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ABSTRACT

Objectives This study explored how Structured
Medication Reviews (SMRs) are being undertaken and
the challenges to their successful implementation and
sustainability.

Design A cross-sectional mixed methods online survey.
Setting Primary care in England.

Participants 120 clinical pharmacists with experience in
conducting SMRs in primary care.

Results Survey responses were received from clinical
pharmacists working in 15 different regions. The majority
were independent prescribers (62%, n=74), and most
were employed by Primary Care Networks (65%, n=78),
delivering SMRs for one or more general practices. 61%
(n=73) had completed, or were currently enrolled in, the
approved training pathway. Patient selection was largely
driven by the primary care contract specification: care
home residents, patients with polypharmacy, patients

on medicines commonly associated with medication
errors, patients with severe frailty and/or patients using
potentially addictive pain management medication. Only
26% (n=36) of respondents reported providing patients
with information in advance. The majority of SMRs were
undertaken remotely by telephone and were 21-30 min
in length. Much variation was reported in approaches to
conducting SMRs, with SMRs in care homes being deemed
the most challenging due to additional complexities
involved. Challenges included not having sufficient time
to prepare adequately, address complex polypharmacy
and complete follow-up work generated by SMRs, issues
relating to organisational support, competing national
priorities and lack of ‘buy-in’ from some patients and
General Practitioners.

Conclusions These results offer insights into the role
being played by the clinical pharmacy workforce in a new
country-wide initiative to improve the quality and safety of
care for patients taking multiple medicines. Better patient
preparation and trust, alongside continuing professional
development, more support and oversight for clinical
pharmacists conducting SMRs, could lead to more efficient
medication reviews. However, a formal evaluation of the

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This cross-sectional mixed methods survey study
is the first to describe how Structured Medication
Reviews (have been implemented at scale by clin-
ical pharmacists working in primary care settings
across England.

= NHS England stakeholders, pharmacy professionals,
pharmacy educators and patient representatives
were consulted throughout to ensure relevant and
appropriate questions were asked in the survey, and
to advise on the survey distribution strategy.

= The survey consisted of both closed-ended ques-
tions to enable speed of response and easily quan-
tifiable data, and open-ended questions to enable
more in-depth free-text responses.

= Our findings represent a ‘snap-shot’ of 120 clinical
pharmacists’ experiences at a specific point in time.
Patients and General Practitioners may have had a
different view.

= Due to the methods of the distribution and the anon-
ymous nature of the survey, it was not possible to
report survey response metrics such as participa-
tion or completeness rates. The survey may have
been subject to respondent bias by relying on third-
party efforts at distribution and voluntary participa-
tion with no reimbursement.

potential of SMRs to optimise safe medicines use for
patients in England is now warranted.

INTRODUCTION

The long-term prescription of multiple
medications to individuals, known as poly-
pharmacy, increases with age such that more
than one in 10 people aged over 65 years
take at least eight different prescribed medi-
cations weekly, increasing to one in four
among people who are aged over 85." At least
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16% of hospital admissions are thought to be linked to
adverse reactions to prescribed medication, particularly
in individuals taking ten or more medicines and with six
or more comorbidities.” 237million medication errors
are estimated to occur annually across primary and
secondary care settings in England, costing the National
Health Service (£98.4million each year.” With an ageing
population and increasing multiple long-term conditions
(MLTC or multimorbidity), improving the appropriate
use of polypharmacy and reducing medicines-related
problems in older people has become a priority.*

One approach to meeting this challenge is to undertake
explicit and systematic medication reviews, described by
Shaw and Seal as a ‘structured, critical examination of a
patient’s medicines’.” Previously, the scope of medication
reviews has varied, with different types of reviews under-
taken by different healthcare professionals in different
settings.” In 2015, a National Institute for Health and
Care Excellence (NICE) evidence review concluded
that there was mixed evidence as to whether medica-
tion reviews were more clinically effective in reducing
the suboptimal use of medicines and medicines-related
patient safety incidents compared with usual care.” NICE
recommended that primary care organisations consider
carrying out a structured medication review (SMR) for
individuals taking multiple medicines and/or living
with chronic or long-term conditions, and older people.
Furthermore, the most appropriate healthcare profes-
sional to carry out such a review should be determined
locally, based on their knowledge and skills, for example,
a clinical pharmacist or an appropriate member of a
multidisciplinary team.” The term ‘clinical pharmacist’ is
generally understood to mean pharmacists working with
patients and other healthcare professionals in a health-
care setting, like a hospital or general practitioner (GP)
practice, rather than a community pharmacy setting.

The main objective of SMRs was defined as: ‘reaching
an agreement with the person about treatment, opti-
mising the impact of medicines, minimising the number
of medication-related problems and reducing waste’.”
SMRs were formally introduced via NHS England
(NHSE) in September 2020,% as distinct from the act of
re-authorising repeat prescriptions or a review of specific
medicines during a long-term condition review. However,
full implementation was delayed due to the COVID-19
pandemic.’

In 2022-2023, NHSE provided financial incentivisation
for SMRs conducted by clinical pharmacists for patients
in the following priority cohorts: people living in care
homes, with complex and problematic polypharmacy
(specifically taking ten or more medications), taking
medicines which are commonly associated with medi-
cation errors, living with severe frailty and using poten-
tially addictive pain management medications.'’ Further
incentives were provided to review patients on specific
medication combinations or with omissions viewed as
harmful. For instance, people over the age of 65 years
who had been given a non-steroidal anti-inflammatory

drug without gastric protection.'' However, these further
incentives were discontinued in 2023 /24, without notice.

Earlier research has mostly examined the history behind
SMRs or undertaken smallscale trials.'* Real-world data
on the practical difficulties and successes that come with
integrating a new workforce into primary care and rolling
out SMRs across the country is lacking.” A qualitative
interview study with clinical pharmacists delivering SMRs
remotely in primary care in England between 2020-2022
reported that early implementation, without the oppor-
tunity for adequate clinical knowledge development,
consultation training provision and skills acquisition,
fell short of policy aspirations for holistic, personalised
reviews."?'* Therefore, the aim of the current study was to
gain insight into the implementation of SMRs in primary
care in England 3 years after their introduction and
within the context of NHSE policy-making.

METHODS

Study design

This was a cross-sectional mixed methods survey
conducted between February and May 2023. Prior to
commencing, a study protocol was developed, and NHS
ethical approval was gained from South Central—Hamp-
shire A Research Ethics Committee (Ref. 22/SC/0373).
Eligibility criteria for participation were pharmacists
with experience in conducting SMRs with primary care
patients in England. We did not seek consent from our
participants as the survey was anonymous. On the intro-
ductory page of the survey, it stated, ‘By filling out the
survey, you are giving your consent for your responses to
be used in our study. All responses will be anonymous’.
The survey was voluntary and consisted of 43 questions
over seven pages: closed-ended questions to enable speed
of response and easily quantifiable data, and open-ended
questions to enable more in-depth free-text responses.
There was an option for respondents to save their
responses and complete them later. If participants wished
to leave their name and contact details to register their
interest for future research, these contact details were
separated from their survey responses.

A request for distribution (via their Twitter accounts
and primary care newsletters) of an invitation to clinical
pharmacists delivering SMRs in primary care in England
to complete an anonymous ‘open’ e-survey, with a
weblink to information about the study, was sent to the 15
regional Academic Health Science Networks. The same
request was also sent to the 15 regional National Institute
for Health Research Applied Research Collaborations.
Our distribution strategy was to try and reach Medi-
cines Optimisation leads and Chief Pharmacists working
at the locality level, providing medicines leadership for
Integrated Care Boards who would forward the invita-
tion to clinical pharmacists delivering SMRs in primary
care in England via their own networks. We also targeted
national pharmacy educators and pharmacy champions
with the same request to distribute the weblink to their
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clinical pharmacy networks. The original target was 30-50
respondents.

Development of materials and procedure

We planned to report on the attributes of our respon-
dents (eg, their employment and prescribing status),
their experiences conducting SMRs and their percep-
tions (eg, challenges faced). We were not aware of
any existing surveys on SMRs at the time. Drawing on
published SMR guidance, several drafts of the survey
were co-developed with clinical study team members,
two clinical pharmacists delivering SMRs in primary
care settings, three senior pharmacists (including
care home leads) and three pharmacy educators. The
survey questions were carefully selected to align with
the study’s aim of gaining insight into everyday prac-
tice and the work involved in conducting SMRs, as well
as exploring the challenges faced. Our approach to
data validation included field-testing to seek feedback
on question topics, phrasing, formatting, response
options, logic and time to complete before refining
and launching the survey.

A final version of the survey was created and
launched wusing Jisc Online Surveys V.2 on 10
February 2023 (online supplemental data 1). On the
first page of the survey, participants were informed
about the purpose of the study, the nature of the
questions the expected completion time, and who the
principal investigator and funder were. The second
page contained an eligibility screening question. The
survey was open for 3 months with no financial incen-
tive for completion.

Data analysis

Responses were captured automatically by the survey
platform. Quantitative data from closed-ended ques-
tions were analysed descriptively using functionality
within the Jisc Online Surveys package (ie, tools for
basic data analysis and reporting, allowing users to
visualise, filter and interpret results and to download
the data for further analysis). Qualitative data from
open-ended questions were downloaded in prepara-
tion for thematic analysis'” using NVivo V.12. NVivo
is a software program that is commonly used to
support thematic analysis of qualitative data. It allows
researchers to organise, code and analyse data from
various sources, including surveys, making the process
more efficient and systematic. An inductive approach
was used to generate themes from the open-ended
responses. Four members of the research group met
and worked independently through the responses
to each of the open-ended questions line-by-line to
develop an initial set of codes and categories. These
codes and categories were discussed and agreed. The
qualitative data were then imported into NVivo, and
the agreed codes were systematically applied to the
data.

Stakeholder, patient and public involvement

NHSE stakeholders, pharmacy professionals, phar-
macy educators and patient representatives were
consulted throughout the study to ensure relevant
and appropriate questions were asked in the survey,
to advise on the survey distribution strategy, and how
best to disseminate the findings. The preliminary and
final survey results were presented to the study expert
stakeholder group, who confirmed the importance of
the findings. One co-author is a patient representa-
tive, was a co-applicant on the funding application,

Table 1 Respondent demographics

Respondents
Demographic (n (%))
Region
East of England 9 (7.6%)
East Midlands 8 (6.7%)
Greater Manchester 6 (5%)
Kent, Surrey and Sussex 3 (2.5%)
North East and North Cumbria 4 (3.4%)
North Thames 3 (2.5%)
North West London 6 (5%)
North West Coast 9 (7.6%)
Oxford and Thames Valley 8 (6.7%)
South London 10 (8.4%)
South West Peninsula 8 (6.7%)
Wessex 10 (8.4%)
West 16 (13.4%)
West Midlands 15 (12.6%)
Yorkshire and Humber 5 (4.2%)
Length of time delivering SMRs
0-5 months 13 (10.8%)
6-11 months 14 (11.7%)
1-2 years 51 (42.5%)
3-5 years 29 (24.2%)
6 or more years 13 (10.8%)

Training and background
Pharmacist in general practice pathway 26 (21.7%)

Medicines optimisation in care homes 8 (6.7%)

pathway
Primary care pharmacy education pathway 73 (60.8%)

On-the-job training 38 (31.7%)

Other 17 (14.2%)
Employing organisation

PCN 78 (65%)
GP practice 30 (25%)
Other 12 (10%)

GP, general practitioner; PCN, primary care network; SMRs,
structured medication reviews.
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Table 2 Patient identification and selection for structured medication reviews

Respondents n (%)

Who identifies patients for SMRs in the organisations you work for?*

Primary care network

GP partners or practice lead
Patients referred by other clinicians
Pharmacists

Pharmacy technicians

| don’t know

Othert

45 (37.5%)
42 (35%)
54 (45%)
93 (77.5%)
27 (22.5%)
3 (2.5%)
17 (14.2%)

Which patient groups receive SMRs in the organisations you work for?*

People in care homes
People on 10 or more medicines

People on medicines are commonly associated with medication errors

People with severe frailty

People using one or more potentially addictive medications, for example, opioids, gabapentinoids,

benzodiazepines and z-drugs
Othert

*120 respondents were asked to tick all that apply.

87 (72.5%)
92 (76.7%)
99 (82.5%)
97 (80.8%)
94 (78.3%)

45 (39.1%)

TArdens/EMIS searches, medicines manager, administrative team, care coordinator, patients self-referring.

tPeople with incentivised medicines-related indicators listed by NHS England,® people with frequent hospital admissions, people with mental
health problems, people who are housebound, people using medication compliance aids or with compliance issues, people with complex
discharge needs, people on 4-9 medicines, people with a clinical need as requested by other health professionals, patients, carers or family

members.
GP, general practitioner; SMRs, structured medication reviews.

supported development of the study protocol and
participated in all investigator team meetings.

RESULTS

Participant characteristics

Respondents were automatically assigned a unique
response number, which did not contain any identifiable
information about them. Due to the methods of distribu-
tion and the anonymous nature of the survey, it was not
possible to report survey response metrics such as partici-
pation or completeness rates.'® NHSE workforce data for
31 January 2023 reports 4102 full-time equivalent clin-
ical pharmacists in 1198 primary care networks (PCN)."”
However, because the number of clinical pharmacists
conducting SMRs was not reported, it was not possible to
calculate a response rate for eligible participants.

The survey was completed by 120 clinical pharmacists
conducting SMRs across England, with the majority of
responses coming from the West of England and West
Midlands. The majority of respondents were employed
on permanent contracts with PCNs (65%, n=78) or
general practices (25%, n=30), with a minority employed
by other organisations. Just over half (51%, n=62) were
conducting SMRs for two or more general practices. A
small number of respondents (10%, n=12) were remote
workers. The majority (65%, n=78) reported 2 years or
less experience in conducting SMRs. 11% (13/120) of

respondents reported six or more years of experience in
conducting SMRs, despite them being introduced for the
first time in 2020 (see table 1).

Justover half of the respondents reported that they were
qualified as Independent Prescribers (IPs) (62%, n=74),
that is, non-medical healthcare professionals who assess
patients with diagnosed and undiagnosed conditions
and make decisions about their clinical management,
including prescribing. IPs can prescribe autonomously
for any condition within their clinical competence, with
the exception of some controlled drugs to treat addic-
tion. During SMRs, in partnership with the person and
the multidisciplinary team, they may also stop unneces-
sary medicines being prescribed, make dosage adjust-
ments, deal with referrals and test requests and carry
out follow-up care. 61% (73/120) of respondents had
completed, or were currently enrolled in, the approved
training pathway for SMR competencies—the Primary
Care Pharmacy Education Pathway—a mandatory
requirement by the NHS."” However, there was consider-
able variation in their training backgrounds as shown in
table 1.

How were SMRs undertaken?

Patient identification, selection and invitations

In most cases (78%, n=93), the clinical pharmacists them-
selves were identifying eligible patients via electronic
health record (EHR) searches based on the nationally
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Table 3 Likelihood of information/additional sources being checked in preparation for/during structured medication reviews

Always Often Sometimes Rarely Never

Current medication list 120 (100%) 0 0 0 0
Problem list or medical history 111 (92.5%) 8 (6.7%) 0 1 (0.8%) 0

Other investigations and/or test results 93 (77.5%) 22 (18.3%) 4 (3.3%) 1 (0.8%) 0
Kidney function test results 92 (77.3%) 21 (17.6%) 3 (2.5%) 2 (1.7%) 1 (0.8%)
Hospital letters or discharge summaries 80 (66.7%) 33 (27.5%) 6 (5%) 1 (0.8%) 0

Blood pressure 73 (60.8%) 42 (35%) (4 2%) 0 0
Over-the-counter medications 68 (57.1%) 28 (23.5%) 8 (15.1%) 5 (4.2%) 0

Safety issues 65 (55.1%) 28 (27.1%) 6 (13.6%) 7 (5.9%) 2 (1.7%)
Herbal/complementary medicine products 64 (54.7%) 23 (19.7%) 7 (14.5%) 10 (8.5%) 3 (2.6%)
Weight 50 (41.7%) 58 (48.3%) 0 (8.3%) 2 (1.7%) 0

Frailty score 35 (29.7%) 17 (14.4%) 44 (37.3%) 16 (13.6%) 6 (5.1%)
Activities of daily living 29 (25%) 30 (25.9%) 41 (35.3%) 12 (10.3%) 4 (3.4%)
Diet and fluid intake 28 (24.1%) 24 (20.7%) 44 (37.9%) 19 (16.4%) 1 (0.9%)
Falls history 28 (23.7%) 35 (29.7%) 44 (37.3%) 10 (8.5%) 1 (0.8%)
Living circumstances 26 (22.4%) 33 (28.4%) 42 (36.2%) 9 (7.8%) 6 (5.2%)
Capacity assessment 24 (21.1%) 13 (11.4%) 32 (28.1%) 28 (24.6%) 17 (14.9%)
Information from carers or families 22 (18.7%) 32 (27.1%) 53 (44.9%) 10 (8.5%) 1 (0.8%)
Social support 20 (17.5%) 33 (28.9%) 40 (35.1%) 15 (13.2%) 6 (5.3%)
Advance care plan 16 (13.6%) 5(12.7%) 31 (26.3%) 34 (28.8%) 22 (18.6%)
Continence 16 (13.8%) 9 (16.4%) 53 (45.7%) 24 (20.7%) 4 (3.4%)

identified priority cohorts, or usinga GP contract-oriented ~ The SMR consultation

population health tool (‘Ardens’). PCN clinical leads
(38%, n=45), GP partners/practice leads (35%, n=42),
and pharmacy technicians (23%, n=27) and occasionally
administrative staff were also reported to play a role in
identifying eligible patients.

A total of 45/115 (39%) respondents indicated that
other patient groups beyond those listed in the primary
care contract guidance (care home residents, poly-
pharmacy, patients on medicines commonly associ-
ated with medication errors, patients with severe frailty
and/or using potentially addictive pain management
medication)' were also being identified for SMRs in
their organisations (see table 2). These other patient
groups included individuals taking potentially problem-
atic medicines prioritised by NHSE in 2022/23,"" and
individuals referred for reactive SMRs where a partic-
ular need for review was identified by other healthcare
professionals, patients themselves, carers or family
members.

Invitations to SMRs were most commonly oral or
electronic appointment notices, including via phone
text messaging (SMS), as reported by 54% (n=76) of
respondents. Only 26% (n=36) of respondents reported
providing patients with information on the benefits of
SMRs or setting expectations for the review process in
advance. Sometimes patients were being invited by ‘cold
calling’ (see online supplemental Data file).

When asked who usually conducts SMRs in their organ-
isation, 72% (n=86) of respondents indicated clinical
pharmacists, 34% (n=41) indicated GPs, or other health-
care professionals such as Advanced Nurse Practitioners
(9%, n=11). When asked about tools/checklists used to
identify potentially inappropriate medicines prior to the
review, the most common was to calculate Anticholinergic
Burden scores (34.6%, n=94), a measure of the combined
effect of all medications with anticholinergic activity that
a person is taking (see online supplemental Data file).
Higher scores have been linked to greater risk of adverse
effects such as cognitive impairment, functional decline,
falls and increased mortality in older adults."
unsurprisingly, due to the number of different patient
groups receiving SMRs, aside from checking patients’
medication lists, there was considerable variation in the
types of information our respondents reported checking
in preparation for/during SMRs (see table 3). The activ-
ities reportedly most likely to always be initiated during
SMRs were medication adherence checking and identi-
fying potentially inappropriate, problematic or high-risk
medicines. The activity least likely to always be initiated
was follow-up planning (see table 4).

Reviews were nearly always conducted directly with
the patient, with only 6.7% (n=8) respondents reporting
desk-based reviews. In terms of modality, 98% (n=117) of
respondents were conducting telephone SMRs, with 75%

Perhaps
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Table 4 Likelihood of activities being initiated during structured medication reviews

Always Often Sometimes Rarely Never

Medicines adherence check 105 (89%) 13 (11%) 0 0 0
Identifying potentially inappropriate, 93 (78.8%) 25 (21.2%) 0 0 0
problematic or high-risk medicines

Agreeing on an action plan 90 (76.9%) 26 (22.2%) 1 (0.9%) 0 0
Safety-netting 88 (74.6%) 27 (22.9%) 3 (2.5%) 0 0
Patient’s medical history 81 (68.6%) 28 (23.7%) 8 (6.8%) 1 (68.6%) 0
Medicines reconciliation 74 (63.2%) 32 (27.4%) 8 (6.8%) 2 (1.7%) 1 (0.9%)
Identifying what matters most to patients 72 (60.5%) 37 (31.1%) 6 (5%) 4 (3.4%) 0
Negotiating shared agenda and goals 71 (60.2%) 39 (33.1%) 8 (6.8%) 0 0
Follow-up planning 69 (59%) 34 (29.1%) 14 (12%) 0 0

(n=90) conducting face-to-face SMRs (see online supple-
mental Data file). Home visits were also undertaken by
23% (n=27) of respondents. SMR consultation length
(not including preparatory or follow-up work) varied
considerably, but most reported a length of ‘between 21
and 30min’ (n=57, 47.5%) (figure 1). Most respondents
(n=86) reported using a bespoke SMR template within
the patient’s EHR to structure and document the review
(see online supplemental Data file).

SMRs in care homes

A total of 48% (n=57) of respondents reported under-
taking SMRs in care homes. Several respondents
commented that these tended to be longer and more
complex, requiring more preparatory work and follow-up
compared with other settings. Respondents reported
often conducting these reviews without direct patient
involvement due to mental capacity or communication
issues, relying instead on input from care home staff

60 n=57,47.5%

50

40

n=32, 26.6%

30

20

Number of responses

10

and medication administration records. Two respon-
dents commented that these SMRs were more likely to be
geared towards deprescribing where appropriate.

Post-SMR consultation

Post-SMR discussion with GPs regarding medicine change
interventions differed depending on whether respon-
dents reported being qualified as an IP or not. Non-IPs
were more likely than IPs to report seeking advice from
a GP when they had concerns about adverse effects or
monitoring; when prescribing a new medicine; when
recommending changes to already prescribed medicines
or when they felt uncertain about an intervention (see
table 5).

Challenges to successful delivery and sustainability of SMRs
Free text responses were provided by 94/120 (78%) of

respondents to the question ‘What barriers, if any, have
you faced conducting SMRs’. Three main themes were

n=23, 19.2%

n=8, 6.7%

_

21—30 min

Length of structured medication reviews.

up to 20 min
Figure 1

31—40 min Longer than 40 min
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Table 5 The likelihood of discussing medicine change interventions with a general practitioner by an independent prescriber

with a status

Independent prescriber (IP) status IP (n=74) Non-IP (n=46) Total* (n=120)
When | have concerns about adverse effects 38 (561.4%) 31 (67.4%) 69 (57.5%)
When | have concerns about monitoring 2 (43.2%) 30 (65.2%) 2 (51.7%)
When | prescribe a new medicine 3(17.6%) 25 (564.3%) 8 (31.7%)
When | prescribe a dose adjustment 6 (21.6%) 27 (568.7%) 3 (35.8%)
When | recommend stopping a medicine 2 (29.7%) 34 (73.9%) 6 (46.7%)
When | feel uncertain about an intervention 67 (90.5%) 44 (95.7%) 111 (92.5%)

| have never needed to do this 0 (0%) 0 (0%) 0 (0%)

Othert 1(14.9%) 2 (4.3%) 13 (10.8%)

*Percentage of respondents who selected each answer option.

TWhen decision is outside of scope of practice, | have concerns | need to discuss with a colleague who may know patient better, to ensure
we are on the same page with the patient’s treatment plan, when | feel information needs to be shared, if | have any concerns/need advice
regarding the plan, or occasionally at the patient’s request, when specific requests/contributions from other multi-disciplinary team members
are required, to notify general practitioner of changes made and any monitoring/review needed.

generated from these data: time constraints around the
delivery of SMRs, issues relating to organisational infra-
structure and wider context and lack of ‘buy-in’ and
support from the wider primary care team.

Time constraints

Time was the most reported barrier to conducting SMRs,
mentioned in 46/94 (49%) of the free text responses.
Many respondents expressed that they did not have
enough time allocated to prepare for, conduct and/or
document SMRs, particularly when conducting reviews
with patients who were complex and/or had complex
polypharmacy. Time as a barrier was reported by respon-
dents regardless of IP status. Communication difficulties
in patients, such as poor hearing for older patients or
conducting SMRs in care homes, could also necessitate
more time:

30 mins is not long enough to do a thorough review,
especially those in care homes, frailty, polypharmacy,
etc (R95)

Respondents advocated for a flexible approach with
more or less time allocated depending on the complexity.
Although there was a lack of agreement about how much
time was needed for an SMR, there was evidence that
some respondents were frustrated if given 15 mins or less.

Time. Almost all surgeries I work for expect SMRs to
be done within 15 min, no matter how many meds pt
on or how complex the medication regimen is. The
surgery don’t seem to take into account that some
patients are elderly and need time to collect their
thoughts and speak. Also, a lot of patients have a lot
to say about their medications and 15min is simply
not enough time to do an SMR on patient on more
than 10 meds (R8)

Several respondents reported minimisation of their
concerns regarding lack of time, with one recounting that

they resorted to threatening to leave to negotiate more
time to manage the workload. Others felt pressure to
conduct a certain number of SMRs. However, the average
time allocated for SMRs appeared to vary from practice
to practice.

I have 45min for a face-to-face SMR, which allows
time for a holistic approach to shared decision mak-
ing and an effective consultation (R80)

Organisational and wider context

The responses suggested that in some organisations, the
way that SMRs were being operationalised, for example,
without administrative support and insufficient phys-
ical space, was impeding effective delivery. This then
increased the workload and hence the time required to
undertake individual SMRs. For example, some respon-
dents reported having no administrative support avail-
able to manage appointment-booking or to be alerted
to patients’ mobility or sensory needs, and a shortage
of consultation rooms in which to conduct face-to-face
reviews. In particular, the mode of consultation made
available to clinical pharmacists was not always felt to be
suitable for patients:

The current default is to conduct reviews over the
phone (R52)

Some respondents felt that more information could
be shared in a face-to-face review as opposed to over the
telephone. Although housebound patients would greatly
benefit from home visits, this opportunity was often not
available:

We are currently not doing home visits (R50)

Moreover, the preparatory work needed to support
comprehensive SMRs, such as up-to-date test results or
other clinical investigations, was often not done and as
such, a barrier to efficiency:
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Getting patients booked in at the right time, that is,
with recent bloods and not duplicating other long-
term condition reviews (R49)

Beyond individual organisations, wider issues also
contributed to barriers to SMR delivery, such as changing
targets and priorities. For example, combining NHSE’s
priority patient groups with additional incentivised targets
meant that searches often identified too many patients,
or failed to pick up higherrisk patients who might benefit
the most from a holistic review of all their medicines.
These targets were often seen as burdensome and neces-
sitated the completion of a certain number of SMRs by
the end of the financial year, putting time stress on clin-
ical pharmacists. Additionally, some respondents found
that national priorities for other types of reviews, such as
long-term conditions review, meant SMRs were sidelined.
Moreover, several respondents mentioned that patients
wanted to talk about acute issues, not medication, due to
a misunderstanding of the purpose or relaying struggles
with access to other clinicians in the organisation:

Patients having their own agenda and a multitude of
problems that need addressing especially as they have
finally managed to speak to somebody from the prac-
tice! (R19)

Outside of the GP practice, care home staff did not
always have time to support clinical pharmacists reviewing
patients who lacked mental capacity for meaningful
involvement. Finally, one respondent reported the avail-
ability of suitable local services for patient referrals as
inconsistent, hindering the effectiveness of SMRs.

Lack of ‘buy-in’ and support

The perceived lack of time, administrative support and
physical space issues reported by respondents were often
directly linked by them to a lack of understanding or
‘buy-in’ from the wider primary care team regarding their
role and the perceived value of SMRs. For example, one
respondent mentioned a ‘generally poor perception of
importance of the review’ (R7). Some respondents felt
that GPs saw SMRs as a tick-box exercise which under-
mined the validity of the work they were undertaking:

GPs think it’s a tick box exercise; they do not see it as
a holistic review led by the patient. Due to this, GPs
are not supportive. Some GPs are not available for
debrief. GPs and others question the time it takes to
do a full SMR (R12).

Another respondent reported feeling unsupported and
isolated:

There is a lot of pressure on pharmacists to do this
work alone and with very little support from the team
to help with this huge piece of work (R57)

Some respondents felt unsupported as members of
the primary care team. Several respondents mentioned
a lack of confidence or lack of knowledge of what to do

with certain issues that arise from SMRs, or insufficient
training, as a barrier to effective SMRs. For example, one
respondent noted:

GPs/pharmacists in other practices are working on
potentially addictive drugs, but we feel this is a spe-
cialist area and requires more training for most phar-
macists and even GPs (R11)

Furthermore, they felt that protected time for supervi-
sion, where they could discuss their work with senior team
members, was not always made available.

Finally, several respondents also reported a lack of ‘buy-
in’ from patients themselves as barriers, exemplified by
poor uptake of SMR invitations: ‘Patient uptake is only
20% following written invitation explaining benefits’
(R10). Another perceived barrier was patients lacking
understanding of the purpose of SMRs and some being
resistant to speaking with someone new and expressing
a preference ‘to speak to a doctor and not a pharmacist’
(R105), particularly in discussions centred on the reduc-
tion of opioid medications. One respondent mentioned a
barrier in the form of the inclination of some patients to
prioritise pharmacological treatments over lifestyle modi-
fications, which could serve as preventive or adjunctive
therapeutic measures.

DISCUSSION

Overview of findings

This study has identified a number of challenges for clin-
ical pharmacists delivering SMRs in primary care settings
across England. Some respondents reported conducting
SMRs prior to national implementation. This may be a
reflection of the many different types of medication
review described in policy documents over the years,’ and
perhaps some respondents likening SMRs to other types
of pharmacist-led medication reviews.”

Patients receiving SMRs included individuals meeting
NHSE’s criteria for SMRs'’ and other priority cohorts
incentivised at the time."" Over two-thirds of respondents
had completed or were enrolled in training specifically
designed to support clinical pharmacists conducting
SMRs. However, only 14% (8/57) of respondents involved
in care home work had completed or were enrolled in
medicines optimisation in care homes training. SMRs were
being conducted remotely or face-to-face in GP surgeries,
care homes and in peoples’ own homes, with telephone
SMRs as the most frequently used modality. The majority
of reviews were undertaken within a 21-30 min time slot.

A number of important barriers to the successful imple-
mentation of SMRs were highlighted. Time constraints
were the most reported barrier, especially where there
was an expectation from employers or managers that
SMR could be done in I5min or less. There was also
evidence of a mismatch between some of our respon-
dents’ perceptions of the value of SMRs—a complex inter-
vention with complex patients which required multiple
different tasks that could not be simplified into one short
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consultation—with perceptions of other practice staff
(most commonly GPs). A lack of ‘buy-in’ from patients
was also reported in the form of low uptake. This may
be related to a lack of information provision, resulting
in patient uncertainty as to the offer and a lack of under-
standing of the role of clinical pharmacists working in
primary care.

Comparisons to existing literature

The importance of having sufficient time for the inde-
pendent review of prescribing in primary care, in partic-
ular with more complex patients (where complexity can
include medical and non-medical factors),' was antici-
pated in the original guidance: ‘We expect that an SMR
would take considerably longer than an average GP
appointment, although the exact length should vary in
line with the needs of the individual patients. Employers
should allow for flexibility in appointment length for
SMRs, depending on the complexity of individual cases’.”
Clinical pharmacists are often tasked with managing
complex patients presenting with intricate medication
regimens and multiple comorbidities, necessitating an
exhaustive review process that extends beyond the stan-
dard consultation duration.” Time was also reported as a
key theme in a prior qualitative interview study capturing
early implementation of telephone SMRs (between
September 2020 and February 2022)."" Our respon-
dents reported that SMRs required additional time and
presented greater challenges, for example, compared
with the now discontinued ‘Medicines Use Review’ service
in community pharmacies.*

A'supportive organisational context is important for the
successful implementation of any new intervention. Prior
research has documented that supportive working rela-
tionships between clinical pharmacists and GPs are key to
successful integration of the clinical pharmacy workforce
in general practice.”’ Also, a lack of ‘buy-in’ from GPs and
patients reinforces pharmacists’ feelings of professional
isolation and uncertainty regarding their autonomous
role in patient care.'* Some of our respondents’ concerns
around ‘buy-in’ from wider primary care team members
might suggest unclear or differing expectations around
the purpose of SMRs.

As argued by Blenkinsopp et al** clinical medication
reviews, such as SMRs also provide opportunities for
‘educational intervention to support patient knowledge
and adherence’. However, this requires acceptance of the
need for review and trust in the reviewer. Patients often
prefer to speak to a doctor instead of a pharmacist, which
indicates a need for more education about the role of
clinical pharmacists in SMRs.** Our respondents’ reports
of a lack of uptake from patients may reflect confusion
over the clinical pharmacists’ role in general practice,
leading to reduced confidence in the SMR process.*

Strengths and weaknesses
This study documents some of the real-world challenges
being faced by clinical pharmacists implementing SMRs

in primary care in England. Despite this, it only represents
a ‘snap-shot’ of 120 clinical pharmacists’ experiences at
a specific point in time. Patients and GPs, for example,
may have had a different view. The survey may also have
been subject to respondent bias by relying on voluntary
participation with no reimbursement, and not reaching
clinical pharmacists who were not on email distribution
lists or active users of social media channels. Additionally,
the dependence on self-reported information could lead
to recall bias, and the absence of a longitudinal design
restricts the capacity to evaluate changes over time.
Future research should explore the use of mixed-method
approaches to cross-verify data from different sources
and offer a more thorough insight into SMR implementa-
tion. Finally, SMRs are being undertaken within an ever-
changing policy context; for example, halfway through
our data collection period, additional financial incentives
for SMRs were unexpectedly retired.

Implications for practice, policy and research

In 2021, NHSE guidance recommended that the appoint-
ment length for SMRs should be around 30min."” Our
survey findings highlight that this is not happening
uniformly in practice, and in some cases, 30min was
not deemed to be enough time. To overcome these
challenges, employers could introduce structured time
management policies and establish support systems,
including further training and clinical supervision. Local
clinical leaders might take note that our findings suggest
many clinical pharmacists find it extremely challenging
to deliver SMRs in less time than required. Individuals
responsible for time/resource allocation should ensure
consideration of the SMR workflow in its entirety: patient
selection and preparation, appointment booking, review
of patients’ EHR, SMR delivery and documentation and
where necessary, consulting with GPs and completing
any follow-up actions. Furthermore, the complex nature
of some patients within the priority cohorts targeted for
SMRs may be out of scope in terms of their knowledge
and skills. This could have implications for the quality
and safety of patient care. In such instances, the most
appropriate healthcare professional to carry out such a
review should be determined locally.

Where patient uptake is low, this could be remedied by
better information provision about the purpose of SMRs
that reaches and is understood by people from different
ethnic and social backgrounds. More recently, the Health
Innovation Network has produced a number of resources
which can be used by GP surgeries to aid promotion and
patient education about SMRs.** Although this study
has allowed insight into some of the barriers to SMR
implementation, a more in-depth understanding of the
nature of work required from clinical pharmacists, other
members of the primary care team and patients (or their
caregivers) themselves, not only to undertake SMRs but
to implement any changes, is warranted. Our future
research will address this through a series of in-depth
practice case studies, including patient interviews.

Agwunobi AJ, et al. BMJ Open 2025;15:¢097012. doi:10.1136/bmjopen-2024-097012



Our own research, and that of others, suggests that
wider policy decisions surrounding SMRs may have made
implementation more difficult. For example, many of
our respondents reported populations receiving SMRs
closely aligned with incentivised targets, but some had
found that this identified too many patients to review.
The retirement of these financial incentives in April 2023,
plus the reported lack of ‘buy-in’ from the wider primary
care team, has meant that some practices have deprior-
itised SMRs.? However, NHS statistics show that SMR
appointments have continued to increase with 3.1 million
recorded between April 2028-March 2024.*° Policy-
makers should await the outcome of further research on
the effectiveness of SMRs before considering next steps.

CONCLUSION

These results offer insights into the new primary care
pharmacy workforce and their role in a country-wide
initiative to improve the quality and safety of care for
patients taking multiple medicines. More clarity is needed
over which patient groups should be receiving SMRs, and
patients clearly need better preparation to be able to fully
engage in SMRs. Building trust between pharmacists,
patients and primary care teams, and continuing profes-
sional development, support and oversight for clinical
pharmacists conducting SMRs, could lead to more effi-
cient medication reviews. However, a formal evaluation of
the effectiveness of SMRs to optimise safe medicines use
for patients in England is now warranted.

Author affiliations

"Nuffield Department of Primary Care Health Sciences, University of Oxford, Oxford,
UK

%Exeter Collaboration for Academic Primary Care, University of Exeter Medical
School, Exeter, UK

SUniversity of Leeds School of Medicine, Leeds, UK

“Bradford Teaching Hospitals NHS Foundation Trust, Bradford, UK

SRadcliffe Department of Medicine, University of Oxford, Oxford, UK

50xford and Thames Valley, Health Innovation Network, Oxford, UK

"University of Leicester Diabetes Research Centre, Leicester, UK

8 iverpool Centre for Cardiovascular Science, University of Liverpool, Liverpool, UK
°Department of Clinical Medicine, Aalborg Universitet, Aalborg, Region Nordjylland,
Denmark

"%University of Cambridge Primary Care Unit, Cambridge, UK

”Population Health Sciences, Bristol Medical School, Bristol, UK

2University of Leicester, Leicester, UK

"*Brighton and Sussex Medical School, Brighton, UK

Acknowledgements The authors wish to thank all who contributed to the
development of the survey and all our respondents. Sundus Jawad served as a
medicines optimisation pharmacist advisor to the study.

Contributors All authors contributed to the design of this study. RJM, GF, AC,

JM, RAP, CEC, GYHL, KK, RKB, SG, JPS, KLT, FDRH, SdL, RAP and MW initiated the
project. The protocol was drafted by RKB and KLT and was refined by JPS, PAB

and RJM. RKB was responsible for ethical board approval. RKB, AES and SG were
responsible for survey design and participant recruitment. RKB, KLT, AES, AJA, JPS
and RJM contributed to data interpretation and the qualitative analysis. Statistical
advice was provided by PAB. AJA and RKB drafted the manuscript and contributed
equally to this paper. MW provided a patient perspective. All authors contributed to
the manuscript and read and approved the final manuscript. RUM and RKB are joint
senior authors, and RKB is the guarantor.

Funding The Optimising Structured Medication Reviews (OSCAR) study is part of
a national programme of research on long-term conditions funded by NIHR Applied
Research Collaboration East Midlands (ARC EM) Ref. NIHR201895. The views
expressed are those of the author(s) and not necessarily those of the NIHR or the
Department of Health and Social Care. AC is part-funded by the National Institute
for Health and Care Research (NIHR) Applied Research Collaboration Yorkshire

& Humber. KK is supported by the National Institute for Health Research (NIHR)
Applied Research Collaboration East Midlands (ARC EM).

Map disclaimer The depiction of boundaries on this map does not imply the
expression of any opinion whatsoever on the part of BMJ (or any member of its
group) concerning the legal status of any country, territory, jurisdiction or area or
of its authorities. This map is provided without any warranty of any kind, either
express or implied.

Competing interests GF is the National Institute for Health and Care Excellence,
Board non-executive Director. AC is a member of the National Institute for Health
and Care Excellence Falls Prevention Guideline Development Group and led the
development and UK implementation of the electronic frailty index (eFl), which is
licensed to suppliers of electronic health record systems at no cost, on the basis
that a premium charge is not applied to the end NHS user. All other authors have no
competing interests to declare.

Patient and public involvement Patients and/or the public were involved in the
design, or conduct, or reporting, or dissemination plans of this research. Refer to
the Methods section for further details.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved by
South Central - Hampshire A Research Ethics Committee (Ref. 22/SC/0373). The
survey was anonymous; by virtue of completion, consent is implied.

Provenance and peer review Not commissioned; externally peer reviewed.
Data availability statement Data are available upon reasonable request.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iDs

Katherine L Tucker http://orcid.org/0000-0001-6544-8066
Christopher Elles Clark http://orcid.org/0000-0002-7526-3038
Andrew Clegg http://orcid.org/0000-0001-5972-1097

Simon de Lusignan http://orcid.org/0000-0001-5613-6810
Jonathan Mant http://orcid.org/0000-0002-9531-0268

Rafael Perera http://orcid.org/0000-0003-2418-2091

James P Sheppard http://orcid.org/0000-0002-4461-8756
Rebecca K Barnes http://orcid.org/0000-0001-8844-7496

REFERENCES

1 Health survey for england. 2016. Available: https://digital.nhs.uk/
data-and-information/publications/statistical/health-survey-for-
england/health-survey-for-england-2016 [Accessed 22 Nov 2024].

2 Osanlou R, Walker L, Hughes DA, et al. Adverse drug reactions,
multimorbidity and polypharmacy: a prospective analysis of 1 month
of medical admissions. BMJ Open 2022;12:e055551.

3 Elliott RA, Camacho E, Jankovic D, et al. Economic analysis of the
prevalence and clinical and economic burden of medication error in
England. BMJ Qual Saf 2021;30:96-105.

4 Cole JA, Gongalves-Bradley DC, Algahtani M, et al. Interventions
to improve the appropriate use of polypharmacy for older people.
Cochrane Database Syst Rev 2023;10:CD008165.

10

Agwunobi AJ, et al. BMJ Open 2025;15:¢097012. doi:10.1136/bmjopen-2024-097012


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0001-6544-8066
http://orcid.org/0000-0002-7526-3038
http://orcid.org/0000-0001-5972-1097
http://orcid.org/0000-0001-5613-6810
http://orcid.org/0000-0002-9531-0268
http://orcid.org/0000-0003-2418-2091
http://orcid.org/0000-0002-4461-8756
http://orcid.org/0000-0001-8844-7496
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/health-survey-for-england-2016
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/health-survey-for-england-2016
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/health-survey-for-england-2016
http://dx.doi.org/10.1136/bmjopen-2021-055551
http://dx.doi.org/10.1136/bmjqs-2019-010206
http://dx.doi.org/10.1002/14651858.CD008165.pub5

5

10

11

12

Shaw J, Seal R. The national collaborative medicines management
services programme. room for review — a guide to medication review:
the agenda for patients, practitioners and managers. National
Prescribing Centre; 2002. Available: http://www.npc.co.uk/ med_
partnership/medication-review/room-for-review/ downloads.html
Clyne W, Blenkinsopp A, Seal R. A guide to medication review.
National Prescribing Centre, Medicines Partnership Programme;
2008. Available: https://www.cff.org.br/userfiles/52%20-%
20CLYNE%20W %20A%20guide%20to%20medication%20review %
202008.pdf

NICE. Medicines optimisation. the safe and effective use of
medicines to ensure the best possible outcomes. NICE Guideline;
2015. Available: https://www.nice.org.uk/guidance/ng5/evidence
NHS England. Structured medication reviews and medicines
optimisation: guidance. 2020. Available: https://www.england.nhs.uk/
wp-content/uploads/2020/09/SMRSpec-Guidance-2020-21-FINAL-.
pdf

Stewart D, Madden M, Davies P, et al. Structured medication reviews:
origins, implementation, evidence, and prospects. Br J Gen Pract
2021;71:340-1.

NHS England. Network contract directed enhanced service
structured medication reviews and medicines optimisation: guidance.
2021. Available: https://www.england.nhs.uk/wp-content/uploads/
2021/03/B0431-network-contract-des-smr-and-mo-guidance-21-22.
pdf

NHS England. Network contract directed enhanced service
investment and impact fund 2022/23: updated guidance. 2023.
Available: https://www.england.nhs.uk/publication/network-contract-
directed-enhanced-service-investment-and-impact-fund-2022-23-
updated-guidance/

Robberechts A, Brumer M, Garcia-Cardenas V, et al. Medication
Review: What’s in a Name and What Is It about? Pharmacy (Basel)
2024;12:39.

Madden M, Mills T, Atkin K, et al. Early implementation of the
structured medication review in England: a qualitative study. Br J
Gen Pract 2022;72:e641-8.

Madden M, Stewart D, Cambridge JM. “Really putting a different
slant on my use of a glass of wine”: patient perspectives on

20

21

22

23

24

25

26

integrating alcohol into Structured Medication Reviews in general
practice. Addict Res Theory 2023;31:459-67.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res
Psychol 2006;3:77-101.

Eysenbach G. Improving the quality of Web surveys: the Checklist for
Reporting Results of Internet E-Surveys (CHERRIES). J Med Internet
Res 2004;6:e34.

NHS England. General practice workforce. 2023. Available: https://
digital.nhs.uk/data-and-information/publications/statistical/general-
and-personal-medical-services/31-january-2023

Ruxton K, Woodman RJ, Mangoni AA. Drugs with anticholinergic
effects and cognitive impairment, falls and all-cause mortality in older
adults: A systematic review and meta-analysis. Br J Clin Pharmacol
2015;80:209-20.

Nicolaus S, Crelier B, Donzé JD, et al. Definition of patient
complexity in adults: A narrative review. Journal of Multimorbidity
and Comorbidity 2022;12:26335565221081288.

Pharmaceutical Services Negotiating Committee (PSNC). The New
Contract for Community Pharmacy. Aylesbury: PSNC, 2004.

Mann C, Anderson C, Boyd M. The role of clinical pharmacists in
general practice in England: Impact, perspectives, barriers and
facilitators. Res Social Adm Pharm 2022;18:3432-7.

Blenkinsopp A, Bond C, Raynor DK. Medication reviews. Br J Clin
Pharmacol 2012;74:573-80.

Freeman C, Cottrell WN, Kyle G, et al. Integrating a pharmacist into
the general practice environment: opinions of pharmacist’s, general
practitioner’s, health care consumer’s, and practice manager’s. BMC
Health Serv Res 2012;12:229.

Health Innovation Network. New resources for patients preparing
for SMR. 2023. Available: https://thehealthinnovationnetwork.co.uk/
programmes/medicines/polypharmacy/patient-information/
Wickware C. NHS England to remove financial incentives for
structured medication reviews in 2023/2024. Pharm J 2023;310.
NHS England. Appointments in general practice. Available: https://
digital.nhs.uk/data-and-information/publications/statistical/
appointments-in-general-practice [Accessed 22 Nov 2024].

Agwunobi AJ, et al. BMJ Open 2025;15:¢097012. doi:10.1136/bmjopen-2024-097012

11


http://www.npc.co.uk/%20med_partnership/medication-review/room-for-review/%20downloads.html
http://www.npc.co.uk/%20med_partnership/medication-review/room-for-review/%20downloads.html
https://www.cff.org.br/userfiles/52%20-%20CLYNE%20W%20A%20guide%20to%20medication%20review%202008.pdf
https://www.cff.org.br/userfiles/52%20-%20CLYNE%20W%20A%20guide%20to%20medication%20review%202008.pdf
https://www.cff.org.br/userfiles/52%20-%20CLYNE%20W%20A%20guide%20to%20medication%20review%202008.pdf
https://www.nice.org.uk/guidance/ng5/evidence
https://www.england.nhs.uk/wp-content/uploads/2020/09/SMRSpec-Guidance-2020-21-FINAL-.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/09/SMRSpec-Guidance-2020-21-FINAL-.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/09/SMRSpec-Guidance-2020-21-FINAL-.pdf
http://dx.doi.org/10.3399/bjgp21X716465
https://www.england.nhs.uk/wp-content/uploads/2021/03/B0431-network-contract-des-smr-and-mo-guidance-21-22.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/03/B0431-network-contract-des-smr-and-mo-guidance-21-22.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/03/B0431-network-contract-des-smr-and-mo-guidance-21-22.pdf
https://www.england.nhs.uk/publication/network-contract-directed-enhanced-service-investment-and-impact-fund-2022-23-updated-guidance/
https://www.england.nhs.uk/publication/network-contract-directed-enhanced-service-investment-and-impact-fund-2022-23-updated-guidance/
https://www.england.nhs.uk/publication/network-contract-directed-enhanced-service-investment-and-impact-fund-2022-23-updated-guidance/
http://dx.doi.org/10.3390/pharmacy12010039
http://dx.doi.org/10.3399/BJGP.2022.0014
http://dx.doi.org/10.3399/BJGP.2022.0014
http://dx.doi.org/10.1080/16066359.2023.2207017
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.2196/jmir.6.3.e34
http://dx.doi.org/10.2196/jmir.6.3.e34
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/31-january-2023
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/31-january-2023
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/31-january-2023
http://dx.doi.org/10.1111/bcp.12617
http://dx.doi.org/10.1177/26335565221081288
http://dx.doi.org/10.1177/26335565221081288
http://dx.doi.org/10.1111/j.1365-2125.2012.04331.x
http://dx.doi.org/10.1111/j.1365-2125.2012.04331.x
http://dx.doi.org/10.1186/1472-6963-12-229
http://dx.doi.org/10.1186/1472-6963-12-229
https://thehealthinnovationnetwork.co.uk/programmes/medicines/polypharmacy/patient-information/
https://thehealthinnovationnetwork.co.uk/programmes/medicines/polypharmacy/patient-information/
http://dx.doi.org/10.1211/PJ.2023.1.177100
https://digital.nhs.uk/data-and-information/publications/statistical/appointments-in-general-practice
https://digital.nhs.uk/data-and-information/publications/statistical/appointments-in-general-practice
https://digital.nhs.uk/data-and-information/publications/statistical/appointments-in-general-practice

	Understanding structured medication reviews delivered by clinical pharmacists in primary care in England: a national cross-­sectional survey
	Abstract
	Introduction﻿﻿
	Methods
	Study design
	Development of materials and procedure
	Data analysis
	Stakeholder, patient and public involvement

	Results
	Participant characteristics
	How were SMRs undertaken?
	Patient identification, selection and invitations
	The SMR consultation
	SMRs in care homes
	Post-SMR consultation

	Challenges to successful delivery and sustainability of SMRs
	Time constraints
	Organisational and wider context
	Lack of ‘buy-in’ and support


	Discussion
	Overview of findings
	Comparisons to existing literature
	Strengths and weaknesses
	Implications for practice, policy and research

	Conclusion
	References


