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HEALTH AND SPORT COMMITTEE 

 

THE SUPPLY AND DEMAND FOR MEDICINES 

 

SUBMISSION FROM: NHS Grampian Area Drug & Therapeutics Committee 

 

 

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

 

 Scotland has a well-established governance system to support the safe, clinical and 
cost effective use of medicines. Historically, Scotland has maintained an 
internationally recognised, robust approach to health technology assessment 
through the role of the Scottish Medicines Consortium (SMC) which balanced the 
drive to adopt new medicines with the need to demonstrate robust evidence in terms 
of clinical effectiveness and cost effectiveness. Recent changes to the system of 
medicines assessment by SMC have undermined this balance in favour of greater 
access to new medicines with less robust evidence of clinical effectiveness and 
much lower cost effectiveness than historically was deemed acceptable by the NHS. 
 

 The ‘system’ as referred to in the question, relies on provision of guidance and 
advice to prescribers regarding clinical and cost effective choices. Prescribers have 
a significant degree of clinical independence to respond to patients’ needs and 
therefore the ‘system’ cannot ‘ensure’ patients receive the most clinically and cost-
effective treatments, only promote their adoption and provide advice or challenge 
where adoption does not take place.  

 

 This guidance and advice is in the main delivered through local formularies to which 
there is good compliance as the guidance and advice reflects the peer clinical view 
as to treatment choices. 

 

 Electronic reminders are used as part of clinical decision support to promote clinical 
and cost effective choices in primary care prescribing systems but these are not 
available in secondary care at the moment but will be with the introduction of 
HEPMA (Hospital electronic prescribing and administration) from 2020. 

 

 Feedback on prescribing is provided to prescribers by medicines management 
teams as part of improvement activity to tackle unwarranted variation in treatment 
choices or costs of treatment between prescribers in primary care. This is currently 
not possible in secondary care where there is no electronic system to link a 
prescriber with their prescribing so that it can be collated and monitored efficiently. 
Again this will be available from 2020 with HEPMA. 

 

 There are now limited levers with prescribers in General Practice where Quality 
Outcomes Framework (QOF) activities relating to medicines management have been 
lost with no replacement levers in the new GMS contract. 
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 Prescribers are generally good at adopting the most clinical and cost effective 
choices for new patients / patients receiving a treatment for the first time; they are far 
less effective at reviewing and changing treatment for patients already on existing 
treatment due to a combination of lack of time and capacity. There is also a view that 
if patients are stable on a treatment then is a move to a more cost effective 
alternative or more clinically effective medicine warranted clinically? 

 

 Increasing pressure on primary care reduces the capacity for prescribers to spend 
time in chasing the latest cost effective best choice and patients have generally been 
assumed to be reluctant to regularly change their medication, particularly in the 
pursuit of reduced costs. 

 

 From a purchasing perspective most hospital medicines are bought on national 
contract in pursuit of best value for the NHS. In primary care there is reliance on 
community pharmacies to purchase medicines at the best available price, 
incentivised by a significant part of their income being generated from a nationally 
agreed margin sharing arrangement. 

 

 There is room to improve the equity of product pricing between hospitals and primary 
care where sometimes the level of discount available in the hospital service makes it 
difficult financially to move supply of a medicine into the primary care setting, closer 
to a patient’s home, in line with Government health policy. 

 
Improvements 

 

 Sufficient resource capacity should be put in place to better support review 
and change to prescribed medicines for patients on existing treatment.  

 A communication and engagement piece is needed to ensure that patients are 
fully supportive and accepting of approaches to maximising the use of cost 
effective choices which involve switching brand or using a generic or 
biosimilar version where available. Put simply we must ensure that patients 
are comfortable with more regular switches of branding where clinically 
appropriate if we are to improve cost effective use of medicines. 

 Consideration should be given to opportunities to give greater flexibility and 
encouragement to community pharmacy to maximise generic medicine usage 
by providing generic medication against branded prescriptions where 
clinically appropriate. Where generics are not available the use of the most 
cost effective branded medicine should be required. 

 Investment in data linkage and analytical capacity, particularly as hospital 
utilisation data becomes available, is 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?  

 

 Within medicines spend there remains room for improvement in terms of disinvesting 
in prescribable items that have limited evidence of effectiveness e.g. homeopathy, 
herbal remedies, rubefacients although there appears little political appetite to 
restrict patient choice in these matters.  
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 There also remains room for improvement in terms of maximising the use of generic 
medicines rather than branded but again this will be against patient choice in some 
cases and requires careful patient communication, organisational support and a 
commitment to delivering a policy of branded prescribing only where clinically 
required.  

 

 Waste continues to be a problem but there is a need to concentrate on avoidable 
waste rather than simply the waste that occurs as a natural part of clinical care.  

o Waste may occur through  
 Patients not taking medicines as they are prescribed and not gaining 

the full benefit of their medicines. 
 Patients not taking their medicines but continuing to order them on 

repeat prescription. 
 Prescription of non-effective treatments or less clinically or cost 

effective treatments. 
 Prescription of a medicine when a non-medicine intervention e.g. 

lifestyle change or a behavioural therapy would be as effective and 
safer.  

 Repeat prescription request systems both at the GP practice, but also 
when people other than the patient become responsible for ordering 
the repeat prescription e.g. care homes and the non-NHS managed 
repeat systems operated by some community pharmacies. 

 

 As with any public service which is free at the point of contact there is a need to 
ensure that users recognise the value of the medicines they receive and the 
opportunity cost that occurs when medicines are wasted.  
 

 There is a need to recognise medicines as one of the tools available to restore and 
improve health but that prevention, lifestyle change and other non-medicine related 
interventions, whilst requiring more patient input than simply taking a medicine, are 
generally safer. Medicines are too often the first choice rather than applying lifestyle 
changes and non-medicine interventions first. Where medicines are used they 
should be in combination with any lifestyle change or non-medical interventions 
rather than as an alternative. Such an approach requires a different dialogue and 
relationship between patients and the NHS and the easy availability of, and support 
for, non-medicine based interventions and lifestyle changes.  

 

 Value is also undermined when elements of the pharmaceutical industry hike prices 
of niche products with little competition. Often these products are older established 
medicines or medicines that have a significant use as unlicensed medicines from 
specialist suppliers. These medicines require little in the way of return on investment 
for research and development but are able to be priced high on the basis of little or 
no market competition. These practices can impact significantly on NHS spend with 
no improvement in patient outcomes. 

 

 If we look more widely there is a question over the value or health gain achieved 
through use of medicines against other interventions we make in society. Medicines 
are in the main taken once a condition has developed to manage that condition and 
minimise its progression or impact on a person. There is a need to consider whether 
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the resources we use for medicines should be redirected to prevention. Within a 
limited public budget this would mean making harder choices about what we expect 
from the NHS but ultimately a significant move to a prevention agenda may provide 
more health gain, in the medium to long term, improving mortality and morbidity. 
Type 2 diabetes is an example where lifestyle is not only key to prevention but also 
to management and potentially reversal of the condition. Given the growing 
incidence of type 2 diabetes, the significant impacts on mortality and morbidity and 
the growing resources taken up treating patients with Type 2 diabetes there is a 
need to consider a stronger more radical societal response to prevention. 

 
Improvements 

 

 Move to halt NHS prescription of items with limited clinical value / limited 
evidence of effectiveness. 

 Require all supplies to be generic unless a branded product is clinically 
required for safety reasons. 

 Develop a public conversation about the value of medicines, their potential for 
harm and benefit and the opportunity costs of wasted medicines. 

 Reduce the potential for waste in the repeat prescription system by restricting 
third party ordering of repeat medicines to the most vulnerable and increasing 
the responsibility of individual patients to manage their own repeats. 

 Build on the successes of smoking and alcohol policies in driving behavioural 
change to reduce obesity and its associated impacts on diabetes, heart health 
and cancer. 

 
3. In what ways can the system be made more efficient?  
 

 Efficiency could be looked at as a combination of the benefit a medicine provides, 
versus the harm it is associated with against the cost that society pays for it. In 
recent years the willingness to accept medicines with a lower cost effectiveness or 
medicines that have limited evidence of value has increased. This is evidenced by 
the: 

o Hundred or so medicines that have been approved by the Scottish Medicines 
Consortium via the PACE process that applies when a medicine would not 
normally meet the cost effectiveness threshold for the NHS.  

o New ultra-orphan process which by-passes the traditional health technology 
assessment route and introduces such medicines to routine use, without 
robust evidence of benefit, whilst evidence of effectiveness is sought.  

o PACS system which explicitly excludes consideration of a medicines cost and 
so excludes any assessment of efficiency.  

 

 Whilst this widening of access to medicines, that traditionally would not have been 
used or used widely in the NHS, will benefit some patients at an individual level the 
question for policy makers is whether the benefit collectively, from this widening of 
access, provides value. Such value is often measured as access to these treatments 
but the real question is what is the total net health gain achieved for the population of 
Scotland versus the millions of pounds spent on such medicines and if this money 
was available for other health interventions would it provide more health gain. Given 
that almost a quarter of the hospital drug spend is now taken up by such medicines 
this question has never been more relevant. 
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Improvements 

 Given this call for evidence excludes the impacts of changes to health 
technology assessment or widening access to new medicines then the 
focus of efficiency improvement needs to be on those medicines already in 
use that do not have the level of benefit or evidence to be in widespread 
use as referred to in question 2, the maximal adoption of generic medicines 
and biosimilars and facilitating patients to get the very most from the 
medicines they are taking through better concordance. 

 Develop health policy that prioritises measurable health protection and 
gain at the population level rather than access to medicines at an individual 
level as a metric of success. 

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

effectiveness?  
 

 The continued erosion of the role of robust health technology assessment in 
Scotland combined with the increasing centralisation of decisions about access to 
medicines constrains prescribing budget holders in controlling medicines spend and 
maintaining the ratio of population benefit returned from an increasing spend on 
medicines.  
 

 Given that the entry of medicines to the NHS has been widened, and that there 
appears little evidence of a political desire to change direction, there is an urgent 
need to strengthen the objective assessment of those medicines once they have 
entered practice.  

 

 This assessment is currently outwith SMC remit but SIGN could play a significantly 
stronger role in ensuring that medicines that don’t demonstrate adequate clinical and 
cost effectiveness are removed from practice to be replaced by those that do.  
 

 Without such post launch assessment and guidance there is a risk that spend on 
medicines continues to rise inexorably with only small incremental population benefit 
in terms of health gain.  
 

 In widening access to medicines that either have low cost effectiveness or limited 
available evidence we are effectively gambling that new drugs are significantly better 
than old and that over time we will be able to show that additional benefit and 
demonstrate value. If we are reducing the emphasis on assessment of medicines at 
the point of licensing then this has to be balanced by robust assessment later. Such 
assessment will require greater investment in data collection, linkage and analysis. 
Such assessment must focus on quantifying health gain and patient outcomes rather 
than using access as a measure of health policy success. 
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 There is also a need to share risk with the pharmaceutical industry for the adoption 
of new medicines where there remains limited clinical evidence for medium to long 
term health outcomes or where costs are significantly high and cost effectiveness is 
not really known. 
 

 There is a need to extend approaches used to drive down the cost of medicines 
through clinical consensus approaches that reflect the real life differences between 
drugs in a particular class or to treat a particular condition. These approaches can 
reduce the influence of small incremental benefits in research outcomes between 
medicines for the same therapeutic use which are often used by the pharmaceutical 
industry to promote adoption of their newest drug. This has been a particularly useful 
way of improving value for new hepatitis C treatments where the clinical community 
has strongly supported getting best value through provision of responsive clinical 
guidance based on the most cost effective treatment choices available each year. It 
has also been demonstrated by the adoption of biosimilar medicines in the hospital 
service. Both of these approaches have avoided significant spend that has mitigated 
some of the impact of widening access to medicines policy. 
 

 Finally, we are entering a new era for medicines, the era of novel cell and gene 
therapies collectively known as advanced therapy medicinal products (ATMPs). The 
potential for individual patient benefit from these treatments is generally high but can 
come at costs never before experienced in the NHS.   

 

Improvements 

 If the current approach to adoption of new medicines in Scotland remains in 
place there is a need for robust assessment of clinical and cost effectiveness 
of medicines once in practice with clear thresholds of acceptable cost 
effectiveness to inform continued use. 

 The prices we pay for medicines must better reflect the evidence based 
potential for health gain from those medicines. Where evidence of 
effectiveness is weak or immature the NHS should not routinely adopt these 
medicines. Where we do it must be part of a risk share with the pharmaceutical 
industry that reflects the lack of certainty over health gain and the associated 
lack of certainty in terms of cost effectiveness and value. Where we do it must 
be with the aim of generating robust evidence that helps the NHS decide if the 
drug offers appropriate clinical benefits at a fair cost. 


