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Community Pharmacy Expert Advisory Group Agenda
Monday 18th November 2024 19.30 – 21.30 By Zoom: 
Please note you need a Zoom account to enter this meeting. You can create a Zoom account for free at: https://zoom.us/signup 
Join Zoom Meeting
 https://rpharms.zoom.us/j/99282825023?pwd=M1ZyNXJJbUx2Q25NOHpFTndhazU4UT09
1: Welcome, Apologies and welcome Led by Janice 5 mins
	Description
	To welcome and note apologies. 

	Outcomes
	The Chair welcomed all to the meeting.
Notably guests Wing Tang, Head of Professional Standards, Rakhee Amin and Regina Ahmed from RPS Standards Team and Heidi Wright, Policy Lead for England.

Attendees
Janice Perkins Chair
Paul Jenks
Diane Robertson
Sarah Passmore
Jonathan Smith
Waqas Ahmad
Liz Hallett	
Alwyn Fortune
Cath Ward

Apologies 
Patricia Ojo
Nick Thayer
Sobia Janjua
Brendan Jang





	
2: Législation and Régulations - Led by Wing 30 mins	Comment by Janice Perkins: Is there a way of getting rid of the French accents on the “e”s?
	Description
	Hub and Spoke changes
Original Pack Dispensing changes
Supervision changes


	Purpose
	To gain CPEAG insights around legislation and regulation changes - Hub and Spoke OPD and Supervision changes

	Outcomes
	WT and the RPS standards and guidance team consulted CPEAG for their advice around the need for professional guidance to support changes in legislation and regulation. 
Hub and Spoke: 
CPEAG advised to hold on developing guidance for Hub and Spoke, recommending revisiting the topic when more intelligence becomes available. 
Original pack dispensing: 
CPEAG advised that there was value in RPS guidance covering the use of professional judgement, considerations to think through, challenging scenarios e.g. medicines out-of-sync or paying patients feeling ‘cheated’ and to consider the existing model in Scotland. 

Next steps: RPS to produce some short guidance to support, testing with CPEAG as needed in advance of 1st January 2025

Self-selection of P medicines:
CPEAG advised that in the event joint National Boards change current RPS policy, there was value in the RPS developing guidance to support considerations for a pharmacy owner/pharmacy superintendent/pharmacy team to review if planning a facilitated supply model. 
This guidance could include help with medicines which aren’t suitable, workforce competency, CCTV and pharmacy size and help with risk assessment. 
Next steps: RPS to prepare some outline ideas alongside the call for evidence report to support National Board discussions in February  

WT thanked CPEAG for their insights and proposed returning to next CPEAG to discuss RP, SP and delegation guidance insights




3:  NHS 10 year plan – Led by Heidi Wright – 30 mins
	[bookmark: _Hlk120111466]Description
	To Gain insight from CPEAG on the Government NHS 10- year plan

	Purpose
	As you will have seen the Government is asking for views to shape a new 10-Year Health Plan. We would love to hear from pharmacists and pharmacy teams to help inform our response and especially you, as expert advisers to RPS. 


	Outcomes
	HW previously shared the 10-year health plan and an initial RPS draft response. CPEAG were asked for their professional advice to include in the response by RPS around the questions.

Q1. What does your organisation want to see included in the 10-Year Health Plan and why? 
CPEAG noted as follows:-
· Capacity and capability (CPE action plan)
· Recognition of role of pharmacy include parity of approach to different elements of primary care 
· Specific points raised – why are specific figures mentioned? Investment should be proportionate of the whole NHS budget – community pharmacy plays a critical role in service delivery in primary care, investment should reflect this
· Public health and prevention of diseases. Advocates for the patients and public. Signposting
· Pharmacogenomics in screening and prevention section
· In our response, 
· 
· sub section the different areas of practice – what difference does this make to each sector
· Support for deprescribing – and being remunerated for that
Shift 1: moving more care from hospitals to communities  
This means delivering more tests, scans, treatments and therapies nearer to where people live. This could help people lead healthier and more independent lives, reducing the likelihood of serious illness and long hospital stays. This would allow hospitals to focus on the most serious illnesses and emergencies.  
More health services would be provided at places like GP clinics, pharmacies, local health centres, and in people’s homes. This may involve adapting or extending clinics, surgeries and other facilities in our neighbourhoods, so that they can provide things that are mostly delivered in hospitals at the moment. Examples might include:  
· urgent treatment for minor emergencies  
· diagnostic scans and tests  
· ongoing treatments and therapies.  

Q2. What does your organisation see as the biggest challenges and enablers to move more care from hospitals to communities? 
CPEAG comments were noted as follows:-
· More variation created than there needs to be – doing it once and doing it right – maybe some local flavouring. Could be simplified and be done more quickly – also helps patients / public to understand. Consistency, especially cross county borders. Over complicating
· Need to make care more mobile so access to information is key
· Ensuring the system is designed to work for patients
· Payments for community pharmacy – paid appropriately for medicines supply and concession prices, when needed must be enacted promptly
· Essential to not have different professions in ‘competition with each other’ – shared goals, especially as wider primary care team.
· Need for longer term planning and longer-term sustainable planning and investment, not always just short- term fixes
· How to make sure decisions made about pharmacy are integrated with services in primary / secondary care so patients can flow through the system rather than bottlenecks – e.g capacity to follow up referrals

Q3. What does your organisation see as the biggest challenges and enablers to making better use of technology in health and care? 
CPEAG comments were noted as follows:-
· Time needs to be taken to help people understand digital messages – there will naturally be cohorts of people who will need time to be educated and navigate the ‘new’ system. 
· Care Homes not able to utilise NHS App for residents – need to be able to do it on behalf of people – to ensure social care inclusion
· IP pathfinder standards need to be same as other prescribing standards, to ensure all prescribers are working to same standards
· Interoperability is critical and communication between systems, across settings, within NHS systems and to community pharmacy systems
· Changes to digital infrastructure across community pharmacy will need investment as shift towards a digitally connected world. Enable progress for pharmacy. Capital investment opportunity and parity across primary care. Not get left behind – make more efficient and create additional capacity

Shift 3: Sickness to Prevention  
· Proactive approach to prevention of illness, wellness and tackling the underlying causes of ill health (social determinants of health).
· Early screening and diagnosis of illness
· By preventing ill health within the population, we will naturally relieve pressure on primary and secondary care services

Q4. What does your organisation see as the biggest challenges and enablers to spotting illnesses earlier and tackling the causes of ill health? 
CPEAG comments were noted as follows: -
· Allow pharmacists to make ‘minor’ changed to appropriate alterations (short term) – pharmacists making the right changes for patient care. 
· Links to trust and mindset and culture of system
· The work of pharmacy helps prevent patients’ health deteriorating and provides access to patients to medical services which saves the system money – stop deterioration
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