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HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM NHS FIFE AREA DRUG & THERAPEUTICS COMMITTEE (ADTC) 

1. Does the system ensure patients receive the most clinically and cost-effective
treatments and, if not, how can this be improved?

The NHS in Scotland has a well-established system to ensure effective medicines 
governance. Every prescription only medicine when licensed is assessed by the Scottish 
Medicines Consortium (SMC) and as SMC has been in place since 2002 many of the 
medicines in current use have been assessed for clinical and cost-effectiveness. It is 
important to note that the remit of the SMC excludes the assessment of vaccines, branded 
generics, non-prescription only medicines, blood products, plasma substitutes and 
diagnostic medicines. Within each health board the advice from SMC is then reviewed 
within 90 days and a decision is made as to whether a product should be added to the local 
formulary and pathways. 

It should be noted that following patent expiry the price of a medicine can reduce 
significantly. Medicines not recommended by the Scottish Medicines Consortium (SMC) 
due to the economic case not being demonstrated may subsequently become available 
generically at a lower cost resulting in them becoming cost-effective. Potentially the cost 
could be lower than alternative SMC recommended medicines or other medicines in routine 
use. 

Not all medicines are automatically added to formulary if there is sufficient choice already 
available. A more limited (or restricted) list of medicines supports prescriber education and 
familiarity with medicines and avoids waste resulting from a requirement to stock all 
products. Medicines governance within the Health Board supports the system to ensure 
patients receive the most clinically and cost effective medicines. 

For the system to work effectively there is a requirement to close the loop, to check that 
medicines in use are on the formulary and are prescribed according to the formulary and 
best practice guidelines. It is extremely important to underpin formulary with clinical 
guidance based on best evidence that includes clear starting, stopping and monitoring 
criteria. Opportunities to undertake a regional or national approach to guideline 
development should be part of the strategy where appropriate. The Health Board formulary 
covers primary and secondary care and the aim is for 80% formulary compliance by cost 
and volume, with first / second line formulary choices. Formulary compliance across Fife 
Health Board is currently at 85% by volume for GP prescribing and >90% for Hospital 
Prescribing. There will be reasons for prescribing of a non formulary agent, for example 
when a patient has not responded to or had an adverse reaction to formulary choices. 
There are robust application and approval processes in place in line with the Health Board 
Access to Medicines Policy and Procedures. 

In order to assess the effectiveness of the system, formulary compliance is one, albeit 
crude, approach. In primary care where most prescribing is electronic and patient specific 
monitoring of prescribing for individuals and groups of patients is well established and 
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recognised by Audit Scotland (Ref Prescribing in General Practice in NHS Scotland 2013) 
as contributing to high quality cost-effective care.  
 
It is not possible however to provide this level of assurance in secondary care as the 
processes around prescribing are not electronic. The Scottish Government has stated its 
commitment to Hospital Electronic Prescribing and Medicines Administration (HEPMA) and 
Health Boards are working towards implementation. This additional data should enable 
improved systems and medicines governance in secondary care.  
 
Medicines should only be prescribed when clinically appropriate. It is difficult to assess if 

patients always receive the most clinically and cost-effective treatments. It may be the case 

that other non-pharmacological treatment options would be preferable but access to those 

resources can be limited, constrained and challenging to access. For example, in line with 

social prescribing policy, it may be better to support patients with Type 2 diabetes to lose 

weight and have a more balanced dietary intake rather than prescribe medicines and for 

patients with mental health issues, talking therapies may be a better alternative.  

In line with realistic medicine, low clinical value medicines i.e. have a poor evidence base or 

there are safer and / or more cost effective formulary alternatives should be identified and 

reviewed with a suitable formulary alternative prescribed if required. 

 
 

2. Does the NHS in Scotland achieve the most value from the money spent on 
medicines and, if not, how can this be improved?  

 
This is a broad question and quite challenging to answer. Value is a subjective matter and it 
is not clear what the people in Scotland value most around spend on medicines. The Health 
and Sport committee may however be interested in the process used to ensure that 
expenditure is tightly controlled. Medicines in Primary Care are supplied through community 
pharmacies who purchase these medicines on behalf of the NHS. Community pharmacists 
are then reimbursed for the cost of these medicines and systems are in place to ensure that 
there is a return to the NHS according to agreed profit margins. For secondary care 
medicines National Procurement (NP) contract for medicines on behalf of NHS Boards. 
Over the years, in secondary care, this process has become more effective at driving down 
the cost of both generic and branded medicines.  NP has supported the desire by Boards to 
treat people closer to home, in a more patient centred manner by working with companies 
to make higher cost or more specialist medicines available through local community 
pharmacy networks, rather than the patient travelling, often what can be a considerable 
distance to an acute hospital to access treatment. 
 
Promotion of generic prescribing - Prescribers are strongly encouraged and it is Scottish 
Government policy to write prescriptions by generic name where clinically appropriate. 
Generic medicines are equally effective, but generally less expensive than proprietary 
products (particularly those in the Scottish Drug Tariff). 84.3% of items were generically 
prescribed in 2018/19 in NHS Scotland. Generic prescribing rates have increased year on 
year (https://www.isdscotland.org/Health-Topics/Prescribing-and-
Medicines/Publications/2019-07-23/2019-07-23-Dispenser-Payments-and-Prescription-
Cost-Analysis-Report.pdf). The generic market is functioning well in the UK and delivering 

https://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Publications/2019-07-23/2019-07-23-Dispenser-Payments-and-Prescription-Cost-Analysis-Report.pdf
https://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Publications/2019-07-23/2019-07-23-Dispenser-Payments-and-Prescription-Cost-Analysis-Report.pdf
https://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Publications/2019-07-23/2019-07-23-Dispenser-Payments-and-Prescription-Cost-Analysis-Report.pdf


  REF NO.  HS/S5/19/MED/13 

Response from NHS Fife Area Drug & Therapeutics Committee (ADTC) 
Version: 1.0 
19th November 2019 

significant price reductions following loss of exclusivity/patent. https://www.oxera.com/wp-
content/uploads/2019/06/Oxera-study-on-the-supply-of-generic-medicines-in-the-UK-26-
June-2019.pdf  

 
It is important to note the use of Patient Access Schemes (PAS) in NHS Scotland in order 
to improve the cost effectiveness of a medicine. A PAS can enable patient access to 
medicines that are not, or might not, be found to be cost-effective by the SMC. The SMC 
will only consider the financial benefits of a proposed PAS in the Health Technology 
Assessment (HTA) process if the scheme has been accepted for use in Scotland by the 
Patient Access Scheme Assessment Group (PASAG).  
 
 
Although this enquiry is specifically not considering new medicines it must be 
acknowledged that the new approaches in place have changed how clinical and cost-
effectiveness are assessed for some groups of patients and where SMC has stated a 
medicine is not cost-effective, PACS Tier 2 processes and access to ultra orphan 
medicines do not allow Health Boards to make decisions considering either cost or 
affordability. This has resulted in more patients accessing these medicines. 

 
 
3. In what ways can the system be made more efficient?  
 
To improve efficiency in the system there requires to be significant commitment and 
investment into utilising data to support effective decision making and monitoring of 
prescribing. We welcome increasing availability of dashboards and data visualisations 
developed by ISD. This allows benchmarking and helps identify unwanted variation, both 
within and across Health Boards. It is important that healthcare professionals are skilled to 
utilise and interpret data.  

The absence of a joined up approach constrains clinical and cost effectiveness. The system 
is disjointed between General Practice, community pharmacies and hospital services. IT 
systems should be enabled to ‘talk to each other’ so it is clear who has supplied what and 
to ensure that inappropriate prescribing can be challenged.  Community pharmacy must be 
able to access patients’ medication records and supporting notes routinely. 
 
It is important that the Scottish Government’s funding commitment to HEPMA (Hospital 
Electronic Prescribing and Medicines Administration) is honoured.  Electronic prescribing 
support messages in HEPMA are already available for GP Prescribing, i.e. via Scriptswitch 
and can helpfully guide clinicians via decision support to preferred choice. Messages are, in 
the main, developed locally and there could be further scope for regional or a national 
approach.  

 
The medicine supply chain is proving a challenge across primary and secondary care, 
leading to a loss of valuable pharmacist, pharmacy technician and General Practitioner time 
sourcing medicines rather than enhancing and supporting patient care. The extent of the  
supply chain problems must  not be underestimated and investment in electronic systems 
that allow us to understand current stockholding across NHS Scotland for both primary and 
secondary care practitioners would be valued. Systems are in place across England and 

https://www.oxera.com/wp-content/uploads/2019/06/Oxera-study-on-the-supply-of-generic-medicines-in-the-UK-26-June-2019.pdf
https://www.oxera.com/wp-content/uploads/2019/06/Oxera-study-on-the-supply-of-generic-medicines-in-the-UK-26-June-2019.pdf
https://www.oxera.com/wp-content/uploads/2019/06/Oxera-study-on-the-supply-of-generic-medicines-in-the-UK-26-June-2019.pdf
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Wales.  It is recognised that medicines shortages can result in increases in price for 
alternative medicines in the market.  Care must be taken to ensure alternatives are selected 
that are available in sufficient quantities to support increased demand and not cause further 
shortages (domino effect) and increases in cost to the NHS. 

 
 
4. How can the medicines budget be controlled while maintaining clinical and cost 
effectiveness?  
 

NHS Fife Area Drug and Therapeutics Committee would be content that the medicines 
budget is controlled while maintaining clinical and cost-effectiveness. In primary care; ISD’s 
most recent statistics show that the cost of community prescribing in NHS Fife for 2018/19 
was £79.27M, £81.61M in 2017/18 www.isdscotland.org/Health-Topics/Prescribing-and-
Medicines/Summary-Statistics-Visualisation/  

Hospital prescribing costs were £20.02M in 2017/18 https://www.isdscotland.org/Health-
Topics/Finance/Costs/File-Listings-2018.asp This has been achieved against a back drop 
of changing demographics, whereby the elderly and very elderly are prescribed more 
medicines than others, and the increasing throughput  and higher patient acuity in hospitals 
requires medicines in almost every admission.  

 
The Chief Medical Officer’s Annual Report 2014-15, Realistic Medicine, outlined a 
challenge to change the way services are delivered in order to continue to provide high-
quality care and build a personalised approach to care. Healthcare professionals must 
continue to embed the principles of Realistic Medicine into practice taking a holistic 
approach to patient care through honest conversations and shared decision-making, 
working to reduce variation in practice and outcomes, and reducing harm and waste. It 
should not be assumed that practising Realistic Medicine will decrease utilisation of 
medicines but it may ensure that patients and prescribers are more aligned around the 
goals of treatment and the approach to achieving those goals. 
 
Good quality data is essential to drive change and support efficiencies. Primary Care is in a 
stronger position than the hospital service in that sense. The use of prescribing indicators 
for primary care and monitoring via PRISMS and PIS have positively influenced prescriber 
behaviour, improved prescribing quality and demonstrated savings in the medicines budget. 
Some Secondary care prescribing indicators are available now and monitored through 
HMUD (Hospital Medicines Utilisation Data). The data available through HMUD is limited 
but will be improved by HEPMA systems, as and when implemented. A joined up approach 
between primary and secondary care will improve overall clinical and cost effectiveness and 
reduce waste. 
 
Obtaining outcome data in secondary care needs further commitment and investment. Data 
could be utilised to demonstrate if patients are getting the outcomes from their medicines 
seen in clinical trials. Evidence to date would suggest that as patients in trials are a highly 
selected group that the general population may not achieve the same benefit. Unfortunately 
our current systems do not allow us to measure this. The Cancer Medicines Outcomes 
Project (CMOP) work in Greater Glasgow and Clyde is a first step towards getting 
meaningful outcomes data but it is labour intensive and very limited in scope. Another 

http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Summary-Statistics-Visualisation/
http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Summary-Statistics-Visualisation/
https://www.isdscotland.org/Health-Topics/Finance/Costs/File-Listings-2018.asp
https://www.isdscotland.org/Health-Topics/Finance/Costs/File-Listings-2018.asp
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example to provide some further context is the Salford Lung Study 
https://www.manchester.ac.uk/discover/news/pioneering-salford-lung-study-achieves-world-
first/  

Fife ADTC recommends that further investment in work of this nature should be expedited.  
 

With respect to medicines waste we must continue to engage effectively with the public to 

maximise the use of patients’ own medicines across all care settings and reduce duplication 

of supply of medicines across transitions of care. We will continue to support care homes to 

streamline medicines ordering processes, prevent over ordering and reduce avoidable 

returns. We must also ensure that the developing pharmacotherapy services within General 

Practice ensure effective medication review and robust management of repeat prescribing 

with appropriate policies and consistent, standard operating procedures. 

 

 

https://www.manchester.ac.uk/discover/news/pioneering-salford-lung-study-achieves-world-first/
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