
through the target group and A shift in venues to obtain EHC, by of information for knowing
community pharmacies  why the people use December 2003, CPs was the first about the EHC through
in arural area (2005). it and how it was place to provide. PGDs.
accessed.

Lewington and To evaluate An South-West Kent Women who were able to obtain EHC  The study did not identify
Marshall. Access to differences in the observational PCT, England. from CP was significantly faster than any difference between
emergency hormonal time taken to study of 203 women who from family planning clinics (16 h the two groups in terms of
contraception from access EHC by women accessed EHC from  versus 41 h, P < 0.001). surrounding CPs with
community pharmacies  young women from  requesting family planning and  Older teenagers tended to seek EHC  EHC service, walking
and family planning family planning or EHC. CPs. more quickly and were more likely to distance to CPs and
clinics (2006) CP settings. have had a contraceptive failure family clinics and

rather than have used no occupation of the users.

contraception at all
Bissell et al. A To investigate Qualitative 44 CPs in health Positive views were reported. The The study covered
gualitative study of pharmacists’ views  study using action zones across confidential nature was advantage as  pharmacist from different
pharmacists’ and experiences of  depth the UK. well as the scope for referral to other cities across England.
perspectives on the supplying (EHC) via interviews. service providers. Improvement in However, all the cities

supply of

emergency hormonal
contraception via
patient group direction
in the UK (2006)

a group prescribing
protocol in CPs

profession was an advantage.
Concerns raised about the extent of
repeated use of EHC, the possible
impact on contraceptive behaviours
and STIs and its impact on male
coercive

were considered as
deprived cities.
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Baraitser et al. Chlamydia To investigate Survey of users. 3 CPsin 83 tests were conducted, 8 out of them 71% of those tested
testing in community the feasibility Indepth semi- Lambeth and (9.5%) tested positive infection. were from ethnic
pharmacies: evaluation of a  and acceptability structure Southwark, The majority were women 73 (95%) and  minorities (reflection of
feasibility pilot in south east  to users interviews with London, from ethnic minorities 56 (71%). 80 users the population in
London (2007) and pharmacists pharmacists and  England. completed the survey questionnaire and  Lambeth and
of chlamydia users. 24 were interviewed. Southwark).
testing service Structured Pharmacists were the main venue to The study mentioned
evaluation inform users about the service. that those who were
reports Users reported the speed, the tested know about the
completed by convenience and the non-judgmental of  service through
professional pharmacist as advantages. pharmacist, but did
patients paid to identify any other
visit CPs. source of information.
Cameron et al. Willingness To determine Self- UK clinical Response rate was 69% (211), 78% (73) It tested different

of gynaecologists, doctors
in family

planning, GPs, practice
nurses and pharmacists to
adopt novel interventions for
treating sexual

partners of women with
chlamydia (2007).

Seston et al. Women’s
preferences for the provision
of emergency hormonal
contraception services
(2007)

willingness of
health
professionals to
adopt new
interventions for
treating sexual
partners of
women

with chlamydia.

To determine
the women's
preferences in
obtaining EHC

administrated
questionnaire.

Self-completed
questionnaire of
women who
attended sexual
health services

meetings and
CPsin
Lothian,
Scotland.

308
guestionnaires
to doctors, 94
to nurses and
140 to CPs.

269 women
who attended
sexual health
clinics in North
West England

and 36% (50) for the doctors, nurses and
CPs, respectively.

The most popular choice among doctors
(30%) and nurses (23%) was to combine
posting test kit with a provision of
medication to partner.

Most pharmacists were willing to provide
free test kit (98%), offering testing (75%)
and treatment (100%) and 80% to
partner

Opening hours, medical staff seen, cost,
wait to be seen, privacy of consultation
and attitude of staff were the factors that
significantly influence the preferences of
women choice to obtain EHC

healthcare
professionals and had
a good response rate
in terms of doctors
(69%) and nurses
(75%), but not in terms
of pharmacists (36%).

The study only
investigated those who
pay for the service not
those who could get it
free under PGDs.
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Black et al. Provision of To compare A pilot 133 women in Faster provision of EHC through CPs The researcher met with
emergency contraception: a the provision  observational South London (70% versus 43.9% through clinical service users after 4
pilot study comparing access of EHC study. were recruited services; P= 0.004). months of obtaining the
through pharmacies and through CPs (50 women More comfortable, better informed about EHC, which could have
clinical settings (2008). versus accessed EHC EHC and future contraceptive through influenced the accuracy of

clinical service through clinics than through pharmacies, with P answers.

services CPs and 83 =0.007, 0.015 and < 0.001,

through clinical respectively.
services)

Cooper et al. Ethical, religious  To explore Semi- With 23 CPs in Three types of pharmacists were The study did not identify
and factual beliefs about the pharmacists'  structured the UK. identified; those who sold EHC any training the
supply of views and gualitative welcomed the idea but concerned with pharmacists received for
emergency hormonal their ethical interviews the consequences of limit stock. selling EHC and did not
contraception by UK concern Contingently ones who felt that GP test any difference in
community regarding the should be the first choice. Not-selling terms of gender and
pharmacists (2008b) sale of EHC ones who considered EHC as an experience of

through CP abortion method and had ethical issues  pharmacists.

with selling.

Brabin et al. Delivery of To assess Audit data on 33 CPs within 24.8% (675/2718) of women who The study had a low
chlamydia screening to young the uptake of EHC Manchester, UK.  received EHC were also offered percentage of those who
women requesting free postal coverage chlamydia screening, representing returned the kits (17.6%)
emergency hormonal chlamydia was obtained 46.4% (1348/2904) of total who were and no information about

contraception at pharmacies

in Manchester,

UK: a prospective study (2009)

screening by
women under
25 years who
requested
EHC at CPs

from PCTs to
assess the
eligibility for
screening
and to verify
the uptake.

offered a kit. 17.6% (264) of those who
accepted the kit returned a sample, with
whom 9.1% were chlamydia positive.
Chlamydia positivity increased with
age.

whether the rest of those
who received kits were
tested somewhere else.
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Glasier et al. To investigate the Mystery shopper study. 8 CPs were  The EHC was unavailable in 5 The study focused on
Community quality of EHC provision visited in the  (12.5%), was refused to be given CPs of the most
pharmacists providing in CPs and to identify pilot study in 7 (17.5%) because of deprived areas.
emergency what advice related to and 40 CPs  contraindication, and was There was no
contraception give contraception after EHC in the main provided in 28 (70%). No information about the
little use. study. provision of EHC after 72 h of time of each visit
advice about future All CPs sexual intercourse was seen and (especially weekends
contraceptive use: a were in EHC was provided when the and evenings) and
mystery shopper study contract with  date of last menstrual period was whether it had an effect
(2010) the NHS uncertain. Advice about future on obtaining EHC.
and located  contraception was given through
in Lothian, 32.5% of all CPs and 43% of
Scotland. those issuing EHC.
Thomas et al. A To explore pharmacists’ A qualitative study, exit 26 CPs in 26 completed the exit interview
qualitative study of views on chlamydia interviews followed by Manchester, and 12 agreed to do the depth
pharmacists’ views screening, its perceived  semi-structured depth England. interview. Pharmacist feared to
on offering chlamydia relevance to clients and  interviews. provide chalmydia screening to
screening to women whether these married or long-relationship
requesting emergency  perceptions had affected women. The criteria for choosing
hormonal their willingness to offer women were based on age,
contraception (2010b).  chlamydia screening. education and ethnicity.
Weiss et al. Use of To investigate the Two mystery shoppers CPsin 40 CP visits were completed: 21  The study was limited to
simulated patients to quality and scenarios to each South West  scenarios 1 and 19 for scenario ~ CPs in one city and
assess the clinical and  appropriateness participant CPs; of England 2, with 18 were visited twice. findings cannot be
communication of (EHC) scenario 1 (appropriate Five pharmacists supplied EHC  generated. Both

skills of community
pharmacists (2010)

supply from CPs

supply) and scenario 2
(inappropriate)

Focus groups evaluated
the findings.

in case of scenario 2 where EHC
was a contraindication.
Communication skills of
pharmacists were rated highly.

scenarios were
represented by students
who lack the potential to
be convenient.
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Anderson and To analyse the data Cross- CPs in the UK A total of 14,378 screening tests were The study was well-
Thornley. A from private provider of sectional performed conducted covering data
pharmacy-based chlamydia services. To  study. Data in CPs over 2 year period. Positivity for the first two years of
private chlamydia identify the correlation  was collected was higher in male than female (9.8% launching chlamydia
screening between positivity from the versus 6.8%) and in 15-24 years old services.
programme: results and users private than in 25 and above. 47% of those
results from the first  characteristics. provider who tested positive paid for treatment
2 years of screening  To identify the database. and 25% of their partners accessed
and treatment feasibility of reaching the treatment.
(2011). unreached public
through other settings
Dabrera et al. To identify Semi- 10 community Pharmacists had a good knowledge The study was limited to
Chlamydia pharmacists' structured pharmacists in about importance of chlamyida 10 CPs in one city of
screening by perceptions towards interviews London and infection and need for screening. London and findings
community the provision of Greenwich, Concerns were raised about how to cannot be generated.
pharmacists: chlamydia screening England. approach young people and those
a qualitative study through CPs. who attends the CP for non-sexual
(2011) health services. Opportunities were
seen in case of offering screening for
those who attend for EHC.
Gale and Watson. To identify CPs’ A cross- 128 CPs in 37% as a response rate. The average  The study had a good
The provision of activities and attitudes  sectional Scotland. number of services provided per CP response rate (74%) and
current and future towards the provision guestionnaire per month was 6. Respondents covered pharmacists from
sexual health of sexual health survey. welcomed current and future provision different types of CPs and

services

from community
pharmacies in
Grampian, Scotland
(2011)

services

of service but they identified
inadequate training. Barriers included
workload, lack of training and need of
payment for additional services.

only 1% of respondents
were locum pharmacist.
The study was limited to
one city and the findings
cannot be generated.
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Continued- Table 1.3 Published studies related to sexual health services through CPs

Author (s)/ Title
(year)

Aims/
Objectives

Method

Setting, and number
participating

Key findings

Comments

Cameron et al. The
effect on use of
making emergency
contraception
available free of
charge (2012)

Parsons et al.
Evaluation of a
community
pharmacy
delivered oral
contraception
service (2013)

To evaluate the A questionnaire

women
knowledge
about
availability of
free EC from
pharmacies,
and its use to
prevent the
index
pregnancy

To evaluate the
oral
contraceptive
service
delivered by
CPs

survey.

Observational
study

204 women attending
clinics for abortion in
Edinburgh, Scotland.

5 CPs in Southwark and
Lambeth, London,
England

143/204 respondents knew that EC was
available free from CPs and only 22 (11%)
had used it in the cycle in which
conception occurred.

Knowledge of EHC availability free of
charge did not affect use of it.

Women from affluent areas were
significantly more likely to have used EC
to try to prevent the pregnancy than
compared to women from less affluent
areas (p=.041).

741 consultations occurring following
supply of EHC. The mean consultation
time was 19 minutes. Combined

OC was most commonly supplied with
nearly half (46.1%) of initial supplies to
first-time pill users. Most consultations
(92.2%) were with women aged under 30
years, with 22.5% aged under 20. Most
consultations were with black or black
British clients. Of the 99 women

who completed the satisfaction
guestionnaires,

most clients were very satisfied or
satisfied with

the service and felt comfortable talking to
the

pharmacist about contraception

The study focused on
those who came for
induced abortion.
However, it did not
compare the findings
with those who used
EHC and actually
worked with them.

The study focused on
two boroughs in
London; however, the
respondents were
overrepresented for
Black and Black
Caribbean women
and underrepresented
for white and Irish
women.
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1.9 Vascular and sexual health pharmacy services in developed countries

A similar literature search was conducted to identify the experience and outcome of
vascular and sexual health services offered in other developed countries. An
overview of these studies is presented below. Bock and co-workers (2010) found
that using a tailored software system was helpful in increasing delivery of smoking
cessation, quit attempts and quit rates through American community pharmacists.
The software is located in a small room, where patients who are waiting for their
prescriptions can use (Bock et al., 2010). The software can test patients' conditions
through entering data and provides printed results of four pages that can identify
barriers and opportunities for smoker to help quit smoking (Bock et al., 2010). Dent
and co-workers (2009) found in their RCT that participants who received 3-sessions
of face to face programme with pharmacists were more likely to quit smoking than
participants who received 5-10 minutes standard care from pharmacists over the
telephone (with free medication in both cases), 28% and 11.8% quit rate at 6
months follow up, respectively. In another study, Corelli and co-workers (2013)
found a solution to utilize USA pharmacists in delivering smoking cessation service,
by referring patients to the quit line service. In another study which was conducted
in Canada, Costello and co-workers (2011) identified that increasing the frequency
of face-to-face meeting with smokers from 1-session to 3-sessions will improve the
quit rate from 18% to 27.7%. Horsfield and co-workers (2014) found that 25.4% of
respondent pharmacists in New Zealand were offering quit smoking consultation
service. In Australia, community pharmacists are extending their role to meet their
local needs (Berbatis et al., 2007). The type of services offered seems to be similar
to that in the UK. These include smoking cessation, weight management, diabetes
care and hypertension care (Berbatis et al., 2007). However, for smoking cessation,
diabetes care and hypertension care there was a decrease in percentages of CPs
offering the service between 2002 and 2006, while the only increase was in case of
weight management (Wibowo et al., 2010). A pharmacist might charge a fee upon
provision of those services or offer them free of charge, and in case of weight
management 23.3% of respondent pharmacists charged a fee in 2006 (Wibowo et
al., 2010). Australian pharmacists were satisfied that they can offer weight
management service, but they suggested co-ordination with other healthcare
professionals. In addition, they considered low remuneration and lack of demand as
barriers towards provision of weight management (Um et al., 2010). Furthermore,
previous users of weight management service through CPs were willing to pay in
the future to get help and support from pharmacist in weight management, while

respondents (previous users and those who have not used a service) raised
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concerns about pharmacist's experience and available time (Um et al., 2012).
Pharmacists can offer more than just medication to help in weight management as
it was found by Ahrens and co-workers (2003). They can offer advice on meal
replacement or conventional reduced-calorie diet and both of these programmes
were found to be effective in decreasing waist circumference and lowering systolic
and diastolic blood pressure and triglyceride levels (Ahrens et al., 2003). USA
pharmacists identified three barriers in terms of provision of weight management
through CPs; lack of time, lack of demand and lack of remuneration (O'Donnell et
al., 2006).

In terms of sexual health services, Gudka and co-workers (2013) found that
chlamydia screening uptake in Australian CPs can be improved if kits are offered to

individuals who ask for EHC.

1.10 Vascular and sexual health pharmacy services in developing countries
Similarly, studies outlining the provision of vascular and sexual health services from
CPs in developing countries were investigated. The situation in developing
countries differs between one country and another, however some of the vascular
health services offered in a number of developing countries. Services such as brief
intervention for smoking cessation and weight management were identified in the
United Arab Emirates (Hasan et al., 2012). Obesity management was also seen
through CPs in Kuwait (Awad and Waheedi, 2012). In Iran, Sarayani and co-
workers (2012) implemented the effectiveness of continues education of
pharmacists to deliver weight management service through a basic lecture, a
lecture with case studies and a lecture with small group training. The three methods
of teaching helped in improving pharmacists’ knowledge and self-confidence to
deliver weight management services. In Nigeria, the pharmaceutical care

intervention was effective in reducing blood pressure (Smith, 2009).

1.11 Rational of the study

As the new plan for NHS was introduced following the new Government in 2010,
with an intention to abolish the PCTs and create a new system for delivering
enhanced pharmacy services. It was necessary to conduct this research to identify
how the enhanced pharmacy services were contributing to bridge the gaps in health
inequalities on a national level. The Pharmaceutical Needs Assessment (PNA)
reports that each PCT was required to publish by February 2011 were the pivot on
which the research was based to determine the provision of vascular and sexual

health pharmacy service through all PCTs in England. However, the uptake of
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services in detail was not provided in the PNA reports and it was required to survey
the PCTs to obtain data regarding uptake and cost attributed to the provision of
services to identify the cost-effectiveness of those services on a national level. A
primary investigation of the PNA reports regarding the provision of NHS health
check service found that only 42 PCTs started providing NHS health check service
in 2009/2010 through CPs out of total 151, representing 27.82%. Furthermore, the
provision was in its pilot phase and only 389 CPs provided the service out of total
10 845 CPs in England, representing 3.59%. The PNA reports also indicated lack of
uptake of NHS health check service through CPs. Therefore, the study focused only
on evaluating the provision and uptake of SSS as a vascular health service. It also
investigated the provision and uptake of EHC and chlamydia screening as sexual
health services. Later in (2012) when the HLP scheme was rolled out, it was
necessary to identify how the new scheme changed the provision and uptake of
those services. The literature review conducted has shown that none of the
previous studies compared the provision and uptake of vascular and sexual health

services between different PCTs.

Therefore, the aim of this project is to identify the provision and success of vascular
and sexual health pharmacy services and how the uptake and success matched
with the local needs and deprivation. The research investigated this on two levels;
PCT level and CP level. The project also aimed to investigate the cost-effectiveness
of SSS and EHC services through CPs. It also aimed to identify how the services
changed following the introduction of the HLP scheme and how the services can be
improved. Finally, it aimed to identify pharmacists' perceptions about how to
improve the uptake and success of vascular and sexual health services using SSS

as a model case.
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Chapter Two: Needs, provision and uptake of stop smoking service

2.1 Introduction

In 1999, England established its unprecedented network for Stop Smoking Service
(SSS), following the introduction of the white paper “smoking kills”. The white paper
set a target to reduce prevalence of adult smoking from 28% to 24% or less by
2010 and to reduce the gap in smoking prevalence between different
socioeconomic status (SES) groups (DH,1998). In 2000, an update to the smoking
cessation guidelines was published. It summarised the roles of each health care
professional to help a smoker to quit smoking. It highlighted that General
Practitioners (GPs) should give advice and prescribes effective medication to a
smoker during routine consultation. It also emphasised the role of behavioural
support for a smoker (in groups or individually). It encouraged other health care
professionals (such as pharmacists, dentists, health visitors and nurses) to give
advice to a smoker whether he was seeking help with stopping or not (West et al.,
2000). In 2005, the prevalence of smoking adults fell to 26% (HSCIC, 2007) and in
2010, to 20% (HSCIC, 2012b) which overrode the targets set in 1998 by the white
paper “smoking kills” (DH, 1998). The SSS guidance published in 2011
recommended that PCTs and SHAs should aim to treat at least 5% of their
estimated local population who smoke or use any form of tobacco each year (DH,
2011a). It also recommended a success rate of at least 35% at 4 weeks, validated
by carbon monoxide (CO) monitoring (DH, 2011a). The geographical distribution of
SSS was not intended to be equal and priority should be given to areas with lower
SES and higher percentages of Black and Minority Ethnicities (BME) (DH, 2011a).

Although the NHS SSS was aimed to target areas with lower SES (DH, 2011a), a
recently published report showed that, in fact, there is a link between deprivation
and smoking (Wise, 2014). An overview of how deprivation is measured gives an
idea of why deprivation is connected with smoking. The deprivation is measured
based on seven domains. These are income; employment; health deprivation and
disability; education, skills and training; barriers to housing and services; crime and
living environment (Department for Communities and Local Government, 2011).
The association between smoking prevalence and the first domain (income) in
developed countries is arguable. While one study found a strong association
between low income and smoking prevalence in men and women (Fukuda et al.,
2005), another study found that it was only associated with smoking prevalence in

men (Huisman et al., 2005). Another study found no significant association at all
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(Wilkins et al., 2007). The lack of a significant association observed can be
attributed to the increased tax prices for cigarettes as a venue to reduce the
smoking prevalence, which seemed to have a slight effect on smoking prevalence
(Callinson and Kaestner, 2014). In contrast, the high income had a negative effect
on smoking prevalence among teenagers (Ben Lakhdar, 2012). The employment
situation (the second domain in deprivation) seemed to be more associated with
smoking prevalence, as those who were unemployed were more likely to smoke
than those who were employed (De Vogli and Santinello, 2005, Schunk and Rogge
, 2012). The intensity in smoking among unemployed was arguable, while Schunk
and Rogge, 2012 found no association with unemployment, Bolton and Rodrigues,
(2009) found a slight increase in intensity among the unemployed who did not
receive any compensation. The effect of psychological factors such as the inability
to control one's life and emotional isolation might be a predictor to the association
between unemployment and smoking (De Vogli and Santinello, 2005). For the third
domain (health deprivation), smoking habits were responsible to cause several
types of health problems such as cardiovascular disease, lung cancer and asthma
(Jha et al., 2013), which result in health deprivation. The fifth domain (education,
training and skills) is one of the most important measures for smoking prevalence.
Educated people were found to be less likely to smoke than uneducated ones
(Huisman et al., 2005, Gilman et al., 2008). This is one of the reasons to establish
more than one setting to reach smokers and provide them with missing or
unrecognised information about hazards of smoking and benefits of quitting. The
introduction of housing improvement to deprived areas encouraged smokers to
think about quit smoking, but failed to reduce smoking prevalence (Bond et al.,
2012).

Although, the additional expenses caused by smoking can act as a motivator to quit
smoking among lower SES smokers (Pisinger et al., 2010), smokers who live in
lower SES areas are less likely to quit smoking than those who live in higher SES
areas (Giskes et al., 2006). In fact when looking at the short term quit smoking at 4
weeks, SES was significantly associated with quit smoking relapse in direct and
indirect association (Businelle et al., 2010). The main reasons among lower SES
groups to relapse could be attributed to stress, depression and lack of social
support (Busineel et al., 2010 and Pisinger et al., 2010). However, when looking at
the longer time of quit beyond one year, no direct association between SES status
and relapse was identified. The real association was with nicotine dependence,

craving, withdrawal symptoms and lack of smoking cessation aids (Zhou et al.,
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2009). Sindelar and O Malley (2014) suggested that the focus on the financial
benefit of quit smoking might provide better results than the focus on health

benefits.

In 2009/2010, after 10 years of the NHS SSS establishment, SSS was available
through primary care (GPs and other health care professionals such as; practice
nurses, midwives and health visitors), dental practice, pharmacy, hospital wards,
and military bases. The smokers could go through different types of interventions
such as; closed groups, telephone support, couple/family, open group, one-to-one

support and drop in sessions (HSCIC, 2010).

CPs are well placed in the heart of the community to provide services that promote
health and help in reducing health inequalities (DH, 2003a, DH, 2008a). A recent
study by Todd and co-workers (2014) found that 89.2% of England population can
access CPs within 20 minutes walk (98.3% in urban areas, 79.9% in town and
fringe and 18.9% in rural areas). However, the access is better in most deprived
areas (99.8% of population have access in 20 minutes) when compared to the least
deprived ones (90.2%) (Todd et al., 2014). The provision of SSS through CPs was
considered to be effective (Maguire et al., 2001 and Sinclair et al., 2004) and cost-
effective (Bauld et al., 2009b). For an intervention to be considered as cost-
effective, ICER per QALY gained should be less than £20 000 (National Institute for
Health and Care Excellence (NICE), 2012). In 2009/2010, more than half of English
CPs did provide SSS. In addition, almost 140 000 smokers set a quit date through
pharmacies which represented 18% of all smokers who set a quit date through alll
providers (HSCIC, 2010).

The aim of SSS though CPs is to improve access and widen choices for a smoker
who wishes to quit. However, to be eligible to provide SSS, pharmacists and other
staff should be trained to ensure proper and safe use of the service. The service
includes initial assessment, through which the CP can test the smoker's readiness
and willingness to quit smoking. At this initial consultation, a thorough description of
the risks of smoking, benefits of quit smoking, available medications to help quit
smoking and withdrawal symptoms should be explained. Having decided to quit
smoking, the NRT will be provided and a 4-week follow up will be done to test the
results of using the SSS (PSNC, 2014). At 4-week follow up, the smoker is
considered as quitter, if he/she never smoked from two weeks after the agreed set
date for quit smoking (HSCIC, 2010). However, the self assessment for quitting

smoking should be validated by CO validation method which should be lower than
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10 part per million (ppm) (DH, 2011a). Each PCT has its criteria for supplying NRT
and follow up. In most cases, an initial supply of NRT to cover two weeks is done,
followed by two weeks supply when the smoker shows commitment and willingness
to quit smoking to cut the drug waste followed by a further supply of NRT for up to
12 weeks ((Kent PCT, Mid Essex PCT, Devon PCT, Kirklees PCT and
Peterborough PCT (Appendix 1). In summary, the supply of NRT will be at 2
weeks, 2 weeks (to guarantee his commitment to quit smoking), 4 weeks and 4
weeks for a smoker who succeeded in quit smoking at 4-week and still needed
help. The prescription charges also differ between the PCTs. For those who are not
exempted from prescription charges, they have to pay the prescription charges
every 5 weeks in case of Peterborough PCT and every 4 weeks in case of Devon
PCT and per every item dispensed (to cover one week) in case of Kirklees PCT,
Cumbria PCT, Mid Essex PCT and Kent PCT. In order for pharmacy to be
reimbursed for the dispensed NRT, a form should be filled and submitted to the
PCT.

2.2 Aims and objectives

This research aimed to determine how the provision and uptake of SSS matched
the prevalence of smoking adults (needs) at PCT level and whether it reduced
health inequalities between different PCTs with different needs. It also aimed to
investigate if the provision of SSS through CPs (based on uptake and costs
attributed) was cost effective or not based on NICE cost-effectiveness threshold
(£20 000).

The specific objectives of this phase of the project were:

1. To assess how the prevalence of smoking adults (needs) differ across
different PCTs in England and which of the PCTs' demographic
characteristics (deprivation, gender and ethnicity) is correlated with higher
needs.

2. To determine the PCTs' success in meeting NICE guidelines; treat at least
5% of their estimated number of smokers and achieve a quit rate at 4-weeks
of 35% or more as validated by CO measurement.

3. To identify the factors that are associated with higher uptake of SSS through
all providers.

4. To assess the role of CPs in delivering SSS and whether it meets the needs

of the local population and helps reduce health inequalities.
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5. To identify the costs attributed to the provision of SSS and investigate

whether the provision of SSS through CPs is cost-effective.

2.3 Method

To meet the above described aims, published data was used to compare the needs
and uptake of SSS through all providers. In case of CPs, the provision of SSS was
identified through PNA reports. The uptake and cost attributed for SSS were
identified through a cross-sectional survey of PCTs. Prior to their demolition, PCTs
were required to prepare and publish reports about pharmaceutical needs in their
areas and to publish those reports called PNA reports) by 1% February 2011 under
the Health Act (2009) regulations (Legislation.gov.uk, 2009). The PNA reports were
the main resource to obtain data regarding the provision of pharmaceutical services
from CPs. Those reports provided data related to the financial year 2009/2010
(starting on 01/04/2009 and ending on 31/03/2010). Consequently, the focus was
on data related to the financial year 2009/2010 only.

2.3.1 Measures and definitions
The measures are divided into outcome measures which are tested against

explanatory measures.

2.3.1.1 The outcome measures

e Total reach out of needs: is the percentage of NHS SSS setters out of total

number of smokers within a PCT.

e Total success out of needs: is the percentage of NHS SSS quitters (at 4-

weeks follow up, self-reported and CO validated) out of total number of
smokers within a PCT.

e Quit rate: is the percentage of NHS SSS quitters at 4 weeks follow up out of
NHS SSS setters.

¢ Pharmacy reach out of needs: is the percentage of NHS SSS setters

through CPs only out of total number of smokers within a PCT.

o Pharmacy success out of needs: is the percentage NHS SSS quitters (at 4-
weeks follow up, self-reported and CO validated) through CPs only out of
total number of smokers within a PCT.

e Pharmacy quit rate: is the percentage of NHS SSS quitters through CPs

only at 4 weeks follow up out of NHS SSS setters through CPs.
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Pharmacy share in reach: is the percentage of NHS SSS setters through
CPs out of total NHS SSS setters through all providers.

e Pharmacy share in success: : is the percentage of NHS SSS quitters

through CPs out of total NHS SSS quitters through all providers.

e Setters per pharmacy per year: is the number of smokers who set a quit

date per pharmacy during the financial year 2009/2010.

e Quitters per pharmacy per year: is the number of smokers who set a quit

date at CPs and proved to be non-smokers at 4 weeks follow up during the
financial year 2009/2010.

2.3.1.2 The explanatory variables

A- Demographic variables:

> PCT deprivation (Index of Multiple Deprivation (IMD) score) (2010): is a

population weighted average of the combined scores for the Lower Layer
Super Output Areas (LSOAS) in a PCT. LSOAs are homogenous small
areas with small population size (around 1 500 people) of which there are
32 482 in England and the LSOA with the rank 32 482 is the most deprived.
The LSOA deprivation represents seven main domains, which were
described in Section 2.1.

» Ethnicity minority proportion: is the percentage of minor ethnicities (Asians,

Blacks and Chinese and other ethnicity) out of total adults in a PCT.
» Adult male proportion: is the percentage of adult males out of total number
of adults in a PCT.

B- Pharmacy provision variables:

» Weighted number of CPs: is the number of CPs per 25 000 people within a
PCT.

» Weighted pharmacy provision of SSS against population: is the number of
CPs providing SSS per 25 000 people within a PCT.

» Weighted pharmacy provision of SSS against number of CPs: is the
percentage of CPs providing SSS out of total CPs within a PCT.
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2.3.2 Data Collection

The study used published data from several resources which were used previously
in other studies. The resources used included the Health and Social Care
Information Centre (HSCIC), which was used by West and co-workers (2013) in an
evaluation of the performance of NHS SSS over ten years. The Office for National
Statistics (ONS) used for demographic characteristics and was used by Artac and
co-workers (2013b) for evaluation of NHS health check service. To assess the
uptake and cost effectiveness of SSS, the study used a postal questionnaire, which
was found by Bowling (2005) to provide high coverage of sampling, if the addresses
and details of the proposed sample were up to date.

2.3.2.1 Published resources

The prevalence of smoking adults (which reflects the needs) in each PCT was
obtained from the health profiles for each PCT (Public Health England, 2010). In
few cases the health profile for the PCT was not available. As a result, health
profiles for each locality within that PCT were considered. A population-weighted
value was calculated to represent the whole PCT as in the case of Mid Essex PCT,
where the calculated percentage of smoking adults was 19.77% as shown in Table
2.1.

Table 2.1: An example of calculation of weighted values for localities against

population to represent the whole PCT

Mid Essex PCT Population Percentages of Total adult Weighted
(localities) * Mid-year smoking adults smokers 2 value (%) ®
Braintree 142 100 22.10 31 404

Maldon 63 100 17.64 11131

Chelsford 167 100 18.59 31 064

Total 372 300 73 601 19.77

1- Mid Essex PCT consists of three localities; Braintree, Maldon and Chelsford.

2- Total adult smokers: equals to (population (column 2) x percentages of smoking adults
(column three).

3- Weighted value (%): equals to (total adult smokers (73 601) / total population (372 300) x
100) .

The number of smokers in each PCT was calculated by multiplying the prevalence
of smoking adults with the number of estimated adult population mid-year 2009 as
imported from the Office for National Statistics (ONS) (ONS, 2011). The number of

smokers who set a quit date through all providers and the number of smokers who
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proved to be non-smokers at 4 weeks follow up were obtained from the Health and
Social Care Information Centre website (HSCIC, 2011b).

The ONS website was used to collect data regarding each PCT demographics
(population, proportion of adult males and proportion of BME) (ONS, 2011). The
PNA reports were investigated to assess the number of CPs in each PCT, the
number of CPs which were providing SSS and any data regarding the number of

smokers who set a quit date or quit smoking after 4 weeks follow up through CPs.

2.3.2.2 Survey

As mentioned above, a cross-sectional survey of PCTs was required to obtain the
data regarding the uptake of SSS through CPs and the costs attributed to the
provision of SSS through CPs.

2.3.2.2a Questionnaire design

Questionnaire design took into account the specified aims of this Chapter. Part A of
the questionnaire was concerned with the uptake and costs of SSS for the financial
year 2009/2010. Question 1 asked about the year the service was initially
commissioned in a PCT. Question 2 asked about CP's payment for provision of
SSS. Question 3 asked about overhead costs (training, advertising and equipment).
Question 4 asked about number of setters and question 5 asked about number of
quitters at 4 weeks follow up for the financial year 2009/2010 and question 6 asked
about the method used to validate the quit smoking. Part B asked about the
provision of SSS in 2012 and how the uptake and the payment changed since
2009/2010. The final questionnaire and the invitation letter are available in

Appendix 2.

2.3.2.2b Ethical approval
The questionnaire was submitted to the Science, Engineering and Computing
Ethics Committee at Kingston University in June 2012 to obtain ethical approval to

conduct the survey. The Ethics Committee approved the study in July 2012.

2.3.2.2c Sample population
The questionnaire was posted to the public health leads of SSS in each PCT. The
guestionnaire asked direct information about costs and provision of SSS and did

not ask for perceptions. Therefore, it was not required to validate the questionnaire.
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2.3.3 Data analysis
The collected data from the survey and the PNA reports were coded and carefully
entered into SPSS version 17 for data management and analysis. Appropriate

statistical tests were applied to meet the set objectives, as described below.

2.3.3.1 Data analysis for all PCTs

Descriptive statistical measures were done to the explanatory variables and
outcome measures, such as median, lower quartile, upper quartile and range. The
normality of distribution was tested using Shapiro-Wilk test. Univariable correlation
between two variables was tested using Spearman's correlation coefficient in case
of non-normal distribution and Pearson's correlation coefficient in case of normal
distribution at 95% confidence level. A significant correlation between two variables
was identified where the P-value was less than 0.05. The strength of significant
correlation was identified by the value of correlation coefficient (R) in case of
Pearson's test and Spearman's rank correlation coefficient (rho) in case of
Spearman's test. A value of (R) or (rho) between 0.1 and 0.3 indicates a weak
correlation. A value of (R) or (rho) between 0.4 and 0.6 indicates a moderate
correlation. A value between 0.7 and 0.9 indicates that there is a strong correlation
and the correlation is perfect when the value of (R) or (rho) is 1 (Dancey and Reidy,
2011).

2.3.3.2 Data analysis for the sample

In order to see if the responding sample of PCTs is representative to the rest of
PCTs, the above mentioned outcome measures (Section 2.3.1.1) and the
explanatory variables (Section 2.3.1.2) were compared between the sample and the
rest of PCTs. The normal distribution of each variable in each group (the sample
and the rest of PCTs) was initially tested using Shapiro-Wilk test. Mann-Whitney U
test was used in case of non-normal distribution and T-test of two independent

samples was used in case of normal distribution.
2.3.3.3 Cost effective analysis for SSS through CPs

2.3.3.3a Data analysis

Descriptive statistical measures were done to the sample outcome measures, such
as median, lower quartile, upper quartile and range. To perform the analysis the
percentage of quitters who were CO-validated was necessary. In case of using both
methods for validation and there was no definition of the percentages of smokers

who used each method, the relevant percentages of smokers who were CO-
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validated through all providers together were used to estimate the number of CO-
validated through CPs.

2.3.3.3b Calculating costs

No costs were attributed to self-quit as the study was undertaken from the NHS
perspective. Three types of costs were attributed to the provision of SSS through
CPs; the overhead costs, the NRT reimbursement, and the payments to
pharmacist. The overhead costs include costs of training, equipment, materials and
advertising. They were assessed through direct questions to PCTs. The average
overhead cost from responses was used as overhead cost for the rest of PCTs. For
the cost of NRT, this was determined in two ways. If the smoker is exempted from
paying the prescription charges the total cost of NRT is considered. If the smoker is
not exempted from paying the prescription charges, the prescription fee (£7.20 for
the financial year 2009/2010) was used to estimate the costs of NRT. In 2009/2010,
50.3% (of total setters) were eligible for free prescription and 49.7% were not
eligible. In addition, 48% (of total quitters) were eligible for free prescription and
52% were not eligible (HSCIC, 2010). The average cost of different forms of NRT
per week was estimated at £9.98 (British National Formulary 2009). The
reimbursed costs for NRT were estimated as shown in Table 2.2. Each PCT has its
criteria to supply NRT. They all agree with an initial supply of NRT to cover two
weeks, then a supply of an extra two weeks only if the smoker shows commitment
and willingness to quit smoking, as described in Section 2.1. An additional supply of
NRT to cover 4 weeks will be provided and a final 4 weeks supply if the smoker still
needs help. Three outcomes could be identified at 4 weeks follow up; firstly, the
smoker quit smoking, secondly, the smoker failed to quit but the CP was able to
follow him, and finally, the smoker's situation is unknown or lost to follow up. Table
2.2 summarises the assumptions that have been made to calculate the costs

attributed to the supply of NRT.

Table 2.2: Explanation of the method used to calculate costs for NRT

reimbursement

Eligibility NRT reimbursement NRT reimbursement NRT reimbursement
for cost £ cost £ cost £
exemption (Unknown or lost to (Fails to quit but was (Succeeds in quit)
follow up) able to be followed)
Eligible 2x9.98 4 x9.98 12 x 9.98
Not-eligible 2 x(9.98-7.20) 4 x (9.98-7.20) 12 x (9.98- 7.20)
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If the smoker's situation at 4 weeks was unknown or he was lost to follow up (48%
of total non-quitters were unknown or lost to follow up in 2009/2010, (HSCIC,
2010)), it is assumed that they set a quit date and obtained an initial NRT supply to
cover two weeks, then they were lost to follow up. As a result, the NHS will incur the
costs of two weeks supply of NRT as in column one (Table 2.2). If the smoker failed
to quit at 4 weeks follow up, it is assumed that they received a 4 weeks supply of
NRT (one per first two weeks and the later per second two weeks), as in column
two (Table 2.2). If the smoker at 4 weeks follow up was found to be abstinent from
smoking from 2 weeks following the quit data and so on, it is assumed that they will
need up to 12 weeks of NRT as in column 3 (Table 2.2). To predict the percentages
of eligible and non-eligible for free prescription among non-quitters at 4 weeks
follow up and those who were unknown or lost to follow up, the percentages of
setters who were eligible (50.3%) and who were not eligible (49.7%) were used
(HSCIC, 2010).

Two types of pharmacy payment were identified; fixed (irrelevant to the uptake or
results), and non-fixed based on either uptake, success or both. For the fixed type,
the payments to pharmacy were calculated based on the annual fee per pharmacy
divided by the number of smokers who set a quit date. For the non-fixed type, the
payments to pharmacy equals to (the payment for recruitment of smoker plus (the
payment for success in quit smoking x quit rate). Therefore, the total cost per client

was calculated as in Equation 2.1.
The total cost per client = Cost1 + Cost2 + Cost 3 (Equation 2.1)

Cost 1 is the payments to pharmacy, cost 2 is the overhead costs per client and

cost 3 is the costs of NRT reimbursement.

2.3.3.3c Calculating incremental cost per quitter and Quality Adjusted Life
Years (QALYS)

To calculate the incremental cost per quitter and QALYSs, the method used by Boyd
and co-workers (2009) was adopted. The method used a simple model to compare
the quit smoking through CPs with self-quitting (no-additional help). An assumption
of 10% self-quit CO-validated was assumed at 4 weeks. The incremental cost per

quitter was calculated using Equation 2.2

Total cost per client — Cost for (self quit) (0) E .
uation 2.2
Quit rate CO—validated — Self quit rate (0.10) ( q )

Incremental cost per quitter =
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At the beginning, the incremental cost per quitter was calculated based on a 4-week
period. Then an assumption of 75% relapse rate was applied between 4-weeks and
52 weeks for both intervened quit and self-quit (Ferguson et al., 2005, Stapleton,
1998). Bauld and co-workers (2012) found that the relapse rate between 4 weeks
and 52 weeks was 78.2%, but in their study the majority (68%) lived in deprived
areas. Furthermore, Bauld and co-workers (2009a) in their systematic review of
effectiveness of NHS SSS, found a relapse rate of 72% between 4-weeks and 52-
weeks for CO-validated quitters. This resulted in a self-quit rate of 2.5% at 52
weeks, this value agreed with previous studies (Cornuz et al., 2006 and Maguire et
al., 2001). An additional 35% relapse rate was applied between 52 weeks and
lifetime (Stapleton et al., 1998, Woolacott, 2002). Previous studies reported the
value of discounted QALYs per lifetime quitter as 1.98 (Fiscella and Franks, 1996)
and as 1.98 for female and 1.97 for male (Cromwell et al., 1997). The two values for
females and males were weighted against proportion of adult males (52.5%) and
proportion of adult females (47.5%) in the 138 PCTs, the resulted value was 1.975.
As a result, the 1.98 was applied in this research. The costs per QALY gained for

lifetime quitter was calculated as shown in Equation 2.3.

. Incremental cost per lifetime quitter .
The costs per QALY gained = Equation 2.3
p Q & QALYs gained for lifetime quitter (1.98) ( q )

2.3.3.3d Sensitivity analysis

The above mentioned analysis which was used to calculate the costs per QALY
gained was based on assumptions. To test the uncertainty made through this
analysis, it was necessary to conduct sensitivity analysis. For each of the outcome
measures where assumptions have been made, a lower value and upper value
were applied to test the uncertainty. Five different scenarios were tested to test
uncertainty. The first two scenarios dealt with the CO-validated quit rate, where in
the first scenario, it was assumed that it went down from 10% to 5%, while in the
second scenario; it was assumed that it went up to 15%. The third scenario dealt
with the self-reported validation results, which was ignored in the main analysis.
The fourth scenario assumed a supply of NRT for 8 weeks for smoker who
succeeded in quit smoking after 4-weeks follow up, as in case of Cumbria PCT
(Appendix 1). The fifth scenario assumed the 4 weeks supply of NRT for a smoker

who was lost to follow up. 2.4. Results
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2.4.1 All PCTs

Out of 151 PCTs (total PCTs in England in 2009/2010), 138 PCTs were included in
this part of the study. The prevalence of smoking adults could not be identified for 5
PCTs and the number of CPs which were providing SSS could not be identified for

8 PCTs. The excluded PCTs are marked with red stars (Figure 2.1).

Figure 2.1 PCTs excluded from the survey

England

London
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2.4.1.1 Descriptive analysis of SSS uptake through all providers

NICE guidelines require PCTs to treat 5% of their local smokers and to achieve at
least 35% quit rate which is confirmed by CO-validation method (DH, 2011a). The
prevalence of smoking adults varied across the different PCTs (Table 2.3). This
means that in order for SSS in PCTs with higher needs to meet NICE guidelines,
more efforts should be placed to reach higher number of smokers to help them quit
smoking. In general, the median PCT's total reach out of needs was 7.9% (higher
than 5%), ranging from 2.5% to 33.9% (Table 2.3 and Figure 2.3a). Three PCTs
achieved total reach smaller than the lower quartile; those PCTs belonged to East
Midlands North West and South West of England. They belonged to three different
stratum of deprivation, one of the most deprived, one in the middle and the last was
one of the most affluent PCTs. Thirty three PCTs achieved total reach higher than
the higher quartile. Three outliers were identified (achieved total reach of 22.2%
and above). These belonged to the most third affluent PCTs. When looking at the
total success out of needs, the median was 3.9% (lower than 5% which was
recommended by NICE guidelines), ranging from 1.2% to 17.1% (Table 2.3 and
Figure 2.2b). Thirty four PCTs achieved total success out of needs smaller than the
lower quartile (3.4%). Nothing was common among those PCTSs; they belonged to
different locations across England and had different deprivation scores. Twenty
eight PCTs achieved total success out of needs higher than the higher quartile.
Four outliers were identified (achieved total success of 10.1% and above). These
belonged to the most affluent PCTs in England. The outliers in reach were the
same as the outliers in success, with an addition to one outlier. The mean self-
reported quit rate was 49.9% (Table 2.3 and Figure 2.3a) and it decreased to 34.2%
when it was validated by CO-validation method (Table 2.3 and Figure 2.3b). Sixty-
one PCTs achieved lower than 35% CO-validated quit rate (Figure 2.3). No outliers
were identified in case of quit rate. In addition to the wide variations in terms of
uptake and success of SSS, there was wide variations in terms of PCTs'
demographic factors such as, deprivation scores which ranged from 8.8 to 43.5 with
a median of 23. Also, the pharmacy provision of SSS varied across the PCTs, while
only 8% of CPs in one PCT offered SSS, all CPs were offering the SSS in another.
The median pharmacy provision (as percentages out of all CPs) was 69.2% (Table
2.3).
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Table 2.3: SSS uptake and demographic and pharmacy factors

Variable Median/Mean’ LQ° uQ’ Min - Max
Prevalence of smoking adults (%) 22.4 19.3 26.7 12 - 35
SSS uptake

Total reach out of needs (%)" 7.9 6.7 9.7 25-339
Total success out of needs (%)” 3.9 3.4 4.8 12-17.1
Self reported quit rate (%)° 49.9° 441  56.8 31.1-69.8
CO-validated quit rate (%) 34.2° 28.2 40.8 2.7-58.3
Demographic factors

Deprivation score (IMD)* 23.0 16.4 29.3 8.8-43.5
Ethnicity minority proportion (%) 9.1 5.4 16.2 2-523
Male proportion (%) 52.5 52.1 53.0 49.8 - 53.9
CP factors

Weighted provision of SSS (%)> 62.9 39.1 76.8 8-100
Weighted provision of SSS (N)° 3.2 2.1 4.3 0-7

1- Total reach out of needs (%): Percentages of smokers who set a quit date through all
providers out of total smokers within a PCT.

2- Total success out of needs (%): Percentages of smokers who quit smoking after 4-weeks
follow up out of total smokers within a PCT.

3- Total quit rate (%): Percentages of smokers who quit smoking after 4 weeks follow up out
of total smokers who set a quit date.

4- IMD stands for Index for Multiple Deprivation.

5- Weighted provision of SSS (%): Percentages of CPs which were offering SSS out of total
CPs within PCT.

6- Weighted provision of SSS (N): Number of CPs which were offering SSS per 25 000
population.

7- Mean was used in case of self-reported and CO-validated quit rates, while median was
used in other cases.

8- LQ stands for Lower Quartile, 9- UQ stands for Upper Quartile.

Figure 2.2: Total reach (%) and total success (%) histograms for the 138 PCTs

Figure 2.2a Figure 2.2b

Number of PCTs
Number of PCTs

Total reach out of needs (%) Total success out of needs (%)
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Figure 2.3: Quit rate self reported (%) and CO-validated quit rate (%)
histograms

Figure 2.3a Figure 2.3b

Number of PCTs
Number of PCTs
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Self reported quit rate %) b o X e
CO-validated quit rate (%)

2.4.1.2 Association between prevalence of smoking adults and PCTs’
demographic factors and CP SSS provision

In terms of demographic factors, smoking prevalence did not correlate with either
male proportion or ethnicity proportion, as the P-value for Spearman's coefficient
test was bigger than 0.05 (Table 2.4). This agreed with the fact that the higher
prevalence of smoking among men which was seen in 1980 (42% of men smoked
and 36% of women) was diminished in 2010 as 20% of men smoked in comparison
to 19% of women (HSCIC, 2012b). In 2004, the self-reported prevalence of
smoking varied across different ethnicities, the highest prevalence among men was
40% for Bangladeshi, followed by 29% for Pakistani, 25% for Black Caribbean, 21%
for Black African and for Chinese and 20% for Indian, in comparison to 24% for the
general population (HSCIC, 2006). When adjustment has been made for age, the
Bangladeshi men were more likely to smoke than the general population and the
Indian men were less likely to smoke (HSCIC, 2006). The situation in women was
different as the prevalence of smoking was higher in general population than
among minor ethnicities apart from Black Caribbean which was higher (HSCIC,
2006). This supports the findings that when minor ethnicities are combined (as in
this research) a direct correlation between ethnicity and smoking prevalence could
not be identified as smoking prevalence is only correlated with certain type of
ethnicities and for specific gender. The most considerable correlation in relation to
smoking prevalence was with deprivation. As higher prevalence of smoking adults
was seen in higher deprivation score PCTs, Spearman's rank coefficient (rho =
0.76) and (P-value < 0.001) (Table 2.4). This means that the gap in smoking
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prevalence between areas with different SES which the NHS SSS aimed to bridge
upon its introduction in 1999, is still there. Although CPs can offer convenient
access to SSS, there was no correlation between prevalence of smoking and CPs
SSS provision, as P-value was 0.67 and 0.22 in case of provision as percentages
and provision as numbers, respectively (Table 2.4). This suggests that the higher

needs in some PCTs were not met by higher provision of SSS through CPs.

Table 2.4: Correlations between prevalence of smoking adults and
demographic and CP factors

Prevalence of smoking adults (%)
Rho (P-value)

Demographic factors

Deprivation score (IMD)" 0.76 (< 0.001)
Ethnicity minority proportion (%) - 0.02 (0.8)
Male proportion (%) - 0.07 (0.45)
CP factors

Weighted provision of SSS (%)* - 0.04 (0.67)
Weighted provision of SSS (N)® -0.02 (0.22)

1- IMD stands for Index for Multiple Deprivation.

2- Weighted provision of SSS (%): The percentages of CPs which were offering SSS out of
total CPs within PCT.

3- Weighted provision of SSS (N): The number of CPs which were offering SSS per 25 000
population.

4- Significant correlations are shown in bold.

2.4.1.3 Association between pharmacy provision factors and population
demographics

Higher concentrations of CPs were seen in more deprived PCTs and in PCTs with
higher prevalence of smoking adults, where rho was 0.63 and 0.34, respectively
and P < 0.001 in both cases (Table 2.5). Slightly higher concentrations of CPs were
more likely to be seen in PCTs with higher ethnic minority proportion with rho of
0.18 and P of 0.034 and less likely to be seen in PCTs with higher male proportion
with rho of -0.23 and P of 0.006 (Table 2.5). In comparison with CP SSS provision,
there was no significant correlation between the needs (prevalence of smoking
adults) and the provision in terms of numbers or percentages. However, due to
higher concentrations of CPs in more deprived PCTs, there was a slightly higher
number of CPs per 25 000 population which offered SSS with rho of 0.27 and P of
0.001 (Table 2.5). Moreover, the CP SSS provision was higher in PCTs with a
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higher ethnic minority proportion (rho = 0.36) in case of CP SSS provision as
percentage and (rho =0.33) in case of provision per 25 000 population with P <
0.001 in both cases (Table 2.5).

Table 2.5: Correlations between pharmacy factor and other explanatory

variables
CPs per 25 000 Weighted Weighted
rho (P-value)® provision (1)*  provision (2)
rho (P-value) rho (P-value)
Prevalence of smoking adults (%) 0.34 (0.000) 0.06 (0.47) - 0.037 (0.69)
Deprivation score 0.63 (0.000) 0.27 (0.001) 0.09 (0.3)
Ethnic minority proportion (%) 0.18 (0.034) 0.36 (<0.001) 0.33 ( <0.001)
Adult male proportion (%) - 0.23 (0.006) -0.12 (0.15) -0.07 (0.44)

1- Weighted provision (1): The number of CPs which were offering SSS per 25 000
population.

2- Weighted provision (2): The percentage of CPs offering SSS out of total CPs.

3- Significant correlations are shown in bold.

2.4.1.4 Association between SSS uptake factors and demographic factors
Table 2.6 presents the univariable correlations between SSS uptake (total reach out
of needs, total success out of needs and total quit rate) and demographic and
pharmacy factors. There was a significant positive correlation between total reach
and deprivation ((rho) = 0.21, P = 0.013), which means that when moving from an
affluent PCT into a deprived one, there is an increase in the percentage of smokers
who set a quit date out of total smokers within a PCT. Unfortunately, no significant
correlation was identified between deprivation and total success (P = 0.95). A
negative significant correlation was identified between the total quit rate and
deprivation ((rho) = - 0.4, P < 0.001). This suggests that for two PCTs; deprived and
affluent, where the total success is equalled, the total reach and quit rate for the two
PCTs follow Equation 2.4. The good results of the total reach in a deprived PCT are
worsening by the lower quit rate and the bad results of the total reach in an affluent

PCT are improved by the higher quit rate.

The total success (deprived PCT) = The total success (aflluent PCT) (Equation 2.4)

The total reach X Quit rate (deprived PCT) = The total reach X Quit rate (affluent PCT)
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According to the results, CP SSS provision factors did not correlate with total reach
and total success. It must be noted that in 2010, only 18% of total setters were
through CPs and 17% of total quitters were through CPs (HSCIC, 2010). However
there was a weak negative correlation between the number of CPs which were
offering SSS per 25 000 population and the total quit rate, with rho of - 0.19 and P
of 0.028 (Table 2.6). This agreed with the fact that the total quit rate through all
NHS SSS providers together was 49% including CPs and 50.4% excluding CPs
and for CPs only was 45% (HSCIC, 2010).

Table 2.6: Correlations between SSS uptake and demographic and pharmacy

factors

Predictor variables Total reach % Total success % Quit rate %
rho (P-value)* rho (P-value) rho (P-value)

Demographic factors

Deprivation score (IMD)* 0.21 (0.01) - 0.01 (0.95) - 0.4 (<0.000)

Ethnic minority proportion % - 0.01 (0.89) - 0.15 (0.07) -0.14 (0.1)

Adult male proportion (%) - 0.03 (0.65) 0.03 (0.7) 0.14 (0.11)

Pharmacy factors

Weighted provision of SSS (%)° 0.15 (0.08) 0.11 (0.21) -0.08 (0.352)

Weighted provision of SSS (N)* 0.13 (0.12) 0.03 (0.7) - 0.19 (0.028)

1- IMD stands for Index for Multiple Deprivations.

2- Weighted provision of SSS (%): The percentages of CPs which were offering SSS out of
total CPs within PCT.

3- Weighted provision of SSS (N): The number of CPs which were offering SSS per 25 000
population.

4- Significant correlations are shown in bold.
2.4.2 Sample results

2.4.2.1 Response rate

Out of the 138 questionnaires sent to the public health leads of SSS within the
PCTs in England, 29 responses were received. Following the reminders, extra 18
responses were received, thus a total of 47 PCTs responded representing a 34%
response rate. One response was with blank answers, 11 responses missed
information about either the number of smokers who set a quit date or the number
of smokers who quit or both, hence, and they were excluded from the analysis. Six
responses provided information irrelevant to the financial year 2009/2010. One
response came from two PCTs, where it was difficult to distinguish between data

related to each PCT. The PNA reports were used to obtain data for an extra 14
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PCTs. The final sample was thus 42 PCTs, which represented 30% of the target

138 PCTs (Figure 2.4).

Figure 2.4: Responses to the survey and the final sample
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2.4.2.2 Sample PCTs versus non-respondent PCTs

The results of normality distribution for each variable for the two groups (sample
and non-respondent PCTs) showed that the prevalence of smoking adults, total quit
rate and the weighted CP provision of SSS per 25 000 population were normally
distributed. Hence, the two independent sample T-test was applied to test the
difference between the two groups. The prevalence of smoking adults did not
significantly differ between the two groups (mean = 23.26% for sample versus
mean = 22.8% for the non-respondent PCTs, P= 0.6). The total quit rate did not
significantly differ (mean = 49.3% for sample versus mean = 50.2% for the non-
respondent PCTs, P = 0.59). However, the CP provision of SSS per 25 000
population was lower in case of the sample (mean = 2.7) compared to the non-
respondent PCTs (mean = 3.4) (P = 0.005). Mann-Whitney test was applied to the
rest of variables (not normally distributed). The deprivation score did not
significantly differ between the two groups (median = 23.2 for sample versus
median = 22.5 for the non-respondent PCTs, P = 0.8). Similarly, no significant
differences were identified in case of; total reach (median = 8.3% for sample versus
median = 7.9% for the non-respondent PCTs, P = 0.37), total success (median =
4.03% versus median = 3.8%, P = 0.29), ethnic minority proportion (median = 7.7%
versus median = 10.3%, P = 0.1) and adult males (median = 52.5% for sample
versus median = 52.5% for the non-respondent PCTs, P = 0.97). However, the CP
provision of SSS as percentage was significantly lower in case of the sample
(median = 55.1%) when compared to the non-respondent PCTs (median = 67.5%)
(P = 0.049). As a result, the differences between the two groups were only related
to the CP provision of SSS (per 25 000 population and as percentage). As a result,
the sample was found to be representative of the non- respondent PCTs in terms of
prevalence of smoking, deprivation, ethnic minority proportion, adult male
proportion, total reach, and total success and quit rate. However, it was not a
representative in terms of pharmacy provision of SSS (per 25 000 population and
as percentages). This suggests that any finding from the sample analysis should
consider this, as any outcome measure that is positively correlated with CP
provision of SSS is expected to be higher in non-respondent PCTs than in the

sample, and vice versa.

2.4.2.3 Descriptive analysis of uptake of SSS for the sample
The sample analysis showed wide variations in terms of pharmacy reach out of
needs, pharmacy share in reach, pharmacy success out of needs and pharmacy

share in success (Table 2.7 and Figures 2.5 & 2.6). The median pharmacy reach
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was 1.3% with a range from 0.1 to 6.7% (Table 2.7 and Figure 2.5a). In 5 PCTs the
pharmacy reach was 5% and above, those PCTs belonged to different location
across England; East England, South East Coast, North West and North East.
However, in two PCTs out of 5, 97% and above of CPs were offering SSS. While
23%, 46% and 67% of CPs were offering SSS in the rest of PCTs. The median
pharmacy share in reach was 12% with a range from 0.6 to 53.3% (Table 2.7 and
Figure 2.5b). Between 40 to 45% of setters set quit date through CPs in three
PCTs, between 45 to 50% in one PCT and between 50 to 55% in another PCT
(Figure 2.5b). Those five PCTs had deprivation scores with a range from 14.98 to
25.63, this means that none of those PCTs belonged to the most third deprived
PCTs across England. The median pharmacy success out of needs was 0.4% with
a range from 0.03 to 2.9% (Table 2.7 and Figure 2.6), while it was over than 2% in
case of 4 PCTs (Figure 2.6).Two out of those PCTs belonged to the most deprived
PCTs and the other two belonged to the most affluent PCTs. The median pharmacy
share in success was 9.8% (Table 2.7, Figure 2.6). Ten PCTs share in success out
of needs was less than lower quartile (3.4%) and ten PCTs share in success was
higher than upper quartile (24.9%) (Table 2.7 and Figure 2.6). In terms of number of
setters per each pharmacy per year, the median number was 15 setters with a
range from 2 setters to 116 setters and the median of quitters was 6 with a range
from 1 quitter to 42 quitters (Table 2.7 and Figure 2.7). The pharmacy quit rate was
normally distributed (Figure 2.8) with mean of 44.5% (Table 2.7). This quit rate
agreed with the total quit rate through CPs across the 151 PCTs in England which
was 45% (HSCIC, 2010). In addition to the variations in SSS uptake, there were
wide variations in terms of demographic and pharmacy factors (Table 2.7).

Figure 2.5: Pharmacy reach out of needs and pharmacy share in reach
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Table 2.7: SSS uptake and demographic and pharmacy factors for the sample

Variable Median/Mean LQ™ UQ"™ Min- Max
Prevalence of smoking adults (%) 22.7 19.3 26.9 14.9 - 35.2
Demographic factors

Deprivation score (IMD)* 23.3 153 288 8.8-43.5
Ethnic minority proportion (%) 7.7 5 11 2- 38.6
Adult male proportion (%) 52.5 52 53.1 49.8 - 53.5
SSS uptake all providers

Total reach out of needs(%)* 8.3 6.9 10.7 4-16
Total success out of needs (%)° 4.0 3.5 5 2-7
Total Quit rates (%)* 49.2° 437 54.1 33.1-67
SSS uptake CPs only

Pharmacy reach out of needs (%)° 1.3 0.5 2.9 0.1-6.7
Pharmacy share in reach (%)° 12 3.5 23.2 0.6 -53.3
Pharmacy success out of needs (%)° 0.4 0.2 1.4 0.03-2.9
Pharmacy share in success (%)° 9.8 3.4 24.9 0.7 -49.2
Pharmacy quit rate (%) 445 39.4 494 30.7 —64.5
Setters per pharmacy/ year (N) 15 8 43 2-116
Quitters per pharmacy/ year (N) 6 3 18 1-42
Pharmacy provision factors

Weighted provision of SSS (%)’ 55.1 354 70.6 14.8 - 100
Weighted provision of SSS (N)® 2.7 1.8 3.4 1-5

1- IMD stands for Index for Multiple Deprivation.

2- Total reach out of needs (%): The percentage of setters through all providers out of total
smokers in a PCT.

3- Total success out of needs (%): The percentage of quitters through al providers out of
total smokers in a PCT.

4- Total quit rate (%): The percentage of quitters out of setters through all providers.

5- Pharmacy reach out of needs: The percentage of setters through CPs out of total
smokers in a PCT

6- Pharmacy success out of needs: The percentage of quitters through CPs out of total
smokers in a PCT.

7- Weighted provision of SSS (%): The percentages of CPs which were offering SSS out of
total CPs within PCT.

8- Weighted provision of SSS (N): The number of CPs which were offering SSS per 25 000
population.

9- Mean was in case of total quit rate and pharmacy quit rate, while median was in all other
cases.

10- LQ stands for Lower Quartile, 11- UQ stands for Upper Quatrtile.
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Figure 2.6: Pharmacy success out of needs and pharmacy share in success
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Figure 2.7: Number of setters and quitters per pharmacy per year histogram
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2.4.2.4 Association between SSS pharmacy uptake outcomes and
demographic and pharmacy factors

The CP uptake outcomes (reach out of needs, share in reach, success out of
needs, share in success, setters per pharmacy and quitters per pharmacy) were not
normally distributed (Figures 2.5. 2.6 and 2.7). As a result, Spearman's rank
correlation test was used to test correlations between SSS pharmacy uptake and
other factors (Table 2.8). The CP uptake measures did not significantly correlate
with the prevalence of smoking, the deprivation, the ethnicity or the gender factors.
However, the prevalence of smoking adults was responsible for 40% of the number
of setters per pharmacy per year and it was responsible for 31% of the number of
quitters per pharmacy per year, with P of 0.01 and 0.046 respectively. This means
that in PCTs with higher needs (higher prevalence of smoking adults), there is a
higher numbers of smokers who set a quit date per pharmacy and higher numbers
of smokers who quit smoking per pharmacy. On the other hand, the CP provision of
SSS (per 25 000 population and as percentage) was responsible for 48% and 50%
of reach respectively, with P = 0.01 in both cases. The CP provision was
responsible for 47% and 51% of pharmacy success of quit smoking in case of
provision per 25 000 population and percentage provision respectively, with P =
0.01. The CP SSS provision was responsible for 53% of pharmacy share in reach
and in success and for 48% of pharmacy share in reach and success in case of
provision as percentage and per 25 000 population respectively, with P of 0.01 in all
cases (Table 2.8). This means that any increase in CPs' provision of SSS will
encounter an increase in uptake of SSS and this will be reflected in quit smoking

Success.

In case of pharmacy quit rate, this was normally distributed (Figure 2.8 above),
consequently, the association between pharmacy quit rate and demographic factors
were assessed using Pearson’s (P) correlation coefficient. The higher the
prevalence of smoking adults and the higher the deprivation scores, the lower the
quit rate (R=-0.61) and (R = -0.58) respectively, with P < 0.001 in both cases. On
the other hand, no significant correlations were identified between the pharmacies
quit rate and any other demographic factors. This suggests that the quit rate
through CPs curve was similar to the total quit rate through all providers which was
negatively correlated with deprivation (Section 2.4.1.4) and this indicates that to
improve the SSS through either CPs or other providers, factors that force setters to
resume smoking in more deprived PCTs should be identified and work should be

done to overcome those factors.
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Table 2.8: Correlations between uptake of SSS through CPs and demographic
and pharmacy factors

Predictor Reach® Share 1’ Success®  Share2’  Setters™  Quitters™
variables Rho, P- Rho, P- Rho, P- Rho ( P- Rho Rho (P-
value value value) value) (P-value) value)
Needs" 0.24, 0.13 0.14, 0.37 0.16, 0.31 0.11, 0.47 0.4,0.01 0.31,0.046
Demographic factors
Deprivation 0.16, 0.3 0.06, 0.7 0.08,0.62 0.02,0.88 0.29,0.06 0.18,0.25
EMP (%)2 0.12,0.43 0.23,0.14 0.12,0.44 0.21, 0.19 0.02, 0.9 0.05, 0.78
Male (%)3 -0.06, 0.71 -0.02,09 -0.03,0.85 -0.03,0.87 -0.13,04 -0.09,0.58

Pharmacy factors
Provision 1* 0.5, 0.01 0.53, 0.01 0.51,0.01 0.53,0.01 0.21,0.19 0.24,0.13
Provision 2°  0.48, 0.01 0.48, 0.01 0.47,0.01 0.48,0.01 0.2,0.21 0.20, 0.20

1- Needs: The prevalence of smoking adults (%).
2- EMP: stands for Ethnic Minority Proportion.
3- Male (%): The percentage of adult males within PCT.

4- Provision 1: (%): The percentage of CPs which were offering SSS out of total CPs within
PCT.

5- Provision 2: The number of CPs which were offering SSS per 25 000 population.
6- Reach: The percentage of setters through CPs out of total smokers in a PCT.

7- Share 1: CPs' share in total reach out of needs

8- Success: The percentage of quitters through CPs out of total smokers in a PCT.
9- Share 2: CPs' share in total success out of needs

10- Setters: The number of smokers who set a quit date per pharmacy per year.

11- Quitters: The number of smokers who quit smoking after 4-weeks follow up per
pharmacy per year.

10- The significant P-value for Spearman's correlation coefficient was shown in bold.

2.4.3 Cost effective analysis of SSS through CPs

2.4.3.1 Sample description

Two responses out of the 28 complete responses in Figure 2.3 did not provide
information about payments to pharmacy for provision of SSS. As a result the final
sample was 26 PCTs, 3 responses mentioned that they use only self-method to

validate quit smoking. The results of those 3 responses were included only in case
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of sensitivity analysis. As a result, the final sample was 23 responses (17% of the
targeted PCTSs).

As PCTs had their own choice to allocate their funds between services as
appropriate, the payments to CPs for providing SSS varied across the different
PCTs (Table 2.9). Hence, the median cost per quitter excluding NRT
reimbursement was £71.3 with a range from £23.8 to £602.5. Upon consideration of
NRT reimbursement, the median cost per quitter was £116.7 with a range from
£65.2 to £649.2. Five PCTs had a total cost per quitter including NRT
reimbursement lower than lower quartile (£83.4), two PCTs out of them belonged to
East England, two PCTs belonged to South East Coast and one to London. Five
PCTs had a total cost per quitter higher than higher quartile (£188.8). Two belonged
to South West England, two belonged to East England and one belonged to
Yorkshire and the Humber.

Table 2.9: Summary description of the SSS uptake, payments and costs

Variable Median LQ’ uQ® Min-Max
Setters per PCT (N)* 532 180 984 31-5270
Quitters per PCT (N)* 235 90 503 20 - 2573
Quit rate % 47.9 39.9 53 34-76
Payment for recruitment (£)° 17.50 6.4 26.3 0-57
Payment for success (£)* 31.6 6 50.5 0-60
Total cost per quitter 1 (£)° 71.3 37.9 143.8 23.8 - 602.5
Total cost per quitter 2 (£)° 116.7 83.4 188.8 65.2 - 649.2

1- Setters per PCT: is the number of smokers who set a quit date through CPs for the
financial year 2009/2010.

2- Quitters per PCT: is the number of quitters who achieved quit smoking through CPs
following 4-weeks follow up.

3- Payment for recruitment: Are the payments to CPs for recruitment of smokers who set up
a quit date.

4- Payment for success: is the payment to CPs who help smokers who set up a quit date in
achievement of quit smoking after 4-weeks follow up.

5- Total cost per quitter 1: is the cost for provision of SSS from CPs excluding NRT
reimbursement.

6- Total cost per quitter 2: is the cost for provision of SSS from CPs including NRT
reimbursement.

7- LQ stands for Lower Quartile, 8- UQ stands for Upper Quartile.
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2.4.3.2 Association between costs per quitter and demographic and
pharmacy factors

No significant correlation could be identified between costs per quitter and any of
the demographic factors (deprivation, ethnicity and gender) or pharmacy factors
(Appendix 3)

2.4.3.3 Incremental cost per quitter

The incremental cost per quitter at 4-weeks was calculated using Equation 2.1. As
explained previously, two assumptions regarding self-quit were made; firstly, the
CO-validated quit rate was assumed to be10% and secondly, no costs were
attributed to the self-quit as it was taken from the NHS perspective. The median
incremental cost per quitter at 4 weeks was £486.4 (Table 2.10) with a range from
£220.2 to £2 517.5. One outlier was identified with an incremental cost of £2 517.5.
This PCT had only 41% of those who reported self-quit being tested through CO-
validation method and this was the lowest percentage among the 22 PCTs. For
calculations of incremental cost per quitter at 52 weeks, an assumption of 75%
relapse rate was applied to the quitter through CPs and to the self-quit. The median
incremental cost at 52 weeks was £1 945.4 (Table 2.10). For calculations of
incremental cost per quitter at lifetime, an assumption of relapse rate of 35%
beyond 52 weeks was applied. As a result, the median incremental cost at lifetime
quit was £2 993.

Table 2.10: Results of incremental costs per quitter at 4 weeks, 52 weeks and

lifetime quit

Incremental cost per Median LQ uQ Min-Max
quitter

At 4 weeks (£) 486.4 298.6 486.4 220.2 - 2517.5
At 52 weeks (£) 1945.4 1835.4 5173.5 889.7 - 9 189.1
At lifetime (£) 2993 1193 3362.7 1355-15492

2.4.3.4 Sensitivity analysis

As stated above, the baseline median incremental cost per quitter at 4 weeks was
£486.4 (Table 2.10). In scenario 1 where the self-quit CO-validated rate at 4 weeks
was reduced from 10% (original scenario) to 5%, the median incremental cost was
decreased by 17% to £402.5. In contrast, when the self-quit CO-validated rate was
increased to 15% in scenario 2, the median incremental cost per quitter was
increased by 26% to £614.4 (Table 2.11). When the self-reported results were
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considered (in original scenario only CO-validated quit rate was used) the
incremental cost per quitter was reduced to £310 (scenario 3). The supply of NRT
was assumed to be given at a maximum period of treatment (12 weeks in original
scenario), when an assumption of supply of 8 weeks is made the incremental cost
per quitter will decrease to, £433.6. The last scenario, it is assumed that the smoker
who lost to follow at 4-weeks follow up will get NRT supply to cover 4 weeks, the
incremental cost per quitter will thus increase to £499 (Table 2.11).

Table 2.11: Results of use different scenarios to reduce uncertainty

Scenarios Median incremental cost

per quitter at 4-weeks

(£)

(Scenario 1) 5% self-quit 402.5
(scenario 2) 15% self-quit 614.4
(scenario 3) Self-reported validation considered 310
(scenario 4) supply of NRT for 8 weeks 433.6
(scenario 5) supply of NRT for 4 weeks for who lost to follow 499

2.4.3.5 Costs of QALYs gained for lifetime quitter
As explained earlier (Section 2.3.3.3c), the discounted QALYs gained for lifetime
quitter, which equalled to 1.98, was used to calculate the cost per QALY gained,

using the previously identified Equation 2.3:

Incremental cost per lifetime quitter
QALYs gained for lifetime quitter (1.98)

Costs per QALY gained =

The median cost per QALY gained for lifetime quitter was £1 511, which is less than
£20 000 recommended by NICE to be cost effective (NICE, 2012), with a range
from £684.3 to £7 824.3. Even with the maximum value the commission of service

is still cost effective.

2.5 Discussion

2.5.1 Needs, provision and uptake of SSS through all providers

The study is among the first to test the success of NHS SSS through all providers
with focus on CPs provision. Despite the fact that there is high intention to quit
smoking among UK smokers (77% among UK smokers intend to quit smoking
(Lader, 2007)), NHS SSS was able to reach only 7.9% of the total smokers (Section
2.4.1.1). This can be explained by the fact that more than half of UK smokers try to
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guit smoking without using any treatment and only 6% out of those who tried to quit
smoking used NHS SSS (Kotz and West, 2009). However, the study finds that the
NHS SSS in total failed to help 5% or more of UK smokers to quit smoking. As the
median success out of needs was only 3.9% (Section 2.4.1.1). Of those who set a
quit date, 49.9% self-reported quit smoking and 68.5% out of them were tested
through CO-validation method (34.2% out of total setters), which is lower than the
35% CO-validated quit rate that was recommended by the Government (DH,
2011a). When NHS SSS was first established in 1999/2000, it was piloted in hard to
reach areas of deprivation (Health Action Zones (HAZs)) with intentions to reach
more deprived smokers (Bauld et al., 2007). As the service was rolled out across
the country in the following years, the NHS SSS uptake and success varied across
the different PCTs and it seemed to correlate with PCTs' deprivation. In 2009/2010
SSS reached more smokers in more deprived PCTs (Section 2.4.1.4). This was the
case for NHS SSS over ten years between 2001/2002 and 2010/2011 (West et al.,
2013). This suggests that smokers of lower SES areas were more willing to try to
guit smoking, which can be explained by tobacco expenses, which in turn push
them to quit smoking (Lowey et al., 2003, Bauld et al., 2006, Pisinger et al., 2010).
This finding contraindicated the old idea that smokers with lower SES were less
willing to access SSS (Wiltshire et al., 2001) and proved that the lack of knowledge
about NHS SSS among lower SES smokers suggested by Roddy and colleagues
(2006) has improved. However, smokers with lower SES achieved lower quit rate
than smokers with higher SES (Section 2.4.1.4), which agreed with the results from
previous studies (Giskes et al., 2006 and Businelle et al., 2010). Low and co-
workers (2007) suggested four scenarios in relation to SSS. They assumed that quit
rate among lower SES is lower than among higher SES, which agreed with the
study's findings (quit rate was negatively associated with deprivation with rho of -
0.4 and P < 0.001 (Section 2.4.1.4). The first scenario assumes that the proportion
of smokers who set quit date for smoking through NHS SSS is higher among higher
SES smokers than among lower ones. This will result in maximization of health
improvement, as it is expected to have higher proportion of quitters in total (higher
SES smokers are more likely to quit). The second scenario assumes same
proportion of access for lower and higher SES smokers (equity of access). This
scenario will still widen the gap between the two groups (higher and lower SES).In
their third scenario "equity of outcome®, the proportion of smokers who set a quit
date was higher among lower SES than among higher SES and the proportion of
quitters were not different, which agreed with our findings that total reach out of

needs was positively correlated with deprivation with rho of 0.21 and P of 0.01 and
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total success out of needs did not significantly correlate with deprivation (Section
2.4.1.4). Based on this scenario, the NHS SSS is not widening the gap in health
inequalities or narrowing it, and its effect is neutral (Low et al., 2007). In the fourth
scenario, the proportion of smokers who set a quit date is higher among lower SES
smokers than among higher ones, and this difference is capable of making a
change to reduce the gap in health between the two groups (Low et al., 2007). This
scenario is the optimal scenario and is the one that the service commissioners
should follow. However, Bauld and co-workers (2006) found only a modest
improvement in reducing health inequalities based on success of NHS SSS in case
of Glasgow.

2.5.2 Needs, provision and uptake of SSS through CPs

CPs are in the heart of community, thus they are ideal to reach hard to reach
patients. This was highlighted in the Government document “A vision for pharmacy
in the new NHS” and “Pharmacy in England: building on strengths- delivering the
future” (DH, 2003a and DH, 2008a). As mentioned previously, a recent study by
Todd and co-workers (2014) found that the majority of English population are able
to access CP within 20 minutes walk. When SSS was firstly introduced, CPs
identified a number of barriers for provision, such as lack of time, lack of training
skills, premises barriers and financial concerns (Sinclair et al., 2004). Most of those
barriers were overcome, as for a pharmacist to be able to provide SSS; they are
required to attend local training (PSNC, 2014). Furthermore, most CPs has
counselling rooms and the service is funded by local providers. The importance of
CPs in the community was translated into higher concentration of CPs per 25 000
population in more deprived PCTs where smoking is more prevalent and higher
concentration of CPs in PCTs with a higher ethnic minority proportion (Section
2.4.1.3). Furthermore, it was translated into a higher provision of SSS through CPs
in PCTs with higher ethnic minority proportion (Section 2.4.1.3). However, the
prevalence of smoking is not significantly correlated with ethnic minority proportion
(Section 2.4.1.2, Table 2.4), as it is higher among certain ethnicities (Bangladeshi
men and Black Caribbean women) (HSCIC, 2006). To make the best use of this
higher provision of SSS among PCTs with higher minor ethnicities, language
barriers for many of those ethnicities should be overcome. Overall, CP SSS
provision per 25 000 population correlated significantly with deprivation and ethnic
minority proportion and it did not correlate with prevalence of smoking adults
(needs) (Section 2.4.1.3; Table 2.5). Therefore, CPs in PCTs with higher needs had

to deal with a higher number of smokers who set a quit date per year (rho = 0.4)
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(Section 2.4.2.4). Although quit rate for smokers who set a quit date through CPs
was negatively correlated with the needs, CPs in PCTs with a higher needs
achieved higher number of quitters per pharmacy per year with rho of 0.31and P of
0.046 (Section 2.4.2.4). Thus, an increase in pharmacy provision of SSS will result
in higher reach of SSS and in higher success of SSS out of needs (Section 2.4.2.4,
Table 2.8). This suggests that to improve the uptake of SSS and avoid the increase
in workload related to SSS for CPs in PCTs with higher needs, an increase in SSS
provision through CPs is necessary. Otherwise, if the workload related to SSS
overrides certain limits which CPs cannot tolerate, this will result in increased stress
and decreased job satisfaction (Gidman, 2011 and Lea et al., 2012). This in turn
might reflect on pharmacist's routine work and affect patient safety (Gidman, 2011).
When sample PCTs were compared to the non-respondent PCTs, it was found that
the CP SSS provision was higher in case of non-respondent PCTs, with median of
67.5% for the non-respondent and 55.1% for the sample (Section 2.4.2.2). An
increase in 22.5% should result in higher SSS reach of 11.25% of their smokers in
non-respondent PCTs when compared to the sample PCTs (50% of the SSS reach
through CPs was attributed to CP SSS provision (Section 2.4.2.4).

2.5.3 Cost effective analysis of CP SSS

The median cost per participant was £116.7 (Section 2.4.3.1,Table 2.9), which
resulted in £486.4 as median incremental cost per quitter at 4 weeks (Table 2.10).
A previous study which was done in Glasgow, reported a £53.31 as cost per
participant and £772 as incremental cost per quitter at 4 weeks for the pharmacy
intervention (costs calculated at 2007 prices) (Boyd and Briggs, 2009). Despite that
the cost per participant was lower in case of Boyd's study. The CO-validated quit
rate was almost twice in case of this study than the one which was identified in
Boyd's study (Boyd and Briggs, 2009). Another study reported £300 as incremental
cost per quitter when using an intensive pharmacy intervention rather than standard
help (Sinclair et al., 1999). This study was taken from the social perspective and the
quit rate was identified at 9 months following the quit date. A Scottish study
reported £524.45 as cost per quitter and the self-reported quit rate at 4 weeks was
44.6% (Cramp et al., 2007). The median incremental cost per quitter at 4 week in
our study was £486.4 which is very close to Cramp and co-workers (2007) findings.
When looking at the cost per QALYs gained, the median cost was £1539 with a
range from £695 to £7 891. The costs per QALYs gained for intensive counselling
and NRT was €4 900 (£3 062.5) based on 2000 prices and for 75 years (Feenestra
et al., 2007). Even in the PCTs with higher costs per QALYs (£7 824.3 (Section
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2.4.3.5)), the intervention is still below £20 000 (reported by NICE to be cost

effective), which means that the provision of SSS through CPs is cost effective.

2.6 Limitations of the study

The study had a low response rate of 34%. However, to overcome this low
response rate the sample was weighted against the non-respondent PCTs as it was
recommended by Brick and Kalton (Finchman, 2008). In case of the cost-effective
analysis, several measures were not given by the respondent PCTs exactly. Thus a

sensitivity analysis was conducted to overcome this problem.

2.7 Conclusions

After 10 years of introducing NHS SSS, smoking prevalence is still highly correlated
with deprivation. However, the NHS SSS, based on the findings, is helping in not
widening the gaps in terms of smoking prevalence between PCTs with different
SES. The CP SSS provision (as percentage) did not match with the needs, despite
the fact that there was a higher concentration of CPs in more deprived areas. CPs
share is less than fifth of NHS SSS through all providers. If the CP SSS provision
increases, the total reach and total success of SSS through CPs will increase. Even
though CP SSS quit rate was lower than other providers, it is still cost-effective and
it will provide smokers who wish to quit smoking with a convenient and accessible

place to help them to quit smoking.

2.8 Future of SSS

Electronic cigarettes which became available recently in the market are to be
regulated to quit smoking in the UK from 2016 (Torjesen, 2013). Electronic
cigarettes have less hazards when compared to regular cigarettes (Henkler and
Luch, 2014). However, there is a hazard from components which are used in
electronic cigarettes such as solvent, flavour, additives and contaminants (Hutzler
et al., 2014). Few clinical trials found that electronic cigarettes can help stop
smoking as the speed that the nicotine reaches the central nervous system is
comparable to that of some of the NRTs (Nowak et al., 2014). However, there is still
no clear idea about the benefits and risks of electronic cigarettes in stop smoking
and further clinical studies should be conducted to estimate the risks and benefits.
As SSS was cost-effective based on the model used in 2009/2010, hence a
payment by result method might encourage CPs to reach more smokers in their
locality and improve the effectiveness of CPs. In April 2010, a new system for

payment by results for SSS was introduced (Wyatt, 2012). However, West (2011)
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suggested that providers might chase ‘cherry-pick easy cases’ and ignore the cases

that are related to health inequalities.
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Chapter Three: Needs, provision and uptake of sexual health pharmacy

services

3.1 Introduction

3.1.1 EHC

In 1999, the Government assessed the situation of teenage pregnancy in the UK. It
analysed how other European countries which had similar teenage pregnancy rates
to the UK in 1970, succeeded in reducing the rates while the UK failed (Social
Exclusion Unit, 1999). Thus, it set out a plan to halve teenage pregnancy by 2010
through improvements in teenage knowledge about sex, relationships and
contraception and to improve the quality of life for young parents by supporting
education, training and employment (Social Exclusion Unit, 1999). Despite the
teenage pregnancy rate being reduced by 10% between 1999 and 2010, teenage
pregnancy was found to be highly connected with deprivation (Conrad, 2012). This
suggests that despite a reduction in the overall problem, health inequalities caused

by teenage pregnancy have not been solved (Conrad, 2012).

The probability of getting pregnant following unprotected sexual intercourse
depends mainly on the day of intercourse in relation to the menstrual cycle (Wilcox
et al., 2001). Wilcox and co-workers (2001) found that the mean probability of
getting pregnant following one act of unprotected intercourse during any day of the
cycle is 3.1%. One of the effective methods in preventing unintended pregnancy is
EHC (Marciante et al., 2001). Prior to 2000, the EHC contained both estrogen and
progestogen (Yuzpe®) and the side effects kept it as a POM (Anderson and
Blenkinsopp, 2006). In 2000, a new progestogen-only EHC was introduced
(Levonelle-2®; containing levonorgestrel), the new EHC was more effective and
safer than the old one. Its success rate ranged from 95% if the dose is taken within
the first 24 hours after intercourse to 58% if it is postponed to 48-72 hours (Killick
and Irving, 2004). In 2003, the dose of levonelle was changed from taking two
tablets each containing 750 pg 12-hours apart to a single dose of 1500 ug , as it
was noticed that many women failed to take the second tablet (MHRA, 2003). The
effectiveness of two doses of 750 ug and one single dose of 1500 pg was similar
(Hertzen et al., 2002). Grimes and co-workers (1998) found that taking two doses of
levonorgestrel 12 hours apart within 72 hours following a single act of unprotected
sexual intercourse is effective in preventing 75% of unintended pregnancies.
Creinin and co-workers (2006) found that taking two doses of levonorgestrel 750 ug

within 72 hours following one act or more of sexual intercourse to be effective in
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preventing 69% of unintended pregnancies. Glasier and co-workers (2010b) found
that taking one dose of levonorgestrel 1500 pg within 120 hours following one or
more act of unprotected intercourse to be effective in preventing 52% of unintended
pregnancies. Hertzen and co-workers (2002) found that the single dose is effective
in preventing 84% of unintended pregnancies if it is taken within 72 hours following
a single act of sexual intercourse and is effective in preventing 63% of pregnancies
if it is taken between 72 and 120 hours following the intercourse. The mean age of
women in each of the four studies was different with 23.6 years (Glasier et al.,
2010b), 24.3 (Creinin et al., 2006), 27.1 (Hertzen et al., 2002) and 27.3 (Grimes et
al., 1998). Furthermore, there were differences in terms of BMI and ethnicity.

In 2001, EHC was deregulated from POM status into P status (MHRA, 2013a).
This allowed women (aged 16 and above) to buy EHC from CPs at £19.99 cost in
2001 (in 2009/2010, price was around £25, varied between sellers (Hinchliffe,
2010)). In addition EHC can be obtained free through a prescription provided by
GPs, family planning clinics and walk in centres (Harrison-Woolrych et al., 2001).
The advantages and disadvantages of EHC deregulation were arguable. The direct
link between improving access to EHC and total unintended pregnancy and
abortion rates was unclearly defined. Glasier (2006, 2013) found that there is no
direct link between the increase uptake of EHC and lower total unintended
pregnancy rates and abortion rates. On the other hand, Oza (2009) found that the
improved access to EHC in USA through pharmacies decreased the abortion rates
among 15-29 years old by 37.2%. The situation in the UK was different, as the hope
that increased access to EHC would lead to a decrease in unwanted pregnancies
as suggested by Harrison-Woolrych and workers (2001) did not occur, and there
was no increase in use or changes in the patterns of use (Martson et al., 2005).
However, there was a shift in venues where women obtained their EHC, as they
tended to buy EHC from pharmacies in comparison to other venues (Martson et al.,
2005). The women from higher SES areas would use EHC more often than women
in lower SES ones (Cameron et al., 2012). This contraindicated the aim to lower the
gap in SES in terms of unintended pregnancies between higher and lower SES

areas.

Many researchers found no evidence to support the suggestion that improving
access to EHC might direct the women to abandon other methods for birth control
and might increase the incidence of Sexually Transmitted Infections (STIs) (Camp
et al., 2003; Jackson et al., 2003; Black et al., 2006). Only one study which

investigated the effect of improving access of EHC through pharmacies on a large
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sample size (n= 440 038), found that this improvement was responsible for 17.8%

increase in STIs among 15-29 year old women (Oza, 2009).

Pharmacists welcomed the EHC scheme, as they thought it would help women in
obtaining EHC and it would improve their profession (Bissell et al., 2006). However,
both pharmacists and users raised concerns about its misuse and its impact on
changing contraceptive behaviour and increasing STls (Seston et al., 2001; Bissell
et al., 2006). As timing is very important for the effectiveness of EHC, the
availability of EHC through CPs, gives a chance to get it within 24 hours following
sexual intercourse, where it is most effective (Killick and Irving, 2004; Lewington
and Marshall, 2006). Marciante and co-workers (2001) found that obtaining the
EHC form pharmacists after unprotected sex was cost-saving from both payer and

private perspective in comparison to health clinics.

The enhanced service (currently known as local commissioned service) of EHC
include the supply of EHC to women through specific written instructions which are
called PGDs. The supply will be free of charge to women who met the PGD criteria
(PSNC, 2014). Each PCT had its own criteria of inclusion in terms of age of client
and most of them include only teenagers (under 16 years old). However some
exceptions were seen in case of the service in Ashton, Leigh and Wigan PCT
where the service was free to all ages (NHS Ashton, Leigh and Wigan, 2011) and in
Berkshire West PCT, where it was free to ages between 13 and 19 under PGD
with those who are 20 years and over having to buy it over the counter (Berkshire
Local Pharmaceutical Committee, 2011).

3.1.2 Chlamydia screening

The second sexual pharmacy health service examined in this Chapter deals with
Chlamydia. Chlamydia trachomatis is the most common sexually-transmitted
infection in the UK, affecting both men and women, even those that are less
sexually active (National Chlamydia Screening Programme (NCSP), 2010a). Itis
more common in young people aged under 25 years old than older ones (Adams et
al., 2004). Chlamydia infections are largely asymptomatic and if untreated they can
lead to severe complications to the woman’s reproductive system, which will result
in infertility or ectopic pregnancy (Balfe et al., 2010). Fortunately, a urine test can
detect chlamydia infection and a single dose of antibiotics can treat the infection
(Peipert, 2003). In 2003, the DH established a network to offer free screening and
treatment and partner notification to those under 25 years old. The target for

2009/2010 was to test 25% of men and women aged 15-24 in healthcare settings
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and non-healthcare settings; genitourinary medicine (GUM) activity apart.
Community pharmacists can participate in offering kits only, offering screening in
site, or providing treatment and partner notification for sexually active people under
25 years old (NCSP, 2013). For those who offer only kits, they should inform the
client about how to utilise the kit, how to return it for testing, the process following
the completion of test and how they will be informed of the results. For those who
offer chlamydia screening at site, they should inform the client about the benefits of
chlamydia screening, specimen collection, procedures followed to manage the
results and free treatment. In case of positive results, CPs will refer the client into
other sexual health services to obtain treatment (if the CP is offering screening
only). A record of the client details and a signed consent form should be prepared
prior to screening. For those who offer treatment at site, they can provide antibiotic
under PGDs (PSNC, 2014). CPs showed willingness to provide chlamydia services
(kits, screening, treatment and partner notification) (Cameron et al., 2007). Public
perceptions towards using chlamydia screening through CPs were arguable. The
public welcomed the service and stated how it was convenient and accessible in a
study in South East London (Baraitser et al., 2007). On the other hand, the majority
of young adults who were surveyed in Ireland stated that they would prefer to be
screened by a doctor or nurse and the majority did not want to be screened by a
pharmacist (Brugha et al., 2011). The results of the first two years of chlamydia
screening through CPs indicated that the service was feasible and accessible as
there was a number of people who accessed the service (Anderson and Thornley,
2011). Providing chlamydia services alongside EHC service seemed to improve the
number of clients who were screened through CPs (Brabin et al., 2009; Gudka et
al., 2013; Gudka et al., 2014).

3.2 Aims and objectives
The aim of this Chapter is to identify the needs for both sexual health services
across different PCTs and to assess whether the provision and uptake of services

through CPs match with the needs.
The specific objectives are:

1. To identify the needs for EHC as an enhanced service (under PGD) and
chlamydia service on PCT level for all PCTs in England and to identify what
are the factors that are associated with higher needs.

2. To investigate whether the provision of services through CPs matches with

the needs.
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3. To assess whether the uptake level of each service matches with the level
of provision and in turn with the level of needs.
4. To calculate the incremental cost-effectiveness ratio ICER for EHC

intervention in comparison to no intervention at all.

3.3 Method
In order to meet the aims of this Chapter, the PNA reports were used to collect

information regarding the CP provision of EHC and chlamydia screening service. A

short survey was conducted to obtain the missing data regarding the uptake and
costs of both services to perform the required analysis. All collected data were
related to the financial year 2009/2010, which started in 01/04/2009 and ended in
31/03/2010.

3.3.1 Measures, definitions

The measures and definitions are divided into;

3.3.1.1 Measures and definitions that are related to EHC service

¢ Need for EHC: the conception rate per 1000 females (15-17 year olds only),

as the service aimed mainly to reduce teenage pregnancy and this is how
the teenage pregnancy rates were presented in health profiles (Public and
Health Observatories website, 2010).

Provision of EHC through CPs: the percentage of CPs providing EHC
under PGD within a PCT.

Weighted provision of EHC: the number of CPs providing EHC per 10 000

females under 60 years old, as two details of the population per PCT were

available; under 16 years old and 16-59 years old.

Number of teenagers accessing EHC per month during 2009/2010

¢ Number of teenagers provided with EHC per pharmacy during 2009/2010

Ethnic minority female percentage: percentage of women who are of an

ethnic minority

3.3.1.2 Measures and definitions that are related to chlamydia service

o Need for chlamydia services: the percentage of 15-24 year-olds who tested

positive chlamydia out of the total tested.

o Reach of chlamydia services: the percentage of 15-24 year-olds tested for

chlamydia infection out of all 15-24 year-olds.

e CP provision of chlamydia screening: the number of CPs offering chlamydia

screening services out of the total in a PCT.

80



¢ Weighted CP provision of chlamydia screening service: the number of CPs

which offer the service per 10 000 15-24 year-olds.

3.3.1.3 Measures and definitions that are related to both services
e PCT deprivation (Index of Multiple Deprivation (IMD) score) (2010): (see
section 2.3.1.2).

3.3.2 Data collection

3.3.2.1 The published resources

Teenage pregnancy rates were imported from the health profiles (published 2010)
for each PCT (Public Health England, 2010). As in Chapter 2, where the health
profile was not available for a given PCT, a weighted mean (based on population
size) was calculated using values from the localities within that PCT. The
prevalence of chlamydia was imported from the national chlamydia screening
website (2010b). The number of CPs within each PCT and number of CPs which
were providing an EHC service, chlamydia service or both were obtained from the
PNA reports. Demographic characteristics were imported from the office for national
statistics (ONS, 2011).

3.3.2.2 The survey

3.3.2.2a Questionnaire design

As in Chapter 2, a questionnaire was designed to collect the data regarding the
uptake and the costs of EHC and chlamydia services. The final version is available
in Appendix 3. The questionnaire had two sections; section one was related to the
EHC service and section two was related to the chlamydia services. The
guestionnaire asked about the uptake of each service during the financial year
2009/2010 and the costs attributed to the provision of each service; pharmacy

payment, overhead costs and medication costs.

3.3.2.2b Ethical approval

The final draft was submitted to the Science, Engineering and Computing Ethics
Committee at Kingston University to obtain ethical approval. The Committee met on
21/06/2012, approved the questionnaire and recommended to use the term sexual
health services rather than sexual services. The questionnaire was posted to the
public health leads of sexual health services in each of the targeted PCTs in

November 2012, followed by reminders in December 2012.
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3.3.2.2c Validation of the questionnaire

The questionnaire was chosen to ask direct questions about the uptake and costs
of EHC service and chlamydia service (Appendix 3). However, to make sure that
the questionnaire provide exact data, a comparison between the costs identified
from responses was made with the costs found through the PCT investigation 2011
that covered the financial year 2010/2011 (Chemist and Druggist, 2011). No
differences were identified and hence the responses from the survey were
validated.

3.3.3 Data Analysis

The collected data were coded and entered into SPSS version 17 for analysis.

3.3.3.1 Data analysis for all PCTs

Descriptive analysis was performed on all measures to identify the mean, median
and range. Normality distribution was tested for all measures using Shapiro-Wilk
test. Correlations between the needs and other factors were tested using
Spearman's rank test in case of non-normal distribution and Pearson's coefficient

test in case of normal distribution with 95% confidence level in all cases.
3.3.3.2 Data analysis for the sample

3.3.3.2a Comparison between respondent PCTs and non-respondent PCTs
PCTs that responded to the questionnaire were separated from the non-
respondents (the rest of PCTs). A comparison between these two groups in terms
of all measures identified above was performed using the Mann-Whitney test in
case of non-normal distribution and a T-test between two independent samples

where a normal distribution was seen (95% confidence level).

3.3.3.2b Sample added measures

This included the two services uptake measures;
A- for the EHC service

e Number of clients who accessed the EHC per month: the number of CP

clients who asked for EHC under PGD per calendar month.

e Number of clients who were issued with EHC medication per month: the

number of CP clients who accessed CP EHC service and were provided
with EHC. In case this number was absent for PCT, the average rate of

supply for all PCTs was used.
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¢ Number of clients who accessed the EHC per month per pharmacy: this

was calculated by dividing the number of clients who accessed the EHC per
month by the number of CPs which were providing EHC.

e Number of clients who were issued with EHC per month per pharmacy: this

was calculated by dividing the number of clients who received EHC per
month by the number of CPs which were providing EHC.

B- for chlamydia service

¢ Pharmacy reach of chlamydia screening: the percentage of 15-24 years old

in a given PCT who were screened through CPs out of the total population
of 14-25 years old.

e Pharmacy share in chlamydia screening: the percentage of 15-24 years old

who were screened through CPs out of the total screened through all
venues.

o Chlamydia screen per pharmacy (2009/2010): the number of 15-24 years

old who were screened per CP during the financial year 2009/2010.

3.3.3.2c Applied statistical tests

Descriptive analysis (mean, median, range... etc.) was performed on all measures
of the sample PCTs as it was performed on all PCTs. In the case of EHC,
Pearson's coefficient test was used to identify the correlation between needs and
deprivation on one side, and uptake of EHC through CPs on the other. The uptake
measures (the number of clients who accessed the EHC service and those who
were issued with EHC medication) were log;o transformed to make them closer to
normal distribution. Spearman’'s Rank test was used to investigate the association
between uptake and demographic factors (age and ethnicity). In case of chlamydia
service, logy, transformed values for chlamydia uptake through CPs were used and
Pearson's coefficient test was used to compare the log transformed values with

needs and provision. A 95% confidence level was used in all cases.

3.3.3.2d Cost-effectiveness analysis of EHC intervention

A simple cost-effective analysis model was used to compare EHC intervention with
no intervention, as described in a Figure 3.1. The analysis was taken from the NHS
perspective. The costs of intervention (EHC through CPs) included costs of
consultation (payment to CPs), costs of medication and costs of unintended
pregnancy. Both of consultation costs and medication costs were calculated based

on answers from questionnaires sent to PCTs (Appendix 3). For any missing cost,
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the median cost for the rest of PCTs within the sample was calculated and used as
a replacement. No costs for medication and consultation were attributed to no-

intervention, as it was taken from the NHS perspective.

Figure 3.1: Decision tree following unprotected sexual intercourse

/
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/ Child birth
Unintended — Induced abortion
pregnancy
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Do nothing \ Ectopic pregnancy

\

No
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To define the effectiveness of EHC, a meta-analysis of Randomised Control Trial

(RCT) studies (which are described in Table 3.1) was conducted. The criteria for
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choosing those studies was based on RCT studies that test the observed
pregnancy rates for women who used levonorgestrel (one dose 1.5 mg or two
doses 0.75 mg12-h apart) within 120 hours of the unprotected sexual intercourse.
Creinin and co-workers (2006) calculated the expected pregnancy rates based on
Wilcox's method (Wilcox et al., 2001). While the rest of the studies calculated the
expected pregnancy rates based on Trussell's method. A meta-analysis of the four
RCT studies found that the taking of levonorgestrel following unprotected
intercourse one dose or two doses (12 hours apart) was resulted in 93/5 420
(1.72%) as observed pregnancies versus 386/5 420 (7.1%) as expected
pregnancies for no intervention (Figure 3.1). The costs of one case of unintended
pregnancy (£ 1016) were obtained from Montouchet and Trussell (2013). The costs
were related to the costs of unintended pregnancy in England to the NHS in 2010,
which agreed with the period of time the collected data was related to (financial
year 2009/2010). Thomas and co-workers (2010a) found that the cost of
unintended pregnancy was £948 to the NHS in 2007-2008, as it was not related to
the financial year 2009/2010, the value was not used. The total costs of an
unintended pregnancy equalled to the costs of each event (child birth, induced
abortion, ectopic pregnancy and spontaneous abortion) multiplied by its probability

(Table 3.2) in the page below.

Table 3.1: Summary of the four RCT which was used in meta-analysis

Study Methods Location Time Ul Results (N. Preghancies)
(frequency
of Ul)

Intervention  No intervention
(Observed) (Expected)

Glasier RCT. UK, Within 120-h  25/958 52/958
et One dose 1.5 mg Ireland (one or more)

al.,2010 levonorgestrel and USA

Creinin RCT. USA Within 72-h 13/774 42/774
et Two doses of (one or more)

al.,2006 levonorgestrel 0.75
mg 12 hours apart

Hertzen RCT. 10 Within 120-h  20/1356 111/1356
et al., a- One dose 1.5mg countries (one)
2002 levonorgestre.
b- Two doses of
levonorgestrel 0.75 24/1356 106/1356
mg, 12 hours apart
Grimes RCT. 21 Within 72-h 11/976 75/976
et al., Two doses of countries  (one)
1998 levonorgestrel 0.75

mg, 12 hours apart

Ul: Unprotected intercourse.
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Figure 3.2: Forest plot of observed pregnancies using levonorgestrel versus

expected pregnancies with no intervention

Study Levonorgestrel  Nointervention  Relative risk (85% CI) Meta analysis

Glasier, 2010 251958 52/858 048 {0.30- 0.77)

Creinin, 2006 121774 42714 0.21 (0.17-0.57) :

Hertzen, 20022 2011356 11111356 0.180.17-0.29) =

Hertzen, 2002b 24/1356 106/1356 0.23(0.15-0.35) -

Grimes, 1998 111976 750976 0.15 {0.08-0.27) T

Total (fixed effects)  92/5420) 38615420 0.24 {0.19- 0.30) ;

Total (random effects)  93/5420 35615420 0.25 {0.16-0.38) L - ;
Heterogeneity: Q— 12.95, df- 41, F— 0.012, 12— 63.1% Relative risk

Testfor overzll effects: Z=-12.4¢, P <0.001.

Table 3.2: Costs and probability of pregnancy outcomes

Pregnancy outcome Probability” Cost* Probability x
Cost®
Child birth 0.14 £1579 £221
Induced abortion 0.83 £919 £763
Spontaneous abortion 0.02 £375 £8
Ectopic pregnancy 0.01 £2462 £24
Unintended pregnancy® 1 £1016

1- Probability of each event was obtained from (Montouchet and Trussell, 2013) for the
unintended pregnancies for girls aged 15-24 years old n England for 2010.

2- The costs of each event were derived from (Montouchet and Trussell, 2013).
3- The fourth column is resulted from multiplying probability with cost of each event.
4- Total cost of unintended pregnancy equals to the total costs.

The incremental cost-effectiveness ratio (ICER) of using EHC intervention through

CPs versus no intervention was calculated using (Equation 3.1).

Costs 1—Costs 2 -
ICER = Probabilty 1—-Probabilty 2 (Equation 3.1)

1- Costs 1: costs attributed to EHC intervention = (Costs of consultation per client + cost of
medication per client) + (probability of unintended pregnancy (1.7%) x costs of unintended
pregnancy (£1 016).

2- Costs 2: costs attributed to no intervention = probability of unintended pregnancy (7.1%)
x costs of unintended pregnancy (£1 016).

3- Probability 1: the probability of not getting pregnant using EHC= 100- 1.7 (%)

4- Probability 2: the probability of not getting pregnant with no intervention = 100-7.1 (%).
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3.3.3.2e Sensitivity analysis

In order to overcome uncertainty in calculating the incremental cost-effectiveness
ratio, a sensitivity analysis was applied to the costs and benefits of EHC
intervention in comparison to no intervention. As the costs of intervention
(consultation and medication) varied across different PCTs, and the median was
used to calculate the incremental cost, the lowest costs of intervention were used in
the first scenario and the highest costs were used in the second scenario. The third
and fourth scenario were related to the probability of getting pregnant using EHC
versus no intervention. The third scenario used the results of Glasier and co-
workers (2010) which had the highest risk relative ratio (0.48) in Figure 3.2. The
fourth scenario used the results of Grimes and co-workers (1998) which had the
lowest risk relative ratio (0.15) in Figure 3.2.

3.4 Results

3.4.1 EHC

Out of the 151 PCTs which were available in 2009/2010, teenage pregnancy rates
could not be identified for 5 PCTs and provision of EHC through CPs could not be
identified for 7 PCTs. As a result, 139 PCTs were included.

3.4.1.1 Descriptive analysis for the 139 PCTs

The PCTs displayed a wide variation in needs (Figure 3.3), demographic factors
(Figure 3.4), and CP provision of EHC (Figure 3.5). The teenage pregnancy rates
ranged from 22.1 to 74.8 per 1000 with a median of 43.2 (Table 3.3). Thirty four
PCTs had teenage pregnancy rates lower than the lower quartile (34.1) and they
belonged to the most affluent PCTs in England and thirty four PCTs had rates
higher than the higher quartile (52.4) and they belonged to the most deprived PCTs
in England. The deprivation scores also varied across the PCTs from 8.8 to 43.5
with a median of 23.2 (Table 3.3 and Figure 3.3). Thirty three PCTs had a
deprivation score lower than the lower quartile (16.4) and 26 out of them were in
common with those of teenage pregnancy rates lower than the lower quartile. Thirty
four PCTs had a deprivation score higher than the higher quartile (29.5) and 23 out
of them were in common with those who had teenage pregnancy rates higher than
the higher quartile. In terms of ethnicity, the median proportion of females aged
under 60 years old of BME was 8.9% with a range from 1.8 to 53.8% (Table 3.3).
The highest 5 PCTs of proportion of BME females (under 60 years old) belonged to
London, two out of them belonged to the most affluent PCTs and three belonged to

the most deprived PCTs. The CPs provision of EHC varied across the different
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PCTs with a median of 52.3% and a range from 5.3 to 90% (Table 3.3 and Figure
3.5). Thirty three PCTs had a CP EHC provision higher than the upper quartile
(65.1%), the highest four had a moderate (neither high nor low) teenage pregnancy
rates. No outliers were identified in terms of needs, demographic factors or CP

provision factors.

Table 3.3: Description of the 139 PCTs

Variable Median LQ uQ Min- Max
Needs

Teenage pregnancy rate' 43.2 341 524 22.1-74.8
Demographic factors

Deprivation score (IMD)? 23.2 16.4 29.5 8.8-43.5
Female under 16 years (%)* 24.1 22.9 24.8 15.1- 29.2
Female under 60 as BME (%)* 8.9 49 188 1.8-53.8
Female under 16 years as BME(%)* 7.8 4.2 18.6 1.4- 56
Female (16-59) as BME %" 9 4.9 19.2 1.9-52.9
Pharmacy provision factors

CPs per 10 000 female under 60 55 4.9 6.2 3.7-12.5
CPs providing EHC per 10 000 2.8 1.9 3.5 0.3-5.7
CPs providing EHC (%) 52.3 345  65.1 5.3- 90

1- Teenage pregnancy rate: The conception rate per 1000 females (15-17 year olds only).
2- IMD: Index of Multiple deprivations.

3- Female under 16 years (%): The percentage of females under 16 years old out of total
females under 60 years old.

4- BME (Black and Minority Ethnic) %: The percentage of Asians, Blacks and Chinese or
other ethnicities out of total population.

Figure 3.3: Teenage pregnancy rates histogram
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Figure 3.4: Deprivation score histogram
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Figure 3.5: CPs providing EHC (%) histogram
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3.4.1.2 Association between teenage pregnhancy rates (needs) and other
factors

Despite the progress that had been made between 1999 and 2009 in reducing
teenage pregnancy rates, higher rates were still found to be strongly correlated with
deprivation (rho = 0.83, P < 0.001). There was only a weak correlation between
teenage pregnancy rate and the ethnic make-up of a PCT (rho = 0.2, P=0.018).
Although there was a greater concentration of CPs in PCTs with greater needs (rho

= 0.4, P < 0.001), this did not translate into an improved provision of EHC through
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CPs either as a percentage of CPs, or per 10 000 females and as no significant

correlation could be identified (Table 3.4).

Table 3.4: Association between needs and other factors

Rates of teenage pregnancy
Rho (P-value)

Demographic factors

Deprivation score (IMD)" 0.83 (< 0.001)
Female under 16 years (%)” - 0.145 (0.08)
Female under 60 as BME (%)° 0.161 (0.06)
Female under 16 years as BME(%)® 0.2 (0.02)
Female (16-59) as BME %° 0.145 (0.09)
Pharmacy provision factors

CPs per 10 000 female under 60 0.4 (< 0.001)
CPs providing EHC per 10 000 0.14 (0.1)
CPs providing EHC (%) 0.002 (0.99)

1- IMD: Index of Multiple deprivations.

2- Female under 16 years (%): The percentage of females under 16 years old out of total
females under 60 years old.

3- BME (Black and Minority Ethnic) %: The percentage of Asians, Blacks and Chinese or
other ethnicities out of total population.

4- Significant correlations were shown in bold.

3.4.1.3 Sample PCTs

3.4.1.3a Response rate

15 PCTs responded to the questionnaire which were sent in November 2012 a
further 5 PCTs responded to the reminders which were sent in December 2012.
The questionnaire asked for the uptake of EHC through CPs. One of the
respondents did not provide uptake information so was excluded. As a result, the
respondent sample consisted of 19 PCTs. An investigation through the PNA reports
provided uptake results for a further 23 PCTs, where the uptake information was
related to the financial year 2009/2010. The final sample was 42 PCTs out of 139
PCTs (30% response rate; Figure 3.6). The majority of respondent PCTs belonged
to North East, North West and South East of England (Figure 3.7)
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Figure 3.6: Explains the process in getting the final sample
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Figure 3.7: Map of PCTs which responded to EHC survey

England

The final
sample was 42
PCTs

N

3.4.1.3b Comparison between respondent and non-respondent PCTs

The results of Mann-Whitney tests between the sample and the rest of PCTs (Table

3.5) showed that median teenage pregnancy rate and median deprivation score

were higher in the sample than the rest of PCTs. The median rate of teenage

pregnancy per 10 000 was 48.5 for the sample and 41.02 for the rest of the PCTs
(P = 0.035). The median deprivation score was 26.00 for the sample and 20.54 for

the rest of the PCTs (P = 0.002). However, there was no significant difference in

any of the other variables. This indicates that even though there was a higher need
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for EHC service in the sample when compared to the rest of PCTs, there was no

significant difference in terms of CPs EHC provision.

Table 3.5: Comparison of variables between respondent PCTs (sample) and

non-respondents

Variable Sample Rest of PCTs P-value
Median Median

Needs

Teenage pregnancy rate’ 48.5 41.02 0.035

Demographic factors

Deprivation (IMD)* 26.00 20.54 0.002

Female under 16 years (%)* 24.18 24.03 0.66

Female under 60 as BME (%)* 8.04 8.94 0.88

Female under 16 years as BME(%)" 7.27 8.28 0.903

Female (16-59) as BME %" 8.44 9.38 0.916

Pharmacy provision factors

CPs per 10 000 female under 60 5.61 5.48 0.499

CPs providing EHC per 10 000° 3.04 2.73 0.157

CPs providing EHC (%)° 54.15 49.00 0.151

1- Teenage pregnancy rate: The conception rate per 1000 females (15-17 year olds only).
2- IMD: Index of Multiple deprivations.

3- Female under 16 years (%): The percentage of females under 16 years old out of total
females under 60 years old.

4- BME (Black and Minority Ethnic) %: The percentage of Asians, Blacks and Chinese or
other ethnicities out of total population.

5- For CPs providing EHC per 10 000 female (<60) and the percentage of CPs providing
EHC, the mean was used as they were normally distributed, while the median was used for
the rest of variables as they were not normally distributed.

3.4.1.3c Descriptive analysis of the sample

Table 3.4 summarises the descriptive results for the sample. There was a wide
variation in uptake of EHC through different PCTs. For instance, one PCT only had
10 clients that accessed EHC via CPs per month, while in another PCT 833
accessed the service with a median of 159 clients per month (Table 3.6). Fifteen of
the respondent PCTs (36%) dealt with less than 100 clients per month (ten out of
them were lower than the lower quartile (66)) and ten PCTs (24%) dealt with more
than 300 clients per month (all of them were higher than the upper quartile (303)
(Figure 3.8). When the uptake per month was divided by number of CPs within a
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PCT, the median number of clients per month per CP was 5 clients with a range
from 1 to 86 (Table 3.6 and Figure 3.9). Twenty two PCTs (52.4%) of the
respondent PCTs dealt with less than 5 clients per month per CP (Figure 3.9). On
the other hand, when the uptake per month was divided by number of females aged
between 15 and 24 years old, the median number of clients was 9 with a range
from 1 to 45 (Table 3.6 and Figure 3.10). Thirteen PCTs had a number of clients
per month per female less than the lower quartile (4) and ten PCTs had a number
higher than the upper quartile (14) and nothing was in common within each group.

Figure 3.8: Number of clients who accessed EHC per month histogram
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Figure 3.9: Number of clients who accessed the EHC service during calendar
month per CPs (3.9a) and per female aged 15-24 years old (3.9b)
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Table 3.6: Description of sample measures

Variable Median LQ™ UQ™ Min- Max
Needs

Teenage pregnancy rate’ 48.5 38,5 53.9 25.4- 68.5
Demographic factors

Deprivation (IMD)? 26.0 211 339 11.3- 435
Female under 16 years (%)* 24.2 23 24.8 19.4- 29.2
Female under 60 as BME (%)* 8.0 45 23.3 2.5-46.4
Female under 16 years as BME(%)" 7.3 4.2 21.8 2.2-55.3
Female (16-59) as BME %" 8.4 4.5 23 2.4-46.1
CP provision factors

Clients accessed EHC/M® 159 66 303 10- 833
Clients issued with medication/M® 155 62 291 10- 803
Clients accessed the EHC/M/CP’ 5 3 8 1- 86
Clients issued with EHC/M/CP® 5 3 7 1- 84
Clients accessed EHC/M/F® 9 4 14 1-45

1- Teenage pregnancy rate: The conception rate per 1000 females (15-17 year olds only).
2- IMD: Index of Multiple deprivations.

3- Female under 16 years (%): The percentage of females under 16 years old out of total
females under 60 years old.

4- BME (Black and Minority Ethnic) %: The percentage of Asians, Blacks and Chinese or
other ethnicities out of total population.

5- Clients accessed EHC/M: The number of clients who accessed EHC service during
2009/2010 per calendar month, M stands for Month.

6- Clients issued with medication/M: The number of clients who were issued with EHC
medication during 2009/2010 per calendar month.

7- Clients accessed the EHC/M/CP: The number of clients who accessed the EHC/Month
per CPs which were offering the EHC.

8- Clients issued with EHC/M/CP: The number of clients who were issued with EHC
medication/Month per CPs which were offering the EHC.

9- Clients accessed EHC/M/F: The number of clients who accessed EHC per calendar
month per female aged 15-24 years old.

10, 11- LQ stands for Lower Quartile, UQ stand for Upper Quatrtile.

3.4.1.3d Association between uptake and other variables

All the uptake variables were logo transformed to make them closer to normal
distribution. The uptake factors were measured on three levels; uptake per calendar
month, uptake per calendar month per CP and uptake per calendar month per
female aged 15-24 years old (it was not possible to get data regarding female 15-17

years old). There was no significant correlation between needs (teenage pregnancy
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rates) and uptake per calendar month (Table 3.7). This finding is not surprising as
each PCT has different number of population (female under 16 years old). When
the uptake was weighted against number of CPs which were offering EHC service,
the needs were significantly correlated with the uptake with R of 0.36 and P of 0.02
(Table 3.7). This suggests that CPs in PCTs with higher needs had to deal with
higher number of clients per months to meet their local needs as the CPs EHC
provision did not match the needs. When the uptake was weighted against number
of females aged 15-24 years old, no significant correlation was identified between
needs and uptake (Table 3.7). The deprivation did not correlate with any of the
uptake factors (Table 3.7). An increase in CPs EHC provision should be
accompanied with higher uptake. When this was tested against the uptake per
calendar month, it was very close to significantly correlate with the uptake, as P
was 0.05 (Table 3.7). However, when the uptake was weighted against the female
population aged 15-25, a strong correlation was found with R of 0.51 and P of 0.001
(Table 3.7)

Table 3.7: Associations between uptake and needs and deprivation

Uptake factors Teenage pregnancy Deprivation CPs providing

rate (IMD) EHC (%)
R (P-value) R (P-value) R (P-value)
Clients accessed EHC/M" 0.05 (0.75) - 0.05 (0.76) 0.3 (0.05)
Clients issued with medication/M* 0.06 (0.72) - 0.05 (0.76) 0.3 (0.05)
Clients accessed the EHC/M/CP® 0.36 (0.02) 0.29 (0.06) -0.09 (0.58)
Clients issued with EHC/M/CP* 0.36 (0.02) 0.29 (0.06) - 0.09 (0.59)
Clients accessed EHC/M/F® 0.21 (0.18) 0.17 (0.29) 0.51 (0.001)

1- Clients accessed EHC/M' The number of clients who accessed EHC service during
2009/2010 per calendar month.

2- Clients issued with medication/M: The number of clients who were issued with EHC
medication during 2009/2010 per calendar month.

3- Clients accessed the EHC/M/CP: The number of clients who accessed the EHC/Month
per CPs which were offering the EHC

4- Clients issued with EHC/M/CP: The number of clients who were issued with EHC
medication/Month per CPs which were offering the EHC.

5- Clients accessed EHC/M/F: The number of clients who accessed EHC per calendar
month per female aged 15-24 years old.

As both of the uptake and age and ethnicity factors were non-normally distributed,
Spearman's rank coefficient was used to test the correlations between the uptake

and other factors. No significant correlation was identified between uptake and
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ethnicity factors (Table 3.8). The EHC service under PGD was designated to female
16 years old and under, which means that the higher percentages of female 16
years old and under in a PCT, the higher the uptake will be. However, as the age
percentages here was for under 16 years old (16 years old not included), no exact
conclusion can be withdrawn, as the uptake of EHC was negatively associated with
the percentages of females under 16 years old (rho = - 0.38, P = 0.01) in case of
clients who accessed EHC per calendar month.

Table 3.8: Association between EHC uptake and age and ethnicity

Access/M®  Treated/M® Access/M/CP  Treated/M/CP°

Rho (P- Rho (P- ° Rho (P-value)
value) value) Rho (P-value)
Female under 16 years (%)° _( 38 001 -0.37,002 -0.46,0.002 - 0.47,0.002
Female under 60 BME (%)° (03 061 007,064  0.7,0.28 0.16, 0.32
Female under 16 BME(%)" 05 069 006,073  0.15, 0.34 0.14, 0.38
Female (16-59) BME % 0.08,0.63 0.07,067 0.7, 0.29 0.16, 0.32

1- Female under 16 years (%): The percentage of females under 16 years old out of total
females under 60 years old.

2- BME (Black and Minority Ethnic) %: The percentage of Asians, Blacks and Chinese or
other ethnicities out of total population.

3- Access/M: The number of clients who accessed EHC service during 2009/2010 per
calendar month.

4- Treated/M: The number of clients who were issued with EHC medication during
2009/2010 per calendar month.

5- Access/M/CP: The number of clients who accessed the EHC/Month per CPs which were
offering the EHC.

6- Treated/M/CP: The number of clients who were issued with EHC medication/Month per
CPs which were offering the EHC.

7- Significant correlations are shown in bold.

3.4.1.3e Cost effective analysis

Cost-effective analysis was performed on the sample set of 42 PCTs (Section
3.4.1.3a). The responses from the questionnaire were used to obtain the cost of
consultation and the cost of medication. The cost of consultation was available for
15 PCTs and ranged from £10 to £15.5 with a median of £12.50. The cost of
medication ranged from £5.2 to £6 with a median of £5.37. The median cost of
consultation and the median cost of medication were used in case of missing

values (blank answer from PCT).
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The total cost of providing EHC in each PCT includes the total cost of consultations

and total cost of medications, where;
Total cost of consultation = cost per consultation X number accessed EHC (Equation 3.2)

Total cost of medication = cost per medication X number recieved EHC (Equation 3.3)

. Total cost of consultation+total cost of medication
The cost per client =

(Equation 3.4)

Number of clients who accessed EHC service

The median cost per client was £17.68 ranging from £15.78 to £20.57. The ICER
for EHC intervention in comparison to no intervention had a negative value of

688.7. This means that the provision of EHC is cost effective.

Table 3.9: Explains how the ICER was calculated

EHC No

intervention intervention

Costs of consultation and medication £17.68 No costs
Costs of unintended pregnancy™ £17.27 £72.14
Total costs® £34.95 £72.14
Difference in pregnancy rate® 5.4%

ICER" - 688.7

1- Cost of unintended pregnancy is probability of getting pregnant x cost of unintended
pregnancy (£1016) (mentioned in (Montouchet and Trussell, 2013), (1.7% x 1 016) in case
of EHC intervention and (7.1% x 1 016) in case of no intervention.

2- Total costs equal to costs of consultation and medication + costs of unintended
pregnancy.

3- Difference in pregnancy rate equals to probability of not-getting pregnant using EHC
(100- 1.7=98.3%) minus probability of not-getting pregnant with no intervention (100-7.1=
92.9%).

4- ICER: Incremental cost-effectiveness ratio of EHC in comparison to no intervention.

3.4.1.3f Sensitivity analysis

Table 3.10 presents the results of the conducted sensitivity analysis. In first
scenario, when the minimum cost of EHC intervention was used instead of the
median, the EHC intervention found to be more cost effective. In the second
scenario, when the maximum cost of intervention was used instead of median cost,
the EHC intervention was still cost effective. This means that the provision of EHC
across all the respondent PCTs was cost effective. The third scenario used an
alteration in the probability of getting pregnant with EHC intervention (2.6% rather

than 1.7 %) versus the base probability of becoming pregnant (5.4% rather than
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7.1%; Glasier et al., 2010). The fourth scenario used an alteration in the probability

of getting pregnant with EHC intervention (1.13% rather than 1.7 %) versus the

base probability of becoming pregnant (7.68% rather than 7.1%; Hertzen et al.,

1998). In all the scenarios, provision of EHC through CPs as an enhanced service

was cost effective and it would save at least £384.29 to the NHS.

Table 3.10: Summary of the results of different scenarios used in sensitivity

analysis

Scenarios EHC No Difference’ ICER
intervention  intervention

First scenario”

Costs of intervention® £15.78 No costs

Costs of unintended pregnancy £17.27 £72.14 5.4% - 723.89

Total costs £33.05 £72.14

Second scenario®

Costs of intervention® £20.57 No costs

Costs of unintended pregnancy £17.27 £72.14 5.4% - 635.19

Total costs £37.84 £72.14

Third scenario®

Costs of intervention 17.68 No costs

Costs of unintended pregnancy 26.42 54.86 2.8% -384.29

Total costs 44.1 54.86

Fourth scenario®

Costs of intervention 17.68 No costs

Costs of unintended pregnancy 11.48 78.03 6.55% -746.11

Total costs 29.16 78.03

1- First scenario: Costs of intervention was £15.78.
2- Second scenario: Costs of intervention was £20.57

3- Costs of intervention equal to cost of consultation in addition to cost of medication.

4- The probability of getting pregnant using EHC in third scenario is 2.6% versus 5.4% for

no intervention.

5- The probability of getting pregnant using EHC in fourth scenario is 1.13% versus 7.68%

for no intervention.

6- Difference: is the difference in pregnancy rates between intervention and no intervention.
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3.4.2 Chlamydia services
Based on the PNA reports, there were 111 PCTs out of 151 PCTs providing a
chlamydia screening service in the financial year 2009/2010. As a result, this

analysis is concerned with those 111 PCTs.

3.4.2.1 Description of the 111 PCTs

The need for chlamydia services (prevalence of 15-24 year-olds testing positive for
chlamydia), varied widely across the different PCTs from 2.37% to 13.2% with a
median of 6% (Table 3.11 and Figure 3.10). Twenty nine PCTs had a prevalence
lower than the lower quartile (4.9), the lowest 12 out of them belonged to London
and twenty seven PCTs had a prevalence higher than the upper quartile (7) with
one outlier identified with a prevalence of 13.2 (Table 3.11 and Figure 3.10). CPs
chlamydia provision as percentage had a mean of 42.4% with a range from 1.1 to
100% (Table 3.11 and Figure 3.11a). When CPs chlamydia provision was weighted
against population aged 15-24 years old, the median provision was 6.4 with a range
from 0.2 to 19.3 (Table 3.11 and Figure 3.11b). Four out of the highest PCTs in
terms of CPs chalmydia provision (as percentage or per 10 000 populations) had a
prevalence of chlamydia higher than the upper quartile (7). The total chlamydia
service reach also varied across the 111 PCTs with a range from 10.1% to 40.8%
and a median of 22.6% (Table 3.11 and Figure 3.12). Seven PCTs which had the
highest reach 30% and above belonged to London, 3 out of them had lower needs,
two in the middle and 2 had the highest needs among the 111 PCTs

Table 3.11: Description of the chlamydia variables across different PCTs

Variable Median LQ uQ Min- Max
Prevalence of chlamydia” 6.0 4.9 7.0 2.4-13.2
Deprivation score (IMD) 21.8 16.4 27.8 8.8-43.5
CP provision % 2 42.4 20.4 62.2 1.1- 100
Weighted CP provision® 6.4 3.4 9.9 0.2-19.3
Total chlamydia reach %* 22.6 19.8 26.3 10.1- 40.8

1- Prevalence of chlamydia: The percentage of 15-24 year-olds tested for chlamydia that
tested positive.

2- Pharmacy provision: The percentage of CPs in a PCT offering chlamydia screening.

3- Weighted pharmacy provision: The number of CPs offering chlamydia screening per 10
000 people aged 15-24 year-olds

4- Total chlamydia reach: The percentage of 15-24 year-olds in a PCT that were tested for
chlamydia.
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Figure 3.10: Chlamydia prevalence among the 111 PCTs
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Figure 3.11: CPs chlamydia service provision (3.11a) as percentage and
(3.11b) as per 10 000 population
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Figure 3.12: Chlamydia service reach out of population aged 15-24 years old
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3.4.2.2 Association between need and other factors

The needs for chlamydia service seemed to be slightly correlated with deprivation
with rho of 0.25 and P of 0.009. Unlike needs for SSS which had rho of 0.76
(Section 2.4.1.2) and for EHC service which had rho of 0.83 (Section 3.4.1.2).
However, the total reach of chlamydia service was significantly correlated with
needs with rho of 0.3 and P of 0.001 (Table 3.12). The CP provision of chlamydia
services did not correlate with need as either an absolute percentage (P= 0.56), or
for weighted pharmacy provision (P = 0.58; Table 3.12).

Table 3.12: Association between needs and other factors

Prevalence of chlamydia
Rho (P-value)

IMD 0.25 (0.009)
Total reach % 0.3 (0.001)
Pharmacy provision factors
Pharmacy provision %" 0.06 (0.51)
Weighted pharmacy provision® 0.06 (0.58)

1- Pharmacy provision %: The percentage of CPs which were offering chlamydia screen
services out of total CPs within a PCT.

2- Weighted pharmacy provision: The number of CPs which are offering chlamydia
screening service to 10 000 people aged 15-24 years old.

3.4.2.3 Sample PCTs

3.4.2.3a Response rate

Questionnaires (Section 3.3.2.2) were sent to 111 PCTs. 12 PCTs responded to the
main survey or to a reminder. Data provided was incomplete for 2 PCTs,
consequently they were excluded. The PNA reports were used to obtain data for a

further 11 PCTs. The final sample was 21 PCTs which represents19% of the total.

3.4.2.3b Comparison between respondent PCTs and non-respondent PCTs
Either a Mann-Whitney test (non-normally distribution) (all variables apart from total
reach) or a T-test (normally distribution) (total reach only) was used to compare
between the variables for the respondent PCTs and the non-respondents. No
significant differences were found between the two groups (Table 3.13). As a result,
the sample of respondent PCTs can be used as a representative to the rest of non-

respondent PCTs.
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Table 3.13: Comparison between respondent PCTs and non-respondent ones

Variable Sample Rest of PCTs P-value
Median/Mean* Median/Mean*

Prevalence of chlamydia 5.58 6.11 0.087

IMD 24.98 21.64 0.324

Total reach (%)" 22.61 22.67 0.96

Pharmacy provision factors

Pharmacy provision (%)? 45.92 40.8 0.5

Weighted pharmacy provision® 7.05 6.34 0.378

1- Total reach (%): The percentage of 15-24 year-olds who were tested for chlamydia.

2- Pharmacy provision %: The percentage of CPs which were offering chlamydia screen
services out of total CPs within a PCT.

3- Weighted pharmacy provision: The number of CPs which are offering chlamydia
screening service to 10 000 people aged 15-24 years old.

3.4.2.3c Sample description

Unlike the CP SSS which could reach 6.7% out of total smokers in one PCT
(Section 2.4.2.3), CP chlamydia service could not reach more than 0.9% of 15-24
year-olds in any of sample PCTs with a median reach of 0.3% (Table 3.14 and
Figure 3.13). CP chlamydia service had a median share in total reach of 1.2% with
a range from 0.2 to 6.3% (Table 3.14 and Figure 3.14), while CP SSS had a median
reach of 12% with a range from 0.6 to 53.3% (Section 2.4.2.3). The uptake per CP
was poor, as in its best result, CPs had not to deal with more than 21 persons per
year (Table 3.14). Two PCTs had a number of clients screened per CP lower than
the lower quartile (2) and they belonged to the North West of England and four
PCTs screened a number of clients higher than the upper quatrtile (8) and they
belonged to London, Yorkshire and the Humber, West Midlands and South East
Cost of England (Table 3.14).

Figure 3.13: Pharmacy reach of young people across different PCTs
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Figure 3.14: Pharmacy share in reach of their young people across different

PCTs
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Table 3.14: Description of sample needs, provision and uptake

Variable Median LQ® uQ’ Min- Max
Prevalence of chlamydia 5.6 4.3 6.5 3.2-7.0
Deprivation score (IMD) 25 16.5 34.0 8.8-41.0
Total reach % 23.7 21.6 26 10.1- 29.5
Pharmacy provision%®* 45.9 31.8 31.9 5.3-95.4
Weighted pharmacy provision® 7.1 5.3 10.2 0.6-19.4
Pharmacy reach%"> 0.3 0.1 0.4 0.1-0.9
Pharmacy share%* 1.2 0.8 1.7 0.2-6.3
Screen per pharmacy” 4 2 8 0.4-21.3

1- Pharmacy provision: percentage of CPs in a PCT offering chlamydia screening.

2- Weighted pharmacy provision: number of CPs offering chlamydia screening per 10 000

15-24 year-olds

3- Pharmacy reach: percentage of 15-24 year-olds screened through CPs.

4- Pharmacy share: percentage of 15-24 year-olds screened through CPs out of all venues.

5- Screen per pharmacy: average number of young people in a PCT screened per CP.

6- LQ: stands for Lower Quartile.

7- UQ: stands for Upper Quatrtile.
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3.4.2.3d Association between need, provision and uptake

The pharmacy uptake variables were log (10 transformed to approach normal
distribution. The uptake through pharmacies did not match with needs or
deprivation, as no significant correlation could be identified. Unlike SSS and EHC
services, where the increase in pharmacy provision resulted in higher uptake
(Sections 2.4.2.4 and 3.4.1.3d), the increase in CP chlamydia service provision did
not improve the uptake (Table 3.15). Contrary, the increase in provision resulted in
lower screen per pharmacy (R= - 0.59, P = 0.005) in case of pharmacy provision as
percentage and (R= - 0.57, P = 0.007) in case of pharmacy provision per 10000
population (Table 3.15).

Table 3.15: Association between needs, provision and uptake

Pharmacy Pharmacy Screen per
reach® share’ pharmacy”®
R (P-value) R (P-value) (P-value)
Prevalence of chlamydia -0.11 (0.65) -0.1 (0.68) - 0.11 (0.64)
Deprivation score (IMD) - 0.05 (0.83) -0.23 (0.32) 0.23 (0.32)
Pharmacy provision
Pharmacy provision (%) 0.14 (0.54) 0.11(0.63) - 0.59 (0.005)
Weighted pharmacy provision® 0.24 (0.31) 0.20 (0.38) - 0.57 (0.007)

1- Pharmacy provision: percentage of CPs in a PCT offering chlamydia screening.

2- Weighted pharmacy provision: number of CPs offering chlamydia screening per 10 000
15-24 year-olds

3- Pharmacy reach: percentage of 15-24 year-olds screened through CPs.
4- Pharmacy share: percentage of 15-24 year-olds screened through CPs out of all venues.

5- Screen per pharmacy: average number of young people in a PCT screened per CP.

3.5 Discussion

3.5.1 Needs, provision and uptake of EHC

Despite all the progress that has been made in reducing teenage pregnancy rates
in England, following the Government plan which was set in 1999, rates of teenage
pregnancies are still highly associated with deprivation at PCT level, which agrees
with Conrad's findings (2012). In 1998, prior to the deregulation of EHC, women
said that they did not use EHC because it was hard to get (Galsier and Baird,
1998). However, the deregulation and hence the availability through CPs provided

more rapid access when compared to sexual health clinics (Black et al., 2008;
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Anderson and Blenkinsopp, 2006). The role of CPs in delivering EHC service is
underutilised. Despite the fact that there is a higher concentration of CPs in PCTs
with higher rates of teenage pregnancies, this was not translated into a higher
number of CPs which were offering EHC service under PGDs (Section 3.4.1.2).
This contradicts the action plan which was set by the Government in its white paper
“‘pharmacy in England- building on strengths- delivering the future” to improve
access to contraceptive services through CPs (DH, 2008a). As there was no
increase in provision of EHC (as percentages), pharmacists in PCTs with higher
rates of teenage pregnancies had to deal with higher number of teenagers when
compared to PCTs with lower rates with R of 0.36 and P of 0.02 (Section 3.4.1.3d).
Unfortunately, even this high uptake per CP of EHC in PCTs with higher needs did
not reach a level to make the total uptake of EHC through all CPs in deprived PCTs
significantly high. In other words, as the provision of EHC did not match the needs,
whereas the overall uptake of EHC is correlated with the provision (R=0.51), this
meant that the uptake is not correlated with needs despite the efforts of
pharmacists. The effect of this uncorrelated needs and uptake is arguable, as many
studies found that improving accessibility of EHC led to a higher uptake and earlier
use (Black et al., 2008; Oza, 2009), but the direct link between uptake of EHC and
public unintended pregnancy rates and abortion rates is still undefined (Glasier,
2013; Gross et al., 2014) as unintended pregnancy rates is connected with different

social, economic and cultural factors (Glasier, 2013).

3.5.2 Needs, provision and uptake of chlamydia

Chlamyida prevalence was not highly connected with deprivation as in case of
smoking prevalence (Section 2.4.1.2) and teenage pregnancy rates (Section
3.4.1.2). Consequently, the provision of chlamydia services should mainly match
with needs (chlamydia prevalence) and partially with deprivation. Despite chlamydia
services in general (through all providers) being able to reach more young people in
PCTs with higher needs with rho of 0.3 and P of 0.001, this significant increase is
still weak and need to be improved (Section 3.4.2.2). The role of CPs in delivering
chlamydia services was still restricted, as the study did not identify a correlation
between the needs and the provision of chlamydia services through CPs (Section
3.4.2.2). Furthermore, the increase in provision of chlamyida services through CPs
was not associated with higher uptake (Section 3.4.2.3d). This agreed somehow
with previous studies which found that despite the service being feasible and
accessible (Anderson and Thornley, 2011) and that a good percentage use CPs for

picking up testing kits and giving a specimen, the number of tests that were
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conducted through CPs were limited (Saunders et al., 2012) and CPs were among
the last choice for performing the tests (Brugha et al., 2011). Targeting the clients
who accessed EHC for chlamydia screening through CPs was an effective option to
increasing the uptake of chlamydia services (Brabin et al., 2009; Gudka et al., 2013;
Gudka et al., 2014). However, an improvement in CPs premises might improve the
uptake, especially the toilets facilities that are necessary to provide the screening in
CPs and hence guarantee that the kits provided will be used and the specimen will
be given to be tested. Training of other members of the pharmacy team to provide
the chlamydia services in addition to the pharmacist can free the pharmacist's time
and increase the uptake (Duggan et al., 2013).

3.5.3 Cost-effectiveness of CP EHC service provision

The findings from the cost-effectiveness analysis showed that the EHC service was
cost-effective when compared to no intervention based on using median costs of
intervention and mean of meta-analysis of effectiveness of EHC versus no
intervention (Section 3.4.1.3e). Furthermore, the sensitivity analysis showed that
the EHC service was still cost effective, even if the higher cost of intervention which
was found through PCTs' responses was used (Section 3.4.1.3f). The service is still
cost effective when the difference in probability in getting pregnant following
unprotected sexual intercourse of EHC versus no intervention (2.6% versus 5.4%
for no intervention; Glasier et al., 2010) was used (Section 3.4.1.3f).The
incremental cost per QALYs gained could not been identified as unintended
pregnancy is accompanied with life and life had a value of 1 and death has a value
of 0 in terms of QALYs .Marciante and co-workers (2001) found that the ICER for
obtaining EHC from pharmacies over other venues was $48 (£33) from public payer
perspective and $158 (£109) from private payer perspective over a period of 9
months. On the other hand, Trussell and co-workers (2009) found that the ICER of
levenorgestrel intrauterine system is $930 when compared to no method. The study
identified that the ICER per one prevented unintended pregnancy is £688.7
(Section 3.4.1.3e).

3.6 Limitation of the study

The study had a low response rate (30%) in case of EHC service and (19%) in case
of chlamydia service. The costs for providing EHC service were not identified for
some PCTs. The needs for teenage pregnancies were identified based on rates of
teenage pregnancies per 1000 female aged between 15-17 years old. The service

is mainly aimed to target 16 years and younger females. As it was not possible to
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obtain data regarding the 16 years and younger female, this suggests that results

should be interpreted with caution.

3.7 Conclusions

The analysis through all targeted PCTs (139) in case of EHC service and (111) in
case of chlamydia service, identified that there is a strong correlation between
needs and deprivation in case of EHC service and a weak correlation in case of
chlamydia service. The provision of each service through CPs did not match with
the needs. However, The higher concentration of CPs in case of higher needs for
EHC service might compensate this shortness. Chlamydia service uptake through
all providers (including CPs which did not participate in more than 1.2% of total
uptake) was able to meet the needs. An increase in CP EHC provision would result
in higher uptake of the service. Contrary, the increase in CP chlamydia provision
may not necessary result in an increase in uptake of the service. Finally, the CP
EHC provision was cost-effective from the NHS perspective.

3.8 Future of EHC

Ulipristal the second pill which requires a prescription to be dispensed in case of
unprotected sexual intercourse could be the future of EHC (NHS Choices, 2013).
Ulipristal is more effective than levonorgestrel (EHC), with 1.8% as failure
probability for ulipristal versus 2.6% for levonorgestrel (Galsier et al., 2010).
Thomas and co-workers (2010a) found that using ulipristal rather than
levenorgestrel within 120 hours following unprotected intercourse would save the
NHS £311 in terms of preventing one intended pregnancy. Bayer and co-workers
(2013) found that using ulipristal versus levonorgestrel could save $116.3 million

annually in USA from a societal perspective.
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Chapter Four: Vascular and sexual health pharmacy services and

Healthy Living Pharmacies (HLPs)

4.1 Introduction

The role of CPs as centres to promote healthy living was emphasised during the
introduction of the new NHS in 2000 and through two published white paper
documents (DH, 2000a; DH, 2003a). In April 2008, the DH in England published its
document “Putting prevention first- Vascular checks: risk assessment and
management” (DH, 2008b). The document provided a plan for a vascular risk
assessment programme for people aged between 40 and 74 years old. Few days
after this publication the DH published its white paper “Pharmacy in England-
building on strengths, delivering the future” (DH, 2008a). The white paper
implemented how pharmacist should participate in delivering vascular risk
assessment programme (called as NHS health check) alongside other services that
promote healthy living such as SSS, EHC and chalmydia services (DH, 2008a).
There was good evidence to support the effectiveness of commissioning those
services through CPs, especially the case of SSS and NHS health check (defined in
Section 1.5.2) (Brown et al., 2012). Eades and co-workers (2011) found in their
review that pharmacists considered public health services as important and part of
their role, in addition to their roles in medicines management. The barriers identified
in their review included lack of time, lack of counselling room, low demand and lack
of training. However, in England most CPs has a consultation room to conduct a
private consultation with the patient (Merks et al., 2014). With regards to training,
pharmacists had to take special training to provide vascular and sexual health
pharmacy services (Noyce, 2007). Pharmacists seemed to be able to provide
health services that are comparable to that provided by doctors in terms of health
care (Tinelli et al., 2013). In 2009, Portsmouth City PCT developed a model to turn
a pharmacy into a healthy living centre. In this model, pharmacist should promote
health and wellbeing by consistent delivering of pharmacy services. The services
include delivering targeted respiratory medicines use reviews and delivering
enhanced services including at least one of EHC, chlamydia screening, alcohol
service and weight management in addition to SSS. The DH supported this model
and commissioned Portsmouth City PCT (on behalf of South Central SHA) to
develop a national framework for HLPs, based on Portsmouth model (Duggan et
al., 2013). The HLP framework is a tiered framework aimed to deliver health
services that meet local needs, promote the health and wellbeing of local population

and help reduce health inequalities, through achievement of consistent delivery of

108



those services (Duggan et al., 2013). An HLP requires special development in
terms of the workforce team, premises and relationship with the local community
and other health care professionals (especially GPs). In case of the workforce
team, the pharmacy should have a HLC (a special trained person in the pharmacy
team, not a pharmacist, who shows an interest in the HLP scheme and is ready to
be the main contact point to deliver HLP services, answer clients' enquiries and be
a role model for other staff. The premises should have facilities that are appropriate
to provide the HLP services. The HLP should achieve and maintain high quality
delivery of HLP services (Duggan et al., 2013). Findings from the Portsmouth case
showed a significant increase in the uptake of vascular and sexual health services
in HLPs; especially SSS and respiratory medicine review, while the uptake of EHC
was comparable (Brown et al., 2014). The HLP scheme was expanded to 30 PCTs
(known as HLP pathfinders).The results of HLP pathfinders, showed an increase in
the number of smokers who set a quit date in 7 PCTs out of 9, an increase in
number of smokers who quit smoking in 7 PCTs out of 9 and an increase in quit
rates in 4 PCTs out of 9. In case of EHC, 3 PCTs out of 6 showed an increase in
the number of consultations (Duggan et al., 2013). Pharmacists were the focal
points in delivering EHC and chlamydia, while the pharmacy team other than
pharmacist were the focal points in more than half of SSS provision in an HLP
(Duggan et al., 2013). Lack of time was a major barrier in regards to provision of
SSS (Kissiwaa et al., 2012; Thomas et al., 2013).This suggests that if the pharmacy
team participated in delivering SSS, the uptake of SSS might increase (Duggan et
al., 2013).

4.2 Aims and objectives

The aim of this Chapter is to assess the provision and uptake of vascular and
sexual health pharmacy services through CPs on CP level and how this changed
following the introduction of HLP scheme. It also aimed to delineate the perception

of pharmacists regarding the commissioning and provision of these services.
The aim is translated into the following objectives:

A. To identify the type of vascular and sexual health pharmacy services that
are being provided.
B. To determine the current level of provision of each service from current

providers and the future willingness from non-providers.
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C. To consider the perception of pharmacists with regards to the importance of
vascular and sexual health pharmacy services, pharmacists’ motivation to
provide such services and the barriers to provision.

D. To determine, based on pharmacists' opinion, whether the introduction of
the HLP scheme altered public awareness/perception, and hence the
uptake of services.

E. To assess the pharmacist perceptions regarding reasons for relapse in quit
smoking and how to reduce rates of relapse.

4.3 Method

4.3.1 Questionnaire development

A questionnaire for pharmacists was developed utilising some of the questions
asked by PCTs in their PNA reports (Wolverhampton city, Milton Keynes, and
Barking and Dagenham PCTs) (Appendix 4). The final version (Appendix 5) was 10
pages long and consisted of 20 closed questions distributed into five sections, and
two open questions. All questions were directed to community pharmacists to
gauge their perceptions and obtain quantitative data regarding services. Section
one had four questions on the provision, importance, motivation for provision and
uptake of vascular and sexual health services. Section two had two questions to
identify barriers related to the provision of enhanced services. Section three had six
guestions on the current implementation of HLPs and the effect that HLPs have had
on the awareness and uptake of enhanced services. Section four had four
guestions about public awareness of pharmacy services and how to improve
success of SSS through CPs. Section five had four questions on general

information about the pharmacist and the pharmacy.

At the end of section four there was an open ended question for any comment or

extra information the pharmacist wanted to add.

4.3.2 Ethical approval

The research was conducted in accordance with Kingston University ethical policy
(as it involved approaching pharmacists). An ethical approval (RE4) form (Appendix
5) was filled out prior to commencing the research. This was reviewed and
approved by the Ethics Committee of the Science, Engineering and Computing

Faculty at Kingston University.

The project information was made available through the covering letter which was

attached to the questionnaire (a copy of this letter is available in Appendix 5).
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Anonymity of respondents was guaranteed by the research student at all stages of

the research.

4.3.3 Pilot study and questionnaire validation

The questionnaire was designed based on PNA reports. The questionnaire was
then reviewed by the supervisory team. Then, the questionnaire was given to 5
community pharmacists in Kingston to ascertain its content and face validity.
Pharmacists were asked to test the physical appearance of the questions, the flow
of the questionnaire, any difficulty in understanding or answering the questionnaire
and the time needed to fill in the questionnaire. The responses from the
pharmacists showed an overall satisfaction with all aspects of the questionnaires.

Hence, a pilot study was conducted to validate the questionnaire.

4.3.3.1 Pilot sample

At the time the research was conducted (2011/2012), there were 11 236 CPs within
England (HSCIC, 2012a). The pilot sample size suggested by previous researchers
ranged between 24 and 50 CPs (Lancaster et al., 2004; Hertzog, 2008). Five PCTs
were chosen for the pilot (Kingston, Sutton and Merton, Wandsworth, Richmond
and Lambeth). Two factors influenced the choice of those PCTs; the first four were
chosen based on their location (South West London) where the researcher can
hand the questionnaire. Lambeth PCT was chosen because it was one of the 30
HLP pathfinders (Duggan et al., 2013). The number of CPs in the four PCTs was
identified through their PNA reports and the sample size was calculated with 95%
confidence level and 5 as interval level using an electronic sample size calculator
(http://www.surveysystem.com/sscalc.htm). As a result, 188 CPs was chosen to be
surveyed from the four PCTs (28, 65, 54, 41) in Kingston, Sutton and Merton,
Wandsworth and Richmond, respectively. In case of Lambeth PCT, the full details
of the 21 HLPs in the PCT were provided by Lambeth PCT. Hence, the final pilot
sample was 188+21= 209.

4.3.3.2 Questionnaire distribution

The questionnaire was handed to CPs in Kingston and Richmond PCTs and was
posted to the CPs in the other 3 PCTs in February 2013 along with a stamped,
addressed envelope. A code for each pharmacy was written inside the envelope to

identify non-respondents.

4.3.3.3 Pilot results
Out of 209 CPs surveyed 52 responded (25%). The responses showed overall

satisfaction with the questionnaire in terms of ease to answer the questions. In
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order to test the reliability of the questionnaire, the internal consistency of the Likert
scale (a scale used to measure the level of agreement with 6 points, from strongly
disagree (point 1) to strongly agree (point 6) was tested, as it was recommended by
Gliem and Gliem (2003). The Likert scale of 6 items that measured pharmacists'
perceptions towards the current and future of enhanced pharmacy service upon
introduction of HLP scheme had a Chronbach’s alpha value (a) of 0.77 for internal
consistency, which is higher than the 0.7 as the value suggested by Nunnaly for an
acceptable reliability of questionnaire (Santos, 1999). Consequently, the version
used for the pilot survey was used for the main survey.

4.3.4 Main sample

The main sample was n=1 249 CPs (including the 209 CPs in pilot study). The
sample was distributed between 28 PCTs across England from North to South and
from East to West (Table 4.1 and Figure 4.1). The main sample size was calculated
based on the total number of CPs within each PCT, then calculating the sample
size based on 95% confidence level and 5% confidence interval using an electronic
sample size calculator (http://www.surveysystem.com/sscalc.htm).The criteria for
choosing those PCTs were based initially on the PNA reports, where provision of
vascular and sexual health pharmacy services was identified. PCTs with higher CP
provision (%) of vascular and sexual health services and PCTs with lower CP
provision of those services were chosen to be surveyed (Table 4.1). For instance,
Stockport and Bedfordshire PCTs had a low level of provision of vascular and
sexual health services, while Knowsley, Isle of Wight and Wandsworth PCTs had a
high level of provision (Table 4.1). Seven of the chosen PCTs (Blackburn with
Darwen, Brighton and Hove City, Dudley, Hastings and Rother, Isle of Wight,
Lambeth and Portsmouth) were HLP pathfinder PCTs. Furthermore, the feasibility
of those PCTs to represent the rest of PCTs in England was tested in terms of
demographic characteristics, needs for vascular and sexual health services and

pharmacy provision (Section 4.3.4.1).
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Table 4.1 Chosen PCTs to be surveyed based on average provision of

services
PCT Location Average provigion of
services
Knowsley North West 78.43
Isle of Wight South Central 71.11
Greenwich Teaching London 69.14
Southwark London 67.21
Portsmouth City’ South Central 66.67
Wandsworth London 66.67
Croydon London 65.28
Richmond & Twickenham London 63.04
Lambeth” London 60.10
Blackburn with Darwen’ North West 59.69
Middlesbrough North East 55.95
Haringey Teaching London 51.46
Dudley” West Midlands 48.99
Warwickshire West Midlands 48.98
Medway SEC? 48.00
Sutton and Merton London 45.30
Doncaster Y&H? 43.98
Kingston London 37.78
North Somerset South West 37.50
Brighton and Hove City’ SEC! 37.29
Bexley London 35.56
Blackpool North West 33.33
Hastings and Rother South East 32.43
Bristol South West 32.20
Lewisham London 28.4
Leeds Y&H® 25.05
Bedfordshire East England 18.41
Stockport North West 8.33

1- SEC: stands for South East Coast.

2- Y&H: stands for Yorkshire and the Humber.

3- Average provision of services is the mean of percentages of CPs in each PCT which

offered SSS, EHC and chlamydia screening service in 2009/2010.

* HLP finder PCTs.
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Figure 4.1 Map of surveyed PCTs

England

4.3.4.1 Sample selection

Normality distribution of each category (i.e. demographic characteristics, needs and
provision) was initially tested using Shapiro-Wilk test. To investigate the difference
between the chosen PCTs to be surveyed and the rest of PCTs in England, T-test
of two independent sample was applied in case of normal distribution and Mann-
Whitney test was applied in case of non-normality distribution for any of the above
mentioned categories (i.e. demographic characteristics, needs, ..., etc). A 95%
value was applied as confidence level. T-test was applied in all cases apart from
case of BME%, where Mann-Winey test was applied (Table 4.2). The P-value in all
cases apart from chlamydia screening provision through CPs was higher than 0.05,
which meant that there was no significance difference between the sample and the
rest of PCTs in terms of demographic characteristics, needs and pharmacy
provision of vascular and sexual health pharmacy services. As a result, the sample
of chosen PCTs to be surveyed was considered as a representative of the rest of
PCTs in England.
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Table 4.2: Tests between the main sample and the rest of PCTs

Variable Sample Rest of PCTs P-value

Mean/Median Mean/Median

Demographic characteristic

Deprivation score 24.92 22.92 0.26
Male (%) 52.26 52.53 0.1
BME (%)" 11 12.58 0.21
Needs for services

Prevalence of smoking adults 23.31 22.85 0.65
Teenage pregnancy rates 4731 43.23 0.12
Chlamydia prevalence (%) 6.55 6.91 0.84
Pharmacy provision factors

SSS provision (%) 55.18 59.39 0.39
EHC provision (%) 49.91 50.70 0.86
Chlamydia screening provision (%) 43.55 30.81 0.04

1- BME (%): percentages of Asian, Black, Chinese or other ethnicities out of total ethnicities.
2- Significant difference was shown in bold.

4.3.4.2 Questionnaire distribution

The questionnaires were posted to the randomly chosen CPs in May 2013 along
with a covering letter (Appendix 5) and a stamped, self-addressed envelope.
Respondents were given a period of three weeks to respond to the questionnaire.
Envelopes had the codes to identify which pharmacies had responded. Non-
respondents were contacted by telephone follow up in June 2013, to investigate
their interest in filling out the questionnaire in order to send them another copy of

the questionnaire.

4.3.5 Data analysis

Data from the respondents were coded and carefully entered into SPSS® version
17 for data analysis, including descriptive analysis of the sample distribution. The
socioeconomic status of a pharmacy's user was predicted from the postcode.
Townsend Deprivation Index (TDI) was used in this research, where the 34 753
LSOAs (identified in Section 2.3.1.2) in England were divided into five equal groups;
group 1 includes 20% of most deprived LSOAs in England and group 5 includes
20% of least deprived LSOAs in England. CPs were allocated to the appropriate
group based on the postcode. Differences in provision and willingness to provide
services were tested using Chi-squared test (as the answers to those questions

were yes or no). Differences in the uptake of each service were tested using Mann-
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Whiney test in case of two categories only such as case of gender (male, female)
and case of HLP status (HLP or non-HLP) and were tested using Kruskal-Wallis
test in case of more than two categories (deprivation status, years of experience
and type of CP) .

4.4 Results

4.4.1 Response rate and sample demographics

The response rate was 19.3% (241 pharmacists responded out of the 1 249 who
were surveyed). The majority of responses came from CPs of PCTs with higher
level of provision of SSS, EHC and chlamydia screening services. Of the 241
pharmacists who responded 118 were females (49%) and 117 were males (48%)
and 6 were unknown (blank answers) (3%). A further investigation into the role of
pharmacists who responded to the survey showed that the highest respondents
were managers (97/241), followed by employee pharmacists (61/241) and owners
(58/241). Few respondents were locum pharmacists (18/241) and 7 respondents

chose not to declare their role (Figure 4.2).

Figure 4.2: Roles of CPs who responded to the survey
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B Employee pharmacist
B Locum pharmacist
Manager pharmacist

m Owner

® Unknown
40%

The highest percentage of respondent pharmacists 38% (92/241) had more than 10
years’ experience and only 5% (13/241) had an experience of less than one year
(Figure 4.3). The remaining respondents had the following experience; 1-2 years
(15%) 35/241, 3-4 years (8%) 20/241, 5-6 years (11%) 26/241, 7-8 years (9%)
22/241 and (5%) 11/241 chose not to declare their experience. This shows that the

answers of the questionnaire are coming mainly from experienced pharmacists.
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Figure 4.3: Experience of CPs who responded to the survey
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The highest percentage of respondent pharmacists came from small chain (40%)
97/241, followed by large chain (30%) 73/241, independent pharmacy (19%) 46/241
and multiple (10%) 24/241 (Figure 4.4).

Figure 4.4: Type of CPs which responses came from
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4.4.2 Enhanced services

4.4.2.1 Provision of enhanced services

The EHC service was the most common service provided among the respondent
pharmacists, where 189 (78%) were current providers, followed by SSS where 178
(75%) were current providers, then chlamydia screening service which was
provided by 109 (48%) and NHS health check which was provided by 77 (33%)
(Figure 4.5). Non-providers were very enthusiastic towards future provision of
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services, as 103 (45%) of pharmacists were willing to provide chlamydia services
and only 17 (8%) were unwilling. The willingness to provide NHS health check was
11 fold higher than unwillingness, as 145 (60%) were willing and only 13 (5%) were
unwilling. The percentage of respondent pharmacists who were willing to provide
EHC and SSS was higher than those who were unwilling to provide, where 38
(16%) expressed their willingness to provide and 14(6%) expressed their
unwillingness to provide EHC. Furthermore, 53 (22%) expressed their willingness to
provide SSS and 8 (3%) expressed their unwillingness to provide SSS (Figure 4.5).

Figure 4.5 Current and future provisional status of enhanced services
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4.4.2.2 Factors associated with provisional status of enhanced services

In case of chlamydia service, there was no significant difference in terms of
provision, willingness to provide or unwillingness to provide between male and
female respondent pharmacists (Table 4.3). Furthermore, there was no significant
difference in provision, willingness to provide or unwillingness between respondent
pharmacists in case of years of experience or in case of type of CP (Table 4.3).
Chlamydia prevalence was weakly correlated with deprivation (Section 3.4.2.2).
This was not translated into any significant difference in terms of provision or
willingness to provide chlamydia service between pharmacists with different
deprivation neighbourhood (Table 4.3). In case of EHC provision, willingness and
unwillingness to provide were not significantly different between male and female
respondent pharmacists (Table 4.4). Moreover, no significant difference was
identified in terms of EHC provision status between respondents with different
experience and from different types of CPs. A significant difference (P= 0.04) was

seen in terms of EHC service provision with percentage of provision of 87%
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amongst the respondent CPs who belonged to the most deprived LSOASs, 81.3%,
82.6% and 70.6% for CPs of the next group 2, 3 and 4 of deprivation

neighbourhood compared to only 44.4% of the respondents with lowest deprivation

neighbourhood (Table 4.4). An exclusion of the least deprived group resulted in no

difference (P= 0.48) between the first four groups based on deprivation, hence the

provision was lower only in CPs in the least deprived areas when compared to any

of the other four group areas.

Table 4.3: Comparison between respondents’ characteristics and provision

status of chlamydia

Characteristics Chlamydia current Chlamydia Chlamydia
provider willing to unwilling
Number (%) provide to provide
P-value Number (%) Number
P-value (%)
P-value
Gender
Female (70) 36 (51.4%) 27(38.6%) 3 (4.3%)
Male (83) 35 (42.2%) 35 (42.7)% 9 (10.8%)
P-value 0.25 0.61 0.13
Years of experience
Less than 1 year (20) 9 (45%) 7 (35%) 2 (10%)
1-2 years (15) 4 (26.7%) 7 (46.7%) 3 (20%)
3-4 years (12) 6 (50%) 4 (33.3%) 1 (8.3%)
5-6 years (6) 2 (33.3%) 4 (66.7%) 0 (0%)
7-8 years (4) 1 (25%) 2 (50%) 0 (0%)
9-10 years (7) 2 (28.6%) 5 (71.4%) 0 (0%)
> 10 years (82) 47 (57.3%) 25 (30.9%) 7 (8.5%)
P-value 0.23 0.23 0.68
Type of pharmacy
Independent (59) 29 (49.2%) 20 (34.5%) 8 (13.6%)
Small chain (17) 12 (70.6%) 4 (23.5%) 0 (0%)
Large chain (13) 9 (39.1%) 10 (43.5%) 2 (8.7%)
Multiple (48) 20 (41.7%) 22 (45.8%) 2 (4.2%)
P-value 0.17 0.34 0.18
Deprivation of pharmacy location
First 20% (most deprived) (54) 23 (42.6%) 22 (40.7%) 5 (9.3%)
Next 20% (48) 26 (54.2%) 16 (33.3%) 3 (6.3%)
Next 20% (23) 9 (39.1%) 12 (52.2%) 0 (0%)
Next 20% (17) 11 (64.7%) 6 (35.3%) 1 (5.9%)
Last 20% (least deprived) (9) 3 (33.3%) 5 (55.6%) 1(11.1%)
P-value 0.31 0.5 0.63

Chi-squared test applied
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Table 4.4: Comparison between respondents’ characteristics and provision

status of EHC

Characteristics EHC current EHC willing to EHC
provider provide unwilling to
Number (%) Number (%) provide
P-value P-value Number
(%)
P-value
Gender
Female (70) 55 (78.6%) 10 (14.3%) 3 (4.3%)
Male (83) 65 (78.3%) 17 (20.5)% 3 (3.6%)
P-value 0.97 0.32 0.83
Years of experience
Less than 1 year (20) 18 (90%) 2 (10%) 0 (0%)
1-2 years (15) 8 (53.3%) 4 (26.7%) 2 (13.3%)
3-4 years (12) 9 (75%) 2 (16.7%) 0 (0%)
5-6 years (6) 5 (83.3%) 1(16.7%) 0 (0%)
7-8 years (4) 4 (100%) 0 (0%) 0 (0%)
9-10 years (7) 6 (85.7%) 1 (14.3%) 0 (0%)
> 10 years (82) 64 (78%) 17 (20.7%) 3 (3.7%)
P-value 0.2 0.82 0.4
Type of CPs
Independent (59) 48 (81.4%) 27 (18.4%) 1 (1.7%)
Small chain (17) 13 (76.5%) 2 (11.8%) 2 (11.8%)
Large chain (13) 17 (73.9%) 6 (26.1%) 1 (4.3%)
Multiple (48) 38 (79.2%) 8 (16.7%) 0 (0%)
P-value 0.89 0.68 0.07
Deprivation of pharmacy location
First 20% (most deprived) (54) 47 (87%) 7 (13%) 0 (0%)
Next 20% (48) 39 (81.3%) 8 (16.7%) 1 (2.1%)
Next 20% (23) 19 (82.6%) 4 (17.4%) 0 (0%)
Next 20% (17) 12 (70.6%) 3 (17.6%) 2 (11.8%)
Last 20% (least deprived) (9) 4 (44.4%) 3 (33.3%) 2 (22.2%)
P-value 0.04 0.7 0.002

-Chi-squared test applied

- Significant differences are shown in bold.

In case of SSS, no significant difference was identified in terms of provision status

between male and female pharmacists, between pharmacists with different

experience or between pharmacists from different type of CPs (Table 4.5). On a

PCT level, there was a significant correlation between deprivation and provision of

SSS per 25 000 population, however this was due to higher concentration of CPs in

more deprived PCTs (Section 2.4.1.3). This was not evident on CP level, as there

was no significant difference in terms of SSS provision between areas with different

deprivation status (Table 4.5). In case of NHS health check service, the service was

more provided by male pharmacists than by female with P of 0.02 (Table 4.6). The
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NHS health check was significantly provided more by respondents from small chain

pharmacy than by respondents from other types of pharmacy with P of 0.046 (Table

4.6). No significant difference was identified in terms of NHS health check current

provision, willingness to provide or unwillingness to provide between pharmacists

with different years of experience.

Table 4.5: Comparison between respondents’ characteristics and provision

status of SSS

Characteristics SSS current SSSwilling to SSS
provider provide unwilling to
Number (%) Number (%) provide
P-value P-value Number (%)
P-value
Gender
Female (70) 50 (71.4%) 14 (20%) 3 (4.3%)
Male (83) 57(68.7%) 23 (27.7)% 3 (3.6%)
P-value 0.71 0.27 0.83
Years of experience
Less than 1 year (20) 15 (75%) 3 (15%) 2 (10%)
1-2 years (15) 12 (80%) 2 (13.3%) 0(0%)
3-4 years (12) 5 (41.7%) 5 (41.7%) 1 (8.3%)
5-6 years (6) 2 (33.3%) 4 (66.7%) 0 (0%)
7-8 years (4) 3 (75%) 0 (0%) 0 (0%)
9-10 years (7) 4 (57.1%) 3 (42.9%) 0 (0%)
> 10 years (82) 60 (73.2%) 19 (23.2%) 3 (3.7%)
P-value 0.12 0.56 0.72
Type of CPs
Independent (59) 46 (78%) 10 (16.9%) 3 (5.1%)
Small chain (17) 11 (64.7%) 5 (29.4%) 1 (5.9%)
Large chain (13) 15 (65.2%) 6 (26.1%) 1(2.1%)
Multiple (48) 29 (60.4%) 16 (33.3%) 1 (5.1%)
P-value 0.25 0.26 0.85
Deprivation of pharmacy location
First 20% (most deprived) (54) 40 (74.1%) 10 (18.5%) 1 (1.9%)
Next 20% (48) 35 (72.9%) 10 (20.8%) 3 (6.3%)
Next 20% (23) 13 (56.5%) 9 (39.1%) 1 (4.3%)
Next 20% (17) 13 (76.5%) 3 (17.6%) 1 (5.9%)
Last 20% (least deprived) (9) 6 (66.7%) 3 (33.3%) 0 (0%)
P-value 0.6 0.3 0.77

- Chi-squared test applied.

- Significant differences are shown in bold.
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Table 4.6: Comparison between respondents’ characteristics and provision

status of NHS health check

Characteristics NHS health NHS health NHS health
check current  check willing check
provider to provide unwilling to
Number (%) Number (%) provide
P-value P-value Number (%)

P-value

Gender

Female (70) 12 (17.1%) 50 (71.4%) 3 (4.3%)

Male (83) 28 (33.7%) 47 (56.6)% 5 (6%)

P-value 0.02 0.06 0.63

Years of experience

Less than 1 year (20) 6 (30%) 12(60%) 3 (15%)

1-2 years (15) 4 (26.7%) 9 (60%) 1(6.7%)

3-4 years (12) 4 (33.3%) 7 (58.3%) 1 (8.3%)

5-6 years (6) 0 (0%) 6 (100%) 0 (0%)

7-8 years (4) 0 (0%) 3 (75%) 0 (0%)

9-10 years (7) 2(28.6%) 5 (71.4%) 0 (0%)

> 10 years (82) 22 (26.8%) 52 (63.4%) 9 (6.2%)

P-value 0.67 0.65 0.66

Type of CP

Independent (59) 15 (25.4%) 40 (67.8%) 2 (3.4%)

Small chain (17) 9 (52.9%) 7 (41.2%) 3 (17.6%)

Large chain (13) 5 (21.7%) 14 (60.9%) 1 (4.3%)

Multiple (48) 9 (18.8%) 34 (70.8%) 3 (6.3%)

P-value 0.046 0.15 0.19

Deprivation of pharmacies locality

First 20% (most deprived) (54) 15 (27.8%) 31 (57.4%) 1 (5.6%)

Next 20% (48) 13 (27.1%) 36 (75%) 2 (4.2%)

Next 20% (23) 6 (26.1%) 15 (65.2%) 1 (4.3%)

Next 20% (17) 4 (23.5%) 11 (64.7%) 2 (11.8%)

Last 20% (least deprived) (9) 5 (55.6%) 3 (33.3%) 0 (0%)

P-value 0.47 0.13 0.72

- Chi-squared test applied.

- Significant differences are shown in bold.

4.4.2.3 Uptake of enhanced services

4.4.2.3a Sexual health services uptake

Figures 4.6 and 4.7 show the distribution of uptake of sexual health services

through CPs which were providing the service. The median uptake of chlamydia

service was 1 per month with a range from 0 to 40, the lower quartile = 0 and the

upper quartile = 3 with two outliers (one at 18 and one at 40). Both of the outliers

belonged to PCTs with moderate needs for chlamydia screening services. One of
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the outlier (at 18) was an HLP. The median uptake of EHC equalled to 4 times per
month prior to the survey (Figure 4.7) with a range from 0 to 60 with the lower
guartile being 1 and the upper quartile being 10. Four outliers were identified at (40,
42, 56 and 60 times per month). Three out of the outliers came from female
pharmacists (40, 42, and 60) and one was missing data (60). Only one of the
outliers was an HLP (42) (Figure 4.7). Furthermore, the two outliers (56 and 60)
came from one PCT (Wandsworth), where the teenage pregnancy rate was 56.6,
while the median teenage pregnancy rate was 48.5 (Section 3.4.1.1).

Figure 4.6: Number of clients who accessed chlamydia service in month prior

to survey
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Figure 4.7: Number of clients who accessed the EHC service in month prior to

survey
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4.4.2.3b vascular health services uptake

A median number of 4 people set a quit date in the month prior to the survey, with
a range from 0 to 50 (Figure 4.8). Twenty nine CPs dealt with number of smokers
smaller than the lower quatrtile (2) and twenty CPs dealt with number of smokers
higher than the upper quartile (10) (Figures 4.8).Ten CPs showed uptake of 20 or
more times per month; 6 CPs at 20, one at 24, two at 40 and one at 50. The last
three 40, 40 and 50 were outliers. The three outliers came from three PCTs (Bristol,
Knowsley and Blackburn) with prevalence of smoking adults of 25.64%, 27.87%
and 30.1% respectively and the median prevalence of smoking adults was 30.4%
(Section 2.4.1.1). Half of the ten CPs (4 at 20 and one at 50) were HLPs. The
median uptake of NHS health check service was 2 clients per month, with a range
from O to 40 (Figure 4.9). Twelve CPs dealt with number of clients higher than the
upper quartile (5 per month) (Figure 4.9). One outlier was identified (at 40 per
month) and it was an HLP.

Figure 4.8: Number of clients who set a quit date through CPs in month prior

to survey
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Figure 4.9: NHS of clients who accessed the health check in month prior to

survey
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4.4.2.3c Comparison between uptake of services

Both EHC and SSS service had the highest median at 4 clients per month prior to
the survey, followed by NHS health check at 2 and chlamydia service at 1 (Figure
4.10). CPs were able to reach 22 clients per month in case of EHC compared to 20
clients per month in case of SSS (Figure 4.10).

Figure 4.10: Comparison between uptakes of services in month prior to

survey
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4.4.2.3d Factors associated with differences in uptake of services

When the uptake of services was compared between HLPs (18%) and non-HLPs,
the only significant difference was in case of SSS, with a median uptake of 4 in non-
HLPs and 6 in HLPs (P of 0.02) (Table 4.7). No significant differences were
identified in terms of uptake of any of the four services between male and female
respondent pharmacists (Table 4.7). The level of experience of the respondents did
not affect significantly the rate of uptake (Table 4.7). A lower uptake in case of

chlamydia service was seen in case of small chains when compared to the other
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types of CPs with P of 0.005 (Table 4.7). Whilst the aim of these services is to

bridge gaps in health inequalities, deprivation did not impact the uptake of any of

the four services (Table 4.7). For the EHC service this is probably because more

CPs were offering an EHC service in more deprived areas (Section 4.4.2.2).

However, for the other services we hypothesise a greater concentration of CPs in

areas of greater deprivation sharing the workload (Section 2.4.1.3).

Table 4.7: Comparison between uptake of enhanced services in terms of

differences in responded pharmacists and pharmacy

Characteristic Chlamydia EHC SSS NHS health
uptake uptake uptake check uptake
(median) (median) (median) (median)
HLP status
HLP 2 3 6 2
Non-HLP 1 5 4 2
P-value 0.96 0.68 0.02 0.38
Gender
Female (70) 2 5 4 3
Male (83) 1 3 5 2
P-value 0.49 0.29 0.79 0.37
Years of experience
Less than 1 year (20) 2 8 4 0
1-2 years (15) 3 4 4 2
3-4 years (12) 1 6 5 8
5-6 years (6) 4 2 4 NA
7-8 years (4) 4 3 1 NA
9-10 years (7) 3 2 2 4
> 10 years (82) 1 3 5 3
P-value 0.27 0.31 0.6 0.31
Type of CPs
Independent (59) 2 3 4 2
Small chain (17) 0 2 5 0
Large chain (13) 2 4 3 4
Multiple (48) 2 5 6 3
P-value 0.005 0.44 0.0 0.31
Deprivation of pharmacy's location
First 20% (most deprived) (54) 1 3 6 2
Next 20% (48) 2 5 4 1
Next 20% (23) 1 5 6 3
Next 20% (17) 1 2 3 8
Last 20% (least deprived) (9) 0 3 3 2
P-value 0.95 0.74 0.2 0.57

1- Mann-Whitney test was used in case of gender and HLP status

2- Kruskal-Wallis test was used in all other case.

3- Significant differences are shown in bold.
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4.4.2.4 Importance of enhanced services based on pharmacists' perceptions
When 210 pharmacist were asked to rank the services in order of importance, only
13 (6%) considered chlamydia screening to be the most important, 33 (16%) chose
the NHS health check, 72 (34%) chose SSS, and EHC was considered to be the
most important by almost half 92 (44%) (Figure 4.11).

Figure 4.11: Percentage of pharmacists who considered each service as the
most important
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4.4.2.5 Motivational drivers and barriers towards provision of enhanced
services

While pharmacists felt that they could improve their role in health promotion for their
local clients, they felt that competition with other health care professionals was a
barrier to taking up new roles (Figures 4.12 and 4.13). Pharmacists felt that the
provision of enhanced services helped to meet the needs of their local population;
however lack of time and a lack of public awareness were major barriers (Figures
4.12 and 4.13).
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Figure 4.12: Motivational drivers to provide enhanced services
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4.4.2.6 Other services provided by pharmacies

In addition to the four services, pharmacists reported provision of other services.
The most common service was medicine use review service with 214 (89%),
followed by blood pressure monitoring with 145 (60%) (Figure 4.14). The alcohol
screening service provision was very low with only 36 (15%) respondents providing
it. This is expected as the alcohol screening service had only been recently

introduced.
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Figure 4.14: Percentage of CPs who provide services
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4.4.3 Healthy living pharmacies

Only 18.5% (31/168) of respondent CPs worked at an HLP compared to 81.5%
(137/168) worked at premises that were not HLPs. However, 4.4% (6/137) of non-
HLPs were in the process of becoming HLPs and 23.4% (32/137) were willing to
provide HLP scheme in the future. The two main barriers among non-HLPs were
limited training for the staff to provide the service and inadequate facilities and
resources (Figure 4.15). The main two drivers for current HLPs or those in the
process to become HLPs were to play a more active role in health promotion and to

meet the local needs of the population (Figure 4.16).

Figure 4.15: Barriers to becoming a HLP
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Figure 4.16: Drivers to become HLPs
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4.4.3.1 Changes in enhanced services following the introduction of the HLP
scheme

Respondent pharmacists who were current HLPs were asked how the services
changed following the introduction of the HLP scheme in terms of public awareness
and uptake. Half of them answered that public awareness increased in case of
SSS, followed by 34% in case of EHC, 25% in case of chlamydia service and 18%
in case of NHS health check (Figure 4.17 a-d). The improvement in public
awareness has been reflected on the uptake of services. Five HLPs reported an
increase in uptake of chlamydia service, two had no uptake at all prior to being
HLP, one reported an increase of 2.5 fold, one at 2.7 and one at 3.7. Four HLPs out
of thirty one reported an increase in uptake of EHC service of 1.3, 1.5, 1.7 and 2.5
fold of the uptake prior to being HLPs. Seven HLPs out of thirty one reported an
increase in uptake of SSS, two out of them had no uptake at all prior to becoming
HLPs, two reported an increase of 1.3 fold, one at 1.7 and two at 2.5. Three HLPs
reported an increase in uptake of NHS health check, two had no uptake at all prior

to being HLPs, and one had a two fold increase.
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Figure 4.17: Perceived changes in public awareness of the availability of
enhanced services related to HLP status
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4.4.3.2 Pharmacists' perceptions of the current and future of enhanced
services upon the introduction of the HLP scheme

Pharmacists indicated their level of agreement with six statements regarding the
HLP scheme (Table 4.8). A percentage of 35.7 (51/143) of the respondent
pharmacists agreed or strongly agreed with the statement that the HLP scheme will
be the future for all enhanced pharmacy services, whilst 12.6% (18/143) disagreed
or strongly disagreed (Table 4.8). Respondent pharmacists saw that the HLP
scheme provide an opportunity to improve their role in the community as 36.4%
(52/143) agreed or strongly agreed with the related statement and 16.1% (27/143)
disagreed or strongly disagreed. However, pharmacists felt that there was more
efforts can be done to market and promote the HLP scheme, as 39.9% (57/143)
disagreed or strongly disagreed with the related statement and only 11.2% (16/143)

agreed or strongly agreed (Table 4.8). Respondent pharmacists felt that pharmacy
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students should be trained for the HLP scheme, as 33.6% (53/143) agreed or
strongly agreed with the related statement and only 21% (25/143) disagreed or
strongly disagreed. Pharmacists did not think that the failure of the HLP scheme
would impact the future of commissioning services, as 33.6% (48/143) disagreed or
strongly disagreed with this statement and only 21% (30/143) agreed or strongly
agreed (Table 4.8). Finally, pharmacist agreed or strongly agreed 42.7% (61/143)
that the introduction of the HLP enhanced the public awareness about the

enhanced services (Table 4.8)

Table 4.8: Responses (%) to statements regarding HLPs (n=143)

Statement Strongly Strongly  NA
Disagree Agree
HLP scheme will be the future 4.2 84 273 14 18.2 17.5 10.5
for all enhanced pharmacy
services
HLP has enhanced the role of 6.3 126 154 182 21.7 14.7 11.2
the pharmacist in the
community
The marketing and promotion 18.2 217 245 119 49 6.3 11.9
of HLP scheme was effective
Training for HLP scheme 8.4 91 182 154 16.1 21 11.2

should be provided at
undergraduate level of study
If HLP scheme fails to achieve 15.4 18.2 21 12.6 13.3 7.7 11.2
the desired results, enhanced
pharmacy services will be
decommissioned

HLP is a way to improve 8.4 2.8 14 20.3 18.2 24.5 11.2

awareness of the public
regarding enhanced services.

- Highest level of agreement or disagreement was indicated with bold.

Further analysis was conducted for the neutral statements (neither agree nor
disagree, where the results were broken into two groups (HLPs and non-HLPs)
(Table 4.9). The HLPs category included pharmacists who were already HLPs, in
the process to be HLPs or would like to be HLPs, and non-HLPs included those
who were not willing to be HLPs in the future. Differences were identified in
statement related to the effectiveness of marketing and promotion of HLP scheme,
where higher percentages of non-HLPs indicated disagreement with this statement
in comparison to HLPs (P= 0.009). This reflects that non-HLPs felt more ignorant
regarding the marketing and promotion of HLP scheme than those who belonged to

the HLP category.
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Table 4.9: Breakdown of level of agreements between HLPs and non-HLPs

Statement Strongly Unsure Strongly agree/
disagree/disagree agree
HLP®  Non-HLP  HLP®  Non-HLP  HLP®  Non-HLP
HLP scheme will 8.7% 14.7% 39.1% 47.4% 52.2% 37.9%

be the future for
all enhanced
pharmacy
services
P-value® 0.31 0.36 0.11
The marketing 28.3% 51.6% 58.7% 36.6% 13% 1.8%
and promotion
of HLP scheme
was effective
P-value® 0.009 0.013 0.84
If HLP scheme 30.4% 43.6% 52.2% 29.8% 17.4% 26.6%
fails to achieve
the desired
results,
enhanced
pharmacy
services will be
decommissioned
P-value® 0.13 0.01 0.23

1- HLP that includes current HLPs, in the process to be HLP or willing to be in the future.
2- Chi-squared test was used to compare the two groups.

4.4.4 Public awareness of enhanced services

In order to consider how public awareness of the availability of enhanced services
through CPs might be improved, pharmacists were asked how they felt members of
the public had been made aware of the enhanced services and how public
awareness could be improved. Pharmacists considered media advertisements to be
the main route to inform the public about enhanced services, followed by a
recommendation from a friend or family member (Figure 4.18). They did not
consider leaflets, posters or advice from pharmacists to be as effective as media
campaigns in increasing public awareness (Figure 4.18). Moreover, pharmacists
thought that by using social websites and organising health campaigns public

awareness might be improved (Figure 4.19).
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Figure 4.18: Pharmacists' perceptions of the venues by which members of the

public were made aware of enhanced services
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Figure 4.19: Methods to improve public awareness of enhanced services
based on CPs' perceptions.

60

50
40
30
20
10

0

Organise health Use social websites Use posters within ~ Benefits from
campaigns (facebook, twitter) public transport digital gadgets
(tube and buses)

Percentage of pharmacists who
responded to the survey (%)

Methods to improve public awarness

4.4.5 SSS as special case

Pharmacists were asked to provide their opinions regarding the reasons why
smokers who set a quit date relapse and what changes could be made to the
service to improve the outcomes. The majority of respondents (53%) cited stress
relief as a major cause of relapse (Figure 4.20). Lack of follow up was considered
the second most important reason for relapse (38%) (Figure 4.20). The majority of

respondents (55%) answered that an increase in frequency of follow up could
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reduce the rates of relapse (Figure 4.21). Involvement of relatives and friends
(47%) (Figure 4.21) and making it a social experiment by sharing the experience
with other smokers who are wishing to quit (38%) (Figure 4.21), could also help in

reducing the rate of relapse.

Figure 4.20: Reasons smokers relapse based on CPs' perceptions
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Figure 4.21: Methods to reduce the rate at which smokers relapse based on
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4.5 Discussion

4.5.1 Comparison between respondent pharmacists and the pharmacists
across England

In 2008, 55.9% of all registered pharmacists in England were females and 44.1%
were males (Seston, 2009). Whilst in the respondent sample, the percentage of
females and males was 49% and 48%, respectively (Section 4.4.1). This indicates
that the respondent pharmacists came from a sample of overestimated male
pharmacists when compared to the actual proportion among pharmacists in
England. In 2013, the percentage of independent and small chain CPs was 39%
and 61% for large and multiple chain, respectively (HSCIC, 2013). However, 59% of
the responses came from independent and small chain and 41% from multiple and
large chain (Section 4.4.1). The highest response (38%) came from pharmacists
with an experience of 10 years and more (Section 4.4.1) and this percentage was
comparable to the finding that the largest proportion of the pharmacists (51%) who
registered with RPSGB in 2008 were aged 40 years and above (Seston, 2009). The
two most common services among respondent pharmacists were EHC service
(78%) and SSS (75%) and the two least were chalmydia service (48%) and NHS
health check (33%) (Section 4.4.2.1). This agrees with the finding from PNA reports
that the most common services are SSS with 63.9% of CPs offering the service
(Section 2.4.1.1) and 52.3% of CPs offering EHC (Section 3.4.1.1). The majority
81.5% (137/168) of responses came from pharmacists who worked in a non-HLP
compared to 18.5% (31/168) who worked in HLPs. In September 2013, 700 out of
11 236 CPs in England succeeded in becoming HLPs, representing 6.3% (Public
Health England, 2014).

4.5.2 Differences in provision and uptake of enhanced services based on
differences in respondent pharmacists

The study did not identify any difference in terms of provision or uptake of sexual
health services and SSS between male and female pharmacists (Sections 4.4.2.2
and 4.4.2.3). This agrees with the finding that gender of respondent pharmacists
was found to be irrelevant to the success of vascular health services (Maguire et
al., 2001). Furthermore, the effect of gender difference in terms of provision was not
identified through other studies (Meshack et al., 2009; Verma et al., 2012;
Weidmann et al., 2012; Laliberte et al., 2012). The only difference was in case of
NHS health check provision, as the study found that NHS health check provision
was higher among male respondents than among female respondents (Section
4.4.2.1). A recent study by Saba and co-workers (2014) found that male
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pharmacists had a better clinical experience than female ones when dealing with
pregnant smokers.

In terms of sexual health services, several studies did not identify differences in
uptake of EHC service through male or female pharmacists (Downing et al.,
2011;Bissell et al., 2006; Baraitser et al., 2007). However, one study found that
female pharmacists feel uncomfortable in offering sexual health services for young
people behind their parents, which was a barrier to providing EHC (Gale and
Watson, 2011). In terms of chlamydia, Irish women did not prefer to be screened
where their identity might be known (Bafle et al., 2010). Furthermore, 65% of the
respondent young females in another study liked to be screened for chlamydia by
female health care professionals (Brugha et al., 2011). The last two studies were
related to the Irish community, which is known to be more sexually conservative
when compared to the English community (Daguerre and Nativel, 2006).

The years of experience of respondent pharmacists were not reflected on provision
or uptake of any of the four services (Section 4.4.2.2 and 4.4.2.3d). In general, the
experience of pharmacists increases with age. Hence, it is possible to correlate the
age with the experience. The age of pharmacists in relation to the vascular and
sexual health services was arguable. One study found that younger pharmacists
are more successful in obtaining medical history of smokers who wish to quit (Saba
et al., 2014). Another study found that pharmacists with experience of 20 years and
more were more likely to read the NICE guidelines regarding their role in smoking
cessation for patients with chronic obstructive pulmonary disease (Verma et al.,
2012). The findings from the two studies suggest that experienced pharmacists are
more likely to read the guidelines and hence provide a safe and optimal service,
while young pharmacists have the youth spirit which can be reflected on
approaching individuals and informing them about available services within
pharmacy. In this study, most of the respondents were pharmacists with 10 years or
more experience (Section 4.4.1), which in turn guarantee the safe and optimal

provision of vascular and sexual health services.

Pharmacists who worked in small chain type of CPs provided more NHS health
check services and had a lower uptake of chlamyida service when compared to
those working in other types of CPs (Sections 4.4.2.2 and 4.4.2.3d). This study did
not identify any difference in terms of provision or uptake of SSS based on the
responses from pharmacists who worked in different types of CPs (Sections 4.4.2.2
and 4.4.2.3d).This agrees with findings from the study by Maguire and co-workers

(2001), who found that the success of SSS from pharmacists who worked in
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different types of CPs was comparable and findings from the study by Saba and co-
workers (2014), who found that the performance in dealing with pregnant smokers
of pharmacists who worked in different types of CPs was also comparable (Saba et
al., 2014). However, the recent evaluation of the new medicine service concluded
that large pharmacy chains are more capable to roll out and support the programme
(Elliott et al., 2014). This might make pharmacists working in independent and small
chain CPs feel insecure, as the services other than essential service might not be
commissioned in their CPs and restricted to large chain CPs. The study findings
contraindicate this plan and suggest that independent CPs and small chain CPs
can perform in a comparable fashion to large chain CPs and even better as in case
of uptake of NHS health check which was higher among respondents from CPs of
small chain type when compared to the respondents of other types of CPs (Section
4.4.2.2 and 4.4.2.3d).

As previously emphasised, the aim of vascular and sexual health pharmacy
services is to bridge the gap in health inequalities as was recommended by the
white paper “pharmacy in England: building on strengths- delivering the future” (DH,
2008a). The provision of chlamydia, SSS and NHS health check services did not
vary across CPs which belonged to areas with different deprivation (Section
4.4.2.2). The only significance difference was in case of EHC provision as the
provision was lower in CPs which belonged to the least deprived areas when
compared to most deprived and moderate ones (Section 4.4.2.2). This suggests
that the higher needs (which is highly correlated with deprivation in case of SSS
and slightly correlated with deprivation in case of chlamydia) were not met by the
current provision of those services through CPs. This agreed with findings from
Chapters 2 and 3 based on PCT level, where the provision (as percentage) of
services did not match with either the needs or deprivation (Sections 2.4.1.2,
3.4.1.2 and 3.4.2.2). The initial aim of the NHS health check programme was to
reach 20% of those aged 40-74 years old each year every year for a period of 5
years (DH, 2008b). However, the programme through all providers failed to reach
its target in 2011/2012 (Artac et al., 2013b). However, the reach was higher in more
deprived PCTs when compared to least deprived ones (Artac et al., 2013b). CPs
can play an important role in reaching individuals in more deprived areas as
outlined by Murray and co-workers (2009). They found that the important role of
CPs in delivering the SSS to a wide variety of smokers, is due to smokers being
able to access a service provided by trained health professionals without a

prebooked appointment. Only 33% of the respondent pharmacists provided NHS
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health check (Section 4.4.2.1). In order to improve the reach especially for those
who live in deprived areas, extra provision of CP NHS health check service should

be implemented.

4.5.3 Barriers and motivators towards provision of enhanced services
Pharmacists felt that the provision of enhanced services allow them to play a more
active role in health promotion. This was expected, as pharmacists by their
connection with health and sick people can participate in promoting health
(Anderson, 2000). Although the provision of enhanced services is an extra resource
to earn more money, pharmacists did not feel that remuneration was amongst their
driver or barrier towards provision of services (Section 4.4.2.5). In contrast to the
study findings, Newlands and co-workers (2011) and Gale and Watson (2011)
identified inconvenient remuneration as barrier towards provision of weight
management service and sexual health services. Both of those studies were related
to Scottish CPs. Scottish demographic is different from that in England and
Scotland has its own system in providing pharmacy services. For instance, in terms
of sexual health services, Scottish pharmacists received higher payment for
provision of EHC service (£25) (The Scottish Government, 2011) compared to
different payments in different PCTs in England with average of £17.68 per each
EHC service (Section 3.4.1.3e).

The main barrier for the provision of services was their availability through other
health care professionals and lack of time (Section 4.4.2.5). Tremblay and co-
workers (2009) found that trained pharmacists had an experience of counselling
regarding smoking cessation that is comparable to doctors and better than other
health care professionals such as; dentists and nurses. Hence, the access of CP
within 20 minutes walk which was identified by Todd and co-workers (2014) and the
opening times should have the advantage to attract individuals to use CPs rather
than other health care providers. The preference of other health care providers
especially, GPs, can be attributed to the lack of privacy in CPs which was identified
in terms of weight management service in the study by Weidmann and co-workers
(2012), in terms of heart check in the study by Taylor and co-workers (2012) and in
terms of alcohol screening in the study by Krska and Mackridge (2014). Eades and
co-workers (2011) found in their review, that lack of time and lack of demand are
the main barriers to provision of public health services through CPs. Pfleger and co-
workers (2008) found that lack of time, lack of training and inappropriate premises

were the main barriers to utilise pharmacists' experience and knowledge in
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improving and promoting health for patients. Lack of time is an important issue, and
pharmacists should consider that spending more time in relation to providing those
services, might increase their workload, and that will affect both pharmacists and
patients (Jacobs et al., 2013; Hassell et al., 2011).

4.5.4 Healthy living pharmacies

The introduction of the HLP scheme was a new scheme to revive the vascular and
sexual health pharmacy services. Respondent from HLPs reported an increase in
public awareness for all the services, especially in case of SSS (Section 4.4.3.1).
Thus, the initiative overcame the barrier that was suggested by respondent
pharmacists (lack of public awareness for enhanced services provision) (Section
4.4.2.5). The involvement of member of pharmacy team to deliver the services, as
per the HLP scheme, will free some of the pharmacists' time and increase the
uptake of services (Duggan et al., 2013). This was seen in case of SSS, as the
number of smokers who set a quit date through HLPs was significantly higher than
through non-HLPs (Section 4.4.2.3d). In addition, lack of time was not amongst the
major two barriers to be HLP (Section 4.4.3). HLPs stated that the main reason for
being an HLP was to play a more active role in health promotion and to meet the
local needs of their local population (Section 4.4.3). The health promotion role was
also seen through pharmacists’ answers to the statement “HLP has enhanced the
role of the pharmacist in the community”. Lack of training for pharmacy staff was
suggested to be the main barrier to be HLP. In September 2013, 2 100 HLCs were
trained to work in HLPs (Public Health England, 2014), hence potentially
overcoming this barrier. Pharmacists who did not wish to be HLPs were pessimistic
about the effectiveness of marketing and promotion of the HLP scheme (Section
4.4.3.2).This suggests that there is need to review this finding and improve the

promotion and marketing of the HLP scheme, especially among non-HLPs.

4.5.5 Public awareness of pharmacy services

Pharmacists suggested that the public become aware of health services through
the media or through a friend or family. Media advertising was proved to be
effective in increasing public awareness of health services (Schillo et al., 2011,
Wilson et al., 2005; Momen et al., 2014). Furthermore, Atusingwize and co-workers
(2014) found that media campaigns for stop smoking can be effective and provide
good value for money. The use of latest resources such as internet was proved to
be effective in case of stop smoking (Momen et al., 2014). Posters through CPs or
through GPs were found to be effective in informing individuals about alcohol

screening in CPs (Krska and Mackridge, 2014). Thus, an adoption of simple
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methods such as posters and social websites could inform the public and it will be

better than large health campaigns which require big proportion of the NHS budget.

4.5.6 Smoking cessation relapse

Pharmacists felt that the most important reason for smokers who set a quit date to
relapse were the loss of stress relief and lack of follow up (Section 4.4.5). Zhou and
co-workers (2009) and Allen and co-workers (2008) found that smoking cessation
relapse is mainly dependant on nicotine dependence, craving and withdrawal
symptoms. Anxiety, depression and stress are found to be more common among
smokers than non-smokers (Park et al., 2009) and smokers think that by smoking
they are overcoming those symptoms (Jarvis, 2004). Pharmacists felt that
increasing the frequency of follow up, and involving a friend or family should
encourage the smoker to overcome withdrawal symptoms, thus a smoker might
have a better chance to success in quit smoking and relapse rates might decrease
(Section 4.4.5).

4.6 Limitations of the study

The study had a low response rate of 19.3% (Section 4.4.1) which is lower than the
lowest response rate (20.6%) of studies related to vascular and sexual health
services identified in Section 1.8.1.2. The low response rate restricts the

generalisation of the findings and thus the results should be treated with caution.

4.7 Conclusions

The provision of vascular and sexual health pharmacy services on CP level did not
match with deprivation, which is correlated with needs. The main driver for
pharmacists to provide services is to play a more active role in health promotion.
The main identified barriers were lack of time and provision of services through
other providers. The introduction of the HLP scheme based on pharmacists'
perceptions improved the awareness about the availability of vascular and sexual
health services in CPs. The median uptake of SSS was higher among HLPs (6)
when compared to non-HLPs (4) with P = 0.02. HLCs are the main point in
delivering services through HLPs. Thus the focus should be on increasing the
number of trained HLCs. Utilising new techniques such as social websites can also
help in improving public awareness about the availability of those services through
CPs. Finally, to improve the commitment and success of smokers who set a quit
date through CPs, increasing the follow up frequency and involving a member of

their family or a close friend can help.
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4.8 Future of vascular and sexual health pharmacy services

The future of vascular and sexual health pharmacy services seems to be still
unclear. Since the Local Authorities took the responsibility of commissioning those
services, it seems that the same services are still being commissioned with a move
to a payment by result model. The HLP scheme might be the future of those

services, however, the uptake and implementation of this scheme is still limited.
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Chapter Five: General conclusion and recommendations

5.1 General Conclusions

5.1.1 Review of the study

CPs are well placed in the heart of the community to offer services that promote
public health. The dramatic changes in community pharmacists' role since the
reform of the NHS in 2000 were presented in Section 1.1 and 1.2. The recognition
of the role that community pharmacists can play to meet the public health needs
was explained through the Government papers presented in Sections 1.1 and 1.2.
The major shift in pharmacist role was in 2005, following the pharmacy contract,
where three categories of services were introduced. Essential services that CPs
have to offer as part of their contract with the NHS. These include daily routine
services, such as; dispensing medicines repeat dispensing, waste management
and signposting. The second category of pharmacy services is called advanced
services. Those require accreditation of the pharmacist and the premises. This
category currently includes; medicine use review, appliance use review, stoma

appliance customisation and new medicine review services

Payments for essential and advanced services are set through the drug tariff. The
last category of pharmacy services was used to be called enhanced services
(currently known as locally commissioned services). The provision of those services
has changed following the implementation of the new NHS structure which was
introduced in 2010. This category of services, before 1% April 2013, was
commissioned by PCTs based on identification of public needs for those services.
From April 2013, the commissioning of those services was transferred to Local
Authorities, Clinical Commissioning Groups and NHS England's area teams. The
nationally commissioned enhanced (or locally commissioned) services include
services such as, SSS, NHS vascular check, EHC service, chlamydia screening
and treatment services, supplementary prescribing and needle and syringe
exchange. The literature review identified opportunities for vascular and sexual
health pharmacy services. However, all the studies were related to limited number
of PCTs and none of the studies looked at the difference between provision and

uptake of services on national level.

5.1.2 Aims of the study
The project aimed to identify whether the provision and uptake of vascular and

sexual health pharmacy services matched the needs at PCT level for the financial
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year 2009/2010 (started on 01/04/2009 and ended on 31/03/2010) and on CP level
for the year 2013. It also aimed to investigate whether the provision of SSS and
EHC services through CPs was cost-effective. Finally, it aimed to determine the
changes in uptake of vascular and sexual health services following the introduction
of the HLP scheme and how to improve the uptake of services using SSS as a

special case.

5.1.3 Methods used in the study

To achieve the aims of the project, three categories of data were required to be
collected; needs for each service, CPs provision of each service and uptake of each
service. With regards to SSS (Chapter Two), the needs were identified based on
percentage of smoking adults which was obtained from Health Profile for each PCT
in England. The CP SSS provision was identified from the PNA report published in
February 2011. The uptake and the costs attributed to the SSS were identified
through a short survey questionnaire which was posted to the public health leads of
SSSin PCTs. With regards to EHC service (Chapter Three), the needs were
identified based on rates of teenage pregnancies which was obtained from the
Health Profile for each PCT in England. The EHC service provision was identified
from the PNA reports. The uptake and cost of EHC service were identified through
survey questionnaire which was posted to the public health leads of sexual health
services in PCTs. In terms of chlamydia screening service (Chapter Three), the
needs were identified based on prevalence of chlamydia and the provision was
identified from the PNA reports. A survey questionnaire was posted to the public
health leads of sexual health service in PCTs to gauge the uptake of chlamydia

screening service through CPs.

To identify the provision and uptake of vascular and sexual health services at CP
level, a survey questionnaire was posted to CPs within 28 PCTs. The questionnaire
aimed to gauge the pharmacists' perceptions towards vascular and sexual health

services and how the introduction of HLP scheme affected those services.

5.1.4 Key findings of the study

The PCT response rate to the questionnaire regarding the uptake of services was
30% (42/138), 30% (42/139) and 19% (21/111) for SSS, EHC and chlamydia
screening services, respectively (Sections 2.4.2.1, 3.4.1.3a and 3.4.2.3a). However,
to overcome this low response rate, demographic characteristics and CP provision
of services were tested for respondent PCTs versus non-respondent ones as was

recommended by Brick and Kalton (Finchman, 2008). The provision of SSS through
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CPs was lower in respondent PCTs when compared to the non-respondent ones
(Section 2.4.2.2). The needs for EHC and deprivation were higher in respondent
PCT when compared to the non-respondent ones (Section 3.4.1.3b). The
demographic characteristics and chlamydia screening provision were comparable

for the respondent and non-respondent PCTs (Section 3.4.2.3b).

Needs for SSS and EHC service were significantly correlated with deprivation with
rho of 0.76 and 0.83, respectively and P< 0.001 in both cases (Sections 2.4.1.2 and
3.4.1.2). The correlation between needs for chlamydia screening service and
deprivation was weak with rho of 0.25 and P = 0.009 (Section 3.4.2.2). The
importance of CPs in providing public health services becomes evident based on
the finding that CPs were found to be more concentrated in more deprived PCTs
(Section 2.4.1.3). This agrees with the findings of Todd and co-workers (2014), that
ease of access of CPs is better in more deprived areas (99.8% can access CPs
within 20 minutes) than in least deprived ones (90.2% can access CPs within 20
minutes walk). Despite that, there was no significant correlation between needs or
deprivation and CP provision (as percentage out of all CPs in a PCT) for SSS, EHC
and chlamydia screening services. The higher concentration of CPs in higher need
PCTs was responsible for a weak correlation with needs in case of SSS, however
this correlation was not evident in case of EHC or chlamydia services (Sections
2.4.1.3,3.4.1.2 and 3.4.2.2). The findings from the CP survey in 2013 indicated that
there was no significant correlation between provision of SSS, NHS health check,
EHC or chlamydia screening services with deprivation and hence with needs
(Section 4.4.2.2).

CPs were responsible for 12% of overall uptake of SSS (through all providers) in
2009/2010 (Section 2.4.2.3) and for 1.2% of overall uptake of chlamydia screening
(through all providers) (Section 3.4.2.3c). No data was identified for share in EHC
service. However, a previous study by Martson and co-workers (2005) found a shift
towards CPs to obtain EHC. This emphasises the importance of CPs in delivering
vascular and sexual health services. Provision of any of the services through other
providers should not be considered as barrier as respondent pharmacists
expressed (Section 4.4.2.5). On the contrary, it should act as an incentive for
competition with other providers to attract more clients and achieve better results,

especially for working people, as time is an obstacle to access such services.

Although the uptake of SSS (through all providers) was significantly higher in more

deprived PCTs, the smoking quit rates at 4-weeks follow up was significantly lower

145



in more deprived PCTs (Sections 2.4.1.4 and 2.4.2.4). This suggests that the SSS
through all providers (including CPs) is not widening the gap in health inequality
which is related to smoking between PCTs. Nevertheless, the NHS is enduring

higher costs due to the negative correlation between quit rate and deprivation.

The uptake of services at PCT level did not match with needs or deprivation in case
of SSS (Section 2.4.2.4), EHC service (Section 3.4.1.3d) or chlamydia screening
service (Section 3.4.2.3d). However, when the uptake was weighted per CP, a
significant correlation was identified for SSS (Section 2.4.2.4) and for EHC service
(Section 3.4.1.3d) with needs. This suggests the importance of time, which
respondent pharmacists considered as the second main barrier towards provision
of vascular and sexual health pharmacy services (Section 4.4.2.5). In PCTs with
higher needs, pharmacists have to deal with higher number of clients in regards to
vascular and sexual health services. Hence if the workload related to vascular and
sexual health services, in CPs of PCTs with higher needs, exceeds enduring limits,
this could be reflected on pharmacist's routine roles and would affect both patients
and pharmacist.

The introduction of the HLP scheme seems to improve the delivery of vascular and
sexual health pharmacy services. Firstly, pharmacists felt that this scheme
improved public awareness of pharmacy services, which was found to be a barrier
for the NHS health check by Taylor and co-workers (2012). Secondly, the HLP
scheme introduced the concept of the HLC, who should be trained to help in
attracting more clients and delivering services. This can free the time of the
pharmacist with one condition, that he/she should supervise and maintain safe and
efficient delivery of services. The uptake of SSS was better among HLP
pharmacists when compared to non HLPs (Section 4.4.2.3d). This agreed with the
findings from HLP pathfinder PCTs (Duggan et al., 2013).

The economic evaluation of SSS and EHC service identified that both services are
cost-effective from the NHS perceptive. CP SSS was able to save £1 511 per QALY
gained (Section 2.4.3.5). The economic model was taken from the NHS England
perceptive. CP EHC service provision was also cost effective and could save
£688.7 for the NHS (Section 3.4.1.3e).

Pharmacists felt that public awareness about pharmacy services could be improved
by use of social websites (Section 4.4.4). To achieve better success of SSS,
increasing the follow up meetings was the most intervention recommended by the

respondent pharmacists (Section 4.4.5).
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In summary, the needs for vascular and sexual health pharmacy services are not
met by the provision of those services through CPs. Pharmacists of PCTs of more
needs are doing more efforts to meet the needs of their localities. CP SSS is cost
effective and could save the NHS £1 511 per QALY gained per individual. EHC
service is cost effective and could save the NHS £688.7 per one prevention of
unintended pregnancy. Pharmacists felt that the introduction of the HLP scheme
improved the public awareness of vascular and sexual health pharmacy services,
which was reflected on higher uptake of those services. Using social websites and

increasing follow up of service users will help in achieving better success results.

5.1.4 Limitations

The low response rate was a limitation in both cases of PCT and CP surveys.
However, for PCT survey, it was overcome by testing differences between
respondent and non-respondent PCTs. For the CP survey, the low response rate is
still a limitation and findings should be treated with caution. In case of EHC service,
the provision of services was weighted against women aged 60 years old and
under, as there was no exact data for women who have the ability to conceive. The
limitation in collection of exact figures in relation to the cost effectiveness analysis in

both SSS and EHC was overcome by conducting sensitivity analysis.

5.2 Recommendations

5.2.1 Recommendations to the commissioner

Findings from the study identified shortness in CP provision of vascular and sexual
health services in PCTs with higher needs. Hence, the Local Authorities (the current
commissioner of vascular and sexual health services) should increase the number
of CPs which offer those services or to implement the HLP scheme on a national
level. The pharmacy team need to be trained to offer those services in order to
meet the local needs of their population. The public awareness about the availability
of vascular and sexual health services should be improved. Based on the literature
review conducted in Chapter 1, posters in the CPs were the most important method
in informing public about services within CPs in case of alcohol services and EHC
services (Krska and Makridge, 2014, Lloyd and Gale, 2005). However, pharmacists
in this study recommended the role of social websites in informing public. This can
be translated by considering that websites should be utilised to improve the
awareness (both of services offered and success stories) by designing pages and

blogs to attract individuals with maintaining current methods in improving the public
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awareness such as posters in CPs. Improving CPs' premises to include
consultation rooms with toilet facilities, so individuals who visit CPs for chlamydia
services can have privacy to conduct the test, will increase the uptake of this

service.

5.2.2 Recommendations to the community pharmacist

The pharmacists and the pharmacy team should try to attract more individuals to
use vascular and sexual health pharmacy services, especially those in more
deprived areas. They should also try to share the load that some community
pharmacists take in some areas to meet their local needs. They should compete
with other providers to prove to the commissioners that they are able to perform
and achieve success that is comparable to other health care providers. Pharmacists
should try to achieve the HLP status if it is nationally commissioned and to train the
pharmacy team to offer help in delivering vascular and sexual health services.
Furthermore, they should increase the follow up of service users to achieve better

results.
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Appendices

Appendix 1: Examples of different models used by different PCTs to pay CPs
to provide SSS

Appendix 1.1: Kent PCT

| 4
SMOKEFREE West Kent

Service Specification for the Supply of Nicotine Replacement Therapy by
Community Pharmacists Using the Voucher Scheme.

1. INTRODUCTION

‘Smoking Is responsible for one sixth of all deaths and is the one area where behaviour change
would make the greatest impact on health inequalities’ (DH, 2008). It is aiso the primary reason
for differences in mortality rates between socio-economic groups (DH, 2008). Locally and
nationally these is a strong corretation betwaen smoking prevalence and deprivation (lves &
Chambers, 2008; DH, 2008).

Nicotine replacement therapy (NRT) has been shown 1o double the chances of a smoker
wishing to achieve abstinence. NRT aims to replace the nicotine In cigarsttes with another form
of delivery. It provides a background Jevel of nicotine and alleviates the short-term difficulties
smokers’ expanance whan trying to stop smoking by reducing craving and withdrawal
symptoms. Forms of NRT currently avafiatie are patch (16 hour and 24 hour), Inhaator, nasal
spray, sublingual tablet, gum and lozenge, NRT is currently availabie on FP10 prescribed by a
General Practitionar or nurse prescriber, and can be bought as a general sale itom.

The Department of Health Service and Monitoring Guidance 2009/10 states thal patients
should be able to access approved stop smoking medicines simply and easily,” and that many
siop smoking services make this possible by using patient group directions and or vouchar
schemes. Introducing a voucher schema 10 supply NAT through community pharmacies will
speed up the supply of NRT and alleviate barriers 1o obtaining NRT, thus maximising the
chance of a succassful quit attempt. Clients exempt from prescription charges may receive
NAT free from participating phamacies, whilst those clients who are not axempt from
prescription charges may aiso receive NRT at the same cost of a prescription. Nicotine
replacement can be issued via the voucher scheme for up to 12 weeks.

* Clients of external commissioned providers who have commitied 10 a target stop date and
wish to use NAT, and who are assessed as suitable, are issued with a voucher by their

* A maximum of 12 week’s treatment may be issued per cessation attempt.

* Initial supply of the NAT should be sufficient 1o last up 10 a maximum of 2 weeks after the
target stop date. A second voucher should only be issued If the smoker demonstrates a

continuing attempt to stop smoking.

* Where circumstances dictate, up 10 two forms of NRT may be combined and will be issued
on separate vouchers, in accordance with the service specification, for the first 4 weeks.
Usually this will be a patch plus some form of oral treatment.
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= The client takes the voucher 10 & participating pharmacy and exchanges this for & supply of
NAT. For clients who are not exsmpt from NHS charges, a non-refundable fee oquivalent

to the NHS prescription charge will be levied.

* The pharmacist claims the over the counter (OTC) cost of the product plus a professional
handling fee of £2.50 from NHS West Kant Stop Smaoking Service (WKSS).

« Assess client suitablity for NRT in accordance with NHS West Kant Prescribing Guidelines
(separate document)

* Vouchers will normally be issued for an Initial 2 weeks supply, followed by a further 2 weeks
supply, subsequent supply will be for 4 weeks up 1o a maximum of 12 weeks. Combination
therapy (the use of 2 NRT products) will only be supplied for the first 4 weeks of the quit
attempt and will require separate vouchers for each product,

* Complete part one of the voucher and inform clients of participating pharmacies.
« Indicate on the voucher the product recommaended.

* Ensure the date of issue Is completed on the top copy. Encourage the client to obtain
treatment within 7 days, and to take proof of eligibility for free prescriptions.

* Rotain the bottom yellow copy of the voucher within the client's record. This must be stored
safely and be available for up to 8 years,

* Vouchers should not be collected by persons other than the client. If this poses particular
problems for an individual, they should speak with their stop smoking advisor,

*Notify the patients GP regarding the product(s) supplied using standard service letters
designed for this purpesa.

* Forward any spoiled vouchers 1o the WKSSS.

* Specific requests to supply a particular brand of NAT product, or flavour of gum, may be
handwritien by the Advisor on the voucher and initialiad.

* Ask the cliant 1o present the top (white) and middie (pink) copy of the voucher and the
treatment card at the pharmacy

All pharmacists should ensure that they have signed up to the Stop Smoking Services NRT
Voucher Schema Service Specification, before supplying NRT under the voucher scheme. If
the pharmacist has any concems or queries over the NRT order on the voucher, they should
discuss this with the (ssuing adviser bafore supply,

Prapared by Sus Fowler. October 2009 2
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*The Phammacy Contractor will ensure that Pharmacists and stalf make the supply of NRT in
accordance with the sarvice specification and produce a standard operating procedure for
use in the pharmacy.

* The Pharmacy Contractor will ensure the service is covered by their indemnity insurance.
« In taking the professional responsibiiity for the supply of the NRT, the pharmacist should

* Ensure adequate stocks of the NRT products available on the voucher scheme are
maintained within the pharmacy.

« « Ensure the voucher has been completed satisfactorily. If any details are absent contact NHS
Waest Kent Stop Smoking Service 01622 723836,

* Check that the voucher has not expired. Vouchers are valid for 14 days from the date
written on the voucher. If the voucher has expired, advise the client to contact their stop

smoking advisor.

+ Ensure the NRT product requested is appropriate for use by the client in accordance with the
product licence.

* Discuss any particular client product preferences e.9. flavour of NRT gum or type of patch.

* Take professional responsibiiity for the supply of the NRT. The voucher is not a
prescription, It is a means of supplying NRT on the NHS. The pharmacist is
professionally accountable for the supply. The pharmacist retains professional
discretion to judge the suitablility of the NRT product recommended and change the
product It deemed necessary. If the pharmacist has a query, they must contact the
Advisor. If an amendment to the voucher is necessary, the pharmacist should clearly
annotate the voucher with the amendment, signing both copies of the voucher.

* Make an entry on the PMR and label the NRT supply in accordance with RPSGB Labslling

* Complete the relevant section on the voucher. Fill in the pharmacist's name and stamp with
the pharmacy details. Ensure you stamp both coples of the voucher, Please note, failure
to stamp the voucher will deiay payment at the very least and may result in non-
payment.

* Ratain the middie (pink) copy of the voucher and send the complated top (white) copy to
WKSSS. The retained copy must be made available 1o WKSSS &t a later date as part of an
audit traiVior audit purposes should this be required. They must be stored safely for 2 years
and thareafter confidentially shred.

* Vouchers should be presented 1o WSSS within the calendar month if possible but no longer
than 3 month's duration from issuing of NAT. Reimbursement may not take place if outside
of this period,

Propared by Sue Fowler. Octobar 2000 3
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* Vouchers must be submitted with a covering invoice as attached 1o this document.

A voucher approved by NHS West Kent Stop Smoking Services must be usaed. This will be
produced in triplicate in A5 size,

written out in full.

* The advisor retains the bottom (yellow) copy of the voucher for the records and provides the
client with the top two copies (white & pink) to take to a participating pharmacy,

« Where clients are exempt from prescription charges, they must tick the appropriate box on the
voucher under exemption categories and sign the declaration,

* The pharmacist must check their proof of exemption.

« If proot of axemption is not seen, place a cross on the back of the voucher and endorse ‘proot
of exemption not seen’,

* Where the client is not exempt from prescription charges they must complete the declaration,
Collect any NHS fees (equivalent to the standard prescription charge) where appropriate in
accordance with current Department of Heaith policy i.e. one charge per item uniess It is for
different strengths of the same formulation. A till receipt should be issued for the charge
made, which should be the current prescription charge. If a client is awaiting an exemption
certificate do not Issue an FPS7 as the NRT voucher |s not a prescription and therefore this
would not be appropriate. If the client later presents with a valid exomption certificate a
refund shoukd be made providing the till receipt is also presented. The amount of the refund
should be claimed back from WKSSS on the monthly invoice. The till receipt should be
submitted with the invoice with the exemption certificate number clearly indicated on the
recept.

* The pharmacist completes the voucher with the Pharmacist's name and pharmacy stamp,
supplying the NRT product for the client in retum for the voucher, The pharmacist keeps the
second (pink) copy of the voucher and retums the top (white) copy of the voucher to
WKSSS on a MONTHLY basis,

Prepamd by Sue Fowler. Octobar 2000 4
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Pharmacists will be reimbursed with the current OTC price for the NRT supplied plus a
protessional handiing fee of £2.50 per voucher. Any NRT product requested and supplied on
the voucher should be in accordance with the NRT voucher scheme formulary as presented in
Appendix 1. The reimbursement prices for the NRT products on the formulary will be updated
quarterty.

*NHS West Kent Stop Smoking Service will check that the voucher has been completed
safistactonly. Return any incomplete vouchers 10 the pharmacy.

* Arrange reimbursement to pharmacies.
* Produce budget statements and reports to support the monitoring of the service for the PCT
* Record pharmacist's and pharmacy details
* Reimburse costs of the NRT supplied In accordance with the service specificaiton
* Record the type of NRT supplied
* Record the voucher issuing advisor details and Number of the voucher.
All enquinies regarding fee payment need to be directed to:
Kerry Oddy
NHS Waest Kent Stop Smoking Service
Farm Villa
Oid Oakwood Site
Lane

Hermitage
Maidstone Kent ME16 900
Tel: 01622 723830. email; kerry.oddy @nhs. net

8. AUDIT TRAIL
NHS West Kent Stop Smoking Service has established an audit trail for the vouchers so that

they can all be individually tracked from the point of issue at the pharmacy through 1o their
return 1o NHS WKSSS. A sampile audit of the vouchers may be camed out,

Prepared by Sue Fowler. October 2008 5
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_Product Strength W____
Nicotine Patch 24 hr. clear/ | 21mg, 14mg. 7mg 7 21mg avallable
buff. (NiQuitin / Nicotinell) in 14 pack size)

Nicotine Patch 16hr. 25mg. 15mg, 10mg, 5mg 7

| clear/buff. (Nicoratts)

Nicotine Gum (Nicotinell) 24,96,

Nicotine Gum (Nicorette)

2mg, 4mg.
2mg. 4mg.

30, 108, 210. (icy white
105)

Nicotine inhalator 10mg Starter pack (6), 42 refill
Nlooliml.;:utm 1mg, 2mg. , 96.
Nicotine Lozenge (NiQuitin) | 1.5mg, 4mg(mini), 2mg, 20, 80 (mini); 36, 72
= 4mg. standard
Nicotine Sublingual tablet | 2mg 105
(Nicorstte)
Nicotine Nasal Spray 500 micrograms 1
(Nicorette)

Prepated by Sue Fowler, October 2008
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Client presents with NRT Voucher

Ensure voucher is complete and has not expired. If any detalls are missing
contact the stop smoking service.

Ensure NRT product(s) requested are appropriate for client & in accordance
with product licence & service specification.

Ask client to compiete section 2 of voucher, check proof of exemption or
collect voucher fee. If proof of exemption not seen place a cross on back of
voucher & endorse ‘proof of exemption not seen’

'

Make an entry on the PMR & label in accordance with RPSGB guidelines

.
Compiete voucher with pharmacist's name & pharmacy stamp

'

Retain pink copy for voucher & keep for 2 years. Send white copy 1o WKSSS.

Prepared by Sue Fowler. October 2006
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NHS West Kent Stop Smoking Service Specification for the supply of NRT under the
scheme.

voucher
Signed on behalf of West Kent PCT.
Jacss of vclosslonsl (Plasss Pl Sgnakiae
Pharmacy Trading Name and Address
" Signed on Behalf of the Pharmacy
Contractor. Signature

Name of Professional (Piease Print)

Please return a copy of this signed specification to:

NHS West Kent Stop Smoking Service

Farm Villa, Oid Oakwood Site
Hermitage Lane, Maidstone
Kent

ME16 9QQ
Prepared by Sue Fowler. October 2008
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Appendix 1.2: Mid Essex PCT

Mid Essex
Services Name:
Pharmacy Based Stop Smoking Service
Service Lovel Agreement 2009/10
Type of service agreement | Cost per case contract
|
=
| Service Commissioned: Local enhanced servioa for smoking cessation service in
community pharmacies
Period of agreement 1* January 2009 - 31" March 2010
NHS Mig Essex
Purchasers Swift House
| Hedgerows Business Park
| Colchester Road
| Springfeld
- _| Cheimsford CM2 5PF —
Contact | Health Improvement Provider Services
e - Helen Gray
Teiephone/Fax | Office-01621 727334
- Mob : 0779 554 8921
Page ! 05/08/2014
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NHS

Mid Essex

The purposa of this agreement is 1o set out a Local Enhanced Service (LES) fo provide a Stop
Smoking Service and treatment in the community for the target population of smokers aged 12
and ovar. The agreement is in respect of the period 1* January 2009 to 31" March 2010 when it
will be reviewed and axtanded subject to the agreement of both parties.

Smoking is the UK's single greatest cause of preventabie iness and early death. The most
recent estimates show that around 11,400 people in the UK are killed by smoking every year,
accounting for one fifth of all UK deaths, with smoking contributing to a wide range of llinesses,
including various cancers, respiratory disease and hean disease. Smoking costs the NHS
between £1.4 and £1.7 billon each year

Evidence suggests that people wishing 1o make a quit attempt are more likely to be successful
when supporied by appropriate madication and motivational support provided by a trained siop
smoking advisor. Provision of stop smoking services in a community based setting, such as
general practice and community pharmacy, increases access 10 services and thus attracts a
greatar number of would be quitters,

Brief advice 10 stop smoking works, can be given quickly and easily, and can be provided 1o all
smokers imespective of whether they express a wish to stop smoking or not. Brief advice

appears 1o work by triggernng a quit attempt, 50 wherever possible it should be followed by
referral 1o a smoking cessation service and a recommendation 10 use medication.

2. Aims of the Agreement

The aim ol this agreement is 10 remunerate pharmacy contractors (the provider) for providing a
Stop Smoking Service to their own customers as well as to clients referred from other services.
This LES sets out the process for contractors to:

* Provide a level 2 stop smoking service on both an opportunistic basis and as a planned
intervention with clients wishing fo make a supported quit attempt.

. lmuﬁkmwmumdshpMsmwm
smokars in community pharmacy and providing a full range of promotional material

* Increase access 10 both brief interventions aimed at raising awarenass amongst smokers
of the inherent risks in continuing 10 smoke and provide referral routes 10 specialist
services if appropriate.

* Offer hose wishing 10 stop smoking appropriate help sither through pharmacy based
support or referral 1o other stop smoking services,

* Supply NRT 10 clients who recelve counselling and support from other services

Page 2 05/09/2014
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Mid Essex

Service Specification

3. Scope of Service /

Brief and opportunistic interventions

As part of the new community pharmacy contract, pharmacists can record the advice given to
patients, where they perceive it to be necessary or heipful. This could be made on the client's
pharmacy record to faciitate future follow up and audit of clients

Verbal advice may be supported by the provision of written information a.g. leaflets, and a
referral to other sources of advice and assistance, Including the local NHS Stop Smoking
Service as an alternative to the pharmacy programme

NHS Mid Essax (the PCT) will provide materials from time to time 1o support national campaigns
4.0 patient [Rerature, posters and referral cards,

Intervention for clients wishing to make a quit attempt ~ Level 2 programme

« Community Pharmacy staff shall support clients wishing 1o make a quit attempt through
the provision of 1:1 support and pharmacoiogical intarvention as appropriate.

« Clients must be assessed by a trained Stop Smoking Advisor (the adwvisor) and be fully
agvised of all aspects of making a quit attempt.

* The initial consuttation should usually last 20-30 minutas, involving assessment of
motivation, competance (Fraser guidelines for under 16s), readiness 10 quit, agreement
on a quit date, and advice on choice of medication where appropriate.

+ Quit programmes for the 12 — 17 years age group and pregnant women should be
undertaken with reference 1o the guidance provide during training and NICE Public
Health Guidance 10 (February 2008).

«  Weakly support should be offered for the first four 10 six waeks after the stated quit date,
In exceptional cases whare patients are unable to attend evory week, two weekly contact
would be acceptable. On each visit a CO reading must be obtained and recorded on the
monitoring form.

« Aftor tha initial intensive support it may be more appropriate to see the cliant avery two
woaks whan they call to collect further supplies of medication.

« Al interventions should be multi-session with expected contact ime with the client being
at least 1.5 hours (including pre-quit preparation and up 1o 12 weeks post quit) 10 ensure
continued monitoring. client compliance and ongoing access 1o madication.

« | & client has set a quit date and commenced on a programme, but fails to attend for
subsequent consultations, it is good practics for the advisor 1o telephone the patient to
ascertain their quit progress.

« |t the client has quit ha/she should be encouraged 10 return 10 the pharmacy to obtain a
CO reading, i this Is not possible the provider may still count the quitter but must record
on the form as "Quit, self report”. If the patient is still smoking then the “Not Quit” box
should be ticked. If contact with the patient has falled then the box "Lost to follow up”
should be ticked,

* To receive the 4 week quitter paymant which is made available as a bonus until end
March 2009, the provider must verify that the patient has not smoked for four consacutive
weeks after their quit date, as demonstrated by a CO reading of <10.

Page 3 05092014
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« Chents should be advised that they may be contacted by the Stop Smoking Service
pedodically within 12 months of their attempt to quit

* The provider must compiete the monitoring form (appendix 1) provided by the PCT and
must submit this promplly at the end of each quit attempt whataver the outcome.

Choice of Medication

Advisors should discuss ihe full range of medications with the client fo allow them 1o make an
Informed choica.

In deciding which of the avallable thecapies to use and in which order they should be
prescribed/supplied, advisors should take the following factors into account:

« The smoker's intention and motivation 10 quit, and how likely It is thay will follow the
course of treatment as prescribed/supplied.

« The availability of counselling and support
o  Whether the person has used treatments o attempt 10 stop smoking in the past.
« Whather there are medical reasons why the person should not b prescribed'supplied

with NRT, buproplon or vareniciing, and whether they are likely to experience adverse
effects with either treatment

*  Which treatment they would prefer 10 use.

Clients wishing 1o use bupropion or varaniciine will need 1o be refarred 1o an independent
prescriber for prescriptions.  They may continue 10 réceive counselling at the pharmacy,

If the smoker's attempt 10 quit is unsucocessiul, the advisor should not usually supply/request
NRT bupropion or vareniciine for another attampt within 6 months. Howsever, if extemal factors
Interfera with the inltial attempt 1o stop smoking, It may be reasonable to try again sooner. (For
w.nmwmummmrummwmmw
to )

NRT, buproplon and vareniciling should be used individually and not in combination during any
one quit attempt.

Supply of Nicotine Replacement Therapy (NRT)

Advisors should discuss the full range of NRT with clients who identity this as part of thair quit
attempt 1o ensure that clients maks an Informed choice of product.  More than one type of
product may be supplied when appropriate. A maximum of 12 week's supply of NRT will be
reimbursed under the scheme.

Clients not exempt from prescription charges will pay prescription charges as usual on sach
occasion and for each product.  NRT should usually be supplied on a fortnightly basis even
when the cliant Is attending weekly.

NB it may be cost effective for cients 1o obtain a 3 month prapayment certificate — if they have a
mobile phone and a credit / debit card with them they can order one Straight away which will be
ag:x.ﬁ.-d”‘ The cost is £27 85 Le. less than four tems, and the order ine is

Products that cost less than £7.10 should be sold 1o chents who pay prescription charges -
thase will not be reimbursed by the PCT

Page 4 05082014
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Record the number of packs suppiied on the NRT daim form (appendix 2).  The client
signature on the form indicates receipt of product as well as payment status,

As a counter fraud measure, pharmacy staf! supplying NRT on this scheme must use a black
permanent marker to delete the bar-code and annotate the pack ‘NAT scheme supply’.
NRT Voucher

Patients attending a support group or drop in clinic may be given an NRT voucher
(sppendix 3) and Instructed 10 take 1o a participating community pharmacy. The pharmacy
will be paid £2.00 per voucher for supplying the product.  As a counter-fraud measure,
ONE PRODUCT ONLY may be ordered per voucher. Vouchers with an order for more
than one product should be verified with the adviser before dispensing.

Free NRT
For clients setting a quit date batween 1% January and 31" March 2009 there is no

printed on coloured paper and be marked 'Free NRT but should be used in exactly the
same way.

4. Elgibiiity to Provide Service

nummummwmwmw;«mu
Essential Services, have had a satisfactory PCT monitoring visit and are actively addressing
outstanding action points agreed at the visit.

Pharmacies providing this stop smoking service must have a consultation room that meets the
spacifications for provision of advanced services

The provider will ensure that they have a standard operating procedure for this service which is
reviewed on a regular basis.

Training & Accreditation

The provider will be required to demonstrate to the PCT that they can meet the required
standards and competencies to deliver the service, Each pharmacy must have a named
pharmacist who will take responsibility for the delivery of the service from that pharmacy. Any
changes to this ‘named pharmacist’ must be notified to the PCT, giving at least one month's
notice.

The named pharmacist must ensure that all advisors delivering the service are able 10
demonstrate thelr aligibliity, competance and continuing protessional development In order to
remain up 1o date and deliver an offective service.

All advisors are required to undertake training dependent on existing experience and knowledge.

By the end of the training, participants will be able to demonstrate competencies as specified in
DH Service & Monitoring guidance 2007/8);

» Understand the requiremants and obligations of their role as a community advisor

« Deascribe how smoking impacts on the heaith of tha general population and aiso on
specitic groups

» Describe the pharmacological and psychological effects of tobacoo
* Understand the nature of nicotineg addiction

Page 5 05/06/2014
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List positive factors that smokers report as reasons why they smoke
Identify common barriers to quitting

Critically evaluate a range of current reatments and their effectiveness
Describe common withdrawal sympioms, their prevention and treatment

Provide Information and support 10 énable a client to obtain and bagin NRT, varenicline
ot bupropion if appropriate

Support a client with the effective use of NAT, varenicline or buproprion over a course of
treatment as appropriate

Plan a treatment programme based on national guidelines and local protocols and the
withdrawal onentated approach

Be able 1o use the Carbon Monoxide (CO) monitor appropriately
Manitor a clients progress over a sernes of interventions
Suppon a client 1o develop strategies to prevent relapse

Maintain a client’s interest in the service 50 that If they relapse thay will seek further
assistance

Identity how smoking status, advico given and response to that advice should be
recorded In patient record systems

Provide monitoring and evaluation information in line with local and national critenia
Understand the relationship between tobacco, cannabis and sheesha

rmmbmmmmmmmmdm

Mid-Essex PCT Stop Smoking Service training Level 2
Leved 2 raining with another NHS PCT

For pharmacists and technicians, the CPPE Stop Smoking download or CO ROM 2006
plus attendance at an abbreviated leval 2 training session.

If you have undertaken other Level 2 equivalent training, then please contact the PCT Stop
Smoking Service o discuss whether it meets the competencies required for this service

A form (appendix 4) is avaltable from the PCT for providers to apply for accreditation. This

additional information on the process and courses which may be useful in

demonstrating competency 1o provide this senvice.

DH guidance states that all s1op smoking advisors should have yearly update training.
Opportunities will be provided by the PCT on a regular basis and will be approximately 2-3 hours
long. Alternative equivalent update education may be undertaken.

5. Monitoring & Evaluation

In order to allow for timely processing of payments, correctly compietad paperwork must ba
returned monthly and should include the following:

A monitoring form for all clients supporied by the provider
corwylorm
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« NAT dlaim forms for NAT suppied 1o chents supported by the provider
« NRT vouchers where the pharmacy is dispensing for clents supported by another
service

Incomplete or unclear monitoring forms will be retumed to the pharmacy for completion, as there
is & minimum dataset requiramant by the Department of Health.  This will delay payment,
Incompiete or unclear NRT claim forms will be paid on the basis of the smallest pack size. i
there is no exemption box ticked, it will be assumed that a prescription charge was collected.
Monitoring and ciaim forms must be submitted on a regular monthly basis lollowing completion
of treatment or last contact with the ciient. Claims for counselling or supply of NRT received
after 1% May for interventions relating to the previous financial year will not be pald.
Any queries should be addressed to the Stop Smoking Service Co-ordinator Helen Gray on

01621 727334 | Mab : 0779 554 8921 or by email: Helen Gray @ midessexpct,nhg uk or the
peneral service helpline on 0800 085 2113

Stop Smoking Service

St Pater's Hospital
Spital Road
Maldon CM9 8EG
Performance monitoring

Current DH guidance states that the expected 4 week quit success range will Do batwaen 35% &
70% of those patients setting a quit date. Pharmacies will receive a quartarly report showing
their access to service and success rates.

It provider quit rates fall outside the range, the Mid-Essex Stop Smoking Service are required 10
undertake a number of checks. This could include

» Contacting patients who have received the service
« Visiting pharmacies in order to ensure that the service meets the required standards
* Providing additional training and support

Providers will raceive:

wwmummmmmmmmmwmm
been set (up to 6 consultations: consultation 1 £7, consultation 2 £5, consultations 3 - 5
£4, consultation 6 £6).

2. As a bonus, an additional payment of £15 will be made for sach successful 4 week
quitter (see page 3). This payment is available untl end March 2009 when it will be
reviewed. Similar bonus payments may be offered at different times throughout the
course of this agreement in kne with progress against the PCT Strategic Plan.

3. £2 for each voucher (ONE PRODUCT PER VOUCHER ONLY) to clients receiving
counsaliing suppor elsewhere

4. Remmbursament for products supplied at Drug Taslf rate plus VAT (currently 5%),

Providers will receive quarterly reports from the Stop Smoking Service on their activity and
payments.

Page 7 05082014
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Responsibilities of Contractors and Named Pharmacist
Under the conditions of this agreament the provider must ansure that:

They have a named pharmacist who is responsibie for the delivery of the service in the
named pramises. This person must be notfied to the PCT and to the Stop Smoking
Sarvica. A months notice must be provided of any change 10 this named person.

The provider has staff that have the necessary skills and experience 10 carry out the
contracted procedures. Only those trained to Level 2 or equivalent should carry out the
services

The named pharmacist should ensure that training records and names of individuals
signed up to the phammacies standard operating procedure are kept

MWMbeMMMMded

At commeancement of the senvice the named pharmacist must notify the Stop Smoking
Service of all qualified Lovel 2 advisars who they will be using 1o provide the service.
Any new advisers taken on duning the period of the contract must aiso be notified to the
Stop Smoking Service.

Tha provider will indemnify the PCT against all acts of clinical negigence arising from
their acts or omissions in providing the service. Such indemnity will be imited to the
amount af indemnity provided by the provider's underwriter

The provider will maintain a safe and suitable environmant for patients and staff and
comply with all appropriate relevant statutory requiremants, legisiation, wmo@
as detalled in Department of Health Guidance and Professional Codes of Practice

Standards for Better Heailth
65) , Health

mmc«mmcmm

Clinical governance standards as specified in the Pharmacy Contractual Framework
Essential Service 8 apply to this service.

The provider will agree that access o records and documents containing information

relating to individual patients treated under the terms of this Service Level Agreement will
be restricted 1o authorised personnel and that information will not be disclosed to a third

party. Both parties wil comply with the Data Protection Act, Caldicott Guardian and any

other legislation covering access to confidential patient Information,

The PCT or its nominated agent has the right to visit the pharmacy to audit this service at
any reasonable time. having regard for the provision of senices and their customers”
rights to privacy and dignity.

Responsibilities of the Mid-Essex Stop Smoking Service

Monitor the performance of contractors
Provide all advertising, support materials, monitoring, claim and consent forms
Coordinate local campaigns 10 inform the local community on how 10 access the servics

Page 8 05/08/2014
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« Raceive all monitoring forms regardiess of patient outcome
* Provide appropriate training and support

Both the contractor and the PCT may terminate this agreement by giving not less than 3 months
notice in writing to the other party. Howaver, if for any reason the PCT has cause for concem
over the competencies to provide a Local Enhanced Service for the provision of Stop Smoking
Services, than the PCT will withdraw its accreditation and terminate the agreament with
Immediate effoct.

9. Agreement

Name and address of pharmacy:

Under this agreement the pharmacy agrees to:

Provide Stop Smoking advice as stated in this service level agreement

(For and on behalf of the contractor,
e R T S S S T W AR Lo (Please print)
Named pharmacist:

Please note: this must be the name of the pharmacist at this location who Is responsible for
delivering these services. If this changes, the PCT must be informed in writing one month prior
to the change occurming,

Page 9 05082014
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Appendix 1.3: Devon PCT

INHS |
SMOKEFREE Mﬂ_
NHS Devon
Locally Enhanced Service for
Stopping Smoking

This Local Enhanced Service (LES) Specification details the agreement
between Devon PCT (the commissioner) and community pharmacies (the
 service provider) for the provision of stop smoking services.

LES Timelines
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1. Background

*  Smoking s the singie preatest cause of proventabl liness and prematire dsath n tha UK.

. ;mmm”wmwmmudmmumu

*  More than any othar \0entfiable factor, Smoking contribiues 10 the gap in Me expactancy betwoeen
the moat deprived and the mos: affluent.

. pmum-w-msmmmwwn
mm Mmﬂmw“wtﬁm-wd
whare 1DE0CO attrbutable morally is higher than expected.

. hmmthlmmmm'uofnm Smoking duting prognancy &
astimaned 10 contridute 10 40% of all infart deams’

*  Helpng a patient % stop smoking is one of the most cost effective of sl medical Misrventons.

Compare the numbers need 10 traat (NNT) to prevent one death over ten years for various
inerventions lsted below:

intervention Outcome o

| Smare Provent one death over fve years 107

| Actmypenenaive thempy Provent one svuke, Mi, death over o0e ysar 700
Corveal carcer v Provent one costh over W« years 1140

OF bre! svice Pravert one premukure dosth” L]

AdD pharmacciogical nuppon Provert one p doaty .56

Add beh J svpport Provert cne prematars doath” 1620
“Ower bt of w1 wil dhe 1OM & MTOANQ rowDed Sosmes O/ every e 1og T pTE. ane

-m.ﬂvﬁ-” (Do & Pem)

.-nmw-o---h-um-—n-utwu—nmmudn:ub
Wik M, NHE Seo v of Mawith Oxtuomws 2007)

2. Aims of the Locally Enhanced Service for Stopping Smoking
Tho main aim of Shis LES is 10 support the reduction of smoking prevalence in the geographical area
mwom To onabla smokars 10 acoess & choloe of high qualty suppont 1o S1op smoking 10

The LES also aims to:
*  Provide high qualtly, accessibie. convenient and comprenentive $10p smoking services across
™o

county
*  Ensure that robust dats is coliscted by NHS Devon In order 10 measure outcomes and
offacivoress of thae service, & required by ™e Dapanmernt of Health

' Office for National Statistics {2009) Smoking #nd drinking among adults, 2007,

¥ What a Waste. Premature Doaths due the smoking ~ the picturs in the South West SWPHO
!Vﬂmmu 20089, NMS Devon

*Salinu M et al (2009). Levels of sxcess intant deaths atribotadie 1 matsmal smoking during pregnancy
in the United States. Jounal of Maternity and Child Health, 7€) pp 219-227

2
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Support the achisvement of £&woek quitior targets

3. Service Outline
3.1 The Provider (pharmacy) will:

Provide one or more n-house Stop Smoking Advisers. traned and rogistered with NHS Devon,
Aavisers must attend tace 10 face lsvel 2 (ntermediate adviser training inltially. Thereafter training
wpdates must be completed annually 10 ensure best practce. Updates may take the form of face
© face training provided at NHS Devon pharmacy forums or written updates

Ofter chants 520D smoking appointments with a sutably trained healthcare protessional within
Mu':"mc premises. Guidelnes lor the coment and frequency of these appointments
et

Provide a sultable area for conmulasion with chents. Ths does not have 1 be n a separate
consultation room, but may be a quiet area within he shop,

mnmumummmummmm
Amwmm”mm Devon Stap Smoking Servics, Cullompton
fiagrated Centre for Haalth, Willand Road, Cullompton EX15 1FE. Tel 01884 B38024.

Refor those pationts deamed unsultable for SUPPOn within the phasmacy 10 the NHS Devon
Spociafist Stop Smoking Service. el 01884 B36024.

Complete an NHS Devon stop smoking mantoriag form A) for sach patent untering
the servics, Monliorng lorms should be returmed 1 the when the imervention is
regardiess of tha outcome. As monitoring forms contain patient detals they must be
01382 267888, (Sule Maven Fax)

Perform a Carbon Moncaide broath lest (smokertyzer) 1o confirm patierts have quit smoking at
four weeks aher thelr quit date, Results %0 be recorded on the moniioning form. (DH Service &
mmmwnmmuwmouwm-w

Make contact with patents “lost 10 follow-up” betore returning monitorng forma 10 NKS Devon,
This will require an atiempt 10 make contact with the chont a dilerent times of the day. with up 10
three attlempts made ¥ unsuocesstul

a-&mmm-mmwmmlumnu

3.2 The Commissioner (NHS Devon) will:

Provide accessbils training (outined in Appondix 8] 10 all healthcars professionals 1o support the
dedvery of this LES,

Provice rasning 10 any member of Service provice: stall who regquires It 10 equip Mem 1o be an
ntermadiate adviser

Provide ane Carbon Monaxide montor (‘smokerlyzer”) and disposabls mouthpioces 10 every
pharmacy in the schema, Tha CO monitor will rernain the property of NHS Davon.

Offer calibration and serviong of CO monitors, and provice replacement mouthpeces, 3
regured.  Theso will be availatie at NMS Devon forums and training events, or on requeat.
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o Maintain a kst of all registered INtermediate advisers and keep them updated via reguiar
mowslotters and tnining updates. Cascade best evidence and ary updated informaton on
clinical effectivensss and new products stc. 1o all registored advisers and senvice providers.

*  The Specialist Stop Smoking service will accept referrals for the 0ut of hours service ©.g. ovening
groups. as well as for chents with specisl croumstances. & 0. pregnancy, mental healh issues.

*  Remunerate the pharmacy for mondtoring fonma completed and retsmed, as specified in the
payment schodule, within three months of claims beng sudbmitied.

*  Monior the quit rates of Individual pharmacies, reporting biack on a quanerly basis and where
appropriate inchude a braakdown by specific groups.

*  Provids specfic training and support lor phanmacies that have a qull rae of less inan 35% (OH
Service & Manitoring Guidance 2010-11).

4. Monitoring & Evaluation

. mwwnmmuumumumm
which should all be recorded on the monBoring lorms,

Number of srmokers seiting & quit date

Number of &-waek quiters (stil STOPDod smoking 4 woeks after the quit dase"),

Nurmber of prognant women quitiing amoking

Quits by specific groups Inckuding gender, age. prolession. athnic bachground and

o900

5. Payment overview

5.1 Training
o Payment for infhal training will be 50 por phanmacket
£30 par othar mamber of pharmacy stufl

*  Payment for traning will be paid automatically, based on (he signing of an attendance sheet. A
maximum of two staff per pharmacy will be paki per Snancial yaar.

*  Training updates will bo carried out by email or newsietier and No payment & aRached 10 them.

5.2 Invoice - service and diapensing feea and NRT reimbursement
A standiard rvoice for sevvics foes and dispensing fees (SS3) should be completed and returnad 1o
NHS Devon monthly.

5.3 NRT supply
o NAT may be dispensed under s schome for & maxiinum of 12 weeka. It is recommended
Mat this is dispensed for 2 waeks. 2 weaks. 4 waeks and 4 wacks. A dispansng fee of €1
per supply may be claimed whaen this dispenaing procedurs is followed.

*  The first two proscriptions are Smited 10 Iwo wooks worth of NAT 1 minimise drug wastago.
Howevir, 0 recogniion of the fact that GPe may (wescribe 28 days supoly on to et
prascription. The PCT has agroed 10 witve 1he pationt presoription changs for the second set
of itome. So the pationt wil pay & maximum of ®ree sets of prescrglion chaspes, once
svary 4 woeks

* The supply of Varenkitine (Champb and Buproplon (Zyban) & net covered under the
communily pharmacy LES. However, the adviser can support & pabent using such
madication by providing a prescription request leter for the GP.

¥ DH Sarvice & Montoring Guidance 2010-11 GoBines this as measure as 20 days from he chiant's quit
date 3 0r « 14 days. Where CO monitored, the CO reading should ba <10ppm.

k]
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* The cant shoukd be chamged £7.20 (or the cument prescription charge) per lem of NRT
. of 2 terms is suppied IMes woulkd cONSttUNe two charges).
who are exermpt from prescription chamges should compiels the Payment Exempsion
Form (S52], which should bo retained in the pharmacy for 7 years for audit purposes.  The
10 be returned % the PCT,

i
§
§
i
i
§

* I the clent is chargod & service chavge by the pharmacy. then s is 10 be deducted from
the PCT payment 1 the pharmacy.

5.6 Subsequent Quit Altempts
¥ an atiempt D stop is untuccesshid, tha schome will Not normadly fund & further qutt attlempt within 6
months. I esternal factors imarfare with an individual's attempt 1 Quit. hen it may be reascnable 1 try
QAN BOONOr with 1ha AOVISOr's agreamant.
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Appendix 1.4: Kirklees PCT

E

Locala

Locala Stop Smoking Service

Service Level Agreement for Nicotine
Replacement  Therapy  Voucher
Scheme

Author: Amina Hans-Adam
Locala Community Partnerships CIC
Stop Smoking Specialist
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agreement
who wishes o issue vouchers/dispense NRT under this scheme.

November 2011 V7 2
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Summary

Smoking is the primary cause of preventable morbidity and premature death,
accounting for 81400 deaths in England in 2009 (1)

The Govemment is committed to reducing smoking rates (1. and smoking

smokers should be asked about their smoking habit at every opportunity, advised

b”MMMMM“Wme
status. The guidelines include the provision of nicotine

mw-.mwmmm

Nicotine Replacement Therapy (NRT) has been shown 1o approximately double
cessation rales compared with controls (3, and smoking cessation guidelines
recommend that smokers shouid be encouraged to used NRT as a cessation aid.

Efficacy

Cochrane carried out a meta-analysis of 81 trials involving 25,600 smokers to
examine the effectiveness of all forms of NRT, compared with placabo or no NRT
w This study showed that all forms of NRT were significantly mora effective than
placebo or no NRT, In helping smokers to achieve abstinence. The pooled results
for all forms of NRT showed that 18% of all patients receiving treatment were still
abstinent at 52 weeks, compared with 11% in the control group.

Data on direct comparisons of the different forms of NRT with sach other are
limited. Overall, there is little evidence to suggest superiority of any one form of
NRT (. It is recommended that choice of product is tailored to the patient ().

Adverse Effects

NRT products provide much lower doses of nicotine than is obtained by smoking
and its adverse effects are not complicated by the additional toxic effects of tar
and carbon monoxide generated by cigarette smoke.

With the use of patches there is 2 possibility of locaksad skin reaction () Nicotine
can also exacerbate symptoms In patients with peptic ulcers or gastritis, and the
possibility of this is greater with the gum than other NRT products, as nicotine
may be swallowed and enter the stomach directly (). Denture wearers may also
have difficulty in chewing gum.

In addition, NRT products may produce the same range of side effacts as nicotine
from smoking (hiccups, sore throat, headache, nausea and dizziness). However,
these side-effects are jess likely to occur than with smoking, and clinical trials
have shown most to be comparable to those caused by placebo m

November 2011 V7 3
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Special Precautions

Nicotine is a known stimulant and is associated with an increased risk of angina,
atherosclerosis, stroke and other cardiovascular disease.

The manufacturers advise that doctors should assess the possible risks and
benefits of using NRT versus cigarettes in the following patient groups

¥ History of angina

» Recent myocardial infarction

» Recent cerabrovascular accident

» Serious cardiac arrhythmias

¥ Pragnant and breast feeding women

These are NOT contra-indications and It is preferable for a patient In any of the
above groups o stop smoking with the use of NRT rather than continue smoking.

Nicotine can also stimulate production of adrenaline; NRT should therefore be
used with caution on patients with diabetes mellitus, hyperthyroidism or
phaeochromocytoma, Again NRT presents a lesser hazard than smoking.

Ref: Safety of NRT - Helping Smokers to Stop ~ Advice for Pharmacists in
MdmmeMdWWMmmM

Adolescent smokers

Mmmmmmdmm Although there is litthe
published data demonstrating the efficacy of NRT in young smokers, there is no
logical reason why it should not help as long as It s used correctly and the smoker
is determined to give up. NRT products are now licensed for use by smokers
under 18, Ultimately the decision 1o use NRT should be based on the smokar's

tobacco smoke it is not a significant risk factor for cardiovascular disease or acute
cardiac events. Nicotine replacement therapy provides less nicotine, less rapidly
than cigarette smoking, without substances such as carbon monoxide (which is
known to have adverse effects on the cardiovascular system). On this basis,
experts agree that all NRT products can be safely used by smokers with stable
cardlovascular disease. It Is recommended that the risks and benefits of using
NRT should be assessed for smokers with unstable cardiovascular disease, or

November 2011 V7 4
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who have suffered an acute event in the past four weeks. If the only other option
for this group is continued smoking, a risk-benefit assessment invariably leads to
recommending NRT, When using NRT for smokers with unstable cardiovascular
disease, It Is advisable to use the shorter-acting oral products that can be
discontinued immediately in the event of any problems. Nicotine patches, sven
once removed, leave a small reservoir of nicotine under the skin,

Pregnant and breastfeeding women

Smoking during pregnancy is associated with large risks lo both mother and
foetus, and later to the newborn and growing infant. Although nicotine may be
Whmdnmmum«g low birth weight and

may be considerad, but this must be removed before going to bed, i.e. the patch
should not be used for more than a 16-hour period, with a break of 8 hours
between paiches. Treatment should be provided as early in pregnancy as
possible, with the aim of being smoke-free and nicotine-free by the third frimester.

The use of NRT while breastfeeding, Is associated with very few risks to the chiid.
Nicotine does accumulate in breast milk but relatively fittle is absorbed from the
infant's gut, and this then undergoes first pass metabolism resulting in a low
plasma concentration. Any small risk to the chiid from this low level of nicotine is
preferable to the risk of the breastfeeding woman continuing o smoke.

Smoking can cause great hamm to the mother, the unborn child and the newbom
infant, and would-be parents should be advised of these risks. Treating pregnant
smokers involves specific challenges (e.g. the immediacy of the need to stop; the
WthrdMWL“MmuMmmbyaw
smoking and pregnancy advisory service, where this exists. Pharmacists will

need to discuss local treatment options carefully with pregnant women and help
them decide which service is likely 1o be the most appropriate for their needs.

The following table indicates specific actions 1o be followed for patients with a
variety of underlying conditions that may impact on their use of NRT products.

November 2011 V7 5
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Guidance summarised from Report on Safety of Medicines Working Group on
Agency /| Committee on Safety of

Nicotine Replacement Therapy
Medicines and Healthcare products Regulatory

Medicine (Dec 2005)

mm mM.m~mmmmuunmmmmmmwmmumm. umm wm ﬁwmmm
(T R
Mmmwmmw Hger i m
MRS fiis
_mm:_mmm%m il mm
T HIEHEH
1 : m_m “mm,
mrmn 21 bwmm mm.”ummwmm_
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symptoms in
gastritis or peptic

and oml NRT

I s i
it i
mm 5 wm mm“ MWW
HETHEH

Advise client swallowed nicotine | «  Paltch (24 and 16 Ir)

should be used
caution in these cases.

A
28,
il ne mw m 1

?
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Interaction with other medicinal products

No clinically relevant interactions between NRT and other drugs have definitely been
established. However nicotine may possibly enhance the haemodynamic effects of
adenosine |.e, Increase In blood pressure and heart rate and also Increase pain response
(angina-pectoris type chest pain) provoked by adenosine administration.

Protocol for providing Nicotine Replacement Therapy via the Voucher
Scheme:

Nicotine Replacement Therapy Vouchers pads will be given to all Smoking
cessation Specialist advisors and Intermediate advisors who are based in
Pharmacies and Dental Practices

Voucher pads are o be kept in accordance with the Good practice guidelines for
the safe and secure handling of voucher pads. (Appendix 1)

* To lssue NRT vouchers you must be:

o A Specialist Advisor working for LSSS OR

o An Intermediate Advisor accredited by LSSS and working in a
pharmacy or dental practice In Kirklees

o Have attended the voucher scheme training

o Have signed up and received a voucher pad

day, as part of the cessation planning and

« 3 weeks following the clients ‘quil’ day, the client will be assessed for

abstinence from smoking using carbon monoxide verification by the
i advisor.

« If there Is evidence the client is still smoking, no further NRT vouchers will be
Issued.

« Should the client’s abstinence be verified, vouchers for a further 4 week supply
of NRT will be given.

« | the client is still not smoking 4 weeks after their quit date and choose not to
have further support after that time, or have attended a group that ceases at
that time, they may recaive a voucher asking for the rest of the NRT course 1o
be supplied (this could be up 1o 4 weeks supply of NRT)

November 2011 V7 -]
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In total this means there will be 4 vouchers (if the client finishes the full course
of medication) and will follow a 2 woeks, 2 weeks, 4 weeks and 4 weeks
course of medication

All vouchers will be marked with status of supply e.g. Voucher 1, voucher 2

8

Dispensing detalls

mmmumumwmmwupw

Should the initial NRT product be unsuitable for the client, the cllent should go
back to the advisor who will re-assess and Issue a further voucher for an
alternative product. To minimise the chance of fraud it is advisable that when
NRT is supplied under this scheme the barcode be marked and in those cases
where the NRT product is unsuitable, unused NRT products are to be
returned 1o the phamacy and destroyed In line with Medicines Management
Policy -A Guide to the Safe and Secure Handling of Medicines) In these
cases the service will reimburse the pharmacy in the normal way; however we
envisage a maximum of 1 change of NRT per quit attempt

November 2011 V7 9
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Client Payment details
= If the client pays for prescriptions a fee equal to that of the nommal prescription
dispensed.

wnmm.mmmmummm
« The pharmacist should retain the pink copy of the voucher for their own

» The copies must be stored safely for 2 years and thereafter shred

* Locala Stop Smoking Servica (LSSS) will pay the pharmacists £3.00 per item
on the voucher

* LSSS will reimburse the pharmacist the cost of the product (Drug Tarilf plus
VAT @ reduced rate - 5%) on a monthly basis,

Additional Pharmacist Duties

The participating pharmacy and ultimately the person stated in the service
agreement have a duty to:

* Produce a Standard Operating Procedure for the service that comesponds
o the procedures and documentation provided by LCP. The standard
operating procedure should include error and near miss reporting.

* Ensure the service is underpinned by a system of clinical
which ensures that the service is of a high quality, mhhw
standard and supports pharmacists to dafiver patient care.

» Ensure that pharmacists and staff involved in the provision of the service
have the relevant knowledge and compelencies and are appropriately
trained in the operation of the service,

« Ensure that any locum providing the service has the appropriate knowledge
and is competent to operate the service.

November 2011 V7 10
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« Ensure that pharmacists and staff involved in the provision of the service
are aware of and operate within local protocols,

suspected the LSSS Manager is to be contacted.

« Ensure that the pharmacy maintains appropriate records to ensure
effective ongoing service delivery and audit.

« Allow an authorised agent of the Locala Community Partnership (LCP)
access o all documentation for auditfraud purposes, at any reasonable

time.
« Ensure that pharmacy has the appropriate professional indemnity
Insurance.

« Ensure the pharmacy participates in any quality indicator assessments as
requested by the LCP.

Core Competencies for Pharmacists
Mwmhwvmsmmam
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relating to the Pharmacy Voucher Scheme must be sent directly to LCP even if
this is not the pharmacies usual route for incident reporting.

Complaints

The pharmacist will effectively manage any complaints or incidents using the
pharmacies own complaints procedure, keeping a record for audit purposes. If the
compiainant is not happy with your response or does not wish to discuss the
compiaint with the pharmacy they should contact:

Customer Liaison Manager,
Locala Community Partnerships
First fioor, Beckside Court,

Batley
West Yorkshire
WF17 5PW

Email:

Telephone: 01924 351531

LCP duties

LCP will agree with local stakeholders the Nicotine Replacement Therapy
formulary for this service. They will regularly review the formulary to ensure that
the formulary reflects the availability of new medicines and changes in practice or
guidelines, as well as relevant NICE guidelines.

LCP will pay the pharmacy operating the scheme as outlined in Fees.

LCP will provide a framework for the recording of relevant service information for
the purposes of audit and the claiming of payment.

LCP will provide detalls of relevant referral points which pharmacy staff can use lo
signpost service users who require further assistance.

LCP will supply patient information leaflets for use in the sarvice.
LCP is responsible for the promotion of the service locally, including the

development of publicity matertals, which pharmacies can use to promole the
service to the public.

Novembar 2011 V7 12

207



Quality Indicators

« The pharmacy has appropriately provided patient Information leaflets and
provides these as per the service specifications.

* The pharmacy reviews its standard operating procedures and the referral
pathways for the service on an annual basis,

monitoring visit. Elements likely to be monitored are
a review date, signed and dated by relevant staff and availability of patient
information leafiets,

Duration of Agresment

WWMmmh*bﬂanww
both parties and shall continue until further notice

This service will be reviewed quarterly and evaluated yearly.

At least 28 days notice must be given by either party to terminate or change
Voucher Scheme SLA. LCP retains the right to withdraw the scheme at any time iIf
It is deemed to be unsuccessful or if the Voucher Scheme SLA is seriously
breached.

November 2011 V7 13
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. Nathan A. Smoking Cessation Products. Pharmaceutical Journal 1998;
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. McRobbleH. & McEwen, A. Helping smokers to stop: advice for

mmmmmmmmm
Excellence, Royal Pharmaceutical Society of Great Britain and

1omdncmmmsmamwmmm
Nicotine Repiacement

Therapy. Medicines and Healthcare products
Regulatory Agency. Commitiee on Safety of Medicines. November 2005

11.Medicines Management Policy-A Guide to the Safe and

Secure Handling of Madicines. SEPTEMBER 2011
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Appendix 1.5: Peterborough PCT

Peterborough

NHS PETERBOROUGH

(working in partnership with Peterborough City Council)

SERVICE LEVEL AGREEMENT
LOCAL ENHANCED SERVICE
For the provision of a
Community Pharmacy Based Stop

Smoking Programme
2008/10

210



1. Aim

1.1.The aim for this Local Enhanced Service is to commission @ Community
Pharmacy Based Stop Smoking Programme across the Peterborough

2.2 Local Enhanced Service means the Local Enhanced Service for
Community Pharmacy Based Stop Smoking Programme.

23.NHSP means NHS Peterborough (working in partnership with
Peterborough City Council).

2.4, PSSS means Peterborough NHS Stop Smoking Service who will manage
and monitor the Programme (see appendix 1 for specification).

2.5 Level 2 means 1.1 multi-session interventions to help individuals stop
smoking (generally offered by trained clinicians).
2.6, Quit date means the date the client has committed to stop smoking.
2.7. Monitoring form means the form (see appendix 2) used to report activity
returned

on avery client that sets a quit date as part of the programme and
on a weekly basis.

2.8, CO verified 4-week quitter means a self-reported quitter (who has set
@ quit date as above) whose expired carbon monoxide (CO) reading is
assessed 28 days from quit date (-3 or +14) and whose CO reading is
found to be less than 6ppm.

3. Parties to the Agreement

3.1. This Service Level Agreement is between NHSP (commissionar of the
programme) and «Pharmacy Name» (provider of the programme).

Service Level Agverman - Local Fnbancad Servicn
C Ay Th Dased Stop Serwiking Progr
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4. Relationship between the parties

4.1. Tha Agreement is for the provision of Local Enhanced Services for the
Community Pharmacy Based Stop Smoking Programme as defined in
Appendix 1 of this Agreement.

4.2. This Agreement forms an Appendix to the New Contractual Framework for
Pharmacy, which came Into effect on 1 April 2005 and as
such is subject to the overriding conditions contained within i

5. Commencement of the Agreement
5.1. This Agreement will commence on 1% December 2008.
6. Duration of the Agreement

6.1. The Agreement will subsist until 31* March 2010 following which a review
of the programme provision within NHSP will inform future commissioning
of the Local Enhanced Service.

7. Programme Specification

7.1. The programma specification will be in accordance with Appendix 1 and
managed and monitored by PSSS.

8. Qualifications/ Level of Skill

8.1, Pharmacy contractors providing services under this Agreement would be
expected 10 have staff who deliver the service to undertake Level 2
training, provided free of charge by PSSS.

8.2. It will also be mandatory for all level Z trained advisors o attend two
update meetings; these will be provided by PSSS three times a year.
Follow up one to one clinical supervision will be given for 6 months
following the initial training and further to that will be offered by PSSS on
a needs basis,

8.3, The advisor and or manager has a duty o ensure that all staff involved In
the provision of the programme have relevant knowledge and are
appropriately trained in the operation of the programme.

Sevice Level Agreemess - Local Enbanced Service
f‘ y Ph Based S20p Smoking Progr
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9. Accreditation

9.4. It is the responsibility of the contractor to ensure the part of the
pharmacy used for the provision of the programme provides a sufficient
”dmmmmmmmwmm

pharmacy.

10. Records and Information

contractor..
11. Dispute Resolution
11.1 It is the intention that any disputes can be resolved through & direct
Recourse will be via Panel of the NHSP Board members, 1o
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13. Payment

13.1 Payments will be paid in arrears In accordance with data provided the
pharmacy subject to validation outlined above. Pharmacies will be
remunerated monthly at the following rates:-

132 An annual set up fee of £100 will be made per pharmacy for costs

13.3 A foe of £10 per client for initial consultation will bo paid followed by £36

13.4 Payment will be dependent upon the submission of a completed Client

13.5 Phamacies will be reimbursed monthly in arrears for the cost of

Pharmacology Treatments at the following rates (based on the Drug
Tariff, February 2008):.-
Niquitin / Nicotine® 24 hour Paich 2tmg - E9.97 Ncotinefl Lazenges 1mg — (96) £9.12
Niquisn | Nicotine 24 hour Psich 14 mg - £9.97 Nacotinell Gum 4mg- (96) £10.26
mlmum&,mm-mn Nocotingll Lozenges 2mg - (96) £10.60,
Niquitin Lozenges dmg - (72) £0.97, (38) £5.12 Nicolinell Gum 2mg - (96) £6.26
Niquiin Lorenges 2myg - (72) 8.67, (36) £5.12
Nicorette 18 hour Paich 18mg - £9.07 Inhalator starter pack - £3.99
Nicorette 16 hour Patch 10mg - £6.07 Inhalator refills (pack of 42) - £12.81

Nicorstis 16 hour Paich 5 mg - £6.07
Nicorette Gum 4mg — (210) £18.24, (105) £10.83, (30) £3.99
Nicoretie Gum 2mg ~ (210) £14.82, (105) £3.89, (30) £3.256

Microtad (peck of 106) - £11.12 Nasal Spray - £12.26
Service Leved Agrecences - Licel Erdanced Service

Comenanty Pharmacy Hased Secp Smekmng Progr
Ovtober 2008
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14. Termination

Should either party wish to terminate this Agreement, a minimum period of 3
months notice must be provided in writing.

In the event that NHSP or Contractor tarminates the New Contractual Framework
for Community Pharmacy, this Service Level Agreement will also be deemed to
have been terminated.

Signatories to the Agreement

Signed by  ....oooniiinnn D s ovvesirrevonr o
Alison Asplin
Manager of Peterborough NHS Stop Smoking Service
On behalf of NHS Peterborough

«Pharmacy_Names» agrees to participate in the Local Enhanced Service as
outlined within this Agreement.

Service Level Agrosment - Local Pabanced Service
G m Based Swp Sancking P
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Pharmacies are In a prime position 1o provide stop smoking advice having
opportunities to intervene with both il and well customers atiending the
pharmacy. Community pharmacy could become one of the major providers of
Stop Smoking Services (Choosing health through Pharmacy, DH 2005).

Introduction
This programme specification has been produced by PSSS to enable community
pharmacists to deliver an NHS Stop Smoking Service to smokers within the
community pharmacy setting.
This Agreement sets out the terms for: -
* A community pharmacy based slop smoking advisory programme in
selected locations across NHS Peterborough.

* A scheme to supply Nicotine Replacement Therapy (NRT) from these
locations to clients wishing 1o quit smoking. This will only be for clients
attending counselling sessions run by trained stop smoking advisors in
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Alms of the programme
. Tommb“mqmmmm.m

« To assist in the delivery of NHSP targets

» To reduce smoking related llinesses and deaths by helping peopie 1o give
up smoking

+ To improve the health of the population by reducing sxposure to second-
hand smoke.

The Programme

If the quality of programme falls below or rises above the agreed standard the
following checks will be carried out. A minimum of 3 random checks

|
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Client record forms should be stored in a locked cabinet to protect confidentiality.
Supply of NRT will be made directly from the pharmacy to appropriate clients
without the need for referral to a GP for a prescription.

Client Referral

Clients interested in stopping smoking can be recruited directly in the pharmacy
on to the Advisor Schame. Clients who ring the free Helpline number (0800 376
56 55) will be informed of the pharmacy programme where appropriate. Some
clients will be referred by other advisors to the pharmacist to assess the suitability
of supplying NRT. This will be by letter of referral issued to the patient.

PSSS will provide bespoke promotional campaigns to refer clients direct to the
pharmacy schame. When these are taking place notification will be sent to all

pharmacists to ensure adequate provision is available.
Consultation sessions

All consultations should be by appointment only. The initial consultation should

1 An assessment of the person’s readiness to make a quit attempt

2 A Carbon Monoxide (CO) test and explanation of it's use as a motivational aid
31 A description of the effects of passive smoking on chiidren and adults

4 An explanation of the benefits of quitting smoking

S A description of the main features of the tobacco withdrawal syndrome and

Apply
10 Conclude with an agreement on the chosen treatment pathway, ensuring the
person undarstands the ongoing support, request consent to follow-up by the
AMoruworPsss and monitoring arrangements

Clients wishing to use Nicotine Replacement Therapy (NRT) as an aid to
stopping smoking

mww-wu—um
Y Based
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If considerad appropriate the pharmacist may supply NRT and will advise on its
use. Supply of treatment must be recorded on the person's pharmacy medication

record.
The quantity supplied shouid follow where appropriate the following guidelines:

Week One

Week Two Weekly
Week Three Waeekly
Week Four Woakly
Week Five Weakly
Week Six Weekly

Clients wishing to use Zyban (Bupropion) as an aid to stopping smoking

At the present time there Is no mechanism for pharmacists to supply Zyban
without a prescription. If the client is interested in using this product they will be
mnmmmmwm.wumw
after attending the initial session of the stop smoking programme.

The letter will state: -

1 They have accessed the Stop Smoking Service

2 Their motivation or commitment to stop smoking

3 Their preferred choice of phamacological aid

4 Any possible cautions or contra-indications to its use in the patient

The decision to supply the client with a prescription for Zyban will remain with the
GP who must take into account the patient's medical history before prescribing a
product. It will remain the responsibiiity of the GP to check the patient’s medical
record for any pessible contra-indications 1o the supply of Zyban before issuing a
prescription.

Follow up consultations should be carried out weekly for the first 4 weeks and will
Include smoking status validation using a CO test.

10
Servics Lovel Agroement - Local Brbanced Service

Conmmmaty Pharmacy Basad 500p Smelong Programme
Oxctoirr 1008
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Clients wishing to use Champix (Varenicline) as an aid to stopping smoking

Champix s available for clents who have had failled quit attempts with use of
NRT and is subject to clinician approval. If & client requests the use of Champix,
or If you feel they are particularly sulled 1o this product, the procedure as above
(for Zyban) should be followed,

Advisors Holidays

A G-week programme Is essential, and all chents will be encouraged to complete
the programme. If an Advisor is planning a holiday it is recommended that you do
not start a client on the programme uniess they will complete at least the first 3
sessions at weekly intervals. Holiday in the last 3 sessions can be
asccommodated by arranging for clients to return 1-2 weeks later when the holiday
is finished. This will extend the 6 weekly sessions over a longer period.

Advisors Unexpected Absance

If the advisor is unexpectedly unavailable for a retumning client then the pharmacy
staff will telephone the client(s) to cancel and rearrange any appointments

Responsibilities
The Pharmacy Stop Smoking Advisor will:-

| Complete and return the monitoring data required by PSSS

2 Record a successful quitter as defined by the DH Stop Smoking Guidelines

3 Offer people not wishing to Initially engage or those who choose nol 1o
complete the programme appropriate heaith literature

a4 Mbmhmmddmbubm

3 Maintain appropriate records to ensure effective ongoing programme delivery
and audit as requested by PSSS

PSSS will:-

1 Supply free of charge materials and equipment to support the programme

2 Supply a maximum of x2 CO monitors on a loan basis (any additional ones
will incur a charge)

3 Reimburses the pharmacy for the cost of 5 weeks supply of NRT

4 Provide a framework for the recording of relevant programme information for
the purposes of audit and the claiming of payment

5 Be mesponsible for the promotion of the programme, including the
development of publicity materials, which can be used o promole the
programme o the public

6 Be responsible for training advisors {0 an agreed standard, In conjunction with
the pharmacy CPD trainer.

1
Sarvice Level Agremient - Local Enhasced Servics
”» Stop Semaking Pn

Ostoker 200K
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Any enquiries about this document should be addressed to:-

Alison Asplin

Manager of Peterborough NHS Stop Smoking Service
Trinity Court

Trinity Street

PE1 1DA

Tel: 01733 207194
Email: alison aspling@peterboroughpet. nhs.uk

APPENDIX 2
Monitoring Form

Sarvios Level Agreement - Local Enbanced Service
€ " Pased S1op Smoking Pr
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Appendix 1.6: Cumbria PCT

&

2.2
23
24
25

33

34

3.5

36

Services, for ‘hard to reach’ groups, such as people who cannot
access the specalist service during clinic hours.,
one

nmmmmuum&mmw(&)m
Included in the NHS Improvement Plan.

To reduce smoking related llinesses and deaths by helping people to give
up smoking.

To improve the heaith of the population by reducing exposure to second
hand smoke.

To help service users access additional treatment by offering referral to
specialist services where appropriate.

Service outiine
mmm.m«:m

The pharmacy contractor has a duty to ensure that pharmacists and staff
involved in the provision of the service have relevant knowledge and are
trained as Intermediate level stop smoking advisers and In the operation of
the service.
The pharmacy contractor has a duty to ensure that pharmacists and staff
Involved In the provision of the service are aware of and act In accordance
with local protocols and NICE guidance,
Access routes to this service are
* pharmacy referral as a result of the 'Promotion of healthy lifestyles

(Public Health)’ or "Signposting” Essential services;
* referral from the Cumbria Stop Smoking Service
The initial assessment includes:

o establishing the person s eligible to access the scheme

o an assessment of the person’s readiness to make a quit attempt

o an assessment of the person’s sultabllity and/preferance for NRY

varenicline or bupropion
an appointment for an Initial consultation If appropriate

mnmmmmmmmmom should be given the opportunity to
return to the service in the future, and supplied with any support material,
website addresses contact detalls of the stop smoking service.

March 2011 1
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37

38

3.0
in

312

313

March 2011

NHS
Cumbria

Lot Ty Sy ey Ve
Young people under 16 years old and pregnant women who request »
specialist midwife appointment should be offered appropriate health
literature and/or referred to Cumbria PCT Stop Smoking Service.

The Initial consultation should last approximately 30 minutes and
include:
o an explanation of the benefits of quitting smoking;
o & description of the main festures of the tobacco withdrawal
syndrome and the common barmiers to quitting;
o.WdNMdMMW.MMlm

ommwmmmmmm
o & description of a typical treatment programme, its aims, length,

maonitoring form
ommmmmumm
person quit, induding supply of supportive literature
onmmtm)mmmnumdhm-a

If considered appropriate for Varenicling or bupropion the client Is issued
with a referral request letter to take to their own GP
Completion of paperwork

Ensure Smokefree monitoring form |s completed. Attach a copy to Stop
Smoking daim form after the 4 week follow up consultation, Complete
Client Charges Declaration Form on every occasion NRT is supplied. Retaln
with Client Notes,

Client Notes- record of the consultation, retain In pharmacy, securely
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315

NHS

Cumbria

i ety imen s L am tier

Following the Initial consultation up to six follow up consultations may be
undertaken depending upon the needs of the dlient (this Includes

date
3.16 4-week follow up include seif-reported smoking status,
induding @ CO test for validation where possible. The Smokefree
monitaring Form must be completed and attached to the Stop Smoking
Claim form.

317

3.18

3.19

3.20

2

3.22

4.1

4.2

The pharmacy must maintain appropriate records to ensure effective
ongoing service delivery and audit. Client Notes must be stored securely

The materials and equipment required, Including CO monitors and
mmmwbudmwmmw

The PCT will provide a framework for the recording of relevant service
Information for the purposes of audit and the daiming of payment{Chent
notes, Smokefree monitoring form, Client Charges Declaration Form, Claim

i

and participated In observed rofe play. Anyone who attends such a
meeting and passes the training assessment (4.3) can provide Stop
Smoking services as an Intermediate level of
attendance will be issued,

"Helping smokers to stop: mmmmmmw(mu $ 88
mwss-x)mwummmm
A copy can be downloaded from

www.nice.org.uk/downioad aspx?0=317943.

*Brief Interventions and Referral for Smoking Cessation In Primary Care
and other Settings (Public Health Intervention Guidance No 1)* published
by NICE, A copy can be downloaded from www.nice.org.uk/phi001.

Any other relevant national or local guidelines, as and when notified by
the PCT

In addition, all staff providing the service must complete the NHS Centre
for Smoking Cessation and Training (NCSCT) Stage 1 Training and
Assessment programme ( knowledge)

hetp: //www. neact .co.uk/training/training-and-
agssessnent/t raining-asssasmant.

Please use Val Ferriman as the contact name for the stop smoking lead
emailval.ferriman@cumbrisoct.nbe.uk

March 2011 3

An Is shown

3 to 4 days | 10 days | 2% whs | 4% wis | 6% wks post | BY) wks post
post quit | post  quit | post quit | post qQuit | Quit date Quit date
date date cate

The should
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Cumbria

. e Ty ey Cem Voee

A copy of the certificate of completion of the programme must be sent to
Medicines Management Administration at the PCT within 3 months of
starting to provide the service.

44 On completion of these training requirements, pharmacists will be

Quality
51 The pharmacy has appropriate health promotion material available for the
uptake.
5.2 The pharmacy reviews its standard operating procedures and the referral
53 The pharmacy can demonstrate that pharmacists and staff involved in the

5.4 The pharmacy participates in any PCT organisad audit of service provision.
55 The pharmacy co-operates with PCT-led assessment of service user
experience,

6.1 mmmmmmmummmm-hym

Smoking
6.2 A further fee of £10 will be paid if the client s a guitter
6.3  An additional bonus payment of E50 will bo paid per 5 quitters
6.4 A charge (equal to prescription charge) must be collected from any patient

from
6.5 The claim form should be completed when NRT is supplied; the PCT will
this

6.6 Paymants will be made by Contractor Services at the PCT. Completed

March 2011 4
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Appendix 2: SSS PCT survey

Appendix 2.1: RE4 (APPLICATION FORM FOR ETHICAL REVIEW)

SECTION A

Ref no (for admin use):

Project title:

Cost-effectiveness analysis of vascular and sexual pharmacy services

Name of the lead applicant:

Name (Title / first name / surname):

Mr. WAIL CHALATI

Position held:

PhD student

Department/School/Faculty:

Faculty of Science, Engineering and computing

Telephone:

Email address:

K0800011@kingston.ac.uk

Name of co-applicants:

Name (Title / first name / surname):

Position held:

Department/School/Faculty:

Telephone:

Email address:

Name (Title / first name / surname):

Position held:

Department/School/Faculty:

Telephone:

Email address:

Name (Title / first name / surname):

Position held:

226




Department/School/Faculty:

Telephone:

Email address:

Is the project

Student research Yes v No
KU Staff research Yes No
Research on KU premises Yes No

If it is STUDENT research Course: Phd in pharmacy practice

Supervisor/Do: Dr.Reem Kayyali - Dr.John Fletcher

SECTION B

Has approval for the project already been granted by another ethics committee?

[ Yes | [No [V ]

If NO, proceed to Section C;

If YES, please complete the rest of this section before going to the declaration in Section D:

Name of the committee: Date of approval:

Please attach the submission made to that committee, together with the approval letter. The Faculty
Research Ethics Committee (FREC) may require further information or clarification from you and you
should not embark on the project until you receive notification from the FREC that recognition of the
approval has been grante
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SECTION C

Briefly describe the procedures to be used in this research involving human participants

1- Surveying certain PCTs chosen to represent all PCTs in England based
on demographic characteristics to identify the uptake and costs of
vascular and sexual enhanced pharmacy services.

Summarise the data sources to be used in the project:

1- The needs of these services were obtained from the health profiles (Public Health
Authorities website) and chlamydia screening programme website.

2- The provisions of services were imported from the Pharmaceutical Needs
Assessment (PNA) reports released in February 2011 for all PCTs in England.

3- Uptake and costs of the services will be obtained through surveying certain PCTs;

a- 37 PCTs were chosen to be surveyed for vascular enhanced pharmacy services
(smoking cessation and NHS health check services).

b- 32 PCTs were chosen to be surveyed for Emergency Hormonal Contraception
service.

c- 18 PCTs were chosen to be surveyed for chlamydia screening and treatment
services.

Among these PCTs;
- Two PCTs will be surveyed for all services.

- 13 PCTs will be surveyed for vascular services and Emergency Hormonal
Contraception services.

- Two PCTs will be surveyed for vascular services and Chlamydia screening and
treatment services.

- Two PCTs will be surveyed for Emergency Hormonal Contraception service and
Chlamydia screening and treatment services.

- The rest of PCTs will be surveyed for either vascular services, Emergency
Hormonal Contraception service, or Chlamydia screening and treatment services.
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Estimate duration of the project (months): 6 months
State the source of funding:

Is it collaborative research?

Yes No

If YES, name of the collaborator institutions:

Provide a brief project description (max. 150 words). This should be written for a lay audience

The project aimed to determine the cost-effectiveness analysis of vascular and sexual
enhanced pharmacy services. Through identifying the needs, provisions and uptake
of these services. Needs and provisions of the services were identified earlier.
Uptake and costs attributed with the services will be identified through surveying
certain PCTs (chosen to represent all PCTs in England based on demographic
characteristics). Community pharmacies will be surveyed later for assessing their
views regarding the services and the uptake of the services.
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Risk Assessment: Does the proposed research involve any of the following?

Children or young people under 18 years of age? Yes NO v
If YES, have you complied with the requirements of the CRB? YES NO
People with an intellectual or mental impairment, temporary or permanent? v
Yes No
People highly dependent on medical care, e.g., emergency care, intensive 4
care, neonatal intensive care, terminally ill, or unconscious?
Yes No
Prisoners, illegal immigrants or financially destitute? 4
Yes No
Pregnant women? v
Yes No
Will people from a specific ethnic, cultural or indigenous group be involved, or
have the potential to be involved in the proposed research?
Yes No |V
Assisted reproductive technology? v
Yes No
Human genetic research? v
Yes No
Epidemiology research? v
Yes No
Stem cell research? v
Yes No
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Use of environmentally toxic chemicals? v
Yes No

Use of radioactive substances? v
Yes No

Ingestion of potentially harmful or harmful dose of foods, fluids or drugs? v
Yes No

Contravention of social/cultural boundaries? 4
Yes No

Involves use of data without prior consent? v
Yes No

Involves bodily contact? 4
Yes No

Compromising professional boundaries between participants and researchers? v
Yes No

Deception of participants, concealment or covert observation? 4
Yes No

Will this research significantly affect the health* outcomes or health

services of subjects or communities?

Yes No v

Note* health is defined as not just the physical well-being of the individual but also the social, emotional

and cultural well-being of the whole community.

Is there a potential for enduring physical and/or psychological harm/ distress to v
participants?

Yes No
Does your research raise any issues of personal safety for you or other 4
researchers involved in the project? (especially if taking place outside working
hours or off University premises) Yes No
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Will the research be conducted without written informed consent being 4
obtained from the participants?

Yes No
Will financial/in kind payments (other than reasonable expenses and v
compensation for time) be offered to participants? (Indicate in the proposal
how much and on what basis this has been decided) Yes No
Is there a potential danger to participants in case of accidental unauthorised 4
access to data?

Yes No

N.B. If you have answered YES to any of these questions, you should address them fully in
your project proposal and show that there are adequate controls in place.

Storage, access and disposal of data

Describe what research data will be stored, where, for what period of time, the measures that will be
put in place to ensure security of the data, who will have access to the data, and the method and
timing of disposal of the data. (Reference to the relevant paragraphs of the Ethics Guidance to be
added)

All data will be anonymised whereby each PCT will be given a code, and the later will
be used in all electronic processing of responses. The spreadsheet identifying the codes
will be stored electronically on a password protected saved file on Dr. Reem Kayyali
and Dr. John Fletcher D-drives and on my H-drive and the hard copies of it will be
kept under lock in Dr.Reem Kayyali and Dr.John Fletcher office for a period of 5
years. All electronic files will be encrypted using Microsoft office rather than normal
saving. After the period of five years all documents will be disposed of using
confidential waste service available at Kingston University.

All other data will be maintained anonymous in the thesis write-up and any other form
of presentation findings (including publications and presentations at conferences) and
the identities of PCTs will not be revealed in reports or presentations.
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SECTION D

Complete either Part 1 or Part 2 as appropriate.

Part 1: (to be signed by applicants who have already obtained approval from another Research
Ethics Committee)

Declaration to be signed by the applicant(s) and the supervisor (in the case of a student):

I confirm that the research will be undertaken in accordance with the Kingston University
Guidance and procedures for undertaking research involving human participants

| shall ensure that any changes in approved research protocols are reported promptly to the
relevant Faculty Research Ethics Committee.

| shall ensure that the research study complies with the law and with University policy on Health
and Safety.

I confirm that the research study is compliant with the requirements of the Criminal Records
Bureau where applicable.

| am satisfied that the research study is compliant with the Data Protection Act 1998, and that
necessary arrangements have been, or will be made with regard to the storage and processing of
participants’ personal information and generally, to ensure confidentiality of such data supplied
and generated in the course of the research.

(Note: Where relevant, further advice should be sought from the Data Protection Officer,

University Secretary’s Office)

| shall ensure that the research is undertaken in accordance with the University’s Diversity and
Equality Policy Statement

I will ensure that all adverse or unforeseen problems arising from the research project are
reported immediately to the Chair of the relevant Faculty Research Ethics Committee.

I will undertake to provide notification when the study is complete and if it fails to start or is
abandoned,;

(if the applicant is a student) | have met and advised the student on the ethical aspects of the
study design and am satisfied that it complies with the current professional (where relevant),
departmental and University guidelines. | accept responsibility for the conduct of this research and
the maintenance of any consent documents as required by this Committee.

| understand that failure to provide accurate information can invalidate ethical approval.

Signature of lead applicant: Date:

Signature of co-applicant: Date:
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Signature of co-applicant: Date:

Signature of co-applicant: Date:

Signature of supervisor: Date:

Part 2: (to be signed by all other applicants)

Declaration to be signed by the applicant(s) and the supervisor (in the case of a student):

I confirm that the research will be undertaken in accordance with the Kingston University
Guidance and procedures for undertaking research involving human participants

I will undertake to report formally to the relevant Faculty Research Ethics Committee for
continuing review approval.

I shall ensure that any changes in approved research protocols are reported promptly for approval
by the relevant Faculty Research Ethics Committee.

I shall ensure that the research study complies with the law and University policy on Health and
Safety.

I confirm that the research study is compliant with the requirements of the Criminal Records
Bureau where applicable.

| am satisfied that the research study is compliant with the Data Protection Act 1998, and that
necessary arrangements have been, or will be made with regard to the storage and processing of
participants’ personal information and generally, to ensure confidentiality of such data supplied
and generated in the course of the research.

(Note: Where relevant, further advice should be sought from the Data Protection Officer,

University Secretary’s Office)

I shall ensure that the research is undertaken in accordance with the University’s Diversity and
Equality Policy Statement

I will ensure that all adverse or unforeseen problems arising from the research project are
reported immediately to the Chair of the relevant Faculty Research Ethics Committee.

I will undertake to provide notification when the study is complete and if it fails to start or is
abandoned,;

(For supervisors, if the applicant is a student) | have met and advised the student on the ethical
aspects of the study design, and am satisfied that it complies with the current professional (where
relevant), departmental and University guidelines. | accept responsibility for the conduct of this
research and the maintenance of any consent documents as required by this Committee.
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e | understand that failure to provide accurate information can invalidate ethical approval.

Signature of lead applicant: Mr. Wail Chalati Date: 15/06/2012
Signature of co-applicant: Date:

Signature of co-applicant: Date:

Signature of co-applicant: Date:

Signature of supervisor: Dr. Reem Kayyali Date: 15/06/2012
Signature of supervisor: Dr. John Fletcher Date: 15/06/2012
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CHECKLIST

Please complete the checklist and attach it to your application:

Project title: Cost-effectiveness analysis of vascular and sexual enhanced pharmacy services

Lead Applicant: Mr. Wail Chalati

Date of application:

data sheets, etc, to be used in collecting data are attached

All surveys, questionnaires, interview/focus group schedules,

Before submitting this application, please check Applicant Committee use
that you have done the following: (N/A = not applicable) only

Yes | No | N/A || Yes | No | N/A
All questions have been answered v

v
All applicants have signed the application form
The research proposal is attached

v

Correspondence from other ethics committees is attached
Informed Consent Form is attached v

v
Participant Information Sheets are attached
All letters, advertisements, posters or other recruitment
material to be used are attached v

v

Reference list attached, where applicable
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Appendix 2.2: SSS survey cover letter
Kingston University London

Dr Reem Kayyali
Dr. John Fletcher
Kingston University London

Pharmacy Department

School of Pharmacy and Chemistry
Penrhyn Road

Kingston Upon Thames

KT1 2EE

15/09/2012
Dear Sir/Madam

I am writing to kindly request your participation in my pharmacy research project. | am a PhD student studying at Kingston,
aiming to determine the cost-effectiveness of enhanced vascular pharmacy services.

As community pharmacies provide easy access to many services, it seems that they could be the correct place to bridge the
gaps in health inequalities between different areas with different deprivation statuses. As commissioning of pharmacy
enhanced services will change in the future, it is useful to identify the cost effectiveness of enhanced vascular pharmacy
services. My project aims to identify the relationship between needs for sexual health pharmacy services and the provision of
these services through community pharmacies and the uptake of these services. By identifying the needs, provisions and
uptakes together with the costs of running these services; | will be able to create a cost-effective analysis for these services.

| would be grateful if you could complete the enclosed questionnaire regarding the costs and uptake of sexual health
enhanced pharmacy services that you are currently providing at your PCT. All data provided will be dealt with confidentially
and anonymously.

This study has been approved by the Science, Engineering and Computing Faculty Research Ethics Committee at Kingston
University. If you need any further information, do not hesitate to contact me or one of my supervisors at the e-mails below.
Please return the questionnaires in the stamped envelopes by 15/10/2012.

Mr Wail Chalati: KO800011@kingston.ac.uk
Dr.Reem Kayyali: R.Kayyali@kingston.ac.uk
Dr.John Fletcher: J.Fletcher@kingston.ac.uk

I look forward to hearing from you. Thank you for your time.

Yours sincerely

Wail Chalati
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Appendix 2.3: SSS survey questionnaire

This questionnaires is aimed to determine the costs and uptakes of smoking cessation enhanced pharmacy
services based on information provided by PCTs. | would be very grateful if you could spare some of your
precious time in filling my questionnaires. All questionnaires will be dealt with anonymously and
confidentially.

Please complete all questions related to smoking cessation enhanced services that are offered now or were offered
previously within your PCT.
For all questions, | would be grateful if you could provide approximate values if the exact figures are unknown.

Stop Smoking Enhanced Pharmacy Service

There are two parts under this section:

- Part A, which aims to complete the information provided in the Pharmaceutical Needs Assessment (PNA)
reports released in 2011, by asking questions related to the provision of the enhanced stop smoking
pharmacy service in 2010 within your PCT.

- Part B, which intends to determine how the provision, costs and uptake of the enhanced stop smoking
pharmacy service have changed since 2010 within your PCT.

Part A- Service provision in financial year 2009/2010

1) What year did your PCT start providing the enhanced stop smoking pharmacy service?

2) In financial year 2009/2010, how was each community pharmacy being paid for providing the
enhanced stop smoking service?
(Please specify the payment rate in your answer)
A- As a fixed fee
£ per (month/year) (Delete as appropriate)

B- Per each service provided
£ for returning individual client data

£ for successful quit at 4 week follow up

3) Beyond the fees specified in the question above (question 2), what was the average spend per

pharmacy to provide (training, advertising, equipment, etc) related to stop smoking pharmacy service?
£

4) In financial year 2009/2010, how many individuals have set a quit date for smoking at community
pharmacies within your PCT?
Individuals

5) In financial year 2009/2010, and after 4-week follow up, how many individuals who set a quit date at a
community pharmacy within your PCT were still not smoking?
Individuals

6) What method was used to determine whether an individual had successfully quit smoking after 4
weeks follow up?
[] self- reported method
[] carbon-monoxide testing
[] others, please specify:

Part B- Service current provision

1) How many community pharmacies within your PCT provide a stop smoking service currently?
(Fill as appropriate)
Community pharmacies
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2)

3)

4)

% of all community pharmacies within your PCT.

How was the uptake of stop smoking services changed since 2010?
[] Increased
[[] Decreased
[] Did not change

Has the fee for providing an enhanced stop smoking service changed since 2010?

[] Yes

I No

If the answer is yes, how much is the rate now?

(Please specify the payment rate in your answer)

A- As a fixed fee

£ per (month/year) (Delete as appropriate)

B- Per each service provided
£ for returning individual client data

£ for successful quit at 4 week follow up

If you have any comments or any extra information related to the stop smoking pharmacy service you
like to share please write them in the following box.
(Use an extra paper if the space is not enough)

Thank you for taking your time to complete this questionnaire.

Please return any completed questionnaire in the enclosed stamped envelope
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Appendix 3: Sexual health PCT Survey

Appendix 3.1: Sexual health survey cover letter

Kingston University [ ondon

Dr Reem Kayyali

Dr. John Fletcher

Kingston University London
Pharmacy Department

School of Pharmacy and Chemistry
Penrhyn Road

Kingston Upon Thames

KT1 2EE

20/11/2012
Dear Sir/Madam

| am writing to kindly request your participation in my pharmacy research project. | am a PhD student studying
at Kingston, aiming to determine the cost-effectiveness of enhanced sexual health pharmacy services.

As community pharmacies provide easy access to many services, it seems that they could be the correct place
to bridge the gaps in health inequalities between different areas with different deprivation statuses. As
commissioning of pharmacy enhanced services will change in the future, it is useful to identify the cost
effectiveness of enhanced sexual health pharmacy services. My project aims to identify the relationship
between needs for sexual health pharmacy services and the provision of these services through community
pharmacies and the uptake of these services. By identifying the needs, provisions and uptakes together with
the costs of running these services; | will be able to create a cost-effective analysis for these services.

I would be grateful if you could complete the enclosed questionnaire regarding the costs and uptake of sexual
health enhanced pharmacy services that you are currently providing at your PCT. All data provided will be dealt
with confidentially and anonymously.

This study has been approved by the Science, Engineering and Computing Faculty Research Ethics Committee
at Kingston University. If you need any further information, do not hesitate to contact me or one of my
supervisors at the e-mails below. Please return the questionnaires in the stamped envelopes by 10/12/2012.

Mr Wail Chalati: K0800011@kingston.ac.uk
Dr.Reem Kayyali: R.Kayyali@kingston.ac.uk
Dr.John Fletcher: J.Fletcher@kingston.ac.uk

| look forward to hearing from you. Thank you for your time.

Yours sincerely

Wail Chalati
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Appendix 3.2: Sexual Health survey questionnaire

This questionnaire is aimed to determine the costs and uptakes of sexual health enhanced
pharmacy services based on information provided by PCTs. | would be very grateful if you could
spare some of your precious time in filling my questionnaires. All questionnaires will be dealt with
anonymously and confidentially.

The questionnaire is divided into two sections:
Section Three: Emergency Hormonal Contraception enhanced pharmacy service (Pages 1, 2)
Section Four: Chlamydia screening and treatment enhanced pharmacy service (Pages 3-5)

Please complete the two sections which are related to the sexual health enhanced services that are offered
now or were offered previously within your PCT.

For all questions, | would be grateful if you could provide approximate values if the exact figures are
unknown.

Section One: Emergency Hormonal Contraception Service

There are two parts under this section:

- Part A, which intends to complete the information provided in the Pharmaceutical Needs
Assessment (PNA) reports released in 2011, by asking questions related to the provision of an
enhanced Emergency Hormonal Contraception service at community pharmacies in 2010 within
your PCT.

- Part B, which intends to look at how the provision, costs and uptake of Emergency Hormonal
Contraception service have changed since 2010 within your PCT.

Part A- Service provision in 2009/2010

1) What year did your PCT start providing Emergency Hormonal Contraception (EHC) service as
an enhanced service through community pharmacies?

2) In financial year 2009/2010, how was each community pharmacy being paid for providing an
enhanced Emergency Hormonal Contraception service?
(Please specify the payment rate in your answer)
A- As a fixed fee
£ per (month/year) (Delete as appropriate)
B- Per each service provided
£ for each consultation
£ for prescribed medication provided

3) Beyond the fees specified in the question above, what was the average spend per to provide
(training, advertising, equipments, etc) related to Emergency Hormonal Contraception
service?
£

4) In financial year 2009/2010, how many individuals did use the Emergency Hormonal
Contraception service at community pharmacies within your PCT?

individuals
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5) In financial year 2009/2010, how many individuals who used the Emergency Hormonal
Contraception service at community pharmacies within your PCT were provided with the
prescribed medication?

individuals

Part B- Service current provision

1) Approximately, how many community pharmacies are currently providing an enhanced
Emergency Hormonal Contraception service within your PCT?
(Fill as appropriate)

community pharmacies

% of all community pharmacies in your PCT

2) How did the uptake of Emergency Hormonal Contraception service changed since 2010?
[] Increased
[] Decreased
[] Did not change

3) Has the fee for providing Emergency Hormonal Contraception service changed since 2010?
[] Yes
[] No
If the answer is yes, how much is the rate now?
(Please specify the payment rate in your answer)
A- As a fixed fee
£ per (month/year) (Delete as appropriate)

B- Per each service provided
£ for each consultation
£ for prescribed medication provided

4) If you have any comments or any extra information related to the Emergency Hormonal
Contraception pharmacy service you like to share please write them in the following box.
(Use an extra paper if the space is not enough)
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Section Two: Chlamydia Screening and Treatment Pharmacy

There are two parts under Chlamydia screening and treatment services:

- Part A, which intends to complete the information provided in the Pharmaceutical Needs Assessment (PNA)
reports released in 2011, by asking questions related to the provision of an enhanced Chlamydia screening
and treatment services at community pharmacies in 2010 within your PCT.

- Part B, which intends to look at how the provision, costs and uptake of Chlamydia screening and treatment
services at community pharmacies within your PCT have changed since 2010.

1- Chlamydia Screening Service

Part A- Service provision in 2010

1) What year did your PCT start providing an enhanced Chlamydia screening service at
community pharmacies?

2) In financial year 2009/2010, how is each community pharmacist being paid for providing
Chlamydia screening service?
(Please specify the payment rate in your answer)
A- As a fixed fee
£ per (month/year) (Delete as appropriate)

B- Per each service provided

£ for each consultation
£ for test kit provided
£ for validated test returned

3) Beyond the fees specified in the question above, what is the average spend per pharmacy to
provide (training, advertising, equipment, etc) related to Chlamydia screening service?
£

4) In financial year 2009/2010, how many individuals were screened for Chlamydia infection at

community pharmacies within your PCT?
individuals

5) In financial year 2009/2010, how many of those who screened for Chlamydia infection at

community pharmacies were tested positive within your PCT?
individuals

Part B-Service current provision

1) Approximately, how many community pharmacies currently provide the enhanced
Chlamydia screening service within your PCT?
(Fill as appropriate)
Community pharmacies
% of all community pharmacies within your PCT
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2) How is the uptake of an enhanced Chlamydia screening service through community

3)

pharmacies changed since 2010?
[] Increased
[] Decreased
[] Did not change

Has the fee for providing an enhanced Chlamydia screening service changed since 2010?

[] Yes

[] No

If the answer is yes, how much is the rate now?

A- As a fixed fee

£ per (month/year) (Delete as appropriate)

B- Per each service provided

£ for each consultation
£ for test kit provided
£ for validated test returned

2- Chlamydia Treatment Service:

Part A- Service provision in 2010

1)

2)

3)

4)

What year did your PCT start providing an enhanced Chlamydia treatment service at
community pharmacies?

In financial year 2009/2010, how is each community pharmacist being paid for providing
Chlamydia treatment service?

(Please specify the payment rate in your answer)

A- As a fixed fee

£ per (month/year) (Delete as appropriate)

B- Per each service provided

£ for each consultation
£ for treatment provided
£ for screening and treatment provided

Beyond the fees specified in the question above, what is the average spend per pharmacy to
provide (training, advertising, equipment, etc) related to Chlamydia treatment service?
S
In financial year 2009/2010, how many individuals were treated for Chlamydia infection at
community pharmacies within your PCT?

individuals

Part B-Service current provision

1)

Does your PCT provide chlamydia treatment service as an enhanced service through
community pharmacist?

[] Yes

|:| NO (If the answer is NO, please go to question 5)
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2) Approximately, how many community pharmacies currently within your PCT provide
Chlamydia treatment service?
(Fill as appropriate)
Community pharmacies
% of all community pharmacies within your PCT

3) How is each community pharmacist being paid for providing Chlamydia treatment service?
(Please specify the payment rate in your answer)
A- As a fixed fee
£ per (month/year) (delete as appropriate)

B- Per each service provided
£ for treatment provided
£ for screening and treatment provided

4) Beyond the fees specified in the question above, what is the average spend per pharmacy to
provide (training, advertising, equipment, etc) related to Chlamydia treatment service?
£

5) If you have any comments or any extra information related to the Chlamydia screening and
treatment pharmacy services you like to share please write them in the following box.
(Use an extra paper if the space is not enough)

Thank you for taking your time to complete this questionnaire.

Please return any completed questionnaire in the enclosed stamped envelope
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Appendix 4: Examples of pharmacy questionnaire from PNA reports

Appendix 4.1: Milton Keynes PCT
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Appendix 10 - Locally Enhanced Services which pharmacies may or may not
be willing to provide in the NHS MK area (Figures shown as percentages)
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Appendix 4.2: Wolverhampton PCT

Wolverhampton City

Primery Care Truat

Pharmacy Needs Assessment
Community Pharmacy Questionnaire 2010

this form)

Trading Name

mmwumnmmwmwumw

mMn«ummmm'anmeum
provision of services. Please reply to the PCT by 8" July 2010 (contact delais given at the end of

=

=

T \Webshe (1 avaiabie)

" Preferred mathod of business
contact? {e g. emall. post fax)

T Preferred method of personal
contact? (Optional) (eg email

Day Open from Open to

Lunchtime (i closed)

T Bank
 Holidays®

.mwmn.nﬁmn—umunm—m

Wesvertamplon Cty PCT
(Fina Prurmacy fvoeds Asaessmend January 2011)

Page 37
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Wolverhampron Ciey L1153

" Are you planning to change your opening hours within the next 12 months? if yes please
provide detmls beiow (8¢ gong 1o offer Saturday and'or Sunday seqvice)

1™ Do you offer & collaction service from surgeries?

1™ Do you currently offer a home delivecy servica (not spphances)? Yes

" Do you ofter delivery of dispensed medicines 10 selected patient Yes
groups or areas, such as housebound patents?

1 if answering yos to the question 20 above, piease provide details:

i

) 1f other languages are spoken in store (in addition 1o English) please provide datals

™ ig your consultation area approved as meeting critena for the ” No |
Medicnes Use Review service? -
On premises | **' If snswering yes to question 23 above. do you have an available Yes No
roonvarea with wheeichair access?
1 answering no 10 question 23 above, do you plan to have a Yes No
consulation room within the next 12 months?
(“ ™ Are you approved 10 undertake off-ste MURS? Yes No
¥ Arg you willing to undertake MUR/consultatons m patent's home / Y No
ofhver sutable locabons? es
'™ Are hand-washing faclites ™ svailable in the consulting arealroom? Yes No
~ Facllities ™ Are hand-washing faciites avadable near the consutation v No
arearoom? = 1
* Do patients attending for consultations have access 1o foist Yoo No
faciites? | -
I o o P m—
B | 7 s the Phammacy Release 1 enabled? Yes No |
Prescription | ™ If answening no to question 31 above, are you planaing 1o become Yes No ‘
Service Release 1 enabled within 12 months?
% Are you planning 1o become Release 2 enabled when your pharmacy Yes No
system is accredited? _—
Wolverhampiton City PCT Page 18

(Fral Prammacy Needs Assensment Jaruary 2011)
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Additional space for comments on premises/consultation rooms or IT:

" Bk holk1eys bpenng on & regutier basis 808k Nt INCe out of KoL FIte Scheme)

| Under the new arrangements, ‘wm&h

| dispense qualfying products in the normal course of thelr business e
lmbwmmsmsmw

““DoumophmmwpIm(dmamnom Yoo No
mMMnmm I |
Do you / are you wiling 1o dispense any of the following (that are
listed in Part IXA of the Drug Tariff) directly or through a therd party
arrangement? —
o 7 catheter applances (incudng a catheter accessory and y-—T No
| mamtenance soluton) == =
Appliances |, " yaheotomy and laryngectomy appliances; anal irngation Yon No
| systems Lo} l_
o "™ yacuum pump or constrictoe ring for erectie dysfunction Yes No
o " wound drainage pouch Yes Ne
" Do you dspense incontinence spplances that are listed in Part IXB Yes No
of the Drug Tarif?
"DoywmmmwuvalXCdmom Yos No
Tari??
" Do you dspense dressings? Yes No

| "Opt In' “* Do you cumently currently provide or are wiling to provide an Yes No
| Service WUuRw-(Mammlwmmymm)? =
Provision Do you cummently currently provice or are wilkng 10 provide a stoma

appkance customisation service (directly or thwough a third party Yas No

_ e

'"Myoudiﬁ!!!gmdmmmﬂnmﬂ months? F %0, which services

"m " Do you currently cumently provide or are willing 1o provide Supervised No
Adrministration (Consumption of Prescribed Medicines)? I |

Wetverhampton City PCT Page 38
(Fina Prarmacy Nosds Assessrert ey 201 1)
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Wohvenemgeon Oty (153

T Do you cutrently provider/are wiling 10 provide Needie and Synnge
Exchange?

Yes

T Do you cutrently currently provide or are wiling to provide stop
smoking cessation?

" Do you curmently provideare you wiling 10 provide Siop Smoking

Yeos

L%mmmm.uv_’pmmm)
Do you currently peovide'are you willing to provide Stap Smoking
Service: umoking cessation advice and referral service (level 1)

Yes

r‘mmmm,wmbmsus«m
Servioe cassation Service

Yes

™ Do you cutrently provide/are you willing to provide a minor ailmant
scheme?

Yes

rota 10 medicines)?

™7 Do you cutrently participste / willing to participate in the Out of Hours

Yes

F|5|%5|8|%|F |F

END
ENt1

Doywan;uwmluﬂvhoﬂumm

"amnwm any of e Services commissioned by the
of these services within the next 12 months7 If so, services?

Yos

. are you

T you are ok currently oflerng soma / any of he CommIBsKRd Senices and do nol Mmtend 1o 4o 50 in the ‘

future. please state reasons? £ g not able to offer due 1o training requirements o facliiesbuliding imeations?

ENS IIM,menmmmcwm Yes No

advice on storage. supply and administration of drugs and applances)?

F

loa.rmy

i commussoned, would you offer chlamydia screening and
troatment?

Yos

No

5rmm
requiremaents, lack of faclities eic)?

7 M commissioned / re-tendered, woukd you offer NHS Health Check

!mmmmwmp

Yes

No

no for any of the above services, please state servics and reason(s) (8 g raning

erreenmrpton Oty

PCT

(Fnal Prarmacy Noeds Assessrmant Jarary 201 1)

Page 40
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Appendix 4.3:

Barking and Dagenham PCT

1. The following relate to your premises. Do you have:

Your premises

comply with the

Deaability 96.2% (20) 0.0% (0) 4.8% (1)
Discrimination

Act

Patients have
acoess {0 toilet
facities in the
pharmacy

61.9% (13) 38.1% (8) 0.0% (0)

2. This question relates to Information Technology

Yos No Don't Know

Does the
pharmacy
have an N3
connection?

85.7% (18) 0.0% (0) 14.3% (3)

Isthere a

computer in 81.0% (17) 10.0% (4) 0.0% {0)
the

consultation

2

21

110
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4. This question relates to the Enhanced Services currently commissioned by
NHSBD. Do you provide:

Supervised 76.2%

14.3% 0.5% 0.0% 21
" (18) 3) (2) @

Emargency 71.4%

48% (1) 238%(5) 00%(© 2%
- ) M (5) {

50% (1) 00%(0) 00%(© 20

Screening (19)
Needle
238%(5) 333%(7) 3IVA%(B) 48%(1) 21
Exchange
. 67.9%
Cessation e 53% (1) 368%(7) 0O0%(D) 19
(Lovel 1)
Smoking ;
Cassation (1) 00%(0) 158%(3) 0.0%(0) 19
{Level 2)
Access o
Palliative 278% (5) 222%(4) 3BI%(T) NMIA%E2 18
Medicines
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4. This question relates to the Enhanced Services currently commissioned by
NHSBD. Do you provide:

Out of Hours 44.4%(8) 388%(T) 111%(2) S58%(1) 18

Wieight 86.7%

238%(5) 48B%(Y 48% (1) 21
M ( 1 (14) {
Anti
Coagulation 50%(1) 3BOHM :::“ 0.0% (0) 20
Monitoring
Vasoular Risk T1.4%

14.3% 14.3% 0.0% (0 21
5 (3 @) (15) (0)
Medication

2 250%(5) 200%4) 00%(0) 20

Project (MAR {11)
sheets)

5, This question relates 1o your ambitions to provide new Enhanced Services
that may be commissioned by NHSBD. These include:

114
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5. This question relates to your ambitions to provide new Enhanced Services
that may be commissioned by NHSBD, These include:

EHC (for adults)  96.2% (20) 48% (1) 0.0% (0) 21
Alcohol

B1.0% (1 0.0% (0) 19.0% (4 21
g "7 ( )
Alcohol Brief

78.2% (18) 0.0% (0) 23.8% (5) 21
Long-acting
reversbie 76.0% (15) 10.0% (2) 15.0% (3) 20
cantraception
Condom
Distribution 85.0% (17) 15.0% (3) 0.0% (0) 20
Scheme
Diabetic

20.5% 48% 01 48% (1 21

(19) (1 (1)

Supplementary

81.0% 48% (1) 14.3% (3) 21
Prescrt (N
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8. In order to provide a greater range of enhanced services, would you need:

Further
training for ~ 85.0% (19)

More staff  71.4% (15)

$5,2% (20)

Access 1o
more
spaciaist
equipment
To upgrade
gl 52.4% (1)
axisting
premises

To expand
ihe space
avaitable in

5.0% (1)

0.0% (0)

238% (%)

48% (1)

38.1% (8)

§7.1% (12)

75.0% (16)

50% (1)

4.8% (1)

0.0% (0)

8.5% (2)

0.0% (0)

20.0% (4)
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8. In order to provide a greater range of enhanced services, would you need:

promises

Requires no

large-scale  52.6% (10) 28.3% (5) 21.1% (4) 19
change

¥ Show repllesPleass identify any Issues you can see with this 2

7. In terms of staffing, at any one time in a normal working day, can you say
how many of the following staff would be working in the pharmacy:

0 1 2 3 ormore 'm z
Phammacist 71% (1) 1) 143%(2) 0.0%(0) 14

Tochnican  8.3% (1) MT%(5) 187%(2) 3I33I%4) 12

83%(1) 250%(3) S00%(6) 167%(2) 12

118
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7. In terms of staffing, at any one time In a normal working day, can you say
how many of the following staff would be working in the pharmacy:

Health Care

50.0% (3) 0.0%(0) 50.0% (3) 0.0%(0) L]

Please indicata if any staff provide dual roles (e.g. HCA and Counter

Asst )? >

8. In terms of training and education, to what NVQ level are your support staff
In the pharmacy trained?

:.m‘l'“'- . -l-
Techmician  13.3% (2) 20.0% (3) 66.7% (10) 15
Counter
58.3% (7) 33.3% 4) 83%(1) 12
Health Care -
60.0% (3) 60.0% (3) 0.0% (0) &
119
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Appendix 5: CP survey

Appendix 5.1: RE4 (APPLICATION FORM For Ethical Review)

SECTION A Ref no (for admin use):

Project title:

Cost-effectiveness analysis of vascular and sexual health pharmacy services

Name of the lead applicant:

Name (Title / first name /| Wail Chalati

surname):

Position held: PhD student

School/Faculty: Faculty of Science, Engineering and
Computing

Telephone:

Email address: K0800011@kingston.ac.uk

Name of co-applicants:

Name (Title / first name /
surname):

Position held:

Department/School/Faculty:

Telephone:

Email address:

Name (Title [/ first name /
surname):

Position held:
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Department/School/Faculty:

Telephone:

Email address:

Name (Title / first name /
surname):

Position held:

Department/School/Faculty:

Telephone:

Email address:

Is the project

Student research v

KU Staff research

Research on KU premises

If it is STUDENT research: Course: PhD in Pharmacy Practice

Supervisor/DoS: Dr. Reem Kayyali — Dr. John Fletcher

SECTION B

Has approval for the project already been granted by another ethics
committee?

If NO, proceed to Section C;

If YES, please complete the rest of this section before going to the declaration in
Section D:

Name of the committee: Date of
approval:
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Please attach the submission made to that committee, together with the approval
letter. The Faculty Research Ethics Committee (FREC) may require further
information or clarification from you and you should not embark on the project until
you receive notification from the FREC that recognition of the approval has been
granted.

SECTION C

Briefly describe the procedures to be used in this research involving human
participants

The research at this point will survey community pharmacists within certain PCTs
chosen based on identifying the needs for vascular and sexual health enhanced
pharmacy services.

Summarise the data sources to be used in the project:

1- The needs of these services were obtained from the health profiles (Public
Health Authorities website) and chlamydia screening programme website.

2- The provisions of services were imported from the Pharmaceutical Needs
Assessment (PNA) reports released in February 2011 for all PCTs in
England.

3- Uptake and costs of the services will be obtained through surveying certain
PCTs ( Application for this survey was submitted to the Faculty of Science,
Engineering and Computing Ethics Committee on 21/06/2012 with a
reference number 1112/53).

4- The provision, uptake and perceptions of community pharmacists regarding
vascular and sexual health enhanced pharmacy services will be identified
through surveying community pharmacist in certain PCTs (The questionnaires
for this survey are the ones attached with this form).
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Estimate duration of the project (months): 6 months

State the source of funding:

Is it collaborative research? No

If YES, name of the collaborator institutions:

Provide a brief project description (max. 150 words). This should be written for a
lay audience

The project aimed to determine the cost-effectiveness analysis of vascular
and sexual health enhanced pharmacy services. Through identifying the
needs, provisions and uptake of these services. Needs and provisions of the
services were identified earlier. Uptake and costs attributed with the services
will be identified through surveying certain PCTs (chosen to represent all
PCTs in England based on demographic characteristics). Community
pharmacies will be surveyed for assessing their views regarding the services
and the uptake of the services.

Risk Assessment: Does the proposed research involve any of the following?

Children or young people under 18 years of age? Yes No |V

If YES, have you complied with the requirements of the CRB? Yes No

People with an intellectual or mental impairment, temporary or | Yes No |V
permanent?
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People highly dependent on medical care, e.g., emergency | Yes No |V
care, intensive care, neonatal intensive care, terminally ill, or

unconscious?

Prisoners, illegal immigrants or financially destitute? Yes No |V
Women who are known to be pregnant? Yes No |V
Will people from a specific ethnic, cultural or indigenous group be | Yes No |V
targeted in the proposed research?

Assisted reproductive technology? Yes No |V
Human genetic research? Yes No |V
Epidemiology research? Yes No |V
Stem cell research? Yes No |V
Use of environmentally toxic chemicals? Yes No |V
Use of ionizing radiation? Yes No |V
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Ingestion of potentially harmful or harmful dose of foods, fluids or | Yes No |V
drugs?

Contravention of social/cultural boundaries? Yes No |V
Involves use of data without prior consent? Yes No |V
Involves bodily contact? Yes No |V
Compromising professional boundaries between participants and | Yes No |V
researchers?

Deception of participants, concealment or covert observation? Yes No |V
Will this research significantly affect the health* outcomes or | Yes No |V

health services of subjects or communities?

Note* health is defined as not just the physical well-being of the individual but also
the social, emotional and cultural well-being of the whole community.

Is there a significant risk for enduring physical and/or | Yes No |V
psychological harm/ distress to participants?

Does your research raise any issues of personal safety for you | Yes No |V
or other researchers involved in the project? (especially if taking

place outside working hours or off University premises)
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Will the research be conducted without written informed consent | Yes No |V
being obtained from the participants?

Will financial/in kind payments (other than reasonable expenses | Yes No |V
and compensation for time) be offered to participants? (Indicate
in the proposal how much and on what basis this has been
decided)

Is there a potential danger to participants in case of accidental | Yes No |V
unauthorised access to data?

N.B. If you have answered YES to any of these questions, you should address
them fully in your project proposal and show that there are adequate controls
in place.

Storage, access and disposal of data

Describe what research data will be stored, where, for what period of time, the
measures that will be put in place to ensure security of the data, who will have
access to the data, and the method and timing of disposal of the data.

All data will be anonymised whereby each PCT will be given a code, and the
later will be used in all electronic processing of responses. The spreadsheet
identifying the codes will be stored electronically on a password protected
saved file on Dr. Reem Kayyali and Dr. John Fletcher D-drives and on my H-
drive and the hard copies of it will be kept under lock in Dr.Reem Kayyali and
Dr.John Fletcher office for a period of 5 years. All electronic files will be
encrypted using Microsoft office rather than normal saving. After the period of
five years all documents will be disposed of using confidential waste service
available at Kingston University.

All other data will be maintained anonymous in the thesis write-up and any
other form of presentation findings (including publications and presentations at
conferences) and the identities of community pharmacies will not be revealed in
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reports or presentations.

SECTION D

To be signed by all applicants

Declaration to be signed by the applicant(s) and the supervisor (in the case of
a student):

| confirm that the research will be undertaken in accordance with the Kingston
University Guidance and procedures for undertaking research involving human
participants

I will undertake to report formally to the relevant Faculty Research Ethics
Committee for continuing review approval.

| shall ensure that any changes in approved research protocols or membership
of the research team are reported promptly for approval by the relevant Faculty
Research Ethics Committee.

| shall ensure that the research study complies with the law and University
policy on Health and Safety.

I confirm that the research study is compliant with the requirements of the
Criminal Records Bureau where applicable.

| am satisfied that the research study is compliant with the Data Protection Act
1998, and that necessary arrangements have been, or will be made with regard
to the storage and processing of participants’ personal information and
generally, to ensure confidentiality of such data supplied and generated in the
course of the research.

(Note: Where relevant, further advice should be sought from the Data

Protection Officer, University Secretary’s Office)

| shall ensure that the research is undertaken in accordance with the
University’s Single Equality Scheme.
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e | will ensure that all adverse or unforeseen problems arising from the research
project are reported immediately to the Chair of the relevant Faculty Research
Ethics Committee.

o | will undertake to provide notification when the study is complete and if it fails to
start or is abandoned;

o (For supervisors, if the applicant is a student) | have met and advised the
student on the ethical aspects of the study design, and am satisfied that it
complies with the current professional (where relevant), departmental and
University guidelines. | accept responsibility for the conduct of this research and
the maintenance of any consent documents as required by this Committee.

e | understand that failure to provide accurate information can invalidate ethical
approval.

Signature of lead applicant: Wail Chalati Date:
04/07/2012
Signature of supervisor: Dr. Reem Kayyali Date:
04/07/2012
Signature of supervisor: Dr. John Fletcher Date:
04/07/2012
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CHECKLIST

Please complete the checklist and attach it to your application:

Project title: Cost-effectiveness analysis of vascular and sexual health pharmacy
services

Lead Applicant:  Mr. Wail Chalati

Date of application: 04/07/2012

Before submitting this application, please | Applicant Committee use
check only
that you have done the following: (N/A = not
applicable)
Yes | No | N/A | Yes | No | N/A
v
All guestions have been answered
v
All applicants have signed the application form
v
The research proposal is attached
v
Correspondence from other ethics committees is
attached
v
Informed Consent Form is attached
v

Participant Information Sheets are attached

All letters, advertisements, posters or other | v
recruitment material to be used are attached

All surveys, questionnaires, interview/focus | v’
group schedules, data sheets, etc, to be used in
collecting data are attached

Reference list attached, where applicable
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Appendix 5.2: CP survey cover letter

Kingston University | ondon

Mr. Wail Chalati

Dr Reem Kayyali

Kingston University London
Pharmacy Department

School of Pharmacy and Chemistry
Penrhyn Road

Kingston Upon Thames

KT1 2EE

15/05/2013
Dear Sir/Madam

| am writing to kindly request your participation in my pharmacy research project. | am a PhD student studying
at Kingston University, aiming to determine the cost-effectiveness of enhanced vascular and sexual health
pharmacy services (Currently called as locally commissioned services).

As community pharmacies provide easy access for many services, it seems that they could be the correct place
for bridging the gaps in health inequalities between different areas with different deprivation statuses. My
project aims to identify the relationship between needs for vascular and sexual health pharmacy services and
the provision of services through community pharmacies and the uptake. Findings, so far, showed that
provision of those services through community pharmacies did not match the needs. Healthy Living Pharmacies
(HLPs) were introduced in order to reduce health inequalities. Evaluation report of HLPs showed that uptake
has increased in terms of smoking cessation and sexual health services.

| would be grateful if you could complete the enclosed questionnaire to provide me with information about
vascular and sexual health pharmacy services that you provide at your pharmacy, with identification whether
you are HLP or not, and your perception towards the future of pharmacy services. All data provided will be
dealt with confidentially and anonymously.

This study has been approved by the Faculty of Science, Engineering and Computing Ethics Committee at
Kingston University. Please return the completed questionnaire in the enclosed stamped, addressed envelope
by 5™ June 2013. If you need any further information, do not hesitate to contact me or one of my supervisors
at the emails below.

Mr Wail Chalati: K0800011@kingston.ac.uk
Dr.Reem Kayyali: R.Kayyali@kingston.ac.uk
Dr.John Fletcher: J.Fletcher@kingston.ac.uk

I look forward to hearing from you. Thank you for your time.
Yours sincerely

Wail Chalati
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Appendix 5.3: CP survey questionnaire

Dear Pharmacist,

| would be grateful if you could please spare ten minutes of your time to complete
the questionnaire. Answers provided will be confidential and will be used only for
the purpose of this study. When answering the questions please tick the relevant
box and follow the instructions provided. Your participation is highly valued.

Section 1: Enhanced Services

Q1. Which of the following Enhanced services do you provide? Please tick as
appropriate.

Chlamydia Screening ] NHS Health Checks ]

Emergency Hormonal Contraception  [_] Smoking Cessation [ ]

Q2. Please rank the following enhanced services in order of importance, (1 =
Most Important to 4 = Least Important)

Chlamydia Screening [ ] NHS Health Checks [ ]

Emergency Hormonal Contraception ~ [_| Smoking Cessation [ ]

Q3. What is your motivational driver for providing the above Enhanced
services? Please tick the TWO most important options based on your
opinion.

[ ]
To play a more active role in health promotion
To overcome health inequalities ]
To obtain better training ]
To meet the needs of the local population in accordance to the PCT m
To provide the pharmacy with equipment ]
To earn more remuneration

[]
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Q4. Please complete the following table, tick as appropriate

Types of Enhanced
services

Provision status

Please  specify the
approximate number of
times the service has
been provided in the
last month

Chlamydia screening
service

Current provider
Willing to provide

Unwilling to provide

Emergency Hormonal
Contraception service

Current provider
Willing to provide

Unwilling to provide

Smoking Cessation

Current provider
Willing to provide

Unwilling to provide

NHS Health Checks

Current provider
Willing to provide

Unwilling to provide

0o oo oo oo

Section 2: Barriers and facilitators related to the provision of sexual and vascular services

Q5. In general, what are the barriers limiting the provision of the enhanced
services listed in Q1? Please choose the TWO most important barriers.

The service was not a priority in the local population

Inadequate facilities

Limited training for the staff to provide the services

Lack of time

Lack of public awareness e.g lack of advertising

Provided elsewhere or through other Health services e.g by GPs

EREAERERERE




Q6. For each of enhanced services listed below, Please indicate the TWO
main barriers specifically limiting the provision of that service

Type of sexual
health service

Barriers limiting the provision of services

Chlamydia
screening service

Emergency
Hormonal
Contraception
service

Smoking
Cessation

The service was not a PCT priority

Financial constraints

Lack of public need

Lack of demand

Inadequate facilities

Lack of public trust in pharmacy

Limited training for the staff to provide the service
Lack of time

Lack of public awareness e.g lack of advertising

Provide elsewhere or through other Health services

The service was not a PCT priority

Financial constraints

Lack of public need

Lack of demand

Inadequate facilities

Lack of public trust in pharmacy

Limited training for the staff to provide the service
Lack of time

Lack of public awareness e.g lack of advertising

Provide elsewhere or through other Health services

The service was not a PCT priority

Financial constraints

IR R RERN

274




Lack of public need

Lack of demand

Inadequate facilities

Lack of public trust in pharmacy

Limited training for the staff to provide the service
Lack of time

Lack of public awareness e.g lack of advertising

Provide elsewhere or through other Health services

NHS Health The service was not a PCT priority
Checks

Financial constraints
Lack of public need
Lack of public demand
Inadequate facilities
Lack of public trust in pharmacy
Limited training for the staff to provide the service
Lack of time

Lack of public awareness e.g lack of advertising

Provide elsewhere or through other Health services

IRIREREREREREEN

Section 3: Healthy Living Pharmacies

Q7. Are you a Healthy Living Pharmacy, with an identifiable Healthy Living

Champion (HLC)? Please tick the most applicable to you.

Yes (please goto Q9) [ | No (Please go to Q8)|:| In the process of
accreditation

Not currently but willing to provide the scheme in the future [ ]

[ ]
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Q8. What are the barriers for not providing the Healthy Living Pharmacy
scheme? Please tick the TWO most important barriers based on your opinion.

]

Low engagement within the community

Pharmacy team not working proactively together
Limited training for the staff to provide the service
Inadequate facilities and resources

Not enough public awareness e.g. reduced signposting
Lack of interest to act as a HLC

Lack of identifiable HLC

ERERNRERERN

Lack of time

Q9. What other services do you provide in your pharmacy? Please tick as
appropriate.

Alcohol Screening
Weight management
Medicine Use Review
Minor ailment service
Cholesterol testing

Blood pressure monitoring

Please only fill the remainder of this section if you are currently a Healthy Living
Pharmacy. Otherwise please go to Q12 and thank you for completing the
questionnaire.

Q10. What is your motivational driver in becoming a Healthy Living Pharmacy? Please tick the
most important TWO options that apply to you.

To play more active role in health promotion
To overcome health inequalities
To obtain better training

To improve the uptake of pharmacy services

U Oood

To meet the needs of the local population in accordance to the PCT
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Q11. Please complete the following table to indicate the status of Enhanced
services that your pharmacy provides after becoming a Healthy Living
Pharmacy (please tick as appropriate)

Types of Public Provision Please specify the
Enhanced awareness of status approximate number of
services each enhanced times the service has
service been provided PRE
and POST becoming a
HLP.
Chlamydia Increased L | Increased [_] | PRE I:I
screening service —
[ ]
Decreased Decreased POST I:I
No change [ 1| No change []
Emergency Increased [_]|Increased [ | | PRE I:I
Hormonal
Contraception
service Decreased [ 1| Decreased [ ] POST I:I
No Change [ 1| No Change []
Smoking Increased L] | Increased ] | PRE I:I
Cessation
Decreased [ | | Decreased [] BoST I:I
No Change ]| No Change [ ]
NHS Health Increased | | Increased L[| PRE |:|
Checks
[]
Decreased Decreased [ ] POST I:I

No Change []

No change [ |
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Q12. Please indicate your level of agreements of each of the following
statements regarding the current and future of enhanced pharmacy services
following the introduction of HLP scheme.

Statement Strongly Strongly
Disagree Agree
HLP scheme will be the future 1 2 3 4 5 6
for all enhanced pharmacy
services
HLP has enhanced the role of 1 2 3 4 5 6
the pharmacist in the

community

The marketing and promotion 1 2 3 4 5 6

of HLP scheme was effective

Training for HLP scheme 1 2 3 4 5 6
should be provided at
undergraduate level of study

If HLP scheme fails to achieve 1 2 3 4 5 6
the desired results, enhanced
pharmacy services will be
decommissioned

HLP is away to improve public 1 2 3 4 5 6
awareness of the public
regarding enhanced services.

Section 4: Public awareness and methods to improve success of SSS

Q13. In your opinion, how do you think the public became aware of the availability of
enhanced services within the pharmacy?

Please tick the TWO most important and useful methods based on your opinion.
Through posters displayed in pharmacies
Through leaflets distributed in pharmacies
Recommended by pharmacists

Through a friend or family

O 0ud o

Advertisements on television, radio, magazines and newspaper.

Others, specify:
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Q14. How we can improve the public awareness of the availability of
enhanced services within the pharmacy? Please tick the TWO most important
and useful methods based on your opinion.

Organise health campaigns in schools
Use social websites (e.g. Facebook, Twitter)
Use posters within public transports (e.g. buses and tubes)

Benefit from digital gadgets (e.g. SMS and emails)

Q15. Based on your experience, what are the main factors that make smokers
who set a quit date relapse? Please tick the TWO most important barriers

Enjoy smoking
Lack of follow up
Loss of stress relief
Craving

Fear of weight gain

ERNERERERN

Withdrawal symptoms

Q16. Based on your opinion, how we can help smoker who decide to quit smoking in
achieving quit smoking at the end of the follow up? Please tick as appropriate.

Improve the motivational and consultation skills for pharmacists and their teams
Increase the frequency of follow up meetings

Introduce smokers who decide to quit smoking to each other to share their experiences

L L)L

Use the latest technology (e.g. mobile applications, SMS) to support the smoker who decided to quit
smoking

L]

Involve a close friend or part of smoker’s family to support them during quitting
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Section 5: General information

Finally, could you please fill in the questions below providing information about yourself and
your pharmacy. | assure you again that all information will be dealt with in anonymously and
confidently.

280



If you have any extra information regarding the vascular services that you like
to share, or if you have any comments about the questionnaires please write
them in the following box (use an extra paper if necessary)

If you are willing to participate in a future follow up regarding vascular or
sexual health pharmacy services, or you are willing to be contacted regarding

the service, please provide your contact details in the box below.

Thank you for taking your time to complete this questionnaire.

Please return any completed questionnaire in the enclosed stamped envelope
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Appendix 6: Examples of the used calculations

Appendix 6.1: Descriptive analysis of all PCTs using SPSS 17 output

Prevalence of Total reach out | Total success Self reported
smoking adults of needs (%) out of needs quit rate (%)
(%0) (%0)
N Valid 138 138 138 138
Missing 0 0 0 0
Mean 22.940194 8.767947 4.302071 49.894723
Median 22.440677 7.874028 3.939604 49.258559
Range 23.2000 31.4328 15.9607 38.6961
Percentiles 25 19.266795 6.654696 3.322088 44.088656
50 22.440677 7.874028 3.939604 49.258559
75 26.658270 9.712818 4.757390 56.827244
CO-validated Deprivation Ethnicity Male proportion
quit rate (%) score (IMD) minority (%)
proportion (%)
N Valid 138 138 138 138
Missing 0 0 0 0
Mean 34.161978 23.326091 12.965 52.472
Median 35.503221 22.967205 9.104 52.506
Range 55.5991 34.6378 50.2 4.1
Percentiles 25 28.145008 16.425153 5.396 52.061
50 35.503221 22.967205 9.104 52.506
75 40.756076 29.270540 19.195 53.013
Weighted provision of SSS | Weighted provision of SSS
(%0) (N)

N Valid 138 138
Missing 0 0
Mean 58.534512 3.21
Median 62.882653 3.15
Range 92.0000 6
Percentiles 25 39.070048 2.09
50 62.882653 3.15
75 76.762295 4.34
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Appendix 6.2: Correlations between needs, demographic characteristics and

CP SSS provision SPSS 17 output

Correlations

Prevalence of Deprivation
smoking score (IMD)
adults (%)
Spearman's rho | Prevalence of smoking Correlation 1.000 760"
adults (%) Coefficient
Sig. (2-tailed) .000
N 138 138
Deprivation score (IMD) | Correlation 760" 1.000
Coefficient
Sig. (2-tailed) .000
N 138 138
Ethnicity minority Correlation -.022 197
proportion (%) Coefficient
Sig. (2-tailed) .800 .021
N 138 138
Male proportion (%) Correlation -.065 -.204"
Coefficient
Sig. (2-tailed) 449 .017
N 138 138
Weighted provision of Correlation -.037 .089
SSS (%) Coefficient
Sig. (2-tailed) .668 .300
N 138 138
Weighted provision of Correlation .062 269"
SSS (N) Coefficient
Sig. (2-tailed) 470 .001
N 138 138
CPs per 25000 Correlation 340" 634"
population Coefficient
Sig. (2-tailed) .000 .000
N 138 138

** Correlation is significant at the 0.01 level (2-tailed).

*. Correlation is significant at the 0.05 level (2-tailed).

283




Correlations

Ethnicity Male
minority proportion
proportion (%)
(%)
Spearman’s rho | Prevalence of smoking Correlation -.022 -.065
adults (%) Coefficient
Sig. (2-tailed) .800 .449
N 138 138
Deprivation score (IMD) | Correlation 197 -.204"
Coefficient
Sig. (2-tailed) .021 .017
N 138 138
Ethnicity minority Correlation 1.000 -.147
proportion (%) Coefficient
Sig. (2-tailed) .085
N 138 138
Male proportion (%) Correlation -.147 1.000
Coefficient
Sig. (2-tailed) .085
N 138 138
Weighted provision of Correlation 330" -.067
SSS (%) Coefficient
Sig. (2-tailed) .000 435
N 138 138
Weighted provision of Correlation 363" -124
SSS (N) Coefficient
Sig. (2-tailed) .000 .147
N 138 138
CPs per 25000 Correlation 181" -.234"
population Coefficient
Sig. (2-tailed) .034 .006
N 138 138

**_Correlation is significant at the 0.01 level (2-tailed).

*. Correlation is significant at the 0.05 level (2-tailed).
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Correlations

Weighted Weighted
provision of provision of
SSS (%) SSS (N)
Spearman's rho | Prevalence of smoking Correlation -.037 .062
adults (%) Coefficient
Sig. (2-tailed) .668 470
N 138 138
Deprivation score (IMD) | Correlation .089 269"
Coefficient
Sig. (2-tailed) .300 .001
N 138 138
Ethnicity minority Correlation 330" 363"
proportion (%) Coefficient
Sig. (2-tailed) .000 .000
N 138 138
Male proportion (%) Correlation -.067 -.124
Coefficient
Sig. (2-tailed) 435 147
N 138 138
Weighted provision of Correlation 1.000 921"
SSS (%) Coefficient
Sig. (2-tailed) .000
N 138 138
Weighted provision of Correlation 921" 1.000
SSS (N) Coefficient
Sig. (2-tailed) .000
N 138 138
CPs per 25000 Correlation 120 444"
population Coefficient
Sig. (2-tailed) .160 .000
N 138 138

** Correlation is significant at the 0.01 level (2-tailed).
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Correlations

CPs per 25000

population

Spearman's rho Prevalence of smoking Correlation Coefficient 340"

adults (%) Sig. (2-tailed) .000

N 138

Deprivation score (IMD) Correlation Coefficient 634"

Sig. (2-tailed) .000

N 138

Ethnicity minority proportion | Correlation Coefficient 181"

(%) Sig. (2-tailed) .034

N 138

Male proportion (%) Correlation Coefficient -.234"

Sig. (2-tailed) .006

N 138

Weighted provision of SSS | Correlation Coefficient .120

(%) Sig. (2-tailed) .160

N 138

Weighted provision of SSS | Correlation Coefficient 444"

(N) Sig. (2-tailed) .000

N 138

CPs per 25000 population Correlation Coefficient 1.000
Sig. (2-tailed)

N 138

**_Correlation is significant at the 0.01 level (2-tailed).

*. Correlation is significant at the 0.05 level (2-tailed).
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Appendix 6.3: Cost-effective analysis of SSS excel sheets
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Appendix 6.4: Responses from CP's survey

PCT Number of surveyed CPs | RESPONSES | RESPONE RATE
Bedfordshire 53 6 11.32
Bexley 36 2 5.56
Blackburn 35 12 34.29
Blackpool 34 6 17.65
Brighton and Hove city 47 6 12.77
Bristol 68 4 5.88
Croydon 57 10 17.54
Doncaster 57 8 14.04
Dudley 52 4 7.69
Greenwich 43 4 9.30
Haringey 46 6 13.04
Hasting and Rother 30 9 30.00
Isle of Wight 24 8 33.33
Kingston 24 8 33.33
Knowesly 27 5 18.52
Lambeth 21 6 28.57
Leeds 106 21 19.81
Lewisham 43 3 6.98
Medway 40 12 30.00
Middleborough 22 7 31.82
North Somerset 32 10 31.25
Portsmouth 30 10 33.33
Richmond 37 6 16.22
Southwark 49 5 10.20
Stockport 51 5 9.80
Sutton and Merton 61 13 21.31
Wandsworth 50 19 38.00
Warwickshire 74 26 35.14
Total 1249 241 19.30
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