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Medicines partnership

Following a framework for good practice
helps achieve concordance
Recent editions of Pharmacy in Practice have highlighted the importance of partnership with patients
regarding medicines taking. This article describes a framework for good practice for achieving concordance
and discusses the skills pharmacists need to actively support people with taking their medicines.
Introduction
Since 1997, when the Royal Pharmaceutical
Society of Great Britain published From
compliance to concordance1 the concept of
concordance has been defined, re-defined,
explored and discussed. Though some may
quibble about the finer conceptual basis of
concordance, it is generally accepted by
most clinicians that a patient-centred
approach to prescribing and medicinetaking is desirable.

care settings in 2006 just 37% of hospital
patients discharged with new medicines
reported that they were told ‘completely’
about any side-effects. There is little
evidence of significant change in NHS care
in these areas since 2002 when the national
NHS survey programme was introduced.
The Health Foundation covers similar
ground in its report3 and names engagement of the patient in shared decisionmaking about treatment options as one of
four areas that the NHS should prioritise to
improve patient experience.

However, the experience that patients
have in the NHS does not always seem to
match up to the ideals and principles of
concordance. The Picker Institute and the
Health Foundation have both recently
reported on what patients tell us about the
care they receive from the NHS and the
extent to which it is patient-centred. Both
organisations have sought to integrate data
on patient experience of primary and
secondary care gathered over the last few
years. The Picker Institute reports2 that
patients are very appreciative of the care
they receive from the NHS. However,
aspects of their care that could be improved
include involvement in decision-making,
involvement in medication choices and
information about side-effects.

Why has there been no improvement in
patient involvement in prescribing and
medicines-taking?
What does concordance look like? Despite
acceptance of the concept of concordance
there is little evidence in recent years —
from large-scale patient surveys at least —
of any demonstrable change in the
experience of patients in involvement in
decisions about their medicines. Practical
implementation of the principles of
concordance is not keeping up with the
rhetoric. While reliable and valid measures
of concordance have been developed,4 there
is no clear agreement about how concordance can be achieved.

In 2006, 32% of primary care patients
and 48% of hospital patients said they had
not been sufficiently involved in decisions
about their care. Again in 2006 only 55%
of primary care patients prescribed new
medicines said they had definitely been
involved in decisions about which medicines would be best for them (a decrease
from 59% in 2004 and 2005). In secondary

Establishing a consensus
The Medicines Partnership Programme,
now at NPC Plus, has sought to establish a
consensus about how to go about involving
patients in prescribing and medicinestaking, and the skills that clinicians need to
achieve concordance with patients about
medicines. We asked professional groups of
clinicians to describe the behaviours that
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are characteristic of a good concordant
consultation. We also asked a group of
patients with long-term conditions to
describe a ‘good’ consultation with a health
care professional. After a process of sorting
and sifting the concordant behaviours were
grouped into themes and tested with
another multi-professional group. The
resulting Competency framework for shared
decision-making: achieving concordance for
taking medicines5 is a guide to good practice
for concordance. It describes 59 behaviours
in eight areas of competence that support
concordant practice.
The framework5 is summarised in Figure
1. The behaviours are intended to be relevant
to consultations between patients and any
health care professional in any setting across
the full range of medical conditions. It is not
assumed, however, that every behaviour in
the competency framework should be
evident in every consultation; rather that
clinician behaviour will adapt to the
individual patient and moment of care.
How pharmacists can use the
concordance competency framework:
primary care
Involving patients in decision-making about
medicines matters not only during prescribing consultations, but also after the point of
prescription — when medicines are
dispensed, reviewed, stopped or changed.
Pharmacists can make a real difference to
patients’ experience of health care by
increasing the extent to which they involve
and support patients in their medicines
taking and by using behaviours that support
concordance.
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Building a partnership
1. Listening
Listens actively to the patients

2. Communicating
Helps the patient to interpret information
in a way that is meaningful to them
Managing a shared consultation
3. Context
4. Knowledge
With the patient defines and agrees the
Has up-to-date knowledge of area of
purpose of the consultation
practice and wider health services
Sharing a decision
5. Understanding
6. Exploring
7. Deciding
8. Monitoring
Recognises that
Discusses illness and
Decides with the
Agrees with the
the patient is
treatment options,
patient the best
patient what
an individual
including no treatment
management strategy happens next
Figure 1. Summary of competency framework for shared decision-making with patients. Eight areas of
competence (1 to 8 above), each with a specific, overarching statement, support concordance practice.5

In primary care and in community
pharmacy, pharmacists can use the
concordance competency framework as a
guide to practice for medication reviews.
The competencies in area 6 of ‘Exploring:
discuss illness and treatment options,
including no treatment’ are particularly
relevant to medication review. Likewise, in
disease management clinics in primary care,
or testing services for diabetes, high blood
pressure, and cholesterol in the community
pharmacy, the concordance competency
framework can guide the pharmacist to
build a partnership with the patient. It can
help ensure that the consultation covers the
patients concerns as well as their own; and
guide the pharmacist to offer advice and
guidance based on an understanding of
individual patients’ specific concerns,
beliefs and priorities.
The Medicines Partnership Programme
at NPC Plus has run a number of training
programmes to assist pharmacists in primary
care and community pharmacy to develop
and refine consultation skills that are
consistent with the competency framework.
The training courses have given pharmacists
an opportunity to practice and rehearse their
skills for concordance with simulated patients
and to later observe their consultation on
DVD for further learning and reflection.
Through a combination of self-assessment,
peer-supervision and guidance from course
leaders, participants learn to incorporate new
skills, behaviours and consulting styles into
their day-to-day practice.

254

Secondary care and the concordance
competency framework
Pharmacists in secondary care may consider
admission and discharge from hospital as
two key moments when patient involvement can have a crucial impact on treatment effectiveness and patient safety. The
draft NICE guideline on medicines reconciliation at admission (now at the consultation stage, full guidance is expected in
December 2007)6 recommends that when a
patient is admitted to hospital, pharmacists
should be involved in medicines reconciliation as early as is possible.
In addition to reconciling paper and
electronic medicines records on admission,
collecting a medication history with the
patient is important. Based on the
competency framework, a concordant
medication history would involve the
pharmacist listening to the patient’s views,
treating the patient as an equal partner,
using open questions to elicit information,
and exploring and confirming the patient’s
understanding about medicines. A
concordant consultation with the patient to
gain a medication history may be more
likely to result in an accurate account of the
medicines and dose that the patient is
currently taking. Although this may be at
odds with paper and electronic records, it
may be more accurate. Medication errors
may be less likely to occur as a result of a
concordant medication history taking.
Further, when a medication history is
conducted in a manner likely to facilitate

concordance, patients’ beliefs about
prescribed medicines and their effects can
form the basis of an ongoing dialogue with
patients about their conditions and treatment during their time in hospital.
The competency framework can also
guide good practice with medicines at
discharge. The competency area 2 —
‘Communication: help the patient to interpret information in a way that is
meaningful to them’ is useful here. This
includes the proviso that we should share
information in a way the patient understands, and explore and confirm the
patient’s understanding of medicines.
Patients who are engaged and involved are
more likely to be able to identify and
prevent medication errors, for example, by
having sufficient information, understanding and commitment to following a
new medicines regimen on discharge.
Pharmacists have much to offer patients
by using the competency framework — as
do other clinicians. The concordance
resources for foundation doctors, available
from e-Learning for Healthcare (e-LfH),
authored by the Medicines Partnership
Programme at NPC Plus and Medicines
Management at Keele University, are based
on the shared decision-making and concordance competency framework described
here. By establishing a consensus about
what concordance looks like in practice,
and seeking to support and train clinicians
in concordance consultation skills, we
hopefully won’t have to wait too long before
we are able to say that we have a more
patient-centred NHS — as far as medicines
are concerned at least.

Wendy Clyne, assistant director, Medicines
Partnership Programme, NPC Plus, Keele
University
Series editor: Duncan Petty
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harmacy in Practice accepts articles
from both primary and secondary
care. All submissions are peerreviewed and feedback with suggestions for
improvement is provided to authors.
Soapbox
This should provoke thought, stimulate
debate, or make readers aware of new health
care policy or research and its implications.
Article length should be about 600–1200
words, tables and figures are not usually
included, but can be if they emphasise a
message. Up to five references can be used.
Series articles and reviews
These are usually around 2000 words long.
They are structured with an introductory
section, the main body of the article
subheaded according to the subject and a
summary, with up to 10 references. For
reviews, please include an abstract or
summary of 200 words.
Original research
Original research articles can be qualitative
or quantitative. They may include practice
research articles, audits and practice development articles. They should be subdivided
into the following sections:
Abstract
This should be no more than 250 words
and should contain details of objectives,
study design, participants, the main
outcome measures, brief results and main
conclusions.
Introduction
Explain briefly what has already been done,
and what you had hoped to add or achieve.
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Methods
Enough detail should be given to allow
independent researchers to replicate the
study. References to published works may
be given and specific details, data collection
forms or questionnaires can be included.

Length of manuscripts
Original research articles are usually up to
around 2000 words long and can include up
to two figures and up to 10 references.
Please try to be concise. All authors should
state their name, title and place of work.

Describe the inclusion and exclusion
criteria and the methods used to avoid bias.
How many subjects would be needed to
produce meaningful results? Has ethical
approval been obtained if this is necessary?
Medicine names should generally be generic
names. See: www.corec.org.uk

Photographs
If these are included they may be used to
illustrate the front cover of the journal.
Please supply digital images as JPEGs or
TIFFs of resolution 300dpi and size 15cm X
10cm or larger.

Results
This should contain all the information
needed for the reader to assess whether your
conclusions are valid. Tables or figures can
be used to illustrate results. For qualitative
papers the results and discussion sections
may be combined.
Discussion
Begin with a brief summary of the main
findings and a critique of the study design.
Mention the good and bad points and
perhaps suggest modifications. Refer to
published work and compare your findings
with others. Has your study added anything
to the literature? What questions does your
work raise? Discuss the implications of your
findings for pharmacy and for the patients.
Research letters
Begin with an introduction, describing the
background to your study, brief methodological details, results and a discussion of
the interpretation of your data. Where
appropriate and helpful, tables and/or
figures can be used to illustrate your results.

Reference style
Please use the Vancouver style as illustrated
in the examples below. For multiple authors
list the first three authors followed by et al.
Please refer only to peer-reviewed literature,
not secondary cources. Do not refer to
manuscripts that are submitted, but not yet
published. Examples of reference style are:
1. Jones C. Evidence-based medicine.
Pharm J 2002; 268: 839–43.
2. Edwards K. It’s a pharmacist’s life. In:
Smith G (Ed). Pharmacy today. 3rd
edition, pp23–45. London: Pharmaceutical press; 2002.
3. Consort statement. http://www.consort
-statement.org Last accessed 7 December
2002.
For all submissions please include full
details of all authors and the email address
of the main author.
The editor will be happy to discuss
preliminary proposals, answer queries and
supply full instructions for authors. The
editor can be contacted by email at
pip@medicomgroup.com.
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