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EDITORIAL

There will come a time when journals no longer include
articles about the COVID-19 pandemic, but it has not yet
arrived, and this issue contains two such articles. We
have selected these because they are not concerned
with maintaining services but with improving them,
demonstrating that even in the most difficult times
development and enhancement is possible. Karen Lee
and her colleagues describe how they had to change the
way a pharmacist-led anticoagulation service was
operated as a result of the pandemic, while Mahesh
Mistry and Jo Loague look at improving engagement
between medicines optimisation teams and the general
practices they serve. Both articles repay careful study.
While the deployment of pharmacists in general
practices and Primary Care Networks is very much to
be welcomed, it is undoubtedly true that this rollout
has not been without difficulties. In some cases
pharmacists entering these new roles have reported a
disparity between their expectations and those of their
new employers, and a lack of professional support as
they enter into a new professional setting. Colleagues
in Central and North West London NHS Foundation
Trust, Professor Nina Barnett and Aanya Shah provide
us with a fascinating pilot study on the work of a
mentor or coach in supporting these pharmacists.
They are quick to note that this is very much in its early
development, but it seemed to us to be worth sharing
now, because there is a current need that this paper
points to, and suggests a method of addressing.
Incidentally, Aanya is a third-year psychology student
at Edinburgh University; proof, if it were needed, that
you are never too young to publish if the material is
good enough. We welcome papers from people in
other fields where relevant to pharmacy practice.
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Dr Adam Mackridge is interviewed here about the use
being made of independent prescribers in community
pharmacy across Wales. We have no doubt that the
principles displayed here may have relevance in other
countries, although, of course, the representative
bodies and structures will differ; but he offers an
exciting overview of the way in which independent
prescribing in community pharmacy can make a real
difference to patient care. This is very much an interim
report; things are moving very quickly, and no doubt
this is something we will return to in the future.
Increasingly pharmacy team members are being
asked in engage in reflective practice. While this may
not be new to younger colleagues, for those of an
earlier vintage thinking in this way may not come
easily. In our Leadership section Dave Cosgrove gives
some practical pointers to improving our reflective
practice and making it work for us as a spur and
framework for self-improvement.
Finally, we thought it would be interesting to have a
subjective view of what the past year has felt like. The
statistics tell a tale, but it is clear that they do not fully
convey the rapid changes to which pharmacy has
successfully adapted, the pressures of the pandemic
and, particularly, the vaccination programme, and the
complexity of the regular changes in guidelines that
have had to be implemented at extremely short notice.
We are very grateful to Chris Grahame for giving us just
such a view.
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BEST PRACTICE IN
PHARMACY MANAGEMENT

Transformation of a Pharmacist-led
Anticoagulation Clinic Service during
COVID-19 Pandemic
Karen Y Lee and Beejal Shah, Lead Pharmacists Surgery and Pain (job share),
Richard Adama-Acquah, Clinical Pharmacist, Surgery. Royal Brompton and Harefield Hospitals
(part of Guy’s and St Thomas’ NHS Foundation Trust), Sydney Street, London SW3 6NP
Correspondence to: b.shah2@rbht.nhs.uk

Introduction
The anticoagulation clinic is an established outpatient
service managing patients on vitamin K antagonists
(VKA) at the Royal Brompton and Harefield Hospitals
(RBHH). In February 2020, the service was incorporated
into the Pharmacy Team and evolved into a
pharmacist-led anticoagulation service. The clinic
has patients across two sites (Royal Brompton and
Harefield Hospital) and is run as a traditional ‘test
and post’ service where, following a venous INR
sample, patients subsequently receive dosing advice
either by post or telephone. The vision was to
continue to develop a patient-centred approach using
a multi-disciplinary team, with emphasis on medicines
optimisation initiatives.1 This new pathway was
developed by training a pool of pharmacists who
completed competency-based assessments within a
Trust approved Protocol. We were also able to deliver
continuous specialist pharmacist input which allowed
us to respond rapidly to the COVID-19 pandemic and
to the needs of our patients.
During the COVID-19 pandemic, the UK Government
issued guidance for elderly and clinically vulnerable
patients to shield and limit exposure to public places
wherever possible.2 Due to this, coupled with the
reluctance of patients wanting to attend a hospital
clinic, we rapidly implemented several initiatives to
maintain patient safety and reduce patient footfall
to the hospital.3 Following a thorough internal risk
assessment process, risks to both staff and patients
attending the anticoagulation clinics operating

under the clinic procedures were identified. The faceto-face hospital outpatient appointments significantly
reduced and moved over to telephone and virtual
clinics so we could continue to provide advice to
patients during these unprecedented times.
This transformation project involved identifying
several strategies to achieve a reduction in patient
footfall; these included switching suitable patients to
direct oral anticoagulants (DOACs) where appropriate,
working together with GP’s and primary care services
to facilitate local INR testing and enrolling more
patients onto the self-testing INR scheme. This project
formed part of an ongoing wider Trust COVID-19 risk
management strategy. Public health organisations
recognised the complexity of the challenges faced by
anticoagulation clinics nationwide, and subsequently
issued national guidance to facilitate such projects
which helped support this transformation.4

Key words
DOAC - Direct Oral Anticoagulant
TIR - Time In Range
VKA - Vitamin K Antagonist

Methodology
Baseline service:
Pre COVID-19, the anticoagulation clinic service ran
across two hospital sites as an outpatient clinic on
set days of the week: Monday, Wednesday (one site
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only) and Thursday, with telephone and email reviews
running Monday to Fridays. The venous blood test
service in hospital was a flexible drop-in clinic with
bloods taken by the phlebotomist in outpatients and
no set clinic appointments for the patients. Patients
could optionally have a face-to-face consultation if
required with the pharmacist or nurse in the
designated clinic room, which was primarily used for
new patients, teaching and support with VKA dosing
or self-testing devices, or bi-annual reviews.

Implementation of new initiatives:
A shared database was developed for patients that
required venous blood monitoring which included
details of indication of VKA therapy, patients shielding
due to age or medical background, patients reluctant
to attend INR appointments in hospital and those
not consenting to a DOAC switch. This database was
important for staff to rapidly track changes, identify
priorities or areas of difficulty for patients, and ensure
clarity in our processes during this project.
Local INR testing: For patients in the shared database
we facilitated venous bloods to be taken locally either
by the GP or district nurse as appropriate. However,
VKA dosing continued to be managed and led by the
RBHH pharmacy anticoagulation team through close
communication with the GPs and district nurses via
email and telephone. Despite these efforts, patients
who still required venous blood tests in hospital were
allocated specific time slots for blood tests by the
pharmacy team to maintain social distancing.

6

DOAC switches: The patient database was used to
identify patients who could safely switch to alternative
anticoagulation therapy that did not require INR
monitoring. DOACs were identified as a suitable
alternative anticoagulation of choice. National
guidance was used to support and implement this
change with the focus primarily on patients on
anticoagulation for the prevention of atrial fibrillation
related stroke (in non-valvular AF) and treatment of
pulmonary embolism (PE) and deep vein thrombosis
(DVT).5 Since this was a proposal to change long term
anticoagulation therapy, it was important that the
patient and medical physicians involved in the
patient’s care were agreeable to the switch, so they
were contacted early in the process. A 3-step consent
process was used involving the patient, specialist
consultant and GP. All three parties were required
to consent for the switch to go ahead. We also
incorporated the community pharmacy as a final
step (no consent required) due to the importance of
keeping records up to date across the primary care
interface. In addition, template letters were developed
for the community pharmacist and GPs to streamline
our communication to inform them of the DOAC switch
and monitoring requirements. Those who could not be
switched due to clinical indication were considered for
the INR self-testing scheme.
Once a patient was ready to commence DOAC therapy,
the following baseline tests were arranged:
• INR
• U&Es,
• FBCs
• LFTs
• Weight
These were organised either at the hospital outpatient
clinic, or if patients were clinically vulnerable, then
arrangements were made with the patient’s GP to
facilitate a local blood test. Upon reviewing the
blood tests, an appropriate regimen and dose was
prescribed by the pharmacists within the pharmacy
clinical teams, prompt medication supply was
arranged, and a follow up phone call was made to
counsel patients on their DOAC therapy and give
details on when and how to switch from warfarin.
INR self-testers: It was recognised that there were
many patients who were not eligible for DOAC
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initiation and required an alternative solution for safe
anticoagulation therapy monitoring. We identified
that further expansion of our self-testing scheme could
be a viable option for these patients.
More anticoagulation clinics are supporting patients
switching to INR self-testing, and the National
Institute for Health and Care Excellence has advocated
self-testing for patients on long-term vitamin K
antagonist therapy. 6 This method of monitoring
has been shown to improve patient satisfaction,
adherence to therapy and overall anticoagulation
control.7
Through successful business planning and engagement
with hospital general service managers, funding was
secured for 50 self-testing machines. Due to limited
and finite resources, we designed an internal triage
tool to standardise the allocation of self-testing
machines to those patients who were likely to benefit
most from the scheme. The tool included mandatory

criteria which would be a pre-requisite for patients to
be able to safely engage with the scheme, in
combination with scoring criteria which enabled us to
rank patients according to those at greater risk of
exposure to COVID-19, and those more likely to adhere
to the programme (see figure 1). These criteria were
adapted from local policies and subsequently tailored
to the demographic of patients within our clinics.8
Patients who reached a threshold score of 5 points,
were put forward for enrolment onto the scheme.
Following funding approval from the Trust, we were
tasked with procuring the self-monitoring machines at
a time where such devices were in high demand. We
liaised directly with the manufacturer Roche and were
able to source the Coaguchek® XS devices within 2
weeks, which facilitated prompt rollout of the scheme.
An important part of ensuring that patients safely
enrolled on the programme, was through continuous
patient education and support. Historically, training

Criteria

Scoring (1-2)/Mandatory (M)

Satisfactory manual dexterity i.e. no existing conditions which
would prevent safe and effective use of Coaguchek® meter
e.g. rheumatoid arthritis

M

Active Telephone, mobile and/or live email address

M

Access to internet/DVD player to obtain self- learning material

M

Ability to understand self-learning material

M

Satisfactory eye-sight – ability to read digital display

M

Not eligible for DOAC switching

M

Satisfactory DNA record (Not more than 2 DNAs in last 6 months)

M

Excellent DNA record (No DNAs in last 6 months)

1

Patient request/expression of interest for Coaguchek® Self-Testing

2

Age ≤ 70

2

Age 71- 85

1

Maximum dosing interval in last 3 months (≤2 weeks)

2

Maximum dosing interval in last 3 months (≤ 4 weeks)

1

Figure 1. Royal Brompton and Harefield Hospitals Triage tool
Journal of Pharmacy Management • Volume 38 • Issue 1 • January 2022
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would incorporate the theory of self-testing, in
addition to face-to-face practical demonstrations
and assessments in line with national and local
guidance.5,7 We understood the challenge of
delivering the practical aspect of the training
programme without face-to-face clinics and therefore
arranged to integrate new and forward-thinking
technologies to facilitate the self-testing initiative.
To overcome this, we worked closely with the Trust
Transformation Project Leads to specifically discuss
virtual technology, a method that was not
extensively used or known in the hospital. Primary
care was only starting to rapidly deploy the use of a
video consultation platform in the community, and
our Hospital Transformation Leads facilitated using
Attend Anywhere as the preferred virtual platform,
which could also integrate patient education and
consultations. Attend Anywhere video consultation
technology allowed us to book patients to enter a
’virtual waiting area’ before being consulted by a
member of the pharmacy anticoagulation team via a
secure video interface. Self-testing contracts were
updated to inform patients of their responsibilities as
a patient enrolled on the programme, and the duties

and responsibilities of the anticoagulation clinic as the
service provider.
On successful completion of the virtual training
programme, patients were signed off as competent to
self-test and formally enrolled onto the programme,
subject to a satisfactory venous comparison quality
assurance check. The venous comparison involved
obtaining a venous INR sample (either in community
or at the clinic), on the same day as obtaining a
self-testing INR. The two values were required to
be within +/- 0.5 INR of each other to be deemed
satisfactory, assuring both parties of the accuracy and
reliability of results. This comparison also allowed an
assessment of the patient’s competence to self-test
and report effectively; this would need to be repeated
bi-annually. Letters were subsequently sent to the
patient’s GP and community pharmacy to inform them
of the patient’s transition to self-testing.

Results
Our data shows that, of the patients that were
attending the outpatient clinic for venous INR tests

Self-Testing
Scheme
19%
DOAC Switches
26%

GP/District
Nurse
Monitoring
6%

51%
reduction
in footfall
Figure 2: Showing all the different initiatives contributing to
reduction in footfall of patients across the Trust
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pre-pandemic; 26% of those patients were switched
to a DOAC, 19% were enrolled onto the self-testing
scheme, with a further 6% switched to GP/District
Nurse monitoring. The 3 initiatives accounted for a
51% reduction in patient footfall at 6 months.
A two-tailed t-test was used to analyse the difference
in the mean %TIR between the two periods. The mean
%TIR over a 60-day period at baseline (January February 2020) across all clinic INR targets was 75.4%,
compared to 74.7% at 6 months (July - August 2020).
The results show that there was no significant
difference between the mean %TIR at baseline and
at 6 months as p>0.05 (p= 0.93).

Discussion
This transformation project has not only reduced
patient footfall across the Trust by 51% but also had a
positive impact on patient care during the COVID-19
pandemic. Initiatives that were implemented during
this transformation project improved cross interface
Target Range

collaboration with primary care, empowered patients
by giving them independence and autonomy to selftest INRs and we brought care closer to the patient’s
home. This is particularly current with The NHS Long
Term Plan which has set out key ambitions for the
service over the next 10 years. One of the key priorities
is to give patients more control over the care they
receive and encourage greater collaboration between
secondary care, GPs and community services.8
Impact of local INR testing – Even though only 6%
of patients were having INR checks locally during
the pandemic, RBHH still managed the responsibility
of dosing these patients. We recognise that this
was the least sustainable option of the initiatives we
implemented as some patients will be repatriated
back to the Trust in the long term. However, the links
built with primary care during this process were
invaluable. This enabled us to share our experience
and specialist expertise around the management of
anticoagulation, which will give us more opportunity
to develop shared specialist learning across the care

Days on Treatment

Days in range

% TIR

1-5 – 2.5 (Target 2.0)

262

185

70.61

2.0 – 3.0 (Target 2.5)

14794

10946

73.99

2.5 – 3.5 (Target 3.0)

3092

2142

69.28

3.0 – 4.5 (Target 3.75)

44

44

100

3.0 – 4.0 (Target 3.5)

1288

811

62.97

Figure 3: VKA Clinic Percentage (%) Time in Therapeutic Range (%TIR)
by INR target at Baseline (January - February 2020)
Target Range

Days on Treatment

Days in range

% TIR

1-5 – 2.5 (Target 2.0)

146

130

89.04

2.0 – 3.0 (Target 2.5)

7979

5597

70.14

2.5 – 3.5 (Target 3.0)

3031

2147

70.83

3.0 – 4.5 (Target 3.75)

84

70

83.33

3.0 – 4.0 (Target 3.5)

1160

695

59.91

Figure 4: VKA Clinic Percentage (%) Time in Therapeutic Range (%TIR)
by INR target at 6 months (July – August 2020)
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boundaries in the future. There was variability in the
uptake of local INR monitoring between both sites; this
was mainly due to patients expressing preference to
have INR checks in hospital and patients living in
closer proximity to one of the hospital sites as opposed
to the GP surgery.
INR self-testing scheme - Due to the self-testing
initiative, we increased the proportion of patients on
the self-testing programme from a baseline of 17%
to 47% across the Trust. The most significant impact
of this process resulted in patients feeling empowered
to independently assess their anticoagulant therapy,
whilst enabling a greater degree of flexibility and
autonomy in the management of their own care.
This sustainable method of INR testing is something
which can continue post pandemic.5 It was a challenge
to teach and train patients without a face-to-face
clinic, but the virtual platform helped to give our
patients assurance of a 1:1 consultation, whilst being
able to review their technique virtually and identify
any problems if needed and maintain effective
communication. The use of virtual clinics can be
further developed and embedded into our practice.
We experienced several patients who were able to
demonstrate competence under supervision at the
1-1 virtual consultation but later required further
support. This highlighted the need for ongoing training
and tailoring this to meet the individual needs of our
patients. Work is ongoing to develop a series of prerecorded instructional videos for use alongside the
manufacturer’s instructions which will help to
enhance the quality of training and ensure patients
feel supported during the initial stages of transferring
to the programme. We encountered a small number
of patients who rated highly in our triaging tool but
later became reluctant to self-test their INR and on
balance were happy to maintain their outpatient
clinic appointments. The safety of patients during
the pandemic, their risk factors and shielding
expectations were our prime concern. However,
through undertaking this project, patient consent
and their preference on how to safely manage their
INR test results remained the ultimate choice of the
patient. The next step in our INR self-testing initiative
will be to gain feedback of our patients’ experience
and perceived benefits or challenges to self-testing, as
well as seeking to improve the delivery of a newer and
more responsive anticoagulation service to meet the
needs of our patients. Analysis of percentage TIR
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reveals that there is no significance difference between
patients’ INR management before and after the 3 main
strategies were employed during the pandemic.
These data were for a short period to gain an overview
for the safe anticoagulation management following
our interventions, however a repeat review of these
parameters will be conducted again with 1-year
comparable data to capture all patients and allow
new initiatives to be embedded in the clinic.
Impact of DOAC switches – Switching 26% of
appropriate patients to DOACs has resulted in a
reduction in the number of patients in the RBHH VKA
clinic. However, by undertaking this initiative, we
recognise there is scope to increase the diversity of
the current clinic by reinvesting resources to set up
new services such as DOAC monitoring/initiation
clinics alongside VKA clinics. Using our specialist
anticoagulation knowledge in tertiary care, building on
the initiatives we have implemented, coupled with the
links built with primary care, our vision is to establish
a patient-centred innovative anticoagulation service
across primary and secondary care. This service would
aim to bring together primary and secondary care to
support our patients and clinicians to safely deliver an
all-encompassing anticoagulation service.
There were lessons learnt and limitations that
continued to challenge us during this project. These
included:
• Time taken to undertake the 3-step consent process
during the DOAC switches and waiting to hear back
from different MDT members, so patients still had
to attend hospital INR clinic appointments.
• Ensuring timely communication with MDT during
and after the change of anticoagulation therapy.
During the pandemic there was a lack of easy access
with GP through phones or emails. With current
technology, secondary care were unable to access
the primary care spine, create nominated pharmacy
prescriptions or update patient medical records.
• Challenges faced in the anticoagulation clinic to coordinate INR results from the GP and give dosing
advice to the patient. This was hugely dependent
on receiving INR results from the GP in a timely
manner.
• Management of high INR results from GP’s was a
challenge as results were often emailed out of
hospital working hours.
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The aim of this project was to improve patient
safety by reducing the footfall of patients to the
outpatient clinics which we successfully
reduced by a half, whilst changing the
service we delivered to meets the needs of
our patients at a time of uncertainty. There
were no significant differences in the
times of our patients %TIR pre pandemic
versus after introducing our initiatives
and remodelling our cohort to a 50% selftesting anticoagulation service. Despite
the challenges of switching patients onto
the self-testing scheme and co-ordinating
tests and results across care boundaries
during a period where services were
stretched, we were still able to maintain safe
and effective anticoagulation management and
monitoring for our clinic patients. We recommended
a combination of strategies to meet the needs of
patients during the pandemic, with the help of new
technologies to also help create a sustainable, more
responsive model in the future. We will take away
lessons learned during this process to continue to
develop and embed forward-thinking initiatives into
practice, ensuring we continually improve the patientcentred care we deliver to patients on anticoagulant
therapy.
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Introduction
The UK is one of the leading countries in the world who
have designed national programmes that incorporate
clinical (non-dispensing) pharmacists into General
Practice (GP) surgeries. As early as 2001, the benefit
of pharmacy support in general practice has been
acknowledged in an international, peer-reviewed
publication (Zermansky et al, 2001). The nationally
supported role for pharmacists in GP surgeries was
created from 2015 to alleviate the prescribing pressure
on GPs and has reduced the ‘polypharmacy burden’
(Robinson, S. 2015), although no baseline needs
assessment was formally undertaken. Preparation for
the clinical and procedural aspects of the role was
made through the Centre for Pharmacy Postgraduate
Education (CPPE) course to expand pharmacists’ scope
of practice. However, it has been challenging to
provide the required number of places for training
for pharmacists in GP surgeries, whether directly
employed or as part of the Primary Care Network role.
Additionally, there was a lack of formal support for
pharmacists to build the interpersonal relationships
required for the role. Establishing the appropriate place
in the general practice team. A study published in the
British Journal of General Practice has found that many
pharmacists would “appreciate more GP time invested
in their development” (Robinson 2018). Anecdotally,
some pharmacists have reported feeling ill-equipped
to manage the multiple new situations they encounter
in general practice and have identified a mismatch of
expectations between pharmacists and their practices
about the pharmacist role. This has led to a variability
in acceptance of the role and some PCNs have proved
more receptive and adaptable than others.

A Clinical Commissioning Group (CCG) approached
their local NHS trust, having observed these issues
firsthand, to consider a new initiative to support
pharmacists at the start of their role in general
practice. Using their professional network an
experienced consultant pharmacist was approached
and engaged to help support the newly employed PCN
pharmacists. The consultant pharmacist adopted the
normative, formative and restorative “supervision”
model (Proctor, 2001) for peer support and mentoring
(Barnett, N. 2020). Through this model the consultant
pharmacist worked with the PCN pharmacists to
provide them with guidance to optimise best practice,
identify learning needs and reflect on professional and
personal challenges.
The following definitions of ‘mentoring’ and ‘coaching’
were used throughout the service are as follows:
Coaching is the process by which a person aims to
improve their work and achieve optimal performance.
It focuses on certain skills and goals but can have an
overall impact on a person’s confidence and general
interactions in and outside the workplace (Whitmore,
1996).
Mentoring is the process by which a more experienced
colleague advises and offers support from their own
experiences and knowledge in order to help the mentee
improve their own skills (Parsloe, 2016).
All the PCN pharmacists had a GP mentor working in
parallel with the consultant. The GP helped the PCN
pharmacists to develop their clinical knowledge in
practice, usually associated with specific patients. This

Journal of Pharmacy Management • Volume 38 • Issue 1 • January 2022

13

learning included diagnostic support, how to treat
conditions and prescribe medication, providing them
them with the skills to become more independent and
confident in the workplace.
The following work explores the impact of engaging
a consultant pharmacist to provide mentoring and
coaching support for PCN pharmacists to complement
support from the GP. The consultant pharmacist
provided professional and personal development, as
well as developing confidence in the workplace, to
optimise performance.
Evaluation of the service was agreed to occur one year
after employment of the first PCN pharmacist and a
review of goal achievement would be undertaken at
the end of the 18 months.

Method
The consultant pharmacist was approached in February
2020 to support three new PCN pharmacists. The 18month contract would include provision of the following:
• Coaching
• Identifying skill development needs
• Discussing management of complex patients with
professional expertise and contextual wisdom,
• Individual and group support meetings
• Progressing key deliverables
• Supporting PCN pharmacists to develop their own
networks for information and influence.
The consultant pharmacist started supporting the first
pharmacist in July 2020, the second in November 2020
and the third in January 2021. The first pharmacist
met with the consultant pharmacist one to one every
2 weeks from July-November 2020 then after that,
monthly. Individual support meetings also took place
with the other two pharmacists approximately
monthly due to them being diverted to support COVID
vaccination clinics. From February 2021, monthly
joint meetings with all three pharmacists and the
consultant pharmacist also took place. In these group
meetings the PCN pharmacists brought challenging
cases and the consultant pharmacist identified good
practice, learning needs and looked at the personal
challenges related to managing the patients. This
broadly follows the Proctor model (which uses the
normative, formative and restorative “supervision”
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model). The consultant pharmacist used a modified
Balint approach (Salinsky 2009, Barnett et al 2020) as
the structure for the joint meetings.
An evaluation of the impact of the consultant
pharmacist on the PCN pharmacists was conducted in
July 2021. This involved qualitative interpretation of
semi-structured interviews with each of the three PCN
pharmacists, the GP mentor and the lead pharmacist
who was also the manager for the PCN pharmacists.
Qualitative research methodology was employed as it
allows meaningful conversations and relationship to
develop between the researcher and the pharmacist
which would give greater insight into their coaching
and mentoring experience. Moreover, it increases the
reliability of the results as the researcher is able to
deploy multiple ways of collecting the same data,
through asking similar questions and assessing the
answers provided. Additionally, by using a semistructured interview it gave the interviewees guidance
and freedom to change the course of the interview
depending on what is important to the interviewee.
This approach encourages the interviewees to "open up"
and talk about sensitive issues providing qualitative
data to compare to previous and future data.
The questions addressed both the impact the
consultant pharmacist had on the new PCN
pharmacists in the individual context and that of the
GP workplace. Six questions were included (Appendix
1) which focused on exploration of the impact of the
consultant pharmacist on the PCN pharmacists. The
questions were also followed by prompts to explore
examples, impact on professional development,
personal wellbeing and if they would want to continue
with the mentoring and coaching provided. These
interviews were conducted by a third party, not linked
with the original work (AS).
The interviews took place on Microsoft Teams
(Between the 5th-26th July 2021) and were recorded
with the transcript being produced. The responses
from the interviews were then analysed using
theoretical thematic analysis.

Results
All five participants took part in the semi-structured
interview. Thematic analysis of the responses identified
five main themes: Uncertainty surrounding what the
PCN role entails; limits to NHS support; wider benefits
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of coaching; individual benefits of coaching and cost
benefit of hiring a consultant pharmacist and PCN
pharmacists.
Results were verified by another psychology student
with experience with qualitative analysis, who
reviewed all transcripts and agreed with the themes
that had been initially discussed. There were no
disagreements about the themes or subthemes but
suggestions were made about amalgamating themes
3 and 4. Nevertheless, after further discussion of these
two themes it was agreed that they should remain
separate. Selected quotations from participants were
included in the results to illustrate the themes with
Participant numbers removed to preserve anonymity.

Theme 1: Uncertainty surrounding what the PCN
role entails
This theme encapsulates the concerns that all three
PCN pharmacists raised regarding the uncertainty
surrounding what their new job would entail.
While all had read the job description regarding what
the role would entail, they had little understanding of
how it would work in the day-to-day running of the GP
practice as described below.

Uncertainty
surrounding what
the PCN role
entails

“I wasn't sure how it would work exactly, but I
figured because of COVID it would be mainly
kind of not quite face to face at this point”.
Uncertainty regarding their role was also expressed.
“[I was] not quite sure what their [GP practice]
expectations of me were”.
One participant recognised that some of the practices
were less familiar with the PCN pharmacists’ role, not
having worked with PCN pharmacists in the past.
“[they] didn't have the experience of
PCN pharmacist before”.
One participant identified that, due to the newness of
the role, it led to the PCN pharmacists carrying out
roles that were not making the best use of a
pharmacists’ skills, nor part of the NHS Directed
Enhanced Service specification/outline for pharmacists.
“……sometimes a pharmacist can get sort of,
sidelined into maybe other tasks” Furthermore, the time taken to undertake the work took
longer for pharmacists new to the role.
sometimes I would stay [late] till 6:30/7 o'clock
[at the beginning of the role],”.

Limits to
NHS support

Individual benefits
of coaching

Wider benefits
of coaching

Cost benefit of
hiring a consultant
pharmacist and
PCN pharmacists

Figure 1: Thematic analysis of the responses identified five main themes
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15

Theme 2: Limits to NHS support
This theme was apparent in all five interviews
conducted, where all three pharmacists said they felt
as though the pressure on GPs, who had multiple
commitments, meant the GPs had little time resource
to help the PCN pharmacist settle in to their new
roles. This was a bigger challenge for the three PCN
pharmacists, none of whom had undertaken this role
in the past.
“you don't necessarily [always] feel very supported
in your role because….[not everyone] really
kind of gave you the guidance that you needed
[because of the huge pressure on their time]”.
“I find people don't have a whole lot of time in
GP land to do proper, full-on induction” While some participants knew support was available,
as illustrated below:
“I know where I can access support...
I have a clinical lead in each surgery”.
Being new in the surgery and the lack of integration
within the surgery (exacerbated by COVID) made it
hard to ask for support.
“so having a point of call to speak to initially
was quite difficult when you're getting to know
people and you don't know them very well
and they don't know you.”
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The value of the initial skill development provided by
the Centre for Pharmacy Postgraduate Education
(CPPE) programme was recognised by one participant;
however, the need for day to day support was also
recognised.
“….more day-to-day expertise and support of
somebody that they know they can just
pick up the phone to if they really get stuck”.
The limits to the support that the NHS is able to provide
were discussed and lack of NHS funding was given as
the reason for lack of support.
“At the moment the structures don't really [support
this work] and the funding… doesn't really…..
account for as employing somebody like
[name of consultant pharmacist] I suppose” .

Theme 3: Wider benefits to coaching
The majority of participants noted that the support
from a consultant pharmacist, allowed the PCN
pharmacists to extensively develop their clinical skills,
consequently leading to an increase in confidence in
their role.
“[The pharmacists’] confidence has grown. I can see
them developing…clinically and being able to
manage caseloads etc. on their own and just
having the confidence and the skills to do that.”
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This support and development in the pharmacists’
clinical skills has helped integrate and embed the
current PCN pharmacists into the GP practices.
Therefore by showing new PCNs pharmacists the
support structures in place it would help aid with
their retention.
“I think this kind of structure and having this
kind of mentorship in place is essential..
for the retention of the pharmacist”
This suggests potential wider benefits to coaching
which include the longer-term retention of PCN
pharmacists which would support the daily running of
the GP surgery.
Wider benefits of coaching further include coping with
unplanned services, including the Covid vaccine program
over the course of their first year in the practices.
This helped aid unexpected situations and conversations
with patients as the consultant pharmacist acted as a
“sounding board”,
“Verified and run past [consultant pharmacist] how
to… approach conversations with GPs that might…
be difficult, and [consultant pharmacist] giving me
that, or backed up in my thinking” .

number of ways to approach the consultation. This
was mentioned as particularly evident from the
group discussions:
“Yeah, I think it's…… helpful and also very
important...because you….. have a perspective
from somebody who's also a coach...and I think……
maybe a bit more of an experienced
view in that particular area as well”
“the group sessions I think overall in how I deal with
certain cases or patients is I find more valuable”
“And having someone very experienced...I guess third
party almost just hearing it objectively and then bring
their own process into it, I find that really useful”
The participants spoke about the psychological
support received, which was linked with reduction in
initial stresses of being in a new job and working
environment.
“I think it helps with psychological aspects
of ‘the movement’ [across different
pharmacy sectors of practice].

Theme 4: Individual benefit to coaching

“Someone takes a proactive interest and how I look
after patients and what my concerns are. I think
even just having that engages you in your own
development as well in a different way”

PCN pharmacist participants were very positive about
the work of the consultant pharmacist for improving
their individual skill sets, emotional development and
their increase in confidence in the workplace.

“They've also had an independent person that they
can access to talk about things confidentially that
they might not want to talk about with the manager
or with their immediate GP clinical supervisor”

“I came away from it feeling a bit more
confident and reassured”
“I'm able to be more confident to say things”

Different participants had differing perceptions of the
benefits of the support provided by a consultant
pharmacist and GP for PCN pharmacists.

Moreover, this confidence can also be seen through the
way they conduct their work. By having a consultant
pharmacist to seek advice from regarding newfound
situations, the three PCNs pharmacist participants
felt more confident in their decision making.

There was an appreciation for the GPs situation, as the
GP role of supporting PCN pharmacists is relatively
new. Therefore, both the GP and the PCN pharmacists
were developing understanding of each other’s’ roles.
One participant stated:

“finding out more about certain things that gave
me a bit more clarity on the scenario which
kind of help me make better decisions”

“We figure it out together because it's new for all of
us...[the GP] welcomes our feedback. You know
[the GP] wants to know what's going well,
you know what maybe isn't going so well”

Participants said that the advice given by the
consultant pharmacist also helped provide a more
holistic view of situations and reassured them that,
when dealing with complex conversations, there are a

Another participant questioned the amount of “hands
on” time provided to PCN pharmacists and whether it
was preferable for them to find their own place in the
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practice, whilst also ensuring they know support is
there if they need it.
“I think actually it's really important for [the GP]
to kind of let the pharmacist…. be autonomous
and let them go find their own feet.”
When discussing how to reduce the high turnover rates
one participant praised the work of the managerial
support in retaining the staff and valued the support
from the consultant pharmacist but believed that the
support of the GP mentor was more in settling the
PCN pharmacists into the practice.
“And also the managerial supervision. I think that that
[name of manager] provides as well from like some of
the kind of HR side of stuff. I think actually, some of
that stuff is really kind of valuable too. That's not to
say that what [name of consultant pharmacist] does
isn’t valuable, but I consider that as like an added
bonus...I think in terms of making sure that they can
stay in their roles I think it does come down to I think
the GP's …[is] really investing in making them feel
part of the team making them feel part of the culture,
not just dumping work on to them”
The GP mentor and consultant met a few times and
this was seen as useful.

Theme 5: Cost benefit of employing a
consultant pharmacist and PCN pharmacists
Cost considerations were a minor theme. One
participant stated that this service would only be a
“viable model” long-term if the consultant pharmacist
was able to be used across multiple GPs.
“providing like group supervision. Lots of
pharmacists in the PCN in different
PCNs across [London borough]”
Whilst the concern regarding the cost benefit of hiring
a consultant pharmacist and PCN pharmacists was
only raised by one participant, the concern regarding
funding was also noted by another participant.
There was a clear cost benefit of hiring PCN
pharmacists in GP surgeries. Appreciation of the role
of the pharmacists during the COVID vaccine rollout
was mentioned.
“because otherwise I think we would have had to
have released nurses to do the dilution or…
outsourcing or kind of paying for that”
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Discussion
PCN pharmacists are a new role in the NHS and there
is currently a paucity of research assessing the
impact of a consultant pharmacist mentoring and
improving pharmacists’ clinical skills and wellbeing
in the workplace. This study suggests that the impact
of the consultant pharmacist can be seen in a number
of areas, as described below:

Recruitment and retention of PCN
pharmacists
This first theme regarding uncertainty surrounding
what the PCN role entails has been highlighted in the
literature. In a survey conducted by Pulse, the findings
revealed that “47% of the 193 GPs taking part said
their network had experienced problems recruiting a
pharmacist” and this was also due to the fact that
“candidates had been put off by uncertainties...of
the roles” (Pulse, 2020). This statistic reinforces the
findings of this paper as it shows how the concerns the
PCN pharmacists have about the job they are entering
is widespread and there needs to be greater clarity
regarding what support they will be providing the
GP practice and the jobs they will be conducting.
The results from the interviews conducted suggest that
there are benefits to employing a consultant pharmacist
to support PCN pharmacist development. All three
described how the time and effort invested in their
personal and professional wellbeing and development
made them feel supported in their roles. More specifically,
participants identified some of the challenges that made
their introduction to the practices difficult, such as lack of
support, which made their integration more difficult,
subsequently leading to lower job satisfaction. Given
that there are known challenges of recruiting and training
PCN pharmacists (Pulse, 2020), which have implications
in terms of time, cost and service delivery, the consultant
pharmacist’s support may contribute to reducing the
high attrition rate in the PCN community. Support from
the consultant pharmacist allowed the PCN pharmacists
to extensively develop their clinical, communication and
personal skills, consequently leading to an increase in
confidence in their role, which could contribute to
retention of PCN pharmacists.
The psychological support for the pharmacists may
also reduce the initial stresses of being in a new job and
working environment which can support retention.
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Consultant and GP mentor complementary
roles
The study suggests that there are benefits for having
a mentor and coach for new PCN pharmacists,
including provision of a holistic perspective and
pharmaceutically-focused support for individual
complex cases, group reflection and discussion of rolerelated challenges and managing workload which all
contributed to building PCN pharmacists’ confidence
in practice. This aligns with the experience of a PCN
pharmacist as described in an article published by
The Pharmaceutical Journal. In the article Dass (2019)
discusses how prior to receiving mentoring, the new
PCN role in GPs can feel “emotionally challenging and
isolating” - a phrase which reflects the emotions felt
by the PCN pharmacists interviewed. Dass states how
after receiving mentoring and using reflection as a
wellbeing technique “It has helped me to process the
feelings that patients can evoke during consultations,
and now I can leave those feelings at the practice
when I go home” (Dass, 2019). This reflective support
aligns with the normative, formative and restorative
model which was used in the coaching and mentoring
the PCN pharmacists in the study received. Restorative
support reduces the emotional burden experienced on
a day-to-day basis allowing a more positive mindset
when approaching the workplace. The results of this
study, in relation to the benefit of mentoring and
coaching, aligns with benefits of coaching for doctors
and nurses as spoken by doctors themselves on the
NHS website. Dr Amit Bharkhada, a GP Partner,
began to use the #LookingAfterYouToo coaching
service provided by the NHS during the
COVID-19 pandemic and stated “that the
coach was able to listen and understand
the situations that he was describing and
explained how he felt that he was
“connecting with someone who was very
professional in their role, who was being
really objective and providing valuable
coaching techniques.” This highlights the
importance of coaching and mentoring
across all medical professions and therefore
could be considered when aiding the
professional development and personal
wellbeing of healthcare staff.

while the consultant pharmacist provided a more
pharmaceutically focused view, while retaining a
holistic perspective on reflection and discussion of
cases. The group discussions that the pharmacists
had with the consultant pharmacist offered a different
perspective on how to interact with patients in
difficult situations. It also helped reassure them that
when dealing with complex conversations there are
multiple ways to approach the consultation. This
work suggests that there were some differences
between the GP lead and the PCN pharmacists’
perception of the impact and benefit of the work of
the consultant pharmacist role. It was recognised that
the pandemic situation reduced the frequency and
regularity of communication between the GP and
consultant pharmacist and. significantly limited
availability to have joint meetings between the GP
mentor and manager.

Benefits to the practice
This study suggests that PCN pharmacists’ confidence
in undertaking their roles improved with coaching and

It appeared that the PCN pharmacists saw the GP
lead role as important for immediate and direct
clinical support to provide optimal patient care,
Journal of Pharmacy Management • Volume 38 • Issue 1 • January 2022
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Cost
The issue of cost was raised by one
participant. This participant suggested
that a consultant pharmacist could be
more cost effective when working at
multiple GPs in a borough, sharing
the benefit and cost more widely. Dr
Helen Williams stated that by hiring
PCN pharmacists it would “reduce
their locum costs” (Williams 2014).
Moreover Williams, a GP herself,
discusses how the cost of employing
a PCN pharmacist is between
£34k-45k per annum which is balanced
against the savings delivered as a result
of the pharmacists’ skillset.

Future work

mentoring from the consultant pharmacist, enabling
improved relationships with the practice as well as
integration into team. The literature suggests it can
also support GPs in meeting their targets. This can be
seen through research conducted by Snowdon D, Hau
R, Leggat G et al. (2016) whereby the results of their
study determined that having a clinical supervisor
“was associated with safer surgery and other invasive
procedures for medical practitioners” (Snowdon et al
2016). This reflects in other clinical practices such as
conducting medication reviews as the pharmacists
have more confidence in their decisions, improving
efficiency. This in turn will help alleviate the pressure
on the GPs in the practice so that they can carry
out other essential tasks with high-risk patients.
Laven (2018), demonstrated the positive impact of
a pharmacist on medication adherence. This is
corroborated through papers published in JAMA
which show “a significant improvement in adherence
post-hospitalisation for acute coronary syndrome”
(Williams 2014).
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Going forward exploration of the benefit of a
Consultant Pharmacist compared to other
pharmacist coaches and mentors would be useful,
including identifying key success factors for the role
(e.g. clinical experience and credibility outside
pharmacy). To improve integration of the consultant
into the practice, more frequent meetings with the
pharmacists and GP would both further joined-up
working, improve shared understanding of the role
and make apparent the role and benefit of the
Consultant Pharmacist, complementary to the GP
support provided to the PCN pharmacists. This would
contribute to further optimisation of the role of the
PCN pharmacist in the GP setting. In a non-pandemic,
situation there is likely to be more opportunity for the
GP and consultant pharmacist to observe or conduct
joint consultations with PCN pharmacists and for
these pharmacists to learn from other clinicians in the
practice. As the PCN pharmacist role matures, the
Consultant Pharmacist role may develop into
supporting PCN pharmacists to reflect on their
roles, help them resolve any initial challenges with
their practices and their roles. There is potential
for contributing to PCN pharmacist development
across multiple PCNs, connect pharmacists together
in small local networks to develop group support
and train group facilitators for normative (everyday
good practice), formative (developing practice)
and restorative (managing challenging practice)
supervision with each other. One of the authors (NB)
is aware of restorative supervision networks in place
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in two areas of England. Not only could this
development of the role encourage peer PCN
pharmacist support and networks more widely, it will
also allow sharing the cost of the consultant
pharmacist resource across PCNs.

Limitations
Limitations include the use of only one consultant
pharmacist and three PCN pharmacists in the project.
Biases may have occurred during the interviews,
including social desirability bias, acquiescence bias
and confirmation bias. Another limitation is that
only one PCN was included and that the data did not
reach saturation. While the consultant pharmacist was
not involved in data collection or interpretation, they
supported the author in the write up. If carried out
again it would be interesting to interview the
consultant pharmacist to assess the impact they
thought they had on the PCN pharmacists as well as
how the future of this could be implemented across
other PCNs. Lastly, the author did not ask the PCN
pharmacists in the interviews about benefits of GP
mentoring as this was outside the remit but this is
something to consider in future work.

pharmacists can also benefit from coaching and
mentoring. The benefits of having a Consultant
Pharmacist for PCN pharmacists, particularly those
new to primary care, is that it aids them in reflecting
on and then improving their practice, managing
difficult situations with patients in the workplace and
helping integrate them into the GP practice, thus
increasing their confidence in their new role. Further
exploration of this service may include having a
consultant pharmacist support a number of PCNs to
optimise the benefits in relation to this resource.

Declaration of interests
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Next steps
We believe that this model was unique in that it was a
Trust employing & managing the pharmacists and
consultant pharmacist with expertise in this area
coaching and mentoring them. Future work could
explore the benefit of the manager, GP, mentor and
from the Centre for Pharmacy Postgraduate Education
(CPPE) or nationally commissioned courses/support,
looking at how this can be delivered in the real world
and perhaps funded by multiple PCNs coming
together to employ the Consultant Pharmacist to
provide coaching sessions. Evaluation measures could
include exploration of type and quality of PCN
pharmacist input, interventions and outcome as well
as PCN pharmacist satisfaction and length of stay
(retention) in their role, compared to the national
average.

Conclusion
This exploratory work concurs with literature for
doctors and nurses, that coaching and mentoring
has a positive impact on professional development
and personal wellbeing, and suggests that PCN
Journal of Pharmacy Management • Volume 38 • Issue 1 • January 2022
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Appendix 1: Interview schedule
Introduction
Thank you for agreeing to participate in this interview. I am interviewing you for internal purposes, to better
understand the impact of a consultant pharmacist as mentor and coach for PCN pharmacists working in General
Practice. I am interested in your own experiences; there are no right or wrong answers to the questions.
Participation in this study is voluntary and your decision to participate, or not participate, will have no effect
on your job nor your workplace environment. The interview should take approximately 30 minutes
I would like to record the interview to ensure that I capture all of your responses. All interview responses
will be confidential. Anonymised responses will only be shared within if this work is prepared for publication,
your responses will only be used with your agreement and will remain anonymous.
You may decline to answer any question or stop the interview at any time and for any reason.
For the purposes of this interview, coaching refers to general professional development and mentoring refers
to support with development of your pharmacy practice
Do you have any questions about what I have explained?
May I turn on the recorder?
(For the record please can you confirm that you give consent to the recording of this interview)

Start of interview
Before we begin, please tell me a little about your history working as a pharmacist.

Question 1. When joining the Trust what was your expectation of the role?
Prompt: in relation to direct patient care, your own professional practice and the wider service?
Prompts: What the skill sets did you feel you had had when starting the job in relation to the needs
of the role?
Prompts: Were you expecting to learn in the new role and as you progressed?

Question 2: In relation to the role you now work, how do you feel about the service you provide
Prompt: to patients, in your own professional practice, to the wider service
Please give me some examples if you can
Prompts: Did you ever feel as though one area was compromised?
Prompts: Did you ever feel overwhelmed in the role that you were in?

Question 3: How well supported have you felt in your role?
Prompts: What support did you receive
Please give me some examples if you can
Prompts: Did you think the support provided was sufficient?
Prompts: Did you know where to access some/more support if you needed it?
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Question 4: What was the impact, if any, of the support your received in relation to your:
Clinical practice
a) Continuing professional development
b) Personal support with managing challenges in the role
Please give me some examples if you can
Prompts: Do you think you would’ve benefitted from this support earlier in your career?
Prompts: What support would you have chosen to receive then and now?
Prompts: Would you continue with the clinical support that you received?

Question 5: What would you change, if anything, about the coaching and mentoring that you
have received? (please provide examples)
Prompts: Which aspects of the coaching did you find more or less useful than others?

Question 6: What do you feel is the added value of coaching support?
Prompts: Is there anything in particular you found useful from having this support?
Prompts: Are there any areas in terms of or direct patient care, your own professional practice or
the wider service, that you require more support with?
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Introduction
Effective engagement with general practice is key for
medicines optimisation (MO) teams to support the
delivery of the prescribing agenda i.e. to deliver
safe, clinically effective and cost-effective medicines,
while improving health outcomes. Typically, Clinical
Commissioning Group (CCG) and Commissioning
Support Unit (CSU) medicines optimisation teams
(sometimes referred to as medicines management
teams) spend a significant portion of their time
undertaking regular and strong engagement with key
contacts within practices, building trust to support
prescribing change. Often, MO services are undertaken
directly within general practice making it easy to build
relationships with key individuals.
The establishment of Primary Care Networks (PCN) in
2019 has led to changes in the roles and
responsibilities of the general practice workforce,
meaning existing contacts are often no longer
appropriate. This engagement challenge was further
compounded by the COVID-19 pandemic which
resulted in the NHS, including practices and PCNs,
enacting business continuity plans and reprioritising
workstreams and workforces at pace. In line with
national guidance, there was an increase in remote

working, face-to-face patient contact moved to
virtual or telephone appointments, some staff were
reassigned to support local trusts and many were
reassigned to delivering the largest vaccination
programme in the NHS’s history.
Alongside this, MO teams were facing additional
challenges in setting up remote working, reprioritising
or even pausing business as usual workplan delivery
and retraining staff to support the frontline efforts.
Consequently, MO teams have had to adapt their
approach to engaging with practices and this article
describes some of the methods the MO team within
NHS Arden and Greater East Midlands CSU has
adopted during the pandemic.

The impact of the COVID-19 pandemic
on engagement
Medicines optimisation teams have typically been
successful in their engagement with general practice.
This is because MO teams have been able to build
strong working relationships with practice managers,
GPs and the wider practice team. MO teams have been
seen to provide a valuable service through audit and
actively supporting safe and cost-effective prescribing
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within primary care.
However, in March 2020, as the COVID-19 pandemic
began to take hold, the whole of the NHS enacted
business continuity plans. Within primary care and MO
teams that meant a move to working from home/
remote working in line with government guidelines. A
notable shift in our ability to engage with practices
occurred, as the opportunity to quickly catch a GP in
between patient consultations to discuss a case or
attend the practice meeting to discuss any prescribing
priorities had suddenly ceased. Here we describe
some of the challenges faced by our teams:

Business continuity
Actioning business continuity plans required large
parts of the NHS to make substantial changes to
routine working practices. In primary care this meant
practices and primary care teams moving to remote
working. This was challenging as the necessary
infrastructure was not fully established, including:
• not all staff had laptops
• not all practices allowed staff (both employed and
other) to access clinical systems remotely
• telephony systems were not properly linked
• networks were not designed for complete Virtual
Private Network (VPN) or remote access.
This meant the first few weeks of the pandemic were
focused on trying to resolve these issues. Within our
MO team we were able to assign laptops to all staff,
however, not all staff had remote access rights into the
practices they routinely worked with and getting
access was not easy as practice staff were, rightly,
prioritising their own operational issues to ensure that
they could maintain the delivery of patient care.
Switching to business continuity plans meant that
’routine’ day-to-day work had to be reprioritised to,
firstly, focus on key activities that had been identified
as needing to continue to maintain fundamental
service provision and, secondly, to allow staff,
including pharmacists and pharmacy technicians, to
be released to support local systems through
workforce redeployment into local trusts, care homes
and later into vaccination centres. To enable this to
happen, a review of activities as part of the business
continuity plans helped us to separate essential and
non-essential activities carried out by the team.
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While we did not know the full impact that the
pandemic would have on GP workload, we knew that
we did not want to add unnecessary pressure. Linked
to this, the wider NHS was asked to put on hold
activities that would not support direct patient care.
One of the workstreams that fell into this directive
was audit and cost saving - or quality, innovation,
productivity, and prevention (QIPP) - as, while valuable,
these types of initiatives increase GP workload and
could lead to pressures elsewhere in the system, e.g.
community pharmacy or the medicines supply chain.
Early feedback from practices was that this shift to
remote working and reduced face-to-face practice
support led to them feeling they had lost opportunities
for contact and query support.

Reduction in communication
During the early phase of the pandemic, a decision
was made to reduce unnecessary communication to
practices from our MO team. There were two main
reasons for this:
1. time was needed to understand the impact of
service changes and the need for redeployments
within the team
2. it was recognised that practices would be having
similar challenges in moving staff to a remote
working situation and that the last thing they
needed was unnecessary communications.
Therefore, newsletters, prescribing practice visits and
practice work were all put on pause. We continued to
ensure phone lines and email inboxes were monitored
to respond to queries that may come in.
We knew that when we started to reconnect with
practices that we wanted to add value. This was in
recognition of the immense pressure practices were
under following the first national lockdown. Practices
were faced with a reduced workforce, increased
requests for prescriptions as patients remained
concerned if they would be able to access their
medication, challenges with adjusting to remote
working and additional pressures with preparing for a
COVID-19 vaccination programme.
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Overcoming challenges in
communicating with practices
It was important for our team to overcome any
communication challenges early on and to ensure
that any contact we did have with practices was
able to add value to the practice team and patients.
We continually asked ourselves, “how can we provide
support to practices which will reduce their
workload?”.
The following five-point approach successfully improved
our engagement with practices:

1) Add value
We identified early on the pressures within practices
from patients chasing repeat prescriptions or putting
in multiple requests for repeat prescriptions. To tackle
this, we put together a support package that explained
how to increase the number of patients on repeat
dispensing by utilising the national electronic repeat
dispensing (e-RD) approach. This was delivered in two
ways; firstly, through a support package consisting of
an electronic written guide to explain which patients
would be considered as ‘ideal’ for e-RD and how to set
these patients up on e-RD, and secondly, by contacting
practices to offer to carry out this work for them.

This helped to re-establish relationships and
demonstrate that we were there for practices, to
continue supporting them and their patients.

2) Utilise technology
Our organisation was an early adopter of the online
communication platform Microsoft® Teams and
had been using this tool for 12 months before the
pandemic hit. Alongside this, the MO team was
accustomed to the large majority of staff working in an
agile way, which included working across multiple
sites on a shared platform, communicating effectively
using virtual resources and working across different
workstreams. We were able to share our experience of
using Microsoft® Teams, alongside email and telephony
systems, with practice colleagues so that they could
quickly identify best practice and benefits for their
own use.

3) Establish peer support networks
Recognising the pressures emergency situations can
create, we were keen to support practice and PCN
pharmacists and pharmacy teams. Working with our
contacts, we opened our support networks, utilising
platforms such as Microsoft® Teams, to create online
groups. We kept our virtual groups as informal, weekly

Figure 1: Improving engagement with practices: A five-point approach
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sessions. This enabled participants to discuss and
resolve issues promptly. We hoped that an added
benefit of these networks would be to support staff
health and wellbeing during an intense and
uncertain time.

4) Adapt and respond
This was the most important element but one which
is often is downplayed. From the outset of the COVID19 pandemic, we were very clear with our team that
while we did not know what was on the horizon and
in what capacity our services may be required, we
did know that, as an NHS organisation with vast
skill among our workforce, we would be important to
the national response and would need to respond
accordingly.
As part of being able to adapt and respond, it is
important to understand the skill mix within the
existing workforce so you can signpost and seek
support as appropriate. It is also important that staff
always work within their scope of competency and
undertake the necessary training that may be required
to deliver new roles. By doing this, we were equally
able to offer ourselves as a further resource to be
utilised by practices and the wider NHS to ensure the
delivery of patient care as required.

hours which allowed us to easily assign questions or
requests for support to the team, while minimising the
risk of lost emails/ questions due to staff sickness or
redeployment.

Summary
The challenges faced during this pandemic have been
unique and unprecedented, but we must use this as
an opportunity to break down historic barriers to
communication, learn from the lessons that we have
faced and nurture both new and existing relationships
within a new world.
By capturing our approach to engagement throughout
this period we hope to share some of the tools and
techniques that can be used to overcome
communication challenges and ultimately support
safe and effective prescribing within general practice.
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As part of adapting and responding it is also important
to consider the needs of the individual practice, which
can vary widely. MO teams may want to identify a key
individual, or establish a rota system, to respond to
queries as this may help to improve workforce
efficiency while ensuring that a timely reply is
received.

5) Simple and succinct communication
We recognised that practice staff did not want to be
inundated with reams of information that they needed
to interpret and digest. We ensured simple summaries,
with key information that flowed in a logical order
highlighting pertinent points and, if necessary, adding
in links to relevant documents so that the information
can be sourced easily.
As part of our approach to keep communication
simple, we wrote out to all practices reminding them
that our single point of access for prescribing queries
was the best route to send questions. This was an
email inbox that we monitored during normal working
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Graham Brack: Adam, thanks for giving up your
time. Can you set the scene for us?
Adam Mackridge: We use independent prescribers
differently to England. From what I understand, we’re
probably more similar to Scotland.
There was a government policy document “A Healthier
Wales”, which said what the Welsh Government wants
to do with health care in Wales. From that came
“Pharmacy delivering a Healthier Wales”, which
was the Welsh Pharmaceutical Committee response.
In that there is a commitment that by 2030 every
community pharmacy would have an actively
prescribing pharmacist working in it, and by 2022
one-third of pharmacies would have that.
The Welsh Government invested money in training
places, so they've been funding 50 places across Wales
per year. It's gone up to 60 places this financial year for
community pharmacists to train as independent
prescribers, which pays for the fees, but there is also
£3000 available to contractors for their staff to be
backfilled to do their necessary training.
We as a Health Board have been given a pot of seed
funding which is based on the scale of the Health
Board. We get £40,000 a year to pay for the little things
you need to pay for, so we use that largely to fund the
designated professional practitioners (DPPs), but also
to pay for some software and equipment to help with
the setup of the service.
There is a ring-fenced pot of money which must be

spent by the Health Board on prescribing services,
and if we don't spend it on prescribing services, it's
taken off us so effectively it means those prescribing
services up to the limit of that pot have no cost to us
as a Health Board.
All of those things together have created quite a bit of
impetus behind the service.

GB: And how has it been used in the various
localities?
AM: In Betsi Cadwaladr we have gone down the route
of an acute condition service. Most other health boards
have got something similar in place or planned.
Dylan Jones in Llanidloes was the first pharmacist in
Wales to offer that sort of service. He's probably been
doing it for about five or six years now. We have been
running it for a couple of years in Betsi Cadwaladr.
In other parts of Wales, I know there's a de-prescribing
service and there's a contraception service in Cardiff.
We currently have one person who does contraception
as well in Betsi Cadwaladr, although we're rolling out
more. We've gone to about ten pharmacies at the
moment in Betsi but our plan is that by the end of
January we should have about 20-25 based on those
who are just qualifying now or in the last month or
two. We've also got another 14 or 15 in training who
are due to qualify in late spring.
By the end of summer next year, we're hoping to have
40, possibly 45, pharmacies providing a service in
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GB: And what clinical areas have been covered?
AM: Looking at the cases that they were seeing before
COVID, it was predominantly respiratory issues,
upper and lower respiratory tract infections. When
COVID and the lockdowns hit, we asked them not to
see respiratory patients initially. Then it became
UTIs and skin.
Since then we've said to get respiratory patients to do
a lateral flow test or a PCR before they come in
depending on the symptoms, and there's been a few
more respiratory consultations again, but they're still
quite low, but I think that's probably because of COVID.
It also depends on the competence of the pharmacists
and their scope of practice.

Betsi, and our target of one-third would be 50. By the
end of 2022 we might be almost touching our third.
It will be a bit of a scrape, but I know that we are
almost there!
I don't think the other health boards are quite as high
as that, but they're not far behind us. Certainly there
was a bit of a shaky start to begin with as we worked
through the challenges around getting services
like this up and running, but I think there's a good
momentum behind it now.

GB: If Health Boards are moving at different
paces, doesn’t that create inequalities?
AM: It's part of the negotiations for a new contract
settlement in Wales. There's been discussion around
moving the service to be a nationally commissioned
one rather than a locally commissioned one, which
will create more similarities across the Health Boards,
but also give some assurance that if you invest in
training that pharmacist, there will be a service that
you can recoup some of that investment through.
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A number of the pharmacists in the first few
pharmacies that went live had done exacerbations of
respiratory conditions, COPD and asthma in their
original training, so they would manage people
presenting with those symptoms with steroids and
antibiotics rather than refer to the surgery because it
was within their scope and it was within the
appropriateness of their service, but the service largely
covers things like UTI, upper and lower respiratory
tract infections, and skin conditions such as infections,
general viral illness, gout, and musculoskeletal pain;
generally, conditions with a higher acuity but ending
in a prescription in the pharmacy rather than referral
to a GP, where it can be managed in the pharmacy. The
way I tend to define it in Betsi Cadwaladr is if it's
something you can manage there and then, and you
don't need any tests doing or anything like that, then
it's appropriate. If it's something that's going to need
two or three consultations then it's probably not
appropriate. There are some exceptions to that, like if
you've got haematuria in a UTI, I'd expect to call them
back after a week and re-dip their urine just to check
that it's clear because we're concerned that we don't
end up delaying treatment for people with more
serious conditions.

GB: Do you have any figures for the numbers of
consultations?
AM: Yes, up to the end of August 2021 our community
pharmacists have done 21,500 consultations through
these IP services across Wales. We've got 43 pharmacies
who are actively providing a service, but we have
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another 18 that are ready to be commissioned and for
one reason or another we're still working through, so
they'll probably be live very soon.

GB: 61 out of a total of…?
AM: Something like 750. Then there are 62 in training,
so if you add those together, that’s 123 that are either
commissioned or potentially going to be commissioned
in the next 6 to 12 months.

GB: So those 21,500 consultations have been
provided in 43 pharmacies – that’s an average
of 500 each.
AM: It's quite variable actually, but some of them are
doing more than a hundred a month whilst others are
doing thirty a month. But the main problem with roll
out is about availability of Designated Prescribing
Practitioners (DPP). Between a third and half of the
independent prescribing courses now allow a
pharmacist or a nurse to act as DPP, but you need to
be qualified for three years, and because of the
timelines of what we're doing here very few of our
pharmacist prescribers in community have done three
years yet.
I understand that HEIW have an aspiration that every
pharmacist that's currently on the register in Wales
will have the opportunity to train as a prescriber
before 2026 when the new graduates come through.
So you can see that they've got to ramp it up a little

bit, but alongside that we've got Advanced Nurse
Practitioners (ANPs) training as prescribers, we've got
paramedics, we've got podiatrists, all pulling on the
same pool of existing DPPs. There is a real pressure.
We feel it particularly in North Wales, because we have
a workforce shortage anyway.
HEIW are currently working on how do we support
people to become DPPs? I suspect probably in two or
three years we will have quite a workforce of DPP's
amongst the pharmacists, but at the moment I'm not
aware of anybody that's put themselves forward as a
DPP for anyone, and it's going to take a little bit of
time, but it's likely that we will hit that 2030 target.
Maybe by 2027-28, because after 2026 all of our new
graduates will be prescribers on day one.
Looking ahead, I'd like to see a collaborative approach
to how we bring on the workforce in respect of
prescribing in Wales. Something involving HEIW
alongside universities that has similarities to the
Medical Deanery model.
It works very well in medicine because it means you've
got continued training beyond the university, whereas
in pharmacy you get to the end of university and then
there's a mixed bag and no real structure. You can
pay for courses but we don't have that structure, and
I think we do need that, especially when we think
about prescribers. We need a way to bring them from
doing UTIs and sore throats to long term condition
management. And how do you identify somebody with
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heart failure and manage them? There's no reason that
can't be done through community pharmacy and
pharmacists working in primary care in the future.

GB: Pharmacy Management have just inked a
deal with Bradford University along the lines of
trying to create a continuing connection with
the university. In your service, how is liability
insurance covered?
AM: The pharmacists need to arrange that with their
usual provider. We had a lot of conversations with CPW
(Community Pharmacy Wales) early on about the
costs, and in the end we came to the conclusion that
it was the contractor's responsibility to put this in
place and that the fee would reflect the fact that there
was a higher risk, but we were prepared to revisit that
if indemnity costs were found to be exceptionally high.
I had one company with four pharmacies contact me
to talk about it and then they rang their insurer who
said that's fine, no fee, we’ll put it on so they didn't see
that there was a very high risk. Undifferentiated
diagnosis is recognized as a higher risk for prescribing,
but remote prescribing is the highest. These pharmacists
have the person in the pharmacy and they're assessing
them. They're qualified. The range of things that
they're seeing is relatively limited. And if they spot red
flags, they're not managing that patient. We haven't
seen a significant indemnity element to it.
However, I guess it's going to depend on when things
go wrong and the more people we have going through,
the more likely that is to happen and when eventually
it does happen, we may see a shift in indemnity cover.

GB: In England the discussion that's having most
traction, I think, is if you have a pharmacist who
works for a GP practice. they will be covered as
things stand. If they do exactly the same job
10 yards down the road, they won't be covered,
and that creates inequity for the patient,
because the amount of recourse they have
would be limited by the insurance. So do we
really want the indemnity cover that a patient
can tap into to be determined by where they
went to?
AM: Yes, I can see the argument, because we have our
community pharmacist prescribers working in 111,
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seeing a patient with a UTI, and then that same patient
walks into her community pharmacy the next day, and
it's a totally different situation. It's the same
pharmacist with the same patient in the same
condition. It doesn't quite ring true, does it?
The pharmacists have that confidence that if they've
seen a patient, they probably saved an appointment
at the GP. So if a consultation ends in them sending the
patient to the GP, it doesn't mean that they are
creating any additional rather, it's a failure to reduce
demand. And the conversations I've had with colleagues
is how important it is to get feedback from the GPs to
the pharmacists. If the pharmacists send somebody to
the GP that they didn't feel they needed to see that GP
needs to explain to the pharmacist what their take is
on the case so the pharmacist can understand why
that patient didn't need to see them. Now sometimes
it'll be a case of the pharmacist saying “I wouldn't
have known what you've just said to me, because I
don't have full access to their notes. I would always
refer in that case because I can't do what you can do,”
but sometimes it might be “OK, I've learned something.
I’ll take that on board and I'll do something different
next time.”

GB: How does record-keeping work?
AM: With the exception of a few pharmacists in North
Wales, I'm pretty sure I'm right in saying that all the
pharmacists providing the service in Wales have
access to at least the summary care record for the
patient. Choose Pharmacy is our main platform, and
there is a module in there for independent prescribing.
It's very basic, but it does give them the opportunity
to record the detail of a consultation and the
prescription, and it gives them access to the Welsh GP
Record, and some of the pharmacists in Wales have a
direct log-in to their local practice via remote EMIS or
Vision Anywhere. I have a group here who use Adastra,
which is what we have in out of hours, and they’re able
to use that to print prescriptions, and it's a more
sophisticated clinical system so it does interaction
checking on prescriptions but it has limitations like no
access to the Welsh Demographics Service, or the
Welsh GP Record. But the feedback from them is that
they very much value that system and they want to
carry on using it as long as they can. They don't want
to go onto the Choose Pharmacy system because it's
a more basic system in many respects.
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Access to the record is very valuable, but I think
sometimes its importance is a bit overplayed. If you've
got a 25-year-old woman in front of you who tells you
that she's got no medical history and she's got a UTI,
and there's absolutely nothing wrong with her
normally, and she didn't take any medicines, there's
no need to look in a record to know how to treat that.

wouldn't have bothered with if the service hadn't been
available, which is one of the concerns we have. We
don't advertise the service too openly, so the level of
provision is still quite low, but that's partly because we
don't want to create demand that can't be met in the
pharmacies or create demand in the wrong sort of
patient.

The important thing about record access for me is the
write access, which is something we haven't got. We
are working on it, but most of our services now will
send an electronic summary to the GP or will print out
a standard letter which is then posted. We're starting
to get some noise from the GP's about the admin work.
They have to download the report, code it and put it
into their records. And to be fair, they don't seem to be
ignoring them. They do seem to be putting them into
the patient record, and it's quite important they do, so
that people with ADRs get identified. But I think it's
starting to create a mindset among some GP's. Why
can't you just have direct access to my records and put
it all in there?

GB: So how does it work?

GB: What impact do you expect the service to
have on GP workload?

AM: It depends on the local setup, in some cases the
pharmacist just deals with walk-in patients, but where
there are good working relationships with the local
practice, there is more structured referral. In one
example, a GP practice will collate a list of patients
each morning, usually 55 or so, who called for an
appointment and say, well, we could get the pharmacist
to see you. Would you be happy with that? If yes,
they put them on the list. They send that over to the
pharmacy who then ring the patients, usually by about
10:00. They get a phone call from the pharmacist.
Sometimes he'll just deal with it over the phone and
say, “I've done a prescription for you. Come down and
collect it or send somebody else.” He will book others
into slots during the day.

AM: You save them an appointment which is quickly
taken up by the next person in the queue. It's not as if
they're going to be sat twiddling their thumbs so it's
not going to free up a huge amount of capacity in
the surgery. The main benefit of this is for out of hours
and A&E, and it's about things not spilling over into
unscheduled care.
Few surgeries have appointments left after about
10:00. They're already booking up tomorrow's so if
the pharmacies around them can pick up a few
consultations that means a few people won't
have got to the end of the day not being seen.
I think 96% of people that used the service in the
first year said they would have gone to their GP
or out of hours or A&E if it had not been
available. We wouldn't put them through the
service if it could be managed with a bit of
paracetamol. Generally they are something that
the pharmacy couldn't deal with without this
service.
We’re not attracting The Walking Well into this who
just want some reassurance for something that they
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That works really well for him and the local practice
because they've saved some appointments and he's
got a list of appropriate patients that he can manage
and slot in rather than them all having been sent to the
pharmacy, stood outside queuing, waiting for him,
putting pressure on him and creating a bad patient
experience. And it seems to work really well actually.

GB: That leads me to the question of direction,
because I can imagine in a lot of places you've got
a one-to-one relationship between the practice
and a pharmacy and there's no issue about it. But
what do you do when there's two pharmacies
you could send them to? Or don't you have that
problem yet?
AM: We do now. The second pharmacy in Blaenau
Ffestiniog was commissioned for the service a couple
of months ago. I would expect the surgery to ask the
patient which pharmacy they normally use and
putting it on the relevant list. Those two do work well
together. If there was less of a working relationship
there you might need to have a formal agreement,
because you've got to bear in mind that if ten people
ring and they all are at one pharmacy and the
pharmacy only can cope with five, it’s not appropriate
for the surgery to then see those other five patients,
the work needs to be distributed across the community
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pharmacy capacity available.
It's important that when the pharmacist concludes the
consultation, they offer the patient the option to have
the prescription dispensed elsewhere. As far as I know,
nobody has ever taken them up on it, but they must
offer them that because the GPhC have indicated that
they are comfortable with the idea of the pharmacist
prescribing and being the responsible pharmacist for
dispensing purposes, but only where there's clear
separation of the process.
You shouldn't be signing the prescription and then
immediately walking into the dispensary and labelling
a box and then bringing it back to the patient. That
absolutely should not happen. What I would
recommend to anybody is that you write the
prescription, you hand it to the patient and you say if
you would like this to be dispensed here, take it to the
counter and they will organise that for you, or if you
want to go elsewhere, you're welcome to leave the
pharmacy and take it to another pharmacy. I think that
gives you a really clear separation. It also concludes
the consultation neatly. The pharmacist has a bit of
time in the room to finish their notes. It makes it feel
like separate consultation and supply processes. In
theory the patient can take it elsewhere, but why
would you?
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GB: Is there educational support?
AM: About every two to three months, we have a
network evening in North Wales, and colleagues in
other health boards have various other forms of
suppor. We've got a GP coming to talk to us about
lesions in February, and he did a talk on rashes in late
2021. Sometimes it's case presentations. They're an
hour and a half to two hours on Teams, and we talk
about operational stuff, but we also talk about clinical
matters. We get quite good turnout there.
We've actually started inviting the pharmacists who
work in the 111 service in North Wales as well, because
we look at the same sort of patients. The main
challenge that I have at the moment is that I’d like
there to be more clinical leadership in community
pharmacy or in primary care that those pharmacists
can get support from. If you think about other settings
where there's prescribers working, there's a clinical
hierarchy. If you're an ANP working in primary care,
you can refer to your GP colleagues and you can talk
cases through with them and get feedback from them.
And you can do that in real time while the patient is
still with you. Community Pharmacy doesn't have that
luxury. They do have a WhatsApp group but that's not
really appropriate for use in a live consultation and is
more for general discussion around cases.
In a perfect world, the local GPs would provide this
sort of support, but recognizing that they're both
independent contractors, we shouldn't expect the
GP to do it for free, because it won't always be their
patient either, and you can't have that sort of
working relationship with five different clinicians, if
you've got five practices locally. What do you do
when patients come in from outside? That's
probably my biggest challenge that we've got to
overcome in Wales; how do we get that ongoing
clinical mentorship? The professional isolation of
community pharmacy is my biggest concern.

GB: One of the charges levelled at pharmacist
prescribing is that in some way it might be
riskier. There are definite benefits, but also
some risks. Have you a view on that?

case where a pharmacist had gone to the nth degree
to try to sort something out for an MDS patient and
had failed. Having tried everything she decided to just
prescribe the meds herself. We had a conversation
about it and I said, you know, I recognize this is very
exceptional. You've got a clear trail of what you've
done and why you've done it. I'm not unhappy with
what you've done there. I wouldn't expect to see it
very often, but it opens some avenues for a situation
where you are sat there with a patient thinking I know
exactly what to do for you, but I'm unable to act, which
is where community pharmacy has been for decades.
I think back to the days when I'd send somebody with
conjunctivitis to their surgery for the receptionist to
print a prescription out and get somebody to sign
it, nobody having seen the patient and then come
back two hours later with a piece of paper for me to
give him chloramphenicol. That isn't a good use of
anyone's time and pharmacist prescribers are in a
really good position to manage the risks around
prescribing as I think training for prescribing
changes your mindset and coupled with pharmacist's
basic training, they are really well placed to made
decisions on which drugs and forumlations are safe
and appropriate..

GB: When chloramphenicol for pharmacists first
came in a number of GP's were upset about it.
One of our GPs said “Look, none of us would do
any different to what the pharmacists are going
to do. We may say we would but actually we
don't, because if you're lucky, we’ll look at it,
but we might not. And if it doesn't resolve
within 48 hours or so, we'll have a second look
at it, and then we might think, oh, it's actually
dendritic ulcer. But the chances that we would
spot that on first pass are negligible, so why
should we hold somebody to a higher standard
than we are going to provide ourselves?”
AM: Good safety netting advice is probably the biggest
thing I keep talking to community pharmacists about
and they they're using it very well actually because of
the Open Access.

AM: It's a very tight balance to be struck, but having
pharmacist prescribers really does open some doors
for us to support patients and I know of at least one
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GB: In Cornwall we took the view with GPs
that if your workload is being reduced because
some is being picked up by community
pharmacists providing this service, the quid
pro quo for that is you give those pharmacists
access to a telephone line so they don't have
to spend 20 minutes hanging on at the
switchboard. Pharmacy said the single biggest
problem we get is when we need to refer, we
can't do it quickly.
AM: We're working on improving communications
because it is a big problem.
You know you've saved 5 appointments by putting
these people on the pharmacist queue. You need to
keep one back that you don't release to a patient, so
you've saved four appointments, and if that one isn't
needed then the prescriber has a little bit of extra time
to do something. And then, if the pharmacist does
need to put anybody back in, there's a space for them.
because it’s not fair on the patient to send them to the
pharmacist, then they go there, they sent back to the
GP and the GP says sorry, I can't help you because
effectively they've gone to the back of the queue by
accepting an appointment at the Community
Pharmacy. That patient should be seen quicker by
having gone through the pharmacist than they would
have done if they've just pitched up.
It's starting to have that benefit in terms of
relationships locally and it is becoming valued. So I
gather one surgery has said to the Health Board if you
decommission the service, then we're handing our
keys back. The pharmacist is probably taking 30-40
consultations a week off them or more, and the key is
recognizing that pharmacy can be a triage point
because if we get it right the next time, that patient
won't even ring the surgery. They'll go to the
pharmacy.
And some of the things they're going to pharmacy for,
the counter assistant will resolve and sell them
something and they're gone. For some a technician
might have a conversation with them and they
don't need to be seen. If we get technician access to
PGDs in the future, I would like to see the common
ailments scheme opened up to them, because to
me, that's a tech-led service. It's very structured
questioning, very defined treatments, very defined
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clinical conditions. And then the prescribing service,
where the pharmacist sits and then you start to get to
a tiered system where patients get streamed as they
walk up to the counter. Otherwise we end up with a
pharmacist doing GSL stuff and that's not very
prudent healthcare.
I think in some cases we've got technicians doing more
advanced stuff, and the pharmacist has stayed in the
dispensary. I think that was completely the wrong way
to progress and we should be getting the pharmacist
out of the dispensary. But I think we should also get
the technicians out of the dispensary a bit and if you
fast forward 5 or 10 years, you could have a situation
where the technician is doing pretty much what the
pharmacist did 20 years ago and the pharmacist is
doing something new.
Community Pharmacy offers so much because of
where it is and the demographic going through it that
you don't have anywhere else. They're in residential
areas. They're in areas of deprivation. You've got a
whole cross section of society going in there with
good relationships, whereas general practice has
increasingly become a very difficult place to access
and COVID made this worse. The perception is worse
than it probably is so people don't even try.
The plan nationally is that we will move to a
prescribing service model that is about contraception
and acute conditions and other types of prescribing
services and on my medium term list I'm interested in
dose titration in community pharmacy. If you've been
newly diagnosed with hypertension, the pharmacy is
going to do the lot. They're going to measure your
blood pressure. You're going to go back every week in
the first month. Then you're going to go monthly. And
then you're going six monthly and then once a year.
And we get to a point that the GP didn't even get
involved in the drug choice.

GB: Do you use post payment verification?
AM: We do. In North Wales we pay £150 per day the
service is available. If you're a pharmacist prescriber
you need to have the capacity to see people quickly,
you need additional staff. And to pay those additional
stuff, you need to know the money is going to be
there, not based on whether somebody walks through
the door who can use your service. And if you start
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saying you need to see people in order to
guarantee this income, people will start seeing
the wrong people. What I want to see is services
available and then as a Health Board we can
drive demand.
But we always find this chicken and egg
scenario; the contractors can't invest in
making the service available because it's not
being used so we can't drive patients to them
because they don't have the capacity, so let's
create capacity and then use it. It's worked in
some areas and in other areas we ended up
paying quite a lot of money per consultation.
But that isn't the fault of the prescriber. It's down
to patient behaviours and local GP practice
engagement. In the main, I think it's been quite
successful, and it's been successful because it has
meant we've had real demand here from contractors.
The estimated investment from a contractor point of
view is around £10,000 to train a prescriber and you
get £3000 backfill - that's probably about 12 days’
cover, but GPhC require you to do 26 days of study so
the rest of that study time you're going to need to
release them. And then there's indemnity cover,
there's equipment purchases, there's other stuff
around it, so it can cost thousands of pounds to
train somebody and you are then have relying on
people coming through the door, so we don't want to
create a perverse incentive to offer it to everybody.
And before you know it, they're full of inappropriate
patients.

GB: How many hours do they have to provide
the service for, because presumably it can't be
for all the hours pharmacies open?
AM: We currently have different funding models in use
in Wales, in North Wales we pay for the availability of
the service on a daily basis, but in other areas they
pay on a consultations block basis, paying for blocks
of 9 consultations at a time.
I want them to be able to see the person that needs
to be seen. because cases build up over the day and
that's why there's a mad flurry in the morning to get
a GP appointment. So instead of having waited
tonight and going to your GP in the morning if you
went to the pharmacy at 4 o'clock, you could get

dealt with then. It's a better patient experience.
It's better care.
The minimum we have now is somebody working
two days a week. We’ve got a few pharmacies at six
days a week; and over Christmas, they're going to do
2-hour rotas on a couple of the bank holidays. And
I've said we will pay you the full day’s fee for two hours
if you put an IP in, because you're putting them in on
a bank holiday and the impact of that is potentially
quite significant.
We don't have a minimum at the minute but I think
there might be a minimum level for the service going
forward. I'd like to see a service standard where it's
commissioned so a patient would be seen within
48 hours. I would say in almost all cases 48 hours is
unlikely to be very serious for them, but they need to
be given safety netting advice and return within
48 hours.
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GB: That takes me to my last question, which
was about pharmacists changing jobs in the
community because that presumably causes
you a headache.
AM: It does a bit. The bigger problem we've got is
people moving to general practice and the Health
Board. We've probably trained 35-40 people, and I
think probably five of them worked for the Health
Board or at general practice. The rest we've
managed to keep, and what I found interesting is
I've had secondary care pharmacists say to me
they're quite tempted to look at a job in primary care
or community pharmacy rather because although
they’re prescribers, they've never really used their
prescribing qualification in secondary care. They
just ended up being an administrator and writing
charts, tinkering with things and not really using
their skills. And they’ve said it's ironic, really, that
the opportunity to use prescribing sits more within
community pharmacy.

move towards longer prescription durations and
online pharmacies which reduces our contact with
patients. We were talking about delivery drivers and
their role the other day. They speak to people and
have opportunities for care, advice and what have you,
and spotting things. And we don't leverage that. I think
there's an awful lot we could do through community
pharmacy by using our delivery drivers more smartly,
but maybe it takes a transformational change, and
that's one of the things that we're trying to do in Wales,
I think - to fundamentally transform what community
pharmacy is for.

GB: Do you have any Declarations of Interest to
make and, if so, what are they?
AM: My only declarations are that I work for Betsi
Cadwaladr University Health Board and NHS 111
Wales.

My only hesitation with all of this is I don't want to
just create a new general practice. I don't want it to
end up where it's all appointment driven. I always say
the USP for pharmacy is that the pharmacist doesn't
usually need an appointment to be seen. They offer
what most other health service offers.
A lot of what we're trying to do is to look at how we
can use a prescriber to take work from general
practice instead of putting a pharmacist into general
practice. We've got a network of 750 pharmacists
in community pharmacy in Wales. We can't put 750
pharmacists in GP practices in Wales. But we’ve
already got them in the community. We need to
leverage that, so we're exploring things like a rescue
pack for COPD exacerbations, trying to make sure
they've got them and know how to use them. And one
of the models we want to test is, can we get a
prescribing pharmacist in community pharmacy
who has identified them as being suitable for one to
just supply it and then tell the GP?
The other thing we're doing is sending them into care
homes to do medication reviews and stop or start
medicines as appropriate or titrate doses.
I think we need to frame our services around the
supply; you retain the supply because of the services
you provide alongside it. One of our challenges is the
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LEADERSHIP

Reflective Practice
Dave Cosgrove has spent the bulk of his career in business management in the
pharmaceutical industry, with over 20 years in leadership positions.
Working as an independent coach and trainer, he has developed and run workshops on
various aspects of business management and leadership, from coaching skills to change
management and team development.

In his excellent book “Black Box Thinking”, Matthew
Syed contrasts the different ways various sectors learn
from experience, with a particular contrast between
the approaches found traditionally in healthcare and
in aviation. He concludes “if we wish to fulfil our
potential as individuals and organisations, we must
redefine failure” arguing that failure should be seen as
an opportunity to learn from what went wrong.
Reflective practice goes a stage further and can be
defined as “the ability to reflect on one's actions so
as to take a critical stance or attitude towards one's
own practice, engaging in a process of continuous
adaptation and learning.” Implicit in this definition is
a crucial difference from Syed’s - reflective practice
should not only be for when something has gone
wrong, just as much can be learned from taking time
to understand why things have gone right.

knowledge base and to reach a higher level of
understanding.
The benefits of reflective learning can include• Increased learning from an experience or a
situation
• Identification of personal and professional
strengths and areas for improvement
• Identification of educational needs
• Acquisition of new knowledge and skills
• Further understanding of your own beliefs,
attitudes and values
Good reflective practice should be action based and
result in a commitment to do something differently as
a result.

In this article we will look at what reflective practice
is, the benefits, and how you can use self-coaching to
further improve your practice. Though reflective
practice can be used by individuals or teams, we will
focus on the individual.

EXPERIENCE

Learning From Experience
Almost any situation can be an opportunity to learn
from your own professional experiences, from
consultations, writing reports or meetings with
colleagues, there are opportunities every day to learn
and improve, outside of more formal learning or
knowledge transfer. A person who reflects throughout
his or her practice is not just looking back on past
actions and events, but is taking a conscious look at
emotions, experiences, actions, and responses, and
using that information to add to his or her existing

PLAN
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Experience

Example Self-Coaching questions-

Just because you can learn from most experiences
doesn’t mean you have the time or opportunity to do so.

• What did I want to achieve?

To prioritize, consider reflecting on

• How does it fit with my development goals?

• Things that have gone particularly well

• What are the consequences of not achieving it?

• Things that have gone particularly badly

When you are clear on what you wanted to achieve,
then consider what actually happened.

• Things that are consistent with your professional
development plan
There is a wealth of evidence on the improvements
made in resuscitation performance by timely
debriefing and reflecting on the incident. Similarly, the
best time to reflect is within minutes to hours of the
event, and is done while emotions, reactions, and
impressions are still “hot.”
The stages of reflection and planning make up stages
of self-coaching, reflecting to increase your awareness,
then planning for future actions.

Reflect
When reflecting on the experience it is important to
start from being clear on what you wanted to achieve
and why that is important to you.
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• Why is that important to me?

Example Self-Coaching questions• How effectively did I achieve my objective?
• What evidence do I have for that?
• What helped/hindered me in achieving my objective?
• What was missing?

Plan
Effective reflection should lead to an increased
awareness, your plan should consider the possibilities
to do something differently, then a commitment to
do so.
Consider what you could do differently when faced with
a similar experience again, imagine all the different ways
you could approach it.
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Example Self-Coaching questions-

Learning Journal

• What are all the things I could do to achieve my goal?

To avoid losing your learning, if you don’t already
have one, start a learning journal. Plan to add to it
a couple of times a week when you have taken
something from your reflections.

• What are the pros and cons of those options?
• How would I prioritise them?
• If I could only do one thing, what would it be?
Once you have considered the possible options, decide
what you will do differently because of the reflection and
commit to acting on it.
Example Self-Coaching questions• What am I actually going to do?
• When will I start?
• What are the steps I need to take?
• What could get in the way?

To cut down on your work, a great idea is to record
them as “I noticed this, next time I will do that” as a
quick and concise summary of your learning. Not only
will it be a great way to develop your own practice,
but it will also make it very easy to evidence your
professional development.
Aristotle said, “We are what we repeatedly do”,
reflective practice breaks habits of behaviour and
facilitates continuous improvement, so the only thing
you repeatedly do is your best.

• Who needs to be involved?
• How will I monitor my progress?
• How will I know I have completed it?

Dave Cosgrove BSc Hons
3bridgescoaching@gmail.com
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AFTERWORD

Penguins and Passports – a year in the life of a
PCN Clinical Pharmacist
Chris Grahame,
Senior Clinical Pharmacist

Heraclitus once famously said, “The only constant
in life Is change“, my, has that been the case during
2020-21. From the changes to Covid 19 vaccination
dose intervals, through to the updates and changes
from the JCVI to reflect the emerging evidence.
Meanwhile, the ‘day’ job of patient consultations,
medicines management, medicines reviews, drug
safety reviews and so on continues unabated.
Just as 2020 was coming to a close and the practice
was in the middle of winter pressures, I was called to
a meeting with the Practice Director and the PCN
Business Manager.
“We’re going to turn the unused side of the branch
surgery into a Covid Vaccination centre, we need you
take ownership of the vaccines and reconstitution… the pharmacy bit …..”
We eagerly awaited our first delivery of the defrosted
Pfizer vaccine ‘pizza box’. Despite our enthusiasm,
[wide eyed child on Christmas day looks] as the first
delivery of vaccine and consumables arrived, the
delivery driver was very nonchalant and matter of fact.
To him this was just another vaccine centre with
another delivery: this was a momentous day for me,
the Practice and the PCN, but he couldn’t understand
what all the fuss was about.

huddled together like penguins on an Antarctic ice floe
sheltering from the cold.
With special care I removed 10 vials from the box to
allow them to come up to room temperature, only to
find that the space this generated led to the rest of
the ‘penguins’ toppling over…… Anxious that the
lipid coating on the vaccine would be damaged I
carefully righted them and returned the pizza box to
the cold chain.
Later that day talking with a nurse colleague, it
became apparent the simple way to avoid this
toppling of the vials was to ‘decant’ or count off 20
vials (the equivalent of 100 then 120 doses) into a
disposable kidney bowl. In this way doses could be
removed safely and effectively from the fridge without
disturbing the main flock.
The initial take up for the early cohorts of patients 2
and 3 (elderly and clinically vulnerable) was amazing.
It was mid-winter, cold, icy and with a bitter wind
blowing across North Northampton but still they
came along. Talking to the 80+ years old was such a
privilege, stoic, hardy, determined, but so grateful for
the opportunity to receive their vaccination. Many of
them felt this was their civic duty and had to be done
for the sake of the country.

As per the SOP and recommendations, the pizza box
was dutifully transferred to the vaccine fridge to
ensure cold chain continuity.

I remember clearly vaccinating one lovely couple
whose combined age was 204 years ! Charming,
friendly and enthusiastic they had their Pfizer
vaccinations and left waving.

Later that morning, with anticipation I opened the
outer carton – 195 purple lidded Pfizer vials all

During January 2021 the Pfizer dose interval was
increased from 3 weeks to 8 weeks as per the JCVI
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ensuring that more patients could receive their first
dose and then we were able to extract 6 doses
from each vial.
As winter turned to spring, the AZ or Oxford vaccine
was approved on conditional licence by the MHRA and
supplies of the 10 dose vials started arriving. From a
logistics and clinic running perspective simply
retrieving the vials from the fridge with no reconstitution
made things so much more straightforward. We were
one of the first local vaccination centres to receive the
AZ vaccine and I remember handing out bundles of
kidney bowls with the syringes and batch no. AB001
to our vaccinators. Of course we started on the 10
doses per vial recommendation but soon found we
could go to 11 or 12 per vial.

Gradually reports of blood clots and thrombotic
episodes with the AZ vaccine started to filter through
on the daily CCG reports and as time went by, the
Oxford–AZ vaccine was no longer the vaccine of choice.
The age limit for the AZ vaccine was dropped to 40 +
then only 18 years and older, then eventually the
supply was stopped and we had to return all the
unused vials.
Meanwhile back at the practice, pressures of the day
job were starting to mount, having spent considerable
time at the vaccine clinic and many housebound visits
(initially with AZ then to Pfizer).

Running in parallel to AZ clinics, we were still receiving
Pfizer deliveries. All of sudden the patient preference
(certainly for older patients) was to have the ‘Oxford’
vaccine and be patriotic.

The demand for medication reviews, medicines
management and in particular Structured Medication
Reviews was piling up. Fortunately this practice
demand coincided with a reduction of vaccine clinics
over the summer: I was able to spend most of July and
August happily fulfilled with domestic duties. After the
hustle and bustle of 6 day weeks with busy vaccination
clinics being full time back in the practice was a much
needed break.

As we moved into spring and the warmer weather
arrived with a flourish vaccine clinics became easier,
there was less pressure from patients waiting in

As Autumn 2021 started to loom, NHS and patient
demand for 2nd vaccinations to generate a COVID
passport (via the NHS App) increased dramatically.

Several weeks later we moved to the 8 dose (actually
9) vials which caused some confusion, different shape
and size vials – different numbers of syringes to be
racked up in the kidney bowls …
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the cold and we could open up the building fully for
ventilation.
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Many patients who had delayed their vaccinations
suddenly ‘had to have them’ if only to allow
domestic and international travel. Following the JCVI
announcement that Moderna and Pfizer were the
vaccines of choice for booster doses, planning and
staffing for the booster campaign began in earnest.
Using the Moderna vaccine in clinics led to a much
more straightforward clinic, 20 doses per vial and no
reconstitution eased the pressure on Senior Staff
meaning we could spend more time reassuring
patients and hands on vaccinating. The difficulty
arose at the end of a clinic when juggling doses and
vials to minimise wastage: having to open another
vial just for 2-3 patients with 17-18 wasted doses.
Once again we were delighted to embrace Cohort
2 and 3 patients (elderly and frail) for their booster
vaccinations. Throughout the booster process, the
weather was much milder and by now the team at
Kings Heath Vaccination Centre had really nailed
down patient flow and processing. At the height of
the booster campaign we comfortably vaccinated over
a thousand patients a day.

Despite the huge campaign to get patients to have
their initial and second vaccinations throughout
October and November 2021 whilst providing booster
doses, I was constantly surprised and amazed by the
numbers of 1st and 2nd doses.
It was interesting to see the differences in speed of
data transfer – once we gave patients their COVID 2nd
or booster doses and logged it in the Pinnacle platform
this appeared in patients’ clinical notes (SystmOne,
EMIS etc) within 1-2 hrs. The upload from the clinical
systems to the NHS app was taking up to 14 days much
to the dissatisfaction of patients looking to travel.
So as I reflect on a year involved with and running a
COVID clinic, THE ONLY CONSTANT has and will
continue to be change. Throughout the Pandemic,
Pharmacists, Pharmacy Technicians and Pharmacy as
a Profession have notably demonstrated their worth
to society. I’ve no doubt this will continue as we move
towards the endemic stage of COVID 19.
Chris is a Senior Clinical pharmacist based in a GP
practice in North Northampton working within a PCN of
45,000 patients.

As we moved into October and the evidence from the
ComFluCov study had filtered through we were able to
offer many of our vulnerable patients Covid vaccination
in one arm and Flu in the opposite arm. I found
myself reassuring patients on the benefits of both
immunisations this with the catch phrase of “I say..
you buy one, you get one free…”
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