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EDITORIAL
BEST PRACTICE IN

submissions that demonstrate how the

care is hugely understated.’ That remark

PHARMACY MANAGEMENT

skills and experience acquired on the

will resonate with many independent

The article in this edition focusses on

programme played an instrumental part

prescribing pharmacists, including those

medicines for respiratory disease and

in colleagues securing promotion and/or

in the new GP Practice Pharmacist

how it can be ensured that the most

delivering their role more effectively.

positions.

clinically appropriate and cost-effective

We hear how CLIP helped a Lead

medicines are utilised. The article outlines

Pharmacist for a GP Federation in their

a process to establish a Local Enhanced

role and how it was helpful to securing a

Scheme (LES) in general practices in the

Lead GP Practice role from two other

form of a respiratory ‘bundle’. Practices

colleagues who were promoted from a

were paid for the achievement of defined

GP Practice role.

targets. Respiratory prescribing expenditure
decreased over three financial years by
5.6% against a background of an
increasing prescribing volume of 1.8%.
Colleagues will no doubt be interested
in reviewing the process in line with their
local practice with a view to identifying
any changes that could appropriately be
made.

Pharmacy

of asking two NHS pharmacy colleagues
to

comment

Conundrum,

on
one

the

Management
of

Pharmacy

FACE2FACE

an expertise in stress management has

This outlines the role of an Advanced

been asked to give their views. There is

Disability

no doubt that the coronavirus situation

Community Treatment Team. A split role

has added to a busy workload and

Pharmacist

Practitioner:

between patient safety and independent

increased the risk of stress. It was felt

prescribing for a community treatment

appropriate to seek professional views on

team for people with a learning disability

the topic. It is hoped colleagues will find

is described. The latter aspect in

this helpful in these challenging times.

following comment is very telling: ‘As
Management’s

In a departure from our usual approach

Management’s professional trainers with

particular is novel and inspirational. The

CLIPPINGS

MANAGEMENT CONUNDRUM

Clinical

pharmacists in secondary care, we are

Leadership in Pharmacy Programme

well used to informing prescribing

(CLIP) is a comprehensive leadership

decisions with the ultimate decision being

series that aims to unlock the potential of

that of our medical colleagues. The shift

our future pharmacy leaders. The success

in responsibility from that to being the

of this programme is well illustrated by

lead professional involved in a person’s
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Much of working life involves meetingsbut how well are these run and is your
time being used as well as it might?
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trainers gives some hot tips on how to
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READERS’ FEEDBACK
If the JoPM is to continue to publish material that you would find interesting
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Creating an effective respiratory
cost-saving programme
Dr Emily Kennedy, Locality Lead Pharmacist, Dumfries and Galloway Health Board, Dumfries, Scotland.
Correspondence to: emily.kennedy@nhs.net
Dr Emily Kennedy

Abstract

Abstract

Title
Creating an effective respiratory cost-saving programme.

Discussion
Formulary reviews and respiratory prescribing projects take
into account the cost-effective medicines on offer and the
opportunities that these afford to make cost savings, as long
as these are able to produce the same clinical outcomes. The
change will be more positively received by patients when there
is concurrent review and monitoring of the patient’s respiratory
condition. This should include a check of the patient’s inhaler
technique as well as concordance with treatment.

Author List
Kennedy E.
Introduction
Respiratory prescribing presents many challenges with new
developments and formulations of inhaled therapy available as
well as an increasing array of branded generics available. This,
coupled with the increasing cost pressures in primary and
secondary care, means that examination of respiratory
prescribing to ensure that it is cost effective, safe and
appropriate is desirable.
Method
To address respiratory expenditure fully along with an effective
clinical and safety review, a suite of respiratory projects was
devised as part of the Local Enhanced Scheme (LES) in
general practices, described as a respiratory bundle, and
practices were paid for targets achieved.

Conclusion
Any cost saving programme in respiratory prescribing has to
be patient-focused and aimed at improving outcomes with
treatment, which not only encompasses the selection of the
most cost-effective medication in the right form, but also
enabling the patient to utilise the medication correctly to
achieve optimal management of their condition.
Keywords: formulary, optimising therapy, asthma, COPD, inhaler
technique.

Results
Respiratory prescribing expenditure decreased over three
financial years by 5.6% as a result of encouraging formulary
adherence within the respiratory area and conducting
respiratory projects. This was against a background of an
increasing prescribing volume of 1.8%.

Introduction

Dumfries and Galloway, I am a prescriber

Health Board as well as consideration of

and hold regular respiratory clinics that

plans for the future.

Respiratory prescribing presents many

include reviewing patients diagnosed

challenges with new developments and

with asthma and chronic obstructive

formulations of inhaled therapy available

airways disease (COPD). I am also the

as well as an increasing array of branded

pharmacy representative for the Health

generics available. This, coupled with the

Board’s Respiratory Managed Clinical

Dumfries and Galloway is a large rural

increasing cost pressures in primary and

Network (MCN) and lead on the regular

area in the South West of Scotland,

secondary care, means that examination

review and updating of the respiratory

consisting of four localities operating

Respiratory Prescribing in
Dumfries and Galloway

of respiratory prescribing to ensure that

formulary. This article will aim to describe

within the Dumfries and Galloway Health

it is cost effective, safe and appropriate

steps that are essential in order to create

and Social Care Integrated Joint board.

is desirable.

cost-saving

There is a population of approximately

programme in primary care and draw on

an

effective

respiratory

165,000 and it is estimated that around

As a Locality Lead Pharmacist with a

examples from what we have already

12,500 people in Dumfries and Galloway

special interest in respiratory working in

achieved in Dumfries and Galloway

are living with at least two chronic illnesses.
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About 10,600 people have asthma

containing long acting anti-muscarinics

Scottish

which, at 6.4%, is in line with the asthma

(LAMAs), long acting beta agonists

Network (SIGN) and British Thoracic

prevalence across Scotland. About 4,600

(LABAs) and inhaled corticosteroids (ICS)

Society (BTS) asthma guidelines2 have

people in Dumfries and Galloway have

licensed for COPD have been identified as

been jointly produced since 2003, most

chronic obstructive pulmonary disease

a rising spend.

recently updated in July 2019. NICE

(COPD) and it is well recognised that the
condition is under-diagnosed nationally.

Prescribing projects led by primary
care and supported by secondary care

All Health Boards within the NHS are

addressed many elements associated

under enormous pressure to contain

with respiratory cost-effective prescribing,

costs. Prescribing represents the greatest

which will be described in detail. This

proportion of spend, with only staffing

resulted

costs at a similar level within the NHS,

expenditure

and therefore prescribing is a frequent

financial years by 5.6% as a result of

target to create savings. Ensuring that the

encouraging formulary adherence within

most

are

the respiratory area and conducting

prescribed within every BNF chapter is a

various respiratory prescribing projects

priority for all prescribing support teams.

(see Table 1). This was against a

cost-effective

alternatives

Respiratory expenditure in Scotland
comprises approximately 10% of the
total spend, amounting to £125 million.
Primary care prescribing in Dumfries and
Galloway totals around £30 million a year
and of this £3.75 million is attributed to
respiratory expenditure, so a slightly
higher burden than Scotland as a whole.
The largest proportion of this spend is on

in

respiratory
decreasing

prescribing
over

three

background of increasing prescribing
volume of 1.8%.

Intercollegiate

Guidelines

guidance on COPD3 was published in
December 2018 and updated in July 2019.
Guidelines are widely used to advise on
current treatment plans for asthma and
COPD. A multi-disciplinary team reviewed
the Dumfries and Galloway prescribing
guidelines

to

ensure

that

current

recommendations were addressed and
any changes communicated to the
prescribers through the various means
available to us, for example, the local
prescribing newsletter (Nostrum), e-mails
and face-to-face educational sessions.
The Effective Prescribing Strategy for
Quality Prescribing in Respiratory in

Respiratory prescribing
guidelines and the
‘Quality Prescribing
Strategy: Respiratory’

Scotland4 was produced in 2018 and
was aimed at promoting high quality
prescribing of medicines to treat asthma
and COPD. The report also considered
non-pharmaceutical approaches to the
management

of

these

conditions.

inhaled corticosteroids, in particular the

NICE asthma guidance1 was published in

Primary care clinicians, Managed Clinical

combination inhalers containing long

November 2017 and, at the time of

Networks

inhaled

writing, is currently being updated, due

Management Teams were asked to

corticosteroids. The newer triple agents,

to be published in February 2020.

consider and implement the strategy. This

acting

beta-agonists

and

and

Board

Medicines

Table 1: Dumfries and Galloway Respiratory Expenditure from 2016 – 2019 (£)

3,950,000
3,900,000
3,850,000
3,800,000

2016-17

3,750,000

2017-18
2018-19

3,700,000
3,650,000
3,600,000
3,550,000
Respiratory Spend
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Figure 1: Prescribing resources available on the Dumfries and Galloway Prescribing Support website.
Available from: www.dgprescribingmatters.co.uk
enabled our Prescribing Support Team to

In addition to ensuring that the choice

a range of sufficient formulary options to

consider and evaluate the progress on

of respiratory medication was appropriate

allow for patient choice and acceptability

our respiratory prescribing advice and

according to recommended guidelines,

when prescribing inhaler devices. The

identify any further areas which we

there was considerable focus on ensuring

choice of therapy is only one of the steps

needed to address and improve upon.

that the appropriate inhaler devices were

to consider when conducting a respiratory

Guidelines and pathways were stored on

used for individual patients and optimised

medication review and assessment of a

the Prescribing Support Website to

for maximum benefit. This included local

patient’s ability to use the inhaler device is

enable wide access for all clinicians

training and educational initiatives so that

an essential part. The use of spacer devices

health care professionals were able to use

was encouraged where inspiratory flow or

the devices effectively and that there was

co-ordination was poor. Some current

(Figure 1).

“. . . there was considerable focus on ensuring that the
appropriate inhaler devices were used for individual
patients and optimised for maximum benefit.”
Journal of Pharmacy Management • Volume 36 • Issue 3 • July 2020
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options for inhaler devices allow for more
environmentally friendly and sustainable
options, for example, re-useable inhaler
devices with refill canisters (Spiriva
Respimat). This may become more relevant
in time and patient’s desires and choices to
be

environmentally

responsible

may

influence inhaler device choices.

Respiratory prescribing
support projects in
Dumfries and Galloway:

who had died had not had an annual
asthma

at

their

general

prescribing of bronchodilators and

In April 2015, the increased focus on
respiratory prescribing in primary care in
Dumfries and Galloway commenced. A
suite of respiratory projects was devised
as part of the Local Enhanced Scheme

Addressing respiratory
expenditure

review

practice. There was evidence of over-

(LES) in general practices, described as a
respiratory bundle, and practices were
paid for targets achieved. The aim being

under-prescribing of ICS. The key
recommendation with regards to this
was ‘All asthma patients who have
been prescribed more than 12 shortacting reliever inhalers in the previous
12 months should be invited for urgent
review of their asthma control, with
the aim of improving their asthma
through education and change of

a

that, if the respiratory option was

significant area for savings but is not

chosen by the GP practice, then by

without pitfalls and challenges. Simple

having a ‘bundle’ all aspects of respiratory

‘switch’ programmes which may be

prescribing would be covered. The

implemented for patients taking oral

respiratory option was offered over a

formulations with similar therapeutic

number of years in order to cover all

outcomes are often not considered

practices within the Health Board area

possible with respiratory medicines. There

over time. The projects were led by the

may be a change in the inhaler technique

prescribing support team with the support

required or a requirement to review the

of staff within the general practices.

respiratory control currently experienced

The intended outcomes and methods for

by the patient. There may be the option of

each of the projects were detailed in the

conducting opportunistic changes to

audit

formulary respiratory products during

prescribing support team. Supporting

routine, planned respiratory reviews whilst

documents were also prepared including a

ensuring optimal prescribing for each

formulary inhaler guide for Dumfries and

patient, which may be undertaken in

Galloway and treatment guidelines.

practices. This can be a lengthy, time-

These are all hosted on our website

consuming option taking place over a long

• Review of high dose ICS in

(www.dgprescribingmatters.co.uk) and

period of time and may not achieve the

children. Administration of medium-

are available for others to use (Figure 1).

or high-dose ICS in children may be

Respiratory

prescribing

represents

protocols

developed

by

the

savings in the desired timeframe, given the
expectations and demands on the cost

• Review of high dose ICS in asthma.

savings required in most Health Board

As NICE guidance states, the ICS dose

areas. Invitations to patients to attend the

should be adjusted to achieve the

practice purely to have their inhalers

lowest maintenance dose required for

changed without any review of their

effective asthma control.1 This should

control may also be considered but could

be addressed within the regular

be impractical for many patients if it results

asthma review, with treatments being

in multiple visits to the practice and would

stepped down as appropriate in

not be ideal as their condition would not

asthma. This not only assists with

have undergone any concurrent review. It

reducing exposure to unnecessary

is also prudent to consider how to manage

high doses of medication, reducing

those patients who ‘Do Not Attend’

potential for side effects but also

(DNA), as they present a challenge in many

should reduce costs.

areas of practice, not only respiratory.

treatment if required.’5 This work
enabled practices to prioritise those
patients most in need of an asthma
review and to ensure that follow-ups of
non-attendance were made.
Adjustments to treatment were made
to ensure that the patient was taking
regular ICS or a combination ICS/LABA
along with patient education to
reinforce the importance of regular
‘preventer’ medication. The attendance
at an annual review also enabled the
inhaler technique to be checked.
Progress made as a result of this work
can clearly be seen in Figure 2.

associated with systemic side effects,
including growth failure and adrenal
suppression. The dose or duration of
ICS treatment required to place a child
at risk of clinical adrenal insufficiency
is unknown but is likely to occur at
≥800 micrograms beclometasone per
day or equivalent (medium dose ICS
and above).6 BTS/SIGN guidelines
recommend that children on medium
or high doses of ICS should be under
the care of a specialist paediatrician.7
This safety-driven review therefore
aimed to identify patients under 12

• Bronchodilators overuse review in

years of age who had been prescribed

respiratory

asthma. This review was devised in

high dose inhaled corticosteroids to

expenditure fully along with an effective

response to the National Review of

ensure that treatment had been

clinical and safety review it was felt that

Asthma Deaths (NRAD) published in

reviewed by a either a paediatric

more detailed respiratory prescribing

May 2014.5 46% of asthma deaths

consultant or primary care practitioner

support projects should be developed

were identified as being avoidable and

and that treatment was at the lowest

and these are detailed below.

key findings were that 43% of those

maintenance dose possible.

In

76

order

to

address
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• Converting

use

of

multiple

in a year) and feeling increasingly

some instances this has led to price

inhalers to combination inhalers.

breathless. ICS use especially at the

reductions for certain formulations, or

This not only enables cost savings to

high doses recommended in COPD, are

the offer of nationally agreed rebates,

3

be achieved, as combination inhalers

now associated with significant adverse

which can be helpful if those specific

present a significant cost saving

events such as pneumonia, cataracts,

formulations are used in a locality.

compared to the single ingredient

glaucoma, accelerated bone turnover

inhalers, but also addressed safety

and diabetes.7 When offering triple

concerns for asthma patients on

therapy (LABA, LAMA and ICS) it is

single ingredient LABA inhalers.

important that the person's non-

This was another recommendation

pharmacological COPD management is

from the NRAD5 and is echoed in

optimised and they have used or been

both NICE1 and SIGN2 guidelines,

offered

which

dependence if they smoke.4

encourage

the

use

of

treatment

for

tobacco

combination inhalers and state that
where

long-acting

beta

agonist

(LABA) bronchodilators are prescribed
for people with asthma, they should
be

prescribed

with

an

inhaled

corticosteroid in a single combination
inhaler.
• Review

of

ICS

use,

ensuring

Changing approach to
respiratory medicines
optimisation with the
availability of more
cost-effective medicines

appropriateness of ICS in COPD.

The pressure on reducing prescribing

LABA and ICS combination inhalers may

expenditure across the NHS and the

be offered to patients with COPD who

respiratory prescribing reviews in many

have asthmatic features or who are

Health Boards areas has undoubtedly led

Companies that offer a cost-effective
respiratory portfolio across a range of
respiratory drugs should be considered,
especially if they are able to provide
support such as patient literature or nonpromotional educational initiatives for
healthcare professionals. Research has
been undertaken recently to determine
the impact on patient care and outcomes
when switching to more cost-effective
inhalers,8 and changing to an equivalent
inhaler showed there was no negative
impact.
As a prescribing adviser involved in
making recommendations in respiratory
medicine, it is increasingly important to be
aware of developments in new products,
advances in research and innovations in
the pharmaceutical industry.

experiencing exacerbations regularly

to an increased range of companies

In our Health Board we regularly

(more than two moderate exacerbations

reviewing their respiratory portfolio. In

review the developments offered by our

Figure 2: SABA use in Scotland. Taken from: Quality Prescribing for Respiratory. A guide for improvement, 2018-2021.
Scottish Government and NHS Scotland. 2018. Available from: https://www.therapeutics.scot.nhs.uk/wpcontent/uploads/2018/03/Strategy-Respiratory-Quality-Prescribing-for-Respiratory-2018.pdf
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colleagues in the pharmaceutical industry.

placebo devices to enable us to teach

We chose to use branded generics, which

patients how to use the device and

offered advantages over some of the

ensure that they had optimal treatment

commonly used products in our area. For

at a lower cost.

are delivered in a similar inhaler device.
Patients respond more positively to
changes in therapy when they are
accurately informed as to the reasons

example, DuoResp Spiromax, made by

motivating the change. The change will

Teva, in place of Symbicort Turbohaler.

Another relatively new company

This has the specific advantage of

offering a respiratory portfolio to the UK

be more positively received if there is also

delivering the correct dose even if

is Cipla. They have been committed to

a concurrent review and monitoring of

inhaled at an angle and is ‘like for like’ in

respiratory treatments since 1978 with

the patient’s respiratory condition. This

terms of medication ingredients. Patient

their portfolio including salbutamol

should include a check of the patient’s

supporting information is available from

tablets

the company including the use of this as

treatments for pulmonary fibrosis and

Maintenance and Reliever Therapy (MART)

lung cancer. There are some exciting

and placebos were readily available to

developments including the DP-Haler,

assist in teaching patients how to use

which is the world’s first transparent

the device.

inhaler and the Zerostat V spacer, a

Formulary review should include all

and

inhalers

through

to

inhaler technique as well as concordance
with treatment.

Formulary review

static free spacer with valve mechanism.

interested parties, including clinicians,

Another combination formulation

Sereflo is their combination inhaler

respiratory nurse specialists, General

that we have used widely in our Health

containing salmeterol and fluticasone,

Practitioners and pharmacists with a

Board to help reduce costs is Fostair,

available as a metered dose inhaler (MDI)

special interest in respiratory disease.

available as a dry powder inhaler

and is an obvious competitor for the

Engagement

(Nexthaler) or an MDI, made by Trinity

current brands containing the same

practitioners, adequate communication

with

appropriate

Chiesi. The availability of the two

ingredients in the UK.

and consideration of the options and
inclusion of all interested clinicians will

formulations enabled flexibility and
assisted us to select and offer patients the

Formulary reviews and respiratory

increase the likelihood of the formulary

most appropriate product in place of

prescribing projects will take into account

recommendations being accepted by the

more expensive combinations of inhaled

the cost-effective medicines on offer and

wider prescribing population. This is a key

corticosteroids and long acting beta-

the opportunities that these afford to

step in the implementation of an effective

agonists. Again, the company was able to

make cost savings, as long as these are

respiratory prescribing strategy in that

offer patient information leaflets and

able to produce the same outcomes and

getting the choice of preferred products
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right results in clinicians and patients
more likely to accept those choices.

Publicity and
communication of
the strategy
When any significant changes are made
to a prescribing policy, it is important to
ensure that the clinicians and prescribers
are well informed of the preferred choices
and any key changes. Following on from
any formulary review process, it is usual
to inform the clinicians directly involved
via an email notification, summarising
key formulary changes. We utilise our
prescribing newsletter, ‘Nostrum,’ to

patients. This assisted in effective case

technique in order to ensure that all

finding and accurate diagnosis in practice

practitioners had the necessary skills to

so that appropriate prescribing could be

advise and coach patients accordingly.

put into practice.

There

Over 50% of patients struggle to

have

also

been

evening

educational sessions offered, with the

use inhalers effectively and healthcare

support of pharmaceutical industry

professionals are not always much

colleagues who have formulary products

better.9 Estimates of those making inhaler

on their portfolio. These sessions have

errors ranged from up to 92 % of

offered opportunities for education on

patients using pressurised metered dose

formulary products as well informing

inhalers (pMDIs) and up to 54 % of

interested clinicians on the challenges

patients using dry powder inhalers

of

(DPIs).10,11 It is recognised that simple

respiratory

educational

initiatives

can

produce

improved benefits to inhaler technique
and symptom control. Training was
therefore offered specifically on inhaler

cost-effective

prescribing

medicine

and

within
allowing

discussion, debate and suggestions for
further work.
Consideration of the impact of the

publicise the key changes, which are sent
to the wider circulation of healthcare
professionals incorporating all prescribers,
primary and secondary care staff and
community pharmacists.
In each locality within the Health
Board area there are regular prescribing
groups held, which are another key
method of communicating prescribing
strategies and providing a forum to
discuss any issues which may be
encountered.

Educational and
Training initiatives
In Dumfries and Galloway, as part of
our effective respiratory prescribing
programme, we have ensured that all
prescribers have had the opportunity to
be invited to respiratory update training,
provided locally at a lunch time to
facilitate the attendance of clinicians. The
educational sessions were delivered by
the Respiratory Lead Pharmacist in each
geographical locality. These were well
received and attended by practice
nurses, GPs and GP clinical pharmacists,
enabling interaction and discussion round
issues faced by respiratory practitioners.
Specific training courses were offered in
spirometry as this was recognised as an
educational gap amongst practitioners
diagnosing and assessing respiratory

Figure 3: Poster to encourage review of SABA overuse
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wider non-pharmacological treatments is

who patients have regular contact with

small trial was successful and future plans

important within respiratory care too. Flu

when collecting their medication and are

may include expanding this scheme and

vaccination should be advised for ‘at risk’

often the best placed to intervene if any

potentially utilising community pharmacists

patients. Activity and exercise should also

issues are identified, for example over-

who are independent prescribers to

be encouraged along with healthy eating

ordering of salbutamol inhalers or

complete

a

full

asthma

review

in

and within our localities, we work closely

requests for emergency supplies of

community settings, which may afford

with the health improvement teams and

salbutamol inhalers at the community

patients more flexibility with appointment

can refer patients who require more input

pharmacy.

times, for example, weekends.

around signposting and assistance with

materials to encourage patients to seek

Posters

and

supporting

any of these aspects. Smoking cessation

advice and further support in achieving

services

effective

are

an

important

tier

of

inhaler

technique

were

Conclusion

treatment, especially in COPD and many

produced and circulated as part of this

As recent commentary reflects,12 any

will access treatments via the community

educational initiative. An example is given

cost-saving programme in respiratory

pharmacist with adequate monitoring

in Figure 3, encouraging people with

prescribing has to be patient focused and

and improving cessation rates.

asthma to attend for review if they

aimed at improving outcomes with

Full use of online resources such as My

overuse their SABA inhaler.

treatment, which not only encompasses

Lungs My Life, a collaboration between

One option that has been trialled locally

the NHS, third sector and the University

to overcome problems with patients who

of Edinburgh (www.mylungsmylife.org)

do not attend reviews is the use of

and RightBreathe, which is also available

community pharmacy review and referral.

as an app, are also invaluable as they

Community pharmacists were notified

offer videos and instruction to patients on

regarding asthma patients who had

inhaler technique.

frequently

Healthcare professionals and patients
should have access to a full range of
resources so that they can choose those
that suit them best.

Community pharmacist
engagement

not

communicated

attended.
to

the

This

was

community

the selection of the most cost effective
medication in the right form but also
enables the patient to utilise the
medication correctly to achieve optimal
management of their condition.
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CLIPPINGS
Short summaries of learnings and project work from the Pharmacy Management
‘Clinical Leadership in Pharmacy’ (CLIP) programme.
Pharmacy Management’s Clinical Leadership in Pharmacy Programme (CLIP) is a comprehensive leadership series
aiming to unlock the potential of our future pharmacy leaders. By embedding collective leadership behaviours within
the pharmacy sector, this Programme hopes to support our future leaders in maximising the opportunities created by
health and social care integration and novel models of care. The programme runs as a series of one-day modules each
month over a period of about a year.

CLIP experience:
Lead Pharmacist for GP Federation
Mary McBride, Lead Practice Based Pharmacist, Antrim Ballymena Federation,
Portglenone Health Centre, Antrim, Northern Ireland
Mary McBride

Correspondence to: mary.mcbride.z00319@gp.hscni.net

Why did you apply
for CLIP?
I applied for CLIP as I had stepped up as
Lead Pharmacist for my GP Federation
due to the current lead being off sick.
This was only a temporary role. After
being in this role for three months I
realised that I could benefit from training
in developing my leadership skills.

For example, I approached my lead
and asked if I could use coaching skills
learned from CLIP to help set up an
opiate reduction clinic within the GP
practices in which they were working.
The Federation had decided they wanted
to review and reduce opiate prescribing
across the board and wanted the support
of practice pharmacists in this. As I had
successfully run an opiate reduction clinic
within my own practice, I knew what

While clinical training is available in

needed to be set up but I used coaching

abundance, leadership training is not.

skills developed from CLIP to support me

When I heard of CLIP it was a ‘lightbulb’

and identify team members who were

moment and I thought - this is just what

high on skill/will and ready to embark on

I need to enhance my skills and my ability

this challenge.

in the future to lead a team should the
opportunity present itself.

What has been your
voyage of discovery so far?
On this voyage I have learned so much at

What have been the
key benefits you have
experienced and how you
used them in practice?
The skills and knowledge obtained from
the CLIP programme were found to be
most useful during my recent, successful,
interview for the lead post.

If you had to describe
CLIP to a colleague,
what I would say?

I applied the GROW model to help

To anyone considering as to whether CLIP

identify the needs of the pharmacists

would be of benefit I have to say – “yes,

about to engage on these clinics to help

yes, yes”. It will develop understanding of

support them and identify potential

your team and help you get the best from

learning needs that would need to be

your members, which will not only

completed prior to setting up clinics.

benefit the company/federation you work

identifying the different personalities of

As a result, I now have three

the people I work with and how to

pharmacists working on this successfully

engage with this team to improve

and they feel fully supported in this

outcomes for the whole team and, as a

process.

for but also you as a team leader.
It will develop confidence and provide
skills that will remain with you for life!

result, improve Federation results.

“While clinical training is available in abundance,
leadership training is not.”
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CLIP experience: from General Practice Pharmacist
to Lead General Practice Pharmacist
Aislinn McCarry, (now) Lead General Practice Pharmacist, South West Northern Ireland
Correspondence to: aislinnmccarry@hotmail.com
Aislinn McCarry

Why did you apply
for CLIP?
When I learned of the opportunity to
apply for the CLIP programme, I had
recently completed my independent
prescribing

qualification

at

Queens

University Belfast - and the last thing I
wanted was more education! However,
upon learning a bit more about CLIP and
its previous successes in the UK and
Ireland – I quickly changed my mind!

equip and provide me with the tools and

coaching and developing my own

skills necessary to inspire teams, manage

leadership skills and personalities. All of

projects and lead teams to success. I

these areas are very well differentiated

hoped completing CLIP would develop

within the Programme and this is very

my competence and confidence to

helpful.

pursue a role as a Lead General Practice
Pharmacist in the near future. I felt
completing CLIP would prepare me for
this role in leading a team of pharmacists
in

delivering

service

changes

and

developments.

Ireland for approximately two years at

What has been your
voyage of discovery so far?

this point and was working in the role of

I began a new role in General Practice

a General Practice Pharmacist (GPP). Prior

two years ago and, nearer the end of the

to this I had worked in Wirral University

CLIP programme, I was promoted to Lead

Teaching Hospital just outside Liverpool

General Practice Pharmacist for South

for four years, which had always

West Northern Ireland. I could not have

motivated me to be ambitious and move

got this far without CLIP.

I had been back living in Northern

forward in my career. I loved my job, but
I wanted more. I wanted to be a Lead
General Practice Pharmacist!

The Leadership Programme offered by
CLIP is unique in allowing time for
reflection with your peers at the course.

I was keen to gain a position as a Lead

The module days are very interactive and

GPP in the near future and, fully aware

involve a lot of group work and role

these positions don’t come up often, I

playing – which allow relationships to be

knew I needed to prepare and self-develop.

formed and makes the sessions more fun.

I was aware of my limitations as my current
role didn’t involve any leadership or team
management and I only had limited
experience with service development and
small team management at local ward
level.

The focus of the course is kept mainly
on the leadership aspect, while balancing
the needs of the various management
strategies. These include crisis response

During each of the module days we
were given the opportunity to apply our
new skills to different situations and
scenarios – individually and within
groups. I found this very useful as it
allowed me the chance to practice my
skills in how I would deal with real-life
situations and be given constructive
feedback

on

the

same.

Another

interesting part of CLIP is that we were
allocated a ‘buddy’ for the duration of
the programme. The aim of this was to
‘facetime’ one another at various points
through the year to discuss real-life
difficult situations and coach/mentor one
another in order to apply and practice our
skills and knowledge. This was also very
useful as it brought a variety of strengths
and experiences together and allowed us
to learn from one another.
One of the things I am most thankful
to CLIP for is helping me fill in my,
‘leadership gaps.’ CLIP has allowed me to
develop in many ways personally and
professionally

and

given

me

the

confidence and competence to step into
my new role as Lead GPP.

management, managing difficult team
members/situations, leading projects and

I felt it was an excellent opportunity to

project management, managing conflict,

“ . . . it was an excellent opportunity to equip and provide me
with the tools and skills necessary to inspire teams,
manage projects and lead teams to success.”
Journal of Pharmacy Management • Volume 36 • Issue 3 • July 2020
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What have been the
key benefits you have
experienced and how you
used them in practice?
There has been, and there continues
to be, a large number of service
development projects in my area of
practice.

We

are

striving

towards

Federation wide projects looking at
significantly reducing the prescribing of
drugs

liable

for

misuse

(opioids,

benzodiazepines and gabapentinoids).
Recently, I have completed this at practice
level. The project management module
has helped me significantly in the
planning of this project; it was effective in
helping me to focus on getting the group
formed, identifying my stakeholders and
prioritising my tasks. I followed the CLIP
guide for writing a project plan to include
items I had not previously used in project
planning (dependencies, assumptions,
deliverables and milestones) through to

Urgent Care). I was the first pharmacist
appointed to the role in order to create
and develop a primary care pharmacy
team out-of-hours. CLIP has greatly
helped me with my out of hours
pharmacy journey. Learning about the

CLIP was the perfect blend of learning

four styles of leadership was extremely

new skills and developing me as a leader,

useful! I was able to undertake a self-

as well as having plenty of craic along the

assessment test to distinguish which

way! No workshop went without a

type of leader I am. The self-assessment

laugh!

test allowed me to realise that I possess
more traits of the amiable style. It has
motivated me to try and develop some of
my ‘driver’ leadership style and put it into
practice! This was an opportunity to
reflect on me as a person and to consider
how I work and interact with colleagues
and how I could perhaps improve my
practice in Dalriada Urgent Care. One of
the tools I particularly used in this role
was the GROW Model. This is a really
effective and useful model which I have
used many times. It encourages the use
of SMART objectives and motivates me to
take the next steps to solve a problem.

implementation, monitoring and review.

I have found the areas of the course

I also found the GANTT Chart very

focussing on leading without conflict and

useful for keeping track of the project. At

crisis response management significantly

the

Fergus

useful to my personal development and

O’Connell’s project fails strategy ‘The

learning. These are two areas I identified

Dirty Dozen’ - having a head start on

in the beginning of the course as being

possible project fails was helpful when

my, ‘leadership gaps.’ At the end of the

considering the approach to leading

course I will be beginning my new role as

within this group. I believe this has

a Lead GPP and I can successfully say I do

significantly contributed to the success of

not feel these areas are significant

this project within my practice. I learned

leadership

important communication styles and

Participating in CLIP has allowed me to

outset

I

reflected

on

gaps

for

me

anymore.

adapted some of the tools that CLIP

become a well-rounded leader ready

taught me in order to brief my team. One

for any challenge my new role throws

of the tools I used was SMEAC (Situation,

my way!

Mission, Execution, Any questions and
Check understanding). This focuses on
clear direction and checks understanding,
which is vital as it is one of ‘The Dirty
Dozen’ and can even be useful to brief
the simplest procedures. I was also
introduced to a decision-making model
called DOSE (Decision quality, Others,
Speed, Engage others) to aid decision
making as a leader.
I am also a pharmacist in the Northern
Trust out-of-hours service (Dalriada

84

If you had to describe
CLIP to a colleague,
what I would say?

The networking opportunities afforded
by the different areas from which
participants in the course came from has
offered insight into different projects,
ideas and initiatives for my own area. The
ability to work collaboratively with new
colleagues and to have a network of
colleagues across Northern Ireland, who
might be able to offer advice and
assistance, has been of great benefit.
And, of course, lots of fun and laughter
along the way!
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CLIP experience: from Community Pharmacist to
Lead GP Practice Pharmacist
Claire Millar, Lead General Practice Pharmacist,* Mourneside Medical Practice, Strabane, Derry GP
Federation, Northern Ireland. * General Practice Pharmacist at the time of writing
Correspondence to: claire.millar.z00601@gp.hscni.net

Why did you apply
for CLIP?
I had been working as a General Practice
Pharmacist

for

18

months

when

applications opened for the Clinical
Leadership in Pharmacy Programme. I
previously

worked

as

pharmacist

and

had

a

community
nine

years

management experience but no formal
training. I had worked in various different
branches. Some had standards that needed
improving and, through developing systems
and procedures and engaging staff, I
achieved that. During the time I dealt with
many difficult HR issues and developed
strong management skills. I delivered five

Claire Millar

an aging population with more complex

4. Identify priorities and deliver results

conditions putting a huge demand on

under pressure such as targets, budget

services. The report of an expert panel led

demands and time constraints.

by Professor Bengoa in 2016 concluded
that, if the healthcare system resisted
change, services would continue to
deteriorate and eventually collapse.
95% of the care people receive in their
lives is in primary care. Our future
model of primary care is to be based
on multidisciplinary teams embedded
around general practice. General Practice
Pharmacists are one new role within
primary care and in order to achieve my

5. Lead and facilitate meetings with
impact. I sometimes found meetings
with GPs daunting, particularly when
discussing clinical governance issues
and they were reluctant to change. I
wanted to learn to negotiate and
utilise subtle and ethical influencing to
achieve the best outcomes for the
practice and most importantly patients.

for CLIP to develop skills and behaviours

What has been your
voyage of discovery so far?

to transform my leadership capabilities.

I have learnt so much about myself

full potential and help others I applied

I specifically wanted to:

during CLIP. In particular not to take

Partnership Programmes and, before I left,

1. Develop resilience, interpersonal, team

things as personal and refrain from over

my store won Branch of the Year out of 450

management and people management

analysing transactions. I have reflected on

pharmacies. However, for the first time in

skills to assist working within a

situations

my career I found it difficult to implement

multidisciplinary team.

community pharmacy that could have

Building

the

Community-Pharmacy

change in general practice. I am very driven

2. Interact and lead different personality

by clinical governance and patient care. I

types. One of the practices I worked in

have always had good relations with the

was more difficult to implement

multidisciplinary team, but I now was

change because of personalities. I

working in a team that I wasn’t managing.

wanted to learn skills to deal with this

There were no implications to team

confidently and be able to identify any

members if they didn’t want to agree with

training, coaching or mentoring needs.

my suggestions. I find it very difficult to sit
back when things can be done better.

in

management

within

gone better and how I would deal
differently with them now. I quickly learnt
that what drives me doesn’t always drive
other people. To make an impact you are
more likely going to have a positive effect
if you can tailor it to a person’s driver. GPs
are under increasing pressure and their
time is very precious. Now, when I make

3. Manage conflict both personally and

a suggestion, I am more prepared to

professionally. From management

consider how will this affect them, how

There have been a number of health

experience I try and minimise this and

many patients are involved and how

care reviews in Northern Ireland. Health

deal with it quickly to prevent it from

much work is required. Before, I always

and social care has made significant

escalating. However, I had little

would have tackled it through clinical

contributions to our population’s health

experience how to manage it within a

governance and couldn’t understand

and people are living longer, resulting in

multidisciplinary team.

when it was dismissed. I have learnt it is

“My position was as a General Practice Pharmacist
but a Lead became available and CLIP really
helped me prepare for my interview.”
Journal of Pharmacy Management • Volume 36 • Issue 3 • July 2020
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largely down to time constraints and if I
can demonstrate how I can make things
more efficient long-term and safer they
are more likely to agree to change.

allow more time for other tasks.
Another extremely useful tool we
learnt was the GROW Model for coaching
and mentoring. The acronym stands for

What have been the
key benefits you have
experienced and how you
used them in practice?

GOAL, REALITY, OPPORTUNITY, WILL/
WRAP-UP/WHAT NEXT/WAY FORWARD. I
have used this with other colleagues,
during training and even in my personal
life.

on to it. Initially I was worried about the
extra work but every month we all looked
forward to the workshops. Unfortunately,
it has been postponed until September
because of the Covid-19 pandemic and
we all have really missed our monthly
sessions. When I began CLIP I was on
maternity leave and naturally I felt I had
less confidence being off work. I only

We learnt the different stages of team

knew one other person but now I have got

One of the most useful tools I have learnt

performance, and the importance of the

to know everyone and made really useful

so far was determining a person’s

cycle of change and communication to

contacts. It is really encouraging working

communication style. These can be

enable your team to become more

with others that are like-minded and

broadly

driver,

effective. One of the top tips I learnt for

passionate about the profession. It has

expressive, amiable and analytical. I learnt

characterised

as;

improving challenging interactions was

been

to

the DESC script, which is helpful when

alongside the Pharmaceutical Industry as

communicate with each style for example

asking for a behaviour change. It consists

they have brought different experiences

when you disagree with someone who

of: Describing the behaviour you want

and perspectives. They have invaluable

has a driver style it is best to argue facts,

changed; Explaining the effect the

skills dealing with large teams and have

not personal feelings, moving along in a

behaviour has on you; Stating the

enriched the workshop experience. The

formal, quick pace. Whereas with an

behaviour you would prefer and the

educational content was not promotional

amiable style it is best to discuss personal

Consequences of not changing behaviour

in anyway. The workshops are delivered by

opinions and feelings, moving along is an

in a non-threatening way. Conflict

excellent facilitators and without them the

informal, slow manner. I learnt about

management techniques should focus on

course would not be the same. They share

transactional analysis and how the

objective behaviours and avoid subjective

personal experiences and offer support on

relative

judgements.

an individual level if required. It is evident

general

strategies

ego

state

how

can

best

cause

an

improvement or deterioration in any

extremely

beneficial

learning

that they believe everyone has the

transaction and it is best to remain in the

Another very useful resource I learnt

adult state. I also learnt a lot about myself

was project management. I have been

and one of my behaviours stored in my

involved in many projects and I plan, plan,

‘Adapted Child’ Ego State is perfection

plan (usually in my head!) and think of

I applied for CLIP not only to develop

and the energy used to obey this driver

every possibility but is often very time

myself within my role but I was also

can be pointless and puts me under

consuming. I have learnt the importance

interested in becoming a Lead General

extreme pressure, increasing stress levels.

of writing a project plan at the beginning

Practice Pharmacist. CLIP has really

Although uncomfortable at first, I have

and the use of GANTT Charts for time

inspired me to become a leader and has

learnt to allow myself to disobey my

management. It is important to identify

transformed my confidence. The course

driver. For example, only giving 90% at

risks and attribute probability and impact

really helped me prepare for interview. I

times to allow more time for other tasks.

scoring to these and build contingency

walked into it in a completely different

plans where possible. During CLIP we

mind-set to previous interviews and for

I learnt about transactional analysis

undertake an individual project to

once I believed in myself. I am delighted

and how the relative ‘ego’ state can

improve patient care. I have chosen my

to have been successful at interview and I

cause an improvement or deterioration in

project on ‘Standardising and Improving

am looking forward to starting my new

any transaction and how it is best to

Asthma Reviews’ and the techniques I

post on the 1st May 2020. Without CLIP

remain in the ‘adult’ state. I also learnt a

have learnt so far are invaluable.

I would not have developed these

lot about myself and one of my
behaviours stored in my ‘Adapted Child’
Ego State is perfection and the energy
used to obey this driver can be pointless
and puts me under extreme pressure,
increasing

86

feel so privileged to have been accepted

stress

levels.

Although

potential to achieve their goals and they
create the ideal learning environment.

leadership skills nor been successful at

If you had to describe
CLIP to a colleague,
what I would say?

uncomfortable at first I have learnt to

CLIP has totally transformed my leadership

allow myself to disobey my driver. For

skills and confidence. It is one of the most

example, only giving 95% at times to

worthwhile courses I have attended and I

interview. I really would encourage
anyone to participate in this programme.
I hope that it will be rolled out to other
HCP, in particular GPs and Practice
Managers.
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FACE2FACE
Advanced Pharmacist Practitioner:Disability
Community Treatment Team
Kamron Ashtiani, Advanced Pharmacist Practitioner, St Nicholas Hospital, Northumberland Learning
Disability Community Treatment Team, North Locality Care Group, Cumbria, Northumberland,
Tyne and Wear NHS Foundation Trust
Correspondence to: kamron.ashtiani@cntw.nhs.uk

Question:
What is your job title?

Answer:
Advanced Pharmacist Practitioner.
What are your main
responsibilities/duties?
I have a split role between patient safety
and independent prescribing for a
community treatment team for people
with a learning disability.
My safety role includes overseeing the

Kamron Ashtiani

pharmacists for discussion with their

How was/is the post funded? Is the

locality heads.

post funded on a non-recurring or

My prescribing role is very varied. My
work can range from answering queries

The prescribing post (0.4 WTE) is funded

from primary care regarding our service

by the community team on a permanent

users,

basis and comes from their budget for

to

attending

safeguarding

meetings for our vulnerable clients.
day in conjunction with a Specialist

When was the post first established?

Learning Disability Nurse.

I started working for the community team

To whom do you report and where
does the post fit in the management
structure?
Governance wise, I report to the lead

with medication incidents. With each

governance pharmacist.

has been taken to minimise patient harm
in the first instance. I code each incident
with a theme that facilitates the
identification and analysis of areas of
poor practice and, subsequently, learning

medical staff.

Typically, I will see 5-6 patients on a clinic

operations of our safety team in dealing
incident, I ensure that appropriate action

recurring basis?

in October 2018.
Are you the first post holder? If not,
how long have you been in post?
I am the third pharmacist to work in a
community team for people with a

For my prescribing role I report to the

Learning Disability although we each

pathway lead for psychological services,

have unique aspects to our roles. The role

the team manager and the community

is very much defined by the priorities

clinical manager, none of which are

and expectations of the team leaders as

pharmacy staff.

well as what I identify as priorities in

points to be shared with the wider Trust.

I have oversight and support for my

Most of the day-to-day consists of

role from one of our lead pharmacists but

gathering information to identify the root

otherwise my work is dictated by the

cause as well as liaising with staff

community team leaders.

involved to develop actions to prevent
recurrence.
I produce monthly reports of incident
data that includes graphs and common
themes. This is used by our lead

terms of compliance to our medicines
management policies.
What were the main drivers for the
establishment of the post and how
did it come about?
The main driver for the establishment of
the post was the need to offer more for
our clients in regards to the STOMP (Stop
Over-Medicating People with a Learning

“Typically, I will see 5-6 patients on a clinic day
in conjunction with a Specialist Learning Disability nurse.”
Journal of Pharmacy Management • Volume 36 • Issue 3 • July 2020
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Disability, Autism or both) agenda as well

instance on my days working for the

health and relied on either the local GP

as a national lack of psychiatrists and

team. This helped differentiate our roles

surgeries or our colleagues from other

other medical staff. There were concerns

and ultimately shaped the clinic model

teams to complete these prior to

around a lack of medication related

that we are working to today.

prescribing handover to the GPs via

physical health monitoring across our
client group.

Another difficulty was building my
confidence. As pharmacists in secondary

I was the lead on developing our

care, we are well used to informing

physical health pathway as it stands today

prescribing decisions with the ultimate

and over the past 24 months we’ve been

decision being that of our medical

able to monitor a vast proportion of our

colleagues. The shift in responsibility from

The main difficulty has been managing

caseload who had not accessed physical

that to being the lead professional

expectations; with none of the team

health monitoring for over a year. We’ve

involved in a person’s care is hugely

having directly worked with a pharmacist

had some fantastic feedback from service

understated. Through joint ‘handover’

before, they weren’t aware of what I

users, their families, carers and our

appointments with the psychiatrist and

could and couldn’t do. On a few

primary care colleagues.

support from the MDT (multidisciplinary

occasions at the start of the role I had to

team), my confidence grew over time.

What have been the main difficulties
in establishing/developing the post
to its current level?

decline a few pieces of work as I felt that
they were more appropriate for a
psychiatrist who had more experience in
the field. Equally, many of the queries
being directed to the psychiatrist could

A personal achievement was hearing
that a patient of mine had considered her

What have been the main

appointments with me to be the

achievements/successes of the post?

highlight of her month.

A major part of my role in its early days,
was the task of improving physical health

What are the main challenges/

monitoring and documentation for our

priorities for future development

patients with a focus on reducing

within the post which you currently

anxieties around the clinic, staff and

face?

procedures as well as improving access

My priority for the future is to make sure

to

generally. Before joining the team, we

that all my patients have had a

medication came to me in the first

had no capacity to monitor physical

comprehensive

have been dealt with by myself – the
team were very welcoming of my
expertise in reducing the psychiatrist’s
workload.
Over
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shared care.

time,

queries

relating

review

of

their
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How does the post fit with general

What messages would you give to

rationalisation under the STOMP agenda.

career development opportunities

others who might be establishing/

This will be a real challenge for myself,

within the profession?

developing a similar post?

It’s difficult to say at this stage with the

Initially there will be challenges in one

post being so novel but my long-term

form or another, which can range from

goal would be to become a Consultant

organising supervision with a psychiatrist

Pharmacist in Learning Disabilities and

to changing your mind-set from a

gain my Approved Clinician status. As the

pharmacist to that of a prescriber.

role of pharmacist prescriber becomes

Without challenge, there is less of the

more widespread, I hope that this

need to learn; take every opportunity you

pathway will be more accessible and

can to make improvements to your own

tailored specifically to individual cohorts

working practices and you will find

of patients.

yourself immensely satisfied in your role.

medications,

including

their

the service user, their families/carers as
well as having potential implications for
the wider team. I have found that,
historically, documentation around the
review and rationale of psychotropic
medication is poor considering the risk
that is involved with their use. An
associated challenge is ensuring that the
service user and their support network
are involved in all decisions relating to
their medication which requires a lot of
education, deliberation and effective
communication.

How do you think the post might be
developed in the future?

What are the key competencies
required to do the post and what
options are available for training?
A prescribing qualification is needed for

Don’t be scared to ask questions and
don’t

feel

pressured

into

making

prescribing decisions there and then; it’s

In the future, I hope to integrate training

okay to take the time to research, discuss

for staff from all professions into the role

and formulate a decision for discussion at

I play. I take great pleasure in passing

a later date.

knowledge,

understanding

and

mentalities to my colleagues. Having not

Another key message would be to use

had any knowledge of pharmacist

the expertise of the people around you. I

prescribers working as lead professionals

learnt the hard way that spending hours

in my junior days, I think any education

trawling through patient notes is no

I sought training on risk and suicidality

regarding future roles and development is

substitute to speaking to a colleague who

as well as extensive training and guidance

key to both an individual’s learning, as

knows them!

around the use of medication alternatives.

well as career ambition and, ultimately,

This is particularly relevant for patients with

job satisfaction which for myself has

a learning disability where a key priority is

increased significantly through my work

reducing inappropriate prescribing of

with the team.

the work I do as well as relevant
experience in that particular field of
mental health.

psychotropic medication which in most
cases is being used off-licence to manage
challenging behaviour. All training prior
and during the role was offered by our
Trust’s training department and my
colleagues in other community learning
disability teams. In the future, I hope to
gain more experience with the Positive
Behavioural Support (PBS) approach via
external training in order to bolster my
arsenal

of

Above all, appreciate the fact that, as
a prescriber and a lead professional, you
have the capacity to improve a patient’s
quality of life – a concept that keeps me

I would also love to offer training to
my colleagues in primary care who, from

going

through

the

toughest

of

challenges.

experience, could benefit from an
increased knowledge of patients with a

Do you have any Declarations of

learning disability including medication

Interest to make and, if so, what are

alternatives

they?

to

empower

them

to

challenge a patient’s medication regime

I have no declarations of interest to make.

with a view to reducing and stopping
inappropriate prescribing.

non-pharmacological

treatments.

“Initially there will be challenges in one form or another, which can
range from organising supervision with a psychiatrist to changing
your mind-set from a pharmacist to that of a prescriber.”
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MANAGEMENT CONUNDRUM
Can you spot stress and what can you do to
improve the mental health of staff?
Janet Donit, Chief Pharmacist of Metropolis NHS Trust

pharmacy any more because of the stress levels. She said

and Carey Whitecoat, Head of Medicines Management

that she needed to make a change before her mental

Services at Riverdale Primary Care Organisation were

health was affected. It wasn’t just due to Covid-19 – it

having one of their coffee morning sessions. Janet was

seems things had been building up like that for a while.”

still looking shocked, thought Carey, as she carried the
coffees over to their table.
“I just didn’t see it coming,” Janet explained as she
swirled her cup slowly. “Of course, I knew we were all
under pressure. This Covid-19 experience has clearly
added to that but Sarah was so utterly reliable. I
thought that maybe ten years from now she’d be a

“Have you seen her since?” asked Carey.
“Yes, she came back to bring a birthday present for one of
her ex-colleagues. She’s working in a gift shop. Of course
the money isn’t as good, but she says it’s worth it to just
shut the door at the end of the day and go home without
anything hanging over you. I can understand that.”

candidate for my job. Then the next thing you know

“Can’t we all?” agreed Carey. “But you had no idea this

she’s handed in her notice.”

was coming?”

Carey knew what was coming next.

“No! Well, maybe there were signs I just didn’t spot and

“It wasn’t as if she had got a job anywhere else,” wailed
Janet. “She just decided she didn’t want to work in

perhaps I’m doing enough to look after the mental
health of my staff.”

Could you tell Janet what she might have missed?
How could she have managed Sarah’s stress better?
What should she do to look after the mental health of her staff better?

Commentary
In a departure from our usual approach of asking two NHS pharmacy colleagues to comment on the Management
Conundrum, one of Pharmacy Management’s professional trainers with an expertise in stress management has
been asked to give their views.
Imogen Tamsin Gray, Professional Trainer for Pharmacy Management
Imogen is a passionate and multi-skilled public health professional with a broad knowledge around health
improvement and behaviour change. She has particular expertise in weight management, behaviour change and
workplace health and wellbeing. Imogen offers a wide range of experience working with individuals to advise and
support them to build the knowledge and skills required to make sustainable lifestyle changes in order to improve
health outcomes. She aims to continue building on her professional knowledge and experience within public health
and nutrition, whilst also furthering her personal passion for helping people to improve their overall health and wellbeing something she will never stop finding extremely rewarding.
Imogen's work experience includes: • Senior Public Health Manager – Nutrition and Lifestyles, Cambridgeshire County Council
and Peterborough City Council (August 2019 – Present) • Wellness Expert, PAM Wellbeing Ltd. (October 2017 – August 2019)
• Nutritionist, Everyone Health (October 2015 - October 2017) • Health Trainer, Lincolnshire Community and Voluntary Services
(June 2014 – October 2015) • Shaw Nutrition, Stamford Lincolnshire (September 2012 – April 2016).
Correspondence to: imogen-gray@outlook.com
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Spotting stress signs
Janet has said that there could have been
signs that Sarah was excessively stressed,
but perhaps she just didn’t spot them.
This is easily done as the signs of stress
are not always obvious and the changes
in

someone’s

physical

appearance,

behaviours, emotions, etc may be subtle
or may happen gradually over a period of

• on the left-hand side, think about

any changes she has noticed, as it can be

the external physical/behavioural signs

easy for people to brush this off and insist

of stress

that everything is fine.

• on the right-hand side, think about
the internal psychological/emotional
signs of stress (i.e. things that you may
not be able to notice so easily but
which could be the cause of the
physical/behavioural signs).

time. The other factor that can make this
challenging is that Janet is probably very
busy herself and so her focus is likely
being pulled in multiple directions.
So, what could help Janet to better
notice these signs?

Think about how many times you
have walked past someone in the
corridor and said “Hi, how are
you?” when, in reality, you don’t
really mean “how are you?”
because you’re already late for a
meeting and you’re halfway past

Spotting stress signs

them down the corridor before

Next, it is crucial that Janet knows her

respond. You may have noticed

staff well so that she can establish what is

that “how are you?” has become

‘normal’ for each individual. The absolute

more of a greeting than a

key here is that Janet has the ability to

genuine

they’ve even had chance to

question.

It’s

really

Firstly, it would be worthwhile for

notice changes in someone’s typical

important to ensure that, if you

Janet to spend some time thinking about

appearance, behaviour, emotions, etc.

are asking how someone really is,

what the ‘red flags’ within her team

Furthermore, Janet should ensure that

that you make this obvious and

could be. A simple but effective exercise

she regularly takes the time to ask staff

also do it at a time and place

how they really are and she shouldn’t be

where they feel able to give you

afraid to ask this question more than

an honest answer.

is to split a piece of paper in half and:

once. She should also be honest about

“. . . it would be worthwhile for Janet to spend some time
thinking about what the ‘red flags’ within her team could be. ”
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Supporting staff

criticised for being too reactive (almost

extremely stressful for one person may be

Sarah has alluded to struggling to be able

fire exits once the building is already on

fine for another. She should also

to shut the door at the end of the day

fire). To mitigate against this issue, Janet

remember that what she knows about

and hence Janet could use 1:1s as a

could familiarise herself with the topic

someone could only be the tip of a very

chance to find out what staff are doing to

areas and types of questions asked within

big iceberg and that their stress could be

help them to switch off and let go, and

the stress risk assessment and use them

made up of various different factors both

encourage them to continue doing this

less formally within 1:1s with her staff. In

at work and in their home life. As a result,

regularly. Whilst everyone may have

fact, this can act as a very useful

it is very important that she avoids

different coping mechanisms it could

framework to encourage staff to open up

making

or

be useful to give team members the

more about possible stressors and hence

assumptions; instead encouraging her

opportunity to share ideas, for example

allow a proactive plan to be put in place

staff to be open and honest with her and

during team meetings. Janet should also

before this becomes a bigger issue.

reiterating her support.

encourage team members to use her, or

Janet should use her Trust’s specific

each other, to ‘debrief’ at the end of

stress management policy/strategy for

the day where needed and also to use

guidance, but may also find external

the Employee Assistance Programme to

sources such as the Health and Safety

talk over any specific issues with a trained

Executive (HSE) website useful for further

advisor.

support and resources.

Janet should appreciate that everyone
handles stress differently, so what may be

any

prejudgements

Janet should make the most of ‘1:1s’
as

an

opportunity

to

explore

an

employee’s mental wellbeing. She should
practice good conversation skills, using
open discovery questions (i.e. those

like only filling in a risk assessment about

beginning with ‘what’ and ‘how’) as

In terms of more formal measures

Finally, within their conversation

these will generally lead to the most

once it has been established that there

about Sarah, Carey makes a passing

informative answers, and she should not

are issues with stress in a team member,

comment (“can’t we all?”) which could

be afraid to dig deeper when it feels

Janet

to

be a red flag that Carey herself is

appropriate to do so. On the whole, Janet

Occupational Health. However, she

stressed. We are working in challenging

should avoid closed questions and try not

should be considerate of the fact that

times, and it is hence vital that we are all

to start questions with ‘why’ as this can

there can be a stigma attached to this

looking out for one another, not just

cause some people to get defensive. If

and

this

those for whom we have management

she would like to further increase her

sensitively. Additionally, Janet could carry

responsibility. Janet should also, of

knowledge and confidence, Janet could

out a stress risk assessment with her team

course, ensure that she is looking after

look in to completing a training course

member, gaining support from HR if

her own mental wellbeing so that she can

based on quality conversations or

required. However, normally the very

stay well and resilient herself and hence

motivational interviewing.

nature of a risk assessment is about being

continue to effectively support her team.

could

hence

make

needs

a

to

referral

handle

proactive and hence this process can be

“Janet should appreciate that everyone handles stress
differently, so what may be extremely stressful for
one person may be fine for another.”
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LEADERSHIP
How to make your meetings more productive
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.

Hilary Shields

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

"You should never go to a meeting
or make a telephone call
without a clear idea of what
you are trying to achieve."
Steve Jobs, Chairman and Chief
Executive Officer, Apple Inc. 1955-2011.
"You have a meeting to make
a decision, not to decide
on the question."
Bill Gates, Cofounder of Microsoft
Corporation. 1955-date.
Meetings that are run well are a
professional gift to us all. Sadly, that is

“This will be the most productive use
of my time.”
“I need to catch up with my
colleagues.”

Is this just a meeting about a meeting? A
meeting is not a place to brainstorm and
discuss new ideas – this should be done
in advance and then you’ll have a clear

“It’ll be a chance to catch up with my

list for discussion. If you are the Chair,

emails.”

you should send out required reading at

How can you make sure that your
meetings start on time, have the right
people

there

and

that

they

are

productive? Here are a few practical ideas
and suggestions and you should start by
asking yourself these three questions:

not often our experience - when a

1. Why are you meeting?

meeting invitation pops up in your

2. Who will attend the meeting?

calendar, what do you think?

1. Why are you meeting?

“The actions are never clear.”

3. What decisions will be made?

“Oh good, I could do with some
group therapy.”
“That meeting always runs late.”

least three days ahead of the meeting.

2. Who will attend the
meeting?
What are the important things you need
to consider to ensure this meeting is a
professional and productive event? Ask
yourself:
• Is this a regular, useful meeting that is
always held?
• Is it an urgent meeting to discuss and
decide on new policy and procedures?

“A meeting is not a place to brainstorm and discuss new ideas –
this should be done in advance and then you’ll
have a clear list for discussion.”
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Do they all need to be there?
• Does everyone have to be there?

start on time and finish on time, or early.

• They gave their best professional

• Are you being invited just to ‘keep you

Attendees will appreciate it if a different,

effort to be prepared, as being seen to

more effective code of conduct exists at

‘hijack’

your meetings. Meetings should be

information took longer.

in the loop’?
• Are you looking forward to this
meeting as a form of expensive group
therapy?

your time is precious. Use a ‘meetings

Your professional time and expertise is

much each minute of the meeting is

invaluable, so here are a few questions

costing to run. There are multiple free

also to ask yourself:

apps available to download – search for

2. What decisions will be made?

‘meetings cost calculator’. It does help to
focus the group on keeping the meeting
to time.

3. Am I going to be asked for
something at the end?

Managing

projects

is

healthcare professionals. A successful

are

approach I have used is to do my research

developing a new approach to meetings,

with each individual stakeholder before

these questions should be asked at the

the meeting on a one-to-one basis. This

start.

means I can listen to them in depth and

the

meeting

but,

when

you

gather useful information. This approach

3. How long will the
meeting last?
Meetings often start late and then there

new

How do you keep
everything on track?
Somebody needs to facilitate or ‘parent’
the meeting. This doesn’t have to be you
(but it is a useful leadership skill to
develop). The facilitator should start the
the rules of engagement using OARRs:

O
A

–

Objective of the meeting

–

Agenda (start and finish on
time, or early)

R

–

Roles (who is facilitating,
who is Chair, who will take a

worked well because:

note of action points etc.?)

• Stakeholders showed up on time, as
they knew the meetings would be

R

–

Rules – (phone calls, emails,
breaks, laptops, has

brief.

is a continued delay as late arrivals are

• They knew I’d done my homework, so

brought up to speed. The meeting should

simply had to validate key points.
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with

meeting with an approach that lays out
multiple

something that is second nature to

Ideally, you will find this out before

meeting

scheduled to be as short as possible –
cost calculator’ to boldly display how

1. Why are we having the meeting?

the

everyone read the agenda?
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A short break allows everyone to catch up with urgent or important issues.
Ask everyone to input their rules and
agreements and then agree them as a
group.

Ban Any Other Business
(AOB)

Keep a flip chart that records
attendees’ concerns that arise – I call
this

the

‘Car

Park’

–

it

allows

acknowledgement of the information

In most meetings, I agree to a five-

Perhaps my biggest piece of advice is to

minute break after a short time to allow

ban AOB. This is often used to raise new

everyone to catch up with urgent or

matters or hijack a meeting’s direction

important things that have arisen. When

and purpose. Individuals may have

they

that

something important to say or to add, or

If you do all this, your meetings will be

opportunity, they are more likely to give

need a good moan, but this should be

a beacon of excellence and productivity

the meeting their full attention.

raised with you in your one-to-one

and will soon be regarded as the gold

meetings beforehand. You should exclude

standard approach, which is worth

AOB when you set out the protocols for

everyone’s time and effort. Don’t you

your meeting. How can you capture these

agree?!

know

they

will

have

and keeps a record of the concern,
without allowing it to set the meeting off
course.

other items, without allowing them to
veer your meeting off track?

“Perhaps my biggest piece of advice is to ban AOB.
This is often used to raise new matters or hijack
a meeting’s direction and purpose.”
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