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LPS — a one-year progress report
Bids for projects to be provided under local pharmaceutical services contracts were first invited by the Department of Health in
March 2002. These pilot schemes are now just starting. A second wave was approved last month. Fawz Farhan reports

LOCAL pharmaceutical services have now
become a reality. Last week, Northumber-
land Care Trust became the first to go live
with its LPS pilots offering a truly innova-
tive approach to care provision (see Panel,
right).

LPS has aroused much interest and
debate since it was first unveiled last April. It
was initially met with suspicion by contrac-
tors who considered it a ploy by the Depart-
ment of Health to undermine pharmacy and
erode funding. However, this attitude has
largely changed, judging by the overwhelm-
ing response by contractors to PCTs’
recruitment of LPS providers.

David Lammy, Parliamentary Under-
Secretary of State for Health, speaking at
the Pharmaceutical Services Negotiating
Committee dinner earlier this month, said
he is in no doubt that LPS will encourage
innovation, provide flexibility and help
pharmacists make better use of their skills.
“I am enthusiastic about LPS as it could,
and should, liberate the National Health
Service and pharmacists to provide services
where they are most needed,” he said.

However, LPS is not for everyone as
some services are best provided under the
current contract. LPS can provide unique,
add-on services to meet specific needs or to
specific patients groups, such as drug mis-
users, the mentally ill and people from eth-
nic minorities. Some of the successful LPS
pilots have also used the contracts to
increase access to health care, promote dif-
ferent skills and services that are not linked
to prescription volume, and integrate phar-
macy with other health care providers, pre-
scribers and local authorities. A total of 18
LPS pilots have now been approved by the
Department of Health, seven of which are
preliminary approvals where PCTs have yet
to identify suitable providers. 

PCTs with full approval are expected to
start pilots in April, while PCTs with pre-
liminary approval will be given longer to
complete the process. This will have to
include a consultation period of 30 days, the
recruitment and training of LPS providers,
and, in some cases, refitting of premises.  

Department of Health LPS implemen-
tation manager Theresa Prendergast says
pilots should ideally start within three
months of approval (with an additional four-
to-six weeks for preliminary approvals) so
that they do not become outdated, as any
changes to the original proposal would need
to be resubmitted. “Six months is (now)
quite a long time, and in that time proposals
become irrelevant, run out of steam or are
taken over by something else in the PCT,”
she says.

The Department has commissioned a
national evaluation of LPS pilots led by
Professor Peter Noyce at the school of
pharmacy, University of Manchester. The

evaluation is intended to shed light on the
effective use of LPS in modernising health
services provision. An evaluation report will
be presented to the Department in 2005–06.
National rather than local evaluation has
been chosen because the Department was
conscious of the further burden on
resources this would put on PCTs. Howev-
er, it is looking for co-operation from all
pilots and PCTs and has promised there will
be minimal documentation and extra work
required of them.

LESSONS LEARNT

The Department of Health insists that LPS
has been a learning curve for all those
involved, with plenty of opportunity to

learn from mistakes and fine-tune the
process for the future. PCTs themselves
admit underestimating the complexity of
LPS and the amount of work involved.  

Some of the common themes that have
emerged during the preparation and pro-
cessing of bids are outlined below.

Organisation One of the main barriers to
LPS has been the creation of PCTs in the
first place. PCTs are at different stages of
development and even established ones are
finding their roles continuously evolving.
This has meant the infrastructure for pursu-
ing LPS has not always there. When more
PCTs mature, the number of LPS bids is
expected to increase. PCTs involved with
LPS have recognised this and some have
suggested that primary care development
managers work alongside PCT and phar-
maceutical advisers.

Understanding Both the Department and
PCTs recognise that having a clear under-
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LPS goes live in Northumberland

Northumberland Care Trust, formed by the merger of the primary care trust and adult
social services, has set up LPS contracts with three pharmacies which will provide stand
alone pharmaceutical services that are not simply a bolt-on to dispensing. 

Belford Pharmacy, situated in a rural farming village, is collaborating with the local
dispensing doctor practice to offer prescribing advice and medication review for older
people. Richard Copeland, pharmacist consultant in public health at the care trust, who
submitted the LPS bid, says: ‘‘The pharmacy operates under the Essential Small Phar-
macy Scheme because it does not attract enough prescriptions. LPS reinforces its role, as
it gives professional services equal weight to dispensing in terms of payment.”

The other two providers are situated in GP practices in Berwick-upon-Tweed and
are offering medication review and a clinical pharmacy service to Berwick Infirmary
which is around 50 miles from the nearest hospital pharmacy (see p353). They are using
a dispensing robot, supplying two pharmacies, to give them time for this service.

A dispensing robot allows pharmacists to conduct clinical services under an LPS contract
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standing of what LPS entails is crucial.
Understanding the correct process and the
expectations of the Department is another
consideration. Tony Carson, community
pharmacy development manager at Lam-
beth, Lewisham and Southwark PCTs, says:
“It is such a new process. Everyone is get-
ting their heads around it and trying to
understand it and it has been difficult.
There is little that people can use as there is
no template.”

Workload The stark warning from PCTs
and pharmaceutical advisers is never to
underestimate how long it takes to submit
an LPS bid. Many who have embarked on
LPS have had to neglect other responsibili-
ties to concentrate on LPS full time. Some
PCTs thought a project manager was neces-
sary to ensure proper planning and prepara-
tion of LPS. Jane Moffat, head of medicines
management at Brighton and Hove PCT,
says: “LPS is complicated and is one of
many roles that I am doing at the moment. I
have to try to juggle it with the others. I
needed external support because I did not
always have the time.” 

Clarity The aim is to keep the review
process for LPS pilot bids to a six-week
period between the submission deadline and
the announcement of successful bids. The
tight schedule means bids need to be clear,
relevant and succinct, says Ms Prendergast.
They also need to be clearly written and
presented because the evaluation panels will
be scrutinising several bids in a short time.
Some bids have failed in the past simply
because they have not been communicated
clearly. Mr Carson says: “The Department
has stressed the need for clarity in LPS bids.
We used consultants who provided expertise
that helped to structure the information in
the bids, ensuring that they were clear, con-
cise and coherent and met the require-
ments.” Proper planning and preparation is
essential when it comes to LPS bids. Rush-
ing a bid through to meet the deadline is a
waste of time and effort, and it is better to
wait for the next time. Ms Prendergast says
that although deadlines for LPS bids are
currently once a year, this may be raised if it
becomes apparent that more bids need to be
brought through. 

Consultation and collaboration Collabora-
tion with stakeholders is essential to ensure
the success of pilots and patient involve-
ment. Some PCTs gained support and col-
laboration through open discussion at
meetings. Meeting were held with GPs,
pharmacy development groups and patient
support groups and local authorities.
Greater emphasis is being placed on impact
assessments. PCTs need to consider various
standpoints, including that of community
pharmacists. PCTs thought contractors
were initially distrusting of the Government
and PCT agenda behind LPS and agree that
openness and transparency is essential.

Funding issues Some PCTs have had to
look at a variety of sources to fund LPS.
Some have simply diverted money from

other health professions, while others have
had to look more broadly and use funds
from other sources, such as those for nation-
al service frameworks and medicines man-
agement. Set-up costs have included
training and payment of pharmacists for
their time and solicitors’ fees for contracts.
Funds for premises were sometimes
required. In future, where LPS and existing
pharmacy contracts co-exist, probity
arrangements will have to address how the
PCT checks which prescription forms are
sent to the Prescription Pricing Authority as
part of the LPS and at whose cost.

THE CONTRACTORS’ VIEW

Contractors have responded enthusiastical-
ly to LPS. Lambeth, Lewisham and South-
wark PCTs received 50 expressions of
interest for five LPS sites; North, Central
and South Manchester PCTs received 54 for
12 sites; and Brighton and Hove City PCT,
received 30 for three sites.

LPS offers contractors a more secure
and longer-term way of offering services
than current ad hoc funding arrangements.
Many have had their fingers burnt in the
past, with successful projects ceasing
abruptly because of lack of funds. Pharma-
cists were then left with the dilemma of
whether to continue offering the service at
their expense, or withdrawing a much need-
ed service from deserving patients.

Paul Benson, an LPS provider in Man-
chester, is strongly in favour of LPS because
it allows him to be more clinically involved
and gives him the opportunity to make an
impact on medicines management. LPS can
even lead to involvement in other services
such as management of minor ailments and
prescribing. Mr Benson believes LPS is also
financially rewarding because payment is
based on service not prescription volume.
He is allowed to run the LPS contract
alongside his old contract for dispensing
and can even opt out of LPS if he finds that
it does not suit him.

Tim O’Donoghue of Greenlight Phar-
macy in Camden was already providing spe-

cialist services to the local Bangladeshi com-
munity and believed these would be best
delivered through an LPS contract. He
demonstrated this to Camden PCT through
qualitative work and was selected as an LPS
provider. Under LPS, Mr O’Donoghue will
be targeting Bangladeshi patients by provid-
ing language translation and advocacy in the
pharmacy and pharmaceutical monitoring
of up to 300 registered patients with coro-
nary heart disease and diabetes. 

He believes LPS is an ideal model for
delivering purchased services. The secure
funding also ensures continuity of service
and therefore raises the profile of pharmacy
among patients and GPs.  LPS is also better
suited for qualitative services. 

Nicola Roe, professional services man-
ager at Rowlands Pharmacy, has been work-
ing with Salford PCT on increasing access
to medicines and managing patients on
long-term medication for chronic illness.
She believes LPS crystallises the debate
about money and gets innovative ideas in
front of key PCT people.

WAY FORWARD

Following the announcement of the second
wave of pilots, the Department has decided
to revise the LPS guidance notes and pro-
posal forms. The revised documents,
expected this month, take into account defi-
ciencies that became apparent in the first
and second wave of bids.

The consultation process now has to
allow 30 days for people to respond. It was
thought unsatisfactory that some bids had
allowed only five days for consultation.
Impact assessments will also be more clearly
defined under new headings. PCTs will have
to produce a draft assessment stating their
views on the matter and any negative impact
of LPS on existing primary care services will
need to be justified.

Despite a seemingly slow start, LPS is
now getting under way in England. A third
wave of bids has been invited by the Depart-
ment with a submission deadline for these of
1 September.

NPA provides members with support for LPS
The National Pharmaceutical Association  has been active in supporting members with
LPS. At the end of February, it produced a generic model contract for LPS providers,
which they can take to a solicitor to “top and tail” with locally agreed requirements.
Claire Jones, assistant head of NHS service development at the NPA, says: “We decided
this was top of the list. Community pharmacists are having to draw up contracts with a
new shift in business. We wanted to provide them with as much support as possible.” 

Within the next couple of months, the NPA plans to update its guide on LPS which
it produced jointly last May with the National Prescribing Centre. The NPA also offers
support for LPS on an ad hoc basis. Its LPS helpline (tel 01727 858687 ext 3293 or 3376,
e-mail lps.help@npa.co.uk) has attracted enquiries from PCTs and individual contrac-
tors. These have ranged from general questions about what LPS is to PCTs asking about
the finer details of LPS regulations. 

In addition, the NHS service development section within the NPA’s practice division
has a number of people on the ground giving advice and support on aspects of communi-
ty service to local pharmaceutical committees, PCTs and strategic health authorities.
“We see LPS as a key development. LPS is extremely important and some contractors
need to get on board with this new thinking on the national contract. Where contractors
want to move forward, we will help them. But it is not for everyone,” Ms Jones says.


