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EDITORIAL

Over recent times there has been an interesting
shift in pharmacy. We collect pharmacists’ opinions
regularly, and over the last couple of years we have
seen the issue of sustainability steadily rising in
importance until it now sits at the very top of many
pharmacists’ concerns. In this issue we have two
articles touching on the environmental impact of
medicines and we have no doubt we will return to
this regularly in future issues.
Hana Morrissey and colleagues have been collecting
the opinions of students on the changes to the
pharmacy curriculum. Many of our readers will have
trained when the degree occupied only three years
and will recall previous attempts to integrate
experience in practice in, for example, sandwich
courses. The proposals for change do not clearly
address the financial impact on students of increasing
university costs and, perhaps, removing the preregistration salary. If this comes about, it will surely
have a considerable impact on students. However, this
is not the only concern that they raise, and while I
think it is fair to view this paper as a starting point,
there will need to be continuing discussion about the
aims and the methods of introducing these changes.

Ben Garner gives us an answer to the Management
conundrum we posed last time concerning a move
from a CCG role to an ICS or PCN role. If you have
done or are doing this we would love to hear your
experiences. We will, if you wish, withhold your name,
because we want to capture the honest experiences
of as many as possible.
Dialogue with anyone, whether colleagues or
patients, requires listening. With the multiplicity of
voices and electronic communications thrown at us
that dialogue can be drowned out, but Dave Cosgrove
gives us some practical advice on improving our
listening skills.
In our April issue we celebrated the successes of
women and discussed the conditions needed to
help them achieve even more. In this edition you
will find information about an initiative being
undertaken by FIP. We welcome it, and we are sure
that you will too.

Readers will have seen many communications about
sodium valproate. In a sponsored article Joela
Mathews makes the case for medication review in
patients receiving valproate.
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BEST PRACTICE IN
PHARMACY MANAGEMENT

A review of the implications of the ‘net zero’
report for pharmacy practice
Andrew-K Walker, Senior Pharmacist - Haematology/Oncology, Mid-Yorkshire Hospitals NHS Trust.
Correspondence to: andrew-k.walker@nhs.net

Introduction
In November the UK will host the UN Climate Change
Conference (COP26). As part of the wider spectrum of
industries which contribute towards climate change,
healthcare has a significant role to play in reducing
its carbon footprint. The World Health Organisation
(WHO) estimates that 250,000 additional deaths per
year are expected to occur between 2030 and 2050
due to environmental effects linked to climate change
with an estimated financial impact of these effects of
$2-4 billion/year by 2030.1
Globally, healthcare and healthcare-associated

industries, including the pharmaceutical industry,
account for 4.4% of net CO2 emissions. This places
healthcare as a larger net contributor of CO2 than
either shipping or aviation.2
In the UK, the NHS and associated healthcare
industries are responsible for 5.4% of the national net
CO2 emissions,3 making healthcare one of the largest
contributors to climate change by a single sector.
Medicines account for 25% of the total NHS CO2
emissions4 (figure 1) making it clear that pharmacy
professionals will have a key role to play in measures
to reduce the NHS’s environmental impact.

Figure 1. Source of carbon emissions from NHS carbon footprint plus.
Taken from Delivering a ‘Net Zero’ National Health Service, October 2020.
Journal of Pharmacy Management • Volume 37 • Issue 4 • October 2021

137

In October 2020, the NHS formalised its commitment
to addressing its environmental impact and became
the world’s first healthcare system to make a net
zero carbon pledge and acknowledges climate
change as a significant threat to the health of the
UK’s population.4 It outlines the response to the
climate emergency and provides concrete strategies
to reduce the environmental impact of healthcare in
the UK (figure 2). Supporting the implementation of
these strategies, without significantly compromising
on the standards of care provided to patients, are
likely to present one of the largest challenges the NHS
has faced during its 73-year history.
Prior to the publication of this report many within the
pharmacy profession had already recognised the
impact of medicines and the role that pharmacy staff
have to play.5,6,7 In order to support the changes
suggested by the NHS report, pharmacy professionals
will need to extend these earlier recommendations
and engage with stakeholders at all stages of
medicines usage, from design and manufacture
through to disposal and destruction to shape attitudes
and practices related to medicines. This article aims
to highlight the practical steps that can be taken by the
pharmacy professionals to engage with sustainable
practice and identify the areas where engagement

with stakeholders will be key to achieving the
ambitious plans in the report.

Regulations, procurement and
distribution of medicines
In order to promote sustainable practice in upstream
stakeholders to the medicines supply chain it is
important that the NHS applies clear and consistent
policies based on principles which reduce carbon
consumption regarding the medicines which is uses
to treat patients and the manner in which they are
produced and distributed. So called ‘sustainable
procurement’ aims to deliver goods and services in
a manner which promotes value on a wider utility
basis then traditional analysis methods. Sustainable
procurement takes into account wider social,
economic and environmental impact of contacting
to deliver outcomes which are better aligned with
the organisational objectives, including those detailed
in the ‘net zero’ report.4 The NHS supplier engagement
programme has already begun work to drive these
changes in approach to interactions with some of the
NHS’s largest suppliers and has initiated policies which
focus on promoting transparency of reporting of the
carbon impact of the activities of these companies.4
To date, 500 of the largest suppliers of goods and

Figure 2. Proposed pathway to net zero for the NHS carbon footprint plus.
Taken from Delivering a ‘Net Zero’ National Health Service, October 2020.
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services to the NHS, including medicines wholesalers
and distributors, have been invited to engage in
dialogue regarding implementing practices which
support the principles of the ‘net zero’ report utilising
the substantial collective purchasing power of the NHS
to drive the changes which are required.4
The ‘net zero’ report provides a detailed analysis of
the targets which have been set across the NHS supply
chain (figure 3). From the data presented it is clear
that suppliers of medicines to the NHS have been
tasked with delivering ambitious reductions in CO2
to support the changes necessary to deliver the
net zero target. To achieve these targets pharmacy
professionals from all sectors will need to work with
wholesalers and suppliers to adopt green principles.
From consolidating schedules to reduce the number
of delivery runs made by wholesalers, electrification
of the delivery fleet (providing power is supplied via
renewable sources) and changes in packaging to
reduce usage of plastics, a range of updates to practice
will be required.

To ensure a consistent approach is maintained the
‘net zero’ report recognises the importance of
commissioning and regulatory bodies in promoting
and enforcing policies which support CO2 reduction
with both NICE and the CQC having been identified as
having significant roles. NICE, in particular, is able
to act as a champion of clinical guidance which
incorporates green principles which will be adopted
into practice across all NHS organisations, thereby
promoting harmonisations of practices. NICE is also
well positioned to incorporate an assessment of
the potential environmental impact of treatments
undergoing commissioning reviews. Inclusion of these
principles may act as further drivers of change in the
pharmaceutical industry and serve to promote
additional research into advancements in greener
manufacturing methods and more sustainable
packaging and/or medicines administration devices.
The MHRA is likely to have a role in supporting the ‘net
zero’ principles through updating the criteria with
which it assesses medicines and medical devices. The

Figure 3. Interventions to reduce the carbon impact of the supply chain.
Taken from Delivering a ‘Net Zero’ National Health Service, October 2020.
Journal of Pharmacy Management • Volume 37 • Issue 4 • October 2021
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MHRA and EMA has already implemented a mandatory
assessment of the potential risks that new products
pose to the environment. Currently, the outcome of
these assessments are not a barrier to products
receiving a license, limiting the potential impact that
this process may have on promoting environmentally
sustainable practices.8 While it is acknowledged that
this process would not tackle the impact of products
which have already received a licence, updating the
remit and scope of this assessment, alongside the
other updates in practice suggested in the ‘net zero’
report is an opportunity to implement tangible change
to reduce the environmental impact of healthcare.

Medicines and Pharmaceutical Waste
Medicines, and medicine by-products, represent a
significant source of environmental contamination.
There are a number of well documented examples of
the impact of pharmaceuticals on the environment
including the feminisation of male fish embryos,
attributed to the impact of hormonal contraception
metabolites entering water systems,9 and studies
which have identified chemotherapy agents, or
metabolites, in rivers across Europe which may induce
DNA damage to aquatic wildlife.10,11
To appreciate the impact that pharmaceutical waste
can have on the environment it is important to identify
the potential sources of exposure and take effective
steps to eliminate or reduce potential contamination
and promote sustainable practice.

Inadequate/improper disposal of
unused or waste pharmaceutical agents
The disposal of pharmaceutical waste is an important
factor and one where pharmacy staff can exert a
significant positive influence. Proper disposal of
pharmaceutical waste covers both waste that is
generated directly via clinical practice and waste
that occurs as a result of unused or expired stock
therefore both should be considered when trying to
initiate positive change. A growing number of NHS
organisations now employ waste/environmental
waste managers who are best placed to review and
update waste management processes involving
pharmaceutical waste that is generated in clinic/
wards/theatres and directly from pharmacies. By
engaging with the service updates that are suggested
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by these waste managers’ pharmacy staff can
support changes in practice which will reduce the
environmental impact of pharmaceutical waste.
Staff in primary care and community pharmacy can
also exert a significant positive influence. Educating
patients and/or colleagues from other healthcare
professions to avoid disposal of unwanted medicines
via domestic waste water systems can help to reduce
environmental exposure via this route. A number of
studies have highlighted that this disposal method is
a still routinely used by patients within the UK and
internationally despite campaigns aimed to encourage
patients to return waste medicines to pharmacies
where they are handled appropriately.12,13

Direct contamination from
manufacturing facilities
While direct contamination released from manufacturing
facilities is rare in the developed world, where regular
monitoring is enforced through a combination of
statutory and regulatory oversight, there are concerns
around the potential that this issue may present in
developing world countries. A number of studies have
identified contamination of active pharmaceutical
agents or chemicals utilised during manufacturing in
water supplies located close to pharmaceutical
manufacturing facilities across a range of developing
world countries.14,15,16
To address the impact that this may have it is
important that appropriate legislative and regulatory
responsibility is enforced by international regulatory
agencies and that the profession of pharmacy remains
engaged with these principles.

Excretion of pharmaceutical agents
post-dose
The single largest entry point for pharmaceutical
agents into the environment is excretion of unchanged
or biologically active metabolites from patients
following administration.17,18 Improving water and
sewage treatment techniques to increase the
efficiency of removal of pharmaceutical agents and
thereby reducing contamination has demonstrated
potential in a number of studies.19,20 However,
implementing these new technologies is likely to incur
significant cost, both in terms of financial outlay and
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in terms of increased CO 2 emissions should the
power required not be generated via renewable
means. This is likely to become a growing issue and
will require the profession of pharmacy to work closely
with experts in water treatment and environmental
waste management to resolve effectively.
Assuming responsibility for all stages of the
management of pharmaceutical agents, from
manufacture through to disposal of waste, can be seen
as a natural extension of the principles of medicines
management, and of our professional responsibilities
to patients. It is imperative that the profession of
pharmacy engages with this responsibility to tackle
the growing issue of environmental contamination
by pharmaceutical waste and its contribution to the
wider issue of climate change.

Waste minimisation and recycling
One of the most effective strategies to reduce the
environmental impact of medicines is to reduce the
volume of unused medicines within the supply and
usage chain, thereby reducing need for production
and distribution with associated environmental
damage.21 Estimates place the cost of unused
medicines which are destroyed at £300 million per

year demonstrating that improved efficiency would
not only benefit the environment but also the NHS
medicines budget.22 These principles are already well
established within the pharmacy profession with a
number of national and local campaigns running to
target particularly problematic issues.23 However, it is
imperative that pharmacy staff across all sectors
remain engaged with these principles to reduce the
impact of the causes of medicines waste (figure 4) as
part of the ‘net zero’ response.
Alongside recycling of cardboard waste generated
through medicines supply, community pharmacies are
well positioned to act as hosts for schemes which
target hard to recycle items, including medicines
blister packets. Terracycle opened this scheme in
September 2020 which gives UK households an
opportunity to recycle medicines blister packets
through a network of independent pharmacies but
have subsequently transitioned to using Superdrug
sites after the original network of providers became
overwhelmed following significant public uptake.24
This scheme demonstrates the demand from the UK
population for schemes which allow them to engage
with recycling more effectively and the potential for
community pharmacies to be involved in the process.

Figure 4. Causes of medicines waste.
Taken from Pharmaceutical waste reduction in the NHS, 2015.
Journal of Pharmacy Management • Volume 37 • Issue 4 • October 2021
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Inhaler/Anaesthetic gases
Within the ‘net zero’ report, the environmental impact
of metered dose inhalers (MDI) and anaesthetic gases
have been identified as areas of particular significance
to achieving a reduction in the CO2. Collectively,
MDI’s and anaesthetic gases contribute 5% of the total
NHS CO2 emissions figures (figure 1).4 A number of
developments have been proposed to target these
areas and are in the process of being implemented by
early adopter NHS organisations.

Anaesthetic gases
Halogenated ether gases (isoflurane, desflurane and
sevoflurane) and nitrous oxide used as anaesthetic
agents contribute around 2% of NHS CO2 emissions.4
Direct comparators equating the environmental
impact of these gases suggest that using desflurane
for 1 hour has a similar effect to driving 235 to 470 miles
in a mid-sized family car.25 The impact of halogenated
gases is well characterised where they contribute to the
broader issue of chemical waste and the “greenhouse
gas effect”.26,27 Nitrous oxide is also widely used in
clinical procedures and has a marked environmental
impact with an atmospheric lifetime of 150 years and
incurs a global warming potential greater than 300
times that of CO2 per equivalent volume.28
Strategies to reduce the impact of anaesthetic gases are
multifocal and will involve pharmacy professionals
given their use as medicines and the involvement that
many hospital pharmacy departments have in
procurement and distribution of these agents. One
potential solution is to move towards greater use of
sevoflurane, which carries a lower environmental
impact than other anaesthetic gases.29 This newer agent
is more volatile than the isoflurane and so carries a
clinical advantage relative to speed of onset of
therapeutic activity. Hospital pharmacy teams are now
able to access usage figures regarding anaesthetic gases
via the Rx Info refine and define systems with a variety
of options to compare practice with neighbouring
Trusts.30 These tools may be useful in initiating
conversations with anaesthetist colleague and help to
engage then in constructive dialogue on this subject.
Rationalising use of anaesthetic gases in favour of
intravenous alternatives would also help to reduce the
impact of halogenated medical gases. This approach
may form another potential component of the ‘net zero’
approach in future,31 although debate remains around
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the cumulative environmental impact of metabolites of
IV agents’ post-administration.32 Reducing the use of
nitrous oxide through substituting with an alternative
with a lower environmental impact (methoxyflurane) is
also likely to be considered within the ‘net zero’
approach.33 Methoxyflurane is a relatively new agent to
the UK market, but studies have demonstrated a similar
therapeutic activity to nitrous oxide with a favourable
incidence of undesirable effects.34
Alongside these changes in clinical practice there are
a number of more practical issues to consider. Current
practice across the UK does not facilitate effective
capture of anaesthetic gases, either post administration
or from waste/leakage in supply systems.4 Gas capture
technology has been deployed in Swedish hospitals
and, coupled with changes in clinical practices, has
proven to be highly effective in reducing emissions of
nitrous oxide by 75% based on 2002 levels.35 Adoption
of similar solutions in the UK may provide another
approach in reducing this impact of these agents.
Work from Alifia Chakera, a pharmacist based in NHS
Lothian, around identification of leakages of nitrous oxide
within hospital medical gas system revealed wastage of
around 1.5 million litres/year.36 The significance of these
findings prompted escalation of the issue nationally via
The Nitrous Oxide Mitigation Project.37 As of March 2021
13.7 million litres/year of nitrous oxide wastage from
piped gas supply systems across 16 separate hospital sites
has been identified.36 Clearly this level of wastage
contributes towards the environmental impact of medical
gases and is also a significant cost pressure to the NHS.
Improving the efficiency of supply systems should be
viewed as a priority and this project has clearly identified
the positive impact that pharmacy professionals can exert
in this area.

MDI’s
Historically MDI’s utilised liquified CFC propellant
gases as a vehicle to deliver inhaled pharmaceutical
agents until the early 1990s where the ozone depleting
impact of CFC’s was recognised.38 Hydrofluoroalkane
(HFA) propellant agents, which replaced CFC’s, do not
carry the same ozone depleting potential but have
been listed by the 2016 Montreal Protocol as chemicals
which carry a global warming potential and have
therefore been identified as chemicals whose usage
should be reduced.39
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NICE has recognised the environmental
impact of MDI’s and has encouraged
strategies to rationalise prescribing
and promote use of dry powder
inhalers (DPI), which have a lower
carbon footprint, where clinically
appropriate.40 Reviews of clinical
practice have identified the UK as
an outlier when compared to
continental Europe and Scandinavia
with a higher usage of MDI v DPI
devices, in Sweden approximately
90% of prescribed corticosteroid
inhalers were DPI’s v 20% in the UK.41
While it is clear that switching patients
to devices which they find to be less
effective, thereby increasing usage and
rates of exacerbations, is not beneficial to
disease management or the environment, a
national review of practice may prove beneficial
to reflect on the rationale around why the UK is an
outlier. To initiate this process NICE has produced
guidance to support healthcare professionals and
patients to identify inhaler devices which may be
beneficial to them during treatment review
discussions.42 To the authors knowledge, this guidance
is the first published in the UK to include explicit
information around the environmental impact of
treatment options. This new approach will arm
clinicians and patients with a more holistic overview
of treatment options and should be incorporated,
where possible, into all new published guidance.
Alongside facilitating treatment reviews, pharmacy
staff also have a role to play in the disposal of waste
inhalers. While there was wide spread disappointment
with the closure of the “complete the cycle
programme” run by GSK in September 2020, which
helped to reduce carbon dioxide emissions equivalent
to taking around 8600 cars off the road, a new scheme
is currently being piloted.43 The Take AIR scheme,
run by Chiesi, began in February 2021 and is currently
running in Leicestershire and Rutland. While this
scheme provides patients with a convenient method
of disposal of unwanted inhalers, via pre-paid
envelopes obtained from participating pharmacies,
there has been some disappointment in the number
of community pharmacies who have decided to
participate with only 141 out of the 227 who were
invited.44 If the NHS is to meet its net zero target then

the Take AIR, and similar schemes will need to be
greatly extended and will require greater engagement
from the pharmacy profession.

Education
To enable current and future healthcare professionals
to develop the skills which will be required to support
these measures, and ensure that they are embedded
into clinical practice in future, updates to current
training and education programmes will be required.
A number of organisations have already started work
on incorporating carbon reduction principles and
wider environmental awareness into existing
programmes and have plans to extend this further into
more courses across different healthcare
professions.45,46 The content of higher learning,
under/postgraduate pharmacy courses are likely to
require updates to upskill the pharmacy workforce to
meet the demands for more sustainable healthcare in
future. Addressing the issue of upskilling the current
workforce may present more of a challenge but
incorporating
learning
on
environmental
sustainability into CPD requirements may present one
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method of addressing this issue. There are a number
of free to access online training materials which would
support this learning, such as the e-learning for
health environmentally sustainable healthcare (ESH)
programme,47 and scope to develop further materials
in future.
To provide greater awareness of climate change and
signal an institutional commitment to strategies which
reduce carbon impact a number of healthcare
organisations, including UKCPA and the BMA have
published formal climate emergency declarations.48,49
The Royal Pharmaceutical Society has commissioned
The Pharmaceutical Journal to prioritise article
submissions around the environmental impact of
medicines and the role of pharmacy professionals to
support changes in practice under the banner of
“green pharmacy”50 and is considering further actions
following its national board meetings held in June
2021. In order to stimulate further action a number of
pharmacy staff from across the UK have formed
Pharmacy Declares, an organisation for climate
conscious pharmacy professionals to serve as a forum
to share ideas and practice updates.51 Pharmacy
Declares is open to all pharmacy staff and can be
contacted at pharmacydeclares@gmail.com or on
Twitter on @pharmacy declares.
Such is the weight placed on developing these skills
across healthcare professionals the Faculty of Medical
Leadership and Management (FMLM) has partnered
with the NHS to develop a funded fellowship scheme
to address the issue.52 The Chief Sustainability Officer’s
Clinical Fellow Scheme is open to all healthcare
professions, including pharmacy professionals, and
provides full salary funding for successful applicant to
develop the skills to effect changes in practice at an
organisational, national and international level.
Applications for the inaugural scheme closed in May
2021 with successful candidates due to undertake the
fellowship in September however interested parties
are free to register expressions of interest for next
year’s scheme from the FMLM website.

or minimise the environmental impact through
carbon offset scheme.53,54 This principle has already
been applied to medicines in Sweden where
pharmaceutical agents are graded based on the
potential environmental impact that they present.55
This information is made freely available to the public
with the belief that, as this database develops as more
medicines are assessed, market forces will move
medicines taking behaviours towards products which
have a lower environmental impact and may present
another approach which is useful to the NHS.

Conclusion
The ‘net zero’ report acknowledges the significant
carbon footprint of healthcare and details a range of
reduction measures. The NHS is the world’s first
healthcare system to commit to becoming carbon
neutral and the pharmacy profession must be
involved at the forefront of the changes in practice
which will be required to deliver this. It is imperative
that all healthcare professions implement the
recommendations outlined within the ‘net zero’
report and actively engage with the principles of
environmental sustainability as a core component of
service development. The profession of pharmacy is
well positioned to drive the changes which are
required and to identify and implement further
changes which will be required in future. To embed the
principles of sustainability the ‘net zero’ report
proposes that the NHS constitution is updated to
provide explicit guidance around the responsibility of
all NHS organisations and/or organisations which hold
an NHS service contract to commit to actions which
support carbon reduction.4 To match this commitment
pharmacy teams will need to extend the current remit
of our professional duties to medicines management
principles and engage with responsibility for all
aspects of medicines use, from development and
production through to disposal of medicines waste.
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As public interest in environmental issues increases,
many industries have adopted greater transparency
in the carbon footprint generated through specific
activities, it is now common place for aviation
companies to provide this information and offer
customers the option to either explore alternatives
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Abstract
Title: Reducing the environmental impact of respiratory medicines. Guidelines for healthcare professionals.
Author List: Walijewski LM
Background: It has been declared by both United Nations and World Health Organization that global
warming is a major threat to public health. Therefore, the carbon footprint caused by the healthcare system
in the United Kingdom has been planned to be reduced to zero by 2040. There are at least several
interventions at healthcare professionals’ disposal that may support the current NHS agenda to reduce its
carbon emissions.
Guidelines: There are several points to consider while facilitating a discussion about an environmental impact
of inhalers with patients. The most important being: good asthma or COPD symptoms control, education
about inhalers and their carbon footprint, safe disposal of the inhalers and possibility to change them to more
environmentally friendly alternatives, if clinically appropriate.
Keywords: Metered dose inhalers, dry powder inhalers, global warming, environmental impact, carbon
footprint, advice to patients and healthcare professionals.

Introduction
Global warming has been declared by United Nations
as a major threat to human existence.1 The emission
into the Earth’s atmosphere of gases such as: carbon
dioxide (CO2), nitrous oxide (N2O), ozone, methane,
water vapour and fluorinated gases has already
increased an average temperature of the surface by
1.18 degrees Celsius since the end of 19th century
mainly due to the human activity.2 Global climate
crisis is affecting many aspects of human existence.
Public health implications are particularly alarming,
as air and water pollution, draughts, leading to
increasing number of fires, prolonged pollen seasons
are only a few to mention. In fact in 2015 World
Health Organization declared global warming as the
greatest threat to public health in 21st century.3 Rather
ironically, it is estimated that healthcare is responsible
for 3-8% of all the greenhouse gases emitted.4 It
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should not come as a surprise that the National
Health Service announced in January 2019 its long
term plan followed in October 2020 by the Delivering
“Net Zero” NHS report detailing the roadmap to
reduce the carbon footprint of NHS to zero by 2040.5,6
Worth mentioning at this point is that medicines
account for 25% of all NHS emissions (20%-production,
transport, disposal of them, 3%-inhalers (at the point
of use), 2%-anaesthetic gases (also at the point of
use).6 Network Contract Directed Enhanced Service
stipulates that Structured Medication Reviews
should include discussions about environmental
impact of inhalers.7 To facilitate those discussions
the National Institute for Health and Care Excellence
(NICE) has developed the Asthma Patient Decision
Aid which also takes an environmental impact of
inhalers into consideration.8 One of the initiatives
focusing on overall environmental impact of
healthcare is Pharmacy Declares which supports all
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Recommendations
There are at least several things that healthcare
professionals and patients are able to do to reduce the
carbon footprint of the inhalers such as:
• reviewing patients symptoms and their inhalation
technique in line with clinical guidelines at each
visit. It is also a very good practice to check
patients’ smoking status, lifestyle (particularly
exercise) and body weight;
• using a spacer devices for MDIs to facilitate the
inhalation technique;
• when initiating a new inhaler, prescribing inhalers
with lower carbon footprint if appropriate (in
accordance with the local formulary);
• educating patients on the difference between
reliever and preventer inhalers as reducing the use
of MDI relievers will reduce the carbon footprint;
• prescribing or dispensing MDIs in smaller canisters,
if available (consult community pharmacist);
pharmaceutical organisations in developing solutions
with reduced environmental impact.9
The main reason why some of the inhalers are so
unfavourable in terms of their carbon footprint is
hydrofluorocarbons (HFC). They are chemically similar
to chlorofluorocarbons (CFC) responsible for ozone
layer degradation and they are used as propellants in
the inhalers that allow administration of the dose
and its deposition in lungs. The HFC propellant that
is the most commonly used is HFA-134a (1,1,1,2Tetrafluoroethane). It is estimated that HFA-134a
has a 100-year global warming potential 1300x higher
than CO2.10 HFA-227 is also used, although it is less
common, but it has a 2.5 fold higher carbon footprint
than HFA 134a.10 As an example, a single Ventolin®
Evohaler® inhaler containing 200 puffs (100 doses) and
containing HFA-134a as the propellant is estimated to
have a carbon footprint equivalent to 25 kg of CO2
which is similar to a car trip of 175 miles in an averagesized vehicle.11
It is important to remember that HFCs are only used in
metered dose inhalers (MDI) and breath-actuated
MDIs. They are not used in dry powder inhalers (DPI)
where dose is activated by sharp inhalation, soft mist
inhalers (SMI) or solutions for nebulisation.

• disposing of the inhalers properly (both empty and
unused). There are some recycling schemes
available in a few areas, so it is a good idea to check
locally. Manufacturers are also in the process of
developing the recycling services.
• prescribing a stronger dose (eg. beclometasone
200 mcg/actuation as one puff twice a day instead
of beclometasone 100mcg/actuation as two
puffs twice a day). Caution needs to be exercised,
however, as patient would not be able to step the
treatment down should they require to do so.
• using a combination inhaler, if appropriate, in place
of two separate ones;
• looking after the inhalers - using them until they are
empty, not losing them and ordering only if required;
• The biggest impact, however, will come from
switching the MDIs to DPIs. Not only do DPIs have
significantly lower carbon footprint but it has been
demonstrated that inhalation technique is better in
comparison to MDIs.12 In most formularies across
the UK there are dry powder equivalents of most of
the MDIs. It is estimated that as of May 2021 that
over 57% of all inhalers are prescribed as MDIs
(excluding salbutamol).13 If it is compared with
countries such as Sweden where less than 10% of
all inhalers are prescribed as MDIs14 and the fact
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that UK is still leading in the number of respiratory
diseases related deaths15 there is clearly a scope to
improve in that area.
• Patients should certainly not feel guilty if they need
to use the MDI. It is worth reminding those patients
that if their inhalers are used correctly and
symptoms are under control, it is still favourable
than poor control which may lead to increased
number of hospital admissions.
• referring patients that were prescribed a new inhaler
to the New Medicines Service provided by local
community pharmacies and educating them how
to use it correctly;
• educating and raising awareness among patients,
their carers and other healthcare professionals
about the environmental impact of MDIs.

It is, however, important to remember that any
changes of inhalers must be clinically appropriate
first, before taking any environmental impact into
consideration. Any decision about the change of
inhaler must be in line with current national and local
guidelines and within the licence of particular product.
Certainly, stopping use of the inhaler by patients is
also not recommended if that decision is only based
on carbon footprint concerns. It is important to
recognise that certain groups of patients such as very
young children and elderly or frail patients may not be
able to use DPIs as they require quick and sharp
inhalation of the dose.

Declaration of interests
The author has no interests to declare.

REFERENCES
1.

https://www.un.org/en/un75/climate-crisis-race-we-can-win [accessed: 08.08.2021]

2.

https://www.ncdc.noaa.gov/monitoring-references/faq/indicators.php#warming-climate [accessed: 08.08.2021]

3.

https://www.who.int/news/item/06-10-2015-who-calls-for-urgent-action-to-protect-health-from-climate-change-sign-the-call
[accessed: 08.08.2021]

4.

Chung, J.W.; Meltzer, D.O. Estimate of the carbon footprint of the US health care sector. J. Am. Med. Assoc. 2009;302:1970–1972.

5.

https://www.longtermplan.nhs.uk/ [accessed: 08.08.2021]

6.

https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2020/10/delivering-a-net-zero-national-health-service.pdf
[accessed: 08.08.2021]

7.

Network Contract Directed Enhanced Service, Contract specification 2021/22 - PCN Requirements and Entitlements. 01.03.2021
(available at: https://www.england.nhs.uk/wp-content/uploads/2021/03/B0431-network-contract-des-specification-pcnrequirements-and-entitlements-21-22.pdf [accessed: 08.08.2021]

8.

https://www.nice.org.uk/guidance/ng80/resources/inhalers-for-asthma-patient-decision-aid-pdf-6727144573 [accessed:
08.08.2021]

9.

Lyons T, Alexander A. Pharmacy Declares. Journal of Medicines Optimisation 2021;7(2): 51-52 (available at:
https://www.pharman.co.uk/journals/medicine-optimisation-journal/20/ ) [accessed:08.08.2021]

10. https://www.ghgprotocol.org/sites/default/files/ghgp/Global-Warming-Potential-Values%20%28Feb%2016%202016%29_1.pdf
[accessed 08.08.2021]
11. Wilkinson AJK, Braggins R, Steinbach I, et al. Costs of switching to low global warming potential inhalers. An economic and carbon
footprint analysis of NHS prescription data in England BMJ Open 2019;9 (available at:
https://bmjopen.bmj.com/content/9/10/e028763 ) [accessed: 08.08.2021]
12. Ramadan WH, Sarkis AT. Patterns of use of dry powder inhalers versus pressurized metered-dose inhalers devices in adult patients
with chronic obstructive pulmonary disease or asthma: An observational comparative study. Chron Respir Dis. 2017;14(3):309-320.
(available at: https://pubmed.ncbi.nlm.nih.gov/28774201/ ) [accessed: 08.08.2021]
13. https://openprescribing.net/measure/environmental_inhalers/national/england/ [accessed 07.08.2021]
14. Lavorini F, et al. Retail sales of inhalation devices in European countries: So much for a global policy. Respiratory Medicine,
2011;105(7):1099-1103. (available at: https://www.sciencedirect.com/science/article/pii/S0954611111001004 ) [accessed: 08.08.2021]
15. Salciccioli JD, Marshall DC, Shalhoub J, Maruthappu M, DeCarlo G, Chung KF et al. Respiratory disease mortality in the United
Kingdom compared with EU15+ countries in 1985-2015: observational study BMJ 2018; 363 (available at:
https://www.bmj.com/content/363/bmj.k4680 ) [accessed: 08.08.2021]

150

Journal of Pharmacy Management • Volume 37 • Issue 4 • October 2021

PM CONFERENCES IN 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.

20%
discount

PM Trainer, Allan Mackintosh has released his second book,

‘TEAM CHAMPION!’

and this can be secured through a 20% discount available to
all readers of The Journal of Pharmacy Management.
‘Team Champion!’ is a practical and pragmatic guide for all team managers, leaders,
and supervisors, who are looking to get the best out of their teams
and ensure their teams are high performance teams.
Full of practical examples from Allan’s 40 years’ experience of leading, working in,
and working with both sports teams and industry teams,
this easy to read and follow guide will allow you to
steer and guide your pharmacy teams to deliver excellence.

Go to: https://www.partnersteamdevelopment.com/teamchampion
and when asked to enter a Promo Code in the Cart area,
simply enter PHARMAN to claim your 20% discount oﬀ the normal cover price.
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Abstract
Title: Students’ opinion on the changes to the pharmacy curriculum from 4 to 5 years and the change from a
pre-registration year to a foundation year.
Author List: Maxwell E, Morrissey H, Ball P.
Introduction: The current initial education of pharmacists is changing from a four-year course followed by a
pre-registration year to a 5-year integrated course. A change like this has not previously occurred in the UK,
but Canada and Ireland have previously made similar changes and research was conducted. This means there
is no data concerning students' opinions about the changes in the UK, especially at this time, where the
changes are recently announced. Therefore, it was important to try to gain an understanding of what these
opinions are.
Aim: The aim of this study was to identify students' opinions and concerns with the proposed changes and
whether there is a pattern based on year of study within the group.
Rational and method: Following ethical approval, a survey was developed and distributed amongst the
current MPharm students at the University of Wolverhampton using an online survey. This included both
quantitative and qualitive questions.
Results: What was found was a clear lack of understanding and confusion amongst the cohort around
use ofwhat these changes mean in the long term for the profession but also for students on an
individual level. Also found was that many students believe the current curriculum doesn’t provide
students with enough clinical experience to be able to become independent prescribers, despite the
fact many of them intend to become independent prescribers and would be more likely to become
pharmacists had it been in place.
Conclusion: This study identifies a desire and a need to change the curriculum, but also a lack of
communication to students which could be addressed.

Introduction
Currently, in the UK, becoming a registered pharmacist
takes a minimum of 5 years. Four of those years are
spent at university obtaining a Master of Pharmacy
(MPharm) degree on an accredited course, and oneyear training in practice before sitting a final exam

(GPhC, 2020). However, this is set to change: in a joint
letter from the Chief Pharmaceutical Officers and UK
Pharmacy Regulators in July 2020, it was announced
that discussions by the General Pharmaceutical
Council (GPhC) had identified a need for change in the
pharmacy curriculum to reflect the rapidly evolving
roles pharmacists play in practice. This letter
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referenced the importance of a “continuum” of five
years of education and training (Rudkin et al., 2020).
This has been echoed in a joint letter on behalf of
Alan Ryan, Director of National Transformational
Programs, Health Education England and Richard
Cattell, Deputy Chief Pharmaceutical Officer, NHS
England and NHS improvement (2020), which presents
a similar need for the reform of pharmacy education.
It speaks again of the new services that pharmacists
are required to provide, and the additional training
that is required. It points to the initial education and
training currently in place, not being sufficient to
provide these services. This letter also states that the
Covid-19 pandemic and its effects on the current preregistration pharmacists provides an opportunity to
accelerate this reform.
This was supported by Health Education England
who released a review of the advancing pharmacy
education and training, addressing the need for
equipping pharmacists with appropriate clinical
experience in a range of areas, to better sustain the
NHS. This document outlined several principles
that the foundation year would build on, including
increased experiential learning, alignment with a
national curriculum and it would be appropriately and
sustainably funded at a range of levels (HEE, 2019). The
proposed reform, while not finalized, is to replace
the current pre-registration year with a one-year
foundation program to provide the 5th year of
education and training. From as early as summer 2021
this change is being introduced (HEE, 2019). At the
time of writing, these plans are not final and the
ambiguity regarding the funding has been noted by
the Pharmacy Schools Council who have raised
concerns about universities having to pay for the extra
expenses (Andalo, 2019) and contribute to learning in

practice places. Other issues include the students
losing the pre-registration salary while paying fees
for another year at university (Burns, 2019).
Other countries have used a similar system to the
current one used in the UK such as Australia (Marriot
et al., 2008), New Zealand (Careers,govt.nz, 2020),
Canada (CPhA, 2011) and Ireland (Strawbridge et al.,
2019). There have been similar changes already made
in Canada and the Republic of Ireland, who reformed
the curriculum as can be seen in table 1 below.
A PharmD is the clinical university degree program a
pharmacist must complete in America. The Canadian
programme closely mirrors the American; two years,
undergraduate coursework, followed by a four-year
professional degree program (Knoer, Eck and Lucas,
2016).
The changes proposed in the UK have a stark
difference from the changes made in Canada and
Ireland; the UK changes are aiming to provide future
students with the ability to independently prescribe
upon graduation (Rudkin and Patterson, 2020).
Currently in order for a pharmacist to become an
independent prescriber (IP) they must have been
registered and practising in a patient facing role for a
minimum of two years (GPhC, 2021). The changes to
the curriculum may allow pharmacists to become IPs
faster, and in a similar way to how nurses can become
prescribers. Previously, practising nurses needed to
have two or three years of experience to become a
prescriber, this has already changed in a similar way
to the proposed pharmacy changes.
The Nursing and Midwifery Council (2021) state that,
rather than having to have a set number of years'
experience, nurses trained under new standards must

Previous curriculum

New curriculum

Canada

Bachelor's degree comprised of 4 years
undergraduate education followed by oneyear pre-pharmacy education (CPhA, 2011).

Doctor of pharmacy degree consisting of
2 years of pre-pharmacy undergraduate
education followed by four years of
pharmacy education (CPhA, 2011).

Ireland

Four-year bachelor's degree followed by a
pre-registration year (Strawbridge et al.,
2019)

Integrated 5-year Master of Pharmacy
program (PSI, 2020)

Table 1: Comparison of the changes in curriculum between Canada and Ireland
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prove they are capable of safe and effective practice
at a level of proficiency appropriate to the programme
undertaken, and the intended area of prescribing
practice. This could be through CPD, training modules
and relevant experience.
Both nurses and pharmacists can only prescribe
within an area of expertise so while nurses could
possibly take only four years of education and training
to begin a prescribing course, current pharmacists
must undergo at least seven. This is a large difference,
and the pharmacy course is currently purely time
dependent, whereas the new nursing standards are
down to evidence of competence. This could be a
model that the pharmacy curriculum may follow,
although this has not been confirmed.
Examining the changes made to the Canadian
curriculum as outlined by the CPhA (2011), they
mandate a large increase in the number of practice
hours that students must undertake throughout
their course, provide a much greater emphasis on
experiential learning. This is designed to better tailor
the care pharmacists provide to the needs of the
Canadian healthcare system. The reasoning for the
changes is similar to the reasoning for the proposed
changes in the UK. The practice hours take place
over several placements throughout the course, and
each placement must be approved by a preceptor.
They suggest that by being passed by numerous
preceptors they are more likely to have a passing
grade than if they were passed by a single preceptor.
This is something that the current system in the UK
mostly lacks as a large majority of pre-registration
places are in a single setting with a single tutor
(Mulherin, Legal and Ijaz, 2016).
Ireland changed their requirements for pharmacist
registration from the four-year degree preceding a
pre-registration year, following concerns over the
pre-registration year having inadequate assessments,
lacking clear educational objectives and poor central
quality control. It was replaced by the National
Pharmacy Internship Program (NPIP). This was
designed to ensure new pharmacists would provide
services safely, professionally and effectively and
develop their knowledge and skills in a practice
environment with participants awarded a master's
degree (Strawbridge et al., 2019). Their aim was to
create a new integrated five-year MPharm program

and since September 2015, all new students starting
a pharmacist qualification in Ireland have been
undertaking a Master's degree programme while the
NPIP qualification concluded at the end of the
2018/2019 academic year (PSI, 2020). For some Irish
students this was not a welcome change, with over
500 students from 3 schools of pharmacy protesting
against the new degree (Paul, 2019). The main cause
for protest was due to the salary for completing a
pre-registration year being removed while the
additional fees for completing a Master’s degree had
been added on with fees, at the time, for the 5th year
being between €7500 and €8500 depending upon the
school of pharmacy (USI and PSA, 2019).
As the response in Ireland was not all positive, it could
be expected that similar reactions may occur in the
UK. Whilst it is a different country and a different
cohort of students there is the ambiguity around
funding that is cause for concern. There has been an
announcement to say that current MPharm students
will not have to pay additional fees and are still
going to be employed for the 5th year, but there is
still no clarification on where future students will
stand in regard to funding. It also remains the case that
a degree will still be awarded after 4 years (Rudkin and
Patterson, 2020). It would be interesting to see how
opinions differ between years of study and if this poses
more of a concern to newer students.
From June 2021, there will also be a common
registration assessment over the four countries in the
United Kingdom aiming to create a more uniform set
of standards that all pre-registration pharmacists
must pass regardless of where in the UK they are
from. This would improve the quality control of the
assessment, which was an issue that contributed to
Ireland’s change of the curriculum (GPhC, 2019).
Despite the adjustments in Canada’s curriculum to
more closely resemble America’s, and the changes to
Ireland’s curriculum, a recent study from Australia
(Pharmacy Board of Australia, 2020) found that while
feedback raised concerns over whether there were
inconsistencies in the way their curriculum was run, a
majority of interns and preceptors agreed that the
internship year provided them with the necessary
skills and knowledge to practice as competent and
independent pharmacists.
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Considering this curriculum more closely resembles
the current UK curriculum, this could mean that many
pre-registration students and their tutors are satisfied
with the level of experience and competency gained
during this year. Despite the apparent satisfaction with
the intern year, this report also found interns find
balancing full-time work and full-time study stressful,
this issue may not be as prominent where the practice
experience is gained during placements split over the
final years rather than in one year as is currently the
case in Ireland.

Methods and Design
While the main question being asked was broad - what
opinions do students have? - this needed to be derived
from several questions. Crucially, do the students
perceive this change as positive, negative or would it

make very little difference? Did the opinions differ
between the years of study depending on how much
they felt they might be affected by these changes?
How will it affect future pharmacists? Will it affect
potential students' likelihood to select this degree?
Would students have been more or less likely to pick
the course if the proposed changes had been in place
when they were choosing their degree?

Aim
The aim of this study was to develop an understanding
of pharmacy students' opinions on the proposed
changes to merge the pharmacy curriculum and the
pre-registration year and its impacts on those
undertaking the course.

Figure 1: Responses to rating questions
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Methods and Design

Results

This study was survey-based using closed and open
questions. The questions were developed after a literature
review of grey documents (reports or position statements)
and primary literature to understand the reasons for the
programme review and proposed changes.

Out of 350 students enrolled in the MPharm
programme, only 43 (12%) students participated.
The low response reflects that, owing to the Covid-19
pandemic lockdown preventing other types of
projects from proceeding, many more students
than usual were undertaking survey-type research
contemporaneously. There were 6 (14.3%) participants
from first year, 5 (11.9%) participants from second
year, 12 (28.6%) participants from third year and
19 (45.2%) participants from fourth year.

The Online Survey© builder, under university licence,
was used to develop the online survey including
the participants’ information sheet, and a link was
generated and distributed via public announcement
using the MPharm programme online learning platform
CANVAS™ amongst current pharmacy students, from
the first to the final year, inviting them to participate.
The only inclusion criterion was that the participants
were current students on the MPharm course. The main
obstacle to gathering data of a survey-based project is
that there are no in person events for the MPharm
course due to Covid-19 pandemic.
The data were collected over November and December
of 2020. The results from this survey were analysed
and reported to illustrate a picture of the student's
views. The data collected from the survey was collated
into a Microsoft® Excel™ spreadsheet for analysis. The
responses to each question were grouped by year to
determine themes and how opinions differ across years.
The qualitative data was thematically analysed to
facilitate comparisons between years.

Students were asked if they had heard of the
upcoming GPhC proposed changes to the MPharm
and pre-registration year; 38 (90.5%) participants
responded yes. Of those responding no, 3 were in year
1 and one was in year 3 of their studies.
The survey next asked participants to respond to five
questions using a scale from 1 (very detrimental) to 10
(very beneficial), the responses can be seen in figure 1 (all
participants) and figure 2 by year in the MPharm course.
Analysing the results on a year-by-year basis, it was
found that students’ main concern, was the loss of one
year pay whilst in addition gaining an extra year of fees
(Question 7). All students seemed to welcome the
concept of improving the clinical experience (question
3) and agreed to the changes would impact the current
student cohort (Question 6).

Q3: Compared to the current curriculum, how will the changes affect students clinical experience?
Q4: Compared to the current curriculum, how will the changes affect student's financial situation?
Q5: Compared to the current curriculum, how will the changes affect students work/life balance?
Q6: Compared to the current curriculum, how will the changes affect current students?
Q7: Compared to the current curriculum, how will the changes affect future students finance (their earning during the preregistration year and finance with additional year fees?

Figure 2: Mean scores by year in the MPharm course
Journal of Pharmacy Management • Volume 37 • Issue 4 • October 2021

157

When students were asked about their thoughts about
being able to independently prescribe as soon as they
graduated and registered, 26 (61.9%) of the participants
responded positively (66% of first year, 75% of second
years, 73% of third years and 53% of fourth years).
Asked to justify their choice; the responses can be seen
in table 2. Only 34 students left a written response.
Key themes identified across the years were that
students welcomed becoming IPs, providing that

the course is adjusted appropriately to prepare them
to do that. However, they also clearly expressed their
perception that the current curriculum does not
provide them with enough experience to facilitate this,
and the belief that not every pharmacist will need, or
want, to become an IP.
Asked if they would make the same decision again to
join an MPharm course if they had previously known
about the proposed changes, 30 (73.2%) of participants

Year

Yes

Positive
Codes

1

“It’s an important aspect in Pharmacy to be
able to prescribe”

Prescribing
is relevant
to
pharmacy
practice

“Yes, because students after registration
must be able to demonstrate that they have
the sufficient clinical knowledge and
experience in order to diagnose and
confidently prescribe the appropriate
medications according to NICE guidelines
etc.”

No

“The range of prescribing is so vast, many Prescribing
students do not know which sector or even
is not
interest they would choose upon
relevant to
registration. For example, somebody may
pharmacy
attain a pre-registration placement in
practice in
community, but go on to a role in Aseptic.
all settings
So, their initial prescribing experience may
not be relevant for following years”
“I think they shouldn't because mistakes are
easy to make and a mistake early in their
career could lead to them never being able
to prescribe again this is unfair as they are
new and are expected to make mistakes”

2

Prescribing
Prescribing “Because students are newly qualified,
“If the foundation year is going to be more
should
should be they should experience working as a
clinical based, then surly the students will
not be
have knowledge skills to be able to prescribe” integrated pharmacist in general before being able to
integrated
into
the
prescribe
as
prescribing
is
a
step
beyond
“Because I believe after registering you would
into the
have a lot of knowledge of not only medicines pharmacy what they've learnt so far and should take
pharmacy
undertime before this happens. And so, the
but also conditions so it only makes sense to
undergraduate
separate prescriber course should be kept
me that students should be allowed to
graduate
course
when
pharmacists
want
to
become
independently prescribe after registering”
course
prescribers in future”
“I believe that 5 years in pharmacy school is
enough to be a prescriber, given the clinical
courses are adjusted accordingly”

3

“I think that during the degree we are taught The balance “I think a certain degree of experience
The balance
between
many drugs, we do dispensing and we are
would be necessary for them to prescribe”
between
dispensing “I think students should be familiar with
aware of side effects, monitoring etc.”
dispensing
and
and
“The MPharm course should be changed so more
independent prescribing and choose to
prescribing
prescribing
clinical and face to face experience to enable
whether go into independent prescribing
is small and or not”
is great and
students to be comfortable around patients”
can be

“As community pharmacists are becoming less
integrated
desirable it is important to ensure that they have
as many skills and knowledge as possible”
“Because by the time we graduate we should be
able to diagnose and know what drug will be the
best option for them, we can basically do what a
doctor is doing”

Table 2: Qualitative responses when asked if students should be allowed
to prescribe immediately after registering.
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Negative
Codes
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cannot be
integrated

Year

Yes

Positive
Codes

No

Negative
Codes

3
“Yes, they have a sufficient amount of
(Cont.) knowledge”
“As you are aware of the signs and symptoms of
general problems that occur with people”
“I think if the student has undergone training as
part of their foundation programme to become
an IP then once they are registered they should
be able to practice this”
“A pharmacist is a specialist in medication and
understand how a medicine works, why and
any side effects that could occur. There is a less
likely chance of a patient being given the wrong
medication and optimisation could occur”
4

“It is an integral part of the job”
“They are qualified enough to write a
prescription, but should be trained first as
pre-reg for example”
“It is very valuable since the role of a
pharmacist is evolving to include more
responsibilities”
“Fourth years will have fresh clinical
knowledge and as long as the foundation
year presents with different scenarios that
will mimic pre-registration, I think I will
prove beneficial”
“I feel that while the knowledge is still fresh
and we still learning would be much better
now then later”
“Provided the changes implemented are
sufficient to equip students with the right
clinical and social skills to become
prescribers, I think becoming prescribers is
appropriate”
“As long as they receive the appropriate
training I don't see why not. As current
pharmacists have to do an additional course
for this anyway, so I think it will be beneficial
if it is integrated into their course”

Clinical
placement
is essential

“I think a certain level of experience is required Real world
that isn’t necessarily achieved until after fully
work
qualifying and working as a pharmacist”
experience
“Extensive experience would be required
before prescribing and the current MPharm
degree doesn't offer much placements”

not
placement
is essential

“Experienceismustbeforeprescribingindependently
because they are still learning and under training.
Therefore, I do not think it is better option”
“As much as I would like to say yes, my honest
answer is no. I believe after registering a
student still needs more experience,
especially those students who haven't had a
long-extended experience within the
pharmacy environment whether that is via
community or hospital, during their university
years, as these students have only gathered
experience truly via their pre reg. 2 years is
enough including pre reg, in order to be able
to independently prescribe in my opinion”
“Need more experience in dealing with
medicines”
“I feel like they don't have much experience”
“unless there isn't prescribing teaching within
the course then students will not be able to
prescribe straight away”
“I believe some experience is vital before being
able to prescribe. There are many things that can
only be learnt through practise and so teaching
straight away and then giving that prescribing
right without the students having had any actual
long-term experience is may not benefit them in
being able to correctly and effectively prescribe”
“Pharmacy students receive nowhere near
enough clinical training while at university.
Therefore, I would not be confident to
prescribe straightaway”

Table 2 (Continued): Qualitative responses when asked if students should be allowed
to prescribe immediately after registering.
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responded ‘yes.’ Only 17% of first years responded yes,
for years 2 and 3, 100% of students responded yes and
for year four, 68% of students responded yes. The
participants were then asked if they thought the
changes will impact them personally, now or in the
near future, 28 (66.7%) participants responded yes.
First year students were 50/50 split, where 100% of
second year, 64% of third years 63% of fourth year
said yes (Table 3).
The key themes identified included; concerns raised
by participants at all stages, that students qualifying

as an IP will have better employment prospects and
this could be detrimental to current students. Several
students also felt that they may be pushed into
becoming an IP, in order to keep up with the changes.
A few students stated it will affect them due to the
changes in the pre-registration year. Another theme
was that students felt confused or unsure about what
the changes will bring e.g. additional placements and
additional pressures. A final theme was from earlier
year students who noted that they were intending to
become IPs anyway.

Year in
the
course

Yes

Negative
Codes

No

1

“We will likely by the final year of students who do not have
an IP course included within the degree. This could hinder
job opportunities where employers may favour those with
an IP qualification”

Inequality,
disparity in
pharmacy
education
and job
opportun-

“I intend to do the course after
anyway”

“Getting placements, more studying”
“In terms of new pharmacists competing for a job with me
they could have an advantage”

ities

“if it not rolled out for the current students I will not the
beneficiary of the curriculum change”
2

“Finically as current per reg year students are
employed/paid. Better chance of employment if IP trained
and will not to have to wait 2 more years to become IP”
“Being a prescriber before you've yet to have certain
experiences working in pharmacy might be a bit
overwhelming”

Positive
Codes

Additional
training to
reduce
“My aims are to complete the
disparity in
MPharm and registration,
pharmacy
obtain experience within
education
clinical Pharmacy and then find
and job
a DMP and do the non-medical
opportunindependent prescribes course”
ities

Inequality,
disparity in
pharmacy
education
and job
opportun-

“Though I'm not a part of the year group that it'll take effect, ities and
financial
the fact that this is coming into place makes me want to get
burden due
addition qualifications i.e., do additional studies to become
to having to
an IP after having graduated as it shows that pharmacists
pay for IP
are becoming more value”
course
3

“It changes my knowledge and what I understood about
the current curriculum. Its more confusing”
“Job prospects. Finding a Pre Reg placement more difficult”
“I may have to follow previous rules, where experience is
required to become a prescriber and newer students would
not need to be experienced at all”
“Because I feel like I’m more than a pharmacist, if I am able
to prescribe it’s like I can apply my knowledge to
something”
“As it would cause changes for us when the course does
change”
“Foundation year will be more of a mix between learning
and working compared to pre-reg year which was mostly
about working in community or hospital”

Confusion,
inequality,
disparity in
pharmacy
education
and job
opportunities

“I wanted to become an IP
anyway so this works in my
favour”

Confusion,
no sufficient
communications
“I fail to see how it would affect

myself currently or in the future
as I would like to do an
independent prescribing course
in the future, however if it was
implemented in the current
MPharm course then it would
save me time I guess”
“I was going to get my IP
degree anyway”

Table 3: Qualitative responses when asked if the changes would affect them personally.
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Year in
the
course

Yes

“Those after me qualify as prescribers and are better
Confusion,
placed in the job market”
inequality,
“Not sure we don’t have enough information about
disparity in
what exactly is happening with this”
pharmacy
“I think it will oversaturate the prescribing roles unless
education
new ones are created This may bring down the pay rate”
and job
“It will make a bit harder for us because I cannot
opportunprescribe independently therefore, we might lose some
ities
opportunities”
“Students in lower years will have an advantage of
obtaining the IP before current 4th years”
“these changes will allow a faster pace of change in the
pharmacy sector no matter what stage you're at”
“I feel that future students will be in more demand as
pharmacist, as they can prescribe”
“Even though I was already planning to become a
prescriber myself, this will add the pressure to do it
sooner as I will have more competition when applying
for jobs as these younger pharmacists may have more
qualifications than me”
“Changes are proposed to take place starting
Spring/Summer 2021 which is the start date for our
pre-reg year”

4

No

Negative
Codes

Positive
Codes

“I believe these changes will
take place gradually”
“I don’t think it would”
“I don't think it will affect
registered pharmacists in
any way”

Confusion,
no
sufficient
communications

“I don't think it will impact
me personally as I am in 4th
year and I will be carrying out
pre-reg normally like the
previous years”

Table 3 (Continued): Qualitative responses when asked if the changes would affect them personally.
The final question was left open for students to note
any other concerns or questions they wanted to raise;
four students gave a response, three of those were first
year students, one was a fourth year (Table 4). The

main point is that they feel there is a lack of
information available to them about how these
changes will be implemented.

Year

Response

Positive
Codes

Negative
Codes

1

“Many pharmacists simply do not require an IP service. If you are working in sterile
services or on a generic hospital ward, there are many doctors to undertake the
prescribing. So you will be attending university for another year, with more debt, for
a qualification you can’t use. The increase of years may push potential pharmacy
students into medicine due to the closing of the study gap”
“Reducing the number of fee if they are adding an extra year”
“Financially, regarding funding for the course, SFE will have to be flexible and
accommodate the additional year of funding, alternatively an NHS or other body
bursary for fees etc must be arranged. As with everything, pharmacy too is evolving.
The old/traditional community Pharmacy model isn't working. There are a huge
shortage of health care professionals e.g., doctors, and services are being inundated
with high volume of visitors. They are unable to cope, a pharmacist with the integrated
clinical skills development within their degree will help address this issue, as they can
perform preliminary triage, take medical histories, order necessary tests, interpret said
tests, and prescribe medication or refer to appropriate primary care service or
alternative service depending on the acuity of the patients presenting symptoms”

The current
pharmacy
model is not
working

Qualifications will
not be used by all
graduate
Unreasonable
competition with
doctors.
Additional study
year without
actual benefit
Annual fees should
be reduced to
compensate for
the extra year
Fees support or
relief by NHS /HEE
should be in place

4

“More information is required about the foundation year such as what will
happen to the pre reg positions, how will IP will be implemented, is this a full
time foundation year course so we will studying or will it be split into working as
pre reg and as a student for the foundation year. Pay needs to be discussed too”

Confusion about
financial implications
and structure of the
foundation / IP
integrated year

Table 4: Final responses
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Discussion
The majority of students who completed the survey
were fourth year students. This could be because that
group had a greater interest in the topic. Most students
in third and fourth years of the MPharm thought that
the changes are going to improve future students’
clinical experience, where students in first and second
year perceived that there is sufficient clinical experience
in the current course. As the changes in Canada and
Ireland gave students more clinical experience, these
UK students believed the changes in the UK curriculum
will achieve similar outcomes. Students in their 3rd and
4th years thought that the pre-registration year changes
will not affect their finance where students from first
and second years felt that the changes will be
detrimental to the financial situation as they were
unsure about how this would be funded or whether it
would classed as unpaid placement.
Years 3 and 4 students did not think there will be a change
in students’ work-life balance. This could be because they
will finish the course and register before the changes take
place. Students in years 1 and 2 believed that the current
course workload is large and it will be even greater after
the changes, due to more placement and workplace
learning rather than being able to work on assignments
in their own time and having weekends off, which is
perceived to be rarely possible during pre-registration.
Concerning the impact of the changes on the current
students, all believed that they will be affected
because no current students are likely to be able to
become IPs immediately after they qualify. Fourth year
students agreed that there is a need for pharmacists
to become IPs and adjustments should be made in the
course to facilitate this.
There was a divide in opinions regarding the benefit of
the changes which could be due to a lack of
information disseminated to students from the GPhC
and Schools of Pharmacy.
First year students felt it unfair to give the newer
students an IP qualification that might lead to them
having more job opportunities and income advantages.
Fourth year students stated that they believe there
needs to be more clarification around what the
changes actually mean.
First year students felt it unfair to give the newer
students an IP qualification that might lead to them
having more job opportunities and income
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advantages. Fourth year students stated that they
believe there needs to be more clarification around
what the changes actually mean. First year students
raised the issue of funding, and how the extra year at
university would be paid for, one even saying that
Student Finance England would have to accommodate
the extra year, or another government body would
have to fund it. Another student in first year stated that
not all pharmacists’ roles require an IP qualification
and that students will be spending another year at
university with extra fees and debt for a qualification
they may never use. Therefore, despite the fact that all
fourth-year students had heard of these changes and
they clearly have an interest in them, they stated that
there is a deficit in information surrounding the funding
and pay that need to be disclosed by the GPhC. While
some very few universities started the five years
courses, it is very early years and the final years
curriculum, the clinical placement practicality and cost
are not yet put into test. Additionally, the outcome, the
new type of pharmacists graduated from the five year
course, the ability for the institutions to sustain
placements places, the affordability of the course to
students populations, are not yet evaluated.

Limitations
The study had some limitations imposed upon it by
the COVID-19 pandemic, where interviews and focus
groups were not permitted. The use of the online
survey limited the number of questions been asked
and the number of participants. The lack of
information accessible to the students regarding the
details of the changes limited how students
responded. Other factors that may have influenced the
students’ opinions is previous work experience within
the profession, as some students may have worked in
pharmacy before, some may already be technicians
and are advancing their career while others may have
never worked in pharmacy before. This could influence
how much they understood about the profession and
the roles of IPs, as well as how much information to
which they may have access.

Conclusion
The results from this survey suggest that students
mostly believe that having an IP qualification is
beneficial, although some disagree. Fourth year
students in particular did not believe that there is
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enough clinical experience on the current course and
that it does need adjusting. They also identified a
deficit in information surrounding how these changes
are going to be put into practice, how the course will
change, how will it be funded and what this means for
students and pharmacists alike.

Recommendations
• More information is required from the GPhC and

Health Education England (HEE), both to students
and to the universities and training sites.
• There needs to be more information also available to
pharmacists regarding how this change will affect them
and how the current workforce will be upskilled.
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Introducing the FIPWiSE toolkit for
positive practice environments for
women in science and education
Following the wonderful reception given to our special issue on Women’s Leadership in
pharmacy, we are pleased to welcome the FIPWiSE toolkit which the FIP has recently
launched. PM fully supports this excellent initiative.
You can see the toolkit here or via this QR code.
Dr Catherine Duggan, Co-editor of FIPWiSE toolkit, CEO of FIP, The Netherlands: “In our working lives,
the places we work are as important as the people we work with and the job itself. When an
environment is supportive, enabling and collaborative, we can all thrive. When an environment is
neither all, or is none of these things, we can deteriorate and our productivity, along with our wellbeing, can suffer. Since becoming FIP CEO in 2018, I have benefited hugely from working with CEOs from four other
health professions in WHPA and, upon reflection, even more so during the pandemic. The Positive Practice
Environment (PPE) programme became hugely relevant and essential as COVID progressed. Some very practical and
feasible lessons were initiated for us all, from understanding the strengths and weaknesses of the workplace, its
organisational climate and working conditions to celebrating success — from supporting effective strategies that
promote resilient and sustainable health systems to joining with others, raising awareness and building alliances to
make a change and to make a difference. It is so important we build on excellence and showcase the work of others
as we apply it to our own contexts- hence PPE for pharmaceutical workforce through FIPWiSE as a proof of concept.”
Prof Claire Thompson, Chair of FIPWiSE, Co-editor of FIPWiSE toolkit, CEO of Agility Life Sciences, UK:
“When we create safe, supportive work places for women, we create an environment in which
the entire workforce can thrive. Enabling and empowering women to achieve their fullest
potential in science and education will lead to better pharmaceutical research, pharmacists and,
ultimately, patient care.”
Nilhan Uzman, Programme lead for FIPWiSE, Co-editor of FIPWiSE toolkit, The Netherlands: “FIPWiSE
toolkit for positive practice environments for women in science and education provides tactics for
professionals, employers and policy-makers so they can become a part of the solution. Many tactics
we listed in the toolkit are also practised within our federation, FIP. Charity begins at home. FIP can
demonstrate a role model organisation to our partners and colleagues around the world in enabling positive
working environments for all.”
Dr Aysu Selçuk, Project coordinator, Co-editor of FIPWiSE toolkit, Turkey: “As a woman in education
and science, having the opportunity for professional development, empowerment and recognition
is crucial for my career aspirations. It improves my confidence, self-value, my career development
and job satisfaction overall. It also keeps me up to date with relevant information about my work.
I stand up for positive practice environments through provision of equal opportunity for professional development,
empowerment and recognition.”
Dr Özge Özer, Educational partnerships coordinator at FIP, Turkey: “When women are provided with
the opportunities that they deserve, society benefits from the results. Not all women get access to
opportunities. I always knew the woman that I wanted to be because I was fortunate enough to achieve
quality education and have supportive colleagues. But this shouldn't be a matter of luck, and it should
be a right that all women enjoy. FIPWiSE toolkit will enable positive practice for all, by leaving no one behind.”
Alison Etukakpan, Contributor to FIPWiSE toolkit, Educational partnerships coordinator at FIP,
Nigeria: “As a woman in education and also a new mother, having a safe and supportive work
environment is critical to my mental health and work life balance. It improves my productivity which
empowers my confidence in all areas of life. As one of the authors of the FIPWiSE toolkit, I stand up
for positive practice environments for women in pharmaceutical science and pharmacy education.”
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A regular webinar programme from PM to share skills
and learnings to enhance the future for pharmacy.
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Date and Time

Topics

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

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
10.00am – 11.45am

How to deliver good presentations – PM Consultancy Trainer
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
10.00am – 11.45am

Project planning and ensuring delivery – PM Consultancy Trainer
Respiratory medicine update.
Minesh Parbat, Chief Pharmacist, NHS North Solihull Collaborative
Primary Care Networks
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SPONSORED ARTICLE
This article was funded by Desitin Pharma Ltd who had no input into its content.
The guidance that follows this article has been produced by a Pharman Limited reference group involving the
input of a number of senior pharmacists involved in the treatment of epilepsy. The workshop was funded via a
sponsorship from Desitin Pharma who had no involvement in the production or development of the guidance.

Sodium Valproate – why it is an ideal
candidate for a medication review
Joela Mathews, MRPharmS, Lead Neuropharmacist, Barts Health NHS Trust; Education and Curricula
Lead, United Kingdom Clinical Pharmacy Association (UKCPA) Neurosciences Group.

Introduction
Sodium valproate has been used for nearly 55 years
(Pinder RM, 1977 Feb), and was known to have a
broad spectrum of anticonvulsant activity. In this time
it was first marketed and licensed as an antiepileptic
(Löscher, W, 2002), used worldwide as one of the
most widely used anti-epileptic drugs (AEDs) in the
treatment of generalised and partial seizures in
adults and children.

pregnancy outcomes and the risk of developmental
disorders, but this did not reduce the prescribing of
valproate to women of child bearing age, with data
showing that pregnancies continued to be exposed
to valproate medicines. More shockingly, is that a
survey of epilepsy patients found that 20% of women
taking valproate were not aware of the risks in
pregnancy (Action., 2017).

The suggested mode of action, over five decades ago,
was through mediation of effects on the function of
brain γ-aminobutyric acid (GABA). It is now known
that there is no single mechanism of action that
explains all of the numerous activity in epilepsy and
other brain diseases. The pharmacological effects
include increasing the γ-aminobutyric acid (GABA)ergic transmission, reduced release and/or effects of
excitatory amino acids, blockade of voltage gated
sodium channels and modulation of dopaminergic
and serotinergic transmission. The effect of sodium
valproate on numerous pathways within the brain has
led to use, not only in epilepsy, but also in bipolar
disorder and to prevent migraine (unlicensed but
widespread use).

In 2018, the MHRA changed the licence for all sodium
valproate medicines, meaning that it could no longer
be prescribed to women or girls of childbearing
potential unless they are on the Pregnancy Prevention
Programme (PPP). The guidance issued stated that
healthcare professionals who seek to prescribe to
their female patients must make sure they are enrolled
in the PPP. This includes the completion of a signed
risk acknowledgement form when their treatment is
reviewed by a specialist, at least annually. This was
accompanied by changes from the manufacturers
supporting smaller pack sizes to encourage monthly
prescribing and a pictogram/warning image on the
containers. ( https://www.gov.uk/guidance/valproateuse-by-women-and-girls#valproate-registry
access August 2018).

It is the long history of use of sodium valproate that
has led to finding that children born to women taking
sodium valproate during pregnancy are at significant
risk of harm, with up to 40% of babies being at risk of
developmental disorders, and approximately 10% at
risk of birth defects (compared to a background risk
of 3%). In 2017 and 2018, the MHRA issued drug
safety updates to highlight the risk of abnormal

In practice, this guidance is much harder to implement
with prescribing crossing primary care, secondary
and tertiary services, and many primary care
colleagues nervous about switching therapy without
specialist advice from neurology or psychiatry
specialists. Despite many NHS trusts having
electronic prescribing, this often does not allow for
quickly searching records for all patients where
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recommendations for the GP to prescribe sodium
valproate exist. Therefore, there is a hidden population
of females on sodium valproate who are only known
to the specialist service when the GP refers them
back into the service. This is where pharmacy has
an important role. Anyone dispensing and giving
out sodium valproate to a patient (or their carer),
can check that the patient has had the appropriate
counselling and is enrolled in the Pregnancy Prevention
Programme as appropriate. The opportunity for a
medication review of the sodium valproate medication
should not be missed:
• For patients taking sodium valproate for seizure
control: Is sodium valproate controlling the seizures
or contributing to a lessening of seizure frequency/
intensity at the current dose?
• If no
o Consider the following:
• Is adherence a contributing factor?
• Is the choice of formulation of sodium
valproate appropriate to improve adherence
and bioavailability?
• Alternative anticonvulsant / withdrawing the
sodium valproate and referral to a specialist
The range of solid formulations in both plain release
and modified release has grown. The tablet sizes range
from 8mm to 17mm, with prolonged release granules
being available with each granule being less than
2mm. (See Table One, Sodium Valproate Formulation

Guidance below). The range of formulations available
should be discussed with patients who struggle with
compliance as for some patients it is the formulation
and dosage regimen changes that may improve
compliance and allow for medication optimisation. The
discussion of formulations with patients and the wider
multi-disciplinary team utilises the skill set of
pharmacists and improves the link between
professionals in improving the outcomes for the patient.
In the population of patients taking sodium valproate,
there is a subset of patients who are taking complicated
medication regimens and the size of solid dosage forms
may mean that the medication is not always taken as
intended. The use of granules may give the advantage
that liquid preparations offer, in being easy to swallow,
whilst having the advantage of prolonged release
tablets in having a simpler dosage regimen. This is of
added advantage to patients who are neurodiverse and
may be struggling in having a full understanding of the
benefit of compliance which sodium valproate offers.
REFERENCES
Action., E. (2017). Almost one-fifth of women taking sodium
valproate for epilepsy still not aware of risks in pregnancy,
survey shows. Accesssed August 2021.
Pinder RM, B. R. (1977 Feb). Sodium valproate: a review of its
pharmacological properties and therapeutic efficacy in epilepsy.
Drugs, 13 (2): 81-123.
Löscher, W. (2002). Basic Pharmacology of valproate: a review
after 35 years of clinical use for the treatment of epilepsy. CNS
Drugs, 16(10):669-94.
https://www.gov.uk/guidance/valproate-use-by-women-andgirls#valproate-registry - access August 2018

TABLE ONE
Sodium Valproate Formulation Guidance

Sodium Valproate Formulation Optimisation Guidance
In 2018, MHRA guidance was issued strengthening the regulatory position on valproate medicines. Valproate
must no longer be prescribed for any woman or girl able to have children unless she has a pregnancy
prevention programme in place. This is to ensure that patients were fully aware of the risks and the need to
avoid becoming pregnant whilst on valproate. Full details of the prevent programme are available at:
https://www.gov.uk/guidance/valproate-use-by-women-and-girls#background
As it is important that patients do not stop taking valproate without medical consultation, there is an
opportunity at this point to ensure that the valproate is fully optimised for the individual including that the
formulation is the most appropriate.
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This guide is intended to aid healthcare professionals in selecting the most appropriate valproate formulation
once it has been decided that sodium valproate is the most appropriate therapy (it is one step in a proposed
full epilepsy medication review guidance which is phase 2 of this project).

Background to formulation choice of valproate
Each of the numerous formulations of sodium valproate may have a beneficial effect with certain patient
profiles. The aim of the guidance below is to inform the reader of the formulations and the patient type that
may benefit most from each formulation type. While there is understandable reluctance to change a patient’s
prescription, it should be borne in mind that some of these options may not have been available to the
original prescriber, who might have made a different selection if they had been. This document is intended
to be for information and guidance only.

Patient Profiles & Optimised Formulation
It is suggested that patients in the relevant groups may benefit most from the formulations marked with a dot.

Relative Cost Comparison Chart

Episenta®▼ (sodium valproate) Abbreviated Prescribing Information
Job Code - UK/EP/0113

Date of Preparation – January 2022
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MANAGEMENT CONUNDRUM
In our last issue we posed the conundrum below and invited readers’ comments.
It was very clear from these that this was a question that had occurred to our
readers, and for which they would very much like an answer.

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?

Commentary
Answered by Ben Garner,
NHS Leeds CCG/Leeds GP Confederation
In some respects the work of a CCG pharmacist in
recent years will be very similar to the work done by

PCN pharmacists – many CCG pharmacy teams have
undertaken medication reviews in care homes for
instance, or reviewed medicines in practice as part of
medicines safety audits which are two areas of work
now in the scope of PCN pharmacy teams through the
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Structured Medication Review & Medicines Optimisation
Service Specification of the Network Directed Enhanced
Service (DES), and the Investment and Impact
Fund (IIF).
Ayesha may have a team of PCN pharmacists and
pharmacy technicians around her, as they are funded
through the NHS England ARRS scheme and most
PCNs have taken advantage of this funding through
much expanded pharmacy teams. In her new role is a
senior PCN pharmacist Ayesha will likely have line
management responsibilities for this team too.
Compared to her CCG team, this is likely to cover a
smaller footprint in the PCN with more pharmacy
resource per head of population.

CCG, and in the near future ICS, pharmacy teams will
still have a place especially on formulary, guideline
and pathway development but with the input of
PCN as well as hospital and other provider pharmacy
teams in matrix working – utilising the skills of the
workforce wherever their usual place of work. Further
supporting PCN colleagues will also be an important
aspect of ICS pharmacy work, such as with workforce
strategy and development.

This could create capacity for spending some time
sharing best practice in the PCN, creating efficiencies
for the whole GP workforce from GPs to admin and
reception staff – something many CCG teams did not
have the luxury of.
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LEADERSHIP

Listen!
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.

“Most people do not listen with the
intent to understand; they listen with
the intent to reply.”

where there are the additional complexities of
unfamiliar technologies with a reduction in some of
the physical clues and body language we have
previously relied on.

Dr. Stephen R. Covey

Firstly, consider what listening is.

You are attending a meeting in a town you are not
familiar with. Your SatNav has got you most of the way
there, but as you get near the town centre the traffic
starts to build up, there are pedestrians everywhere
and traffic lights to negotiate. You know the building
is around here somewhere, so to help you find it, you
TURN DOWN THE RADIO!

The Wikipedia definition is “To listen is to give
attention to sound or action. When listening, one is
hearing what others are saying, and trying to understand
what it means. The act of listening involves complex
affective, cognitive, and behavioural processes.”

For all healthcare professionals, listening is a key
skill, understanding what a patient is experiencing
is often fundamental to being able to help them.
However, this can be happening in a busy, noisy, and
time-limited interaction. Additionally, we have all
needed to adapt to virtual consultations and meetings

By contrast, hearing is simply “the faculty of perceiving
sounds”.
In this article, we will look at what constitutes good
listening and the steps you can take to be a more
effective listener. This is NOT about how effectively
you use your ears.

Levels of Listening
Listening 1
From Habits
Listening 2
From Outside
Listening 3
From Within
Listening 4
From Source

Downloading

Recomfirming

Factual

Disconfirming

Empathic

Understanding

Generative

Connecting
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listening for it. Often, what they are not telling you
is as important as what they are.
Put simply, Levels 1 and 2 listening are about
you, Levels 3 and 4 are about them.

The Right Environment
Research shows we can only mentally attend
to 5-6 things at any one time. If you are hearing
the words, seeing how the patient is holding
themselves, empathising with their feelings
AND figuring out what is going on for them, you
are not leaving much room for distraction.
While you will of course be mindful of being out of
earshot of others for patient confidentiality, consider
what other distractions can get in the way. Is there
background music, people walking around, those
papers in your hand reminding you of what you need
to do next? Is your attention on the person in front
of you, or on the things going on around you?
To understand the model, consider the experience
when my friend Gavin phones to tell me what a great
round of golf he has had.
If I were using the different levels of listening it would
look like this Level 1 - Here we go again, Gavin telling me how
brilliant he is.
Level 2 - Interesting, an even better score than last time.
Level 3 - Gavin is clearly really proud of his game today
and I am happy for him.
Level 4 - It’s great to hear Gavin has done well, I
wonder what need it is satisfying in him to share his
good score with me?
When somebody is talking, it is easy to notice the
facts, things you find familiar or unfamiliar, listening
at level 1 and 2.
More of a challenge is understanding their experience
and to connect with their concerns and challenges.
The patient who includes a seemingly irrelevant detail,
a pause and sigh before speaking, or a colleague who
doesn’t quite answer the question you have asked,
are all giving you additional information, if you are
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Time pressure must be considered as part of creating
the right environment. Be reassured, both you and
your patient will get far more from one minute of good
listening than you will from five minutes while either
of you are distracted. If you cannot commit to the
conversation now, make an appointment for when
you can.
In much the same way we will turn down the radio
when trying to find somewhere when driving, what
distractions can you turn down when finding what
your patient needs?

Listening Effectively
The key to Level 3 and Level 4 listening is reserving
your urge to solve problems, your opinions and your
judgement until you REALLY understand what is
going on, to allow yourself to be immersed in the
conversation- listening with the intent to understand,
not to reply.
Demonstrating you are engaged may be as small as
nodding and smiling. A powerful technique is to
repeat back some of the patient’s own words - not to
paraphrase but repeating exactly what you have
heard.
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Part of listening effectively is asking excellent
questions. Often you will be given a number of
different pieces of information, some of it seeming
irrelevant but all of it important to the person who is
telling you. A brilliant, time saving question to cut to
what is important is to ask, “What’s the real problem
here for you?”
If you are listening effectively and notice you are
getting incomplete information, or get the sense the
person speaking is leaving something out, it’s time for

the AWE question. The AWE question is simply to ask,
“And What Else?”. It is powerful because it gives
permission to speak and fill in the gaps.
A former colleague once joyfully proclaimed that the
most important thing she had learned in her role was
“To ask a question, then SHUT UP and listen to the
answer.” At its core, great listening is no more
complicated than that- creating the right environment
so you can truly give attention to what is being
communicated.

Listening Top Tips
1. Limit distractions so you can commit to the conversation.
2. Take time or make an appointment so you have time.
3. Repeat words to check understanding.
4. Ask questions to make sure you are dealing with the real issue.
5. Use the AWE question- And What Else?
Dave Cosgrove BSc Hons
3bridgescoaching@gmail.com
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AFTERWORD
Graham Brack, Editor
I attended a training course recently that has set me
thinking. One of the sessions concerned epistemology,
which I would define as the study of how we
obtain knowledge. What is fact, and what is opinion?
The lecturer is a very experienced university professor
whose original study was in the field of anthropology,
but who now spends most of his time researching
how we research; and if that sounds a bit circular, it is
nonetheless an important subject.
The audience came from a range of backgrounds with
very different expectations of research. He began by
looking at medical research and explained the concept
of randomised clinical trials, the method by which
healthcare likes to determine what it knows.
Of course, readers here are likely to regard RCTs as the
gold standard of knowledge validation. A good RCT
settles whatever matter we are discussing. The trouble
is that there are not too many good RCTs, and while
the limitations of RCTs are well-known to many of us,
they do not appear to have been understood too
well by politicians and other policy makers.
For example, they rest on a very arbitrary idea that if
something is 95% unlikely to have arisen by chance,
we can take it that the conclusion is sound. A
moment’s thought tells us it should not surprise us
if 1 in 20 of those conclusions is actually unsound.
Let me give an example. I worked years ago for a
pharmaceutical company. We were contacted by a
doctor who had data showing that one of our drugs
could enhance foetal lung maturation. He kindly
shared his data, and it certainly seemed that way;
the only snag was that nobody in our medical
research team could think of any mechanism that
would allow this to happen. As it happened, nobody
ever reproduced that finding, so it seems it was a
fluke, but it was a 97.5% unlikely fluke!

some disciplines cannot use RCTs because, for
example, it would be unethical to take children from
their parents to see how they develop.
We know this, and act upon it. Consensus statements,
which are actually collected opinions, still carry
some weight in the absence of an RCT. However, the
more limiting aspect of RCTs is that in order to be
definite about our findings, we have to eliminate
confounding factors, which means, in effect, that
people in trials can only have one thing wrong with
them; and that in turn means that the people in
clinical trials are not the patients we commonly see
every day. RCTs will often produce an effect greater
than we will see in practice because the medicines
are used on patients who are different to those we
see every day.
This recognition is driving an interest in real world data
derived from big datasets. If, for instance, we
interrogate the practice records for 50,000 patients
receiving a class of drugs we may find knowledge of
how effective they are in the real world. It is a different
way of getting it, but it is still gaining knowledge.
I have no doubt that many readers are saying “But
hang on – we’ve never relied only on RCTs. There
are observational studies, cohort studies and so on.”
That is absolutely true. If there is a problem, it is that
too many of us have forgotten the strengths and
weaknesses of anything other than randomised
controlled trials. They are important to the acquisition
of knowledge, but they are not everything.

The lecturer remarked that while the importance of
RCTs was clear to the health professions, there were
many other ways of obtaining knowledge. Indeed,
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