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The terms ‘seamless care’ and ‘integrated

care’ have been used to denote the need

for care to be provided in a co-ordinated

way across various organisations, agencies

and professionals. This is particularly

important in a situation where patients

have been discharged from hospital back

to care in the community. Where changes

have been made to medication regimes, it

is important that patients know how to

take the new, or amended, medication

correctly. Much attention has been

focussed on this aspect but it is well

understood that arrangements do not

always work as well as intended. In such a

situation it is important to elucidate why

and to take corrective action. In that vein

it is good to report a study that looked

at an established transfer of care service

to find out why the recommendations

being made by the hospital service were

not always adopted in the community.

The main reason uncovered was that

Community Pharmacists were not always

able to contact the patient. Reference is

made to patients not answering the

phone after a number of attempts or the

telephone number being wrong – but

those are surely not the only options to

contact a patient? This is something that

will no doubt be pursued alongside other

changes that should be made to improve

the service locally.    

The inability of some patients to use

their inhaler correctly is an ‘old chestnut’ –

but one that requires constant review and

support since the consequences of not

doing so could result in a serious clinical

situation for a patient. There are many

facets to such work but an article in this

edition helpfully focusses on one specific

setting – that of care homes. It is also useful

in demonstrating the positive role that a

pharmacy technician can have in improving

patient care. The project involved educating

staff and patients on inhaler technique

through attendance at workshops.

Compliance was significantly improved and

there was a subsequent reduction in the

number of admissions to hospital and

usage of antibiotics. These are laudatory

results and the article will no doubt be of

much interest to all those who have a role

in improving the care of patients who

require inhaler medication in care homes. 

What does a Pharmacist Teaching Fellow

do? Our Face2Face section outlines such a

role, which involves the delivery of medical

education to undergraduate students and

pharmacy workforce development through

providing learning and development

opportunities in the clinical workplace,

including the development of teaching skills.

The benefits of inter-professional education

have been well recognised and the role

has an important part to play in fostering

that situation for those such as

pharmacists, healthcare assistants, nurses

and physiotherapists. 

What does the NHS Long Term plan

mean for you? Do you see it as a route to

opening up opportunities for the pharmacy

profession to further enhance the

contribution it makes to the care patients

by a paradigm shift towards patient-facing

care in GP practices and elsewhere? Or is it

a threat to current pharmacy services by

destabilising the workforce and supply

channels? Not sure? Have a read of the

commentaries in the Management

Conundrum section for some views. 

The 'Au Courant' section carries a

report on the proceedings of the highly

successful Celtic Conference held on

26th March in Edinburgh.

What do good leaders do that makes a

difference? Do you utilise the SMEAC

approach used by the armed forces to give

clear direction and check understanding?

What are the top tips from those in

leadership positions in the NHS to those

who wish to develop their leadership

skills? The answers to the questions can be

found in the Leadership section.

EDITORIAL

READERS’  FEEDBACK 
If the JoPM is to continue to publish material that you would find interesting

and helpful in your practice, it is clearly important that readers feedback their

views. There are various ways in which feedback is currently obtained but a

short SurveyMonkey questionnaire that will take just a couple of minutes to

complete is available for each edition by the hyperlink opposite. 

Your feedback is always welcome. 
Please click here to complete our 

Reader Survey for this issue.



Subscribe now!
Our journals are available free of

charge to health professionals

working for the NHS.

To obtain your own 

subscription please visit

www.pharman.co.uk and 

click on the PM Journals tab.
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BEST PRACTICE IN PHARMACY MANAGEMENT

Discharge Communications From Hospital To Community
Pharmacy - Reasons For Rejection              
Michael Wilcock, Head of Prescribing Support Unit; Liam Kelly, Lead Pharmacist 

e-Prescribing & Digital Medicines; Pharmacy Department, Royal Cornwall Hospitals 

NHS Trust; Phil Yelling, Chief Officer, Cornwall & Isles of Scilly Local Pharmaceutical

Committee

Correspondence to: mike.wilcock@nhs.net

Introduction       
Medicines optimisation is about the safe

and effective use of medicines to help

people get the most from their medicine.1

The National Institute for Health and Care

Excellence (NICE) guideline acknowledges

that when people transfer between

different care providers, such as at the time

of hospital admission or discharge, there is

a greater risk of poor communication and

unintended changes to medicines. When

people move from one care setting to

another, between 30% and 70% of

patients have an error or unintentional

change to their medicines. Furthermore,

there is international recognition that the

transition of patients across care settings

can lead to medication errors and patient

harm.2 The process of discharge from

hospital back to primary care can leave

patients uncertain about their medication

and ill-prepared to manage their care

once home. The extent to which a

patient’s medication may change from

admission to discharge has been well

described in the literature.3,4 Hence,

patients who take medicines for long-

term conditions often have changes

made to their usual prescription during a

stay in hospital. Though the ideal is that

changes in the patient’s medication status

throughout the hospital journey should

be explained to the patient, documented,

then transferred to the next healthcare

provider at discharge, this does not

always occur. After leaving hospital, GPs

are expected to check and update a

person’s list of medicines (medicines

reconciliation) as soon as possible, but

they may not always be able to speak to

their patients as soon as required. 

Community pharmacy is recognised as

an accessible and valuable contact point

Abstract

Title 

Discharge Communications From Hospital To Community

Pharmacy - Reasons For Rejection 

Author List

Wilcock M, Kelly L, Yelling P.

Introduction

The transition of patients across care settings can lead to

medication errors and patient harm.

Community pharmacy teams can potentially contribute to

minimising this risk for patients discharged from secondary

care services by providing the patient with extra support for

taking their medicines. Our hospital pharmacy department

has provided a transfer of care (ToC) service to community

pharmacy for some years. The objective of the reported analysis

was to ascertain reasons for pharmacies rejecting our referrals,

with the aim of decreasing that proportion if possible.

Methods

Data were extracted from PharmOutcomesTM for six months

commencing January 2018 and analysed for reasons for

rejecting the referral.  

Abstract

Results

During the period January to June 2018, there were 1,562

patient referrals provided to 85 pharmacies, of which 363

(23.2%) referrals were rejected. The most common reason for

rejecting a referral was the community pharmacy being unable

to contact the patient (129/363, 35.5% referrals).

Discussion

In our patient cohort, being unable to contact the patient was

the most common reason for rejecting a referral. Other

reasons - time lapse since referral, patient in a care home - are

also difficult to mitigate against, though we wish to improve

the accuracy of the selection of the patient’s nominated

pharmacy.

Conclusions

Rejections of ToC referrals are a missed potential opportunity

for improved patient care. Our analysis has identified that

there are currently few easy solutions that would enable us to

reduce the proportion of referrals that are rejected.

Keywords: Discharge, transfer of care, community pharmacy,

hospital pharmacy.
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for patients in primary care to provide

additional advice and counselling,

particularly on medication-related issues

and the management of chronic

conditions. Patients may be discharged

from hospital without a review by a

pharmacist or without medication

counselling. Community pharmacists are

best placed to counsel patients on

new/changed medications in a setting

they are most comfortable in and also

provide that additional medication

reconciliation for safety purposes. Hence

community pharmacy teams can

potentially contribute to minimising this

risk for patients discharged from

secondary care services, and a number of

studies have described how community

pharmacists can participate in medicines

optimisation for patients moving from

the hospital to home. Such interventions

have included contacting community

pharmacists to update them on

medication changes between admission

and discharge.5,6,7

One meta-analysis indicates that a

pharmacist-led comprehensive medication

reconciliation programmes including

telephone follow-up/home visit, patient

counselling or both at hospital transitions

is effective at improving post-hospital

healthcare utilisation.8 There is also

evidence that interventions including a

community pharmacist (CP) can improve

drug related problems after discharge.9,10  

The transfer of care (ToC) service at our

750 bed teaching district general hospital

in Cornwall was introduced subsequent to

national guidance.11 Our service is built on

the PharmOutcomesTM software, originally

designed to support the collection of

information about community pharmacy

activity but utilised to facilitate a secure

method of electronic transfer of

information related to medicines between

hospital and community pharmacies. At

discharge from hospital, the community

pharmacy nominated by the patient

during the admissions reconciliation

process receives an email to notify them

of a referral and is able to log in securely

to view the details. Community

pharmacists have the choice of either

‘accepting’ or ‘rejecting’ the referral sent

from the hospital. Accepting a referral

should lead to the CP contacting the

patient to arrange follow-up, with records

made of the action taken. A referral can

be rejected if appropriate after opening

the patient information on

PharmOutcomesTM. A reason for rejection

must be provided and rejected messages

will not send without a reason being

entered as text. This ToC service is not a

remunerated service for the CP, though

patients may be eligible for a medicines

use review or a new medicines service. A

recent evaluation of the service showed it

to be widely valued and demonstrate a

range of patient, hospital pharmacist, CP

and system impacts.12

A study using PharmOutcomesTM for a

ToC service in North East England in

2014/15 reported that of the total 2,029

referrals, 45.3% (n=955) were rejected

by the community pharmacy,13 with the

most highly reported reason for rejection

of referrals was that the patient was

uncontactable (35.1%, n=138). As the

ToC interventions from community

pharmacists participating in our service

may result in potentially useful outcomes

for patients, the objective of this analysis

was to ascertain reasons for pharmacies

rejecting our referrals, with the aim of

decreasing that proportion if possible.

Method       

The ToC service at Royal Cornwall

Hospitals NHS Trusts has been using the

integrated PharmOutcomesTM platform

for nearly 2 years. Currently, in excess of

250 discharge referrals to community

pharmacies are made each month. Data

were extracted from PharmOutcomesTM

(Pharmacy Referral follow-up report) for 6

months commencing January 2018 on 16

August 2018 and analysed using

Microsoft Excel. Free text reasons for

rejecting the referral were categorised

manually by the author into major

themes.   

Journal of Pharmacy Management • Volume 35 • Issue 2 • April 201934

Category Number %

Cannot contact patient 129 35.5%

Too long a time lapse since referral 39 10.7%

Patient readmitted/transferred to hospital 36 9.9%

Patient now in a care home 35 9.6%

Other reason 22 6.1%

Internal pharmacy issues 25 6.9%

Incorrect pharmacy 29 8.0%

No changes to regular medicines 24 6.6%

Patient deceased 18 5.0%

Previous referral acted upon 6 1.7%

Table 1: Categories of reasons for rejection (n = 363)
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Results       

During the period January to June 2018

there were 1,562 patient referrals (mean

age 72.5 years, 48.1% female) provided

to 85 pharmacies. This was a mean of

18.4 referrals per pharmacy (range 1 to

62). Of these total referrals, 363/1,562

(23.2%) were rejected (see Table 1). The

mean age for rejected referrals was 72.6

years and 48.8% were females. These

rejections originated from 53 pharmacies.

There were 1,135 referrals across this

subset of 53 pharmacies, and the mean

number of rejections per pharmacy was

6.8 (range 1 to 23). For those pharmacies

that recorded a rejection, the proportion

of referrals that were rejected ranged

from 6.1% to 85.7% (mean of 40%).

Thirty-two pharmacies had no rejections

recorded on the system.

Discussion       

This analysis has shown that the most

common reason for rejecting a referral

was due to the community pharmacy

being unable to contact the patient. This

broad heading of ‘cannot contact patient’

included free text that described patients

not answering the phone despite the

pharmacist calling on several occasions, as

well as a small number of instances of the

phone number being incorrect.  

The 35 instances of ‘patient now in a

care home’ illustrate a deficiency in the

functionality of our hospital electronic

referral system in that the hospital is

currently unable to advise the patient’s

nominated CP that the patient has been

admitted straight into a care home rather

than returning to a patient’s address

familiar to the CP. The care home may

even be in a very different part of the

county and not close to the community

“. . . our hospital electronic referral system . . . is currently unable
to advise the patient’s nominated CP that the patient has 

been admitted straight into a care home . . .”

iStock.com/Minerva Studio

Community Pharmacists not being able to

contact a patient is a common problem. 

http://www.pharman.co.uk


pharmacy. Likewise, at the time of this

analysis, the hospital was unable to

prevent referrals for patients who had

died in hospital. If the patient had

provided consent to ToC, even though

the patient subsequently died, the system

would ‘discharge’ the patient and a ToC

message to the CP would be sent.

The 29 instances of ‘incorrect

pharmacy’ appear to be caused by the

patient nominating the wrong pharmacy

when consent for the ToC service is

sought at admission to hospital. Our

service currently does not involve the

pharmacy team showing to the patient a

map of the pharmacies in a particular

geography on a mobile device to clarify

which is the nominated pharmacy as can

happen in the Refer-to-Pharmacy scheme

in the North West.14

There were 39 instances of ‘too long

a time lapse since referral’. In addition, 21

of the 25 ‘internal pharmacy issue’

reasons was a single pharmacy that had

entered free text of ‘unable to complete

in time due to other pharmacy pressures’.

We are unable to comment on these

reasons for rejection other than to note

that pressures, including environment

and workload challenges, have been

recognised as challenges to service

delivery for the medicines use review

service,15 and similar challenges may

apply to providing a non-remunerated

ToC service.

The published literature relating to this

topic (i.e. why community pharmacies do

not action these types of referrals from

hospital) is limited. The evaluation of the

ToC service from the North East, which

also uses PharmOutcomesTM, reported

that the patient was uncontactable for

35.1% of rejections (compared to our

35.5% figure), wrong pharmacy for

12.3% (compared to our 8.0% figure),

patient readmitted for 5.4% (compared

to our 9.9% figure), and patient

deceased for 1.3% (compared to our

5.0% figure). Some of the differences -

our higher rates of readmission rejections

and patient deceased rejections - may be

due to our overall patient cohort

consented for ToC being an older

population. We had 64.3% (1,004/1,562

patients) aged 70 and over compared to

45.8% in the North East study. Though

our rejection rate  of 8.0% for the referral

having been sent to a pharmacy which

was not routinely used by the patient was

lower than the North East study of

12.4%, we agree with Nazar and

colleagues that improvements in the

design of the service may mitigate

against these rejections. Indeed,

PharmOutcomesTM have attempted to

provide some functionality to the service

so that rejections can be returned from

the community pharmacy to the hospital

for onward transmission to another

pharmacy, though how this will actually

operate if the hospital pharmacy does not

know the correct pharmacy is unclear.

Even in the setting of a randomised

trial investigating the effect of sending

patients’ hospital discharge letters to

their nominated community pharmacists,

6 out of 33 patients were lost to

follow-up within 3 weeks of discharge -

4 uncontactable and 2 readmitted to

hospital.7 A more targeted small scale

‘discharge Medicines Use Review’ (dMUR)

service in which 30 patients were

recruited for referral to the community

pharmacy reported that 10 of these

patients failed to receive a dMUR with the

most common reason for non-completion

at 4 weeks was they were not contactable

or were unable to visit the pharmacy.16 In

the Welsh dMUR service, though

somewhat different to the ToC service

described above, it was found that only

0.7% of potential DMRs commissioned

were undertaken over four years and that,

on average, 25% of eligible pharmacies

claimed for a DMR each month.17

As more health communities look to

introduce a ToC service, there will be

potential learning emerging from other

sites. Of relevance is the ‘Connect with

Pharmacy’ programme in the North East

where 95% of 4,719 referrals had been

accepted, meaning rejections represent a

small proportion of the referrals, though

the actual referral system and process

differs between Cornwall and this North

East geography.18

Based on our experience, we

recommend the following when health

systems – community and hospital

pharmacy teams, Local Pharmaceutical

Committee (LPC), and Clinical

Commissioning Group Prescribing Teams

– want to improve the communication

process for a transfer of care service:

• Involve the LPC as they are critical in

emphasising to community pharmacy

that this service contributes to patient

safety, improved patient experience,

links hospital and community

pharmacy together, and is of benefit

to the wider health system. 

• Revisit community pharmacy

engagement with a reminder,

especially to those with relatively large

numbers of rejections and those

with outstanding referrals, that this

is a valued service and ask how their

internal pharmacy processes can be

supported.

• Feedback regularly to Trust

pharmacists, community pharmacy

and the LPC on the success of the

service (e.g. individual patient stories)

and aim to resolve any difficulties over

the selection process of the patient’s

nominated pharmacy.

Conclusion        

Community pharmacists have a potentially

important role when patients transition or

transfer from hospital to home. Such a

service depends on the CP accepting and

acting on referrals from the hospital. There

are a number of reasons why CPs may be

unable to accept a referral and our analysis

has identified that there are currently few

easy solutions that would enable us to

reduce the proportion of our referrals that

are rejected. 
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“Community pharmacists have a potentially important role when

patients transition or transfer from hospital to home.”
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Diary Dates with Pharmacy Management in 2019

JoMO-UKCPA Diabetes Workshop
Date: Tuesday 14 May 2019
Venue: The Midland Manchester Hotel, 16 Peter Street, 

Manchester, M60 2DS.

JoMO-UKCPA Care of the Elderly Workshop
Date: Tuesday 18 June 2019
Venue: London (to be confirmed)

Pharmacy Management National Forum for Scotland
Date: Thursday 29 August 2019
Venue: DoubleTree by Hilton Glasgow Central Hotel, 

36 Cambridge Street, Glasgow G2 3HN.

JoMO-UKCPA Cardiovascular Workshop
Date: Wednesday 2 October 2019
Venue: Radisson Blu Portman Hotel, 22 Portman Square, London W1H 7BG.

Pharmacy Together Conference
Date: Friday 8 November 2019
Venue: Novotel London West Hotel, Hammersmith International Centre, 

1 Shortlands, Hammersmith, London W6 8DR.

PM Celtic Conference
Date: Thursday 26 March 2020
Venue: Mercure Cardiff Holland House Hotel, 24 - 26 Newport Rd, 

Cardiff CF24 0DD.

To view further information, please go to www.pharman.co.uk/events   

http://www.pharman.co.uk/events
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Introduction

Inhaler technique was shown to be poor within care homes in

Bedfordshire Clinical Commissioning Group (CCG). There was

concern this could adversely affect health outcomes by

increasing morbidity, hospital attendance and mortality. 

Method

All care home staff were invited to workshop sessions for

training on inhaler technique. A pharmacy technician

shadowed medication administration rounds in care homes

across the CCG, observing inhaler administration and care.

Observations were recorded including hospital admissions

and out-of-hours calls for chest infections requiring antibiotics

in the preceding 6 months. The pharmacy technician

educated staff and patients on technique and maintenance

and recommended changes to inhalers when appropriate.

This was repeated three months later. The project ran from

July to March 2015 in phases across the CCG.

Results

Fifty-nine care homes were visited and 191 residents

reviewed, 73% of whom were re-assessed at follow-up.

Compliance with inhaler technique improved from 37% to

79%. The self-administration of inhalers reduced by a third

after patient assessment. The proportion of those prescribed

a metered dose inhaler who used and maintained a spacer

device correctly improved from 10% to 50%. Changes were

made to drug, device, or dose of 9% of inhalers. 17% of

inhalers were stopped. Respiratory hospital admissions

reduced from 16% to 6%. Antibiotics for respiratory

indications reduced from 80% to 35%. 

Conclusion

A time investment made by a care home pharmacy technician

in observing inhaler administration in care homes and

undertaking training led to an improvement in inhaler

technique and a significant reduction in hospital admissions

and antibiotics for respiratory exacerbations. 

Keywords: asthma, COPD, respiratory, pharmacy technician,

antibiotics, hospital admissions. 

Introduction       

Inhaler technique has long been

recognised as a problem area and

studies have shown that healthcare

professionals (doctors, nurses and

pharmacists) often have insufficient

knowledge of accurate inhaler

technique.1 The potential consequences of

under-treatment and poor management

of asthma or Chronic Obstructive

Pulmonary Disease (COPD), and the

subsequent increase in symptoms and

sleep disturbance, are an increase in

exacerbation rate and death.2 From a

healthcare perspective this results in

increased hospital admissions, increased

GP visits and out-of-hours calls, and

increased use of medications such as

steroids and antibiotics. This is of

particular concern in vulnerable patient

groups such as care home residents as

they often have complex co-morbidities

and are less able to access support such

as community pharmacy. Poor

management of their condition can lead

to increased breathlessness, which can

result in reduced mobility and

socialisation and decrease the quality of

life.3 Immobility can increase the risk of

pressure sores. A reduced inclination to

eat properly may result in further

deterioration in health. 

One of the localities within

Bedfordshire CCG commissions a

multidisciplinary complex care team to

support residents of care homes. During

2011-12, this team made repeated

interventions to correct poor inhaler

technique within care homes. The issues

identified were multiple and they found

Sally-Jane Hamilton

“. . . studies have shown that health care professionals . . . 
often have insufficient knowledge of 

accurate inhaler technique.”
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that carers trained to administer

medication were not providing support

for their residents and often did not

understand how the devices work or

the consequences of poor technique.

Additionally, the carers were working

in stressful environments and staffing

levels did not allow time to ensure that

the use of the inhaler was optimised. For

patients who self-medicated, no-one

was monitoring their compliance and it

was rare to find GP practices sending

nurses to care homes to carry out full

asthma/COPD reviews in which technique

was tested. Care home staff were also

seen as having a poor understanding of

the need to appropriately maintain spacer

devices, including regular cleaning and

replacement. Spacer devices were not

commonly used and it was not

uncommon to find that they were shared

between several residents.

It was therefore recognised that the

appropriate use of inhalers was an

important area to address in order to

improve patient health outcomes. As a

result, Bedfordshire CCG medicines

management team (MMT) developed a

care home project that involved utilising a

pharmacy technician across the CCG. 

Although the work was completed

in 2015, staff changes and the

prioritisation of new projects resulted

in delay in writing up the work for

publication. However, the current

Medicines Optimisation in Care Homes

(MOCH) programme4 is recognising the

benefits of pharmacists and pharmacy

technicians and developing their roles in

care homes. Additionally, the ‘Taskforce

for Lung Health’ five year plan recognises

the importance of pharmacists in

community pharmacies, GP practices

and consultant positions.5 It is therefore

important to recognise what can be

achieved by pharmacy teams and build

on previous projects.

Project aims        

The objective of the project was to

provide education and training to

patients and care home staff on the

appropriate use of inhalers and spacer

devices (including compliance, technique,

cleaning and maintenance) to improve

efficacy and safety. The aim of the

improved use of inhalers was to reduce

exacerbations, chest infections, hospital

admissions and antibiotic use. It was

considered that, in some instances,

improved drug delivery through improved

technique may lead to a step down in

inhaled steroid dose.  

The overall aims were to improve

patient quality of life and potentially

reduce deterioration in health. 

Method   

Initially, the MMT organised workshop

training sessions across the CCG for care

home staff to discuss issues of poor

inhaler compliance and demonstrate

spacer devices. All care homes were

invited to send staff to receive training.

The workshops were sponsored by Trudell

Medical International in line with the

MMT agenda, and they also provided the

spacer devices. The spacer device

provided was the AeroChamber Plus*

Flow-Vu* anti-static valved holding

chamber (VHC) which was in the process

of testing following re-design of

AeroChamber Plus* VHC device. The

AeroChamber Plus* Flow-Vu* is made

from an anti-static plastic and is

compatible with a range of MDIs. It was

used for the project in preference to

AeroChamber Plus* VHC as it has the

addition of Flow-Vu® inspiratory flow

indicator that helps to confirm correct

usage. The AeroChamber Plus* Flow-Vu*

Anti-Static VHC became available in the

UK on prescription in November 2017. 

Following the training, a plan of work

was developed to utilise the pharmacy

technician within the MMT to visit each

home and work with the residents and staff

to optimise inhaler technique and introduce

a spacer for all metered dose inhaler (MDI)

users. The project ran from July 2012 to

March 2015 with a staggered approach

across the five localities within the CCG.

The pharmacy technician arranged to

visit care homes during the morning

medication administration round to

observe the patients using their inhalers.

Recorded observations and clinical

information included the inhaler type in

use, recent changes in dose, assessment

of how the inhaler was being used,

spacer device usage and cleaning. After

initial observation and assessment of

technique, recommendations were made

to residents and carers to improve

technique. Care plans were reviewed

to record out-of-hours and hospital

admissions, chest infections and antibiotic

use in the preceding six months. 

For all MDIs a spacer device was given

and personalised counselling on correct

technique was discussed for each

individual. Residents with capacity were

shown how to use the spacer device with

the MDI inhalers and had a discussion

explaining the wider benefits of

appropriate use. Care home staff were

trained on the benefits of using a spacer

device with MDIs and the appropriate

cleaning and maintenance of spacers.  

For other devices, training was given

on optimal inhaler technique or a change

to a more appropriate device was

recommended. 

For all devices care home staff were

trained to support and monitor residents

in using their inhalers. Self-administration

of inhalers was promoted to support

independence where appropriate;

however, negotiation with residents was

important to encourage them to

recognise their limitations. Where

necessary, recommendations for

assistance from carers or alternative

devices were made. This was positively

negotiated with the patients where it was

recognised that they actually did need

help to maximise effectiveness.

Following assessment, suggested

changes in inhaler use or management

were communicated to GPs using a

standard letter. All interventions were

recorded in care plans and carers were

involved as much as possible.  
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Follow-up visits were carried out 3-6

months later to re-assess inhaler use

following intervention and to record

actioned outcomes.

The objective of the project was to

improve inhaler use, not inhaler

prescribing, therefore indication and

dosage were not recorded. 

Results   

Across the CCG, 59 care homes were

visited and 191 residents reviewed, 73%

of whom were re-assessed at follow-up.

Fifty-one residents were lost to follow-up

due to death or moving out of the care

home. Of those who died prior to follow-

up, 25 were still prescribed inhalers at

time of death.    

A breakdown of the inhalers used is

shown in Table 1.

Table 2 summarises overall results with

regard to inhaler use. 

The difference between baseline and

follow-up for the number of respiratory

admissions and the number of antibiotics

used for respiratory indications is shown

in Table 3.

Observation of the 21% of residents

self-administering their medication led to

identification of those where it was no

longer appropriate. Where necessary the

responsibility for administration was

transferred to care home staff, which

resulted in the proportion of residents

self-administering their inhalers being

reduced by a third.

The proportion of inhalers used

correctly improved from 37% at baseline

to 79% at follow-up. The proportion of

those prescribed an MDI who used and

maintained a spacer device correctly

improved from 10% at baseline to 50%

at follow-up (Chart 1).

Category 

Short acting beta-agonists (SABA)

Short acting antimuscarinics (SAMA)

Long acting beta-agonists (LABA)

Long acting antimuscarinics (LAMA)

Inhaled corticosteroids (ICS)

Combination ICS/LABAs

Drug

Salbutamol

Terbutaline

Ipratropium

Salmeterol

Tiotropium

Beclometasone

Fluticasone

Beclometasone/formoterol

Fluticasone/salmeterol

Budesonide/formoterol

Inhaler

Salbutamol 100mcg MDI

Salamol 100mcg MDI

Salbutamol 100mcg Evohaler

Auromir Autohaler 100mcg

Salamol Easi-Breathe 100mcg

Bricanyl Turbohaler 500mcg

Ipratropium MDI 20mcg

Atrovent MDI 20mcg

Salmeterol MDI 25mcg

Salmeterol DPI 50mcg

Spiriva Handihaler 18mcg

Spiriva Respimat 2.5mcg

Beclometasone MDI 100mcg

Beclometasone MDI 200mcg

Clenil 50mcg

Clenil 100mcg

Clenil 200mcg

Clenil 250mcg

Qvar Autohaler 50mcg

Qvar Autohaler100mcg

Fluticasone MDI 125mcg

Fluticasone MDI 250mcg

Fostair 100/6

Seretide 50 Evohaler

Seretide 125 Evohaler

Seretide 250 Evohaler

Seretide 250 Accuhaler

Seretide 500 Accuhaler

Symbicort Turbohaler 200/6

Number

102

3

9

1

2

1

1

8

3

1

39

2

1

1

3

22

2

2

2

2

1

1

5

17

26

19

9

11

10

Table 1: Breakdown of the inhalers prescribed

http://www.pharman.co.uk


Subjectively, it was observed that

there were improvements in the well-

being of residents post-intervention.

Improvements were seen in mobility due

to decreased breathlessness, mood,

engagement in activities, and appetite. As

these were not measured outcomes these

improvements were identified through

discussion and observation or notes in

care plans but were not quantified. 

At follow-up, the interventions

actioned by GPs were reviewed. This

resulted in the cessation of 17% of

inhalers, predominantly salbutamol

(14%), and changes in a further 9% of

inhalers, including change in drug, device,

or dose. As the aims of the project were to

reduce morbidity the cost reductions were

not quantified. The interventions that the

GP did not action were not followed up

further due to time constraints.

The outcome measures were assessed

in terms of hospital admissions for chest

related issues and numbers of out-of-

hours visits for antibiotic courses.

Respiratory hospital admissions reduced

from 5 per month at baseline to 3 per

month at follow-up; however, the

numbers involved were too small for

robust statistical analysis. Out-of-hours

visits that resulted in antibiotics for

respiratory indications reduced from 25

per month at baseline to 16 per month at

follow-up. 

The out-of-hours visits resulting in

antibiotic prescriptions were further

analysed (Chart 2). The patients who did

not complete the follow-up were

excluded and ‘before’ and ‘after’ data

were compared for the completing

cohort only. This showed a 63%

reduction in antibiotic prescriptions. This

result was analysed using Minitab and a

one-sided paired T-test showed a

significant reduction in antibiotic

prescribing (p=0.01) for the cohort.

These improvements were seen across

all groups including the cohort of 15

residents who had previously been using

AeroChamber Plus* spacer with their

MDIs. This group also received the

combination of staff training, device

counselling and the change of spacer to

AeroChamber Plus* Flow-Vu* spacer. The

number of hospital admissions for

respiratory conditions in this cohort

reduced from five at baseline to zero at

follow-up and the number of out-of-ours

calls for antibiotics reduced from 30 at

baseline to four at follow-up.

Discussion       

Despite evidence not consistently

demonstrating that poor inhaler

technique has a significant impact on

clinical effectiveness,6 the improvement in

inhaler use across Bedfordshire CCG led

to a reduction in hospital admissions and

a significant reduction in out-of-hours

attendances prescribing antibiotics for

respiratory exacerbations.  

The increased awareness of staff to

42 Journal of Pharmacy Management • Volume 35 • Issue 2 • April 2019

Parameter 

Care homes visited

Residents reviewed on inhalers 

Deceased residents (still prescribed inhalers at end of life)

Residents self-medicating

Number of inhalers (all devices)

Number of inhalers used correctly   

Number of MDIs

Number of MDIs where the resident was using a chamber device correctly (including cleaning)

Number of inhalers stopped

Number of residents prescribed a steroid device                        

Number of residents prescribed oxygen with inhalers

Number of inhalers devices/doses/drug changed

Baseline

59

191

n/a

40 (21%)

315

117 (37%)

250 (79%)

26 (10%)

n/a

128 (41%)

6 (3%)

n/a

Follow-up

n/a

140 (73%)

25

20 (14%)

225

148 (79%)

176 (78%)

88 (50%)

38 (17%)

99 (44%)

2 (1%)

20 (9%)

Table 2: Summary of overall results - inhalers

Intervention 

Respiratory hospital admissions

Antibiotics for respiratory indications

Baseline

Preceding Average 
6 months per month

30 (16%) 5

152 (80%) 25

Follow-up

Preceding Average 
3 months per month

9 (6%) 3

49 (35%) 16

Table 3: Summary of results – respiratory interventions
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the needs of residents using inhalers were

maintained at the follow-up visits and

resulted in a demonstrable improvement

in inhaler technique and reduction in

exacerbation rate.  

The improvement in inhaler technique

showed an improved knowledge of

procedure for use and maintenance,

improvements in compliance through

observation and discussion, and

improvements in carer involvement in

monitoring and assisting of residents

through checks and observation. These

improvements translated into an

improvement in respiratory disease

control as evidenced by the reduction in

clinical intervention for exacerbations.

It was questioned whether the

reduction in exacerbation rate and

antibiotic usage could be seasonal.

However, the initial visits were done at

various intervals over a two year period

across the five localities. The follow-up

visits were also at different seasonal

points within the year for each of the five

localities; there was not, therefore,

considered to be a seasonal influence.

The subjective improvements in the

well-being of residents (such as mobility,

mood, engagement in activities and

appetite) were not quantified. Accredited

symptom and quality of life scoring such

as COPD Assessment Test (CAT)7 or the

St Georges Respiratory Questionnaire

(SGRQ)8 are not appropriate to care

home patients whose mobility and life

style do not fit with the questions. This

limits the objective measurement of

improvements in quality of life for this

patient group.

There were a number of challenges in

conducting the project with the care

homes, GP practices, and patients. Issues

with the care homes primarily involved

access at the appropriate times. The care

home pharmacy technician had to attend

the homes during the medication round,

which was often difficult, and there were

also issues with levels of engagement of

the staff and accessibility to staff for

training due to shift patterns, staffing

levels, and staff turnover. The new

workstreams giving care homes access to

pharmacy technicians4 would assist in

resolving these issues by integrating the

pharmacy technician into the care home

team and providing support on an

ongoing basis.

As the interventions were time

consuming and only one morning drug

round per day could be attended, the

timescale needed for completion of the

project was lengthy. This was

compounded by the identification of other

issues within the home that required the

attention of the care home pharmacy

technician for resolution but that were

outside the scope of the project. It was

also important to take time to assist in

developing good communication between

staff within the home to ensure residents’

needs were met and to work with more

challenging residents with dementia or

mental health issues to develop trust to

improve compliance.

0.4

0.2

0
Antibiotics for chest (average per month)

Baseline Re-audit

Chart 2: Out-of-hours visits resulting in an antibiotic prescription

100

80

60

40

20

0
Compliant with technique Correct use of chamber

Baseline Re-audit

Chart 1: Inhaler technique improvements
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“. . . pharmacy technicians can be employed to work with
care homes and, as part of their role, provide on-going
assessment of new residents with inhalers . . .”

It has been demonstrated that the

most effective way to communicate

recommended medication changes to GP

is face-to-face.9 Communications with GP

practices for this project were via letter

and there was subsequently a high

number of interventions that GPs did not

action. There has been a recognised

reluctance to reduce prescribing at end of

life10 and it was seen that inhalers were

continued until death despite the ongoing

benefit of inhaler use not being evident.  

There was a significant reduction in

clinical interventions for respiratory

exacerbations following the review of

inhalers and training delivery. Hospital

admissions reduced and out-of-hours

visits resulting in an antibiotic prescription

reduced by almost two thirds. This

reduction in morbidity will potentially

contribute to an improved patient quality

of life. In addition, this represents

savings in clinician time and cost savings

in reduced hospital bed days and

prescribing. These additional savings were

not quantified in this project and further

research would be needed to quantify the

long-term benefits of these interventions.

The positive results were distributed to

care homes to demonstrate the benefits

to patients of good inhaler technique

and encourage ongoing improvement.

However, it has been identified that care

homes have a high staff turnover and,

due to this, the investment put into

training may be lost in the medium term.

To assist with this the homes were

supplied with summary sheets showing

inhaler technique and how to use/maintain

a spacer. These are double-sided and can

be laminated and kept with drug trolleys

to aid medication administration.

The project won two awards at the

PrescQIPP Innovation Awards 2013 in the

categories Frail Elderly, and Best Overall

Project.

It is now time to question how the

outcomes of this work can be sustained.

As a commissioning organisation, it is

clearly not possible to maintain continuous

support in the constantly changing

environment of a care home. However,

NHS England has recognised the

importance of pharmacy intervention in

this vulnerable population with their

MOCH programme.4 With the funding

available through this programme,

pharmacy technicians can be employed

to work with care homes and, as part of

their role, provide on-going assessment

of new residents with inhalers, ensuring

that they use a spacer device for MDIs

and checking their technique. 

Conclusion        

A time investment made by a care home

pharmacy technician in observing care

home staff administering inhalers and

training them on appropriate technique

and inhaler/spacer care led to an

improvement in inhaler technique and a

significant reduction in hospital

admissions and antibiotics for respiratory

exacerbations. This could lead to improved

patient quality of life and cost savings in

both primary and secondary care. 
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Question:

What are your main responsibilities/

duties?

Answer:

I work in a team of three Pharmacist

Teaching Fellows. Together, we make up

one full-time equivalent Pharmacist

Teaching Fellow within the Northumbria

Healthcare NHS Foundation Trust. We

are integrated within the education

department and deliver undergraduate

medical education to 3rd and 5th

year medical students from Newcastle

University. We work together with the

other clinical teaching fellows to

update, deliver and facilitate existing

teaching sessions. In our specialty role

as Pharmacist Teaching Fellows, we are

also responsible for creating new

teaching sessions and developing existing

ones to provide a clear focus on the

learning outcomes related to clinical

pharmacology, therapeutics, medicines

management and prescribing.    

We are also involved in pharmacy

workforce development, working closely

with the Education and Training

pharmacist in the pharmacy department

to identify and provide learning and

development opportunities for learners in

the clinical workplace. Besides learners,

we also contribute to the upskilling and

development of teaching skills within the

department by providing opportunities

for teaching, as well as supporting others

in developing their teaching by

introducing novel teaching methods,

techniques and tools.

Another part of our role is to work

with the inter-professional education lead

to develop and deliver inter-professional

education in the workplace through the

use of simulation with post-graduate

staff such as junior pharmacists,

healthcare assistants, nurses and

physiotherapists. 

What have been the main

achievements/successes of the post? 

Alongside my teaching commitments I

had the opportunity to work on a small

research project. The post of a

‘Pharmacist Teaching Fellow’ was new to

the Trust and, to the best of our

knowledge, it was a novel development. I

was keen to explore the impact that the

three of us had on the delivery of medical

education in the department. My

research focused on the areas in which

we had improved teaching within the

department, and what barriers or

challenges we were currently facing and

how we could overcome them. This piece

of work was showcased at the 2018

Great North Pharmacy Research

Collaborative as a poster presentation. 

I was also approached by the module

lead for Woman's Health teaching to

develop new pharmacy-related

teaching for the 2017/2018 cohort of

5th year medical students, focusing on

medicine use in the pre-conception

stage, during pregnancy and

breastfeeding. This was delivered using

different media and techniques including

‘Flipped Classroom’ (see https://www.

h e a c a d e m y. a c . u k / k n o w l e d g e -

hub/flipped-learning-0) and an online

cartoon video. The session received great

feedback directly from the students, who

felt that it had been an interesting and

useful learning experience. The module

lead received this positive student

feedback as well and approached me

again to develop a similar teaching

session for the 3rd years, as the 5th year

session was such a success. We are

continuing this teaching session in the

2018/2019 academic year, with extra

added teaching time so that we can

deliver the content more effectively in a

less time-pressured manner.

Together with the other clinical

teaching fellows, we successfully

launched a weekly case study focusing on

a specific system per week. This was

FACE2FACE
Pharmacist Teaching Fellow
Esther Lim, Northumbria Healthcare NHS Foundation Trust*
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and, to the best of our knowledge, it was a novel development.”
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designed to encourage critical thinking

and the application of the week’s subject

materials as well as providing focused

teaching on one commonly prescribed

drug used for treatment in the particular

case. This was delivered via the ‘Flipped

Classroom’ method so that students

could work on it in their own time

alongside the face-to-face teaching

delivered in the hospital. They were

expected to complete the written tasks

such as blood forms, X-ray requests and

prescribing on drug charts to bring to

their end-of-the week tutorial for

discussion. ‘Case of the week’ was

launched in 2017/2018 and was well-

received by students who felt that it

helped them consolidate their learning. It

has been delivered again this academic

year (2018/2019) and has continued to

be a success.

What have been the main difficulties

in establishing/developing the post

to its current level? 

As pharmacists with no prior knowledge

of Newcastle University’s MBBS (Bachelor

of Medicine and Bachelor of Surgery)

curriculum it was difficult at first to

identify opportunities where our input

would be beneficial. Also, as we joined

the team in February, which was halfway

through the teaching year, it was more

difficult for us to fully integrate within the

team as most of the teaching sessions

had already been planned and allocated

between the other teaching fellows. To

overcome this, we did some scoping

work between February and August

where we shadowed teaching sessions to

gain an understanding of the sessions

already in place. During this time we also

met with the module leads to introduce

ourselves and discuss what we could do

to help with and further develop the

teaching in the department, especially

with relation to medicines and

prescribing. We also met with a member

of staff from Newcastle University to

introduce us to the MBBS curriculum so

that we were more familiar with it.

From this we were able to identify

existing teaching sessions in the timetable

that we could teach. We looked for

opportunities to update current teaching

on pharmacy and pharmacology and

develop new teaching focusing on those

areas. While this certainly helped us

increase our presence within the teaching

faculty and integrate better, we still felt

there were many teaching sessions we

could teach, but we were not given the

opportunity to do so.

My research project on the impact of

Pharmacist Teaching Fellows in the

department revealed that the faculty had

limited understanding of the clinical skills

and knowledge of a pharmacist. Hence

we were being signposted to teaching

opportunities that staff felt would be

suitable for us based on their

iStock.com/AndreyPopov

The 'Flipped Classroom' approach is used as a teaching method.
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understanding of our qualifications,

whereas there were other areas such as

clinical examination and diagnostics that

we considered we could teach but we

were not necessarily asked to do so. Thus,

to develop and further integrate

ourselves in departmental teaching, we

have been more proactive in offering to

teach clinical examination, history-taking

or communication skills, and the faculty

has included us in all communications

relating to teaching cover. We also asked

for office space so we could be physically

present in the teaching office – this small

change has already reaped benefits as I

was approached to develop a series of

5th year child health teaching while

working in the office! 

What have been the main

achievements/successes of the post?

Being able to bring brilliant academics

and passionate clinicians together in a

truly multidisciplinary way to make a

difference for patients.  

Working collaboratively to develop

important, pragmatic research questions

that are grounded in the experiences of

front-line healthcare professionals and

underpinned by quality academic

principles. 

Being involved in the non-medical

research strategy launch at the Trust,

increasing the profile of research and

sharing my skills with other members of

the Medicines Management and

Pharmacy clinical service unit.

Our greatest success to date,

however, has to be successfully applying

for NIHR funding as an early career

researcher for this project.  

How does the post fit with general

career development opportunities

within the profession?

This post is a good place to start for those

pharmacists who are keen to work on a

formal teaching qualification and develop

a career in training and education while

continuing practice in a clinical setting.

During our first year in post we were

supported to undertake a Postgraduate

Certificate in Medical Education and also

encouraged to attend many learning and

developmental workshops for educators.

From here, career development

opportunities are abundant in many

different sectors. I myself am going into

full-time education as a university lecturer

in pharmacy practice. Another Pharmacist

Teaching Fellow has taken up a one-day

secondment with Health Education

England to develop the GP training

experience programme for pre-

registration pharmacists while the other is

now working towards a Postgraduate

Diploma for Medical Education. 

What messages would you give to

others who might be establishing/

developing a similar post?

Don’t assume other staff understand

what a pharmacist does – the role of a

pharmacist has really developed

throughout the years and there are many

of us now with advanced clinical skills

that other health professionals may not

expect us to have. Be patient and take

the time to explain to others what your

skills, knowledge and qualifications are.

Get to know the MBBS curriculum – this

is a really important step to be clear on

what to expect and how it is taught. 

If possible, start at the same time as

the other clinical teaching fellows –

usually in August just before the

academic year starts so that you can really

be part of the team and be involved in

the early planning stages and teaching

allocation. Ask for office space and use it

– physical presence is important as being

out of sight can render you out of mind!

Being surrounded by medical students

and working with medical staff may be a

challenge to your professional identity as

a pharmacist and, at times, this may

make you feel uncomfortable and out of

your depth. Bear in mind your role has

now developed into that of an educator

and you will soon develop a new

professional identity as an educator with

a specialist background in pharmacy

practice – and this new professional

identity is very fulfilling.

Declaration of interests

Personal payment from Pharmacy

Management for writing Face2Face.

“Don’t assume other staff understand what a pharmacist does – 
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MANAGEMENT CONUNDRUM

An Opportunity, Threat Or Both?

“A lot of it is just ‘more of the same’,” said Carey,

Head of Medicines Optimisation for the Primary Care

Organisation.

“Yes, I can see that,” said Janet, Chief Pharmacist at

Metropolis NHS Trust, “but it does give support to what

is being done and emphasises potential new

developments.”

Carey and Janet were discussing the 10 year Long Term

Plan for the NHS that had been published a couple of

months ago. 

“What sort of things are you thinking of?” asked Carey.

“Well, what about that bit on population health

management and predictive prevention? Where will

pharmacy fit in the community multidisciplinary teams

that will be aligned with new primary care networks

based on neighbouring GP practices? Then there’s the

digital technology bit.”

“I see where you are going,” said Carey”, “there’s quite

a bit there. Mr Silver, who represents Community

Pharmacists in the area, was pleased to see the

references to developing the Community Pharmacy role

but he didn’t like that bit about exploring further

efficiencies through reform of reimbursement and wider

supply arrangements. He thought that any savings

would end up being shared with others!”

“I suggest”, said Janet, “that we really need to think

through what it all means in a practical sense for

pharmacy and, particularly, what actions we need to

take on our own patch to make sure we are ahead of the

game and don’t miss out on any opportunities.”

“I have to go now to get to a prescribing review

meeting,” said Carey, “but let’s do that and meet up next

week to share our thoughts.”

What sort of things do you think Carey and Janet should raise when they next

meet in terms of the way forward to capitalise on the Long Term Plan.

What are the opportunities, challenges and potential solutions?

Rena Amin, Joint
Assistant Director
Medicine Management,
NHS Greenwich Clinical
Commissioning Group.
Correspondence to:
rena.amin@nhs.net

The NHS Long Term Plan (NHS LTP)

launched in January 2019 provides a

blueprint for the reforms that the NHS

has to make in order to reduce

inequalities in healthcare and the

unwarranted variation in access, clinical

practice and clinical outcomes. England

has one of the lowest health outcomes

compared to other wealthier nations. A

cash injection of £20.5 billion with this

plan comes after significant feedback

from all those who would benefit from or

work in the NHS and many others who

support the NHS. With a growing and an

ageing population, health service

provision in its current funding state is

not adequate. Hence, this plan aims to

make services fit for the next 10 years!  

The moto of the plan can be divided

into three key segments: 1) Start well, 2)

Live well, 3) Age well.

The NHS LTP has shifted its focus

from medical and specialist needs to a

greater focus on community partnerships

and independence.

There are a fair few mentions of

pharmacists and, as a profession, we

should be proud of it as the NHS now

sees us as a major partner in its

deliverables. However, there is scarce

mention of the community pharmacy role

- and that is indeed disquieting. The plan

needs to provide details on how these

reforms will enable pharmacists and

community pharmacies, which are

indeed the front door of the NHS, to

become truly integrated within the

much talked about primary care

networks. A significant proportion of the

funding, to the tune of £4.5billion, is

Commentaries
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being directed to establish and

strengthen these networks. These

neighbourhood teams will include

pharmacists and, as a profession, we

must unite to collaborate and channel

services that can be delivered either by

community pharmacists in their own

setting or pharmacists in GP

practices/networks. The aim is to improve

value from the services and expertise we

provide as a pharmacy profession. These

could be medication reviews for high risk

patients, reducing overmedication and

improving patient education for some of

the chronic conditions such as inhaler

techniques for asthmatics. 

If these supporting networks of

multidisciplinary community teams that

will include pharmacists are to succeed,

there has to be re-alignment of

contractual levers and appropriate

referrals and investment into clinical

services. Funding gaps at both the GP

practice level and community pharmacy

levels is at its lowest level and there needs

to be equity of funding, including sharing

resources and assets to boost the support

and delivery of the plan by all

stakeholders. 

In an age of digital revolution,

pharmacy services should be integral to

the plan’s digital future. There is a role for

us to co-develop services which are not

fragmented or designed for silo

professional working. Patients need care

delivered and an integrated model where

the most appropriate care providers can

digitally talk to each other would reduce

the many challenges articulated in the

NHS LTP plan. Lastly, this ambitious plan

will only be sustainable if there is a

harnessing of our workforce to become

one that will be fit to deliver the future

needs of patients.

iStock.com/steved_np3

There is scarce mention of the community pharmacy role.

“. . . there has to be re-alignment of contractual levers and

appropriate referrals and investment into clinical services.”
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Support and time must be given to adopt technology.

Anthony Young, Lead

Pharmacist – Research

and Workforce

Development,

Northumberland Tyne

and Wear NHS

Foundation Trust. Correspondence

to: anthony.young@ntw.nhs.uk

The NHS Long Term plan strives to bring

about many positive changes and the

pharmacy profession (including pharmacists

and pharmacy technicians) is very much

seen as an enabler to the success of the

plan. There are many opportunities

contained in the plan:    

• More joined up care for patients

where interfaces between primary

and secondary care will be seen as less

of a safety risk especially around

medicines information.

• Increased role for pharmacy within

primary care networks, public health,

long-term condition management,

targeting of high risk patients. This

will go further to help the profession

build on its image and move away

from the supply side of pharmacy.

• It will enable more pharmacists to use

the knowledge and skills that they

have when leaving university and put

it to more good in patient facing roles.

• Pharmacy will help to reduce adverse

medication events in older people

who are in care homes by reducing

polypharmacy.

• If pharmacy are ‘around the table’ and

are part of the decision making then

this can only be positive for the

profession.

• Use of automation and technology to

free up time to increase patient facing

interventions.

Of course, there are many challenges

that will have to be overcome if this plan

is to work:

• Workforce development of pharmacy

staff to take on some more of these

roles. There are skills required other

than that of medicines knowledge,

such as diagnostic skills, that

pharmacy will need to learn.

• Workforce numbers. There needs to

be careful consideration that the

workforce capacity of other sectors

where clinical pharmacists are

currently working is not drained to

support these new services.

• The new roles must not be seen as

‘cheap doctors’ or replacing a GP.

They should be seen as using the right

professional in the right role to

improve patient care. 

• The training of pharmacists from an

undergraduate right through to

foundation and beyond must match

that of these evolving roles in

integrated care systems.

• A big challenge is moving the

profession away from a supply-based

service to a patient-facing clinical

advice and intervention based service.

mailto:anthony.young@ntw.nhs.uk
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This must be fully funded so that

community pharmacy as a service is

supported going forward to make

these changes.

• Support and time must be given for

adoption of technology; for example,

ensuring e-prescribing in available in

all hospitals is easier said than done.

Some potential solutions to these

challenges could be:

• Production of locality workforce

strategies that cover all sectors of the

profession so that all services can be

maintained and staff supported with a

clear direction of travel.

• Ensuring training of the pharmacy

profession is multi-sector at all points

so that the workforce is mobile and

can work across an integrated care

system.

• Improving communication across all

sectors so that all professions know

what services are being offered and

why. There is no place for competition

and professional jealousy. Keep

talking to each other and work

collaboratively. The fact that Janet and

Carey are already talking about it is a

good thing!

• Investment in pharmacy services to

ensure technology is affordable to all

and to ensure that training is available

to cover roles. 

“. . . the pharmacy profession (including pharmacists and 

pharmacy technicians) is very much seen as an 

enabler to the success of the plan.”

http://www.pharman.co.uk
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AU COURANT
Proceedings of the Celtic Conference 2019

held at the Edinburgh International

Conference Centre on 26th March 2019 

Overview

The inaugural, tri-nation Pharmacy

Management Celtic Conference was held

in Edinburgh on 26th March 2019. Nearly

two hundred pharmacists and pharmacy

technicians from across Scotland, Wales

and Northern Ireland, together with some

colleagues from England, sponsor

colleagues and others to total over three

hundred people were welcomed to the

conference by the skirl of the pipes; an

exciting and interactive event was ahead

of them! Eighteen months from creation

to completion, delivered in partnership

with the Royal Pharmaceutical Society of

Scotland and supported by the United

Kingdom Clinical Pharmacy Association,

this was to be a day of ‘inspiring

presentations and passionate discussions

about all things Pharmacy.’ 

The event, which was free of charge,

was funded by thirty-three pharmaceutical

and other companies through event

sponsorship, sponsored satellites, posters

and exhibition stands. These companies

had no input into the design or content

of the conference agenda (except for

sponsored satellite sessions). A list of

confirmed sponsors was made available

to delegates. 

Plenary Sessions    

Welcome and Opening Address 

Ted Butler, the founder and Chairman of

Pharmacy Management, delivered the

welcome and opening address on behalf

of the Steering Group, which comprised

senior pharmacists from all three

countries. Ted suggested that the stage is

now set for pharmacy to increase

developments across the nations. Patients

are living longer and require more care,

while at the same time there are reducing

numbers of clinicians in both primary and

secondary care. It is vital that we

understand the potential to develop the

role of pharmacy in improving healthcare

and patient-facing services and that we

share best practice across each of the

devolved countries.  There is a drive to

treat patients, where possible, in primary

care and pharmacy must clarify and

implement the requisite training and

educational requirements to support this

change. Through a series of facilitated

workshops, satellite sessions and plenaries,

the conference aim was for delegates to

return to their workplace with renewed

vigour and energy, to continue to improve

services and provide even better

pharmaceutical care for patients.   

“Enjoy the journey and try to get

better every day…. And don’t

lose the passion and love for

what you do.”

Nadia Comaneci, Romanian athlete,

first gymnast to be awarded a perfect

score of 10.0 at the Olympic Games,

1990-present.

Keynote Address 

The organisers were delighted to

welcome Rose Marie Parr, Chief

Pharmaceutical Officer for Scotland, to

give the keynote address, entitled

‘Achieving Excellence in Pharmaceutical

Care, a Strategy for Scotland.’ Scotland is

a relatively small nation, comprising 5.7

million people and fourteen Health

Boards, with many areas of prosperity,

good health and wellbeing, but an equal

Contents

Overview 

Plenary Sessions

• Welcome and Opening Address

• Keynote Address

• Making the 1% Difference, Creating High Performance and

Resilience

• Reprise of the Day

• Celtic Conference 2020 Wales Vision

Satellite Sessions

Contents

Posters

Clinical Leadership in Pharmacy (CLIP): Breakfast Meeting  

Morning Sessions

• Cross-sector Collaboration

• GP Practice–based Pharmacists

• Workforce Planning

• Summary of Key Actions from each Workshop

Disclaimers



Journal of Pharmacy Management • Volume 35 • Issue 2 • April 2019

www.pharman.co.uk

55

number of areas of poverty and

deprivation. Multimorbidity is common.

In fact, more people have two or more

conditions, than only have one. Rose

Marie stated that self-care and

management is vital and we, as

pharmacists, are challenged to think

creatively to deliver ‘safe, effective and

person-centred care that supports people

to live as long as possible at home or in a

homely setting’.

Achieving Excellence in
Pharmaceutical Care

This strategy for Scotland, and the nine

key Government commitments, were

shared with the audience. Rose Marie

commented that Clinical Fellow posts have

been created to help deliver the

aspirations of Achieving Excellence in

Pharmaceutical Care in the five key areas

and settings; that is, community pharmacy,

primary care, hospital transformation,

integration and technician workforce.

Integrated pharmaceutical care is vital and

Rose Marie suggested that Pharmacy

needs to stop thinking of itself in terms of

‘buildings,’ i.e. hospital, community,

primary care.

“The expectations on our

profession are increasing.”

Rose Marie Parr, Chief Pharmaceutical

Officer, Scotland. 

Making the 1% Difference,
Creating High Performance 
and Resilience

Steve Head is an inspirational trainer, coach

and author. As the Celtic Conference

audience soon found out, he is a dynamic

speaker who shares incredibly practical

ideas that simply work. Mental health

matters, and high-performing people do

‘break’ (see the book ‘Depressive Illness-

The Curse Of The Strong). Steve likened

stress and depressive illness to a glass

coffee table laden with too many weights.

It’s not that the table is weak, but the load

is too heavy!

What do we notice

about these numbers?

We are drawn to the

mistake in the final

multiple calculation. This

is known as the 1,4, 9 effect. It is easy to

focus on what is wrong (the 15), however

imagine how much better life could be if

we embrace a 1,4,9 culture of positivity

and optimism. To help achieve this, Steve

suggests employing the ‘4-minute rule’

which prohibits you from saying or doing

anything negative for the first 4 minutes

after you walk through the door. I don’t

think any members of the audience will

forget the anecdote from Steve which

accompanied this advice and I suspect

that many of us will have tried the 4-

minute rule at home already. Steve

concluded by demonstrating how easy it

is for us to focus on the bad things, while

forgetting the good, and suggesting

ways to counter this. Each member of the

audience was encouraged to act the best

version of themselves and undoubtedly

left the auditorium uplifted and more

optimistic than when they entered. 

“The belief should be that I

can be the best that I can be,

not necessarily to always

be the best.”

Steve Head, Inspirational Trainer, Coach

and Author. 

Steve subsequently provided the following

bibliography:

• How To Avoid A Near Life Experience by
Stephen Head. Practical tips and strategies on
making the most of who you are. Contact Stephen
on 07774 110937 or Visit www.stevehead.co.uk

• The 7 Habits of Highly Effective People by
Stephen R Covey.  Life principles to live and work
by.

• Smart Moves by Carla Hannaford. How your
brain develops from birth to adulthood. Dealing
with ADD and ADHD.

• Emotional Intelligence by Daniel Goleman.
Understanding the basics of managing yourself to
create an even more effective lifestyle.

• Working with Emotional Intelligence by Daniel
Goleman. Work related examples of EQ in action.

• Accelerated Learning in the 21st Century by
Colin Rose. Great questionnaires on multiple
intelligence.

• Master it FASTER by Colin Rose. More on
multiple intelligence.

• 7 Steps to Emotional Intelligence by
Merlevede. Practical application of EQ and NLP.

• First Break All the Rules by Marcus Buckingham.
Great leaders and managers - what they do.

• The 10 laws of Life and Time Management by
Hyrum Smith. Understand what to do to improve
your time management.

• Brain Gym by Gail Dennison. How to teach your
kids to concentrate and learn easily.

• The War for Talent. EQ Questionnaires to use on
you and your colleagues. Great 360 option.

• Now Discover Your Strengths by Marcus
Buckingham. More insights into working on
strengths following the ‘First Break All the Rules’
publication.

• The Inner Game of Tennis by Tim Gallwey. An
opportunity to get into the unique mind of one of
the world’s greatest coaches. P=p-i…..!!!

• The One Thing You Need to Know About
Great Managing, Great Leading and Sustained
Individual Success by Marcus Buckingham. 2006.

• Stephen Coveys 8th Habit. 2006.
• YES - 50 Strategies On Persuasion by Robert

Cialdini. This is a ‘must read’ for anyone who has
to influence others. 2008.

• Strengths Finder by Tim Rath.  2008.
• Outliers by Malcolm Gladwell. The story of

success -10,000 hours of practice make perfect.
• The Power of Nice by Linda Kaplan and Robin

Koval. Why it’s so important to be nice to everyone
- it could cost or make you millions.

• Self Help by Samuel Smiles. Talent helps but its
effort and PERSISTENCE that gets results.

• The Value of Happiness by Shawm Achor.
Harvard Business Review. Jan/Feb 2012. 32 pages
of positive psychology that offers practical insights
into creating a fully engaged workforce.  On
creating an engaged workforce and inspirational
culture. Looks at the 4 critical ingredients of a
THRIVING workforce.  A ‘must read’.

• Great Place to Work. Harvard Business Review.
Jan/Feb 2014. Trust, Pride and Camaderie - getting
the environment right to ensure your people
thrive.

• Depressive Illness by Tim Cantopher.
• The Curse Of The Strong by Tim Cantopher.

2012 edition. If you feel stressed, take on too
much, are never really happy, feel that it’s never
enough - then you need to read this book.

• The Chimp Paradox by Prof Steve Peters. If you
are interested in why we are sometimes our own
worst enemy, or why we get agitated or angry
over daft things, or how to stay on track and stop
procrastinating to achieve your goals - then this
book is just outstanding. It worked for Sir Chris
Hoy!

• 04.04.04 by Matt King. This book was written in
2015 by my good friend Matt King. Matt’s story is
so incredible that if it was made into a movie you
seriously would not believe it. A boy of 17 breaks
his neck in the first 20 seconds of his first
professional rugby league game. His life stopped -
but the story of how he progressed from that point
is all about the power of ‘149’. Please buy this
book. Matt King is a beautiful man and reminds us
all of the potential of human kind and human
kindness.

• Black Box Thinking by Matthew Syed.
Understand the importance of creating a Fear Free
culture so that we can treat Failure as learning and
improve our performance quicker but not repeat
the same mistakes.

http://www.pharman.co.uk
http://www.stevehead.co.uk
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• Wilful Blindness by Margaret Hefferenen. A
brilliant insight into the human ability to ignore the
blindingly obvious - not consciously but in order to
cope. It will open your mind to the risks we choose
to ignore, cognitive dissonance, etc. In essence a
great book to reinforce the benefits of a ‘149’
culture…it’s OK to mess up -  just open up, be
honest, be accountable, learn and grow.

Reprise of the Day 

Cathy Harrison is the Acting Chief

Pharmaceutical Officer and Head of

Medicines and Policy at the Department of

Health in Northern Ireland. Reflecting on

the day, Cathy commented that the

Conference had been an impressive

showcase of talent from the Celtic nations,

which are at the forefront of pharmacy

practice. Over the course of the day, 57

posters were displayed, 46 speakers

presented in plenary, satellite and workshop

sessions and many pharmaceutical

company partners exhibited in the

networking zone. Key themes emerged of

pharmacy helping to deliver better health

outcomes across the board, new patient-

facing roles, consultant pharmacist-led

services and cluster-working. Video-link

and telehealth in rural locations were

considered and standardised solutions for

polypharmacy and adherence were

discussed. Though not exhaustive, the

agenda topics had included dedicated IT

platforms, new population and community

pharmacy models, high risk situations,

frailty, the homeless, post-discharge and

high-risk medicines. Cathy praised the

enthusiasm and talent of the Clinical

Leadership in Pharmacy (CLIP) graduates

and remarked that there was lots of ‘1,4,9

behaviour’ in the room. 

“The Conference has been an

impressive showcase of talent

from the Celtic nations.”

Cathy Harrison, Acting Chief

Pharmaceutical Officer and Head of

Medicines and Policy, Department of

Health, Northern Ireland.  

Celtic Conference 2020 Wales
Vision 

Andrew Evans, the Chief Pharmaceutical

Officer for Wales, gave the closing

address. The implications of ‘Brexit’ on

medicines supply were considered and

Andrew predicted that, over the next few

months, patients will place more

importance on the traditional role of

pharmacists than ever before. Despite

this, he encouraged delegates not to be

distracted from the advancement of

pharmacy practice demonstrated at the

conference and to take something back

from the conference and replicate, refine

and improve it in their everyday working

practice. 

The three nations will host the

Pharmacy Management Celtic

Conference in turn, and on 26th March

2020 we will be in Cardiff. “We look

forward to welcoming you there”. 

“Always strive to set the

highest standards of

pharmaceutical care.”

Andrew Evans, Chief Pharmaceutical

Officer, Wales 

Satellite Sessions    

Peter Armstrong, Lead Pharmacist –

Northern Ireland Macmillan Palliative

Care Pharmacy Service Improvement

Project, Mater Hospital, Belfast.

‘Regional Palliative Care Network’

Timothy Banner, Principal Pharmacist -

Head of Patient Services, Cardiff and Vale

University Health Board, Wales. 

‘Care Home medicines: Community

Pharmacy Enhanced Service – the

first year’ 

Hannah Beba, Senior Clinical Pharmacist

Diabetes and Endocrinology, County

Durham and Darlington NHS Trust

‘How Cardiovascular Outcome Trials

are Changing Practice in Type 2

Diabetes’ (sponsored satellite)

Dr Tracey Boyce, Director of Pharmacy

and Medicines Management, Southern

Health and Social Care Trust, Northern

Ireland.

‘Developing the role of a discharge

pharmacist – the ups and downs of a

new service’

Bernadette Brown, Pharmacist

Practitioner, Cadham Pharmacy, Fife,

Scotland.

‘Innovation in Community Pharmacy’

Christopher Brown, Consultant Renal

Pharmacist, Swansea, Wales.

‘Patient support by the Renal

Specialist Team’ 

Dianne Burnett, Lead Medicines

Information Pharmacist, Withybush

General Hospital, Wales.

‘Development and implementation of

DERS for smart infusion pumps: a

pharmacist’s experience’

Ruth Campbell, Pharmacist Independent

Prescriber, Boots, Scotland.

‘An Independent Prescriber’s

experience - person-centred

polypharmacy medication review

within the Care Homes setting’

Thomas Cox, Lead Prison Pharmacist,

HMP Berwyn Health and Wellbeing

Centre, Wrexham, Wales.

‘Polypharmacy and its management

in the prison population’

Dr Phillip Cruz, Vaccines Medical

Director, GSK.  

‘Life course vaccination: the role of

the pharmacist’ (sponsored satellite)

Rosemary Donnelly, Lead Diabetes

Pharmacist, Ulster Hospital, South Eastern

Health and Social Care Trust, Northern

Ireland. 

‘Making insulin treatment safer’

Carmel Darcy, Consultant Pharmacist

(Older People), Altnagelvin Area Hospital,

Western Health and Social Care Trust,

Northern Ireland. 

‘Medicines optimisation in older

people’

Lowri Davies, Frailty and Chronic

Conditions Cluster Pharmacist, South

Ceredigion GP Cluster, Wales. 

‘Improving medicines safety in frailty

patients’
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Rachel Davies, Burry Port Pharmacy,

Hywel Dda Local Health Board, Wales. 

‘INR service via Community

Pharmacy’

Mark Easton, National Clinical Lead

Pharmacist, Healthcare Improvement

Scotland (Primary Care Portfolio). 

‘National NSAID communication

bundle’

Dr Glenda Fleming, Deputy Director of

the Medicines Optimisation Innovation

Centre (MOIC); Training, Service

Development and Research Pharmacist,

Northern Health & Social Care Trust,

Northern Ireland. 

‘Development of the Regional

Medicines Optimisation Innovation

Centre (MOIC)’

Paul Forsyth, Lead Pharmacist – Clinical

Cardiology (Primary Care)/Heart Failure

Specialist, West Glasgow Ambulatory

Care Hospital, Scotland. 

‘Improving population level care in

heart failure’

Anne Friel, Head of Pharmacy &

Medicines Management, Western Health

and Social Care Trust, Northern Ireland. 

‘How healthcare professionals

optimise medicines in acute hospitals

in Northern Ireland – implications for

practice’ 

Alexandra Gibbins, Professional Lead

for 111 Pharmacists - National 111

Programme, Wales. 

‘111 Ou-of-hours service – pharmacists

as key team members’

Lloyd Hambridge, Practice Based

Clinical Pharmacist, Caerphilly East

Neighbourhood Care Network, Wales. 

‘Primary Care Cluster Pharmacist

roles’ 

Sue Hanson and Jane Barnes, Clinical

Pharmacist and Pharmacy Manager, Nevill

Hall Hospital, Wales. 

‘Profession-led discharge: the ‘Green

Ward’ model’ 

Cathy Harrison, Deputy Chief

Pharmaceutical Officer, Department of

Health, Northern Ireland. 

‘Use of the Small Business Research

Initiative in pharmacy innovation’ 

Dr Sarah Hiom, Chair of the Pharmacy

Research Wales Steering Group, All

Wales Specialist Pharmacist R&D, St

Mary’s Pharmaceutical Unit, Cardiff,

Wales.

‘Pharmacy Research Wales: A 5 year

strategy (2015-2020)’ 

Prof Brian Lipworth, Scottish Centre for

Respiratory Research, Ninewells Hospital

and Medical School.

‘Best practice update in treating

Allergic Rhinitis to optimize asthma

care – a One Airway approach’

(sponsored satellite)

Jonathon Lloyd, Community Pharmacist,

Director in Primary Care and Community

Together (PACT), Northern Ireland. 

‘A population approach for

Community Pharmacy working within

the IMPACTAgewell® Social Prescribing

Project’

Kate Macnamara, Practice Pharmacist,

Fforestfach Medical Centre, Swansea,

Wales. 

‘Polypharmacy - is the wrong

prescription ever right?’

Julie Magee, Lead Pharmacist - Care of

Older People, Antrim Area Hospital,

Northern Ireland. 

‘Pharmacist-led medication review of

older people with an aim to

deprescribing within the hospital

setting’ 

Mark McCrudden, Lead Pharmacist –

Unscheduled Care, Antrim Area Hospital,

Northern Ireland. 

‘Case management in GP practices’ 

Anthony McDavitt, Advanced Clinical

Pharmacist & Prescribing Advisor, NHS

Shetland, Scotland. 

‘Innovating rural pharmacy – similar

needs, different approach’ 

Glynis McMurtry, Professional Head of

Pharmacy, GP Federations, Federation

Support Unit, Belfast, Northern Ireland.  

‘What is the role for GP practice

pharmacists?’ 

Clare Morrison, Senior Clinical Quality

Lead, NHS Highland, Scotland.  

‘Pharmacy Anywhere – using

telehealth to deliver pharmaceutical

care’

Jean Patterson, Specialist Case

Management Pharmacist – Adherence

and Support, Ulster Hospital, South

Eastern Health and Social Care Trust,

Northern Ireland.    

‘Role of a medicines adherence

pharmacist’

Andrew Radley, Consultant in Public

Health Pharmacy, NHS Tayside, Scotland.    

‘DOT-C: Community Pharmacy Hep C

treatment’ 

Ian Rudd, Director of Pharmacy and CD

Accountable Officer, NHS Highland,

Scotland.    

‘A view from the Highlands’ 

Kate Stock, Advanced Clinical

Pharmacist Homeless Health, NHS

Greater Glasgow and Clyde, Scotland.    

‘Can we help address the healthcare

needs of people who are homeless?’

David Thomson, Lead for Community

Pharmacy Development & Governance,

NHS Greater Glasgow & Clyde, Scotland.    

‘How Can Medicines Safety Be

Improved?’

Audrey Thompson, Lead Pharmacist

Prescribing Services, NHS Greater

Glasgow and Clyde, Scotland.    

‘Pharmacy First: Inverclyde and

beyond’

Emma Williams, Lead Pharmacist –

Community Pharmacy & Primary Care,

Cwm Taf Local Health Board, Wales.    

‘Choose Pharmacy’ - a platform for

innovation in community care’

http://www.pharman.co.uk
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Posters    

The following posters were prepared

by participants who had attended the

Pharmacy Management Clinical Leadership

in Pharmacy (CLIP) programme. 

Northern Ireland

Leading Lisburn Federation Pharmacists

to improve management of NOAC

Patients. Anna Fay, Lead Practice

Pharmacist, NHS Northern Ireland. 

Leading the Delivery of System wide

Change: More Joint Improvement

Project. Christopher Garland, Prinicipal

Pharmaceutical Officer, Department of

Health, Northern Ireland. 

Doing more with less. Pharmacy rises

to the challenge. David Walsh,

Portiuncula University Hospital, Ireland.

Risk Stratification for Clinical

Pharmacists input for Acute Care at

Home Patients. Des Gourlay, Lead

Pharmacist Acute Care at Home Team,

Southern Health and Social Care Trust.

Implementing a Team based Clinical

Pharmacy Service. Donal Carroll, Chief

Pharmacist, St Lukes Hospital, Ireland.

Influencing Change: Impactful

Communication Paediatric Diabetes

Prescription. Emma Barbour, Lead

Pharmacist for Women and Child Health,

Northern Health and Social Care Trust.

Preventing Post Partnum VTE:

Leading a change in practice. Fergal

O'Shaughnessy, The Rotunda Hospital,

Dublin.

Leading a Management of Change

Enhanced weekend Pharmacy Service.

Fidelma Magee, Principal Pharmacist,

Northern Health and Social Care Trust.

Improving  the  appropriateness  and

safety  of  prescribing,  administration

and  monitoring  of  gentamicin  in

the  acute  hospital  setting. James

Nicholl, Causeway  Hospital,  Northern

Health  and  Social  Care  Trust.

Pharmacist Led Medication Review Of

Older People With An Aim To

Deprescribing Within The Hospital

Setting. Julie Magee, Care of Older

People Pharmacist, Northern Health and

Social Care Trust.

Introduction of the Regional Long

Stay Kardex into NHS Intermediate

Care (IC) Beds in a Private Care Home

Setting. Karen Miller, Intermediate

Care Pharmacist, South Eastern Health &

Social Care Trust.

Developing skills for Leadership and

Project Management. Kerry Finlay,

Lead Practice Pharmacist, Ards Federation

of Family Practice, Northern Ireland. 

The Role Of Pharmacy Technicians In

Enoxaparin Administration. Kerry

Gilmore, Senior ED Clinical Pharmacy

Technician, Northern Health and Social

Care Trust. 

Medicines Reconciliation - Getting it

Right First Time. Linden Ashfield,

Principal Pharmacist - Unscheduled Care,

Northern Health and Social Care Trust.

Exploring students' understanding of

medicines optimisation on discharge.

Louise Shephard, Pharmacist, Northern

Health and Social Care Trust.

Re-engineering ward controlled drug

audits - A Journey to Expand the Inner

Circles Using Flexible and Assertive

Communication Styles. Maire

McManus, Principal Pharmacist -

Medicines Division, Northern Health and

Social Care Trust.

Improving the safety of Insulin

prescribing and administration using

an Electronic Health Record.

Margaret Donnelly, The Rotunda

Hospital, Dublin.

Introduction of a Pharmacist prescriber

to optimise patient flow through the

Acute Medical Unit at Altnagelvin

Hospital, WHSCT.  Marianne Porter,

Clinical Throughput Pharmacist, Western

Health & Social Care Trust.

e-Discharge Medication Reconciliation.

Marie-Claire Jago-Bryne, Chief Pharmacist,

Naas General Hospital, Ireland. 

Implementation of a New Lidocaine

Plaster Inpatient Review Process.

Mark McCrudden, Lead Pharmacist -

Emergency Medicine, Antrim Area

Hospital, Northern Health & Social Care

Trust.

Making Insulin Treatment safer (MITS).

Rosemary Donnelly, Lead Pharmacist

for MITS Queens University Belfast and

Diabetes Pharmacist, South Eastern

Health & Social Care Trust.

How to Change from being a

"Reactive" supply led Pharmacy

Service to a "proactive" MDT led by

Pharmacy Service in MH-IDS (Mental

Health - Intellectual Disability Service.

Shirley Guerin, Chief II Pharmacist, St

Mary's Hospital, Dublin.

Introduction of an Education Template

for New Drugs in the North West

Cancer Centre (NWCC), Altnagelvin

Hospital. Sinead O'Connell, Cancer

Services Pharmacist, Altnagelvin Hospital,

Western Health & Social Care Trust.

Improving Access to Information on

Medicines for the Treatment of

Mental Health Illness. Suzanne

O'Sullivan, Mental Health Pharmacist,

Western Health & Social Care Trust.

Scotland

Development of a Recovery Focussed

Pharmaceutical Care Package for

patients receiving Opiate Replacement

Therapy. Adrian Mackenzie, Lead

Pharmacist - Community Pharmacy, NHS

Borders. 

Salvaging Unused Medicines in

Secondary Care. Claire Stewart, Service

Delivery Manager - Pharmacologistics &

IT Systems/Technical Services Lead,

Ninewells, NHS Tayside. 

Cost Savings Realisation following

Funding budget Reduction. Duncan

Hill, Specialist Pharmacist in Substance

Misuse, NHS Lanarkshire.

Leading the Implementation of new

homecare medicines services. Elaine

Rankine, Homecare Medicines Pharmacist,

NHS Lothian.
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Introduction of a Fluid Management

and Prescribing Policy to Surgical

Directorate. Jennifer Murphy, Senior

Clinical Pharmacist Critical Care, Wishaw

General Hospital, NHS Lanarkshire.

The Pharmacy Profession

"COMPETENCE to CONFIDENCE".  Jill

Cruickshank, Community Pharmacy

Champion, NHS Lothian.

The Pharmacy Profession

“COMPETENCE to CONFIDENCE”

Part 2. Jill Cruickshank, Community

Pharmacy Champion, NHS Lothian.

Delivering Quality Improvement in

the use of Biologic Medicines. Mandy

Mackintosh, Acute Prescribing Support

Pharmacist, NHS Dumfries & Galloway. 

Wales

Pharmacy In-Patient Service Redesign.

Timothy Banner, Consultant Pharmacist

Community Healthcare, Cardiff & Vale

University Health Board. 

Introducing a pharmacy service in the

Emergency Department – The CLIP

effect! Dianne Burnett, Lead Medicines

Information Pharmacist for the Health

Board and MSO, Hywel Dda University

Health Board.

Introducing Delayed Prescribing Into

South Powys Cluster GP Practices.

Jason Carroll, Medicines Management

Pharmacist, Powys Teaching Health Board.

Rationalisation of Emollients in a Non-

Specialist Secondary Care Setting.

Méabh Cassidy, Divisional Programme

Pharmacist for Scheduled Care, Aneurin

Bevan University Health Board.

Establishing a network of primary

care based pharmacy professionals in

the Vale of Glamorgan Locality. Clare

Clement, Locality Lead Pharmacist for

the Vale of Glamorgan, Cardiff & Vale

University Health Board. 

Developing a more engaged, capable

and resilient workforce. Stuart Wyn

Evans, Pharmacy Manager, Singleton

Hospital, Abertawe Bro Morgannwg

University Health Board. 

Investing in Medicines Homecare

Services Through an Adalimumab

Biosimilar Switching Programme.  Lisa

Forey, Principal Pharmacist Procurement

and Technical Services, Aneurin Bevan

University Health Board.

Pilot to Test Implementation of

‘Druggles’ at Wrexham Maelor

Hospital BCUHB. Judith Green, Lead

Pharmacist Medicine, Wrexham Maelor

Hospital, Betsi Cadwaladr University

Health Board.

A Future Vision for Pharmacy in

Wales: Leadership of the Local Health

and Social Care Sub-Group. Lloyd

Hambridge, Caerphilly East Cluster

Pharmacist, Aneurin Bevan University

Health Board.

Stretching the Team: Developing a

remote clinical check process using

CLIP methodology.  Kathryn Harries,

Senior Medicines Management Technician,

Powys Teaching Health Board. 

Improving inhaler prescribing in triple

therapy in COPD. Brian Hawkins,

Chief Pharmacist Primary Care, Cwm Taf

University Health Board.

Keeping People Well: Introducing a

pharmacy service to prevent

unplanned admissons. Sarah Isaac,

Senior Lead for Primary Care and

Community Pharmacy Service, Hywel Dda

University Health Board.

A plan for developing a shared vision

for SMPU. Alison Jones, Lead Quality

Assurance Pharmacist, Cardiff & Vale

University Health Board. 

Pharmacy: Delivering a Healthier

Wales. Elen Jones, Practice and Policy

Lead, Wales Royal Pharmaceutical Society.

Competency Frameworks and

Portfolios Driving Professional

Development. Elen Haf Jones, Education

and Training Service Lead Pharmacist for

BCUHB, Betsi Cadwaladr University

Health Board.

Paediatric Endocrine Tertiary Service

for Wales Pharmacy Service Business

Case. Anthony Lewis, Clinical Board

Pharmacist - Children & Women, Cardiff

& Vale University Health Board.

Implementation of Adalimumab

Biosimilar within BCUHB Specialities.

Lois Lloyd, Medicines Procurement Lead

Pharmacist, Betsi Cadwaladr University

Health Board.

The Road to Improvement: Strategic

and Operational Performance

Assurance. Geraldine McCaffrey,

Research and Development Pharmacist,

Betsi Cadwaladr University Health Board.

Improving the Management of

Respiratory Conditions in the Upper

Valleys Cluster through the Delivery

of Educational Sessions. Kirsty Morris,

Advanced Primary Care Pharmacist,

Abertawe Bro Morgannwg University

Health Board.

Implementation of a prescription

tracking system at Prince Philip

Hospital. Mari Treharne, Pharmacy Site

Manager, Hywel Dda University Health

Board.

UTI Friday - A review of the

management of recurrent urinary tract

infection in Primary Care. Avril Tucker,

Advanced Primary Care Antimicrobial

Pharmacist, Abertawe Bro Morgannwg

University Health Board.

Implementation of Falsified Medicines

Directive (FMD). Rhiannon Walters-

Davies, Principal Pharmacist, Velindre

Cancer Centre.

Development of a National

Community Pharmacy Pathfinder

Enhanced Service: Sore Throat Test

and Emma Williams, Lead Pharmacist -

Community Pharmacy, Cwm Taf University

Health Board.

Medicines Recycling in Secondary

Care – a Welsh Government Invest-

To-Save Project. Owain Williams,

Senior Logistics Support Pharmacist,

Abertawe Bro Morgannwg University

Health Board.

http://www.pharman.co.uk


Journal of Pharmacy Management • Volume 35 • Issue 2 • April 201960

Clinical Leadership in

Pharmacy (CLIP): 

Breakfast Meeting     

Aims 

• To create a networking opportunity of

‘CLIPers’ across the Celtic nations.

• To emphasise the strength and talent

across the cohorts.

• To use the expertise of CLIPers to

gather intelligence to help solve one of

the profession’s significant challenges.

Ted Butler, the founder and Chairman

of Pharmacy Management welcomed the

CLIPers from across the Celtic Nations. He

confirmed that the CLIP programme will

reconvene in Northern Ireland in

September, in Scotland in October and in

Wales in early 2020. 

Alex Bower is Editor-in-Chief of the

Pharmacy Management journals. He

explained that The Journal of Pharmacy

Management (JoPM) concentrates on

leadership and management skills,

whereas the Journal of Medicines

Optimisation (JoMO) focuses on

improving the use of medicines and

thereby obtaining better outcomes for

patients. Alex encouraged the CLIPers to

consider publishing their work and briefly

outlined the peer-review and publication

process. He noted that advice can be

provided in advance regarding the

suitability of a topic and the more suitable

journal for the publication.

Professional collaboration: How

can we get different sectors of the

profession working together more

effectively for the good of the

patient?

Group 1: Key Challenges

• IT
• Understanding roles/sectors*
• Money
• Professional isolation
• Time pressures
• Work pressures
• MDT around the patients
• Communication (geography, space, paperwork, language)

*Group 1 selected understanding roles/sectors as the key challenge. They felt that multi-sectorial training is the solution; namely

fully integrated, portfolio training working in at least two sectors. Additional areas of unmet need were identified, including,

interprofessional and foundation training, portfolio careers and ongoing educational sessions. They identified funding as a major

barrier to this issue. 

Group 2: Key Challenges

• Professional isolation
• Visibility of the patients – in all sectors
• Sharing information/communication across sectors
• Time available with patient is variable
• Patient perception of the role of the pharmacy team*
• Within/outside profession understanding of roles
• Identification of other roles
• Complex medicine regimes
• Collaboration
• Silo skills – use skills appropriately
• IT issues – sharing?
• Too many leaders, different cultures/agendas – need for collaboration

* Group 2 selected the patient perception of pharmacy as their key challenge.  They suggested that it is vital to build up trust and

confidence in pharmacy, from day one, to ensure that the patient sees the clear benefit of interacting with pharmacy. The belief was

that, in instances where a GP consultation is unnecessary, pharmacy should be the “one-stop-shop.” However, there is still confusion

over nomenclature within, and out with, the pharmacy team i.e. pharmacist or chemist?  
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Workshops     

The workshops were designed to be

highly interactive sessions to consider the

challenges, develop approaches for the

future and to help delegates to stay

‘ahead of the game.’ The approach used

was a café style in which delegates sat at

tables.

Workshop 1: Cross Sector
Collaboration 

Workshop 1 was facilitated by Michael

Pratt, who was Chief Pharmacist and

Director of Pharmacy for NHS Dumfries and

Galloway from 2005 until he retired from

the post in 2017. He now works as a

Consultant. 

The workshop delegates were asked

to suggest 3 priority actions for each of

the following key questions:

1. What can be done to develop a

shared vision to encourage cross-

sector collaboration?

2. What can be done to develop a

collaborative training structure to

support collaborative working?

3. What can be done to further

integrate IT systems?

4. What can be done to develop an

environment that enhances doctor

understanding of collaborative

working?

WORKSHOP 1 KEY ACTIONS

1. What can be done to develop a shared vision to encourage cross-sector collaboration?

Table 2
• Define a shared vision of roles and priorities
• Encourage protected learning time, shadowing, shared learning
• Establish formal collaboration routes
• Share early adopter case studies/scenarios (with patient testimonials)
• Develop a national lead driver diagram

Table 6
• Communicate the aims of the Pharmacotherapy Service to Community Pharmacy (currently only described in the GP

contract) - what does it mean for Community Pharmacy and their patients?
• Articulate the common goal, defined roles and means of measuring success 
• Establish both national and local collaborative networks, i.e. cluster meetings, IT solutions

2. What can be done to develop a collaborative training structure to support collaborative working?

Table 1
• Work with all sectors of the service and pharmacy schools to develop undergraduate training in all sectors (ACTp in Scotland)
• Integrate a Pre-Reg, multi-sectorial, 5-year training programme in Scotland
• Establish a Foundation (rotational) programme leading to an advanced qualification and ultimately Consultant Pharmacists

(in Scotland) 
• Set up joint appointments

Table 5
• Ensure education, training and development is collaborative from the early years
• Produce an information piece, clearly defining pharmacy roles within the MDT
• Introduce cross-sector secondment roles – generalists, not specialists
• Train technicians and pharmacists together

3. What can be done to further integrate IT systems?

Table 3
• Ensure regular NHS mail engagement
• Utilise common systems
• Have read/write access to clinical systems
• Standardise processes e.g. NHS mail
• Patient held records – patient frustration with repeating their story/medical history

4. What can be done to develop an environment that enhances doctor understanding of collaborative working?

Table 4
• Clarify the different pharmacy roles and the pharmacy offering in primary care (“get our own house in order”)
• Articulate the outcome benefits to the population (share success stories and find pharmacy and GP champions)
• Set up a PR campaign – pharmacy driven 
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Workshop 2: GP Practice-Based
Pharmacists 

Darrell Baker was the facilitator for

workshop 2. Darrell is Clinical Director of

Pharmacy and Medicines Management,

Cardiff and Vale University Health Board in

Wales. In the introduction to the workshop,

he outlined some of the changing and

increasing GP demands, including

demographics, multimorbidity, shift of care,

patient and public expectations and

workforce challenges. He remarked on the

greater opportunities for pharmacy, given

that recent audit data suggested that GPs

judged around 26% of their consultations

to be potentially avoidable – 6% of which

could be self-care/pharmacy. The challenge,

suggested the speaker, will be to fully up-

skill pharmacy professionals in the primary

care setting and to alter patient perception

of the clinical pharmacist.  

The workshop delegates were asked

to identify 3 key actions to address the

following issue:

What needs to be done to ensure that

GP practice-based pharmacists are

developed in a way that realises the

potential contribution they can make

to patient care and operate effectively

as part of the practice team, whilst

having an effective network and

career structure?

WORKSHOP 2 KEY ACTIONS

What needs to be done to ensure that GP practice-based pharmacists are developed in a way that realises the
potential contribution they can make to patient care and operate effectively as part of the practice team, whilst
having an effective network and career structure?

Table 3
• Invest time in the education and training infrastructure (Pre-Reg year to include all sectors, mentoring, continuity of

pharmacy input)
• Break down the interface between the sectors (pharmacists with experience from all sectors)
• Expand an appropriate workforce (increase in numbers of pharmacists and technicians, re-appointment of workload,

active utilisation of technicians to free up pharmacist time)

Table 2
• Identify the local need – what can the pharmacist do versus the GP?
• Produce a structured, standard, set of primary care pharmacy services (initially) that can be adapted to include additional,

enhanced options
• Collaborate within GP clusters 

Table 1
• Ensure continuity of the pharmacy team in each practice
• Invest time in training and development of the pharmacy team
• Develop a clear career pathway 

Table 6
• Develop a service model (ensure cluster working and a link to community pharmacy, scale up good practice in priority

areas)
• Invest in education and training (educational supervision, clinical supervision, formal career framework, links to GP

training practice, encourage undergraduates into GP clinical pharmacy)
• Ensure we have the correct skill mix (cross-sector working, development of technician role, development of community

pharmacy role)

Table 5
• Develop the individual (encourage a confident mind-set/sense of self-belief)
• Make sure that pharmacy is an integral part of the MDT network
• Develop a clear career structure

Table 4
• Establish a competency framework/training programme
• Ensure we have the correct skill mix and enough staff
• Support staff to work in the ‘grey areas’, i.e. to be less risk averse 

“We are a gift.”
J.Cruickshank 26th March 2019
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Darrell subsequently provided the following
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• Barnes E et al. (2017). New roles for clinical
pharmacists in general practice. Prescriber 28(4),
pp 26-29.
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study. BJGP, 67(662), pp e650-e658.
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pharmacists in general practice. Prescriber, pp 25-
28.

• Mann C et al. (2018). National Evaluation of
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• NHS England. (2016). General Practice Forward
View. Available at

: https://www.england.nhs.uk/wp-
content/uploads/2016/04/gpfv.pdf Accessed
20.3.19.

• Primary Care Foundation and NHS Alliance.
(2016). Making Time in General Practice. Available at:
http://www.nhsalliance.org/mediacentre/making-
time-in-general-practice Accessed 20.3.19.

• Royal Pharmaceutical Society. (2015). Models
of Care for Pharmacy within Primary Care Clusters.

Workshop 3: Workforce Planning 

Michael Scott is Director of the Medicines

Optimisation Innovation Centre (MOIC)

and Head of Pharmacy and Medicines

Management in the Northern Health and

Social Care Trust in Northern Ireland. As

an introduction to the workshop, Michael

outlined some of the key considerations

for workforce planning: 

1) It is vital to meet the needs of the

population and to ensure we have

the right number of staff i.e.

patient-centred thinking.

2) We need a health service-agreed

workforce model that should be

system-wide.

3) Workforce planning must be

‘future proof’ as we will only get

one chance to do this. We should

also be able to react to changing

requirements. 

4) It is important to have the have the

right skill mix, for the right tasks.

The workshop attendees were asked

to consider the following issue:

What should be done to ensure

the pharmacy workforce is flexible,

of sufficient capacity and has the

right skills, including technician

support, to meet the changing

agenda in the NHS?

Tables 1-4 looked at potential barriers

and tables 5-8 considered possible

enablers.

WORKSHOP 3 KEY ACTIONS

What should be done to ensure the pharmacy workforce is flexible, of sufficient capacity and has the right skills,
including technician support, to meet the changing agenda in the NHS?

Table 1
• Develop a strategy to promote pharmacy as a profession, from an early stage in the education process (e.g. in schools)
• Ensure there is an integrated strategy for national workforce planning with senior pharmacy leadership

Table 2
• Develop a clear vision of what is needed to direct the size of the workforce
• Upskill the workforce according to a standardised, national framework

Table 3
• Foster a shared vision to overcome the key barrier of succession planning.
• Consider the requirement for both specialist and collaborative roles, i.e. staff flexibility

Table 4
• Integrate the Pre-Reg year into the degree course
• Foster a cross-sector understanding of roles and responsibilities (acute, community, primary care)
• Improve the use of technology
• Make pharmacy an attractive profession
• Focus more on softer skills

Table 5
• Determine the population needs to understand the required skill mix 
• Understand the current ‘baseline’ to predict the potential workforce numbers.
• Ensure that workforce planning is driven by pharmacy
• Share best practice across the profession
• Develop useful decision-support software

http://www.pharman.co.uk
https://www.england.nhs.uk/wp-content/uploads/2016/04/gpfv.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/gpfv.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/gpfv.pdf
http://www.nhsalliance.org/mediacentre/making-time-in-general-practice
http://www.nhsalliance.org/mediacentre/making-time-in-general-practice
http://www.nhsalliance.org/mediacentre/making-time-in-general-practice


Journal of Pharmacy Management • Volume 35 • Issue 2 • April 201964

WORKSHOP 3 KEY ACTIONS (Continued)

Table 6
• Define clear tasks for the pharmacy team (roles, responsibilities, skill mix)
• Define core clinical competencies for all pharmacy roles 
• Support clear career progression
• Encourage cross-sector working
• Ensure that all actions are professionally-led

Table 7
• Develop a career framework based on level of practice (capability), not NHS pay banding
• Ensure cross-sector experience before progression
• Foster belief and value in individuals

Table 8
• Enable flexibility by creating opportunities for cross-sector experience
• Attract, recruit and retain pharmacists through attractive and rewarding careers
• Utilise technology and the entire pharmacy workforce to do things differently

Summary of Key Actions from each Workshop    

KEY ACTIONS SUMMARY FROM WORKSHOP 1:

What can be done to develop a shared vision to encourage cross-sector collaboration?
What can be done to develop a collaborative training structure to support collaborative working?
What can be done to further integrate IT systems?
What can be done to develop an environment that enhances doctor understanding of collaborative working?

• Ensure clarity around role definition and responsibilities via a pharmacy-led PR campaign and information piece.
• Share best practice examples from other Celtic nations.
• Establish formal national and local collaborative networks.
• Introduce multisectoral, rotational Pre-Reg training.

KEY ACTIONS SUMMARY FROM WORKSHOP 2:

What needs to be done to ensure that GP practice-based pharmacists are developed in a way that realises the
potential contribution they can make to patient care and operate effectively as part of the practice team, whilst
having an effective network and career structure?

• Invest in the education and training infrastructure.
• Develop and implement a clear career pathway.
• Ensure the correct skill mix/appropriate workforce is in situ.
• Establish a service model that includes primary care cluster working.
• Produce a structured, standard, set of primary care pharmacy services.
• Inspire a confident and less risk averse mindset in the individual.

KEY ACTIONS SUMMARY FROM WORKSHOP 3:

What should be done to ensure the pharmacy workforce is flexible, of sufficient capacity and has the right skills,
including technician support, to meet the changing agenda in the NHS?

• Ensure there is a pharmacy-led, clear vision for workforce planning.
• Define core clinical competencies for all pharmacy roles.
• Upskill the workforce according to a standardised, national framework.
• Promote pharmacy as a profession.
• Support clear career progression and enable cross-sector working.
• Utilise technology and the entire pharmacy workforce to do things differently.
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What does good leadership look like?

The most basic leadership skills start with

you - you must be organised, thoughtful,

self-disciplined and willing to lead by

example. Leadership succeeds when it

shows others how to grow and push for

success. Your team should look at you

and think, “If they can do it, I can, too.”  

Recent work by Gallup identified four

‘domains’ or areas of leadership strength

– executing, influencing, relationship

building and strategic thinking. Each

member of a team has their own unique

strengths; the most successful teams

possess a wide range of skills and

abilities and have a particularly high

representation of these four domains in

their team. 

You may not be so well rounded as

the leader, but your team certainly should

be. There are many different styles of

leadership and although each leader’s

approach to the end goal may be

different, they all get there in the end.

You don’t have to be a carbon copy of a

leader you admire and respect – you

simply need to know your own strengths

and preferences and then utilise the

team’s skills to fill in the gaps.

What do leaders do that makes a

difference? While you discover your

strengths, what practical steps can you

take in the meantime? Here are four

suggestions:

1. BRIEF YOUR TEAM  

Brief your team using ‘SMEAC’ – a

briefing tool used by the armed

forces to give clear direction and

check understanding. Good leaders

always brief even the simplest of

procedures like this:

Getting The Basics Of Leadership Right
By Hilary Shields JP, Director of Ascensys Ltd. 

Hilary's early career was in the Royal Air Force where she was commissioned as an Officer in the Personnel
Branch. These early leadership skills, earned in some very testing situations, have been an excellent base for
the career roles that followed. 

With over 23 years of experience of the NHS and the Pharmaceutical Industry, Hilary regularly facilitates
groups of Key Opinion Leaders (KOLs) and Multi-Disciplinary Teams (MDTs) in the NHS. She is also ABPI
qualified, so understands the ethical requirements of the NHS and training delivery. 

She has researched, developed and delivered training to a wide variety of organisations and individuals within the NHS, including
Board Members of NHS Trusts. In July 2005, Hilary was appointed a Justice of the Peace for England and Wales and now sits as a
Presiding Justice in the adult courts. This is an entirely voluntary role which is undertaken in addition to her training work. 

For relaxation, Hilary is a keen gardener and enjoys baking.

Hilary Shields

LEADERSHIP

66

“I always did something I was a little not ready to do. I think that’s

how you grow. When there’s that moment of ‘Wow, I’m not really

sure I can do this,’ and you push through those moments,

that’s when you have a breakthrough.” 

Marissa Mayer, CEO, Yahoo

“You don’t have to be a carbon copy of a leader you admire
and respect – you simply need to know your 

own strengths and preferences . . .”
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• Situation or Background (what is

the current situation?)

• Mission or Objectives (what do

you need to do?)

• Execution or Implementation

(how will we do it? Not to be

confused with Mission)

• Any questions (what don’t we

know?)

• Check understanding (ask them

questions by using the three Ps –

Pose the question, Pause to give

them time to think about the

answer, Pounce and ask someone

the question)

2. GET STARTED   

Leaders take action and make

decisions. Sir John Harvey-Jones MBE

(Lieutenant Commander in the Royal

Navy, then Chairman of Imperial

Chemical Industries (ICI)) believed in

‘speed rather than direction’, on the

assumption that ‘once travelling, a

company can veer and tack towards

the ultimate objective’. 

It is easier to change direction once

you have got going, so get started.

3. ROUGHLY RIGHT IS BETTER THAN

PRECISELY WRONG

As a leader you have to keep in mind

the bigger picture to make sure

everyone stays focused on the end

results. It is easy to become

distracted with detail and allow it to

detract from your purpose. There is

comfort in the accuracy of the

details, but your role as a leader is to

maintain focus on the bigger picture

and the required outcome.

4. BE KIND

A leader needs to motivate their

team, even in the face of adversity,

to persuade them to keep going.

Everyone needs encouragement - ask

yourself ‘what can I say that will be

encouraging?’

Insight from Leaders in

the NHS       

I asked a number of individuals in

leadership positions in the NHS (CEOs,

Chief Pharmacists, Medical Directors and

CCG Chairs) what their practical advice

would be to those who wished to

develop leadership skills. These are their

top tips:

1. Set a deadline for your project.

People work more effectively if

they know there’s a point of

accountability coming up.

2. Leadership is not a ‘tick box’

management list of things to go

through.

3. Network, network, network!

4. Stick your head above the parapet

and be seen.

5. You must be able to take all kinds

of feedback, so you must be

reachable and receptive.

6. Perfect planning is impossible.

Drive for results by taking action.

iStock.com/sportpoint

Just get started!
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7. Make a decision and start. Stop

meeting about it and just start.

8. Just ask. There is always a budget,

always more resource and

sometimes I can’t give it away as

no-one has asked!

9. Lead by example and trust your

colleagues. You cannot control

and manage everything, and they

need to learn leadership skills, too.

10.Write ‘thank you’ letters (a

forgotten art) – people like the

recognition. 

Leadership is not about one particular

style or an approach to leading others.

Every situation is different and so are the

people involved. Teams need and

appreciate good leadership, but you have

to start somewhere, so perhaps volunteer

for a role that is slightly less critical to

begin with in order to develop your

leadership skills. 

Good luck!     

iStock.com/LoveTheWind
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“Lead by example and trust your colleagues. You cannot control
and manage everything, and they need to learn leadership skills, too.”

You need to trust your colleagues.
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