
Clinical pharmacists in 
general practice
The recent article by Williams et al 
estimated that one clinical pharmacist post 
in Westbourne Medical Centre saves a GP 
80 hours a month.1 Researchers in Dudley 
determined that 769.6 GP hours were saved 
by 5.4 full-time equivalent pharmacists 
over 4 months between September and 
December 2015.2 This equates to one post 
saving a GP 35.6 hours per month.2 We 
estimated the potential time saved for GPs 
by tasks being undertaken by part-time 
pharmacists in three general practices in 
Canberra, Australia, at 23% from May to 
December 2017. Assuming that a full-time 
pharmacist works 37.5 hours per week, our 
data suggest that 37.4 hours per month of 
GP time may be saved by one full-time 
pharmacist.

This comparison suggests that differences 
in GP hours saved may depend on the different 
activities undertaken by the pharmacists, 
their clinical experience, or the different 
methods of coding activities as a GP task.

Making a cost-effectiveness case for 
pharmacists in general practice is complex. 
Using GP hours saved alone underestimates 
the health economic value of pharmacists in 
general practice. Other contributions that can 
be considered include hospital admission 
avoidance due to safer prescribing,1,3 reduced 
drug costs,2 involvement in government 
payments for quality or specific services,1,4 
and improved clinical outcome measures.5

We agree that using GP hours saved 
implies that pharmacists are ‘cheap doctors 
or expensive nurses’1 but feel that using GP 
hours saved will be a necessary component 
of cost-effectiveness calculations until 
pharmacists are universally accepted as 
essential to the general practice team.
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Long-term conditions 
and the National 
Diabetes Audit
The management of long-term conditions1 in 
primary care has hit the headlines thanks to a 
report from the Academy of Medical Sciences,2 
which highlighted the clustering of different 
physical and mental health conditions in a 
single patient, and estimated that millions of 
Britons suffer from multimorbidity.

Diabetes is acknowledged as a condition 
where primary care clinicians should be well 
used to managing multimorbidity, and lessons 
may be learnt from this area. The National 
Diabetes Audit data3 provide practice-level 
measures of diabetes outcomes including 
the numbers achieving target HbA1c and 
those at elevated risk of complications. We 
have recently published4 multivariate analysis 
linking variation in these outcomes to the 
organisation of diabetes care.

There was a univariate relation between 
a higher percentage of ‘No’ responses to 
‘satisfaction with level of support for all LTC’ 
and a lower proportion of T2DM patients hitting 
target glycaemic control (TGC). Practices in 
the highest decile of patient rating with 3.0% 
‘No’ response to this question had 68% TGC 
versus the lowest decile of ratings with 27.3% 

‘No’ response associated with only 64% TGC. 
Interpolation gave a 1% increase in the TGC 
proportion at GP practice level associated 
with a 5.9% decrease in ‘No’ response.

We have shown how ensuring that patients 
with LTC feel listened to, involved, and cared 
for is a key way to make a difference to their 
clinical outcomes. Patients’ perception of 
clinical care may be a significant determinant 
of clinical outcomes.
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