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EDITORIAL

Change is inevitable, and journals are no exception.
The Journal of Pharmacy Management is trying
new things, just as our readers have had to adapt
to changes around them. It is hardly surprising that
we should have two articles on the experiences
of pharmacists during COVID, but they are quite
different. Whereas Sarraa Al-Mahdi and her colleagues
describe the pressure on intensive care pharmacists,
Priyanka Chopra’s contribution is more in the nature
of a reflection. It seems to us that in an age when
reflection plays a large part in establishing our
professional development, this type of article may be
something we should encourage. Do you have a
reflection about your practice that you would be
interested in sharing?
Emma Pearson looks closely at the barriers to
transition of pharmacists early in their careers. We
already know how important those early years are in
setting the tone for a career and creating the
springboard opportunities we all need.
We do not often receive papers about appliances, but
Andrew Bird’s is an excellent and detailed survey of the
responses of service users to a local initiative. I would
particularly commend his willingness to address
criticisms even when they are misplaced; given the
same information, some service users arrived at
diametrically opposite conclusions.
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In a departure from our normal practice we are giving
readers the chance to comment on our Management
Conundrum before we hear from our writers. There
is a good reason for this. If you have moved from a
CCG to a PCN or practice pharmacist role, we want
to hear your experiences of the differences, because
they will not all be the same and yours are as valid as
any others, so please do not hold back. We will, on
this occasion, accept requests to maintain your
anonymity, and we will try to give a balanced sample
of responses in our next issue.
Finally, most of us have improvised ways of working
from home, sometimes under great pressure,
especially if we have children there or our partner is
also trying to work from home. In our leadership
section, Dave Cosgrove gives us useful tips about
making home working work.
I am writing this just after Mr Johnson has announced
an end to many of the restrictions in place in England.
I am sure we each have opinions about whether this
is wise or not, but either way let us express the hope
that pharmacy team members will be able to stay safe
in the months to come.

Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021

WRITE UP YOUR GOOD WORK
AND SPREAD IT TO YOUR
COLLEAGUES

Is it about managerial good practice, service developments and processes
involved in the management of medicines?
THINK JOURNAL OF PHARMACY MANAGEMENT (JoPM)!

This is distributed quarterly throughout the UK to senior pharmacists in primary
and secondary care.

Is it about good practice in medicines optimisation with a focus on ‘optimisation’,
which relates to quality and improving patient care, rather than cost aspects?
THINK JOURNAL OF MEDICINES OPTIMISATION (JoMO)!

This is distributed quarterly throughout the UK to clinical pharmacists, doctors,
nurses and other healthcare professionals.

Why not write an article that addresses the

medicines optimisation initiative for specific therapeutic areas?

Sharing such targeted work will hopefully facilitate discussion and the implementation
of best practice within specialisms.

If you have something to say to readers, we will help you say it!
About 3,000 words is good but full Guidance for Authors is available on the Pharmacy
Management website under the Journals tab at https://www.pharman.co.uk/ .
Any queries? Just contact the Editor (graham.brack@pharman.co.uk).

Subscribe now!
Journal of
Pharmacy Management

Journal of
Medicines Optimisation

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.

WOULD YOU LIKE TO
PUBLISH YOUR WORK
IN THE JoPM?
The JoPM aims to disseminate good practice about service developments
and processes involved in the management of medicines to senior
pharmacists in primary and secondary care.
Guidance for authors is available at:
https://www.pharman.co.uk/uploads/imagelib/pdfs/PM%20Journals%20Guidance_for_Authors.pdf .
All material should be sent electronically to
graham.brack@pharman.co.uk

84

Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021

BEST PRACTICE IN
PHARMACY MANAGEMENT

Exploring perspectives on barriers to
transition as an Early Careers Pharmacist
across care settings
Emma Pearson, Clinical Leadership Fellow, North School of Pharmacy and
Medicines Optimisation, Health Education England, Willow Terrace, Leeds.
Correspondence to: medicinesoptimisation.north@hee.nhs.uk or
e.pearson2@nhs.net

Abstract
Title: Exploring perspectives on barriers to transition as an Early Careers Pharmacist across care settings.
Author List: Pearson E.
Summary: This work aimed to articulate and understand the barriers and challenges that currently exist when
transitioning across different organisations and sectors as an early careers pharmacist (ECP). A semi-structured
grounded theory interview technique was used to capture perspectives from educational supervisors who
had experience of supporting ECP moving across organisations and sectors. Support, flexibility, inclusivity,
cross sector experience, familiarity, operational barriers, wellbeing, and resilience were the key themes found
to affect ECP’s when transitioning between care settings. These challenges present a system wide issue, and
this work enhances the current understanding about what is needed to achieve workforce flexibility. Support
needs to be flexible, personal, and tailored as opposed to structured and standardised. Key stakeholders
should be aware of these findings and pathways of development should be adjusted to reflect this.

Introduction
There is a strive towards increasing clinical roles across
integrated care systems (ICS) within the NHS with
pharmacists playing a much bigger part in delivering
patient-facing clinical services in a multi-sector
environment.1,2
The NHS long term plan3 echoes this movement as it
outlines the need for the pharmacy workforce to
become more agile in its delivery of services across
ICS’s. Underpinning this is the need to upskill staff to
provide more workforce flexibility. This involves being
competent and confident to take on new clinical frontline roles. However, we know that there is disparity
between job roles within different sectors and we
suspect this may have an impact on the workforce
capacity to adapt to these changes.

The landscape for early years pharmacist training is
also changing. The new standards for the initial
education and training of pharmacists were published
by the General Pharmaceutical Council (GPhC) earlier
this year.4 This reflects the need to upskill the workforce
starting at undergraduate level with a more clinical
focus and implementation of an integrated foundation
training year by the end of which pharmacists will be
able to practice as independent prescribers.5
Previous research has shown that the transition from
pre-registration training to independent practice in
a community pharmacy setting can be stressful and
difficult and pharmacists often feel isolated and
unsupported.6 This can then lead to poor decision
making and affect patient care.6
There has previously been very little work into the
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transition of pharmacists between care settings in
their early years of practice. This work therefore aimed
to further articulate and understand the barriers and
challenges that currently exist when transitioning
across different organisations and sectors as an early
careers pharmacist (ECP).

Method
A semi-structured interview technique was used to
capture perspectives of educational supervisors
and their experiences of supporting early careers
pharmacists transitioning into new roles across
organisations and sectors.
A purposive sampling technique was used as candidates
were identified through existing networks internally
and externally to the North School of Pharmacy and
Medicines Optimisation within Health Education
England. Candidates selected to interview were
invited to participate via email due to their breadth
of experience of supporting ECP’s. The interview
participants had experience across hospital, community,
primary care, academia, and mental health. This cohort
was specifically chosen as their experience of supporting
multiple ECP was felt would give a more extensive
insight rather than interviewing individual ECP. It was
hoped this would still reveal personal stories and
accounts from those who have experienced challenges

and barriers through a more objective lens. It also
allowed us to listen to a wider range of experiences as
these interviewee’s had experience of supporting a
wide range of ECP across the years.
Each interview was conducted and recorded via
MS Teams and then transcribed and anonymised.
Thematic analysis of each interview was performed
by constant comparative analysis using a grounded
theory method (Box 1). A constructivist approach to
coding was used to generate themes. Data saturation
was achieved after interview 4 when no new themes
emerged so data collection was stopped.
No ethics approval was applied for as this methodology
was used as part of a quality improvement project.
Participants gave consent and did not directly discuss
any confidential or sensitive information.

Results
Four participants were interviewed across a fourmonth period in November 2020 to February 2021.
Responses were anonymised, transcribed, and
themed as described. These key themes are presented
and discussed below.
Support
It was clear that support was of imperative importance

Grounded theory:
Grounded theory is a method used in qualitative research to generate a theory from data that is collected and
analysed, in this instance through interviews. It seeks to understand relationships between social processes,
behaviours, and beliefs and produces a theory which is grounded within the data to explain these relationships
or phenomenon.8 For this piece of work, we were looking to understand the challenges that ECP were
experiencing when moving between care settings and explain why these were occurring.
Each transcript is coded line by line following the interview to identify concepts, key phrases and topics: this
is known as open coding. These codes are then analysed by the author where they start to ‘make sense’ of
the data by reflecting and generating themes and sub-themes from these codes. Each interview transcript is
constantly compared and analysed for similarities within the current data and to further generate themes.
Data analysis of each interview takes place prior to the next interview so that questions can be adjusted to
explore in more detail themes that have started to emerge from the current data.
A constructivist approach acknowledges the authors bias within the data analysis and emphasises it as a key
strength by allowing creation of meaning from the data.9 The author constructs the theory using the data and
weaves this with their own personal experiences and understanding.
Box 1: Grounded theory
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throughout each conversation. This presented in
several forms and was drawn upon for many
examples. The main types of support currently used to
help pharmacists move across sectors include:
• Academic support
“depending on personal circumstances and your own
desires for learning you might go away and do so
much clinical reading that actually you know just as
much as anybody working in hospital pharmacy
practice, you might not know how to take a full on
medicines reconciliation because you haven’t had
that interaction with a sick patient in a sick bed with
lines in you might not have had chance to talk to
somebody who is blind who is deaf in a hospital
environment erm and I think that is probably where
the challenge is rather than their actual knowledge
because they have both done the same degree”
The post-graduate diploma in Clinical Pharmacy
was mentioned as being important to provide
pharmacists with clinical developmental support
but financial assistance and access to the diploma
is variable across sectors. Improving awareness and
simplifying the application process was suggested
to overcome this barrier.

• Team support and multidisciplinary team (MDT)
support
“Some of the challenges that people have the things
that sort of certain pharmacists struggle with is
going into general practice scenarios where they are
much more self-directed initially”
The wider MDT also had a role in providing support
and pharmacists found the transition a lot easier
when working alongside a team of supportive
medical staff. This was particularly noted in
specialist areas such as mental health.
• Peer support
“…we’ve got one or two prov regs [provisionally
registered pharmacists] and you know whenever I
talk to them, I always say to them no matter how daft
you think the question is you’ve got all of these
people around you can ask whether that’s on site it
might be a technician- a very experienced technician.
Or it might be another pharmacist off site, or it might
be somebody in another site. But you have to have a
support network there, so it comes down to the
employer and how good the employer is. And how
much they are prepared themselves to invest in it.”
Technology was identified as a key method to

Figure 1: Word cloud generated using primary codes from all interviews
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improve peer support for isolated practitioners, and
this has been highlighted particularly during the
pandemic where social distancing measures have
restricted networking opportunities. Virtual platforms
and networking apps were used to communicate
with colleagues and seek advice.

Often pharmacists who need flexible working hours
find this possible in community sector where they can
work on a locum basis.
Cross sector experience

• Clinical support
It was recognised that ECP need to be supported in
more complex or challenging clinical roles, but this
is not always possible.
“…we had these challenges, people will come and
say can we put a new pharmacist responsible for this
ward and I should have said, well, if we don't, well
who is going to cover that ward because we haven't
got, you know, loads of people that can… Having
said that, you know there are some very specialist
areas that we wouldn't put a brand-new person in”
• Supervision
The role of an educational supervisor was said to
be an important component of support for ECP.
Supervisors can provide 1:1 tailored support to
individuals and escalate areas of concern.
Underpinning this however is the need for
supervisors to have the appropriate skills and
training to provide this effectively.
“I've got other people who are supporting the
training and I have noticed that. Sometimes there's
a little bit of over expectation about what these
people can do when they come to us [ECP on rotation
to a specialist setting], and I don't know whether
it's because the trainor/trainers that we have
perhaps haven't got that breadth of experience of
understanding”
Flexibility and inclusivity
It was acknowledged across all sectors that pharmacists
who may need working adjustments may struggle to
transition into another role or sector. On-call, weekend
and shift working were seen to be a barrier for this subgroup in some sectors. Motivation was also mentioned
as a key attribute influencing pharmacists’ success in
moving into a sector, in relation to their ability to learn
outside of working hours. This may be difficult for
pharmacists who are unable to commit any additional
learning time outside of core working hours.
“she would say I don’t have a computer so I can’t learn
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about these things, I have childcare issues, she wasn’t
your traditional pharmacist that qualifies”

Cross sector experience was discussed in detail and
examples of placements and rotation patterns were
evident between all sectors. It was noted that cross
sector placements between hospital and community
were not as common as other combinations and the
reasons for this were suggested as opportunistic. It
was clear that cross sector experience helped to gain
familiarity with other sectors, and this therefore made
transition easier. Cross sector placements and rotation
feedback were often said to be highly positive and of
great value. This corresponds with reports found in the
North School of Pharmacy and Medicines Optimisation
Visit report.7 Portfolio working was highlighted as a
positive promoter to increase staff recruitment and
retention.
It was noted that as well as providing educational and
experiential benefits to ECP, employers also gained
benefit from creation of these links. They reported
that ECP gained transferrable skills such as providing
better transfer of care and having more awareness
of the patients journey across the wider care system.
ECP also bring experiences and knowledge from
other sectors into the host placement which promotes
cross sector learning.
It was suggested that locum work within a community
pharmacy may be undertaken primarily for financial
reasons and not for educational benefit. This pattern
of working however supports the workforce flexibility.
It was noted that this is often undertaken by those who
already have had experience of working in community
as it may be easier for them to transition into this role
as they have prior experience within this sector.
Familiarity
Lack of familiarity was noted to hinder transition and
provide a challenge for ECP moving into new roles.
This involved a lack of familiarity with multiple
elements including:
• Environment
• Role
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• Workforce structure
• Standard operating procedures
• Workplace culture
• Patient groups
• Management structure
• Equipment and systems

“Well, I think, especially if they have been our pre reg
[pre-registration trainee pharmacist] at our hospital
and then becoming a foundation pharmacist [postregistration foundation pharmacist] at our hospital like
you have trained them up to work there they have gone
through our log system doing logs for our dispensing
process our clinical checking processes our drug cards
using our guidelines working with us know how the trust
works so all of those things are there”

Operational barriers
Career opportunities

“So, I’ve got 2 fantastic pre regs that I would like to keep on, but I’ve got no way
of doing so”

Funding

“…right, I would like a basic grade pharmacist to rotate round, I haven’t got any
funding to pay for that because all my funding now is with the primary care
network. And those people have to be named individuals, so they have to be
named to join that pathway of training or whatever so I can’t have somebody who
rotates, and I can’t access any funding”

Experience in sector

“There was a real fear of having people who didn't have any mental health
experience, but it's a catch 22 situation because it's very difficult to gain mental
health experience. Therefore, you’re restricting your pool massively.”

Quality of training

“it’s all well and good having some of these training opportunities but the worry
for me as an employer and the pharmacists going through this is it’s an awful lot
of work for everybody and If we can’t see the benefit of doing it then these things
are destined to fail”

Organisational structure

“Things are changing too quickly in our sector [primary care] to guarantee I’m
going to be able to train someone next September”

Pay

“she would have to take a massive pay cut to move from community into a band
6 post”

Policies and procedures

“she’s [ECP] had to learn things which she wouldn’t have had to previously new
trust rules and regulations”

Working benefits

“They may think that the hours are too long, you have to do on call and that
wouldn’t fit in with their lifestyle”

Equipment

“there’s the training there’s those things but you also have to have the kit
[equipment needed to perform clinical assessments]”

Wellbeing
Challenging transition was found to affect wellbeing.
It was suggested that specialist rotations such as
mental health rotations can precipitate existing
mental health conditions and employers need to be
mindful of this. There was acknowledgement that
the previous research6 into community pharmacists’

transition to independent practice finding that they
were isolated, stressed, and unsupported was
reflective of current issues across all sectors. This was
said to be exacerbated when transitioning between
different organisations. The importance of a work life
balance was a factor affecting wellbeing and it was
suggested that pharmacists who have hobbies and
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interests outside of work are more resilient. Conflict in
the workplace can also arise from working with
unfamiliar teams, for example during locum work. This
can be stressful, affect confidence and wellbeing.
“I think it’s regrettable that some people are left high
and dry”
Resilience
An important aspect of wellbeing that presented as a
continuing theme across each interview, was
resilience. This was suggested as a coping mechanism
and predictor of successful transition, as pharmacists
who had high levels of resilience tended to be better
able to take feedback, learn from errors and engage
with the team. These issues were noted to present as
a challenge to pharmacists transitioning into another
sector. Although resilience was mentioned from an
individual point of view, it was also interesting to hear
how this was often mentioned in context of the wider
team, suggesting that resilience within the team also
affects individuals.
“Then there will be somebody else who will be super
super anxious never want to make a mistake and
therefore as soon as they do and they find out about it
they will…. break and then they will be terrified even
further about making other errors”
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Discussion
This work highlights the diversity and complexity of
barriers that affect ECP when transitioning between
sectors. Areas of concern included variability in
support and flexibility of roles. To be both inclusive
and supportive, employers need to be wary of individual
needs for ECP and make adjustments to ensure that
ECP are not disadvantaged by personal factors.
Strengths
The qualitative nature of this work allowed us to
explore further into barriers and challenges associated
with transition. From this we gained a unique insight into
personal experiences and reflections from educational
supervisors on the ground. Using this cohort who had
active experience of supporting ECP also ensured that
these findings reflected current practice.
Limitations
It is acknowledged that this project included insights
from a small sample size of educational supervisors
who primarily work across the north. Therefore, there
may be geographical differences. The methodology
used makes the results susceptible to a high degree of
subjectivity from the author, who also conducted the
interviews which may be seen as a limitation. This
work did not aim to quantify any of these findings but
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serve as an insight into areas of future development to
strengthen early careers training, recruitment and
workforce strategy and ensure equitable access to
experience and development opportunities.
Implications
Without action there is risk that ECP may be further
isolated and unsupported in advancing clinical roles,
compromising safety to patients. To ensure that the
profession remains inclusive and supportive, key
stakeholders must acknowledge these findings when
creating future pathways of development for ECP.
Recommendations
It is clear that these challenges present a system
wide issue. Regulatory bodies, education providers,
employers, and organisations influencing service
delivery are the key stakeholders moving forward with
this work. They should recognise the challenges such
as isolation, pay differences, gaps in opportunity and
experience, whilst ensuring that a flexible approach to
development is possible. Pathways must be inclusive
to support those who may need a more intensive
approach or who may need additional requirements.
Further to this project, there is ongoing work to
explore equality, diversity and inclusivity factors

affecting transition across sectors as an early careers
pharmacist.
Conclusion
This work adds a new dimension to what has been
previously suspected about the importance of support
for early careers pharmacists. What has been found is
that this support needs to be flexible, personal, and
tailored as opposed to structured and standardised.
Caution should be taken to ensure that further barriers
are not formed whilst creating future pathways of
development to support the wider workforce strategy
to deliver the NHS Long term plan.3
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Summary: Northwick Park Hospital (NPH), a district general hospital in North West London was a key hub for
the treatment of COVID-19 patients from the outset of the pandemic in the UK. The number of ICU (level 3)
beds increased from 22 to 68 at the peak and the number of HDU (level 2) beds increased from 6 to 22 to
accommodate the surge in inpatient admissions. Staff with critical care pharmacy skills or transferable skills
were redeployed from other areas to ICU and trained in critical care pharmacy. We increased the frequency of
medication top-ups to the ICU from three times a week to three times a day; redeployed nurses and
physiotherapists were trained in pharmacy drug distribution to facilitate this. The ‘Intravenous Drugs Team’
comprising consultant Radiologists and Pathologists, Paediatric Nurses and Critical Care Pharmacists with
the support of the Pharmacy Aseptic and Procurement Teams, was formed to support bedside staff in making
up intravenous (IV) medicines. The IV Drugs Team communicated with bedside nurses to collect, record and
communicate requirements to the batch making team, who reconstituted medicines within an hour and
delivered them to the bedside. The Clinical Trial pharmacy team organised supply of unlicensed medicines
for patients enrolled onto the RECOVERY1 and REMAP-CAP2 Trials. The pharmacy procurement team were
instrumental in ensuring there was sufficient drug stock to meet the increasing demands. Medication summary
sheets detailing how to prescribe and administer specialist ICU drugs were placed at each bedside for quick
reference of doctors and nurses, to prevent medication prescribing and administration errors. We managed
our own wellbeing though participating in weekly wellness sessions, reflecting on a situation that occurred
either in ICU or personally. The coordinated efforts of our ICU pharmacy team and the wider multidisciplinary
team was vital in coping with the overwhelming, rapid pace of change. The solidarity we achieved was
invaluable not only in caring for our patients, but for each other.

Background
How did you react when you were told that the COVID19 pandemic had reached the UK? What would you do
if you were told there are not enough intensive care
unit (ICU) beds to accommodate the demand, and not
enough medicines or staff to treat the patients? These
were some of the things going through our minds as
the intensive care pharmacy team, as patients arrived
on our doorstep. Added to this uncertainty was the fact
that COVID-19 was a novel disease that we did not
know how to treat, with a high mortality risk, especially
for those requiring intensive care treatment. As ICU

pharmacists, we were overwhelmed at the exceptional
scale of the task ahead, having identified the logistical
and clinical changes we needed to action rapidly.
The ICU was expanded to triple its normal capacity;
this required an equivalent increase in provision
of drug stock from pharmacy, staffing through
redeployment and training to ensure competency
and continued safe practice. Staff were themselves
at a high risk of contracting COVID-19, therefore
we developed a contingency plan to manage staff
sickness or isolation.
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The high demand for critical care drugs resulted in
national shortages of these drugs, syringe drivers for
administering the drugs, renal dialysis machines
and fluids. It was a steep learning curve for us all,
and a challenge that brought us together as a team
as we successfully overcame the obstacles we faced.
We share with you our journey as ICU pharmacists,
working through the COVID-19 surge of March 2020.

The Situation at Northwick Park
Hospital
Northwick Park Hospital (NPH), a district general
hospital in North West London with 22 ICU beds, 6 high
dependency unit (HDU) beds, and a tertiary infectious
diseases unit, was a key hub for the treatment of COVID19 patients from the outset of the pandemic in the UK.
The first patient was admitted on 3rd March 2020, after
which the number of admissions very rapidly increased,
at one point reaching a staggering 12 admissions in
12 hours, all requiring intubation and ventilation in the
ICU. NPH was also designated a high consequence
infectious disease (HCID) centre. The Trust declared a
critical incident on 19th March, indicating insufficient
capacity to admit more patients to the ICU.
The number of ICU (level 3) beds increased from 22
to 68 at the peak and the number of HDU (level 2)
beds increased from 6 to 22 to accommodate the
surge in inpatient admissions. Elective surgery and
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outpatient clinics were suspended temporarily in order
to accommodate these changes. The total number
of COVID-19 patients received into the ICU was a
shocking 288 over 3 months, the highest number of
COVID-19 patients in the region. The hospital became
a ‘treat and transfer’ centre, accepting patients for
intubation followed by rapid transfer to an ICU at
another hospital with capacity. The coordinated efforts
of the critical care network and neighbouring hospitals
was vital in managing this critical situation, and
ultimately in saving lives.

Staff and Training
To prepare for the surge in demand for ICU beds we
mapped out how many staff had critical care
pharmacy skills or transferable skills, and whether
they could be relieved from existing roles. In addition
to the existing 2.5 pharmacists, an additional 6.5
pharmacists were redeployed to provide ICU
pharmacy ward service during the surge, enabling us
to increase the service from weekdays to a full 7-day
service during peak times. We provided basic critical
care training sessions for the whole pharmacy
department and on-call pharmacists, and condensed
critical care pharmacy training for those pharmacists
redeployed to provide clinical care. The training
sessions covered: systematic assessment of ICU
patients, the management of COVID-19, sepsis,
pulmonary critical care, vasoactive drugs, sedation
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and delirium, renal replacement therapy in critical
care and application of the FASTHUGS-MAIDENS
checklist.3 The RPS Knowledge and capability guide4
and the ‘UKCPA Introduction to critical care: a COVID19
Rapid Response’5 were key resources in underpinning
our training. Redeployed doctors also received a
pharmacy induction on prescribing in ICU.

Expansion in ICU beds
Initially COVID-19 ICU patients were admitted to the
infectious diseases ward, into single-occupancy rooms
with negative pressure settings. Staff entry into the
rooms was kept minimal, therefore ICU pharmacists
would not enter the room to review each patient. and
remained outside in the blue clean areas.6 The trust
uses a paper drug chart system, therefore individual
rooms provided a challenge with two drug charts per
patient (one drug chart inside the room and one
outside), resulting in discrepancies and errors.
Communication with bedside nurses was equally
challenging, and involved using paper notes held up to
the glass windows separating the room form the
corridor, and later, walkie talkies. Electronic prescribing
would have mitigated this problem as everyone would
be able to access the patient’s medication record
simultaneously. Once our patient numbers increased
COVID-19 ICU patients were put in groups in bays
together; at this stage ICU pharmacists were required
to wear full personal protective equipment (PPE) to
enter the ward and review patients.

Pooja Gudka and Sonali Patel

Personal Protective Equipment (PPE)
Pharmacists were fit-tested for face masks, and
received training in the correct way to ‘don’ and ‘doff’
PPE to prevent contact with COVID-19. All ICU staff
including pharmacists were required to wear scrubs in
COVID-19 areas, resulting in shortages. PPE consisted
of two pairs of surgical gloves, a long-sleeve gown,
a fit-tested face mask, a head covering, a visor or
goggles, an apron, and wellington boots. Since
everyone looked the same in PPE, staff were identified
by a name label stuck on the front of their aprons.
Being in PPE brought many physiological as well as
psychological challenges, such as rebreathing
resulting in light-headedness, overheating, and going
for hours at a time without water. PPE shortages, and
changing guidance on correct PPE presented
additional hurdles.
“Having been re-deployed into ICU as a pharmacist with
short notice we had to adapt quickly to new ways of
working. One of the biggest challenges was working in
PPE. At the beginning, it was very uncomfortable and
took some time to adjust to working prolonged periods
in a mask and full PPE. We would come out from the
unit with a headache, thirsty and generally exhausted.
Due to shortages of PPE and types of mask, we were
constantly needing to adjust to various masks.”

Drug Stock and Distribution
To cope with the increased demand for critical care
drugs we increased the frequency of medication
top-ups on the ward from three times a week to

Paresh Parmar
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three times a day; redeployed nurses and
physiotherapists were trained in pharmacy drug
distribution to facilitate this. In addition, on-call
pharmacists routinely called ICU areas each evening
to ensure that there was enough stock to last the
night. We purchased additional electronic medication
storage cabinets (Omnicell), and trained all redeployed
staff on its use. Controlled drug (CD) orders were
transitioned from a paper requisition system to
automated orders that triggered once drug levels
reached a minimum in the Omnicell cabinets.

The Intravenous (IV) Drugs Team
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bedside. The inside team also assisted with
preparation of other non-batch IV drugs when needed.
Pharmacy Aseptic Services produced batch worksheets
for the IV medicines in demand, including antibiotics,
noradrenaline, rocuronium and unfractionated heparin
to ensure safe and standard practice, and clear recordkeeping for batches. The Pharmacy Procurement team
sourced pre-filled syringes of insulin and fentanyl
that had a longer expiry of 3 months; this helped
reduce the workload and reduce wastage of IV drugs
reconstituted by the IV Drugs Team, which had a
limited expiry of 24 hours.

Due to the significant increase in patients, drug shortages
and a lower nurse to patient ratio, the Intravenous
Drugs Team was formed to support bedside staff in
making up intravenous (IV) medicines. The Team was
an extraordinary example of a truly multidisciplinary
group, with Consultant Radiologists and Pathologists,
Paediatric Nurses and Critical Care Pharmacists
coming together, with the support of the Pharmacy
Aseptic and Procurement Teams to provide an entirely
new service within two weeks. The core team worked
as two ‘hubs’ – the ‘Outside Team’, comprising
Nurses and Pathologists reconstituting IV medicines
in batches, and the ‘Inside Team’ made up of
Radiologists and Pharmacists, determining IV drug
requirements for individual patients. After a series of
iterations, the team formed a streamlined process of
collecting, recording and communicating requirements
to the outside team. Batches of medicines were
reconstituted and distributed within the hour to the

The IV Drugs Team received overwhelmingly positive
feedback from the wider ICU team, particularly nursing
staff, as it significantly reduced their workload and the
likelihood of errors. From a Pharmacy perspective, the
IV Drugs Team was key in ensuring critically unwell
patients received the right drug at the right time in a
safe manner. The service also optimised the use of our
limited drug supply by batch making multiple doses.

Radha Patel and Zahra Bachoo

Devinder Kalsi and Man To Wong

Drug Procurement and Shortages
Shortages of key drugs including propofol, fentanyl
and dialysis fluids, and equipment such as dialysis
machines, syringe drivers and ventilators presented
a challenge; drug forecasting and managing
procurement were key in navigating this. Prior to the
pandemic, drugs were ordered locally via our in-house
procurement team, affording more freedom and
flexibility in obtaining stock. However, this was taken
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over by the regional procurement team during the
surge, in order to manage stock across multiple
hospital trusts in London. It became mandatory to
report information on stock-holding and the number
of ICU patients to the regional procurement office, who
placed a limitation of a maximum of four days’ stock
of critical drugs such as opioids and dialysis fluids on
each trust.
As pharmacists we had to estimate requirements of
drugs and fluids on a daily basis, informed by patient
numbers requiring invasive mechanical ventilation and
haemodiafiltration; these figures were communicated
to the central regional procurement office to obtain
our allocation. This process was made more
challenging by the exponential increases in both
patient numbers and turnover; the procurement
team were instrumental in ensuring there was
sufficient drug stock to meet this high demand. The
second line option for essential drugs and fluids was
discussed and agreed in advance with stakeholders,
including ICU consultants. Close communication
with all stakeholders including doctors, nurses,
procurement teams and ICU pharmacists in our
network was important in avoiding a complete
depletion of critical drugs and equipment.

surge, we have learnt a lot about ourselves and how to
deal with a healthcare crisis and the various aspects
involved e.g. shortages.”

Medicines Information Resources
The ICU pharmacy team produced drug summary
sheets with details of how to prescribe and administer
specialist ICU medicines, and the dose adjustments
in renal impairment/dialysis for frequently used
antibiotics. These were laminated and fixed to bedside
trollies as a ‘quick-reference’ for redeployed staff
including redeployed junior doctors, nurses and
pharmacists, and were an effective measure in
reducing drug errors.
Additional copies of the Trust IV policy and the Thames
Valley IV compatibility chart7 were distributed to
each area. Specific ICU drug monographs were
developed to provide more detailed information and
uploaded on the trust intranet. Eventually as evidence
became available for the management of COVID-19, a
guide was developed by ICU doctors in collaboration
with our ICU pharmacy team.

New Clinical Challenges, Research
and Clinical Trials

“The first day was an unforgettable experience. We were
re-deployed at short notice. Stepping foot into the COVID
ICU ward and seeing patients sedated paralysed and
intubated laying one next to another made us feel
like we were in a war zone and out to fight a battle.
Having been in ICU for 3 months in the midst of the

COVID-19 is a novel disease. In the absence of evidence
in the initial phase, treatment protocols were based
upon expert opinion. For example, a London-wide
discussion forum consisting of ICU and HDU consultants
recognised that micro-emboli were prevalent in a large

Liz Fleet

Sarraa Al-Mahdi
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Figure 1: The number of admissions to intensive care units at
London North West University Healthcare NHS Trust
cohort of COVID-19 patients under their care. They
came to a consensus to commence close monitoring
of D-dimers and lactate dehydrogenase (LDH) for
all COVID-19 patients, and agreed to use a double
dose of the usual venous thromboembolism (VTE)
prophylaxis dose of low molecular weight heparin
(LMWH). The Northwick Park Thrombosis Group
promptly produced a new COVID-19 anticoagulation
guideline for the trust.
The majority of our COVID-19 patients required
neuromuscular paralysis and therefore full sedation
for prolonged periods; this led to the prevalence of
adverse drug effects of sedation such as delirium and
propofol infusion syndrome.
As there was no approved therapy for COVID-19, it
became necessary to use unlicensed therapy. The
decision was made to only use unlicensed therapy
within the context of a clinical trial in the trust, to
maintain consistency in treatment, and enable
monitoring and data capture.
The Clinical Trials Pharmacy team at the trust manage
clinical trial medication across departments. Whilst
the patient cohort for a clinical trial is normally
localised to a specific ward or clinic, COVID-19 cases
were admitted in wards across the hospital, from
acute admissions to ICU. Training for non-clinical trials
pharmacists in the screening and management of
trial medication therefore became essential. The
RECOVERY trial was the first to be launched in March
2020; the Clinical Trials pharmacy team sent a
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handover every morning, detailing the names of all
patients enrolled onto the trial, and the medication
each patient was randomised to. Given the RECOVERY
trial consisted of four arms, the team also created a
‘screening summary sheet’, to ensure medication was
screened safely and the correct medication was prescribed
and administered; this mitigated risk to patients.
Trial outcomes indicated that hydroxychloroquine
was not effective in the treatment of COVID-19.
Dexamethasone reduced mortality in hospitalised
patients with COVID-19 requiring mechanical
ventilation, supplementary oxygen, or Extra Corporeal
Membrane Oxygenation (ECMO); for these patients,
dexamethasone was shown to prevent 1 death by
treatment of 8 ventilated patients or 25 patients
requiring oxygen alone.9
Once evidence was available for the use of remdesivir
and dexamethasone, trust treatment protocols were
adjusted to include courses of both of these drugs.1,8
Various trials have since been commenced to assess
the efficacy of other immunomodulatory drugs such
as tocilizumab in COVID-19 patients.

Renal Dialysis
The ICU saw a 600% increase in requirement for renal
replacement therapy (RRT). Our standard mode of
RRT was continuous venovenous haemodiafiltration
(CVVHDF) using Prismasol 4 dialysis fluids. We faced
shortages of dialysis machines, fluids and consumables.
Due to a shortage of Primasol 4 dialysis bags we
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purchased Haemasol B0 (no potassium) and Prismasol
2 dialysis bags, which contain half the potassium of
Prismsol 4 bags. Bedside nurses had to perform an
extra step of adding potassium to these replacement
dialysis bags, to make the concentration up to
4mmol/L; the ICU pharmacy team released guidance
on how to do this without compromising patient safety.
To address the increased demand the Trust introduced
a novel mode of haemodialysis using Nx stage
machines, originally designed for home dialysis. Nx
stage uses PureFlow SL which yields dialysate from
ordinary tap water and concentrated dialysate. Once
the water is purified the system is designed to mix a
precise volume with the sterile-filtered dialysate
concentrate to prepare a batch of the desired dialysate
formulation.10,11

Wellbeing and Mental Health
The ICU pharmacy team met for a 30-minute wellness
session once a week with Professor Nina Barnett. The

session commenced with everyone being invited to
think about a situation that had occurred either in
the ICU or in their personal life that had affected them
recently. One team member then shared their story
and we were all invited, one by one, to reflect on how
hearing the story made us feel. Sometimes we shared
our own experiences and talked about coping
strategies we would have adopted had we been faced
with the same scenario. For some of us this was a new
way of expressing ourselves. We all recognised that it
was difficult to convey deep emotions, especially to
people we hadn’t previously worked with This was
made even harder because some of us accessed
the sessions online and others, who were together in
person, had the challenges of social distancing and
masks.
We talked about a wide variety of issues. One of us
talked about managing the initial PPE shortages,
where the question was raise as to whether pharmacists
should use PPE and see patients at the bedside, or if
limitations should be imposed given the shortages.

Figure 2: Number of deaths due to COVID-19 at
London North West Healthcare University NHS Trust
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The response of our ICU consultant colleagues was
very supportive of pharmacy: they were adamant
that ICU pharmacists’ patient-facing presence was
essential in the care of patients and should have equal
access to PPE. The pharmacist’s role was particularly
important with the added risks of redeployed bedside
staff and doctors who may not be familiar with
ICU drugs. Hearing this was very motivating and
made us all feel valued.
We shared other examples which generated emotional
responses in many of us. These included where one of
us witnessed a doctor breaking bad news to a relative
and we heard how some of us, as parents, were trying to
deal with our children’s anxieties around COVID-19. The
most devastating topic of conversation was about facing
death on the ward, whether it was seeing bodies in ICU
or coming to the unit or finding that the patient we saw
yesterday morning no longer there and hoping they had
been transferred to another ward. This was extremely
difficult to acknowledge and discuss, particularly at the
height of the pandemic, but it was exactly what we
needed; being able to share these experiences within our
team allowed everyone to feel supported.
While the initial aim for these wellness sessions was to
provide an outlet for us to express our emotions in a
healthy way, we also found solidarity which allowed
us to bond as a team and learn from each other by
sharing our experiences.

Communication and Networking
Communication was key during this time, not only
within the ICU pharmacy team, but within the entire
pharmacy department, the ICU multidisciplinary team
and with colleagues at other Trusts. New information
and guidance was constantly emerging which required
all of us to keep up to date and get ahead of the virus
in order to provide the best possible care to our
patients.
We networked with a multidisciplinary ICU team in
North West London consisting of ICU consultants,
nurses, pharmacists and allied health professionals.
The network shared information regarding the
situation reports for COVID-19 patient numbers, and
coordinated patient transfers between hospitals. This
helped decompress sites with a high patient load and
ensured that patients who needed a critical care bed
were transferred to one promptly. We shared our
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learning regarding the management of COVID-19 via
networking platforms, presentations at grand rounds
and social media.

De-escalation
In the same manner that we gradually increased
our bed space and workforce capacity, we gradually
reduced them when we were over the peak.
Redeployed staff returned back to their respective
jobs. In order to keep the pharmacists’ skills up to
date they were allocated refresher dates for covering
critical care wards, and were involved in the ongoing
ICU pharmacy training sessions. De-escalation of
wards from COVID-19 to non-COVID-19 status involved
a more laborious process of quarantining the drugs for
a period then wiping down all the items with chlorine
wipes to disinfect them.

USING OUR EXPERIENCE FROM
COVID-19 WAVE-1 TO HELP US
IN WAVE-2
At the start of wave 2 we recommenced a 7-day
service to meet the needs of increasing patient
numbers. We had maintained ICU skills of redeployed
staff, and upskilled new staff rapidly in the second
wave. We kept up to date with the latest treatments
and clinical trial outcomes, and continued to share
best practice with our existing network of ICU
pharmacists in North West London.

Personal Protective Equipment (PPE)
There were a limited range of face masks available
in the first wave; these were not suitable for all
members of staff, and therefore did not pass the ‘fittest’. These staff were issued with ‘breathing hoods’,
fitted with a battery-powered ventilation system.
The hoods were bulky and uncomfortable to wear,
there were frequent issues with battery packs
running out, and the sound of the motor made it
challenging to hear colleagues speaking through
the hood. In the second wave new varieties of
disposable mask became available, and these team
members could re-fitted for a more practical option.
We also recognised an issue with reading glasses;
these could not be taken on and off when in full PPE
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due to the visor/goggles worn. One of our team
took the initiative to obtain bifocal glasses with the
top half clear for distance vision, and the bottom
half for near vision and reading.

Intravenous (IV) Drugs Preparation
Team
In the second wave we obtained a new refrigerator
specifically for the storage of batch-made syringes.
As medical staff recorded much more information on
our electronic patient notes system (EPRO), in place
of paper, we were able to utilise this to assess patient

numbers and requirements for pre-prepared syringes
of drugs such as rocuronium and noradrenaline.

New Innovations
Due to the increased demand for renal replacement
therapy (RRT) in the first wave, Northwick Park
Hospital introduced a new dialysis method in the
ICU. This utilised methods normally used for at-home
dialysis of patients with chronic kidney failure. This
RRT system increased our capacity to treat patients
requiring dialysis in wave 2, and addressed the problem
of shortages of dialysis equipment and fluids.

“A typical morning at Northwick Park Intensive Care Unit would start in the Gold Command, situated in the
Multidisciplinary Team meeting room at 9am. The team comprised of three ICU Pharmacists and a contingent of
six redeployed Pharmacists from Stroke, Elderly Care, Education & Training, a Nursing Home Pharmacist and
Emergency Services.
At the Morning Huddle we would discuss and review all medication shortages and new patients admitted
overnight, as well as any issues we needed to resolve that day. In addition we each had the opportunity to list
out the good, bad and the ugly from the previous day, and how we overcame the challenges we faced collectively.
This was a quick way of assessing each others’ performance, and wellbeing, and how we could further support
each other. We made sure to share an ‘Inspirational Quote of the Day’ to set us up for the day ahead.
Following the huddle we would change into scrubs, before heading for the donning areas outside each of the ICU
wards. Finding sufficient scrubs for our team was a hurdle itself! A week or two into the pandemic, scrub stocks
ran out, and so the storage was then centralised to the Gold Command room, so that more could be ordered
when stocks were visibly low.
The donning areas were staffed with brilliant PPE champions, who made sure that stocks were topped up and
the donning areas were kept tidy. The donning process changed constantly, due to changes in PPE stock available,
and so it was very helpful to have PPE champions helping us through the process of donning safely and effectively.
Our own footwear was soon discarded for wellington boots, and the rest of the PPE consisted two pairs of gloves,
a thick plastic long sleeved gown, a plastic apron, hair net, and eye goggle or a visor. This was completed with
the all-important face mask – the challenge was finding your approved, fit-tested mask available on any given
day. Part way through the pandemic, some team members had to transition to a JetStream Respirator which
looked like an upturned fishbowl, or a ‘Darth Vader Mask’. As we resembled a fleet of penguin clones, the only
way to differentiate each other was using a name sticker on the front of our PPE.
As you can imagine, multiple layers of plastic was not the most comfortable and overheating was a common
problem, with colleagues coming out drenched in sweat. Wearing the mask for more than 2 hours was a potential
health risk due to rebreathing of carbon dioxide, resulting in light-headedness, terrible headaches and fatigue.
The other issue was dehydration – not being able to drink while in PPE was difficult, especially on the days where
the weather was particularly hot.
Due to the rapid turnover of patients, and increasing patient numbers far beyond our ICU capacity, as well as staff
shortages due to COVID-related sickness, redeployed staff were brought to work at the bedside. It was common
for one ICU nurse to supervise up to six redeployed members of staff, and was a steep learning curve for all.
Once we had entered the ward we would make ourselves known to the ICU nurse in charge and address any
medication-related issues.”
Figure 3: A personal account of a typical day for an ICU Pharmacist during the COVID-19 pandemic
Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021
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Communication
We used technology more innovatively in the second
wave. We used Microsoft Teams to:
• liaise with Dietitians for Parenteral Nutrition
• liaise with Consultant Microbiologists for
antimicrobial records
• present education and training sessions and
record for future use
• upload useful medicines information documents
• conduct our team ‘Wellness sessions’
We purchased waterproof covers for our smartphones
so as we could take them inside the ICU; this
allowed us to and communicate freely via Microsoft
Teams  and messaging groups. We transitioned
from paper drug orders to electronic requests; this
streamlined our processes and communication with
the pharmacy dispensary.

Wellbeing
Wave-1 allowed us to recognise the importance of
maintaining our wellbeing. We incorporated the
topic into our early morning team huddles, and

reinstated our weekly ‘Wellness Sessions’ right
from the beginning of COVID Wave-2.

Summary
Our experience during the pandemic has been both
challenging and rewarding, and has demonstrated
to us what can be accomplished if we put our
minds to it. There are changes we implemented as
a result of COVID-19 that would not have been
conceivable prior to the pandemic; some of these new
ways of working will be continue after de-escalation
as they have proven to improve the efficiency of
our processes. The rapid pace of change was
overwhelming; without the coordinated efforts of our
ICU pharmacy team and the wider multidisciplinary
team, it would not have been achievable. The
solidarity we achieved was invaluable not only in
caring for our patients, but for each other.
“Please be strong, be kind and unite against COVID-19”
Jacinda Ardern.
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PM CONFERENCES IN 2021

PM National Forum for Scotland
Date: Wednesday 25 August 2021

National Integrated Care Conference for
Cardiovascular Medicines Optimisation
Date: Wednesday 22 September 2021

PM National Forum for Wales
Date: Wednesday 20 October 2021

PM National Forum for Northern Ireland
Date: Wednesday 24 November 2021

Conferences in 2021 will be going ahead in
either digital or face to face format subject to
National Guidance at the time.

A service evaluation to determine the views of
the ostomates using the Nottinghamshire
Appliance Management Service
Andrew Bird, Clinical Lead for Connect Prescription Services.
Correspondence to: a.bird2@nhs.net

Background
The number of stoma management services within
England is steadily on the rise as clinical commissioning
groups look for a more clinically and cost-effective way
of managing the prescriptions and long-term care of
people with a stoma. Although evidence of the benefits
of such services exist, the views of the service users
have, so far, been unheard. A service evaluation
was conducted to analyse the impact that one such
service has had on its service users and identify any
developmental opportunities to enhance the service
offering.
The umbrella term stoma, comprising mainly of
colostomy, ileostomy, and urostomy, is defined by
O’Flynn1 as an opening on the surface of the abdomen,
which has been surgically created to allow the flow of
faeces or urine to be diverted from the body. It is
estimated that approximately 180,000 people with a
stoma (ostomates) reside within the United Kingdom,2
which equates to approximately 1 in 370 of the UK
population.
The formation of a stoma may be necessary due to
cancer (bladder or bowel), inflammatory bowel
disease, diverticulitis, obstruction, trauma or
incontinence.3 It requires many adaptations of the
ostomate and has been demonstrated to impact
negatively on quality of life.4,5
The cost of stoma care has an impact on the nation
and its National Health Service of which stoma care
nurses (SCNs), prescribers and ostomates should be
aware.6 The cost of stoma-based prescriptions is on
the rise with over £277 million being spent in 2015 up
to almost £322 million in 2018 despite an overall
reduction in the total prescription spend of over
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£436 million during the same time frame.7 Savings
can be made with reductions in over ordering, stock
piling, inappropriate or excessive product use by
ensuring the correct appliances are being used.6 This
can be achieved through regular reviews and patient
education and with the prescriptions being issued
by someone with knowledge of the specialty.

Nottinghamshire Appliance
Management Service (NAMS)
NAMS, one of the first and largest prescription services
of its kind, was commissioned in 2016 by the six
clinical commissioning groups (CCGs) of Nottingham
and Nottinghamshire covering an estimated population
of 1.161 million people.8 NAMS provide the monthly
prescriptions of stoma appliances and accessories, the
other items used for looking after the stoma, such as
adhesive removers and flange extenders,9 for over
3,100 ostomates who live within the area (source:
NAMS caseload, 2020). The ratio of 1 ostomate in 370
people here is in line with the national average.
The Stoma Care Nurses (SCNs) within the service also
perform annual clinical stoma care reviews offering
physical, psychological and social support10 and
identify and treat stoma related problems as they
occur. These services are provided following stoma
formation and continue until the ostomate has a
stoma reversal, dies or moves out of the area covered
by the service.

Literature Review
To identify key factors and considerations that are
important to the provision of a stoma care and
prescription service, the databases CINAHL, MEDLINE

Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021

and PubMed were searched for articles written in
English between 2010 and 2020 using the terms:
• Stoma care AND prescri* AND community
• Stoma care NOT Tracheostomy AND community
• Stoma AND prescri*
Many of the articles relating to stoma care within the
community were aimed at increasing the knowledge
and awareness amongst the non-specialist community
nursing services. The literature highlighted many
physical and psychological health concerns which
can significantly impact on the quality of life (QoL)
of the ostomate, which can be seen in Table 1. There
were also aspects relating to the provision of stoma
care within the community care service together
with considerations related to prescribing.
The Association of Stoma Care Nurses UK
recommends lifetime access to an SCN for all
ostomates. This can be achieved by an SCN-led
community service which is well placed to provide
care in the community,12 offer crucial support and
advice and help inform product selection to improve
quality of life (QoL)13 and treat arising problems
promptly, thus reducing readmission to hospital and
requested appointments with GPs.14 Schluter and
Sinasac15 identified the need for such a service to fill
a void that ostomates experience. Taylor et al also
identified a gap in the support for ostomates,
reporting that 20% had been unable to find help
including one that reported an associated feeling of
abandonment, which led her to consider suicide.16
Taylor et al also found that one third of respondents
had experienced frustrations and anxiety relating to
the acquisition of stoma cares products identifying
issues with the prescribing process.
The knowledge and skills of the SCN can also, through
clinical effectiveness, improve cost effectiveness and
demonstrate financial savings. The creation of a stoma

not only affects the ostomate and their family but
society as a whole. Significant health economic
burdens associated with not working due to illness or
complications are possible.17 Bird6 identifies the need
for the use of the correct products in order to reduce
costs and GP’s lack of knowledge within the specialty
has been identified as a contributory factor to the
waste.18,19,20

Aim and Objectives of the Study
The aim and objectives of the service evaluation are
to explore the views of ostomates using the service
regarding the NAMS service provision, identify any
strengths and areas for improvement within the
service and inform service development and future
practice locally and in a wider context.

Methods
Approval was sought and granted from the Ethics
Filter Committee at Ulster University, the Caldicott
Guardian and Head of Service for NAMS and CCG
representatives.
A questionnaire was developed and face validity
established21 through collaboration with several
stakeholders:
• Local branches of stoma-based charities
• SCNs working within the hospitals in the region
• NAMS management team
• Representatives from the commissioners
• Community based SCNs working within the region
A pilot test was conducted with 13 ostomates
attending a local stoma support group to check the
wording, ease of use, readability and time needed
to complete the questionnaire and improvement
suggestions heeded.

Table 1: Common physical and psychological stoma-related problems
Stomal stenosis

Alterations to body image

Odour

Pancaking

Bleeding

Mucocutaneous separation

Granulomas

Retraction

Social relationships

Peristomal skin issues

Leaking

Sexuality

Stomal prolapse

Altered stomal output

Parastomal hernia

Ischaemia
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The names and addresses of the NAMS caseload
(n =3127), were taken from the patient records system.
Any ostomate aged 18 or over and registered with
NAMS was included in the evaluation. Therefore, the
exclusion criteria were: being under the age of 18 or
not being registered with NAMS.
A letter of invitation and a participant information sheet
were sent to each participant along with the
questionnaire and a prepaid return envelope during the
week commencing 23rd March 2020. In order to maintain
anonymity, it was assumed that consent had been
implied by return of the completed questionnaire and
this was explained in the participant information sheet.
All returned questionnaires received by 31st May 2020
(n = 961) were included in the data analysis. Any
responses returned after this date (n = 7) were read to
identify potential service improvement ideas but were
otherwise ignored. The author transferred the data
collected onto a purpose-designed Excel spreadsheet.
SPSS version 2622 was used to analyse the quantitative
data collected and content analysis was used to
analyse the qualitative data obtained from the
responses to the open-ended questions23 combining
quantitative and qualitative analysis, utilising a
step-by-step approach. Analysis was undertaken
as suggested by Erlingsson and Brysiewicz24 after
transcription of the data by:
• Reading all of the comments to fully understand the
statements

• Drawing meaning(s) from the comments in the form
of meaning units identifying multiple per comment
where they existed.
• Coding each meaning unit through condensing and
labelling maintaining the essence of each one
• Sub-categorising closely related codes together
• Categorising the sub-categories that related to each
other
• Theming the categories so each category was
placed within a theme
A second researcher experienced in content analysis
reviewed the process and all codes, sub-categories,
categories and themes were agreed.

Results
The breakdown of the respondents’ demographic
details can be seen in Table 2.
In response to the two open-ended questions asking
what NAMS does well and how NAMS can be improved,
and making use of the additional comments section,
2042 free text comments were made. Some comments
contained multiple meaning units where others
contained none. In total, 2048 separate meaning units
were recognised. 87 unique codes were identified from
the meaning units which were sorted into 39 subcategories initially before being placed into 18
categories each of which were assigned to one of the
following three themes: Positive staff attributes,

Table 2. Frequencies and percentages for demographic details
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KEY:

V=Valid
M=Missing
T=Total

Male

Female

539
58.2%

387
41.8%

Age
Group

<40

40-49

50-59

60-69

70-79

29 3.2%

40 4.4%

113
12.4%

205
22.5%

341
37.3%

Stoma
Type

Col

Ile

Ur

Other

405
45.1%

368
41.0%

101
11.2%

24
2.7%

Time
with
stoma

<1
year

1-2
years

3-4
years

4-5
years

5-10
years

130
14.1%

126
13.7%

108
11.7%

72
7.8%

182
19.8%

Gender

V

M

T

926
96.4%

35
3.6%

961
100%

80+

V

M

T

185
20.3%

913
95.0%

48
5.0%

961
100%

V

M

T

898
93.4%

63
6.6%

961
100%

10+
years

V

M

T

303
32.9%

921
95.8%

40
4.2%

961
100%

Col=Colostomy
Ile=Ileostomy
Ur=Urostomy
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POSITIVE STAFF ATTRIBUTES
(N=829)

POSITIVE SERVICE ATTRIBUTES
(N=728)

SERVICE IMPROVEMENT
OPPORTUNITIES (N=500)

PLEASANT (n=333)

GOOD SERVICE (n=367)

COMMUNICATION (n=170)

HELPFUL (n=185)

EFFICIENT (n=221)

SPEED OF PROCESS (n=142)

CARING (n=165)

EASY TO ACCESS/USE (n=76)

STAFF EDUCATION (n=42)

PROFESSIONAL (n=78)

IMPROVED SERVICE (n=56)

ACCESSABILITY (n=41)

KNOWLEDGABLE (n=40)

PERSONALISED SERVICE (n=8)

ONLINE ORDERING (n=40)

LISTENERS (n=28)

TELEPHONE SERVICE (n=30)
ELECTRONIC PRESCRIBING (n=15)
Figure 1. Content analysis breakdown

Positive service attributes or Service improvement
opportunities (see figure 1).

Positive Staff Attributes
There were 829 meaning units relating to positive staff
attributes identified in 6 categories.

Pleasant
The most identified positive staff attribute was
pleasantness. Staff were courteous: “Impeccable
telephone manner. Always courteous and extremely
helpful”, amicable: “… always friendly, helpful and make
you feel welcome” and polite: “…they must be busy but
they are always polite and courteous and helpful”. Some
identified the importance of conversation and fun: “I
always manage to have a good conversation… and
often a laugh which is good for the health” whilst others
valued reliability: “Always there for me”.

Helpful
Comments such as: “always on hand to assist”
demonstrated the importance of helpfulness. It was
recognised as more than the staff just doing their job:
“the team have always gone the extra mile to help me”
and the impact it has was also identified: “your help
and support gives us ostomists the confidence to get on
in life for that I thank you. We are not alone”.

Caring

ordered [they] were patient, understanding, empathetic
and kind as I did not know what to do”. Staff also showed
compassion: “always ask how you and your stoma are
doing” and this made respondents feel cared about:
“It makes you feel that someone out there cares”.

Professional
Comments such as “…dedicated and hardworking
professional” indicate the importance of demonstrating
professionalism within the service. The reassurance
offered by such professionalism was also noted:
“Knowing that a professional is at the end of the
phone is reassuring” and this helped to put some
respondents at ease: “I am very relaxed about using
NAMS as I am dealing with people who are professional
and fully aware of my situation”.

Knowledgeable
The team’s level of knowledge and understanding was
an important factor in developing confidence in the
service: “I always feel confident they know what they
are talking about” and “… have an understanding of
the products I need. This promotes a confidence that the
queries will be dealt with”. Using this knowledge to
offer advice also instilled confidence: “Advice over the
phone is clear, patient. Any questions satisfactorily dealt
with. I feel confident dealing with them” and enabled
the staff to show a level of understanding “… you know
they understand about stoma details and how they
affect me personally”.

The caring qualities held by the NAMS staff were
valued: “The first few months were difficult… when I first
Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021
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Listeners
Taking the time to listen and understand what was
being said was important: “…you are listened to and
never rushed” and “I was listened to with patience, all
my questions were answered clearly and I was given
good advice”. Importantly, when listening appropriately,
the respondents felt the advice being given was
appropriate and valuable: “They listen and act
accordingly”.

“Centralised ordering is the best way forward to ensure
continuity of ordering and supplying products … taking
pressure off GPs … [and] saving money by eliminating
stock piling. NAMS has gone a long way to providing
this service”.

Positive Service Attributes

Improved Service

There were 728 meaning units that mentioned positive
aspects the service provided which were grouped into
five categories as seen in Figure 1.

Improvements in the service provision were noted.
For some it was seen as better than previously used
services: “I used to order script from surgery, collect
script after a couple of days, post to dispenser. These
steps have gone with online ordering through
NAMS” and “it is much more efficient than waiting for
the surgery to sign the prescription”. For others, the
improvement was noted during the time the service
has been provided: “improved dramatically in the
last year”.

Good Service
There were many general comments such as “very
proficient service” and “from the first contact to being
seen or spoke to on the phone – excellent” indicating
a good service. Some gave justification for their
comments: “staff communicate well with stoma
patients caring and discreet, offering excellent advice
and service”, whilst others hoped for it to continue:
“I think NAMS is a marvellous service. Long may the
service continue”.

Efficient
Many meaning units indicated efficiency such as “they
offer an efficient way of ordering supplies”. Numerous
comments related to the promptness of action: “it
provides a prompt efficient service at a central point of
contact”. The “efficient straightforward approach”, was
appreciated by some, whilst others highlighted the
positive impact that the service has had on them:
“I have been very impressed with the service… the
efficiency of the service has made a difficult and
traumatic experience much easier”.

Easy to Access/Use
Comments such as “could not be any simpler” and “it
is very easy to request the products” indicated ease of
use or access to the service. The convenience of using
the service was evident: “saves me time and effort - an
order now takes 5 minutes and means I don’t have to
bother my GP”. Different methods of ordering elicited
similar comments: “the whole process is easy - I order
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online and a few days later my appliances are
delivered” and “one telephone call and it’s all sorted”.
Some were aware of the wider implications of using a
service like NAMS:

Personalised Service
Comments like: “…they are a small team which gives
it a really personal touch” identified attributes of a
personalised service. Several respondents demonstrated
how important this was by sharing how it made them
feel: “important”, “like an individual” and “wanted”.

Service Improvement Opportunities
There were 500 meaning units in seven categories (see
Figure 1) referring to potential opportunities for
service improvement.

Communication
Some respondents identified the need for improved
communication between NAMS and the service users
themselves: “I do not need someone telling me that I
can't have a product because of cost” and “NAMS
need to listen, the stoma nurses are not the experts in
actually managing the challenges of dealing with sore
skin, leakages etc”. Others expressed a need for
communication improvements between NAMS and
other service providers such as dispensers. “… I
discovered that the manufacturers had discontinued
[product]… but no one informed me” and “if suppliers
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don’t have stock ring back
patient because it’s a struggle to
get replacements”.
Another group identified was
those who did not fully
understand the purpose of NAMS
so better communication was
needed for those individuals. “I do
not see the point just seems another
layer of bureaucracy”, “Wastes lots of
NHS money” (no demographics given)
and “prior to NAMS being involved my
prescription merely had to be approved by
my GPs surgery now it has to go through GP +
NAMS + [dispenser] - ridiculous!!”. The impact of this
misunderstanding is evident in some of the remarks:
“I sometimes get questioned regarding the items that I
need to order, even though I have been happily using
them for years”.

Speed of Process
The speed at which products were received was
identified as being important. Many reported an
improvement in speed but others felt the service
could do better: “by getting the prescription over to the
dispenser more quickly” and “the service could be
speeded up”. This slow process is not without its
consequences: “time wasted by NAMS sending it to
provider, often adds time and causes anxiety because
I don't know exactly when the delivery is coming”.

Accessibility
Several solutions to accessibility issues were offered.
Alternative locations: “offer additional places where
I could attend a review with a stoma nurse as I have
to travel a considerable distance”, and “I am pretty
housebound so I think it would be good to have more
home visits from the stoma nurse specialist”; extended
working hours: “opening hours not very suitable for
full time worker. Weekend/evening availability would
help”; and extra nursing staff: “NAMS would be
improved by having another stoma nurse”.

Online Ordering

Staff Education
The need for staff education was identified. For some
the training needed was about patient conditions:
“Think staff could do with a bit more training on patient
conditions” and “think they should be more trained they
don’t understand your problems”. Others highlighted
errors in the process: “when I place an order monthly
with NAMS sometimes I haven't received what I
ordered” and “Greater training on handling customers
and better knowledge base”. Another group identified
where improvements in approach could be obtained
with training to improve experience: “You do not
provide the correct support for young people with
disabilities and their carers”.

Online ordering was seen as an improvement
opportunity. Several were unaware of the option to
order online: “I wish it was digital for me”. For others,
the process of enrolling for online ordering was a
problem: “make it easier to order online”. Some
compared the online ordering system to one they had
previously used: “When I had a direct account… I could
order specific quantities of complimentary [items] I
cannot now specifically request online that they be
attached to my order” and others identified flaws in the
system: “the online ordering of equipment/medication
is very impersonal and does not give me any sense that
I am an individual”.
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Telephone Service

Quantitative Results

The telephone system proved to be another area for
improvement. The number to call was a problem for
one respondent: “being a 0800 it costs so much by
mobile to order” and the waiting time once connected
was a problem for others: “Often line is busy… my only
real gripe I have with NAMS not being able to get
through”, “Sometimes had to wait up to 10 minutes
before speaking to anybody”. Others felt a change in
the messages received via the phone system would
improve the experience: “message to say how long it
will be before you are answered”, “…maybe put a note
out to customers at the busy times so we can stagger
times to order”, and “a queue update so you know
roughly how long you will be waiting”.

The likelihood of recommendation of the service to
friends and family (Friends and Family Test, (FFT)) if
needed was measured on an 11-point scale - 0 (not at
all) to 10 (definitely) by Q26. The frequency of the
responses (mean 8.71, SD 2.465) is shown in Figure 2.

Electronic Prescribing
Delivering prescriptions electronically was identified
as a potential service improvement area: “…
prescription is put into the post… why is it not done
electronically?” and potential problems associated
with the postal service were highlighted: “when sent
to dispenser mail sometimes gets lost in the post”.

A mean difference of 0.148 (95%CI, -0.165 to 0.461) was
seen with equal variances not assumed (p=0.009)
between the FFT ratings of males (mean 8.87, SD
2.184) and females (8.72 SD 2.469, p 0.352) therefore
not statistically significant.
FFT ratings increased with age. Statistically significant
differences were seen between the respondents over
80 years of age (mean 9.37) and those under 40 (mean
7.85) (p=0.02), 40-49 (p=0.001) and 50-59 (p<0.0005).
Similarly, the differences between respondents aged
70-79 and under 40 (p=0.018), 40-49 (p=0.019) and
50-59 (p=0.012) were statistically significant.
Statistically significant differences were noted
between respondents with a colostomy (mean 9.06)
and those with an ileostomy (mean 8.5) (p=0.012) but
no other statistically significant differences between
other groups.
Statistically significant differences were noted

How likely would you be to recommend the service provided by NAMS
to friends and family if they needed it?
600

Frequency

500
400
300
200
100
0

0

1

2

3

4

5

6

7

8

Rating
Figure 2. Q26 Friends and Family Test ratings
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between respondents who had had their stoma for
1-2 years (mean 9.38) when compared to those who
had their stoma for over 10 years (mean 8.41)
(p=0.008) but between no other groups. A statistically
significant difference between FFT ratings was also
noted between those having their stoma for under
4 years (mean 9.082, SD 1.827, (t(882.8)=3.491,
p=0.001) with a mean difference of 0.501 (95% CI, 0.219
to -.783) Levene’s test p<0.0005 when compared to
those who had their stoma for over 4 years (mean
8.581 SD 2.458) which corresponds to a statistically
significant difference between those only using NAMS
(mean 9.196 SD 1.528, (t(860.908)= -5.577, p<0.0005),
Levene’s test p<0.0005) and those having used another
service previously (mean 8.395, SD 2.703).
The FFT ratings were significantly higher if calls were
always or usually answered promptly (both p <0.0005)
than if the calls were sometimes, rarely or never
answered promptly. If the call was not answered, the
FFT ratings from those who never received a call back
were statistically significantly lower than those who
always, (p< 0.0005), usually (p< 0.0005), sometimes
(p= 0.004) or rarely (p= 0.027) did.
When asked if the prescription items felt necessary are
always received, a statistically significant difference
was noted in the FFT rating between the groups split
by ease of getting required items using one-way
ANOVA (F(2, 885) = 158.264, p<0.0005). A Tukey post
hoc test demonstrated the FFT rating was statistically
significantly higher in the group who obtained
supplies with ease when compared to those who got
what they needed with difficulty or did not always get
what they needed (p<0.0005).
A statistically significant difference was noted in FFT
ratings between the groups split by satisfaction of
treatment during annual review using one-way ANOVA
(F(3, 226) = 11.264, p<0.0005). A Tukey post hoc test
demonstrated that the ratings were statistically
significantly higher in the very satisfied group
(p<0.0005) than those quite satisfied and those quite
unsatisfied.
Analysis of responses regarding the attendance of a
clinical review due to experiencing problems, using
ANOVA, revealed a statistically significant difference in
FFT rating between the groups split by satisfaction of
treatment during the review (F(3, 135)= 12.754,
p<0.0005). The Tukey post hoc test showed statistically

significantly higher scores from the very satisfied
(9.47, SD 1.54, p<0.0005) and quite satisfied (7.8 +/2.77, p=0.24) than the quite unsatisfied (5.76 SD 3.47).
The difference was also statistically significant
between very satisfied and quite satisfied (p=0.001)
and between very unsatisfied (9.11 +/- 2.35) and quite
unsatisfied (p<0.0005).
Respondents who had not raised concerns rated the
service statistically significantly higher than those who
had cause for concern. Similarly, those raising a
concern and receiving an appropriate response gave
a statistically significantly higher rating than those
who felt the response was not appropriate.

Discussion
Of the 3127 questionnaires that were sent out to the
NAMS service users, 961 were returned. This sample is
representative of the local ostomate population with
a confidence level of 95% and a 2.633% margin of error
suggesting the results accurately reflect views of the
NAMS service users. Given the similarity between the
local and national ostomate population, it could be
posited that this sample is broadly representative of
the national ostomate population, however, it should
be noted that not all areas within the country have
access to such a service.
According to Parsloe and Leedham25 feedback is the
fuel that drives improved performance, motivation and
development. Nasr et al26 recognised the importance
of gaining positive feedback as it can often provide
unexpected details on what is important to the service
users. Interestingly, they also reported a positive effect
on the person making the positive feedback which
may have an impact on mood and ultimately QoL.

Positive Staff Attributes
With 40% of the meaning units referring to the positive
attributes of the staff it is clear that this is of significance
to the service users. Warelow et al27 identify caring
relationships as crucial in enabling the recipient to
trust and accept assistance. Based on the use of
knowledge and skills, an appreciation for an individual’s
uniqueness is developed in a specific and relational
way. As identified in the literature, there are many
physical, psychological and social needs that an
ostomate may have, thus it is vital to have caring and
supportive staff members working within the service.
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Positive Service Attributes
In order to be able to deliver a good service there
is a need for helpfulness, reliability and
accessibility.31 It is important to value the time
of the service users, having the right
knowledge base and necessary resources,
following best practice and having a pleasant
attitude. These key attributes were picked out
by over a third of the meaning units.

“Patience, understanding, empathy and kindness” are
necessary qualities of staff members charged will
delivering such a service. Behind these qualities
however, there is a need for up to date, specialised
knowledge and competency delivered in an ethical,
reliable and professional manner.
Norton28 identified the importance of good customer
service. The outcome of this survey matches her
findings as she discovered people were more likely to
report a positive customer service experience if the
staff member was pleasant and helpful, more than
actually delivering the outcome originally hoped for.
Listening has, for decades, been recognised as an
important skill within the healthcare setting generally
(Nelson-Jones 1988) as well as within the speciality of
stoma care29 so it is unsurprising that its importance
was identified by this survey. Being given the time to
ask questions and voice concerns, knowing answers
and advice will be forthcoming can offer reassurance.
Furthermore, being listened to and involved in decisions
about their care leads to patient empowerment30 which
is a key aspect of the role of a community-based stoma
care service that is intent on improving QoL for
ostomates.
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Loechner32 identified staff competency,
convenience and a personalised transaction as
the three most significant factors leading to a
satisfying customer experience. Being offered a
personalised service is something several
respondents felt important enough to mention. As we
are more and more ‘living in an instant world’33 it is
perhaps no surprise that 73% of people say that
having their time valued is the most important aspect
of a service.34 With almost 300 comments related to
efficiency and ease of access/use of the service it
would suggest this is no less important within NAMS.
The convenience of having “one place for… needs and
support” and “one telephone call…all sorted” was
valued. Of note also, was the perceived benefit of
having a service other than the GP to contact for
prescriptions or clinical input which is supported by
the literature.18,19,20,35

Service Improvement Opportunities
“If you would escape moral and physical assassination,
do nothing, say nothing, be nothing - court obscurity.”36
Hubbard’s words above suggest an inevitability of
criticism with any venture. However, there is wealth of
information which can be gleaned from negative
feedback, offering value that is essential to enable
service development.37 With this in mind, feedback
was actively sought to identify potential improvement
opportunities.

Communication
Communication is vital in the provision of optimal
healthcare38 and causes concern and frustrations when
not performed adequately.39 Addressing the identified
communication deficits can lead to improved patient
outcomes, potentially through reducing anxiety.40
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Several comments suggested that the communication
regarding the setup of the service was not received,
understood or believed. “Another layer of bureaucracy”,
was a view shared by several respondents. In order to
address this, work on communication is necessary.
Numerous service users felt that their experience as
an ostomate was not considered. This identifies an
inconsistency in approach as others were very happy
with the service. This inconsistency was noted by
others: “Sometimes staff are extremely helpful … it
depends who you talk to”. Raising staff awareness of
this will lead to a consistent approach from all staff
members.
Another group identified gaps in the communication
between NAMS and dispensers. The responsibility of
the service for the prescription ends once received by
the nominated dispenser but, as NAMS is the main
point of contact it receives calls that should be
directed elsewhere. An improved communication
channel with the dispensers may eliminate potential
issues, or improve responsiveness thereby reducing
concerns of the ostomates.

Speed of Process
For some respondents, the speed at which requested
products were received was good but others saw room
for improvement. The implementation of an Electronic
Prescription Service (EPS) has enabled NAMS to
drastically reduce the time it takes to process a
prescription. With EPS, almost all prescriptions
now reach the dispenser on the day of ordering and
urgent requests are often sent within an hour and
delivered the day after ordering. The author expects a
noted improvement in the reports from service users
as a result.

Staff Education
The ability of staff to demonstrate that they possess
adequate knowledge and skills is important to
ensure that service users feel confident and safe to
use the service, which has social and medical
dimensions.41 Demonstrating empathy encourages the
development of relationships, provides a greater
understanding of life experiences and a more patientcentred focus on care delivery.42 The possession of the
skills and knowledge required to display empathy
have been demonstrated in the positive comments

about staff attributes; however, this has not been
experienced by all service users. Several respondents
reported that their experiential learning provides a
greater level of expertise than that of the staff:
“…the stoma nurses are not the experts in actually
managing the challenges…”.
Another identified area of focus for training is errors
reduction. An error management tracker has since
been developed to identify errors so that patterns can
be identified, performance can be addressed and
errors can be mitigated.

Accessibility
ASCN UK recommend that all ostomates have access
to an SCN service11 however, the existence of a
service is not enough. Accessibility is a key factor in
delivering a successful community-based stoma care
nursing and prescription service. Various suggestions
were received highlighting this point that could lead
to improved access. Having more clinics in different
areas, closer to the service users was one such
suggestion as the location of the main clinic was
deemed inaccessible for some. COVID-19 has hindered
the use of alternative venues but NAMS has initiated
video consultations allowing contact-free, safe clinical
assessments thus increasing the accessibility to
nursing care.
Ostomates in full time employment commented on
the difficulty in attending clinics and placing orders for
their prescriptions, as the service working hours are
similar to many other businesses. In response to the
feedback NAMS has extended the hours of service.

Online Ordering
With over 95% of respondents using the telephone to
place orders, the online ordering system is clearly
underused. The comments in this category indicate
that the reason for this is multifactorial including a
lack of awareness of the availability of online ordering
as an option. Communicating this widely to the service
users should address this issue.
A second group highlighted the “hurdle of signing up”
for online ordering. With the introduction of virtual
consultations, the service will be able to implement
remote checking of identity making this option more
accessible.
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The final group in this category highlighted problems
with using the online service. The current online
ordering system forms part of the patient record
system and therefore cannot be adapted. However,
online ordering and problem reporting is something
that could be looked at from another provider where
a more tailored service can be offered. With an online
offering that is more accessible and suitable, the
author would expect a reduction in incoming
telephone calls, increasing accessibility for those who
continue to use telephone ordering.

Telephone Service
The telephone system is often the first point of contact
with the service and as such can determine the
experience of the ostomate even before speaking to
one of the team. Several improvement ideas were
offered for the telephone system. Cost of calls was an
issue. A simple solution offered, that has since been
actioned, is the introduction of an alternative
telephone number to the 0800 number that generates
costly charges when using a mobile. Another issue
was waiting for the call to be answered. A new
telephone system with a message indicating likely
wait times has been implemented. In addition, callers
are now encouraged to leave feedback after every call
to ensure satisfaction is maintained and service
improvement ideas are captured.

Electronic Prescribing (EPS)
EPS has been used by GP practices for several years
and allows the electronic transfer of prescriptions
from prescriber to dispenser.43 When the NAMS
service was initiated, EPS was requested but the roll
out of EPS to community prescribing hubs was low
priority, waiting until all GP practices were using it.
Although systems were in place to mitigate the risks
of delays in delivering posted prescriptions, by law,
the dispenser requires a prescription to be able to
dispense products.
Another benefit of COVID-19 has been the introduction
of EPS to NAMS and this has already shown a positive
impact to speed up the prescribing process, resulting
in service users receiving their prescribed products
more quickly.
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Quantitative
The results from the quantitative data tend to match
those of the qualitative analysis. The responses to the
Friends and Family Test question can be used to
generate a net promoter score (NPS). By subtracting
the percentage of detractors scoring 6 or under
(12.4%) from the percentage of promoters scoring
9 or 10 (75.1%) an NPS of 62.6% is obtained.44 The
passive respondents scoring 7 or 8 are excluded from
the calculation. Looking at the factors contributing to
this positive rating will enable identification of
strengths as, conversely, addressing any areas of low
rating can lead to service improvements.
As may be expected, those having clinical reviews
rated the service more highly if they were satisfied
with the consultation. Highlighted within the
qualitative element of the survey, respondents felt
more positively when caring, pleasant, helpful
professional and knowledgeable qualities are
demonstrated. These are some of the attributes
required in order to conduct a successful clinical
stoma care review and, understandably, would lead to
a greater chance of a service being recommended if
they were present.
Similarly, those who needed to raise a concern scored
lower than those not needing to. Criticism is inevitable
but addressing concerns on an individual basis and
learning from them enables continued service
development. The degree of satisfaction with the
resolution of a concern was another significant factor
affecting the FFT rating. Listening and communication
skills were highlighted as crucial attributes above and
these are necessary to be able to deal with concerns
appropriately.
There was also an increased FFT rating when ostomates
were able to get what they felt they needed. Whilst
an ‘easy fix’ might be to give everyone what they feel
they need; a more prudent approach would be to work
collaboratively and agree on what actually is required.
Those having no experience of other services scored
more highly than those who had used other services
prior to NAMS. This would suggest that whilst the
service general scores well, there are areas where
improvements can be made. Several of these have
been identified above within the analysis of the
qualitative data.
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Across the age ranges the ratings improved as the age
of the group increased. This positive correlation is in
keeping with the findings of Chopik et al that
expression of gratitude increased with age.45 This may
be a confounding factor as 80% of respondents were
over the age of 60, however this feature is indicative of
the ostomy population with the over 60’s making up
over 70% of all ostomates.2
There was also a higher rating given by those with a
colostomy when compared to ileostomy or urostomy.
This may be due to them encountering fewer problems
with their stoma. Peristomal skin conditions, for
example, are experienced by around a third of people
with a colostomy and two thirds of those with a
urostomy or ileostomy.46

Implications
The service evaluation has revealed some useful
insights into the views of the ostomate population
using NAMS. It is evident from the qualitative data that
the service users value several key qualities that can
be assigned to the staff or the service as a whole. Areas
of service improvement have also been highlighted
through data analysis. This has been strengthened
by the quantitative data showing how various aspects
of the service provision has impacted on FFT rating.
This will help inform future practice and
developments giving clear guidance on areas for
focus and improvement.

responses were omitted from analysis, the author
questions why they were submitted.
Another consideration relating to the questionnaire is
the layout of the Likert scales for satisfaction. The
author deliberately chose to alternate between ‘very
satisfied’ to ‘very unsatisfied’ and ‘very unsatisfied’ to
‘very satisfied’; however, this alternation is likely to
have contributed to some errors in answering as the
FFT ratings of both very satisfied and very unsatisfied
groups were similar on several occasions.
The questionnaire was sent out at the beginning of the
COVID-19 pandemic. This may have had an impact on
the number of responses if potential respondents
were unable to return their questionnaires.
Consideration should also be made to the fact that
the respondents were self-selecting. Strassberg and
Lowe’s identified difference in attitudes between
study participants and non-participants may be present
with this service evaluation. The majority of the
respondents were able to provide positive or negative

As the ostomate population of the NAMS
service area is similar to that of the UK,
these results may have implications for
the national ostomate population. It
is clear that there is value in such a
service and this can be increased
through the identified service
improvements.

Limitations
Although piloted, the design of the
questionnaire led to some confusion
amongst respondents. Many of the
answers to the questions directed the
responder to move to a specific question
however, on over 2000 occasions, the
respondent chose to answer a question that
they were directed beyond. Although these
Journal of Pharmacy Management • Volume 37 • Issue 3 • July 2021
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comments. It may be that the non-respondents felt
ambivalence towards the service and did not feel
strongly enough to pass comment.

Recommendations
This service evaluation has highlighted a number of
important positive attributes of the service and the
staff as well as some areas for improvement. The
service provided should be continually improving,
efficient and easy to use, offering a personal approach
to the service users. The staff must display caring
and pleasant qualities, be helpful and listen to the
service users whilst demonstrating knowledge and
professionalism.
Some of the service improvement ideas identified in
the evaluation have already been delivered but in the
spirit of continuous improvement additional changes
can be made and, once implemented, further
evaluation should take place.

Conclusion
The formation of a stoma is a life-changing event.
Throughout their lifetime, an ostomate may encounter
many issues when living with a stoma, which can have

a profound impact on QoL. Access to a specialist
community service can minimise this impact. This
service evaluation sought to identify the thoughts and
feelings of ostomates using one such service. By
responding to a postal questionnaire, the service users
have proposed that NAMS is good and improved,
offering a personalised service that is efficient and
easy to use. The staff working within the service have
been described as being pleasant, helpful and caring
as well as professional, knowledgeable and having the
ability to listen.
As requested, the respondents were also able to
identify areas in which the service can be improved.
The avenues of communication and speed of the
ordering process have been identified along with the
accessibility of the service both in terms of time and
location, and improvements in the telephone and
online ordering systems were also proposed. These
suggestions have informed an improvement plan which
has been implemented within the service and may
prove useful when considering the implementation of
similar services elsewhere in the country.
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A regular webinar programme from PM to share skills
and learnings to enhance the future for pharmacy.

118

Date and Time

Topics

15 September 2021
10.00am – 11.45am

Managing difficult conversations – PM Consultancy Trainer
What impact can PCNs have on the CV agenda? Rachel
Howatson, Senior Cardiovascular Disease Pharmacist, NHS
Southwark CCG

29 September 2021
2.00pm – 3.45pm

Getting the Basics right – Setting up the High
Performance Team – PM Consultancy Trainer
The Medicines Optimisation Agenda in Elderly Care now.
Lelly Oboh, Consultant Pharmacist, Care of older people, Guys and St
Thomas NHS Trust Community Health Services and Consultant
Pharmacist Care of Older People, NHS Specialist Pharmacy Services

13 October 2021
10.00am – 11.45am

Prevention is Better than Cure – Preventing the common
dysfunctions of High Performing Teams
– PM Consultancy Trainer
Where is Respiratory Medicines Optimisation in Primary
Care at this moment?
Hetal Dhruve, Clinical Lead - Respiratory, City and Hackney
CCG/Clinical Research Pharmacist, Guy's and St Thomas' NHS
Foundation Trust
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Date and Time

Topics

3 November 2021
2.00pm – 3.45pm

The importance of Review & Reward & Recognition in High
Performing Teams – PM Consultancy Trainer
Clinical Pharmacists in Primary Care leading the care of
Diabetes patients. Speaker to be confirmed

17 November 2021 How to deliver good presentations – PM Consultancy Trainer
10.00am – 11.45am Ways of improving communication between primary and
secondary care at the interface.
Sarah Crotty, Head of Pharmacy and Medicines Optimisation,
Herts Valley CCG
1 December 2021
2.00pm – 3.45pm

Building confidence in decision-making – PM Consultancy Trainer
Developments in CV medicine in 2021.
Helen Williams, National Specialty Adviser for Cardiovascular
Disease Prevention

15 December 2021 Project planning and ensuring delivery – PM Consultancy Trainer
10.00am – 11.45am Respiratory medicine update.
Minesh Parbat, Chief Pharmacist, NHS North Solihull Collaborative
Primary Care Networks
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REFLECTION
We are all expected to reflect upon our practice to ensure that we recognise areas of
strength and needs for development. In the article below Priyanka Chopra has been
reflecting on her experiences. There is much here that other readers will recognise.

My career as a Highly Specialist Mental Health
Pharmacist managing a COVID-19 outbreak in
a large London Mental Health Unit
Authors: Priyanka Chopra, Lead Pharmacist, Hammersmith and Fulham Mental Health Unit,
Pharmacy Department, West London NHS Trust, with
Azizah Attard, Lead Pharmacist Local Services 3 Boroughs, West London NHS Trust and
Raj Parekh, Chief Pharmacist, West London NHS Trust.
Correspondence to: priyanka.chopra@westlondon.nhs.uk

Abstract
Title: My career as a Highly Specialist Mental Health Pharmacist managing a COVID-19 outbreak in a large
London Mental Health Unit.
Author List: Chopra P., Attard A., Parekh R.
Summary: Recently the COVID-19 pandemic hit the United Kingdom and the country went into lockdown. At
the start of the pandemic, we knew such little about COVID-19 that the thought of being on the front line was
extremely daunting. On a personal level, I felt extremely apprehensive not knowing how we would be able to
balance the needs of our mental health patients along with their increasing physical health needs. When it
became clear that this pandemic was not going to resolve quickly, it was important to implement changes to
the way we worked both in the pharmacy department and inpatient units. These changes involved simple
changes such as flexible working hours, wearing scrubs on the wards and setting up COVID specific wards.
Our COVID-19 ward was the first in the country to be set up to treat mental health patients.
Running the COVID specific ward meant constantly updating the medication stored on the ward in line with
changing guidance, ensuring a constant supply of oxygen was available, and providing advice around
continued use of psychotropic medication in COVID-19 positive patients.
The learning outcomes just from one mental health unit have far reaching and positive consequences. There
was a steep learning curve on the appropriate use of antibiotics, oxygen and dexamethasone, along with
staying up to date with local and national guidance. The loss of both staff and service users, as well as playing
my part to prevent future incidents, has been the primary force to where we are today.
Keywords: psychotropics, oxygen, antibiotics, dexamethasone, pharmacy
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Introduction
The COVID-19 pandemic hit the United Kingdom and
the country went into lockdown on 23rd March 2020.
3 days later the response from West London NHS Trust
(WLT) was to set up a mental health ward for COVID-19
positive patients.1 A tier response was then put in
place for the city after the first lockdown but cases
continued to rise and the country went into a second
lockdown on 5th November ending on 2nd December
2020. On 11th December 2020 the mental health unit
where I am the lead pharmacist had a local outbreak
affecting the entire unit. On 4th January 2021 the
country was put into a third lockdown and remains so
at the time of writing.

Growth and Flexibility through
Experience
At the start of the pandemic we knew such little about
COVID-19, that the thought of being on the front-line
was an extremely daunting. Personally, I felt very
apprehensive not knowing how we would be able to
balance the needs of our mental health patients along
with their increasing physical health needs. There has
been some literature showing the roles pharmacists
have played through the pandemic, mainly divided into
disease prevention and infection control, adequate
storage and drug supply and patient care and support
for healthcare providers.2 In our situation all aspects
of the roles mentioned in the study were relevant.2
At the start of the first lockdown the aim was to ensure
that each of the wards and pharmacy departments
was set up with a clean area. As pharmacists, my
colleagues and I had to make sure that we could
respond to the demand of a very concerned mental
health team who were not routinely dealing with
physical health treatment such as optimising the use
of inhaled medication with spacers, administration
of oxygen via cylinders and later using oxygen
concentrators.
The pharmacy team were also vital in helping to
decant wards and discharge all stable COVID negative
patients into the community, organising discharge
medication often at very short notice throughout each
stage of lockdown.
When it became clear that the COVID-19 pandemic was
not something that was going to resolve quickly, I

realised that we as a pharmacy department, and also
as an inpatient unit were going to have to change the
way that we worked. Some of the simpler changes at
the staff level involved flexible working hours to help
staff members who were still travelling via public
transport, whilst also reducing the number of staff
within the department at any one time. This decision
had to be made in the context of balancing the clinical
needs of the service which were only going to get more
complicated unless we contained COVID-19 with the
possible contact and spreading the virus from ward to
ward by pharmacy staff members. Many of our staff
members also had no to very little experience with
aseptics or clean working as they had spent most of
their career in mental health pharmacy.
Within each mental health unit, staff were not
allowed to work across different wards, all visitors
were stopped from entering and strict protocols were
put in place for PPE use in efforts to reduce any
potential spread of the virus. Although I was not
directly involved in setting up the COVID-19 ward, as
this was done by a previous member of the team,
continuing with the service once set up, updating and
adapting the ward through the various stages after the
first wave gave me a huge sense of achievement but
also made me realise the gravity of the ever-changing
situation.
The onsite COVID-19 specific ward had a capacity for
10 patients. It differed to other mental health wards in
almost every aspect; from the layout, the way staff
were dressed, the activities carried out on the wards
to the types of medications kept there. One of the
main reasons a mental health unit may want to
prevent the possibility of a service user with a serious
mental illness or a service user who had a history with
the Ministry of Justice (Forensics) being admitted into
the general hospital, is to ensure that where possible
the safety of the service user was balanced with the
infection control measures put in place at general
hospitals. Some service users for example needed
several other members of staff to keep a close watch
on them or were on escorted leave as they posed a risk
to themselves or others. If that service user was then
admitted, it could have resulted in exposing several
staff members to the COVID ward at the acute medical
hospital. Staff members who worked on the COVID
specific wards began wearing medical scrubs, to help
with infection control, which in itself is a huge
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difference for mental health units, as traditionally
nursing staff have not worn uniform. Patients have
previously viewed nursing staff who wear uniform as
being less approachable. 3
Every drug chart was cleaned and handling patient’s
own medications was done according to a protocol
which was written for this and subsequently shared
throughout the Trust and with the Nightingale

Hospitals.4 A specific COVID-19 stock list was set up, with
oral and inhaled medication for the ward, including
antibiotics, salbutamol inhalers and nebulisers. It was
very important at this stage to ensure the quantity of
medication supplied is closely monitored as we are
very cautious not to over stockpile medication as per
national guidance (Table 1).
When the COVID wards were first set up, the following

Table 1: National guidance on stockpile medication
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Name of medication
in COVID cupboard

Quantity

Salbutamol 100mcg
inhalers

4 OP’s

Salbutamol 2.5mg
nebules

4 OP’s

Paracetamol 500mg
tablets

2 x 100 tabs

Amoxicillin 500mg
capsules

3 x 21 caps

Clarithromycin 500mg
tablets

2 x 14 tabs

Doxycycline 100mg
tablets

2 x 14 tabs

Removed in January 2021 – was found to not be beneficial
in the management of COVID-19. Recommended that
doxycycline should not be used in the management.5

Azithromycin 500mg

2 x OP

Removed in January 2021 – was found to not be beneficial
in the management of COVID-19. Recommended that
azithromycin should not be used for management of
confirmed or suspected COVID-19 infection unless
additional indications for which use remains appropriate.5

Dexamethasone 2mg
tabs

2 x OP

Added in January 2021 – indicated for the treatment of
suspected / confirmed COVID-19, can be started for mental
health in-patients under instructions from the general
hospital teams for admission avoidance.6

Amlodipine 5mg tabs

2 x 28

Added in March 2020 – initially some concerns that ARBs
and ACE-I may worsen COVID-19 infections, but there was
no evidence for support this so patients were encouraged to
continue with their medication.7

Ibuprofen 200mg
tablets

2 x OP

Added in April 2020 – concluded that there is insufficient
evidence to establish a link between use of ibuprofen or
other NSAIDs and contacting or worsening of COVID-19.8

Why was this added or removed if applicable
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medicines were made available, in line with guidance
issued by the MHRA: salbutamol inhalers with spacers as
well as Nebules®, paracetamol, amoxicillin, doxycycline,
clarithromycin and azithromycin, amlodipine for
secondary hypertension, and medication for rapid
tranquilisation which included promethazine IM,
lorazepam IM, olanzapine IM and aripiprazole IM.
Whilst it was relatively straightforward to set up the
COVID medication, as more information and guidance
became available, changes were made such as
removing azithromycin and doxycycline, the addition of
dexamethasone and ibuprofen. Further changes were
then made as we then learnt about hyperglycaemia in
those patients who were diagnosed with COVID-19. It
is important that these medication lists and any
guidelines used are regularly reviewed and kept up to
date, which is where pharmacists play a crucial role.
As well as stock medication, we also had to ensure
access to palliative care controlled drugs in line with
the North West London Palliative Care Guidelines.

shortage occur and to find ways to mitigate shortages
(by mobilising or borrowing cylinders from other
sites). This plan for re-allocating oxygen was created
with the lead Medicines Management Technician,
Head of Operations and Chief Pharmacist. At the very
least it involved finding a new courier company who
could transport oxygen between sites and then
deploying emergency oxygen to all COVID-19 wards
across the Trust, as well as increasing our supplies
of oxygen. The smaller oxygen CD cylinders are
reasonably light and can be used very easily as a
weapon. The oxygen trollies for the large cylinders
had a detachable chain that could act as a ligature
for our vulnerable, mental health patients. We
immediately added this to the Trust’s risk register and
set about searching for alternative storage trollies,
closely monitoring storage of CD cylinders. This again
highlights the different elements that may not be an
important factor for acute medical hospitals but was
for our unit.

Oxygen procurement and stock control suddenly
became something I had to incorporate into my usual
day to day practice. Every day an oxygen count needed
to be sent to the single senior manager who would
work with regional oxygen resilience boards should

Several months later, in the middle of our second
national lockdown, the unit experienced an outbreak
that started on just one ward, but went on to affect 4
out of 5 wards. This resulted in a complete lockdown
within the unit, no patients were admitted or
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discharged unless they were COVID-19 positive and
suffering a relapse in their mental health, staff
were not able to work on multiple wards, particularly
agency or bank staff, and all patient leave was
suspended. At this point, I was the only pharmacist
working on site, responsible for 5 wards and a
Crisis Team. In order to minimise any further spread,
and also reduce my own risk of catching COVID, I
made the difficult decision to suspend all ward visits
for a period of one month. The decision was supported
by my line manager, the inpatient service manager
and the medical teams. I felt extremely guilty at taking
this line of action, as it would mean an increased
workload for the already stretched ward staff, scanning
and emailing drug charts for any admissions to the
COVID-19 ward or any medication requests. Ward
staff were extremely supportive and helpful, always
requesting medication in a timely manner. To add to
this, I was also acting as the ward technician during
the second lockdown, to avoid pharmacy staff having
to travel from other sites. This meant remotely topping
up stock items and reading through notes and
dispensing records to work out what non-stock items
were needed. Being the sole pharmacist for an entire
unit has at times left me feeling isolated, particularly
when I was unable to visit the wards, but knowing that
this was done for the protection of my colleagues and
loved ones reassured me that I was making the correct
decision. I believe it led to me developing a higher
level of resilience as a person and as a professional.
Having highly specialist knowledge in the area of
psychotropics in particular – there were various
areas where my specialist knowledge was tested
and specific guidance written. As we know SARS
infections can cause dehydration and changes such as
leucocytosis, I became very much involved in giving
advice and creating guidance around treating service
users on high risk psychotropics such as lithium and
clozapine who then developed COVID-19. As a team we
were much more aware of dehydration, constipation
and the effects of not being well enough to smoke
cigarettes and how this would affect the plasma levels
of medications like lithium and clozapine. 9,10
Having been through two national lockdowns, and
currently finding myself in a third, with further
outbreaks on the wards, I have built on the previous
experiences, and find that this time around I am more
prepared. This has been a steep learning curve but I
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feel grateful to have the constant support of my
colleagues each day. I have been able to assist in
organising emergency supplies of oxygen at short
notice, as well as increasing oxygen supplies on the
ward, ensuring its secure storage. As with all things
there were unforeseen challenges, for example for over
a week I had reported no usage only to find that when I
did a stock take of the oxygen compound itself, I found
5 empty cylinders, equating to almost a quarter of our
holding. In another incident, we could not locate the
oxygen concentrator for several weeks only to find it
buried under boxes of PPE. I found a way of coping was
to try to see the lighter side of these incidents. We were
in this together and although at times daunting,
kindness and laughter helped the staff on the unit.
As the medical world learnt new ways of coping with
COVID-19 and new treatment strategies were put in
place, I was constantly in contact with the larger team,
amending the antibiotics kept, the amount kept on site,
and trying to foresee possible obstacles in getting
smooth supply of the correct antibiotics, painkillers,
inhalers, nebulisers and oxygen. This has now expanded
to include dexamethasone that can be started at the
request of the general hospital team if it will help avoid
admission. This approach of constant liaison with
infection control, intensivists and general medical
teams from the acute hospital along with the staff on
the unit we believe reduced the number of patients that
have needed transfer to a general hospital.
In order to ensure there is a continued reflection of the
way we coped as a team and to ensure my practice as a
clinician reflects the necessary changes, it is important
to summarise the changes from a day to day practice
and those new ways of working (see Table 2) which will
continue as we return to business as usual (BAU).

Reset and Recovery
As we enter the new normal which is not yet “Business
As Usual” our department is in a reset and recovery
phase and still working to innovate. The team are
taking much deserved annual leave after months of
increase in demand and cover, which often led to
working longer hours across the whole week.
The challenges we experienced meant that we had to
adapt quickly to meet the changing needs of our
patients and colleagues. Despite our staff numbers
being 25 per cent down at one point due to isolation
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Table 2: Changes from day to day practice
Areas of
change

Pre- COVID

During Pandemic

Return to BAU

Lessons learnt

Personnel/
Staff:Attire

To remove
medicalising
mental health and
encourage a more
collaborative way of
working with
service users; smart
casual personal
clothing
encouraged

Scrubs to be worn
and travel in scrubs
not allowed

Scrubs to continue
to be available to all
patient facing staff

To be flexible and
have scrubs on
hand when
outbreaks occur
on wards including
norovirus and
influenza

Hours

9-5pm core service
hours with an oncall service

The addition of
Extended Working
hours until the
evening and 3 hours
every Saturday and
Sunday

Return to 9-5pm

The stronger link
between on the
floor on-call
personnel and
senior
management has
led to a much
more solution
focussed on-call
experience

core hours with an
on-call service

A back up on-call
service with senior
staff devised
Where possible shift
work implemented
due to reduction in
numbers of staff
allowed in a small
office
Ability to work from
home actively
considered for
those in a nonpatient facing role

All the staff
contact details
and numbers
continually
updated
Some continue with
a split role of
working from home
and travelling in
purely for patient
facing activity

Every individual in
the team was
affected differently
by the stresses
incurred by the
pharmacy staff.11
Managers adopted
a more leading
through
vulnerability and
compassion role
and were much
more open to work
from home
options
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Table 2: Changes from day to day practice (continued)
Areas of
change

Pre- COVID

During Pandemic

Return to BAU

Lessons learnt

Patient
Facing
Activity

Medication Groups
and pharmacy team
patient facing 1:1’s
were a target for the
team

Reduction in face to
face 1:1 and
medication groups
or teaching sessions
with service users

Continue with
Medication Groups
and 1:1 patient
facing activity

Increase in
awareness
surrounding
infection control. If
patient has a
temperature, cough
or cold symptoms,
encouraged not to
attend

Reduction in MDT/
Ward round
attendance as
priority given to
medical staff
attending due to
limited space
MST safety huddles
implemented
Activity

Cleaning of office
surfaces and drug
charts did not
happen routinely

Office surfaces,
equipment and
drug charts cleaned
at every handling

Office surfaces,
equipment and
drug charts cleaned
at every handling

No mandatory
training on COVID19 procedures and
guidelines

COVID-19
procedures and
guidelines written,
updated and
shared

COVID-19
procedures and
guidelines updated
and is part of
mandatory training

Swabbing of
patients admitted
or showing
symptoms done.

Expected that the
swabbing and
lateral flow tests
will occur to those
only showing
symptoms.

No swabbing or
lateral flow tests
available
No stock control of
COVID-19
medication
specifically and
oxygen cylinders
checked and
ordered ad-hoc

Staff required to do
lateral flow tests
twice a week
COVID-19
medication
cupboards on
wards and units set
up with twice
weekly stock check
Oxygen cylinder
count done daily,
sent as a report to
COVID-19 CCG daily

126

Ward round
attendance is much
for focussed with an
emphasis on MDT
meetings specific to
pharmacology
questions than
attending hours on
end.

COVID-19
cupboards closed,
stock returned and
some stock stored
in out of hours
cupboards
Oxygen reports
done on a weekly
basis and sent to
COVID-19 CCG
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Continue with
focussed
attendance to
group face to face
meetings.
MST meetings
mean the
pharmacist can
take part in wider
reaching meetings
Office surfaces,
equipment and
drug charts
cleaned at every
handling
Continue with
updating and
training
requirements
To be flexible and
always open to
protecting patients
and fellow
colleagues by doing
tests at home
To update out of
hours cupboards
in line with new
information
A closer
relationship built
between us and
neighbouring
acute hospitals to
ensure smooth
delivery of oxygen

and sickness, the team came together quickly with a
willingness to lend support, cover and care with the
resolution to go the extra mile. The sense of comradery
was palpable in the team. Our top stress triggers at
work were staff absence, demand for service, fear of
infecting family members with the virus and
maintenance of adequate social distancing in busy
dispensaries. Although close to burnout at some
points our service has continued to remain agile
during the pandemic, maintaining resilience and
supply of medicines, offering advice and support
whilst maintaining safety to ourselves and our
patients. Being a community and mental health NHS
Trust we did not have the same critical shortages of
medicines that our colleagues in the acute sector
faced. However sufficient oxygen supply to patients in
the event that we could not increase stock was always
a priority. It was through a very tight stock control and
reconciliation process and a robust SOP on handling
and use that adequate supply was maintained.
We work closely with our partners across our local
Integrated Care Systems (ICS) to develop new ways of
working in the post-COVID world. We have started
projects in transfer of care to step down intermediate
care wards, palliative care electronic prescriptions that
are valid across different sectors of care without a need
to rewrite, support provisional registration of foundation
year pharmacists and oxygen provision and capacity. We
are trying to future proof our service delivery model so
that any decisions taken do not have to retrofit solutions
to any future challenges. Our Business Continuity Plan
has incorporated the lessons learnt so that we are better
prepared in the event of the next surge.

The pandemic has presented many challenges and
issues; however it has provided unique opportunities to
work differently and in a more positive way for patient
care. We will have recharged batteries to handle the
unprecedented surge in mental health conditions,
backlog and the push from the centre to increase activity.
It may be helpful to adopt the World Health Organisation
stance and not see the pandemic in waves but to flatten
it and turn it into something that is lapping at your feet.

Conclusion
The learning outcomes just from one mental health
unit have far reaching and a number of positive
consequences. Suddenly the relatively relaxed
atmosphere around infection control in a mental
health unit shifted, from the clothes staff wore to the
cleaning of drug charts. A steep learning curve on the
appropriate use of antibiotics, oxygen and
dexamethasone along with the continued need to be
able to change this and do it efficiently in line with
national and regional guidance became important.
The continued involvement of the pharmacist in the
safe and secure storage of CDs like midazolam and
oxygen cylinder usage balanced with the importance
to not stockpile further became part and parcel of my
day to day job. Overall, I do feel there was a certain
sense of ‘can do’ attitude within the unit itself and the
larger department. There were obviously staff and
service users lost to the virus, and being part of the
journey to prevent future incidents has been the
primary driving force to where we have reached today.
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MANAGEMENT CONUNDRUM
This issue’s Management Conundrum is a little different to usual. Before we give
you our respondents’ answers, we thought it would be good to offer readers the
chance to contribute their thoughts.
You can send your comments to graham.brack@pharman.co.uk by Friday 10th
September. We will assume that you are happy to have your remarks attributed to
you unless you tell us otherwise.

All change – or not?
It had been a very difficult year for Carey Whitecoat, Head of Medicines Services at Riverside Primary Care
Organisation. Quite apart from the challenges of COVID-19, she had been faced with the reorganisation of
the NHS in England. Given that her job was going to be disappearing at some point, as her organisation
was subsumed within the Riverside and Metropolis ICS – or possibly the Metropolis and Riverside ICS (they
were still arguing about that) – she had decided to apply for the role of ICS Chief Pharmacist. To her
surprise, she had been successful, but on the understanding that she would do both jobs until the
Primary Care Organisation was formally dissolved.
The other job that she had considered, as Clinical Pharmacist for Metropolis West PCN, had gone to
Ayesha Dar, a young woman who had previously worked for a CCG elsewhere. Carey had suggested
that they might meet somewhere outdoors for a coffee, and had invited Janet Donit, Chief Pharmacist
at Metropolis NHS Trust, so that Ayesha could be introduced to her too.
After some conversation, Janet remarked that both Carey and Ayesha had left primary care commissioning
organisations to take up their new roles.
‘You used to have similar roles,’ she said, ‘but now they’ll be very different, both from each other and from
what you did before.’
‘There will be some differences,’ conceded Carey, ‘but I’m not sure that an ICS will be dramatically different
from a large CCG. Of course, I’ll have to ensure integrated care in pharmacy services, so I’ll have a wider
scope. But at least I’ll be working with many of the same people.’
‘That’s a good question,’ Ayesha added. ‘I know that being a PCN clinical pharmacist will be different from
going into practices as a CCG pharmacist, but I wonder where the differences will be?’

Can you enlighten Ayesha?
How different will her new job be to her old one?
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LEADERSHIP

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

Parkinson’s Law - work expands so as to
fill the time available for its completion.
When Cyril Northcote Parkinson wrote his essay in
1955, he couldn’t have foreseen working from home
in the way many people have chosen to, or in the last
18 months needed to.
But his law begs the question, what happens when
the time available for work is effectively unlimited?
The article ‘How to Do Hybrid Right’ in the Harvard
Business Review explores the shift from office working
to home working as being a shift from constrained
working, set hours in one location, to unconstrained
working described as “Anywhere, Anytime”. So
how do we stop the flexible model of “anywhere,
anytime” becoming the nightmare of “everywhere,
all the time”?

In this article, we are going to look at the potential
benefits, pitfalls, and some ways to make home
working work for you and your team.
To be completely transparent, I need to start with a
confession. The last time I had a fixed place of work
was a summer job in 1991. My entire professional
career has been home based, the last 23 years
operating from inside of a wardrobe in the spare
room. I’ve never had to commute, my trips to the
office were infrequent and brief, and I have never gone
for drinks after work on a Friday.
The benefits of home working can be huge, a client
telling me that the shift from full time office working
to working from home had saved him in the region of
£800 and 60 hours EACH MONTH by not commuting
or buying his lunch out every day. Add to that the
flexibility to work when it suits but with the ability
to have virtual meetings with colleagues when you
need to, you can understand why so many people
are embracing the change. Research by the Chartered
Institute of Personnel and Development (CIPD) suggests
that employers expect that the proportion of
people working from home on a regular basis once
the coronavirus crisis is over will increase to 37%
compared with 18% before the pandemic.
Though for every person thriving at home there is
somebody in a shared house, living and working in one
room, often without space for suitable furniture,
working long hours, feeling remote and socially
isolated, with a sense that life has become a neverending cycle of work and then sleep. A recent survey
from the Office for National Statistics noted that
people who work from home do twice as much unpaid
overtime, were 38% less likely to receive a bonus and
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were less than half as likely to get
promoted than those who never work
from home.
The pressure to be available at
all times of the day and night has
led to a recent call to give a legal
right to disconnect from emails,
similar to a law introduced in
France in 2016 where companies
with more than 50 workers will
be obliged to draw up a charter
of good conduct, setting out the
hours when staff are not supposed
to send or answer emails. This
could equally be driven by managers
expecting a response, or by a form of
“presenteeism” with home workers
responding to be seen to be responding.
More worryingly, some home working
practices like working longer hours, striving to
prove how hard you are working and neglecting
your own needs can be the early signs of burnout,
symptoms that can easily go unnoticed when you are
away from colleagues.

Special Note - Responsibility of
Leaders

themselves, setting boundaries to make sure that
work does not take over.

Those in a management position have two main
challenges.

Designated workspace

Firstly, you have the responsibility to yourself and your
family to make working from home work for you. By
prioritizing working ahead of family time, consider
what message are you sending?
Secondly, to be a positive role model for
demonstrating good, healthy working practice for
those who report to you. Remote working can make it
more of a challenge to show you care about your team;
demonstrating and promoting good practice is a great
way to show that you want the best for them.

Making it work
Not being constrained in where and when you are at
work means you have the freedom to make choices.
The Anytime/Anywhere model of work puts much
greater responsibility on the individual to manage

Being able to work anywhere does not mean being
at work everywhere. While you might not have a
room (or a wardrobe) you can turn into a home
office, a designated workspace will have a number of
benefits. Most importantly it means you can shut a
door and end the work day. If you don’t have a room,
close your laptop and put it away. A sofa in front of the
television would not be tolerated as a workspace in an
office so why should it be any different when at home?
Your workspace includes your mobile phone. There are
a number of clever ways you can set up your work
phone so you will not be disturbed outside of set
hours, but the easiest one is to switch your work phone
off when you are finished for the day. Unless you are
on-call, there is no reason that you should be taking
work calls when you are not working. Certainly, leave
an emergency number, but let people know what
constitutes an emergency.
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1) Have a designated workspace with the correct furniture.
2) Decide on your working hours and stick to them.
3) Contract with your team what justifies an out-of-hours phone call.
4) Use the delayed delivery option on emails.
5) Switch off your devices when not at work.

Home Working Top Tips
Designated working hours

Summary

If Parkinson’s Law holds true, it makes sense to make
a choice about what your working hours are, and what
extra you are prepared to do. Norwegians have one of
the shortest working weeks in the world (at 38 hours)
and yet are the second most productive, just being at
work does not mean you are being effective. Starting
at your contracted hours, decide on a starting time
and finishing time and work those hours. Then switch
your devices off.

Technology is enabling us to work and collaborate in
new and exciting ways, allowing a degree of flexibility
that would have been previously unimaginable.
The lockdowns we have experienced effectively
accelerated the trend towards remote working and
as we return to some sort of normality, those
working practices will continue to evolve. What
will not change will be the need for people to make
decisions about how, and how long they spend at
work.

If you decide to do some work later in the evening to
fit in with family time earlier, set emails to deliver the
next morning, removing any expectation there could
be for others to be available to answer you.
The act of working on a weekend or late at night
should feel as sensible as going into work at those
times. If you cannot imagine going into work on a
Sunday afternoon, there should be no reason for you
to open your laptop on a Sunday afternoon.
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The technology that enables us to enjoy the benefits
of home working also brings with it the risk of work
taking over - though that will only happen if you let it.
Remember, the most important button on your phone
and computer is the one that switches it off.
Dave Cosgrove BSc Hons
3bridgescoaching@gmail.com
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