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33rd Annual Scientific Meeting: 10th June 2022 

“Personomics: Putting the patient at the centre of 

prescribing and medicines use” 

The 33rd Annual Scientific Meeting was held in Manchester, following the successful 
32nd meeting that was held online due to the COVID-19 pandemic. The meeting 
continued to deliver what the group set out to deliver over 30 years ago, which is to 
be a multidisciplinary forum for research into medicines usage. The mood was 
upbeat, as PRIMM meetings usually are, with many delegates commenting how nice 
it was to meet people in person again and network. Subsequently, we were again 
really pleased that fifty people attended. The co-chairs of the group, Sam 
Sherrington and Dr Wasim Baqir, said, “We had excellent and thought-provoking 
presentations around personalising care for the people we look after. We hope the 
meeting inspired everyone to do further work and perhaps take back learning to drive 
patient care and research.” 
 
The morning session was chaired by Graham Prestwich and the afternoon session 
was chaired by Dr Laura Sahm. Graham observed that since both he and the last 
speaker are both patients, the meeting was something of a “patient sandwich”.  
 
The meeting brought together international experts to discuss personomics and the 
opportunities this offers for medicines optimisation. Globally, it is now recognised 
that a personalised approach to patient care improves quality and the experience of 
care and can be delivered in an economical way. This is an exciting area for 
medicines as we see advances in genomics and a move to personalised prescribing. 
These issues were tackled by the varied line-up of speakers, who took us from 
medicines adherence and the typical differences between health professionals’ 
perspectives and patients’ perspectives on the use of medicines through genomics 
and pharmacoeconomics to a patient’s moving experience of complex polypharmacy 
and personalised medicine. 
 
Professor Alf Collins, Clinical Director, NHS England Personalised Care Group, 
talked about personomics as the art and science of personalised care. He pointed 
out that healthcare is designed for populations, although delivered to individuals, but 
our approach to healthcare is primarily disease /condition centric, not primarily 
person centric This leads to predictable consequences such as high treatment 
burden, for example, multiple appointments and polypharmacy. On the other hand, 
undertreatment / low adherence is also a big problem, and this is another predictable 
consequence. Reasons for this include both patients and clinicians overestimating 
treatment benefits and underestimating treatment harms. He said that it is also 
driven by adherence to single disease guidelines, and that as clinicians rarely seek 
patients’ preferences, prescribing is often clinician-centric, where patients are only 
involved if they object or refuse treatment. He emphasised that we need to 
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acknowledge that patients and clinicians have different perspectives, and we should 
focus more on individual patients’ goals, values and preferences, which involves 
evidence-informed shared decision making. He talked about the need to employ 
behaviour change principles and how this can influence health behaviour and 
finished by saying that in this way personalised care is an evidence based, 
theoretically principled skillset. 
 
Professor Robert Horne, Professor of Behavioural Medicine at the University 
College London School of Pharmacy and Director of the Centre for Behavioural 
Medicine, talked about ‘putting the person into personalised medicine’. He said that 
behaviour is a rate-limiting step between effective treatment and optimum outcomes 
but pointed out that non-adherence may be the norm rather than the exception. He 
said that adherence or non-adherence may be best understood as the interaction 
between a person and their illness or condition. Lots of factors have been found to 
correlate with non-adherence but underlying all of these appear to be two reasons: 
‘can’t adhere’ (which concerns the unintentional, people’s ability and practicalities) 
and ‘don’t want to adhere’ (which concerns people’s intentions, motivation, and 
perceptions). He pointed out that people usually have pre-existing ideas about their 
condition and beliefs and expectations about treatments, which are usually logical, 
‘common-sense’ interpretations. He talked about the Necessity-Concerns 
Framework (necessity for action versus concerns about action) and gave examples 
of common patient concerns (e.g., long term effects, declining effect over time, 
dependence, side effects, etc) and pointed out that clinicians often do not address 
these concerns and patients do not often voice them. He gave examples of common-
sense origins of necessity beliefs and concerns (e.g., if still feeling unwell then the 
medicine is not working, and if no symptoms then no problem and medicines not 
needed). He lastly talked about the 3-step Perceptions and Practicalities Approach to 
this, which (1) involves communicating a common-sense rationale, (2) eliciting and 
addressing concerns, and (3) tailoring the regimen and addressing practical barriers.   
 
Vicky Chaplin, Pharmacy Genomics Lead, NHS England and NHS Improvement, 
talked about genomics, personalised medicine and medicines optimisation. She 
began by saying that personalised medicine provides better management of people’s 
health by moving away from a ‘one size fits all’ approach. She talked about the four 
principles of medicines optimisation and how these can be applied to 
pharmacogenomics as (1) personalised medicines choices, (2) evidence based 
genomic testing, (3) embedding genomics nationally, and (4) using genomics to 
target and predict risk and toxicity. She then turned to the NHS Genomic Medicine 
Service (NHS GMS) and said that it’s overarching aim is to enable the NHS to 
harness the power of genomic technology and scientific advances to improve 
population health and patient outcomes. She gave an introduction to the National 
Genomic Test Directory and the infrastructure of the NHS GMS, with Alliances 
across the country to provide NHS system-level clinical leadership, transformation 
and workforce development. She also gave examples of national transformation 
projects for 2022-23, such as: optimising and improving the clinical effectiveness of 
DPYD gene testing for patients with cancer; embedding the implementation of 
familial hypertriglyceridaemia services in primary care; and, delivery of a 
comprehensive service for the detection of Lynch syndrome. In terms of empowering 
the workforce, she said that this involved clinical leadership at all levels across 
multiple specialities, mapping workforce education and training (also at all levels), 
and an education programme strategy. She finished by saying that as technology 

https://www.england.nhs.uk/genomics/
https://www.england.nhs.uk/genomics/
https://www.nw-gmsa.nhs.uk/about-us/our-regional-and-national-projects/our-2022-2023-projects
https://www.nw-gmsa.nhs.uk/about-us/our-regional-and-national-projects/our-2022-2023-projects
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continues to develop, further opportunities could emerge especially focusing on the 
needs of the NHS as there is a need to implement pharmacogenomics at scale.  
Professor Dyfrig Hughes, Professor of Pharmacoeconomics, co-director of the 
Centre for Health Economics and Medicines Evaluation at Bangor University and 
Director of Impact and Engagement, talked about pharmacogenomics and 
personomics. He started by making the point that personomics brings together 
pharmacogenomics, pharmacoeconomics and medicines adherence. He noted that 
the total cost of hospital admissions in 2018-2019 was £18bn, of which £2.2bn was 
likely due to adverse drug reactions (ADRs) and that somewhere between 2% and 
30% of these ADRs potentially could have been prevented by pharmacogenomic 
testing. He gave case studies of the cost effectiveness of pharmacogenomic testing 
for particular medicines. One example was carbamazepine where approximately 5% 
of patients experience severe ADRs and at least one allele is associated with an 
increased risk of ADRs in specific populations. The cost in terms of Quality of 
Adjusted Life Years (QALY) gained per patient is small, but this is less than the cost 
per ADR averted and so when scaled up, this makes pharmacogenomic testing cost-
effective. Another example was allopurinol and the ADR of Stevens Johnson 
syndrome, which affects approximately 7 in 10,000 patients treated with it. One allele 
is associated with increased risk of this ADR, especially in Asian populations but 
routine testing is not currently recommended. In this example, the cost of testing is 
very small and the QALY gain is also very small, which means that routine testing is 
not cost-effective, although it may be in specific populations. His overall message 
was that personomics is about measuring, understanding, predicting and managing 
variability in treatment effect.   
 
Finally, Andrew Taylor, patient speaker, talked about his experiences of health 
services and taking medicines. He said that he was born with a congenital heart 
defect known as tricuspid atresia, meaning that the right side of his heart was 
undeveloped and therefore not working as it should. So, at an early age, he 
underwent open heart surgery to have an operation called a classic Fontan 
procedure. He previously had a Blalock-Taussig shunt at age one to help the 
oxygenated blood move around his body, but he explained that this was a quick fix, 
ahead of the Fontan procedure. By bypassing the right side of hie heart and 
connecting to the pulmonary he was given a unique circulatory system that has kept 
him alive for the last 30 years. He spoke movingly about his experiences of having a 
high treatment burden (particularly complex polypharmacy), adverse reactions to 
medicines (such as gynaecomastia as a result of spironolactone treatment) and his 
experiences of negotiating health services. In particular, he spoke about trying to get 
health professionals to listen to his perspective and act on his concerns, with which 
he had varied success over the years. 
 
Research highlights 

A total of 30 posters were displayed at the meeting and four oral presentations were 
given.  
 
One of the oral presentations was given by the winner of the Oral Abstract Prize. 
Xinchun Gu from the University of Manchester for her abstract 'Investigating the risk 
of severe adverse events in gabapentinoid users with chronic non-cancer pain in 
English primary care’.  
 
The other three oral presentations were given by John Hughes from the Royal 
College of Surgeons in Ireland, Ita Fitzgerald from the University College Cork, and 
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Laura Sahm presented a study by Kathleen Hurley from the Mercy University 
Hospital and North Lee Mental Health Services in Cork. John presented a systematic 
review and meta-analysis of the prevalence of drug-drug interactions in older 
community-dwellers. Ita talked about the development of an evidence-based 
guideline using GRADE methodology for the use of metformin for the management 
of antipsychotic-induced weight gain. Laura talked about Kathleen’s work on closing 
the gap between primary and secondary care for people taking clozapine.  
 
The winner of the Poster Prize was Yubo Wang, from the University of Manchester, 
for his poster titled "Health and economic loss of primary endocrine therapy to older 
women with operable early-stage breast cancer: A cost-effectiveness and value of 
implementation analysis". 
 
These presentations and posters demonstrated the diversity and quality of research 
being undertaken in the field of medicines use in the UK and Ireland. The abstracts 
have been published in Pharmacoepidemiology and Drug Safety. 
 
 
Dates for your diary 

The provisional date for the next meeting is 27th January 2023, which will be an 
online seminar with the title “Pharmacoenvironmentology: Making Sense of the 
Mayhem”. This promises to be another very exciting and innovative meeting, so 
please hold the date!  
 
We are planning to hold the 34th Annual Scientific Meeting in January 2024. The 
date and theme for this meeting will be announced soon. 
 
 
DUR book  

PRIMM committee members have contributed to the writing and editing of a major 
reference textbook, Drug Utilization Research: Methods and Applications. 
The book is published by Wiley at a cost from £107.95 (e-Book) and was a 
EuroDURG initiative. http://eu.wiley.com/WileyCDA/WileyTitle/productCd-
1118949781.html. It replaces the 1st edition of the Drug Utilisation Research 
Handbook, produced by PRIMM (formerly known as DURG UK and Ireland) in 2000, 
which was edited by Prof Hugh McGavock. 
 
 
Notes for editors 

Prescribing Research in Medicines Management (PRIMM UK and Ireland) is a multi-
disciplinary forum for researchers with interests in drug utilisation research and all 
other aspects of medicines management.  
 
For further information on PRIMM, see the PRIMM website at: 
http://www.primm.eu.com/ 
 
PRIMM contact details:  
primmad17@gmail.com 
Twitter account @PRIMM_UK_IRL.  
 

https://www.gradeworkinggroup.org/
https://onlinelibrary.wiley.com/toc/10991557/2022/31/S1
http://eu.wiley.com/WileyCDA/WileyTitle/productCd-1118949781.html
http://eu.wiley.com/WileyCDA/WileyTitle/productCd-1118949781.html
http://www.primm.eu.com/
mailto:primmad17@gmail.com
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PRIMM UK and Ireland is affiliated to the European Drug Utilisation Research Group 
(EuroDURG), which is a Special Interest Group of the International Society for 
Pharmacoepidemiology. https://www.pharmacoepi.org/eurodurg/ 

https://www.pharmacoepi.org/eurodurg/

