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Plan for session 

• Introduction to my views on Overprescribing agenda   

• My PCN landscape 

• SMR guidance

• SMR variability within ICBs 

• SMR identification within a PCN 

• SMR Review by Pharmacists 

• Gold standard: SMR and holistic LTC one stop reviews 

• Questions 
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Before I agree to 2022, I want to 
see the Terms &Conditions 



Top 3 things to help with overprescribing in 
Primary Care ?
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Poole Bay & Bournemouth 
Primary Care Network
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Poole Bay & Bournemouth Primary Care Network
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Network Contract Directed Enhanced Service 
Structured medication reviews and
medicines optimisation: guidance 31 March 2021



PCN Prioritisation 



My Structured Medication Review definition 

• Medication Review (MR)
• Holistic review of medication allowing annual authorisation of repeat 

requests assuming Long Term Condition  / blood reviews in place (unless 
individual medication set at < 6 issues )   

• Could be Desk-based OR F2F / Telephone / Videocall

• Structured Medication Review (SMR)
• MR where must have listened / acted upon WHAT MATTERS to patient  (or 

their advocate) in a SDM process

• Cannot be solely Desk-based 
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SMR variability within an ICB 
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SMR identification within a PCN 

• Supply and Demand 

• PCN Board level agreement 



PCN Prioritisation 

• ~80% Proactive
• Primary focus: All 10+ meds / IIF SMR 01 A, B, D  

• Secondary focus: NSAID /DAMN / ACB 6+ / plus Medicines with high risk of 
harm > 120mg / day morphine equivalents

• ~20% Reactive
• Referral by clinician / patient / carer / agency 



Supply : Pharmacist sessions available to perform SMRs 

Pharmacist Sessions a week Sessions a year 

SW 3 132

AB Care Home Pharmacist

(2 days via community trust DHC 
SLA)

3 132

RAM 
(2.5 days via  community trust 
DHC SLA)

5 220

PCN 
Total sessions (3 hrs each) 

11 sessions 484 sessions

Based on 44 weeks / year 



Demand 1: Polypharmacy & high risk medicines 
patients based on NHSBSA EPACT Feb-March 2022 
https://www.nhsbsa.nhs.uk/epact2

(2 month period to give accurate picture. Includes housebound & care home patients ) 
* Fall within 8+ med group

Practice / PCN 10+ meds 8+ meds NSAID/ DAMN* ACB 6+* Anti 
thrombotics x3 
*

WM 220 538 78(107*) 26 (39*) 0 (2*)

DR 162 318 32 (38*) 15(27*) 0

WHC 127 265 30 (43*) 18 (32*) 0

PCN 509 1121 140  (188*) 59 (98*) 0 (2*)

https://www.nhsbsa.nhs.uk/epact2


Demand 2 : IIF groups agreed as priority by PCN
(S1 GPES extraction ) 

SMR 01A
PINCER

SMR 01B  
Severe Frailty

SMR 01D
Care Homes 

Total 

PCN 177 130 290 597



Demand 3: Total proactive SMRs to complete for PCN 
Based on 60 mins / SMR including pre and post follow up 15 min appt 

10+ meds SMR 01 ABD  NSAID/DAMN / 
ACB / Anti-
thrombotics

Total 

PCN 509 597 199 1305 hours

= 435  x 3 hour 
sessions



Demand 3a: Primary focus proactive SMRs to complete for 
PCN 
Based on 60 mins / SMR including pre and post follow up 15 min appt 

10+ meds SMR 01 ABD  Total 

PCN 509 597 1106 hours

= 368  x 3 hour sessions



PCN Prioritisation 

• ~80% Proactive 368/484 sessions 
• Primary focus: All 10+ meds / IIF SMR 01 A, B, D  

• Secondary focus: NSAID /DAMN / ACB 6+ / plus Medicines with high risk of 
harm > 120mg / day morphine equivalents

• ~20% Reactive 116/484 sessions 
• Referral by clinician / patient / carer / agency 



SMR Review by Pharmacists 



Preparation and Listen 



Example of S1 Repeat medication screen 
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Gold standard: SMR and holistic LTC one stop 
reviews 

• If Clinical Pharmacist has required clinical competencies then can 
perform LTC QOF reviews at the same time as an SMR 

• e.g. Diabetes / Asthma / COPD / CVD  ie one-stop shop GOLD 
Standard 

• Invitation letters reflect this and explain clinical pharmacist’s role

• Benefits to Patients , GPs and practice  
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Gold standard: SMR and holistic LTC 
one stop reviews 





Thanks for listening
Any questions ?

Steve Williams

@stevechemist



Additional Slides if needed for questions NOT 
for circulation 



Over prescribing

“All prescribing decisions should come with an indication (that 
might change), a time period (as short as possible), a dose (as 
small as possible), side-effects/complications (that might 
multiply with time) and cost (as low as possible if generic is 
effective)”

Susan Bewley  MA MD FRCOG

Professor (emeritus) of Obstetrics and Women's Health

King's College London
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Top 5 Polypharmacy 
actions for clinicians

Always consider 
current 
indication/contraind
ication & dose for 
every patient on 
these top 5 
medicine groups 

Anticoagulants 
Opioids 
NSAIDs 
Diuretics 
ACB* drugs 

*ACB =Anticholinergic 
Burden 
http://www.acbcalc.com/
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http://www.acbcalc.com/


New horizons in deprescribing for older people
Henry J.Woodford, James Fisher Age and Ageing 2019; 48: 768–775
doi: 10.1093/ageing/afz109











To stop or not to stop medicines in hospital: 
That is the question ?

• Yes - If critical / life threatening to patient whether the reason for the 
admission or not 

• Consider- If not critical but related to reason for hospital admission 
and can make a complete  & shared decision with the patient / 
advocate

• No - For everything else BUT document advisory notices on the 
discharge letter BUT don’t state the bleedin obvious….  


