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Abstract

Pharmacist supplementary prescribing was first suggested in the Crown Report in 1999, subject
to the satisfactory completion of an accredited training course. The aim of this study was to
conduct research on the training, implementation and development of pharmacist supplementary

prescribing in the principality since training courses were established in 2004.

A number of stages were carried out within a case study approach which included semi-
structured interviews, non-participant observation and the diary:diary follow-up interview
method. Seven pharmacists from the first and seven from the second cohorts were recruited from

three higher education institutions via their course leaders (gatekeepers).

The participants were supportive of the expanding role of pharmacists, which was to be practised
in primary and secondary care for conditions such as mental health and hypertension. The role
was thought to benefit patient care, utilise the pharmacist’s knowledge to a greater extent and a
‘stepping stone’ to independent prescribing. Barriers to implementation were identified such as
funding, time and access to patient medical records. The pharmacists also believed that the
working relationship with their independent prescriber had improved such as an increased input
into patient care and treatment decisions. Suggestions were provided to improve the training
programmes; such as more training on aspects such as consultation and monitoring skills. Each
pharmacist believed that the time and commitment to undertake such a course was great but
worthwhile to extend practice. Three of the pharmacists had started prescribing by the end of this
study.

Supplementary prescribing has already been implemented in a number of settings, will benefit
patient care and empower pharmacists to take ownership of their prescribing decisions.
Independent prescribing by pharmacists has also been approved from spring 2006. These are

exciting times for pharmacy with the pharmacists in this study pioneering the new role in Wales.
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Chapter One — General introduction

1.1 The historical development of supplementary prescribing

Supplementary prescribing (initially known as dependent prescribing) was suggested in the
‘Review of Prescribing, Supply and Administration of Medicines’ (Department of Health (DoH),
1999), a report commissioned by the DoH. The review team was chaired by Dr June Crown and
hence was known as the Crown Report. This was the second and final report, the first being
published in 1998 which concentrated on the supply and administration of medicines via Group
Protocols (DoH, 1998).

The aim of the second Crown Report was to identify where health care professionals (HCPs)
could undertake additional roles with respect to the prescribing, supply and administration of
medicines. The review stated clearly that any recommended changes to existing roles must at the
least maintain patient safety, be beneficial to patient care and cost effective (DoH, 1999). The
Crown Report defines prescribing in the same way as the Medicines Act 1968 as ‘ordering in
writing the supply of a prescription only medicine for a named patient’ and to ‘authorise by
means of an National Health Service (NHS) prescription the supply of any medicine (not just
prescription only medicines) at public expense’ and ‘to advise a patient on suitable care or

medication including medicine which may be purchased over-the-counter’ (p11).

Traditionally the only professionals who could prescribe medicines for human use were doctors
and dentists. Nurse prescribing was first suggested in a DoH report in 1986 (DOH and Social
Security, 1986), known as the Cumberlege Report. An advisory group working in 1989 then
recommended that nurses working in the community (district nurses and health visitors) could
prescribe from a limited formulary (DoH, 1989). Limited formulary nurse prescribing was first
introduced in eight pilot sites in 1994 and then put into practice nationally in 1998 in England.
Since that time extended formulary nurse prescribing was introduced in 2002. Both the limited
and extended nurse prescribers’ formulary are published monthly in the Drug Tariff (Drug
Tariff, 2005a; 2005b) and bi-annually in the British National Formulary (BNF) (British Medical
Association and Royal Pharmaceutical Society of Great Britain, 2005). The extended nurse
prescribers’ role has since been extended further, including being able to prescribe any licensed

medicine for any condition, which also includes some controlled drugs (MHRA and DoH,

2005a; DoH 2006).



In 2003 there were approximately 21,700 nurses in England trained to prescribe from the Nurse
Prescribers Formulary and 400 from the Nurse Prescribers Extended Formulary. However, in
October 2002 the number of actively prescribing nurses in England was 11,100 (Granby, 2003).
Many reasons have been provided concerning this shortfall including that service need was not
considered when identifying the nurses to be trained. Nurses were therefore trained who were not
working in an environment where their prescribing qualification would be put to use (Granby,
2003).

In the long-established relationship between the health professions, doctors assessed and
diagnosed the patients’ complaint and, if appropriate, prescribed a medication. A pharmacist then
dispensed the prescription and the nurse supplied or administered the medication. However, the
Crown Report stated that the traditional relationship between a doctor, nurse and a pharmacist no
longer ‘fully reflects the needs of modern clinical practice’ (DoH, 1999 p18). Some nurses have
already undertaken a prescribing role, a number of doctors dispense as well as prescribe and
pharmacists are able to ‘prescribe’ increasing numbers of pharmacy medicines. In addition,
patients are now more involved in their care; the time of the passive, all accepting patient has
passed with patients’ knowledge of their conditions increasing and with the advent of
concordance (DoH, 1999; DoH 2001). There is an increasing number of patients with long term
chronic conditions in the United Kingdom and the expert patient plan aims to encourage and

empower these patients to self manage their illness to a certain degree (DoH, 2001).

The Crown Report recommended that the right to prescribe should be extended to an increasing
number of HCPs other than those allowed at the time of the report (doctors, dentists and nurses).
However, prescribing should be limited to certain therapeutic areas based on the competence of
the HCP. There should also be a distinction between two types of prescriber — an independent
and a supplementary prescriber (SP). The independent prescriber (IP), at present are doctors and
dentists who are responsible for the diagnosis of the patient’s condition (Medicines Control
Agency (MCA) and DoH, 2002). Following diagnosis, the SP can then take over responsibility
for the clinical care of the patient. Pharmacists were included in the early candidate list for
supplementary prescribing in the Crown Report, specifically pharmacists in specialist areas and

pharmacists who conduct medication reviews (DoH, 1999).

Following publication of the Crown Report a consultation document on supplementary

prescribing was published jointly by the DoH and the Medicines Control Agency (MCA, now



the Medicines and Healthcare products Regulatory Agency (MHRA)) in April 2002 (MCA and
DoH, 2002). The then Health Minister, Lord Hunt, announced the proposal on the same day
stating that ‘pharmacists are an untapped resource for the NHS’ (DoH, 2002a). This consultation
paper was known as the MLX 284 document. The aim was to have wide consultation with the
medical, nursing and pharmacy professions on the proposed amendments to the Prescription
Only Medicines (Human Use) Order 1997 to allow SPs to prescribe POMs and on the general

issues of supplementary prescribing.

Supplementary prescribing was initially ‘offered’ to registered pharmacists, registered nurses and
registered midwives and was to only be implemented where there is a benefit to the patient and
NHS (MCA and DoH, 2002). The consultation document MLX 284 listed the responsibilities
that the IP and SP must undertake. Of the 765 responses received on the proposals set out in
MLX 284, 678 were supportive of supplementary prescribing. There were 78 objections and nine
had no comments either way (MCA, 2002). Comments were received from medical, nursing and
pharmacy bodies among others including support from the Royal Pharmaceutical Society of
Great Britain (RPSGB) (MCA, 2002). On the 21* of November 2002 it was announced by the
former Health Minister Lord Hunt that supplementary prescribing would go ahead (DoH,
2002b).

In order for prescribing rights to be extended, amendments were required in primary legislation.
The Health and Social Care Act 2001 (section 63) in England was therefore amended in order to
assign new types of prescribers in certain circumstances (HMSO, 2001) as was the Medicines
Act 1968. Amendments to NHS regulations are devolved to each country in the United Kingdom
therefore in Wales this was the responsibility of the Welsh Assembly Government (WAG). An
amendment was also required to the Prescription Only Medicines (Human Use) Order 1997 (the
POM Order) (HMSO, 2003a) in order for POMs to be prescribed by a SP, to the Medicines (Sale
or Supply) Regulations 2003 (HMSO, 2003b) and to NHS regulations (HMSO, 2003c; 2003d).
Supplementary prescribing was made legal on 4" of April 2003.

The definition of supplementary prescribing is :-
‘a voluntary partnership between the independent prescriber and a
supplementary prescriber, to implement an agreed patient-specific clinical

management plan (CMP) with the patient’s agreement’ (RPSGB, 2002a).



A CMP, which is central to the supplementary prescribing model, must be produced as an
agreement between the three parties, the IP, the SP and the patient. A partnership must therefore
be formed between the IP and SP. This partnership is voluntary with each individual being
accountable for their professional actions. The plan, which is patient-specific and condition-
specific, documents the responsibility of the SP and includes the patient’s name, the condition
that is to be managed, patient specific information for example medication allergies, medicines
that may be prescribed, the medicines that may be stopped or have their doses adjusted and in
what circumstances, when the patient should be referred back to the IP, the date when care was
passed over to a SP and when a clinical review with the IP should take place (no longer than
every 12 months) (RPSGB, 2004a; DoH 2005a). The CMP can be written or be in an electronic
format which should then be entered in patient notes. It is also essential that shared patient
medication records are in place for the IP and SP to use and record their actions (Mullan, 2003).
Templates of the CMP are available from the DoH (DoH, 2005a). Examples of templates are
also available to guide their production, for example at Drug Info Zone (2005). Template patient
information leaflets have also been produced by the College of Pharmacy Practice (Faculty of
Prescribing and Medicines Management, 2003) and the WAG (WAG, 2004a) as a guide of what

information should be provided to patients.

The patients most likely to benefit from supplementary prescribing are those that have non-acute
medical conditions such as asthma, diabetes and coronary heart disease (MCA and DoH, 2002).
The majority of medicines will also be available for SPs to prescribe. Medicines include black
triangle drugs (these are medicines that are monitored closely by the Committee on safety of
Medicines and Medicines Control Agency) and medicines deemed “less suitable for prescribing”
by the British National Formulary. Initial exceptions to supplementary prescribing included
Controlled Drugs and those without a product licence (unless they are part of a clinical trial and
have a clinical trial certificate or exemption or if they were for paediatric use) (MCA and DoH,
2002). However, a consultation document was proposed an amendment to the Misuse of Drugs
Regulations 2001 in order to allow SPs to prescribe Controlled Drugs (except for those in
Schedule One) (Anon, 2003a). The consultation was published in July 2003 by the Home Office
and lasted until mid September 2003 (Home Office, 2003). A consultation was also published in
December 2003 on the ‘Use of unlicensed medicines, reformulation of licensed products and
preparations made from active pharmaceutical ingredients and excipients’ by supplementary
prescribers (MHRA and DoH, 2003). The necessary amendments to allow SPs to prescribe both
unlicensed medicines and Controlled Drugs came into effect on the 14™ of April 2005 (DoH,

2005b).



1.2 Predicted benefits of supplementary prescribing
Supplementary prescribing was one strategy employed by the Government to modernise the
NHS. The changes to the provision of healthcare suggested in the Crown Report were aimed to
maintain or to increase patient safety (DoH, 1999 p61). Benefits were predicted in several areas
which included (DoH, 1999; MCA and DoH 2002):
* There will be more effective use of HCPs’ skills and knowledge when they can prescribe
so that they will be valued to a greater extent
* Patients will have enhanced access, choice of treatment and health care advice
* There will be an improved management of patients’ medication
* Patient care will gain increased continuity with patients not having to see both the doctor
and pharmacist for a prescription
* Patients will be more involved in their care
* There will be an improved working relationship between HCPs

* The job satisfaction of HCPs will be improved.

The pharmacist prescribing task group of the RSPGB (2002a) also stated that there will be
benefits seen by patients, the healthcare system and pharmacists themselves. Prescribing by
pharmacists has the potential to increase motivation, to improve the retention of newly-qualified

pharmacists and provide financial security (Anon, 1997).

1.3 Supplementary prescribing within national policy

How to manage chronic diseases is becoming an increasing challenge to the NHS with
approximately 17.5 million adults having a chronic disease within Great Britain. Individuals with
chronic diseases are reported to take up to 80% of GP consultations and 60% of hospital beds
(DoH, 2004a). The DoH (2004a) recognises that making use of multi-disciplinary teams is one
way to effectively manage these conditions which includes non-medical prescribing and hence

supplementary prescribing.

Supplementary prescribing has been supported by all of the devolved administrations within the
United Kingdom. A new role for pharmacists has been supported in several strategy documents
in England including The NHS Plan (DoH, 2000a), Pharmacy in the Future — Implementing the
NHS Plan (DoH, 2000b) and a Vision for Pharmacy in the New NHS (DoH, 2003a) where
prescribing medicines is included in the Chief Pharmaceutical Officers’ 10 key roles for

pharmacy’. Both Wales (WAG, 2000; 2001; 2002) and Scotland (Scottish Executive, 2002) also
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support supplementary prescribing. Wales aimed to have supplementary prescribing in place by
2004 and then to have pharmacists independently prescribing as soon as possible (WAG, 2002).
The WAG did not see supplementary prescribing as being significantly different from what
pharmacists were already doing since they are already using clinical knowledge in their current
position (WAG, 2002). The All Wales Medicines Strategy Group in Wales also supported the
development of supplementary prescribing including the formation of a Task and Finish Group
on Supplementary Prescribing in August 2003 to oversee the implementation of supplementary
prescribing in Wales (Hinchliffe, 2005).

The need for an increased role for pharmacists was identified in the Nuffield Report (DoH, 1986)
along with the desire for enhanced collaboration with other HCPs. The Chief Pharmaceutical
Officer’s list of key roles for pharmacy listed in the document ‘A Vision for Pharmacy in the
New NHS’ included being able to prescribe and monitor clinical outcomes with pharmacists
being perhaps the ‘biggest untapped resource for health improvement’ (DoH, 2003a p7). In
addition, a third of the responses to ‘A Vision for Pharmacy in the New NHS’ stated that
supplementary prescribing was seen as beneficial to patients, that it would improve patient
access to care and utilise pharmacists’ skills and knowledge (DoH, 2004b). The Audit
Commission’s report ‘A Spoonful of Sugar’ (2001) in England also supported supplementary
prescribing in order to move pharmacists in hospital from a traditional re-active role to a more
proactive position and acknowledged that the important role of pharmacy must be recognised by

other HCPs.

As stated above the RPSGB supported the extension of the pharmacist’s role. Indeed, the
development of prescribing by pharmacists and the management of chronic medical conditions
was foreseen in the document ‘Building the future. A Strategy for a 21* Century Pharmaceutical
Service’ (RPSGB, 1997a). The RPSGB also formulated a Pharmacist Prescribing Task Group in
2001 to set out policies on the roles of pharmacists with respect to the NHS Plan (DoH, 2000a),
in particular pharmacist prescribing. The two reports produced by the Task Group (RPSGB,
2002a; 2003a) stated their position on the prescribing role and their recommendations to the
DoH, RPSGB, NHS and educational establishments. The final report of the Task Group
(RPSGB, 2003a) also advocated the possibility of pharmacists being able to independently
prescribe which would lead to an enhanced recognition of pharmacists’ skills and an increased
contribution in the acute management of patients. A briefing paper was also published by the

RPSBG in 2004 (RPSGB, 2004a) which described the development of supplementary



prescribing and its potential benefits to patients, doctors, pharmacists and primary care

organisations.

Several strategy documents have been released in order to assist in the implementation of
supplementary prescribing. The National Prescribing Centre (NPC) produced a set of
competency frameworks related to prescribing pharmacists (NPC, 2003a; 2003b). The
competency frameworks allow pharmacists to identify their training needs in three areas, the
consultation, prescribing effectively and prescribing in context. The competency framework for
pharmacists (NPC, 2003a) was based on a framework that had been previously produced by the
NPC for nurse prescribers (NPC, 2001). An updated guide has been released for nurse
prescribers to fulfil the additional competencies required of supplementary prescribing (NPC,
2003c). A guide for supplementary prescribing implementation was also produced in England in
2003 (DoH, 2003b) and in Wales in 2004 (WAG, 2004b) in order to assist individuals and

organisations to put supplementary prescribing into practice.

1.4 Training for supplementary prescribing
Before undertaking the role of a SP a nurse or pharmacist must complete specified training
(MCA and DoH, 2002) in order to achieve a Practice Certificate in Supplementary Prescribing.
The training programmes for pharmacists are based on the curriculum set by the RPSGB
(2002b). Each pharmacist candidate must:
* be registered with the RPSGB and have at least two years experience after their pre-
registration year,
e demonstrate a service need for supplementary prescribing, where they will be in a
position to utilise their prescribing role once trained,
* have support from their organisation,
* have access to a budget to pay for the cost of their prescribing,
* have a specified IP who is willing to work in partnership with them as a mentor (RPSGB,
2002b). These IPs are known as a Designated Supervising Medical Practitioner (DSMP)
in Wales or a Designated Medical Practitioner (DMP) in England.

The number of pharmacists and nurses to undertake the training will therefore depend on local
service need. The NPC carried out a survey in England in 2002 to attempt to identify how many
Primary Care Trusts (PCTs) wanted their pharmacists to be trained as supplementary prescribers

(Jackson, 2003). Seventy-one per cent of PCTs stated that they would be putting pharmacists
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forward for training with 78% stating that nurses would be put forward. The PCTs estimated that
they would put more nurses forward compared to pharmacists with a ratio of 3:1 (2,407:770)
quoted. Practice-based pharmacists working at General Practitioner (GP) surgeries and hospital
pharmacists accounted for the greatest number of pharmacists estimated to be put forward for
training (Jackson, 2003).

Training takes approximately 25 days of face to face learning and 12 days of supervised practice
by the DSMP (RPSGB, 2002b). However, the specific training schedule will depend on the
Higher Education Institution (HEI) that is providing the course. It was envisaged that training
would take up to six months to complete (Wilson, 2003). The RPSGB has undertaken the role of
maintaining the list of pharmacists who have undergone training to become a SP (RPSGB,
2002a) where their entry on the register will be annotated with ‘SP’ when they qualify. The

RPSGB byelaws have therefore been amended to accommodate this registration.

HEIs are required to apply for accreditation of their course from the RPSGB in order to train
pharmacists and from Health Professions Wales (in Wales) or the Nursing and Midwifery
Council (in England) to train nurses. As of 21% January 2005 some 27 HEIs are providing
courses (RPSGB 2005a). The first course to be accredited was at Keele University in June 2003.
However, Jackson (2003) stated that the development of the training programme for
supplementary prescribing was the ‘rate limiting step’ to the implementation of this new role.
The initial aim was to have up to 1,000 pharmacists and 10,000 nurses trained as SPs by the end

of 2004 (DoH, 2002b), a target which was not met.

1.4.1 Supplementary prescribing training in Wales

In November 2002 the WAG Minister for Health and Social Services announced that £500,000
had been provided to fund 250 places to train pharmacists and nurses in the first cohort of SPs. In
Wales training has been provided on an ‘All Wales’ basis from five nursing and pharmacy HEIs.
Each course was approved by Health Professions Wales and the RPSGB in early 2004. These
were some of the first multi-professional courses, where nurses and pharmacists were trained
together, to be approved in the United Kingdom. The Welsh courses consisted of up to (a) 15
days of face-to-face training, (b) self study distance learning packages produced by the
University of Glamorgan and the Welsh Medicines Partnership and (c) the compulsory 12 days
supervised in practice with the DSMP. The required assessments in Wales consisted of an

Objective Structured Clinical Examination (OSCE), a practice portfolio and a numeracy



competency test (this third requirement was unique to Wales). On completion of the Welsh
programmes the students were awarded 40 Credit Accumulation and Transfer Scheme (CATS)

points at degree level (Hinchliffe, 2005).

As stated above, the Task and Finish Group on supplementary prescribing in Wales was given
the task of managing the implementation of the role. They, in turn formed a Curricular and
Education Sub-Group in September 2003 to discuss and formulate an All Wales curriculum to be
adopted in all five HEIs. A second sub-group, the implementation group was also formed in

January 2004 to oversee and deal with implementation in Wales (Hinchliffe, 2005).

The HEIs providing the supplementary prescribing training programmes in Wales were:
* University of Glamorgan
® University of Wales, Bangor
® University of Wales, Cardiff, Welsh School of Pharmacy joint with the College of
Medicine School of Nursing
¢ University of Wales, Swansea

* North East Wales Institute

Each HEI in Wales had a 30 student capacity except for the course held jointly by the Welsh
School of Pharmacy and College of Medicine School of Nursing which had a 60 student capacity
due to the two HEIs working together. A total of 180 places were therefore available for the first
cohort. The applications for the first cohort were received by February 2004 and the first cohorts
began training in March 2004 with 165 enrolled students (Hinchliffe, 2005). As the target
recruitment of 250 for the first cohort was not reached the remaining WAG money was used to
fund a further 90 students in a second cohort. Applications were received by September 2004
and the second cohorts began in January 2005 with 80 enrolled students (Hinchliffe, 2005).

MCA and DoH (2002) also specified that the IPs would also need to complete brief training to
prepare them for the 12 days in practice. The IPs in Wales were required to attend a one day
training event hosted by the School of Medicine, Cardiff University and the Welsh Medicines
Partnership in order to discuss role as a mentor. Training days were held in North, South and
Mid / West Wales. A guideline to aid DSMPs in undertaking their mentoring role has also been
published by the NPC in England (NPC, 2005a).



Supplementary prescribing by nurses and pharmacists was promoted in Wales with a series of
road shows in North, West and South Wales in autumn 2003, evening presentations held by the
Welsh Centre for Post-graduate Pharmaceutical Education and the distribution of a
supplementary prescribing newsletter in December 2003. Supplementary prescribing in Wales
was officially launched on the 17" of November 2004 by the Minister for Health and Social

Services Jane Hutt.

1.5 Recent developments in supplementary prescribing

The first pharmacist in the United Kingdom to be registered as a SP took place in England in
February 2004 (Anon, 2004a). The first hospital pharmacist SP signed a prescription in March
2004 (Anon, 2004b) and the first primary care and community pharmacist SP in May 2004
(Anon, 2004c; 2004d). As of 23™ of November 2005 a total of 715 pharmacists had registered as
SPs (Craddock, 2005).

A consultation was undertaken by the MHRA in order to extend the number of HCPs who may
undertake the role of a SP. These included chiropodists, physiotherapists, radiographers and
optometrists (MHRA and DoH, 2004). Both radiographers and physiotherapists had already
expressed concern that the initial supplementary prescribing cohorts would only consist of nurses
and pharmacists (MCA, 2002). In April 2005 (DoH, 2005b; 2005c) amendments to regulations
to allow these professions to prescribe came into effect. A curriculum to train the allied to

medicine professions has also been formulated (DoH 2004c).

The most recent document specifying the current mechanisms in place to prescribe, supply and
administer medicines was published by the DoH in March 2005 (DoH, 2005d) and includes

information on the current progress in non-medical prescribing.

1.6 The roles of the pharmacist with respect to other HCPs’ roles

Traditionally the roles of the pharmacist and the doctor have been distinctive, the doctor
prescribed and the pharmacist dispensed the medicines. However, these boundaries have become
less well-defined with the two professions collaborating to a greater extent and pharmacists
aiming to have an increased impact on the prescribing process through the practice of clinical
pharmacy and some doctors undertaking a dispensing role. Clinical pharmacy ‘involves
collaboration with medical staff, nurses and patients to promote rational drug usage based on

considerations of efficacy, safety and cost’ (Davies et al, 1994 pl67). Several problems
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concerning the prescribing process in the hospital setting have been identified by Davies et al.
(1994). These problems included the fact that pharmacy influence was retrospective (the
prescription had already been issued before the pharmacist had any input). The best time to
advise on medication is therefore at the time when the prescription is being written. It was also
suggested that many senior medical staff did not recognise the knowledge of the clinical
pharmacist. Pharmacists must therefore be more pro-active to make known their skills and
expertise and to promote their clinical role. The prescribing decision making should also be seen

as a joint process between pharmacist and medical staff.

Farrar et al. (1998) reported similar results to Davies et al. (1994) when they conducted a study
demonstrating the retrospective ways in which clinical pharmacists work. This study which
looked at the timing of prescription reviews by pharmacists was carried out in only one hospital
but concluded that retrospective reviews of prescriptions by pharmacists did not meet the needs
of pharmaceutical care. Any interventions should be carried out before the patient receives their
first dose. Farrar et al. (1998) concluded that the delivery of clinical pharmacy services should be
amended to optimise patient care. They too advocated the place of the pharmacist with increased
responsibility for prescribing medicines. It can be seen from the two papers presented here that
the provision of reactive clinical pharmacy is insufficient to deliver the required standards of
care. In contrast supplementary prescribing is a pro-active role which is aimed to enhance patient

care.

1.7 Small scale pilot studies on pharmacist prescribing

Several pilot studies have previously been conducted on pharmacist prescribing, a number of
which are described below. One study evaluated the piloting of pharmacist prescribing in 1998 in
one Scottish hospital (Hughes et al., 1999). The two participating pharmacists were authorised,
in specific circumstances to change medication therapy after a diagnosis had been carried out by
a doctor (in a similar manner to supplementary prescribing). This included a variety of tasks
including altering the timing of doses and prescribing the most suitable medicine formulation for
a patient and reviewing analgesic use. This small scale study was deemed to be a success and
claimed that pharmacist prescribing had beneficial effects on patient outcomes. Other benefits
included that the pharmacists were able to use their knowledge to a greater extent and more
effectively through performing their prescribing role therefore enhancing their job satisfaction.
The researchers also stated that doctor prescribing was positively affected as they amended their

prescribing practice as they learnt from the pharmacists’ prescribing practice.
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Another small scale pilot study on pharmacist prescribing has been carried out in a single general
hospital in Northumberland (Woolfrey et al., 2000) where pharmacists and medical staff were to
work as a collaborative prescribing partnership. The views of medical staff, pharmacists and
nurses were also obtained via semi-structured interviews. Two pharmacists took part in the pilot.
The results demonstrated that doctors’ prescribing had improved and members of the hospital
staff were supportive of the initiative. Multiple benefits were cited including those for the
patients (for example receiving the most appropriate therapy), pharmacists (more contact with
patients), doctors (released to undertake other duties) and nurses (less time asking doctors to
write prescriptions). The pharmacists also felt ‘empowered’ by undertaking the prescribing role

since they were utilising their clinical skills to a greater extent.

McFadzean et al. (2003) demonstrated in a small scale study in 2001 a role for pharmacists in a
medical admissions ward and their competence in taking drug histories and writing drug charts.
Where the patient consultation was undertaken by a pharmacist only five per cent of drug
histories contained an error compared to 65% by junior doctors. Hence, the pharmacists
improved drug history taking and the writing of drug charts. The researchers stated that by
providing the pharmacists with the ability to independently prescribe on the medical admissions

unit, more use was made of the pharmacist’s skills and patient outcomes were improved.

1.8 Small-scale studies on supplementary prescribing

Since supplementary prescribing has become a reality a number of researchers have started
investigating different aspects of the role and its implementation within the United Kingdom.
Research has been conducted on a number of settings, HCPs and through a number of
methodologies. A pilot study involving the use of the template CMP suggested by the DoH has
been reported by Bellingham (2003). However, only one pharmacist and five patients were
involved in this small-scale project using the plan in a menopause and osteoporosis clinic setting,

The results demonstrated that the plan was ‘user-friendly and comprehensive’ (p143).

A number of small-scale studies have been conducted within the supplementary prescribing field
of research. Dawoud et al. (2004) investigated the perceptions of pharmacists on the first cohort
at King’s College, London and Homerton College, Cambridge on their competence to undertake
supplementary prescribing via a self-completion questionnaire. Cassidy et al. (2004) conducted
focus groups with the pharmacists in the first cohort to be trained in Northern Ireland and

individual interviews with their medical mentors in order to investigate their views on
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supplementary prescribing training and its implementation. Latif et al. (2005) conducted semi-
structured interviews with eight pharmacists during, and then after, their supplementary
prescribing training in the North of England. The researchers explored how the pharmacists’
views on different aspects of supplementary prescribing had changed between the interviews
including how the participant’s role may change with implementation, the increased

responsibility that comes with supplementary prescribing and the barriers to implementation.

While and colleagues (2004) explored the views of 127 community pharmacists from seven
PCTs in England on a number of aspects of supplementary prescribing via a postal questionnaire.
The views of community pharmacists on independent prescribing were also explored by Pfleger

et al. (2005), likewise using a questionnaire.

Buckley et al. (2005) conducted a quantitative study with a self-completion questionnaire to
explore the opinion of a sample of doctors, nurses and pharmacists from one NHS Trust in
England on supplementary prescribing by nurses and pharmacists. The views of nurses and
doctors from 11 hospitals in Northern Ireland on supplementary prescribing have also been
examined (Lloyd et al., 2005a; 2005b).

Nicholls et al. (2005) requested feedback from qualified SPs on their implementation of SP, the
challenges that they faced and the factors that aided successful implementation via
questionnaires, individual feedback, group discussions and meetings. Man et al. (2005)
investigated the education of SPs with regards the use of an OSCE to assess competence to
manage oral anticoagulant treatment whilst Edwards et al. (2004) studied the reflective portfolios
of the pharmacists in the first cohort at The Robert Gordon University in Aberdeen through
content analysis. Research is also being conducted at the University of Bath on supplementary
prescribing in order to describe the role in practice and to investigate the reasons behind either

successful or unsuccessful practices via interviews and case studies (Weiss, 2005).

1.9 Roles already undertaken by pharmacists

1.9.1 Management of minor ailments
Over the past 30 years, with the development of pharmaceutical care the role of the pharmacist

has changed from a product focus to a patient focus. A large number of roles are already being
performed by pharmacists. The NHS Plan (DoH, 2000a) stated that patient access to a HCP

should be increased. A minor ailment scheme is one way to achieve this target.
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In Scotland a scheme was implemented in 2001 which allows pharmacists to supply medicines
for minor ailments, known as the ‘Direct supply of medicines’ pilot. A number of community
pharmacists were provided with their own prescription forms and given permission to ‘prescribe’
a limited list of medicines from a pre-set formulary of over-the-counter medicines (OTCs) and
Patient Group Directions (PGDs) in order to supply POMs (Duff, 2003). The scheme allowed the
pharmacists to make more effective use of their skills and provided easier access for the patients.
In Wales a scheme called ‘Care at the pharmacy’ was implemented and evaluated which allowed
pharmacists to provide medicines to patients free of charge (if they were exempt from
prescription charges) after they had been triaged by the GP surgery and randomised to the
pharmacy group (Walker, 2003). The ‘Care at the pharmacy’ scheme was taken up by patients
and the number of calls to the GP surgery reduced. The RPSBG published a briefing paper in
2003 on utilising pharmacists in managing minor ailments (RPSGB, 2003b). This document
advocated the use of pharmacists in treating a number of patients who present with minor
ailments. Several examples of such were provided from around the United Kingdom which

demonstrated that pharmacists prove beneficial in this area of practice.

Whittington et al. (2001) reported on another scheme known as ‘Care at the Chemist’ in 1999
where one surgery in Merseyside implemented a system whereby patients with specific minor
conditions (such as upper respiratory tract infections and head lice) were referred to a
participating pharmacy. The pharmacist could then, if appropriate, ‘prescribe’ a medicine from
an agreed limited formulary ‘under the same terms as an NHS prescription’. This scheme proved
to be very successful in transferring workload from the GP surgery to the community pharmacy

and the pharmacists were also able to manage the conditions effectively.

1.9.2 Pharmacist-led medication clinics

Studies conducted as long as over twenty years ago investigated the effectiveness of a
pharmacist and doctor prescribing. In 1982 a small scale study on the prescribing for psychiatric
inpatients held in California demonstrated that the small number of prescribing pharmacists

could prescribe as well, if not better and more appropriately than the study physicians (Stimmel

et al., 1982).

Pharmacists have been successful in running a number of clinics to manage various conditions.
The following studies describe the work of pharmacists in America. These include the control of

anti-emetic therapy in an oncology clinic (Martin et al, 1988) through protocol guidance,
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management of patients with thyroid disorders through agreed protocols (Dong, 1990) and a
hyperlipidaemia clinic (Furmaga, 1993) where the interventions were decided upon through the
pharmacist’s clinical judgement rather than via a protocol. The pharmacist also provided
counselling and monitoring of therapies. Furmaga (1993) provided a description of the
pharmacist’s role in the hyperlipidaemia clinic but no evaluation was performed on its
effectiveness. Morreale (1995) described a Helicobacter pylori clinic run by a pharmacist. This
was only a very small scale study with only 20 patients being evaluated however it does
demonstrate another potential successful treatment role for the pharmacist. It should be noted
that many of the studies listed above only involved the use of a small number of pharmacists
therefore the results cannot be extrapolated to other pharmacists in similar situations or to other

clinics.

There are also examples of pharmacists successfully running medication clinics in the United
Kingdom both in primary and secondary care. Examples include anticoagulation clinics (Radley
and Hall, 1994; Macgregor et al. 1996; Holden and Holden, 2000), lithium clinics (Dean and
Acomb, 1995), hypertension drug reviews (Braybrook et al, 2002), hospital pre-admission
clinics (Mclntyre and Manson, 2004), dermatology clinics (Tucker, 2004) and osteoporosis
clinics (Tanna, 2004). Pharmacists are able to manage medicines within a narrow therapeutic
range, improve patient care and provide medication counselling as well effectively as doctors.
Pharmacists also undertake transcribing activities within some NHS trusts (Hobson and Sewell,

2003) such as amending prescriptions, rewriting drug charts and prescribing in admission clinics.

Bhalla et al. (2003) have identified that admissions associated with drug related problems in their
hospital is an important issue. An extended role for pharmacists in medicines management and
reducing errors was therefore noted to be a significant development in order to reduce this
problem. The use of a pharmacist in an admissions ward round in one London hospital has also
proved very successful over the three year study period. The clinical pharmacist was able to

make recommendations and to make a contribution to patient care (Bednall, 2003).

1.9.3 Deregulation of medicines

The deregulation of more POM to P medicines has given pharmacists the ability to recommend
an increasing number of treatments OTC (Bellingham, 2002a). For example, emergency
hormonal oral contraception, simvastatin for cholesterol and chloramphenicol for acute bacterial

conjunctivitis. It can therefore be argued that pharmacists are already performing an independent
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prescribing role as they advise patient on OTC products. The deregulation process recognises
that pharmacists have a clinical role in the management of patients with chronic conditions and
can act as a ‘stepping stone towards introduction of pharmacist prescribing’ (Bellingham, 2002b
p132). Concerns have been expressed on the proposed increase of deregulation of medicines
(Bellingham, 2002b) including the lack of monitoring after the medication has been bought
OTC. However, supplementary prescribing has been seen as a way to alleviate these worries so

that patients may be monitored to a greater extent (Bellingham, 2002b).

1.9.4 PGDs

A PGD is defined as ‘a written direction relating to supply and administration of a POM, to
persons generally, (subject to specified exclusions) and is signed by a doctor or dentist and by a
pharmacist’ (RPSGB, 2004b pl1). Pharmacists are permitted to utilise PGDs as a means of
supplying POMs to appropriate groups of patients. For example, PGDs can be used to supply
emergency hormonal oral contraception, trimethoprim for urinary tract infections or
mebendazole for thread worm infections (RPSGB, 2004b).

1.9.5 Medicines use review (MUR)

MUR involves a pharmacist conducting a medication review with patients to identify any
medicine related problems they may have and to tackle these problems. The reviews are part of
the new pharmacy contract in 2005 as an advanced service. MURs will also be used to assist
patients in gaining knowledge about their treatment and to feedback any issues to their GP
(Bellingham, 2004a).

However, medication reviews is not a new concept to pharmacy. Studies carried out on the
ability of pharmacists to conduct medication reviews with patients have demonstrated that it is
possible for pharmacists to carry out reviews effectively. A randomised controlled study in 2001
investigated the review of elderly patient repeat prescriptions by pharmacists compared to
doctors (Zermansky et al., 2001). This study and that of Krska et al. (2001) concluded that
pharmacists were able to conduct medication reviews with the elderly patients with positive
outcomes such as cost savings and the resolution of ‘pharmaceutical care issues’. The pharmacist
patients received more amendments to their treatment compared to those reviewed by the doctor.
Petty et al. (2001) suggested, in the light of previous successful medication reviews by
pharmacists that this represents ‘the way forward’. As pharmacists undertake their prescribing

role it is a key opportunity for reviews to take place as a date for review must be set into the
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CMP therefore ensuring it does take place. Lowe et al. (2000) recognised the development of
supplementary prescribing and acknowledged that the process of reviewing a patient’s medicine

would be part of supplementary prescribing practice.

1.9.6 Repeat prescribing

Repeat prescribing from community pharmacy is included as an essential service in the new
pharmacy contract (Bellingham, 2004a) for 2005 and was advocated in the Pharmacy in the
Future (DoH, 2000b) document.

A large number of prescriptions are provided in the form of repeats for chronic conditions. In
England in 1993, using the prescribing data of 140 medical practices’ Harris and Dajda (1996)
stated that 75 per cent of all items prescribed were repeats, accounting for 81 per cent of the
prescribing costs. Forty-eight per cent of the population were found to have received repeat

prescriptions.

Zermansky (1996) investigated the control of repeat prescriptions in Leeds and found that many
general practices inadequately control such prescriptions. This resulted in many prescriptions
being issued without authorisation, with poor compliance control and a poor system of
identifying those patients in need of medication review (Zermansky, 1996). Goldstein et al.
(1998) showed that community pharmacists, working with GPs were valuable as they were able
to rationalise prescribing and assist in avoiding adverse drug reactions and drug interactions.

This study was only conducted in two health authorities in England.

Jones et al. (2000) and Hughes et al. (2000) demonstrated that if patients were randomised to
having their repeat prescriptions managed by a pharmacist rather than the traditional GP system

they were more satisfied. Reasons included increased convenience and time saving.

1.10 The opinions of others on the developing role of the pharmacist

As well as the small scale piloting studies described above research has also been conducted on
the views of other HCPs on the possibility of pharmacists prescribing. Reebye et al. (2002)
discussed the issue of territoriality in primary care. Pharmacists are at present providing an
increasing number of services that were traditionally the domain of the GP. These include
running medication clinics, smoking cessation services and providing emergency hormonal

contraception. Questions have therefore arisen as to how this development is accepted by other
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HCPs (Reebye et al., 2002) and how it may encroach on their professional territory. Annandale
(1998) discusses the power differences between pharmacists, nurses and doctors and their ability
to keep a hold on their clinical roles and the complex relationships between the professions as
each of their roles develop and change. Reebye et al. (2002) sees the physicians’ traditional role
as ‘diagnosing, prescribing and counselling’ (p70) and the pharmacists’ as ‘dispensing,
counselling and selling OTC medicines’ (p70). If pharmacy now attempts to change these
boundaries by, for example, prescribing there may be an opposition off the doctors who may see
it as a threat. Supplementary prescribing is noted by Reebye et al. (2002) as an event where this
territorial action may be evident. Nurse prescribing has also meant that they are encroaching on a
traditionally medically dominated role (Rashid and Bentley, 2001).

For supplementary prescribing to be successful an effective partnership between the pharmacist,
doctor and patient is essential. Several studies have been carried out in order to ascertain the
opinions of other HCPs and patients on the services that pharmacists have to offer and future
plans to extend their role. GPs’ opinions on extending the role of the pharmacist have varied
between studies. Spencer and Edwards (1992) showed that the majority of a sample of GPs
supported roles such as reporting adverse drug reactions and managing minor illnesses but most
did not agree with a screening role for example, for hypertension. Approximately one third
agreed with the statement that ‘pharmacists should stick to dispensing and not venture into other
areas of medicine’. Doctors supported an extension of the role but only to a limited extent and
when it did not encroach on their role (Spencer and Edwards, 1992). However, since this study
was carried out a screening role for pharmacists has developed with cholesterol testing and

diabetes screening taking place in community pharmacy.

A similar study carried out in 1998 (Bleiker and Lewis, 1998) discovered that, in contrast to the
study by Spencer and Edwards (1992) most GPs disagreed that pharmacists should stick to
dispensing (81%). Eighty one per cent agreed that pharmacists could monitor repeat
prescriptions compared to 36 per cent in 1992. Authors came to the conclusion that there was a
general agreement to the extension of the role but not for screening and clinics. The differences
in the responses of the GPs found in these two studies (Bleiker and Lewis, 1998; Spencer and
Edwards, 1992) may demonstrate a move to an increased acceptance by GPs of the extension of

the community pharmacists’ role. However, the same GP population was not surveyed in both

studies.
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Bond et al. (1995) also surveyed the opinions of GPs regarding an extended role for community
pharmacists. GPs in Grampian were provided with a list of proposed roles for pharmacists and
their opinion sought. The majority favoured an increase in general pharmaceutical tasks but not
such a high level of support was seen for designated prescribing tasks such as deciding on
medication and dosage in agreement with a set protocol. Holden and Wolfson (1996) also carried
out a survey on issues related to prescribing which compared the views of community
pharmacists and GPs. GPs were more reserved in their agreement of wider roles for pharmacists.
In contrast the pharmacists were supportive of a wider role such as in the management of chronic
conditions. Bleiker and Lewis (1998) also demonstrated that GPs in Devon were not very
supportive of pharmacists extending their role to include the management of medication clinics.
However, for the role of the pharmacist to extend it is imperative that GPs support the
development because without this agreement there is little chance of it further roles becoming a
reality (Bleiker and Lewis, 1998).

Two studies (Child et al., 1998; Child and Cantrill, 1999) reported on the views of HCPs
concerning the possibility of pharmacists being able to prescribe. The results of the surveys
demonstrate that those doctors and nurses who had experience of prescriptions written by
pharmacists did find them helpful (Child et al, 1998). The general support for pharmacist
prescribing varied considerably depending on the scenario described but it was generally seen as
being useful. Most doctors (67%) and nurses (79%) believed that only those pharmacists who
have had additional postgraduate training should be able to prescribe. Barriers identified
included the need for training, the willingness of the pharmacist to take on the role (the majority
of pharmacists in this study were willing to do so), communication between the HCPs and the
accountability of the pharmacist. The authors believed that these barriers could be overcome so

that implementation of pharmacist prescribing would occur.

Child and Cantrill (1999) also investigated the perceived barriers of hospital doctors to
pharmacist prescribing through the use of a questionnaire. Potential barriers were identified by
those who did and did not support pharmacist prescribing. The five major themes generated were
that (a) pharmacists may not have all of the relevant patient clinical details, (b) communication
between HCPs may pose a difficulty, (c) the initial in-patient chart should be written by a doctor,
(d) a problem of how responsibility should be divided and (e) that doctors may then have

reduced opportunities to review patients’ medicines. Additional barriers included the lack of
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diagnostic skills held by the pharmacist and that the role of the doctor may be reduced (Child and
Cantrill, 1999).

Rutter er al. (2000) conducted a focus group study investigating the views of community
pharmacists on their role and how they see their role in the future. Consensus was seen for the
need to develop new services, to move away from the sole dispensing role and having more
contact with patients. Barriers to developing the community pharmacist’s role were identified
and included little awareness of other HCPs and the public regarding the skills of pharmacists

and the amount of time required to extend the role outside of the busy dispensary.

Qualitative methodology was used to investigate barriers to community pharmacists and GPs
working together in Northern Ireland (Hughes and McCann, 2003). Themes generated during
focus group meetings were the perceived impression of GPs that community pharmacists are
‘glorified shopkeepers’, the available access to the respective professions, the power status of the
doctors and the knowledge held by the pharmacists with GPs stating that they thought
pharmacists were attempting to be doctors. Despite the negative results demonstrated by these
studies, junior doctors are said to see pharmacists as holding an important role in the care of
patients (Cheung et al., 2003). Most of the 22 doctors interviewed wanted more contact with
pharmacists in order to improve their prescribing practice. All of the doctors appreciated the
pharmacist being present on their ward as a source of knowledge; pharmacists were seen as the

‘drug expert’.

1.11 Prescribing by HCPs in countries other than the United Kingdom

Prescribing by HCPs other than doctors or dentists has already been implemented in countries
outside of the United Kingdom such as the United States of America (USA) and Sweden. Most
information relates to nurses and pharmacists as additional prescribers (DoH, 1999). However,
the experiences of non-medical prescribers in other countries cannot be assumed to be the same
as that experienced in the United Kingdom due to the varying and incomparable health care

systems.

Work towards pharmacist prescribing in the USA began as early as the 1960s. However, it was
not until the 1970s that prescribing began to be a reality (Farrell et al, 1997). In 2001,
pharmacists had prescribing rights in 25 states (RPSGB, 2003a) including Washington, New
Mexico, California and Nevada (Anderson, 1994). This means that the pharmacist is able to
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choose medicines and doses in accordance with an agreed protocol. In the USA it is only in
Florida that pharmacists can prescribe independently from a limited formulary (RPSGB, 2003a).
Carmichael et al. (1995) stated that the prescribing role has been shown to improve patient

outcomes and therefore patient care.

Experience after implementing pharmacist prescribing in the USA demonstrated that pharmacy
groups must work and support each other in order to give pharmacy more power, goodwill must
be maintained with other potential professions that may prescribe and support from consumer
groups is worthwhile (Wittenburg, 1995). Nurses have also been able to prescribe in the USA for
over 30 years and also in Sweden (Luker and McHugh, 2002).

1.12 Summary

This chapter has provided a brief background into the development of supplementary prescribing
in order to explain its origins and to place this present study within the wider context of the
pharmacy practice research (PPR) literature. The next section of the thesis will explain the aims
of the study with the following chapters describing in detail the methodology adopted, the

recruitment procedure and the results obtained in each stage of the study.
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Aims and objectives of the study

The aim of this study was to firstly explore the views of those involved in the implementation

and training of SP on the new role for pharmacists, the key informant interviewees. The study

then aimed to describe the implementation and development of SP within a small sample of the

pharmacy profession in Wales.

The objectives of the study were as follows:

To explore the views of a number of key informant interviewees on supplementary
prescribing and their role in its implementation and training.

To explore the views of a sample of pharmacists in the first and second cohort to be
trained as SPs in Wales and their motivation for undertaking supplementary prescribing,
and their pre-conceived ideas and views on the new role.

To describe where the pharmacists aimed to implement supplementary prescribing in
their practice and the conditions that they envisaged managing.

To determine what barriers if any, the pharmacists encountered in order to implement
supplementary prescribing into their practice.

To identify any recommendations that the pharmacists could suggest to improve their
supplementary prescribing training course. '

To explore the day-to-day activities of the trainee SPs through the use of diaries and
follow-up interviews.

To describe what was involved in a pharmacist supplementary prescribing consultation
through the use of non-participant observation.

To investigate the views of the DSMPs and patients of the recruited pharmacists on

supplementary prescribing.
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Thesis structure

Chapter One provides a general introduction to the background and development of
supplementary prescribing. An overview is provided of a number of small scale studies that have
already been carried out on pharmacist prescribing and a number of other pharmacist roles such

as the management of minor ailments.

Chapter Two contains an overview of the study design including a description of the
methodology and obtaining ethics committee approval. The semi-structured interview method to
be used in a number of stages is described along with the process of obtaining informed consent,

tape recording and transcription and finally the process used to analyse the data collected.

Chapter three concentrates on the initial stage of the study, the key informant interviews. The
process of snowball sampling is described along with the results obtained from the interviews

and how these were used to inform further stages.

Chapter four begins the journey of the pharmacists in the first cohort in Wales to undertake
supplementary prescribing training from a number of training sites. This stage involves
conducting semi-structured interviews during the pharmacists’ supplementary prescribing

training. The issues of arranging focus groups and the use of gatekeepers are described.

Chapter five describes the diary: diary follow-up interview methodology and its use during the

supplementary prescribing training period.

Chapter six provides a description of the results obtained from the interviews conducted after
supplementary prescribing training by the first cohort had been completed. How the views of the

pharmacists may have changed since their interviews during their training is also discussed.

Chapter seven provides a background to the medical consultation and non-participant
observation literature. The process undertaken to recruit and obtain consent from the SPs and IPs
and patients in order to perform non-participant observation of the pharmacist-patient

consultation is also described. The data generated from the observations is presented here.
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Chapter eight completes the research conducted with the first cohort of pharmacists to be
trained as SPs in Wales. This includes interviews with the SPs and a number of their independent

prescribers and patients.

Chapter nine concentrates on the second cohort of pharmacists to be trained as SPs in Wales.
The method of recruitment is described along with the results obtained from interviews

conducted during and then after their training had been completed.

Chapter ten provides a general discussion of the study, an overview of the findings presented in
the earlier chapters, the methods employed, and the limitations of the study as well as identifying

potential further research.
The next chapter moves on from the aims of the study to describe an overview of the

methodology employed, more specifically semi-structured interviews and how ethics committee

approval was obtained in order for the project to proceed.
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Chapter Two — Methods

2.1 Introduction

Following on from the general introduction and the aims and objectives, this chapter will provide
an overview of this present study. The chapter will describe how ethics committee approval was
obtained and detail the case study and semi-structured interview methodology utilised. General

study principles of informed consent will also be considered.

2.2 Research questions

Research questions are used as a means of directing the study to address a gap in the literature.
Before the research questions for each stage of the study were generated a literature review was
undertaken in order to discover the breadth of information available, to become familiar with the
field and to inform the specific area of inquiry within supplementary prescribing. The literature
review is described in Chapter One which informed the aims and objectives specified. As
supplementary prescribing was a new development within the pharmacy profession then the
questions were exploratory in nature. This is therefore an exploratory study into a new area, an
approach which is often used when a new topic is being researched in order to ‘break new
ground’ (Babbie, 2001 p93). The research questions to be addressed for each stage are presented

in the appropriate chapters.

2.3 Qualitative research methodology

The majority of PPR is quantitative in nature with the use of qualitative methods increasing
(Smith, 2002a). However, there is support for the use of qualitative methods and its increasing
use within PPR (Strong, 1992) as well as health services research (Pope and Mays, 1995).
Qualitative methods are subjective in nature, seek to explore the ‘what’, ‘how’ and ‘why’
questions and place attention on the meanings, views and understandings of the participants. This
is in contrast to the objective quantitative approach that aims to generate statistical (to answer the
‘how many’? questions) results that can be generalised to wider populations (Smith, 2002b). As
a result qualitative as opposed to quantitative methodology was deemed most appropriate for this

present exploratory study in order the views and perceptions of the participants on the role of the

SP.
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2.4 Which qualitative research methods were utilised?

The qualitative research methods in this present study were semi-structured interviews, focus
groups, diaries and non-participant observation. The first stage consisted of key informant
interviews with a sample of individuals who were involved in the implementation and training of
supplementary prescribing. This initial stage was used to explore the participants views on the
role of a SP and the themes generated would then be used to inform further stages. The next
phase of the study then involved recruiting a sample of pharmacists in the first cohort to be
trained as SPs in Wales. The pharmacists’ views on supplementary prescribing were to be
investigated before they started training (initially intended through focus groups to facilitate a
group interaction) (Stage One), their day-to-day activities during training were to be explored
through diaries and follow-up interviews (Stage Two and Three) and then their views after
training had been completed on the training programme and their role as a SP were discussed

(initially intended to be conducted through focus groups) (Stage Four).

The next phase of the study would then concentrate on the recruited pharmacists from the first
cohort as they practice as a SP. Non-participant observation of pharmacist SP-patient
consultations would be conducted to describe what occurs in such a meeting (Stage Five) and
also interviews with the SPs’ IPs and patients to investigate their views on the role (Stage Six).
The final phase involved recruiting the second cohort of trainee SPs in Wales to conduct
interviews before and after their training (Stage Seven (a) and (b)) in the same manner as the
interviews with the first cohort. A multiple method strategy was therefore adopted within a case

study approach.

2.5 Case study strategy

A fundamental feature of case study research is that a number of different research methods are
adopted, a number of which are utilised in this present study as described above. The case study
is therefore the ‘main method’ with the interviews, observation etc. being the ‘sub-methods’ in
order to adopt a ‘multi-method’ strategy, what is known as triangulation (Gillham, 2000). The
most important interviewing technique in case study research is the semi-structured interview.
Case studies adopt a subjective, primarily qualitative (Hammersley and Gomm, 2000),
‘naturalistic’ approach which Gillham (2000) argues is appropriate to study ‘human phenomena’.
Case studies are presented as a narrative — a story of what has occurred, and can be descriptive in
nature (Babbie, 2001) and as such have been classed by some researchers as being a separate

‘research paradigm’ (Hammersley and Gomm, 2000 p5).
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The case study is a popular approach to qualitative research (Stake, 2000). Gillham (2000 p1)
describes a case as ‘a unit of human activity embedded in the real world, which can only be
studied or understood in context, which exists in the here and now and that merges in with its
context so that precise boundaries are difficult to draw’. A single case may take a multitude of
forms (Stake, 2000). A case can be an individual, a group of people, an institution or even a
community. Several cases may also be researched, for example investigating several individuals
or a population, what Stake (2000 p437) calls ‘collective case study’. A ‘case study’ therefore
researches into the ‘cases’ to answer specified research questions through collecting a variety of
data. Within the context of this present study multiple cases are being researched, each case (or
unit of analysis (Babbie, 2001)) being a pharmacist undertaking supplementary prescribing. An
example of where a number of cases have been studied is research into practice settings by
Crabtree and Miller (1999) who also utilised semi-structured interviews, key informant

interviews and observation.

2.6 Obtaining ethics committee approval
As potential participants for the project included trainee SPs, IPs (both of whom could be NHS
employees) and patients, ethics committee approval was required (Central Office for Research
Ethics Committee (COREC), 2004). An initial research proposal was submitted to a Multi-centre
Research Ethics Committee (MREC) in August 2003. It was decided to submit to a MREC as
opposed to a Local Research Ethics Committee (LREC) so as to maintain some flexibility in the
project and therefore not to be restricted to a limited number of research sites. Approval from an
MREC would mean that the project could be conducted in any area within the United Kingdom.
As one of the study academic supervisors was a member of the MREC for Wales the project was
unable to be reviewed by this particular committee. The project was therefore reviewed by the
South East of England MREC in September 2003. The initial proposal consisted of the first five
stages of the study which were the key informant interviews and the first four stages with the
first cohort of pharmacists to be trained as SPs in Wales. However, this proposal was rejected.
The reasons given for this decision along with the researcher’s comments regarding each point
were as follows:
i.  The important role of the clinician and patients who were to be managed by a SP had
been omitted. Comment: It was the intention of the researcher to recruit clinicians and
patients into the study and to apply for ethics approval at a later date along with the

preliminary findings from the stages in the initial application.
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ii.  Supplementary prescribing training had already begun at the time of submission to the
MREC. Clarification was therefore sought as to how the diaries would be utilised.
Comment: Training had not yet commenced in Wales therefore data from the study sites
would not be missed. Clarification was provided.

iii.  More information was required to detail what the focus group participants before training
(pharmacists in the first cohort to be trained) would discuss. Comment: Due to the nature
of the focus group discussion only initial guidelines could be submitted as the guide
would be informed by the results obtained from the key informant interviews.

iv.  Participants should be assured on the information sheets provided that by not agreeing to
participate or by withdrawing that their current or future employment would not be
affected. Comment: The researcher amended the information sheets to include this

information.

After addressing the feedback from the initial submission an application for a second review was
submitted and reviewed in November 2003, again by the South East of England MREC.
Additional stages to those in the initial submission were included in order to satisfy the initial
recommendations of inclusion of the IP and patient in the study. Hence non-participant
observation of SP-patient consultations (Stage Five), interviews with patients and IPs (Stage Six)
and interviews before and after training with pharmacists in the second training cohort (Stage
Seven) were included. The Ethics Committee approved this second application subject to
submission of a specified list of amendments and information. Only after receiving the changes

requested and a response to the recommendations a formal approval letter would be issued.

As the second submission was held in November 2003 and the first supplementary prescribing
courses in Wales due to start in early 2004 it was imperative that approval was sought as soon as
possible. Therefore, due to time constraints and the amount of work required to meet the
recommendations of the South East of England MREC it was decided not to submit the required
amendments. As an alternative a proposal was submitted to the South East of Wales and North
East of Wales LRECs to obtain approval and feedback. These two LRECs were chosen due to
their convenient location, supplementary prescribing training programmes were to be held within
their areas (including a total of three out of the five courses in Wales) and the researcher already

had prior contact with the HEIs in these particular areas.
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The stages submitted were the same as the MREC initial submission in September 2003. The
South East and North East of Wales LRECs therefore reviewed the following stages:
* Key informant interviews
* Focus groups with pharmacist in the first cohorts to be trained in Wales as SPs at the
beginning of the course (Stage One)
e Diaries and follow-up interviews with the pharmacists in the first cohort as they train as
SPs (Stages Two and Three) and

* Focus groups after the first cohort training programmes had completed (Stage Four).

The South East of Wales LREC reviewed and approved the proposal in December 2003. The
only amendments requested by the committee were to receive the letters inviting participation,
information sheets and consent forms on the Welsh School of Pharmacy headed paper. In
addition the consent forms required the corresponding version number and date of the
information sheets stated on them for audit purposes. The North East Wales LREC reviewed and
approved the proposal subject to amendments in January 2004. The amendments required by the
committee required that the letters inviting participation, information sheets and consent forms
for Stages One to Four of the project be combined into one instead of four separate information
packs. The amendments were made and formal approval granted in February 2004. An additional
requirement of the committee was that the researcher requested an official letter of support from

the chief pharmacist of the North East Wales NHS Trust, which was provided.

For the study to progress approval was also sought from the Research and Development (R & D)
Offices of the NHS Trusts in which the project would take place. The R & D Offices for the
Cardiff and Vale NHS Trust, Velindre NHS Trust and North Glamorgan NHS Trust in South
Wales and the North East Wales NHS Trust was therefore approached and approval granted.

In summary, participants could be recruited from the following areas:
1) NHS staff working within the Cardiff and Vale NHS Trust
2) NHS staff working within the Velindre NHS Trust
3) NHS staff working within the North Glamorgan NHS Trust
4) NHS staff working within the North East Wales NHS Trust

5) Community pharmacists either working part-time or full-time
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2.6.1 LREC amendment number one

A protocol amendment was submitted to both North East Wales LREC and South East Wales
LREC in May 2004. The amendment requested that either individual or group interviews be
conducted as an alternative to the focus groups with the pharmacists in the first cohort at the
beginning and after their training (Stages One and Four). The amendment was necessary to aid in
the recruitment of pharmacists in the first cohorts and to reduce the inconvenience that
participating in a focus group may cause such as agreeing a time and place to meet. North East
Wales LREC reviewed the amendments in May 2004 and South East Wales LREC reviewed in
June 2004, both approved without any amendments. The relevant R & D Offices also reviewed

the amendments and provided their approval.

2.6.2 LREC amendment number two

Initial ethics approval and amendment number one allowed key informant interviews, during and
after training interviews and diaries to be utilised with the first cohort of trainee SPs (Stages One
to Four). In order to recruit the IPs and patients involved in supplementary prescribing into the
study a protocol amendment was submitted to the North and South East Wales LRECs in July
2004. The second protocol amendment requested approval for a further three stages:

Stage Five — Non-participant observation of pharmacist SP and patient consultations

Stage Six — Interviews with the IPs, pharmacist SPs and their patients

Stage Seven — Focus groups or interviews with the second cohort of pharmacists to undergo

training at the specified HEIs (a) before and (b) after training

Both LRECs approved the projects without amendments. Each R & D Office was also provided

with details of the amendment and their approval granted.

2.6.3 LREC amendment number three

Due to the small number of individuals recruited into the study, a third protocol amendment was
submitted to both North and South Wales LRECs. The aim of the third amendment was to aid
the recruitment of more DSMPs who mentored pharmacists in the first and second cohorts of
the training programme and to conduct further research with those pharmacists in the second
cohort. An amendment was submitted and approved by both LRECs in June 2005. The R & D
Offices of Velindre, Cardiff and Vale and the North East of Wales NHS Trust approved the
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amendments in July and August 2005. The stages approved in amendment number three were as
follows:
Stage Six (a) — Interviews with the IPs of pharmacists in the first cohort to be trained as

supplementary prescribers (a new recruitment strategy to enhance participation)

Stage Eight — Non-participant observation of pharmacist SP and patient consultations (with

those pharmacists in the second cohort)

Stage Nine — Interviews with the IPs and patients of the pharmacists in the second cohort

The study was required to adhere to the protocols submitted and approved by each ethics
committee. In order to also adhere to the Data Protection Act 1998 a Data Protection Survey
Sheet was submitted to the relevant officer at the Welsh School of Pharmacy detailing the type
of information recorded, source of the information, the individuals having access to the
information, duration the information collected was to be kept and security arrangements set in

place.

2.7 Research design — an overview

In summary, this present study consisted of a number of distinct stages, each utilising qualitative
research methods. Stages One to Six involved the first cohort and Stages Seven to Nine involved
the second cohort of pharmacists to be trained as SPs. Figure 2.1 illustrates the project design

and Figure 2.2 demonstrates a research time line.

Key informant interviews

i

Stage 1 — Focus groups or interviews with pharmacists in the first cohort to be trained as SPs in Wales

during their training
!
Stage 2 and 3 — Diary entries completed by pharmacists during their supplementary prescribing training
period and follow-up interviews

l

Stage 4 — Focus groups or interviews with pharmacists in the first cohort after their training had been

completed
l
Stage 5 and 8 — Non-participant observation of pharmacist SP and patient consultations
l
Stage 6, 6(a) and 9 — Interviews with IPs, pharmacist SPs and their patients

l

Stage 7(a) and 7(b) — Focus groups or interviews with the second cohort of pharmacists to undergo

supplementary prescribing training (a) during and (b) after their training

Figure 2.1. Summary of the research design.
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2.8 Informed consent

In order to obtain informed consent participants were provided with information to allow them to
make a decision whether they wanted to participate. Information packs were provided for each
stage which contained the following documents on Welsh School of Pharmacy headed paper:

1) A letter inviting participation signed by the researcher

2) An information sheet

3) Two copies of the consent form

4) A freepost envelope in order to return a signed consent form

When reference is made to an information pack in the remainder of the thesis it refers to the
contents listed above. The information sheets and consent forms were produced in accordance
with the guidelines set by the COREC (2003). Informed consent and voluntary participation is an
important aspect of social research (Babbie, 2001), which is also required by the British
Sociological Association (2002). All of the information sheets followed a similar template and
included the following questions and answers:

1) What is the purpose of the study?

2) At what stage of the research will I be participating?

3) What is an interview | group interview | focus group | diary [ non-participant
observation?

4) Why have I been chosen?

5) Do I have to take part?

6) What will happen if I decide to take part?

7) What will happen at the interview / focus group?

8) How will my views [ information collected be used?

9) Will my views be kept confidential?

10) Who can I contact for more information?

The section of the information sheet detailing how the information collected will be used was
important. The potential participants were made aware that should any unethical or unlawful
practice by a pharmacist be disclosed during the interview that the researcher (who is also a
pharmacist) is bound by the RPSGB Code of Ethics (RPSGB, 2005b) as stated below:

Part 2: Standards of professional performance

A.1 Pharmacists providing professional services. ‘Pharmacists must ensure that -

(m) they act quickly to protect patients and the public from risk by reporting the matter to
an appropriate person, authority or regulatory body if they have good reason to believe
that they or a colleague from their own or another profession may not be fit to practise for
reasons of health, conduct or competence. The safety of patients and the public must be the
prime consideration, over-riding any personal, professional or commercial loyalties.’

(p86)
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The General Medical Council’s (GMC) guidance on fitness to practice was also to be adhered to
should any information be revealed regarding any unlawful or unethical practice by a doctor that

may have emerged during the study (GMC, 2003).

Should any unethical or unlawful information be disclosed then the participants were made
aware that the disclosure would be discussed by the researcher and their academic supervisor in
order to determine the appropriate course of action. This event was considered highly unlikely to
occur and no information of this kind was revealed during the study. However, this was an

important issue to acknowledge before the study began.

In order for an individual to provide their consent to participate in the study a signed copy of the
consent form had to be returned to the researcher in the freepost envelope provided. The
information sheet and the second copy of the consent form were retained by the participant for
their records. The information packs were similar for both North and South Wales, the ‘only
difference being that on the letter inviting participation in North Wales the following phrase was
present at the end of the letter as a requirement of the LREC to comply with the Welsh Language
Act 1993:

‘Mae’r gwybodaeth sydd wedi cael ei ddarparu ar gael yn Gymraeg hefyd. Os well
gennych chi dderbyn y gwybodaeth yn Gymraeg cysylltwch & cyfeiriad sydd ar gychwyn y
llythyr hon.’

The statement meant that ‘The information provided is also available in Welsh. Should the
participants prefer to receive the information in Welsh then they can contact the researcher to
request it via the address at the beginning of the letter.” However, in this present study no

participants requested any of the information packs in Welsh.

The participants were given a period of two weeks to sign and return a signed copy of the
consent form. If no form had been received in this time a duplicate reminder information pack
was provided in accordance with ethics committee approval. If no form was received after the
reminder information pack had been provided it was assumed that the individual did not wish to
participate. It was important that potential interviewees had the time to decide whether to
participate and to know that they could terminate their participation at any time should they wish
to do so. Once a copy of the consent form had been received the researcher contacted the
participant via the contact details that they had provided (telephone or email) to arrange a

convenient time and place to meet.
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2.9 Methods

A multi-method strategy was utilised in this present study, as described above. Interviews, more
specifically semi-structured interviews were conducted in several stages of the study. As such,
they will be described in detail in this chapter and the information provided will be relevant to all
stages which include interviews, in order to avoid repetition. The other methods used, non-
participant observation, focus group and diaries will be discussed in the chapters related to the

particular stage where they were utilised.

2.10 Semi-structured interviews
As described above interviews were an integral part of this present study as they were conducted
in several stages:

¢ Key informant interviews

¢ Interviews with trainee SP pharmacists at the beginning and after the first cohort

training programmes in Wales (Stages One and Four)

* Diary follow-up interviews during training (Stage Three)

* Interviews with SPs, IPs and patients (Stages Six, Six (a) and Nine)

* Interviews with trainee SP pharmacists at the beginning and after the second

cohort training programmes in Wales (Stage Seven)

Interviews are the most commonly used qualitative method in PPR (Smith, 2002b) and
qualitative research (Bryman, 2001) in general. Kvale (1996 p1) defines the use of the qualitative
interview as attempting ‘to understand the world from the subjects’ point of view, to unfold the
meaning of people’s experiences, to uncover their lived world prior to scientific explanations.’
He sees the interview as being a ‘construction site of knowledge’ (Kvale, 1996 p2). An interview
is therefore an ‘inter view” where there is an exchange of views between two people on a topic of
mutual interest. Wengraf (2001 p3) and Silverman (2001) explain that the interview is a ‘joint
production’, a social interaction between the interviewer and interviewee. The interviewees are

partners in the research helping to guide the interview (Rubin and Rubin, 1995).

The qualitative interview has similar characteristics to normal conversation in everyday life.
Conversation is a basic form of interaction. The interview is therefore a professional
conversation, a conversation with a purpose (Kvale, 1996). The skills used in normal
conversation such as turn taking and asking and answering questions are built on in the

interview. It allows the researcher to look into the experiences of people, to explore participant’s
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opinions and how they feel about their world. The flow and topics of the interview therefore
changes depending on what the interviewee knows and feels (Rubin and Rubin, 1995). The
questions used during an interview therefore vary with respect to the answers given; it is

unpredictable and allows the participant to explore aspects of a topic which is important to them.

An interview differs from normal conversation as the interview is a research tool. The topics to
be discussed are also determined by the researcher in advance (Rubin and Rubin, 1995). This is
opposed to the spontaneous nature of the everyday conversation, as the interview is not between
equal partners (Kvale, 1996). The researcher is questioning the interviewee, which results in an
asymmetry of power (Kvale, 1996) with the researcher listening to pick up on new and
interesting topics (Rubin and Rubin, 1995).

The interviews conducted in this study were semi-structured in nature. Semi-structured
interviews are widely used within social research (Flick, 2002; Stroh, 2000). In this form of
interview open questions are used in order to encourage the interviewee to express their views
and opinions freely on the topic of interest. Open questions do not influence the interviewees’
answers and therefore allows them to speak in their own words (Foddy, 1993). It is believed that
individuals are more likely to convey their views in this open format as opposed to a structured
interview (Flick, 2002). The freedom to answer the questions in this way allows the interviewee
to discuss and make clear the issues that are important to them (Bryman, 2001). The interview is
therefore ‘respondent-led’ (Smith, 2002b).

2.10.1 The interview schedule

An interview schedule was used during the semi-structured interviews. Each individual will
respond differently to the researcher (Rubin and Rubin, 1995) and will be in a position to provide
information on different aspects of the research project. Each interview schedule was therefore
individualised for each interviewee. This is an inherent characteristic of semi-structured

interviews.

The schedule contained a number of topics and questions to discuss (Kvale, 1996) which were
open in nature to allow the interviewee to answer freely and openly. Unlike structured
interviews, the questions used in the semi-structured interview may be altered during the course
of the interview which also acts as a means of ‘illuminating’ the interviewee’s views (Flick,

2002 p92; Bryman, 2001). Exploratory interviews are also open with very little structure (Kvale,
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1996). The researcher is able to move away from the schedule during the course of the interview.
The wording and order of the questions may be changed, the researcher may ask more questions
of the interviewee and may also follow-up on new or interesting issues or topics that may be
divulged (Bryman, 2001). Comments provided by the interviewee which the researcher may not
understand can also be explored further in order to determine their true meaning (Rubin and
Rubin, 1995).

2.10.2 Types of questions utilised
The interviews were initiated with an introducing question (Kvale, 1996). An example of an
introducing question is:

‘If 1 can just start by asking you to describe your role in the implementation of
supplementary prescribing by pharmacists?’

The questions in the interview schedule were short and easy to understand as recommended by
Kvale (1996) and in a language and style that the interviewees would be comfortable with
(Wengraf, 2001). Each research question may be investigated by several interview questions.
This is in order to obtain the views of the interviewee from several angles on the same topic
(Kvale, 1996). An example of a research question during the key informant interviews was:

‘What are the views and opinions of the interviewee on the role of the supplementary
prescriber?’

This research question was operationalised by asking a number of questions during the interview
including:

1) What is your opinion of pharmacists’ role being extended in order to allow them to
prescribe?

2) Which sector of pharmacy do you think would benefit more through supplementary
prescribing? Why?

3) What do you think of the idea of pharmacists taking on more responsibility patient care?

These open type questions were used to ask for detailed descriptions which could later be
followed up by ‘follow-up’ questions. A nod or a ‘mm mm’ also encourages the interviewee to
elaborate further. Probing questions such as ‘can you tell me a little more about that?” were also
used for example, to encourage more information to be divulged (Kvale, 1996). Rubin and Rubin
(1995) state that probes have three functions. They let the interviewee know that more detailed,
longer answers are required; they encourage the interviewee to elaborate and to discuss the
statement further. They also show that the interviewer is paying attention to what is being said

and finally they ask the interviewee to finish the answer that they have started, to either clarify or
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provide missing information. A laminated prompt card was therefore used during the interview

listing the prompts to be used as a reminder to the researcher.

The prompts used were:

Can you tell me a little more about that?

Can you give me an example of.......... ?

What do you think about......... ?

I don’t quite understand that, could you explain a little further?
What makes you say that?

What do you mean by...........?7

Kvale (1996) recommends the use of pauses by the researcher during the interview. Instead of
asking one question straight after another a pause in the conversation will allow the interviewee
to reflect on their answers and encourage them to fill the gap. A conscious effort was therefore
made during the interviews to allow the interviewee time to finish and reflect on their answers

before the next question was asked.

The researcher was also aware of the influence of leading questions on the responses that the
interviewee provides (Kvale, 1996; Smith, 2002b). Wengraf (2001) acknowledges that if an
interviewee is given an idea of the answer that the researcher is looking for they may ‘tailor’ the
answer to what they think the researcher wants to hear. It was very important in the preparation
and conduct of the interview that the researcher was aware of the impact of this type of question
and aimed to avoid them. Closed questions could also lead the interview onto topics of
conversation that are important to the researcher but not to the interviewee (Foddy, 1993).
However, closed questions could be utilised as a way of focusing discussion should an
interviewee deviate away from the topic at hand and as a means of obtaining specific
information, for example, ‘where are the supplementary prescribing training programmes to be

held in Wales?’. Closed questions are also seen as being easier to answer (Bryman, 2001)

2.10.3 Interview format

Before the interviews began the interviewee was provided with a brief explanation of the study
by the researcher. This was in order to ‘define the situation’ (Kvale, 1996 p128) so that the
interviewees were aware of the research being conducted and at what stage the interview was in
the overall study. The use of the audio recorder had previously been explained in the information
sheet provided and consent sought. At this time the reason behind recording was explained again

i.e. so that a record of the interview could be kept and in order to transcribe. Before the tape was
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started the interviewee was asked if they were happy with the machine being switched on in
order to clarify their permission to be recorded. The questions and topics listed on the interview

schedule were used during the main body of the interview as described above.

At the end of the interview the interviewee was asked the following question:

‘Are there any other issues that you would like to talk about before we finish the
interview?’

Kvale (1996) advocates this approach in order to allow the interviewee to raise additional issues
and thoughts that they may not have had the opportunity to discuss during the main body of the
interview. Stroh (2000) also stated that the ‘closing’ question will allow the interviewee a sense

of closure, to bring the interview to an end.

Rubin and Rubin (1995) suggest ‘keeping the door open’ (p138) at the end of the interview. The
interviewee was therefore asked:

‘Would it be OK if I contact you during future stages of the study if further information is
required?’

This was used as a means to ensure that consent was obtained for future contact with the

interviewee. Every interviewee, at each stage agreed to be contacted further if necessary.

Kvale (1996) and Bryman (2001) recommend taking some time at the end of the interview to
record information on the interpersonal interaction between the interviewee and researcher. This
includes the body language used by the interviewee and gives the opportunity for the researcher
to reflect on what was discussed and learned during the interview. A note was therefore made
immediately or as soon as possible after the interview of details such as the seating plan, how the
interviewee responded during the interview and general feelings of how the interview progressed
in the form of a reflective notebook. The researcher could then reflect on the interviews and how
they had progressed in order to amend the interview schedules for future interviews.
Amendments included question format and additional topics to explore that previous

interviewees had alluded to.

2.10.4 Listening
In order to realise the full potential of the research interview it was paramount that the

interviewer actively listened to the answers provided by the interviewee. However, the

interviewer must also not be intrusive (Bryman, 2001; Kvale, 1996). As most communication is

39



non-verbal (Wengraf, 2001) a listening posture, maintaining a degree of eye contact and making
some non-verbal sounds such as ‘hmm’ were used. It was also important to allow the interviewee
to have the pauses and time that they need during the interview to consider their views before

expressing them.

Negative forms of listening include interrupting interviewee responses and suggesting what the
interviewee may want to talk about (Wengraf, 2001). It was very important during the interview

to avoid this type of negative response and to allow the interviewee to speak.

2.10.5 Seating plans

As noted above a record was made of the seating arrangements for the face-to-face interviews
after the interviews were completed. This was in order to record the proxemics of the meeting.
Space is an important aspect of the face-to-face interview, which is not relevant for a telephone
interview. It was therefore necessary to ensure that the interviewee’s space was respected with
non-oppositional seating in order to be non-threatening. Figure 2.3 displays the seating
arrangement for the interviews where the researcher was able to position the seats. However,
when the participants had arranged the seating, for example, when an interview was held in their
place of work the seating arrangements were not under the control of the researcher. Hence, it

was not always possible to conduct the interviews in this manner.

Audio Recorder
Table

Interviewee
rd o e

<1— Researcher

Figure 2.3. The interviewee and researcher seating arrangements for the semi-structured
interviews.

2.10.6 Audio recording and transcribing

The majority of interviews and each period of non-participant observation were audio recorded
during the study, which is recognised practice (Bryman, 2001). Only one key informant
interviewee did not agree to have their interview recorded. The recording ensured that the

researcher was free from having to write down the interview in detail and could therefore
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concentrate on the interviewee’s responses and when they should probe further so that
information was not missed (Bryman, 2001). However, some notes were also made during the

interview in order to list additional topics or points to clarify as a reminder to the researcher.

The face-to-face interviews and consultations were recorded on a Sanyo TRC-6300 micro-
cassette recorder. During a face-to-face interview the micro-cassette dictaphone connection was
placed between the researcher and interviewee with the machine placed on the ‘microphone’ and
‘conference’ settings. In contrast, the telephone interviews were recorded on a Sony MZ-R30
mini disc recorder where the machine was connected via the telephone wall socket. The mini
disc device was used in preference for the telephone recording due to the superior recording
quality. However, the researcher found the transcription process to be more efficient with the
micro-cassette pedal device, which was used on all other occasions. Both machines were
connected to the main power source during recording. Even though the mini disc had the
capacity to work with batteries only it was decided to use the main power source to avoid the

potential for the batteries running out during recording.

Easton et al. (2000) lists failure of the recording machine as a common problem with qualitative
research. The equipment was therefore checked before each participant interaction to ensure all
the settings were in place and it was working correctly. Another problem includes background
noises which may hinder the recording and later transcribing (Easton et al., 2000). The
interviews were therefore arranged, to the best of the researcher’s knowledge in quiet locations.
This meant changing location on one occasion where it came to light that an interviewee shared
an office to a quieter environment. However, interruptions to the interviews were unavoidable on
some instances for example, where the interview was conducted in a consultation room in a

community pharmacy and a prescription needed checking.

The recorded interviews / consultations were transcribed verbatim as soon as possible after the
event. On most instances the recordings were transcribed as soon as the researcher returned to
their office after each interview (approximately one hour later). However, on some occasions a
longer time period elapsed before transcription due to delays such as travelling time from the
meetings, up to a maximum delay of a day. Transcribing the recordings as soon as possible
ensured that the interview was ‘fresh’ in the researcher’s mind to recall what had taken place.

Smith (2002b p126) states that ‘accurate verbatim transcriptions are essential for detailed and
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valid qualitative data analysis’. Transcripts are a core feature of the analysis procedure as it

‘represents what the researcher preserve from the taped speech’ (MacLean et al., 2004 p113).

It took approximately two and a half to three hours to type up and transcribe a half hour
interview. This is similar to the time stated by Bryman (2001), Kvale (1996) and Rubin and
Rubin (1995) to transcribe an interview (five to six hours for an hour long interview). After
transcribing the researcher also listened to and checked the interview tapes against the transcript
in order to ensure that no information had been omitted or misrepresented, as recommended by

MacLean et al. (2004). After this stage the interview or consultation length was determined.

MacLean et al. (2004) state that no verbatim transcription can be error free, what they call the
‘transcriptionist effect’. Although MacLean et al. (2004) refer to using a separate transcriptionist
it must be recognised that errors may still be possible if the researcher themselves undertake the
transcribing. By checking the tapes against the transcript it was hoped that the potential for error
could be minimised. Potential transcribing errors may also be increased if the researcher is
unfamiliar with the jargon or words used within the context of the research (Easton ez al., 2000).
For example, drug names. As the researcher is a pharmacist and was aware of the supplementary
prescribing literature then it was hoped this would not be an issue. Interview transcription is also
only one interpretation of the event as only the inclusion of spoken words in the document will
miss wider context, the non-verbal body language and the ‘feel’ of the interview (Arksey and

Knight, 1999).

The transcribed material was anonymised during the transcription process so that no individuals
or places could be identified from the transcript. This was necessary in order to perform ethical
research and to maintain confidentiality and the privacy of the participants (Grinyer, 2002). The
British Sociological Association (2002) also advocates the maintenance of anonymity and
confidentiality of research participants. A coding sheet was produced which listed the
participant’s real name, their pseudonym and the pseudonyms given to the names and places
mentioned during the interview. If two participants mentioned the same individual in their
respective interviews then a different pseudonym was given for each occurrence. This was to
ensure that no connection could be made between interviews and hence individuals could not be
identified. If sections of the interviews were unable to be transcribed due to poor recording
quality then the following notation [???] was typed in the place of each incoherent word. All of

the names used in this thesis are pseudonyms.
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All the tapes, transcribed material and coding sheets were kept on the researcher’s password
secure computer or in a locked office. Only the researcher and their academic supervisors had
access to the information. The tapes will be destroyed six months after the publication of the

final research paper.

2.10.7 Data analysis — coding and emerging themes

The first stage of interview analysis involved printing the transcripts so that they could be read
and re-read by the researcher and notes made on the overall themes and issues that had emerged.
The next stage of analysis involved the researcher identifying themes via the code and retrieve
method of analysis, the main form of qualitative data analysis (Babbie, 2001). Code and retrieve
is a form of data reduction. In order to assist with data management and storage the Computer
Assisted Qualitative Data Analysis Software N6 was used which allowed sections of the
interviews to be labelled with and hierarchies of codes to be saved electronically. The use of
computer software to aid in the management of interview data has been discussed in the
literature. Kvale (1996) states that computer programmes are very useful in aiding the
management of interview data analysis but it must be recognised that the interpretation of the
data still falls with the researcher, the computer does not actually do the qualitative analysis, it is
only the assistant. However, the computer can add benefits such as increasing the speed of
analysis, ensure consistency and aid in the consistency of analysis (Weitzman, 1999). It was also
very important to always go back and check with the transcript that the interpretations of the

themes or quotes had not been lost from their original context (Weitzman, 1999).

The typed transcripts were therefore imported into the computer software. The data was
organised into sections or ‘manageable chunks’ as Stroh (2000 p210) describes it and then
sorted. This is done by coding or labelling pieces of text with common themes so that the
commonalities, differences and patterns of the interviews can be viewed. The themes were
therefore developed inductively as they emerged from the data in a hierarchical structure. Coding
is recognised as being at the beginning of qualitative data analysis (Bryman, 2001). The data is
first broken down into its constituent parts, de-contextualised and then re-contextualised when it
is put back together. Initially, broad themes were identified which were later re-categorised into
several smaller themes. For example, the theme of ‘barriers to implementation’ was identified
initially which was later divided into each individual barrier. The analysis in this present study

was based on a grounded theory approach. Grounded theory is ‘the attempt to derive theories
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from an analysis of the patterns, themes and common categories discovered’ (Babbie, 2001

p284) and is the most commonly used approach to qualitative data analysis (Bryman, 2001).

The analysis was carried out on a cyclical process, as it is not a distinctive phase of the research
process. The analysis therefore began at the beginning of the study and was not complete until
the end, an ongoing process. Each interview was analysed, if possible before the next arranged
interview in order to identify further issues and themes to be adopted. Rubin and Rubin (1995)
recognise that questions can change during an interview project as new issues are brought to
light. Adjustment of the design is a ‘normal, expected part of the qualitative research process.’
(p44). For example, one of the key informants raised the issue of pharmacists not being of fey
with the use of reflection, an important element of the training programme. Following interview
schedules were then amended in order to explore other participant’s views or experiences of

undertaking reflection.

2.10.8 Piloting of the interview schedules

Van Teijlingen and Hundley (2001) state that ‘qualitative data collection and analysis is often
progressive, in that a second or subsequent interview in a series should be ‘better’ than the
previous one as the interviewer may have gained insights from previous interviews which are
used to improve interview schedules and specific questions’. Each interview transcript was
therefore analysed and the themes generated used to inform the schedule for the next interview
as described above. The data produced in pilot studies in qualitative research are often used in
the main study (Van Teijlingen and Hundley, 2001). The results from all interviews are therefore

included in this thesis.

2.11 Summary

This present chapter has provided an introduction to the research strategy, how ethics committee
approval was obtained in order for the study to proceed and the method of semi-structured
interviews. Chapter Three will describe the first phase of the research, the key informant
interviews. More specifically the use of key informants in research, how the participants were

recruited and the themes generated from the interviews.
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Chapter Three — Key informant interviews

3.1 Introduction

Chapter Two described the qualitative research strategy to be adopted along With details of the
semi-structured interview methodology to be utilised. This present chapter describes the first
stage of this multi-stage study into the development of supplementary prescribing by pharmacists
in Wales. The key informant interviews were used as a means of gaining an insight into the
training and predicted implementation of supplementary prescribing. The views and perceptions
of a sample of those individuals involved in supplementary prescribing training and policy
development in the United Kingdom were therefore sought. The key informant interviews were
conducted before any of the supplementary prescribing training programmes in Wales had

begun.

3.2 Research questions
The research questions to be addressed in this first stage of the project were informed by the
objectives described at the end of Chapter One and are as follows:
i) What was the interviewee’s role in the implementation and training of supplementary
prescribing?
ii) Where were the training programmes for pharmacist SPs in Wales to be held and how
were the courses to be structured?
iii) How many pharmacists were to undertake supplementary prescribing training in Wales
and from which sector of practice?
iv)  How was supplementary prescribing envisaged to work in practice?
v)  Which patients and conditions were envisaged to be managed in practice by
supplementary prescribing pharmacists?
vi) What issues / barriers to implementation of supplementary prescribing did the
participants identify?

vii)  What were the views and opinions of the interviewee on the role of the SP?

3.3 The use of key informants

Gilchrist and Williams (1999) state that key informants are ‘information-rich’ (p73); they are the
experts in providing more information and ‘deeper insights’ to the researcher (Marshall, 1996
p92). Key informants are therefore ‘key to the researcher’s understanding of the culture’

(Gilchrist and Williams, 1999 p73) that is being studied. They are individuals who possess
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knowledge that they can share with the researcher due to their position within society. Tremblay
(1982) describes the important characteristics that an ‘ideal’ key informant should possess. The
criteria include the following:
* They should have a role within the community that is being researched which allows
them access to the type of information that the researcher is collecting.
* The informant should have ‘absorbed the information’ that they have access to.
* They should be willing to share the information that they possess with the researcher.
* They should be able to communicate the information that they have in a way that is
understandable by the researcher.

* The key informant should be impartial and objective.

Marshall (1996), who conducted key informant interviews to explore the professional
relationship between specialists and GPs stated that the value of the informant is decided by how
they ‘measure up’ to Tremblay’s (1982) criteria (Marshall, 1996). However, Burgess (1984)
advocates selecting a number of key informants from diverse aspects of the social situation under
scrutiny as each participant may have different knowledge. Individuals are chosen with respect
to particular aspects of the setting in order to ‘avoid partial accounts of a social situation’, to
selectively sample (Burgess, 1984 p75). In this particular study participants were recruited from
a variety of roles involved in supplementary prescribing. For example, those pharmacists who
were undertaking the training programme in Scotland, supplementary prescribing course leaders
from Scotland, England and Wales and individuals from Wales who were involved in
supplementary prescribing policy development. Due to the professional position of the
participants it was hoped that they were in possession of the type of information the researcher
was after in order to meet the criteria set by Tremblay (1982). Their responses and the themes
emerging from their interviews could then be used to inform further stages of the study in the

same manner as Marshall’s study (1996).

The use of key informants is described in many research fields including anthropology,
sociology and psychology as a stand alone method or in combination with other methodologies.
However, their use has increased within the ‘professions allied to medicine’ and in research on

health care (Marshall, 1996).
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3.4 Methodology
Semi-structured interviews were performed with the key informants recruited in this stage in

accordance with the methodology described in Chapter Two.

3.4.1 Recruitment and sampling — non-probability and snowball sampling

In the past, many qualitative studies have been criticised for not making explicit the sampling
strategy used or the characteristics of the sampling frame (Coyne, 1997). Coyne (1997) also
states that the sampling and selection of participants in a qualitative study has great implications

for its ‘quality’. The method of sampling is therefore important and is detailed below.

Non-probability sampling is defined as ‘a sample that has not been selected using a random
selection method’ (Bryman, 2001 p85). This is in contrast to the probability sampling utilised in
quantitative research. In convenience sampling the researcher selects a number of individuals to
participate who are easily accessible (Smith, 2002b). Purposive or selective sampling (Coyne,
1997) is often used within qualitative research and involves the researcher identifying
individuals who are deemed suitable or who are ‘information-rich’ through prior knowledge of
their characteristics (Babbie, 2001; Smith, 2002b). The sample is therefore informed. Coyne

(1997) believes that purposeful sampling is seen to a degree in all qualitative research.

Snowball sampling, also known as respondent-driven sampling (Salganik and Heckathorn, 2004)
has been extensively used in sociological research (Biernacki and Waldorf, 1981). It is mostly
utilised in exploratory research (Babbie, 2001) and when qualitative interviews are to be
conducted (Atkinson and Flint, 2001). It is a form of convenience sampling (Bryman, 2001). In
this sampling method the researcher first of all makes contact with a group of individuals who
are suitable for the study. These initial individuals are then used as a means to identify further
participants with characteristics required by the research via chain referral (Salganik and
Heckathorn, 2004) to extend the sample. This strategy therefore makes use of the participants’
‘social networks’ (Atkinson and Flint, 2001). Snowball sampling is also suitable for theoretical
sampling where each interviewee is chosen in order to test and develop a theory (Bryman, 2001).
This form of sampling has been successfully utilised in recruiting hard to reach (or hidden) or
deviant populations such as when sensitive issues are being investigated and those involving
drug misuse, prostitution, Human Immunodeficiency Virus patients (Faugier and Sargeant, 1997)

and the homeless as well as the elite (individuals who are in a position of power) (Atkinson and
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Flint, 2001). Snowball sampling is seen as a means of overcoming the problem of an unidentified

sampling frame in these hidden populations (Salganik and Heckathorn, 2004).

3.4.2 Method of recruiting the key informants in this present study
The key informants for this present study were chosen based on their involvement and
knowledge of supplementary prescribing rather than being from a random sample (Tremblay,

1982), that is non-probability sampling.

Initial potential interviewees were identified as individuals already known to the researcher or
their supervisors and who, in their professional capacity were involved with the development of
supplementary prescribing (their role in accordance with Tremblay’s key informant
characteristics (1982)), i.e. the selective sampling of key informants described above. Purposive
sampling was adopted as those identified by the researcher were believed to be informative to the
research and were easily accessible due to prior contact or their contact details being readily
available. The geographical location of many of the interviewees also made it possible to

conduct face-to-face interviews.

Further potential interviewees were identified via snowball sampling, the mechanism of which is
displayed in Figure 3.1. Each participant was asked during their interview if they could identify
any further individuals who could provide information on, or who were involved with the
implementation or training of supplementary prescribing (the inclusion criteria). To comply with
the requirements of the Data Protection Act 1998 the participant was requested to ask the
individuals they had identified for their permission to forward their contact details onto the
researcher. When the identified individuals agreed the researcher received their contact details
and was then able to approach them directly to ask if they would consent to an interview.
Approaching an individual after a peer had recommended them was intended to increase the

credibility of the researcher.
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Identify known Conduct
[ interviewee by researcherJ > [ Recruit known interviewee ] > [ interview

!

[ Contact and recruit Ask interviewee to

further participants J '\ identify further
participants

Figure 3.1. The snowball sampling method of recruitment adopted in the Key Informant
Interviews

The interviewees were contacted via e-mail, face-to-face contact or telephone dependent on the
details held by the researcher or that had been passed on by their identifiers. The individuals
were provided with an information pack (which included a letter inviting participation
(Appendix 1.1), an information sheet (Appendix 1.2) and two copies of a consent form
(Appendix 1.3)) either via the post or electronically. A signed copy of the consent form had to be
returned to the researcher before the individual could participate as described in Chapter Two.

3.4.3 Interview location

If the interviewee resided in the Cardiff area then it was possible to either travel to the
participant’s place of work to meet face-to-face or conduct the interview at the Welsh School of
Pharmacy. However, if the interviewee was located further away in London, North Wales or
Scotland the interviews were conducted by telephone in order to make the most effective use of
the resources available. Telephone interviews have been used more extensively within social
research (Arksey and Knight, 1999). A date and time was therefore arranged to telephone the

interviewee on a number that was convenient for them, either at work or at home.

3.4.4 Semi-structured interview

The interviews were conducted and analysed in accordance with the method and interview
schedule format described in Chapter Two. The questions utilised in the interviews were
designed in relation to the aims and objectives specified in Chapter One in order to explore a
number of aspects of supplementary prescribing. These included the participant’s role in
supplementary prescribing training or implementation, the supplementary prescribing training
programme format, how the role was anticipated to work in practice and the conditions to be
managed, the personal opinions of the participants on the new role and what skills and

knowledge they believed pharmacists need to become a SP.
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Each interview schedule produced was informed by the issues brought to light in previous
interviews. The initial, pilot schedule was therefore amended in light of those topics. For
example, the use of reflection as a learning tool by pharmacists was not included in the pilot
schedule but was raised by the participants. The topic therefore was added into following
interview schedules in order to explore the participants’ views on this method of learning for
pharmacists. Each interviewee was asked questions regarding their views on the development
and role of supplementary prescribing in general. However, more specifically, due to the
interviewees being in varying professional capacities and therefore in a position to provide
different types of information the schedules were amended in accordance to the interviewee’s
role. An example to illustrate this would be that of an education provider who would be
questioned regarding their supplementary prescribing training programme whereas a chief
pharmacist would be questioned regarding envisaged implementation of the supplementary
prescribing role within their NHS Trust. An example of an interview schedule can be seen in
Appendix 1.4. Each interviewee was also asked during the interview if they could suggest any
potentially interesting or important questions to ask pharmacists in the first cohort to undertake
supplementary prescribing training in Wales. This was used as a means to inform the next stage

of the research.

The course leaders of the training programmes in Wales which were used as recruitment sites,
were asked for two follow-up interviews after their first and second cohorts had completed
training. By their third interview recommendations from both the first and second cohort of
pharmacists of how they would like the courses to be amended and their views on other aspects
such as multi-disciplinary training and reflection had been sought. A number of quotes
expressing these views were shown to the three interviewees at the beginning of their third
interview (Appendix 1.5) as a means of feedback and to explore their responses to such

comments. The origins of these comments will be explained in Chapters Four and Six.

3.5 Interviewees recruited

Out of the 25 individuals contacted and provided with information packs 21 returned a signed
consent. The four who did not agree to participate consisted of two supplementary prescribing
education providers, one who worked in the implementation of supplementary prescribing in
England and one who was involved in researching the role. It was only possible to arrange a
convenient time to hold an interview with 20 out of the 21. Several attempts were made to

contact this one additional individual in order to arrange a time to hold the interview with no
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success. One further participant consented to an interview via e-mail but did not agree to sign a
consent form. As written consent had been received in their accepting e-mail then it was agreed

to go ahead with the interview. This resulted in a total of 21 recruited participants.

All of the interviews were recorded except for one. The participant who did not sign a consent
form agreed to the interview but not for it to be recorded. The interview still took place as a
valuable learning experience. Notes were made during the interview and then immediately after,

in order to record the main themes.

3.5.1 Interviewee information

Interviews were conducted between November 2003 and August 2005. Table 3.1 denotes the
characteristics of the key informants. These include the pseudonyms of the interviewees, the
duration of the interviews and how the participants were contacted. The interviewees included
members of the Faculty of Prescribing and Medicines Management of The College of Pharmacy
Practice (an educational charity whose policy is to promote continuing professional development
for pharmacists), education providers of supplementary prescribing training programmes at HEIs
in the United Kingdom, those involved in the implementation of supplementary prescribing in
Wales (such as members of the Task and Finish Group on Supplementary Prescribing in Wales),
pharmacists who were undertaking the supplementary prescribing training programme outside of
Wales (as some courses had already started), chief pharmacists of NHS trusts and managers
within the NHS in Wales. The interviews lasted between approximately nine and 51 minutes
with a mean of 34 minutes for the face-to-face interviews and 22 minutes for the telephone
interviews. As described in Chapter Two the interviews were analysed through identifying
common themes in a cyclical manner. At the point in the analysis procedure where no additional
new themes were identified through coding, at the point of saturation (as in the technique of

grounded theory (Glaser and Strauss, 1967)) no further interviews were conducted.

Follow-up interviews were conducted with a number of the education providers (those acting as
gatekeepers in order to recruit pharmacists in the first and second cohorts in Wales) to explore
how their respective first and second courses had progressed and if their views had changed.
Participant numbers 11.2, 12.2, 14.2 and 18.2 in Table 3.1 denote the second interviews and

11.3, 12.3 and 18.3 denotes the third interviews with the respective participants.
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Table 3.1. Interviewee recruitment and interview details

Pseudonym | Professional | Method of Duration of | Telephone (T) / Direct (D) /
role contact interview Face-to-face (F) Snowball (S)
interview recruitment
1.Ken FPMM E-mail / 20m 49s T D
) Face-to-face
2.Isobel FPMM E-mail 9m 10s T S
3.Sarah EP E-mail 28m 18s T D
4.Belinda T&FG E-mail / 19m 7s F D
Face-to-face
5.Bernadette | T&FG E-mail 17m 57s F D
6.Norman Student SP E-mail 11m 59s T S
7.Cerys EP E-mail 17m 3s T S
8.Freya Student SP E-mail 28m 45s T S
9 Kath EP E-mail 22m 9s T S
10.Nathan Chief P E-mail 35m 53s T D
11.Lisa EP Face-to-face 51m 8s F D
12.Tim EP E-mail 34m 29s F D
13.Vicky Chief P E-mail 22m 59s F S
14.Edward | Manager E-mail 46m 23s F S
15.Beverley | Manager E-mail / 25m 15s F S
Telephone
16.Charles EP E-mail / 26m 45s T D
Face-to-face
17.Diane T&FG E-mail / ~40m F D
Face-to-face
18.Keith EP E-mail / 48m 13s F D
Telephone
19.Sam RPSGB Face-to-face 47m 12s F D
20.Nora EP E-mail / 16m 15s F S
Face-to-face
21.Euan EP E-mail 38m 31s F D
11.2 Lisa EP Face-to-face 31m 30s F D
12.2 Tim EP E-mail / 35m 30s F D
Telephone
14.2Edward | Manager E-mail 29m 17s F S
18.2 Keith EP Telephone 32m 27s F D
11.3 Lisa EP Face-to-face 47m 35s F D
12.3 Tim EP E-mail 38m 06s F D
18.3 Keith EP E-mail 43m 51s F D
Code for the interviewee’s professional role —
FPMM - Member of the Faculty of Prescribing and Medicines Management
of the College of Pharmacy Practice
T&FG - Member of the Task and Finish Group for Supplementary
Prescribing in Wales
EP - Education provider of a supplementary prescribing training
programme
Manager - Manager within the NHS in Wales Trust
Chief P - Chief pharmacist of a Welsh hospital
RPSGB - Member of RPSGB staff
Student SP - Pharmacist who was undertaking a supplementary prescribing

training course outside of Wales
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All interviewees were pharmacists except for Beverley, Keith, Nora and Euan. Keith, Nora and

Euvan were nurses. Beverley was a manager within an NHS Trust.

3.6 Data analysis and the generation of themes

The interviews were analysed in accordance with the method described in Chapter Two. Thé
interview transcripts were initially read and re-read by the researcher in order to make notes
regarding the major themes emerging from the data. The computer software N6 was used to aid
in data management. Major common themes were identified by grouping together sections of
text which discussed the same issues such as barriers to implementation. These major themes
were then later divided into sub-themes on a hierarchical basis via a code and retrieve data
analysis strategy. The key themes emerging from the data are discussed below along with a

number of quotes to illustrate the theme.

3.6.1 Conditions to be managed by a SP

The interviewees suggested a wide range of conditions that they expected would be managed by
a SP either by the pharmacists in the first cohort to be trained or potentially in the future. The
treatment areas included oncology, mental health, rheumatology, human immunodeficiency
virus, diabetes, asthma, benzodiazepine withdrawal, cardiac rehabilitation, alzheimers, cystic
fibrosis, parkinsons disease, chronic obstructive pulmonary disease, anti-coagulation, pain, heart
failure, dermatology, dyspepsia, chronic renal failure, total parenteral nutrition and hypertension,

many of which were to be implemented in a clinic setting either in secondary or primary care.

Some of the interviewees noted that supplementary prescribing is best placed to manage chronic
as opposed to acute conditions, as was stated in the Crown Report (DoH, 1999):

ISOBEL: I mean obviously it’s [supplementary prescribing] a chronic disease
management rather than acute management programme.

BERNADETTE: It’s [supplementary prescribing] much more geared towards management
of chronic disease.

3.6.2 Positive views on the development of supplementary prescribing

There was strong positive feedback on the development of supplementary prescribing by
pharmacists. Every interviewee, whether they be pharmacists or non-pharmacists expressed a
positive view when asked his or her opinion on the development of this role, for example:

KEN: I’m fully supportive of that [supplementary prescribing] I think it’s an unparalled
opportunity and um really I’'m looking forward to the time when pharmacists can prescribe

independently.
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CHARLES: It’s [supplementary prescribing] the best thing that’s ever happened, it’s the
chance for us [pharmacists] to stop being at a crossroads and move forward. Ah, any
more? Um, it’s definitely the the biggest advance I think I've seen in my career.

ISOBEL: It’s [supplementary prescribing] a great opportunity; they [pharmacists] ought
to go for it. No, it is I mean, it’s fantastic if it takes off, it’s good.

CERYS: I am very for it [supplementary prescribing] and I think it’s a tremendous
opportunity for the profession [pharmacy].

3.6.3 Independent prescribing by pharmacists in the future

Supplementary prescribing was perceived as a ‘stepping stone’ to independent prescribing by
many of the interviewees, a role that has since been under consultation by the MHRA and DoH
(MHRA and DoH, 2005b) and approved (DoH, 2005¢). A number of the interviewees envisaged
independent prescribing as a role that pharmacists should be undertaking:

NATHAN: I think it [supplementary prescribing] is an interim step really towards
independent prescribing which is where we [pharmacy] really need to go.

TIM: It [supplementary prescribing] will be a pathway to independent prescribing.

VICKY: It’s [supplementary prescribing] a step in the right direction and I would look
forward to the day when independent prescribing comes.

BELINDA: I've got a vision for the future that all pharmacists will be prescribers, now I
don’t know how far down the road that is, and independent prescribers as well, I feel that
is inevitably where we have to go.

In contrast, Sam held a different view and did not see independent prescribing being
implemented in community pharmacy:

SAM: I don’t see any reason to go for independent prescribing. I think that a lot of the
politicians in our profession regard it as a badge of honour. I think you can do everything
that you want to within the scope of supplementary prescribing and ah PGDs [Patient
Group Directions] I I I can’t really conceive of more than a tiny number of pharmacists
around the country being independent prescribers.

3.6.4 Benefits to patient care

Many of the interviewees believed that supplementary prescribing would benefit patient care.
This included improved monitoring of medical conditions and increased convenience and access
to HCPs. Many of these benefits had already been cited in published documents relating to
supplementary prescribing (DoH, 1999). Edward emphasised that the primary role for
supplementary prescribing should be for the benefit of the patient rather than for the individual

pharmacist’s personal gains:
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EDWARD: I think I'm I'm very supportive of the original philosophy that it
[supplementary prescribing] needs to be for the benefit of patients rather than something
that is a professional or personal aspiration.

Other views to illustrate the benefits are:

ISOBEL: There’s obviously advantages in that hopefully they’ll [patients] be monitored
more closely or shall we say more regularly. Um you know it may be more convenient for
them to get to a pharmacist rather than a practice.

BELINDA: So if you’ve got um patients who it’s much more convenient for them to visit the
pharmacy and they’re going to get a really good level of of monitoring and ongoing care
then there’s huge benefits to this.

NATHAN: It [supplementary prescribing] actually gives the opportunity for pharmacists I
think to actually manage the patients’ therapy more effectively both both in an in-patient
hospital situation and in an out-patient situation.

TIM: There’ll be ah a specific well trained professional who knows a lot about the
medication, a lot about the condition and a lot about that patient who has time to spend
with that patient and hopefully they’ll [patients] feel more confident that their [condition]
is being managed equally well as it would be with, if they were speaking to their GP
directly and dare I say it perhaps even better.

However, as some pharmacists do not monitor the progression of clinical conditions on a regular
basis Nathan proposed that standards will have to but in place to ensure the quality of patient
care:

NATHAN: The mechanics of doing a blood pressure is that they [pharmacists] have to be
actually monitoring patients and looking for signs and symptoms and using your eyes um
and that’s a clinical skill that takes time, observation actually takes time to acquire um I
think that’s where pharmacists actually need the, we need standards for practice for that.

Beverley and Tim suggested that pharmacists might have more time to care for patients as
opposed to their GP or hospital doctor:

BEVERLEY: I think, cause um pharmacists will have more time cause at the moment the
clinics are so busy that people are rushed through which isn’t good for the patient.

TIM: I hope that patients who see supplementary prescribers will see that um people have
got more attention, more time and more attention to pay to their particular condition.

Edward indicated that supplementary prescribing might minimise the inconvenience to both
patients and pharmacists in certain clinic situations. For example, in an anti-coagulant clinic a
patient who required a low molecular weight heparin in order to ensure their International
Normalised Ratio (INR) remained in the appropriate range had to wait while the pharmacist
asked a doctor to sign a prescription. Supplementary prescribing will mean the pharmacists can

sign for themselves:
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EDWARD: In those sort of situation the pharmacist in clinic has to chase around trying to
find um an SPR [Specialist Registrar] ah from haematology to to write them a prescription
so they can actually pass it to the patient.

Another pharmacist believed that there would be benefits to patient care but that it would be
difficult to determine if the benefits were due to the SP or because of other factors such as, the
doctor would be more aware of his practice because another HCP was involved and that there

was a CMP in place.

3.6.5 Barriers to supplementary prescribing implementation
Several potential barriers to the implementation of supplementary prescribing were identified

during the interviews, which are described below:

3.6.5.1 ‘Backfill’ and staff release

Problems were identified with regards to releasing staff in order to undertake the training and
then to implement supplementary prescribing into practice. This was in addition to the day-to-
day duties of the pharmacists embarking on the course which still needed to be fulfilled. Both
Nathan (a chief pharmacist) and Edward (a manager within the NHS) identified this as a
potential barrier:

NATHAN: These people [SPs] are actually now going to be doing some work that was
previously done by medical staff. But their existing work is still there. Ok? So that needs to
be backfilled in some way.

EDWARD: It’s going to be difficult um to release staff [to SPs].

However, in one pharmacy department the issue of staff release was not so great due to the
pharmacists’ commitment to their wards already:

VICKY: In a way I don’t think it [supplementary prescribing] will make an awful lot of
difference to us here because the pharmacists that are doing it are already committed to
the ward rounds that they do.

In another trust the demand on the small number of SPs was the biggest issue with the demand
outgrowing the supply:

BEVERLEY: I think the biggest problem is just going to be able to be in a position to
release these people to go on the training and as I said the biggest problem for us will be
you know the demand I think will outgrow the one, you know the one or two people that
we’ve got trained.
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3.6.5.2 Access to information

It is crucial that SPs have shared access to patient records in order to be fully informed of the
patient’s condition and medication history and to record the interventions that they undertake.
However, gaining access to patient records may prove difficult:

TIM: Um, and also obviously there’s problems ...... and access to notes and records.

ISOBEL: 1 think community pharmacy is a great place to do it [supplementary
prescribing] but obviously there’s the issue with IT [information technology] and thinking
in terms of records and that type of thing which is um a bit of an issue.

In contrast, one pharmacist who was already undertaking the supplementary prescribing training
programme had overcome this problem by forming an agreement with her GP to collect and

return the patient’s notes to the surgery within 48 hours of their consultation.

3.6.5.3 Communication

The issue of communication was mentioned in the interviews in two distinct ways. Firstly, the
need for pharmacists to be trained in communication was expressed by some of the course
leaders:

SARAH: They [pharmacists] thought that they were good communicators but hadn’t really
analysed their own communication skills and had realised afterwards [on the
supplementary prescribing training] there were things that they could improve on or they
could do differently.

LISA: I always think with communications lots of people think they can communicate very
well when in fact perhaps they haven’t really identified that they do actually need training
onit.

Secondly, the professional relationship between the pharmacist and other HCPs was not in place,
as Belinda explains below in relation to community pharmacy:

BELINDA: I think the professional relationships aren’t there; um pharmacists do work in
isolation. There are some fantastic examples of GPs and pharmacists working closely
together but there’s also a lot more situations where they work in blissful isolation, the
only communication between them is a prescription form and the occasional phone call.

3.6.5.4 Support

It would appear that there are contrasting views regarding the amount of support that
pharmacists’ employing organisations provide for them to do the supplementary prescribing
course and then to develop their role. On one hand Beverley believed that her organisation was
supporting their pharmacists:

BEVERLEY: We [NHS trust] give them [pharmacists] a lot [of support] at the beginning
and we need to make sure that we carry on giving them support.
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On the other hand Kath believed other organisations were not so supportive:

KATH: 1 think it’s just an unknown really um I think that trusts, acute trusts and primary
care trusts have still got to get their infrastructures in place so that they’ve got good
systems of governance and that manage the process of people applying for supplementary
prescribing and also implementing it as well and that concerns me because I don’t think
that a lot of trusts are ready yet.

KATH: The feedback that we’ve had from the supplementary prescribers that have trained
in [HEI] so far are that their organisations haven’t got a clue. You know they’re having to
do all the implementation, they’re having to explain to all the groups in the hospital what
they’re doing, there isn’t an awareness already that exists.

3.6.5.5 Finding a mentor
Kath believed that pharmacists might find it difficult to find a DSMP in the future. However, it is
unclear if this will be the case in all sectors of practice:

KATH: There may be a problem with um doctors, mentor availability um, the supervising
side of things um because I think um if you’ve got a lot of people wanting to do
supplementary prescribing training um the good doctors and the keen doctors will get used
up.

3.6.5.6 Remuneration in community pharmacy
It was uncertain at the time of the interviews how pharmacists working in community pharmacy
would be paid for providing their supplementary prescribing service:

SARAH: The payment issue, you know the remuneration is not in place yet for that
[supplementary prescribing] to happen, [in community pharmacy].

BERNADETTE: [Community pharmacists] want to receive payment for providing an
additional service, you’ve got all the issues about how do you decide how you make
payments for additional services and how do additional services get funded.

CERYS: On the community side there’s um, big issues around how are community
pharmacists who do this actually going to be paid for it?

3.6.6 Motivation for undertaking SP

Possible reasons for pharmacists wanting to undertake the supplementary prescribing role were
expressed during the interviews, and whether the decision to do the course was made by the
pharmacists or by their employers:

NATHAN: [ feel that whilst there’s no question what they’re [pharmacists] doing is
extremely beneficial there is also a sticking plaster on the ahhh state of quality or lack of
quality in some of the GP follow up that they actually get from the hospital.

LISA: I think that’ll be quite interesting to see whether or not it’s them [pharmacists] who
initiated it or whether or not whoever they work for decided [for them to do the course].

CERYS: We [HEI] have had a few people who’ve perhaps have been you know had their
arms twisted to go [on the course] and haven’t quite understood what the whole thing was.
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Norman believed that community pharmacists have a good basis to prescribing due to their
grounding in OTC medicine sales:

NORMAN: I suppose all community pharmacists prescribe in a sense that they provide
OTC treatment um, you know consultation and prescribing situations so I think all
community pharmacists have that backbench to a degree.

3.6.7 Legalising an existing role

Supplementary prescribing was perceived as a way of legalising some of the work that
pharmacists already do in some settings, for example in running out-patient clinics such as those
described in Chapter One:

NATHAN: It’s [supplementary prescribing] a means of actually I think legalising lots of
the things we [pharmacists] actually wish to do and actually making the system easier.

LISA: I think it’s really exciting. I think um, I think it’s [supplementary prescribing] going
to utilise the skills that as pharmacists we’ve had for a long period of time and which, um
in a way um legalise some of the things that perhaps we [pharmacists] do as well.

VICKY: I think in a way it’s sort of legitimising a lot of the stuff that we [pharmacists]
already do if if you’ve got, if you work well within a team.

BELINDA: Maybe the first cohort is likely to be people who already provide to what is in
all intents and purposes supplementary prescribing, so it’s legitimising practice that’s
that’s probably um, developing under protocol anyway.

BERNADETTE: I think there’s quite a lot of examples of where people are doing things
that are quite similar [to supplementary prescribing] already where I think it would firm
up some of the, firm up the legal position and I think it would just um make it easier
actually for the nurses and the pharmacists who work in them.

3.6.8 The increased responsibility of a prescribing role
Pharmacists will take on an increased responsibility when practising as a SP. How pharmacists
accept this responsibility may depend on the individual and whether they have been prescribing

to a certain extent before:

TIM: I think it’s a very positive thing I think for, for a lot of pharmacists who already take
these [prescribing] responsibilities the transition is going to be quite easy and it’ll it’ll be
um, it’ll be ahhh a privilege for them and it’ll be a professional responsibility for them
which I’'m sure they’ll they’ll lap up, they’ll enjoy it. For others the the transition won’t be
S0 easy.

VICKY: Well I think we should be doing it [prescribing] anyway. And I know a lot of
pharmacists I've spoken to said well you know, I don’t want to take on that extra
responsibility...And I think maybe it makes us realise how difficult the doctor’s role
ISeevienienens it’s interesting that once we come to have the opportunity to do the writing a lot
of people are sort of back pedalling and saying oh no no I can’t take that responsibility.

BELINDA: [As] pharmacists we already accept professional liability for what we do so
accepting liability for prescribing isn’t such a big um transition for us.
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3.6.9 Sectors of pharmacy practice

The implementation of supplementary prescribing in both primary and secondary care was
discussed during the interviews. Charles, Sarah, Freya and Sam identified community pharmacy
as a difficult area to implement the new role: '

CHARLES: At the minute I I feel it quite difficult ah to see it [supplementary prescribing]
working in community pharmacy well. But I'm I’'m willing to be convinced, I'm not trying
to write it off, I just think it’s very difficult.

SARAH: I think my feeling at the moment is that the public’s perception at the moment is
not, is not ready for these kind of services happening from a community pharmacy.

FREYA: I would say that community pharmacists seemed to have less of a clear idea of
how it’s [supplementary prescribing] going to role out and how they are going to utilise it
compared to the primary care pharmacists who already may be already managing clinics
or hospital pharmacists.

SAM: I just think um um there are some barriers in the way to it really taking off. Um,
that’s you know particularly in the community sector, amazingly some other health
professionals still see pharmacists as shop keepers and commercially as commercially um
motivated.

However, in contrast to Sarah (above) Beverley believed that patients are happy to be seen by

any HCP as long as they are competent:

BEVERLEY: I don’t think patients worry about who they see. It’s about the level of care
they get. And as long as they’re confident that, that you know person is professional I don’t
think they [patients] worry too much.

Several clinics are already operating under protocol within secondary care. The anticipated
changes and issues of implementation may therefore not be as great as those expected in primary
care:

TIM: In terms of looking at our anti-coagulant pharmacist, I would imagine when he
[pharmacist] goes back to his [hospital] clinic the only difference he will, he will see is
that he will actually sign his own prescriptions instead of having somebody else to to sign
them.

BELINDA: In the initial stages the models of practice exist in secondary care to a greater
extent than they do in primary care so they [pharmacists] can adopt it in the short term
much more quickly.

3.6.10 Fitness to practise as a SP
Two interviewees (Ken and Belinda) commented that one of the most important tasks during

training is to ensure that the pharmacists are competent and fit to practise in the field in which

they are going to prescribe:
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KEN: The more challenging thing is actually providing them [SPs] with the skills which
will make them not just fit to practice as pharmacists but basically professional leaders for
the future.

BELINDA: At the end of the day you've got to make sure that the training programme that
you deliver is going to produce competent professionals.

3.6.11 The position of supplementary prescribing within pharmacy

The opportunity that supplementary prescribing will bring to the development of the pharmacy
profession must be seized (Ken). However, both Ken and Norman were cautious of how the new
role may divide the profession, to those who can and cannot prescribe:

KEN: We have to make this [supplementary prescribing] work because we won’t get a
second chance and I think that we need to do everything that we possibly can to support
individual supplementary prescribers...... I suppose what I’'m cautious of is that there is an
elitism set up and that would be that would be a loss to the profession.

NORMAN: I do think there’s danger there of the profession being split particularly as
we’re moving to independent prescribing and we end up with a barefoot doctor.
Kath believed that the supplementary prescribing role should be undertaken only to benefit the
pharmacy profession:

KATH: It is important that the pharmacists undertake the course for the benefit for the
profession and patients and not just a way of fulfilling continuing professional
development requirements.

3.6.12 Supplementary prescribing will best utilise pharmacist skills
Both Nathan and Lisa recognise the knowledge that pharmacists posses. Supplementary
prescribing is a means of utilising these skills and maximising the pharmacist’s potential:

NATHAN: I'm all in favour of it [supplementary prescribing], um it’s only when you
actually closely observe ah other professions in action do you actually realise the massive
contribution that pharmacists can actually make to a patient’s care.

LISA: I think it’s [supplementary prescribing] really exciting. I think um, I think it’s going
to utilise the skills that as pharmacists we’ve had for a long period of time.

3.6.13 Awareness of supplementary prescribing

Two of the interviewees believed that some pharmacists who were either already undertaking or
going to be on the supplementary prescribing training programme, and their supporting
organisations, did not have a full understanding of what supplementary prescribing is:

LISA: the first study day where it’s an introductory, getting them [pharmacists] to do self
needs analysis, just getting them up to speed of what supplementary prescribing is about
cause I think they know the concept but I don’t know if they know the knitty gritty.
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When asked during the interview if she could think of interesting questions to ask pharmacists
during a focus group at the beginning of their training Cerys suggested:

CERYS: One is that um I think it would be interesting to test their [pharmacists]
understanding of what supplementary prescribing actually is cause we’ve got some
evidence that people are only really understanding it once they’re on the course.

3.6.14 Recruitment and retention of pharmacists
Both managers of NHS Trusts stated that supplementary prescribing would aid in the retention
and recruitment of staff in their respective pharmacy departments:

EDWARD: It’s undoubted that um the type of pharmacy-led clinics that we run does help
us recruiting people in. You know they want to come and work here because they see us as
you know ah perhaps an innovative um department who will have a go at doing things and
are involved.

BEVERLEY: I like to think that if we’re doing new ways of working and people are, people
would want to come and work here.

3.6.15 The training course

3.6.15.1 Nurses and pharmacist training together

All of the training courses in Wales were multi-disciplinary, nurses and pharmacists training
together as described in Chapter One. Due to their undergraduate training and professional
backgrounds nurses and pharmacists have different identified learning needs. For example,
generally speaking nurses have more experience of monitoring such as blood pressure
measurements and therefore need more training in medication. In contrast, pharmacists have
more experience of drug therapy and pharmacology and need more training in physical
assessment skills. Both Lisa and Tim (supplementary prescribing course leaders) and Sam
support multi-disciplinary courses as a means of learning together and from each other:

LISA: I hope that the course that we’re running here at the University with the nurses we
can try to complement both professions [nurses and pharmacists] and help both
professions and use both professions well in the development of the course and the running
of the course.

TIM: I think as a facilitator of learning as I hope to be, I hope I’ll be able to use the
strengths and weaknesses of two different groups in order that they can um evolve ah ah a
good learning experience.

SAM: There are clearly benefits um in mutual respect of one profession for the other. The
parts of the course is they come together ah everything I hear indicates that kind of um
building of understanding and recognition of what strengths and what the qualities of the
other profession are do do do are actually realised.

In contrast, Vicky did not agree with nurses and pharmacists being trained together:
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VICKY: I don’t see how we can run the course exactly the same for nurses and
pharmacists anyway.

Difficulties in assessing each individual on the course’s learning outcomes was also a problem as
each pharmacist or nurse will come to the course with very different experiences:

LISA: When you’re talking about therapeutics in a joint course you know, what’s your
starting point? Because you can’t put it above a certain persons head and you can’t
patronise other people and so therefore in actually running the course it’s really difficult
to know what your starting point is and I think that’s the difficulty in all aspects of the
course really is that everyone is coming in with totally different experience at a totally
different level from each other.

3.6.15.2 Reflection

The supplementary prescribing courses advocate the use of reflection as a learning tool. The
interviewees identified that generally nurses are more adept at reflecting. In contrast, reflection is
a new concept to many pharmacists:

LISA: Pharmacists um struggled with the idea of reflection and what it was and how to
write it.

TIM: They’re [nurses] quite used to it, the experienced nurses are very used to refl,
reflective practice has been, seems to be been around in nursing for a lot longer as a
philosophy than it does in pharmacy.

KEITH: They’re [pharmacists] not brought up on a diet of reflection.

EUAN: I think that many of our nurses have had previous experience of asking to reflect
on practice. Um, I think that the pharmacists have had to get their heads round that
concept.

3.6.16 Feedback from the first cohort

Three of the education providers (Keith, Lisa and Tim) were interviewed a second time after
their first cohort programmes had completed. The interviews were used to explore the feedback
that they had received from their course participants and how the courses were to be modified for
the second cohort. As this was the first cohort to undertake the supplementary prescribing course
all three HEI had evaluated their respective programmes. As Keith explains the education
providers must evaluate their courses:

KEITH: We don’t know whether we’re doing it right or we’re doing it wrong.... So, we
want to get as much feedback as we can.

Lisa and Keith explained that the participants on their respective courses had provided generally
positive feedback:

LISA: I think overall it [feedback] was positive. Um, it was positive really. Um, there was a
few things as in um with regards to quantity of work and time scale.
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KEITH: Generally um, generally yes very positive ah despite of the fact that sometimes we
didn’t know what we doing.

3.6.17 Feedback from the second cohort

Keith, Lisa and Tim were all interviewed for a third and final time after the second cohort on the
supplementary prescribing training programme had been completed. All three of the course
leaders acknowledged the recommendations received on how to improve the courses in the
future (Appendix 1.5) and had previously heard similar comments from the individuals on their
courses, especially in light of the difficulties of multi-disciplinary teaching, fulfilling the diverse
needs of the individuals on their courses and the reflection elements of the courses. Nurses and
pharmacists will still be taught together in future cohorts and all three course leaders believed
that the two professions could still benefit from being taught together. Benefits included

recognising the other profession’s knowledge, skills and networking.

The suggested improvements were taken on-board by all three key informants who were
appreciative of being informed of the feedback. They noted that the first cohort of all courses is
difficult:

LISA: Whenever you go on a first cohort you know that it might be a little bit rough and
ready.

TIM: It was more difficult obviously for the first cohort because even we were finding our
feet then.

KEITH: You do the best you can um with the knowledge that you know and I dare say in a
sense that as one student said to us from the first cohort um, she said um, the pharmacist
you did very well because um we we we were guinea pigs, we we all had to to go down the
journey together. And I make no bones that it’s a learning experience for all of us.

3.7 Informing Stage One
The themes generated in this key informant stage were utilised to inform further stages of the
project, as did Marshall (1996). The key informant interviewees were asked during their
interview for suggestions of questions they believed would be interesting or informative to
discuss with pharmacists during their training to become prescribers. Not all of the interviewees
were able to suggest questions, however, those who did suggested the following (the number in
parentheses denotes the participant number of the interviewee who suggested the question):
i)  What is the understanding of the pharmacists of what supplementary prescribing is? (7)
ii)  What do the pharmacists expect to get out of the SP training programme? (7, 10, 11, 12,
13,14)

iii) How much work do the pharmacists expect to be involved in doing the SP course? (7)
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iv) How much support are the pharmacists receiving from their organisation? (7, 15, 16)
v)  What is the motivation of the pharmacists behind prescribing and undertaking the course?
(7, 11)
vi)  What are the expectations of the pharmacists of how and where they will be prescribing
once trained? (7, 11, 14)
vii) How much previous involvement have the pharmacists had with the organisation they
will be prescribing in? For example a GP surgery (8)
viii) How are the pharmacists going to achieve their twelve days in practice with their DSMP?
®
ixX)  What training do the pharmacists think they are going to get in clinical assessment? (9,
10)
x)  What limitations do the pharmacists perceive of the role of a SP? (10, 11, 14)
xi) Do the pharmacists find the supplementary prescribing training programme useful? What
do they feel wasn’t useful? (10, 11)
xii) What do the pharmacists on a training programme being delivered by a nursing school
think of the programme? (10)
xiii) Do the pharmacists really know what they’re letting themselves in for by doing the
training? (11)
xiv)  What are the pharmacists concerns about doing the course? (14)
xv)  Where can the pharmacists see supplementary prescribing developing in the future? (14,
16)

The main questions emerging from the key informants were as follows:
1) What was the pharmacist’s motivation behind undertaking the supplementary prescribing
training programme?
2) What would the pharmacists like to see on the training programme in order to become a
competent SP and to meet the specified learning outcomes?
3) What were the views of the pharmacists on supplementary prescribing and its potential
limitations in practice?
4) What were the expectations of the pharmacists on how they believed supplementary
prescribing could work in practice?
These questions were used to inform the development of the focus group guide and interview
schedules used to explore the views of the pharmacists in the first cohort to be trained in Wales,

at the beginning of their training (Stage One), details of which are provided in Chapter Four.
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3.8 Discussion

The key informant interviews provided a valuable insight into the potential areas of
supplementary prescribing practice in Wales. The views and opinions expressed were sought
from those involved in training and policy development in Wales and from those who had
already experienced supplementary prescribing training programmes elsewhere in the United
Kingdom. The positive views expressed on supplementary prescribing were to be anticipated as
the participants were involved with its implementation, education or practice. On the other hand,
concern was expressed regarding the number of potential barriers that need to be overcome in
order for implementation to be successful, and to achieve maximum benefit to patient care.
Implementation was predicted to be more difficult in community pharmacy, where in contrast,
supplementary prescribing was seen to be legalising roles that pharmacists have already
undertaken in secondary care. However, even though barriers had been identified to start
supplementary prescribing the participants were looking to the future to independent prescribing.
In a similar manner comments such as “Supplementary prescribing — opportunity of a
generation” and “The biggest opportunity of a generation” have been cited (Anon, 2003b).
However, in contrast, some not so supportive comments have been seen in the literature such as
“Prescribing might not enhance their status as much as pharmacists hope it will” (Brown, 2003)
where the status of the pharmacist in relation to the IP and patients is discussed. Supplementary
prescribing was believed to decrease the status gap between pharmacists and IPs but widen the
gap between pharmacists and patients. The comment “Pharmacists should focus on what they do
best, not be dazzled by new ideas” (Jenkins, 2004) was also seen where it was believed that
pharmacists should to stick to dispensing medicines, council patients and sell OTC products. The
more negative views expressed in some of the literature was therefore not reflected by the key

informants’ comments.

Supplementary prescribing was also believed to utilise the knowledge that pharmacists have, and
benefit patient care in a number of ways including spending more time with patients and
increasing convenience and access to HCPs, benefits already included in the Crown Report
(DoH, 1999). Supplementary prescribing was also seen as a way in which pharmacy staff could

be recruited and retained by NHS Trusts.

The supplementary prescribing training programmes in Wales were discussed with some of the
course leaders. The envisaged benefits of multi-disciplinary training and the unfamiliarity of

pharmacists with the concept of reflection will be investigated in the following stages of the
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study in order to determine if these predictions have borne true. Reflection is an important part of
pharmacy continuing professional development (RPSGB, 2005c¢) and is defined as ‘a generic
term for those intellectual and affective activities in which individuals engage to explore their
experiences in order to lead to new understandings and appreciation’ (Boud et al., 1985 p19).

Reflection cycles such as the Gibbs’ (1988) model can be used to facilitate the reflection process.

The ideas provided by the interviewees regarding research questions to be adopted for the next
stage of the research (interviews with pharmacists during their supplementary prescribing
training in Wales) were indeed informative as anticipated. Their use will be described in Chapter

Four.

A number of issues must be recognised regarding the methodology used in this stage of the
project. The biggest advantage of using key informants in research studies is the large amount of
data that can be collected in a short amount of time. This was evident by the number of themes
generated. However, Marshall (1996) recognised that a disadvantage of key informants is that
the views that they reveal may not be representative of the population as a whole. There may
also be a power differential between the informant and the researcher due to the role of the
informant in society (elite) which may make the interview situation an uncomfortable one
(Marshall, 1996). This was experienced in one of the interviews where consent was not provided
for the interview to be recorded or for substantial notes to be taken during the interview. Key
informants may also only reveal information they feel is suitable to be seen in the public eye,

that is, ‘politically acceptable’.

The scope and type of information provided by each informant varied greatly. This was primarily
a result of their professional role and the level of their involvement in supplementary prescribing,
something Houston and Sudman (1975) describe as ‘role theory’. For example, an education
provider described how the supplementary prescribing training programme was to be organised
in their HEI whereas an informant who was a member of the Task and Finish Group for
Supplementary Prescribing in Wales would largely describe the national implementation of
supplementary prescribing. However, all informants were able to express their general views
regarding such a role being undertaken and how they perceived it in practice. The variety of roles
also meant that the opinions of a range of individuals were sought rather than just one aspect, for
example only education providers. A strategy advocated by Burgess (1984). However,

Heckathorn (1997) believes that key informants’ responses, in the scope of snowball sampling,
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are biased towards their professional role, that is ‘institutional bias’ (p175). Unfortunately no
doctors were recruited into this present stage and none were recommended via snowball
sampling. This could have been due to the professional networks of the participants as the

recruitment method depends on the participants contacts.

The eligibility of the participants to fulfil Tremblay’s (1992) ideal criteria was, in many cases
uncertain as Marshall (1996) recognises that it is only the key informant’s position within society
that can be ascertained before. Due to the snowball sampling method of identification for some,
many of the potential participants were not known to the researcher prior to the interview
therefore their ability to fulfil the criteria was uncertain. However, all of the interviewees were in
a position to provide informed opinions to varying degrees which demonstrated that all potential

participants identified through snowballing were appropriate for this present study.

Wengraf (2001) acknowledged the importance of prior relationships with the interviewees as this
may impact on the data collected. It has been recognised by others that if the identity of the
interviewer was known by the interviewee then a problem could arise (Smith, 2002b). The
interviewee, believing that the researcher has already heard their views in the past may not
divulge as much information as expected. This issue must be recognised at this stage as many of
the interviewees were known to the researcher as it was through this prior knowledge they were
initially identified. An example of this issue arose with Ken with whom contact had been made
the week before the interview. As a result, the answer to one question was:

RJ ‘Are there any plans set in place already?’
Ken ‘Um what apart from what we discussed on Friday?’

It was only after prompting the interviewee to expand on this information that a more detailed
answer was provided. It is sometimes more difficult to elucidate new and interesting information
from acquaintances as they do not see the need to tell the researcher what they perceive to be
already known (Flick, 2002). In contrast, if the researcher is a stranger then the respondent may
divulge more information including the mundane, everyday life detail believing that the

researcher has no prior knowledge of their life, work and social position.

Telephone interviews proved at times to be difficult. Unlike the face-to-face contact the two
parties were unable to see each other and therefore the non-verbal aspect of the interaction was
lost. Smith (2005) states that telephone interviews are limited in their use for in-depth interviews

because of the lack of interpersonal interaction. Rubin and Rubin (1995) also recognised that
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‘conversational cues’ (p141) such as body language and physical prompts for example, nodding
of the head (Smith, 2005) are lost over the telephone thus making it harder to conduct the
interview. As a result doubts have been cast in the literature regarding the quality of the data
collected. For example, Thomas and Purdon (1994) state that telephone compared to face-to-face
interviews as a whole are quicker and the answers provided in response to open questions are
generally shorter whereas answers to only factual questions see little difference. In this present
study the mean face-to-face interviews duration was indeed greater than the telephone

interviews.

The advantage of the telephone interview is that it allows the researcher to conduct interviews
with a range of individuals from diverse geographical locations, which otherwise would not have
been possible and, as a result reduced travel costs. As such, telephone interviewing has been
widely employed in surveying (Thomas and Purdon, 1994) and in health care research (Smith,
2005). Because a date and time was arranged before the researcher telephoned it ensured that the
interviewees had made themselves available and was able to ensure that the call could be taken
where they felt comfortable, for example, where they would not be overheard. Smith (2005)
recognises there are fewer disturbances to the participant when they are interviewed over the
telephone compared to face-to-face. This is of course not the case when ‘cold-calling’ is utilised
in market research. Another advantage was that the researcher could take more notes during the

interview and be more able to refer to the interview schedule more easily (Smith, 2005).

All except one interview was recorded and transcribed verbatim. The amount of time to
transcribe was similar to other researchers’ (Rubin and Rubin, 1995). However, the presence of
a tape recorder did have an affect on some of the participants and made them acutely aware that
their comments were ‘on record’. Warren (2001) also recognised that when a tape recorder is
switched on each participant will be affected in different ways. Having their voice recorded may
make some interviewees feel nervous (Bryman, 2001). Examples of this can be seen within the
present key informant interviews. Some interviewees did not seem phased by the presence of the
recorder whilst others commented that they didn’t like to hear their own voice recorded:

VICKY: I hate the sound of my voice on the tape, I sound really Welshy.

At which time the researcher reassured the participant that the tapes would only be heard by the
research team and confirmed again that the participant was happy to be recorded. Some
interviewees frequently looked at, and made reference to, the audio recorder. The atmosphere

seemed to change when the recorder was switched on with the interviewees becoming less
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relaxed. Rubin and Rubin (1995) acknowledged that recording equipment clearly looks out of

place in an informal setting.

Gillham (2000 p63) defines ‘elite interviewing as when you interview someone in a position of
authority, or especially expert or authoritative, people who are capable of giving answers with
insight and a comprehensive grasp of what it is you are researching’ within the context of a case
study. Rubin and Rubin (1995) recognised that some interviews with elite individuals may not be
very long due to the demand on their time. Elites may also not be fully trusting of the interviewer
(Rubin and Rubin, 1995). This may go some way to explain why one participant did not wish to
have the interview recorded and was unwilling to sign a consent from. However, since consent
was provided by e-mail and the interviewee was not a member of the NHS this did not
contravene ethics approval. Bryman (2001) supports the view that even when a potential
interviewee does not want the interview recorded the interaction should still go ahead. If this
opportunity is missed then key information may not be disclosed. It must also be recognised that
the notes made during and immediately after the interview were not written in a verbatim format;
instead they were based on the researcher’s recall and brief notes. The notes from that particular
interview have not been included in detailed analysis of this present stage due to the subjective

nature of the information obtained.

Even though it was recognised that the ‘population’ being investigated in this present stage is not
‘hidden’ and the research topic was not particularly ‘sensitive’ it was still deemed necessary to
utilise the snowball sampling method for some participants. This allowed the researcher to make
contact with individuals where otherwise it may not have been possible to obtain their contact
details. Heckathorn (1997) and Salganik and Heckathorn (2004) state that a snowball sample will
be biased towards those who are eager to participate and who have multiple relationships or an
extensive social network with other individuals and hence will be identified as a potential
participant (“‘selection bias’). This was brought to light where many interviewees each identified
the same individual as a potential interviewee. Biernacki and Waldorf (1981) noted that the
individuals who identify participants and hence promote the ‘snowball’ are ‘de facto research
assistants’ (p153). The participants’ characteristics and their ability to contribute to the snowball
method differs. This was evident in the enthusiasm for identifying further individuals between
the interviewees in this present study with some suggesting several potential participants and
some none, this is knows as ‘gatekeeper bias’ if the participants are ‘protecting’ others and not

allowing the researcher access (Atkinson and Flint, 2001).
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The key informant sample size was 21. It is recognised in qualitative methodology that sample
sizes do not limit the research potential as more in-depth work may be carried out on a smaller
sample (Smith, 2002b). Due to the nature of convenience sampling it is also not possible to
generalise the findings as the population the sample has been taken from is unknown to the
researcher (Bryman, 2001). Smith (2002b) recognises that convenience sampling may introduce
bias into the study which will be difficult for the researcher to take into account when they are
analysing the results. The sampling technique in qualitative research is determined by the area
being researched and the methods used, making these strategies appropriate for this present
study. The views expressed by the key informants were particularly valuable in defining the
research questions and themes to be investigated in the following stage, interviews with the first
cohort of pharmacists to be trained in Wales at the beginning of their training (Stage One).
Chapter Four will therefore follow-on from the key informants to describe how the suggested

research questions were investigated.

3.9 Summary

e Twenty-eight key informant interviews were conducted during this first stage of the study
with 21 individuals.

* The interviewees were recruited either directly by the researcher or via a snowball
sampling method.

* Face-to-face or telephone interviews were conducted lasting from nine to fifty-one
minutes.

* A number of themes emerged from the interviews. The positive view expressed on the
role of a SP was anticipated, as the participants were all involved in some aspect of the
role, either in its development or through undertaking the training programme.

* A range of conditions were envisaged to be managed by a SP.

* Even though there was support for the role several potential barriers were identified,
which included staff release, access to patient medical records, support and remuneration
in community pharmacy. Implementation was also seen to be different in each pharmacy
sector.

e All of the training programmes in Wales supported multi-disciplinary training and
reflection; it remained to be seen if the pharmacists who actually completed the training

in Wales felt the same as the education providers.
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Supplementary prescribing was believed to benefit patient care in a number of ways such
as improved monitoring and access to HCPs, to utilise pharmacists’ knowledge and to be
a ‘stepping stone’ to independent prescribing.

The themes emerged from the interviews in this stage have provided aﬁ insight into the
implementation and training issues of supplementary prescribing. The themes and ideas
provided by the interviewees have been utilised to inform the research questions and

interview schedule to be used in further stages of this present study.
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Chapter Four — Interviews with the pharmacists in the first
cohort to be trained as SPs in Wales during their training
(Stage One) |

4.1 Introduction

Chapter Three described the key informant interviews which were conducted and the themes
emerging from those interviews. This present chapter follows on by describing how those themes
and suggested research questions were to be utilised. This next stage is the first in a series of
stages involving pharmacists from the first cohort to be trained as SPs in Wales as participants.
This chapter will describe in detail how the pharmacists were recruited, the intended focus
groups to be conducted, the semi-structured interviews undertaken and the themes that emerged

from these interviews.

4.2 Research questions
The initial research questions for this stage of the research were informed by the main objectives
of the research as presented in Chapter One and were identified as:
i)  What were the pharmacists’ views on undertaking the role of a SP?
ii) Why were the pharmacists undertaking supplementary prescribing?
ili) What previous experience did the pharmacists in the study have of a prescribing (or
similar) role?
iv)  What expectations did the pharmacists have of supplementary prescribing in practice?
v) How did the pharmacists envisage to be working in practice after training had been
completed?

vi)  What conditions did the pharmacists envisage managing as SPs?

The questions suggested by the key informant interviewees to be investigated in this stage are
listed in Chapter Three. The initial questions (above) were therefore amended in light of the
suggestions to form the final research questions for Stage One of the project:
a) What was the motivation behind the pharmacists undertaking the training programme to
become a SP?
b) What would the pharmacists like to see on the prescribing course in order to become a
competent SP and to meet the learning outcomes set by the RPSGB and the All Wales

Curriculum?
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c) What were the views of the pharmacists on supplementary prescribing and its
limitations?
d) How was supplementary prescribing envisaged to work in practice?

e) What expectations did the pharmacists have of their new role?

4.3 Recruitment procedure

4.3.1 Study sample

The potential participants for this stage of the study were identified as those pharmacists
undertaking the first training courses to become SPs in Wales. Purposive sampling was therefore
adopted (Coyne, 1997). Due to the restrictions of ethics committee approval to North East and
South East Wales, only three of the five HEIs in Wales were approached and utilised as
recruitment centres (HEI A, B and C). Nurses on the SP training programmes were not recruited

due to time constraints and resources available at the time of the study.

4.3.2 Gatekeepers

Under the requirements of the Data Protection Act 1998 the details of the enrolled pharmacists
could not be disclosed until the pharmacists themselves had consented and provided their details
to the researcher. In order to gain access to the pharmacists on the training programme it was
therefore necessary to negotiate access by the course leaders at the respective HEIs acting as
‘gatekeepers’ (Bryman, 2001). Gatekeepers ‘are those individuals in an organisation that have

the power to grant or withhold access to people or situations for the purpose of research’

(Burgess, 1984 p48).

The course leader of the supplementary prescribing training programme at HEI A was known to
the researcher and was therefore approached in person. The contact details of the course leaders
at HEI B and C were obtained from the course leader at HEI A and they were approached via e-
mail. All course leaders also acted as key informants (Chapter Three) and the detail of what was

involved in being a gatekeeper was discussed at the time of their interviews.

Each of the course leaders were asked if they would agree to forward information packs onto the
eligible (those within the ethics committee remit described in Chapter One) pharmacists on their
course which they all agreed to do. The course leaders were asked to identify where the
pharmacists practised without revealing their identities in order for the researcher to make clear

which pharmacists could receive an invite to participate and those who could not. This was to
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ensure that only those pharmacists practising within the North East and South East of Wales, i.e.

the ethics committee geographical remit, were recruited. It was also important to identify the

pharmacists’ sector of practice in order to ensure appropriate participants were recruited i.e.

those within the NHS Trusts where approval had been sought.

Once it was clear how many pharmacists were eligible for inclusion the course leader was

supplied with the relevant number of identical sealed information packs. The packs provided

depended on which LREC had approved the study for each HEI area as follows:

In HEI A the pharmacists were provided with an information pack inviting them to
participate in a focus group (which included a letter inviting participation (Appendix 2.1),
an information sheet (Appendix 2.2) and two copies of a consent form (Appendix 2.3)).
In HEI B the pharmacists were provided with an information pack for Stages One to Four
inclusive (focus groups during and after training and the use of diaries and follow-up
interviews during training). The pack included a letter inviting participation (Appendix
3.1), an information sheet (Appendix 3.2) and two copies of a consent form (Appendix
3.3).

In HEI C the pharmacists were not approached initially for a focus group due to delays in

gaining access to the participants.

4.3.3 Instructions provided to the gatekeepers

The course leaders were provided with verbal instructions from the researcher detailing what

they were being asked to do. These were as follows:

i)

iii)

Provide the eligible pharmacists with one of the supplied information packs either face-
to-face (HEI B and C) or via the post (HEI A) (the course leader would attach an address
label to the pack before posting).

If the packs were handed face-to-face then the course leaders were asked to explain that
the pack was from a researcher from Cardiff University who was undertaking research on
supplementary prescribing. The pharmacists were to be told that they were being asked to
participate in the research, to read the information pack provided and that there was a
consent form to sign and return should the pharmacist wish to participate.

It was explained that it was appropriate to encourage the pharmacists to participate but

without coercion.
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4.4 Sample size for this present study
The number of pharmacists enrolled on each HEI’s supplementary prescribing course is shown
in Table 4.1.

Table 4.1. Number of pharmacists per HEI enrolled on the training programme

HEI | Number of enrolled pharmacists
A 16
B 8
C 4

Through the co-operation of the course leaders the number of eligible pharmacists to participate
and hence the sample size was determined and is displayed in Table 4.2.

Table 4.2. The number of eligible pharmacists per HEI.

HEI | Number of eligible pharmacists
A 15
B 8
C 4

The one pharmacist not eligible from HEI A practised for an NHS Trust out of the LREC
geographical remit, hence could not participate.

4.5 Focus groups at the beginning of training

4.5.1 Focus group methodology

The initial protocol submission to the LRECs in December 2003 and January 2004 requested that
pharmacists in the first cohort participate in a focus group at the beginning of their training. The
protocol stipulated that the intention was to hold the focus groups at the training establishment as
the pharmacists began their course in order to minimise the inconvenience to the participants
(Kitzinger and Barbour, 1999). The aim was to hold two to four focus groups, one containing
pharmacists from primary care and one with those from secondary care and up to two more. The
initial target was to recruit approximately 10 to 12 individuals for each group in order to have
between the optimal numbers of five to seven (Krueger, 1994) per group when they were to
convene. This was to allow for unforeseen circumstances, non-attendance and for those who did

not wish, or were unable, to participate.

Immediately prior to the commencement of the focus groups the pharmacists were to be
provided with a brief demographic questionnaire (Appendix 2.4). The questionnaire was to be
self-completed and collected before the group commenced. Information to be collected included

the participants’ age, gender, sector of practice, year of registration and any post-graduate
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qualifications that they may have. This information was deemed necessary in order to gain an
insight into the background of the participants, which may have impacted on the items discussed

during the group interaction.

Morgan (1997 p6) describes focus groups as ‘a research technique that collects data through
group interaction on a topic determined by the researcher. It is the researcher’s interest that
provides the focus, whereas the data themselves come from the group interaction’. It is the group
processes and interaction that generates the ideas and opinions (Bloor et al, 2001; Bryman,
2001). Data are therefore produced through interaction that may not have been generated through
individual interviews. It has been suggested that it is more efficient than multiple individual

interviews to generate the equivalent number of ideas (Morgan, 1997).

The researcher was to be present as a moderator to maintain the focus of the group on the topic
of discussion. Focusing exercises and a focus group guide were designed in order to maintain
the attention of the group on the topic under discussion (Bloor et al., 2001). The focus group
guide and exercises were informed by the information and issues that arose from the key
informant interviews (Appendix 2.5). The group discussion was to be audio recorded with
consent and transcribed. Brief field notes were also to be documented during, where possible
and immediately after the group, in order to record a seating plan of the group and any

contextual information.

The following describes how it was attempted to recruit the pharmacists from each of the three

HETIs for the focus groups.

4.5.2 HEI A - Focus group recruitment

A focus group information pack (Appendices 2.1, 2.2 and 2.3) was posted to the fifteen eligible
pharmacists (enrolled onto the first cohort of the supplementary prescribing programme) by the
course leader. One pharmacist returned their consent form. Approximately two weeks after the
first packs were posted a reminder was sent out to the remaining fourteen pharmacists again via
the course leader. A further three consent forms were received making a total of four pharmacists

from HEI A.

To encourage participation in the study the researcher was given the opportunity to introduce

herself to the pharmacists on the course at HEI A on their first training day in April 2004.
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However, as the course leader forgot to ask the pharmacists to stay behind after their lecture
many of them had left and the researcher was only able to speak to the remaining individuals in a
very informal manner at the front of the lecture theatre. The researcher explained the aim of the
research and what would be expected of the pharmacists should they wish to participate.
Comments received from the pharmacists indicated that the main reason why the majority (11
out of 15) of the eligible pharmacists had not consented to participate was due to time constraints

and that they would participate should this problem be overcome.

The intention at this stage was to hold the focus group at HEI A on a supplementary prescribing
training day in order to minimise the inconvenience to the participants. However, some of the
pharmacists did not wish to attend a focus group at the end of a training session due to the heavy
workload already undertaken during the day. Family commitments also meant that some of the
pharmacists were unable to stay on at the end of the day. One pharmacist commented that the
researcher would ‘not get the best out of people’ should the group be held at the end of a day.
Lunchtime was also not available as only three quarters of an hour was allowed for lunch, not
enough time to hold a focus group. In an ideal situation it seemed that the best time to convene a
group would therefore be during one of their training days. However, due to the content of the
course all of the training days were full with teaching and lectures therefore it was not possible to

hold the group during the day.

It was suggested that the pharmacists who said that they wished to participate if a suitable time
could be arranged should return their signed consent forms stating when would be the most
convenient time for them to hold the group. For example, at the workplace, after work or in the
morning before a training day. The researcher emphasised that returning the consent form did not
commit the pharmacists to participate as they were free to withdraw from the study at anytime. A
compromise could then be reached with respect to finding a time to meet. However, no more
consent forms were returned resulting in only four pharmacists from HEI A agreeing to

participate (Thomas, Neil, Helen and Louise).

It was later brought to the researcher’s attention by the course leader that one of the training days
in June 2004 was to end an hour early at 3:30pm instead of the usual 4:30pm. This meant that the
group could potentially be held at the end of the day without the participants having to stay much
longer than usual. The researcher approached the four consenting pharmacists and all agreed to

take part in a focus group at that time. A meeting room was booked and refreshments purchased.
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Unfortunately, on the day of the organised focus group one pharmacist was ill and therefore
could not attend and another had family commitments meaning they could not stay behind after
the study day. One of the two remaining pharmacists also stated that they had to leave the
department at 4.30pm due to prior engagements. In addition, the last session of the day over ran
to four o’clock meaning there was only half an hour to hold the group, consisting of two people.
Due to lack of time and people the decision was made to cancel the group. The researcher
apologised to the two pharmacists present and asked if they would consent to an interview as an

alternative at a future date, if ethics approval was obtained, to which they agreed.

4.5.3 HEI B - Focus group recruitment

The pharmacists on the supplementary prescribing training programme at HEI B were asked to
consent to Stages One to Four, in accordance with local LREC approval. The course leader at
HEI B handed the information pack containing information on all four stages (Appendices 3.1,
3.2 and 3.3) to the eight eligible pharmacists on the first training day of the course. No signed
consent forms were received after this first information pack had been distributed. Reminder
information packs were posted to the course leader to be handed to the pharmacists
approximately two weeks later, again on their training day. Reminders were only given to seven

pharmacists as one had informed the course leader that they definitely did not wish to participate.

The reminders resulted in three pharmacists consenting to Stages One to Four of the project
(Nicola, Beatrice and Lois). An attempt was therefore made to arrange a time to hold a focus
group. The course leader had agreed that a room could be booked at the HEI to hold the group
after one of the training days (which ended at one o’clock) to which the participants agreed.
However, due to prior commitments and holidays all three pharmacists were not available at any

one time to meet.

In addition, one of the three pharmacists (Lois) who had consented left the course due to
obtaining a pharmacy post out of the area. The consent to participate in the study was therefore

withdrawn. This now left two pharmacists, which is an insufficient number for a focus group.

4.5.4 Protocol amendment number one
Due to the difficulties in recruiting and organising a convenient time to hold a focus group a

protocol amendment was submitted to the North East and South East Wales LRECs. The
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amendment requested that either individual or group interviews be held as an alternative to the

focus groups. Details of the amendment are provided in Chapter Two.

The protocol amendment required that a new information pack be developed in order to request
consent for the alternative interviews (which included a letter inviting participation (Appendix
4.1), an information sheet (Appendix 2.2) and two copies of a consent form (Appendix 4.3)). The
low focus group recruitment may have been due to the difficulty of arranging a convenient time
for several pharmacists to meet. This problem could be overcome by arranging individual or

group interviews.

4.5.5 HEI C - Focus group recruitment

Four pharmacists were eligible to be invited to participate in the study from HEI C. However, as
access to the pharmacists had been negotiated via the course leader at a later date than at HEI A
and B (where problems of recruiting and arranging a time to hold a focus group had been

experienced) it was decided to recruit from HEI C for the interviews only.

4.6 Interviews at the beginning of training

4.6.1 HEI A and HEI B - Interview recruitment

Once the amendment to allow interviews instead of focus groups had been approved by the
LRECs and the relevant R & D Offices, the pharmacists who had already consented to take part
in the focus group from HEI A (four) and HEI B (two) were approached directly by the
researcher via the contact details they had provided. The pharmacists were provided with an
interview information pack via the post (Appendix 4.1, 4.2 and 4.3) and asked if they would
consent to an interview instead of the previously arranged focus group. The remaining eleven
pharmacists from HEI A and four pharmacists from HEI B were also provided with an interview
information pack via the course leader in the same manner as described above (sections 4.5.2 and
4.5.3). The consent form asked that the pharmacists specify if they would prefer to be
interviewed individually, as a group or if they had no preference. The option of interviewing in a
group meant that the research was flexible depending on the participants’ preferences and still

kept the option of exploring the pharmacists’ views while interacting with other individuals.

After approximately two weeks no pharmacists from HEI A or B (including those who had
previously consented to a focus group) had consented to an interview, therefore a reminder

(duplicate information pack) was provided to the pharmacists, in the same manner as the first
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interview pack. Three out of the four pharmacists from HEI A, and both the pharmacists from
HEI B who had agreed to participate in a focus group agreed to an interview. A further two
pharmacists from HEI A also agreed to be interviewed following reminder. All stated that they
had no preference as to an individual or group interview. This resulted in a sample of five
pharmacists from the possible 15 on the course at HEI A and two out of a possible seven from
HEI B.

4.6.2 HEI C - Interview recruitment

The course at HEI C had four enrolled pharmacists, all of which were eligible to participate. The
course leader handed interview information packs to the four pharmacists during one of their
training days. Reminder information packs were also provided approximately two weeks later.

Unfortunately no consent forms were returned from any of the pharmacists on the course.
A summary of the recruitment procedure for this present stage is provided in Figure 4.1.

4.63HEID and E

In order to include the two remaining HEIs in Wales who were training pharmacists as SPs in the
study the course leaders at HEIs D and E were approached via e-mail and invited to participate.
The course leader at HEI D participated as a key informant interviewee (details in Chapter
Three) and offered to forward information packs onto the community pharmacists on their course
to ask if they would participate in an interview. Due to the LREC restrictions those pharmacists
working in the NHS outside of the LREC remit could not be approached therefore it was deemed
suitable to only contact the community pharmacists. However, no response was received from

those pharmacists contacted.
The course leader at HEI E did initially contact the researcher displaying an interest in

participating. However, when the researcher replied and attempted to arrange an interview no

further response was received. It was therefore assumed they no longer wished to participate.
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problems previously encountered in attempting to co-ordinate a meeting to hold a focus group
with participants from HEI A, it was decided to conduct individual interviews with those five

pharmacists.

The two pharmacists from HEI B agreed to participate in a group interview. As each training day
ended at lunchtime a group interview was arranged at the end of one of the training days at the

HEI and held in one of their lecture theatres.

4.8 Interview schedule
In order to undertake a semi-structured interview an interview schedule was developed (as
described in Chapter Two). The focusing exercises and questions that had emerged from the key
informant interviews were used as a basis for the schedule (Appendix 4.4). The schedule used for
each pharmacist was adapted in response to the themes emerging in the previous interviews
when additional themes / questions could be explored. The schedule consisted of a number of
sections depicting the themes emerging from the key informant interviews:

* Motivation to undertake the supplementary prescribing training

* Previous prescribing experience

* The supplementary prescribing course, organisation and content

* The intended implementation of supplementary prescribing in practice

* The types of patients and conditions to be managed as a SP

* The support that the pharmacists were receiving from their organisation

* What skills and knowledge did they think pharmacists need to be a SP

4.9 Demographic questionnaire

Immediately prior to the commencement of the interview the participants were provided with a
brief self-completion demographic questionnaire. Information collected included the
participants’ age, gender, sector of practice, year of registration and any post-graduate
qualifications that they may have. This was the same questionnaire intended to be used before
the focus groups (Appendix 2.4). The information collected from the questionnaire is shown in

Table 4.3.
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4.10 Interview information

All of the interviews were conducted in accordance with the semi-structured interview method
described in Chapter Two. Table 4.4 describes the type of interview, where the interview was
held and duration in this present stage. All interviews were conducted face-to-face and recorded

on a mini-cassette.

Table 4.4. Interview characteristics for Stage One.

Participant name | HEI Type of Location of interview | Duration of interview
interview
Thomas HEI A | Individual | Place of work 54m 52s
Neil HEI A | Individual | HEI 28m 47s
Helen HEI A | Individual | Place of work 39m 34s
Bob HEI A | Individual | Home 39m 58s
Tamsin HEI A | Individual | Place of work 28m 48s
Beatrice HEI B Group HEI 34m 22s
Nicola HEI B Group HEI 34m 22s

4.11 Themes emerging from the interview data

A number of key themes emerged from the interviews as outlined below.

4.11.1 Motivation to become a SP

The majority of the pharmacists believed that supplementary prescribing was a means of
developing the role of the pharmacist in both primary and secondary care. In contrast, Bob
believed that the community pharmacist’s role should be in medicines management and

undertaking medication reviews rather than prescribing.

The pharmacists provided several reasons as to why they wanted to undertake the role of a SP.
All of the pharmacists had themselves decided to undertake the role with the backing of their
employer. Motivations to undertake the role of a SP included that it would allow the participants
to utilise their skills as a pharmacist to a greater extent (Thomas) and that the pharmacist wanted
to make a difference to people’s health (Neil):

THOMAS: I think that um pharmacists are under utilised in their supply function and I
don’t think enough use is made of the pharmacist clinical skills....I think this qualification
unlocks the barriers to pharmacists being able to use their clinical knowledge more
appropriately than it’s used at the moment. As far as the course goes then I think it gives
pharmacists the skills to be able to do that.

NEIL: I don’t want to keep doing the same thing day in day out. I've got a more clinical
bent and I want to also make a difference, it sounds very trite but actually make a
difference to people’s health and well-being.
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Some of the hospital pharmacists (Helen and Tasmin) were already undertaking a pseudo-

prescribing role. Supplementary prescribing would therefore ‘legalise’ their existing role:

HELEN: [The] opportunities for taking part in the patients care, in in-patient setting is
huge and often then during ward rounds I would suggest treatments and during the [drug]
clinic I do I would suggest treatments, prescribe them but then get the SHO [Senior House
Officer] to sign them.... a lot of these things that I’'m planning on doing officially I already
do but just get the doctor to rubber stamp it.

TAMSIN: We’ve [pharmacists] been doing the actual prescribing, we haven’t been doing
patient assessment....... the way that our........ protocols are set up is almost as a clinical
management plan.

The community or primary care pharmacists had little experience of prescribing apart from the

advice provided to patients over-the counter and to doctors.

4.11.2 The supplementary prescribing training programme

The pharmacists expressed their views on the format and standards of teaching on their

respective courses. As this was the first cohort to enrol onto the course it was felt that

improvements could be made for the benefit of future students. It was also recognised that there

is always improvements to be made after the first cohort of any course and that the course

leaders faced difficulties teaching such a diverse range of practitioners and specialities in one

group (Neil).

Suggestions for course improvements included:

The course duration should be increased (Neil, Helen, Bob, Thomas and Tamsin)

More worked examples of CMPs should be provided (Beatrice)

More time should be spent on forming supplementary prescribing protocols (Nicola)
Some of the pharmacists believed that the some lectures were not up to the standards the
pharmacists required with respect to structure and preparation (Beatrice, Thomas, Neil
and Bob)

Role playing with actors or patients should be included to facilitate learning (Thomas)
Time should be spent training with other IPs in addition to the pharmacists’ DSMP
(Thomas)

There should be ongoing training and support after the course has been completed

(Thomas)
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* The course title should be amended from supplementary prescribing to make clear that
managing chronic conditions is not all about prescribing and medication but a more
holistic approach (Thomas)

* More time should be spent on the clinical assessment appropriate to the conditions that
the pharmacists are going to treat instead of a more general approach (Neil)

* More guidance should be provided on course assessments such as clinical logs (Helen)

* The pace of the course was too slow with lots of time wasted having coffee breaks and
discussion periods, better organisation was required (Bob and Helen)

* The course manual should be improved to make it more user-friendly (Bob)

Some comments regarding the general views of there course were:

HELEN: I'm disappointed with the organisation of the course. I mean I realise that we are
the guinea pigs. ........ But I mean things like you don’t mind so much because you know it
is a new course and you know if you do tend to get a good recommendation [for a lecturer
and] it terms out to be horrific then you ca, you know you can’t really do anything about it.

NEIL: I think it’s a huge amount of work gone on by the University and I think the people
involved have worked very hard ... I think ... there’s a lot of learning to go forward for the
next one [cohort].

The pharmacists were asked if there was any aspect of the training course they felt was either on
the course but unnecessary or not included on the course but was felt to be necessary. However,
Thomas believed that:

THOMAS: I think that there’s always the opportunity to improve your practice and learn
even if you think you do something well in the first place. I think you can still always do
something better ... for me I think it strengthens and revises existing knowledge.

Each HEI had adopted a different strategy where in one HEI pharmacists who could provide
evidence of competence could be exempted from certain study days but in another HEI the
pharmacists were required to attend all days. Helen stated that:

HELEN: I think the exemption has worked pretty well actually um, it seems to be pitched
right.

4.11.3 Time and commitment to undertake the training course
All seven pharmacists believed that the time to undertake the training programme was immense.
The day-to-day duties and responsibilities of the pharmacists still had to be fulfilled on top of the

course commitments and hence when they returned to work after the course they had to ‘catch

up’ on all of the issues from the time they were away:
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NEIL: Then I go back to work tomorrow [after a training day] and although there’ll be a
locum pharmacist there the other sort of issues that I deal with wouldn’t have been dealt
with.

The self-funding community pharmacists also expressed concern regarding the cost and
difficulties in finding locums to cover their pharmacies while they were on a study day or with
their DSMP (Thomas and Bob). In addition, Helen and Tamsin’s, ward rounds and clinics were
held on the same day as the study days. They therefore missed them on days when the

supplementary prescribing course was held.

In most cases the pharmacists also had to do a proportion of the course work at home due to the
lack of time to complete the work within their contracted hours. Some quotes from the
participants to illustrate this theme are provided below:

BEATRICE: I’m having to juggle an awful lot to get to this course anyway and you you
just don’t have the time to do an awful lot of extra written work to be perfectly honest......
and because you have to realise that you have other commitments apart from
supplementary prescribing and your times got to be prioritised very very carefully.

THOMAS: I think the workload within the time is immense, I just done the um certificate in
management of drug misuse, that started last October, it finishes this October. The
workload comparatively speaking has been easy and simple.

NEIL: It’s a huge commitment. I mean I’'ve done the diploma here and actually that was a
doddle compared to this because with this.

HELEN: I think ... my DSMP and myself have been quite surprised at the amount of work.
Um, but I've had I've had to, to do the course I’ve had to give things up in work.

As well as the amount of time out of practice to actually undertake the training programme the
pharmacists also expressed concern about the amount of time required to then practice
supplementary prescribing. This also included producing the SP protocols and CMPs (a
limitation of supplementary prescribing) along with fulfilling their current duties:

BFEATRICE: If they want [a] supplementary prescriber and if you’re taking days out of my
current role then they’ve got to get somebody else in to do the work that I would I would
do on those days. I don’t think you can take a lot of extra work on board because I'm fully
occupied, for want of a better word anyway (laugh) to be perfectly honest and um if if you
take on supplementary prescribing then something else has got to give.

TAMSIN: Um, backfilling is the, you might it might cure one problem we’ve got in um
overloaded out-patient [medication] clinics which is our problem at the moment but unless
they backfill mine um I, some of my duties or the duties of the other, of the nurses or any
pharmacist that follow me is gonna be limited. But what’s gonna happen is pharmacy is
gonna be short of staff and I’m going to be dragged back inevitably.

88



4.11.4 Multi-disciplinary learning

As described in Chapter One, all of the supplementary prescribing courses in Wales were multi-
disciplinary with nurses and pharmacists training together. Different pharmacists had different
views as to whether they agreed or disagreed with this approach. Two pharmacists did not agree:

BOB: No, 1 just can’t see it [nurses and pharmacists] working at all. Um, it’s too much too
too many knowledge gaps on both sides really.

HELEN: I just feel that our [pharmacists and nurses] backgrounds are so different you
know it’s it’s just not practical to run the courses together.

In contrast:

NEIL: I think it’s very useful to have ah nurses and pharmacists together.

THOMAS: 1 think that that’s vital really. I think that’s very important that um ah we
[pharmacists and nurses] should all do training together. I think it would be very useful to
train with doctors as well. Um, I think it’s interesting to see the different ways that
pharmacists approach things maybe to nurses.

The pharmacists acknowledged that nurses and pharmacists have different learning needs due to
the professions having different training backgrounds. For example the pharmacology element
of the course was revision for the pharmacists whereas the clinical assessment skills (such as
taking blood pressure) were repetition for the nurses. A common course may not be appropriate
for both professions and some elements may need to be separated:

NICOLA: The course itself I think at the moment, we’re struggling to get the balance with
having nurses and the pharmacists on the same course. We we have both have clearly
identified different needs for learning.

NICOLA: I have concerns that we’re [nurses and pharmacists] both on the same course
for this length of time. You know it’s like one size fits all template and it’s not taking into
consideration that as professions we’re both trained very very differently, we both have
very very different skills.

BEATRICE: I think nurses are very very good at talking with patients and um assessing
them, I think pharmacists are very good at therapies and we have very good knowledge of
pharmacology and how the drugs work but we need more patient contact time I think.

Some of the pharmacists could see the benefit of the multi-disciplinary approach:

THOMAS: I think it’s interesting to see the different ways that pharmacists approach
things maybe to nurses.

NEIL: We [pharmacists] often don’t see the patient, we see the drugs whereas nurses tend
to see the more holistic patient but they haven’t much learn, understanding of therapeutics
and pharmacology and I think actually the two, the two marry together very well.
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NICOLA: I think there are definitely benefits to being together for some sort of core parts
of it that are relevant to both professions because it’s very good to have interaction
between professions.

However, pharmacists and nurses approach patients in a different manner:

NICOLA: Well, we approach problems from our point of view, from a drug point of view
um but they would, they approach things slightly different, how they deal with things on a
day-to-day basis and look at their demands on their time.

THOMAS: It’s a big move for pharmacists to to move away from thinking of everything in
terms of pharmacokinetics. And to think about patients and problems and everything else
that’s going on, not just about drug treatment. And for the nurses I think that maybe
they’re all about treating the patient and perhaps the things that they’ll learn is about
actually the the drug stuff.

Nurses were also believed to have more experience in the use of reflection, which was promoted
as a learning tool on the courses:

NEIL: Nurses seem much more comfortable with it and I think it must be more, much more
a part of their end of year practice and degree. Whereas I think in in pharmacy, I mean if
you mention the word, or when I did my degree, if you mention the word reflection it didn’t
it didn’t it didn’t happen. Didn’t exist, and I think maybe it happens more now with CPD
being on line but um it’s not a natural pharmacist thing.

HELEN: I mean I've never reflected in my life before. Um, I think that’s very much a
nursing kind of background thing.

Reflection was not such a well-known concept within pharmacy although some pharmacists,
may already undertake reflection:

NEIL: Pain in the arse at first [reflection] but actually once you actually realise you know
it’s actually very very useful. It’s basically CPD [Continuing Professional Development]
plus if you like. So you you need those abilities to reflect and also the clinical base. Um,
plus also the humility to realise that you actually don’t know everything.

Some of the pharmacists embraced the concept of reflection more than others. For example Bob
did not adopt reflective practice:

BOB: Whereas a lot of this was um this is what you should be doing, let’s talk about it and
then go away and read about it and and learn about it yourself and then reflect on it. And I
just don’t like that.

In contrast Thomas felt that he did not find the concept of reflection difficult to grasp:

THOMAS: So maybe before the course I would think person, problem, drug, now I'm
tending to reflect more on what the causes of the problem might and what the overall
treatment of that person might be without necessarily jumping to drug and missing out the
other bits.’ ... it makes me reflect more on the person that I’'m treating rather than just um,
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rather than just sort of ah perhaps the pharmacist way of doing things which is a bit
remote from patients.

Nurses in Helen and Tamsin’s work place were able to assist the pharmacists in adopting a
reflective approach:

HELEN: I mean my nursing friends here [hospital] they reflect till the cows come home so
they know exactly how to reflect so I had books and articles and all kinds of things off
them.

TAMSIN: Now I’'m into it (reflection), it’s it’s great, it’s a very good way of learning but at
first it took quite a bit of thinking about and that’s where I've got a lot of help from my
nursing colleagues ah on site because they’re used to it.

4.11.5 Expectations of how supplementary prescribing will be implemented in practice

The pharmacists intended to utilise supplementary prescribing to manage cardiovascular disease
such as hypertension, psychiatric conditions such as schizophrenia and depression, breast cancer
and gastrointestinal disease. Tamsin, Neil and Nicola mentioned that they would be managing
uncomplicated patients to begin as the role was new to them. Only Tamsin and Helen, both
hospital pharmacists had an idea of the number of patients they expected to be managing (eight
and thirty respectively). The pharmacists aimed to manage their patients in either hospital out-

patient clinics, at the GP surgery or within the community pharmacy.

Some of the pharmacists did not know how they would implement the role, as procedures had
not been put in place before they started the course. Two of the community pharmacists (Thomas
and Bob) stated that it may not be possible to implement supplementary prescribing into their
practice:

THOMAS: If no-one wants to pay for that [supplementary prescribing] to happen or
facilitate that in some way then it isn’t gonna happen.

BOB: I’'m not sure that I will be using it, um the the um I can’t I can’t see how I can
provide a supplementary prescribing service, I just can’t see how I can deliver that service.

Thomas believed that the course would improve his practice and Bob stated that he had learned a
great deal regardless if they manage to implement supplementary prescribing or not. Barriers to
implementation included funding (Thomas), the new pharmacy contract (Thomas and Bob) and
gaining access to patient medical records in the community pharmacy where information
technology is also a barrier (Bob). Access to records did not appear to be an issue within the GP

surgery or hospital.
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The pharmacists who worked in the hospital were already undertaking a role similar to
supplementary prescribing working in a clinic or in-patient setting:

HELEN: I think it [quality of care for patients] will make it better. Um, it’ll be smoother
cause as I said a lot of these things that I’m planning on doing officially I already do but
Just get the doctor to rubber stamp it.

The CMPs were seen as a limitation to supplementary prescribing by Helen, Bob and Tamsin in
some respects:

HELEN: It’s [CMPs] going to be quite time consuming, you know like thinking of getting
cmp for thirty patients on [drug]. It’s going to take me a little while.

BOB: I think the the, because we’re not independent I think the clinical management plans
are very sort of restrictive.

TAMSIN: The need for a clinical management plan does limit it [supplementary
prescribing].

For example, the SP can only prescribe for patients within the confinements of a CMP even
though they may be competent to undertake the prescribing. CMPs are however, useful so that
all members of the prescribing partnership know what their role and responsibilities are (Helen)
and it allows the pharmacist to resist patient pressure to prescribe an item that is not on the CMP

(Neil).

Additional limitations to supplementary prescribing noted by Thomas was the clinical
responsibility the SP will have to undertake and the need for the patient to have to see both the
doctor first for a diagnosis and then the pharmacist (Bob):

THOMAS: If I was a prescriber, I would be reluctant to rely on somebody else working
under a clinical plan with, clinical management plan with me and having trust in their
clinical judgement as an individual without them taking the whole responsibility for it. And
I think that’s the big issue. Why, I I can’t see why any doctor would be happy to take
clinical responsibility for my practice and I think that’s the the biggest issue I think it’s it’s
about clinical responsibility.

4.11.6 Benefits to patient treatment

If supplementary prescribing is put into practice some benefits cited by the participants include:
* Improving access of patients to a HCP (Neil)
* Pharmacists will have more time to spend with the patients (Tamsin and Nicola)
* Improved monitoring of treatment (Beatrice and Neil)
* Improved consistency of treatment (Helen)
* Improved pharmacy practice as the patient is viewed more holistically rather than just by
their medication (Thomas)
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* The process of obtaining a repeat prescription will be easier (Helen)

* Treatment will adhere to approved guidelines (Neil)

All except one of the pharmacists believed that supplementary prescribing would benefit patient
care:

BOB: I can’t see really how that’s [supplementary prescribing] going to save the patient
much time and it’s certainly not gonna save the doctor any time. I can’t see cause they’ve
already seen them once and made a diagnosis. Um, yeah I I can’t see it working to be
honest.

Thomas was concerned that some of the pharmacists who are to undertake supplementary
prescribing will continue in practice after the course as they were before. For example, those
pharmacists where supplementary prescribing is only going to legalise the role they had
previously been performing under protocol. The benefit to patients will therefore be minimal:

THOMAS: But if all that’s gonna happen is the people are still gonna carry on doing the
same jobs that they are now, seeing the same people not treating them in any other way
than the fact that they can actually sign their name on the prescription what’s what’s the
benefit? There’s there’s there’s zero benefit, they’re not gonna see anymore patients, no
more patients are gonna be treated, waiting lists aren’t gonna be reduced.

The response that Neil had already received from his patients during his trainng was positive:

NEIL: Patients are absolutely fine if you explain who you are, what you’re doing they’re
absolutely fine and most of them say it’s a good idea because you you guys know know
about drugs. You know so it’s actually been very positive um I think there’s been only one
patient so far who’s asked me not to be um sitting in with the GP.

4.11.7 Independent prescribing as the future of supplementary prescribing
Supplementary prescribing was viewed as a step in the right direction to independent
prescribing:

THOMAS: I don'’t think that supplementary prescribing is necessarily the whole answer to
that but I think that supplementary prescribing is a stepping-stone to full independent
prescribing.

NICOLA: The other way is to go the whole hog down to the ind independent prescribing
route, I really would like to see that.

In time, the CMP will be removed and the pharmacist given more clinical freedom to manage

their patients’ conditions:

NEIL: I think a year down the line from that then logically it makes sense to actually then
take away the the cmp lifeline, umbilical cord and then just say okay you’re now

independent prescribers.
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4.11.8 Views expressed when quoted the heading ‘Pharmacists should focus on what they
do best, not be dazzled by new ideas’ (Jenkins, 2004)

The quote above was read out to the pharmacists during the interview and their opinions sought.
All of the phaﬁnacists disagreed with the statement believing that the pharmacy profession
should continue to develop and evolve:

NEIL: That sort of comment belongs belongs in the cave, in the Stone Age. Um, we cannot
achieve patient, when all said and done we have patient health care, not to fight inter-
professional turf wars. If we don’t collaborate and use everyone’s skills patients suffer.

HELEN: What, that we should stick to the backroom and dispense away like little

monkeys? Um, I think there’s a huge lack of understanding about what we can potentially
do.

THOMAS: I think that pharmacists should be more involved with patients and less
involved with technical technical like day-to-day stuff. There’s no difference between
working in a dispensary and working in McDonalds except we don’t smell of chips when
we come out of the dispensary.

4.11.9 The knowledge and skills pharmacists need to be a competent prescriber
The participants were asked during the interview what skills and knowledge they believed a
pharmacist needed to be a competent prescriber. Suggestions were:
e Keeping knowledge of the medication and therapies in the field that they’re
prescribing in up-to-date (Nicola, Helen and Bob)
* Good communication skills (Nicola, Helen, Bob and Tamsin)
* An ability to see the whole patient and not just the medication (Nicola and Thomas)

* To be able to recognise what you don’t know, your level of competency (Neil)

4.12 Discussion

The themes generated in this present stage demonstrate that even though the pharmacists were
only at the beginning of their supplementary prescribing training, barriers to implementation
were already being predicted. The interviews conducted after training had been completed
(described in Chapter Six) will investigate to what extent such barriers had, if at all, impeded the

development of supplementary prescribing.

The motivation for undertaking supplementary prescribing included that it legalises a role that
has already being carried out and that it will utilise pharmacists’ skills to a greater extent. A
study conducted in Northern Ireland also investigated the implementation of supplementary
prescribing through conducting focus groups with hospital pharmacists in the first cohort at the

beginning of their training (Cassidy et al, 2004). The themes emerging from a pilot study by
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Cassidy et al. (2004) also demonstrated that the pharmacists viewed supplementary prescribing

as a ‘natural progression’ (pR87) of their current role.

Anecdotal evidence from one of the participants and from a number of key informants suggested
that some pharmacists were expected to attend the supplementary prescribing course as a matter
of their NHS Trust policy. Some pharmacists who were already involved in pharmacist-led
clinics were therefore told to become a SP in order to formalise their role, not because they
personally wished to attend. This was not reported to be case with the participants in this present
study, but it does raise an issue of what proportion of pharmacists on supplementary prescribing

training programmes were ‘forced’ to attend by their employees.

A postal questionnaire study by While et al. (2004) investigated the views of community
pharmacists from a number of PCTs in England on supplementary prescribing. Their results
demonstrated that apprehension was felt regarding access to patient medical records by one fifth
and consultation time by a quarter, a view also expressed in this present study. While and
colleagues (2004) also discovered that pharmacists with post-graduate qualifications were more
likely to accept the responsibility of supplementary prescribing more readily, were confident in
affecting treatment decisions and welcomed independent prescribing. All pharmacists in this
present study had further qualifications and also supported the development to independent
prescribing and were welcoming the role of a SP. Two-thirds of While et al. (2004) participants
wanted independent prescribing and 99% believed that supplementary prescribing would benefit
care, themes which also emerged in the interviews in this present stage. For the community
pharmacists in the questionnaire study there was a connection between utilising pharmacists’
knowledge to a greater extent and a belief that supplementary prescribing would increase job

satisfaction with their desire to undertake supplementary prescribing (While et al., 2004).

The recommendations to improve the training course suggested in this Chapter have been
investigated after the training programme was completed in order to see if any additional
recommendations could be suggested and to feedback to the course leaders (Stage Four).
Dawoud e al. (2004) conducted a study utilising postal questionnaires with the pharmacists who
had completed the first cohort at King’s College, London and Homerton College, Cambridge in
order to explore their views on the training programme. Their results demonstrated that 51% (of
the 41 participants) believed there would be problems in producing CMPs for practice, a feeling

reciprocated by the pharmacists in this present study. Training needs were identified as more




time on clinical examination and consultation skills and less time on pharmacology and
pharmacokinetics (Dawoud, et al., 2004), as was also the case in this study. However, the
pharmacists in this present research cannot be readily compared with those in other studies due

to each individual having variable experience and specialities.

A number of clinical areas and conditions were identified by the participants, many of which had
previously been acknowledged by the key informant interviewees (Chapter Three). The
expectations of how supplementary prescribing will be implemented and the amount of
prescribing the pharmacists will be undertaking in practice will be explored in the remaining

chapters of this thesis.

The views concerning the amount of time required to undertake the training was expressed by
those in all sectors of practice demonstrating that the commitment was a burden to all. There
were varied responses on multi-disciplinary learning. However, the hospital pharmacists felt that
they benefited from being with nurses from their place of work, not necessarily from the course,

access that perhaps community pharmacists do not have.

Finally, the views expressed in response to the quote ‘pharmacists should focus on what they do
best, not be dazzled by new ideas’ (Jenkins, 2004) demonstrated that the pharmacists were
supportive of a progressive role for the pharmacy profession. It has been reported that the
traditional role of the community pharmacist in compounding medicines has been negated by the
advances in technology such as pre-packaging of medicines by the pharmaceutical industry
(Harding and Taylor, 1997). This has led to a debate as to the professional status of the
pharmacist and ‘serves to undermine pharmacists’ claims to privileged occupational status’
(p547). By assuming additional roles and extending the services the pharmacist can provide this

may go some way to ‘reprofessionalise’ pharmacy (Edmunds and Calnan, 2001).

Semi-structured interviews were utilised in this stage, both individual and joint. Arksey (1996)
describes the use of joint interviews primarily in the context of couples and states that the data
collected from a joint interview (where one researcher questions two interviewees together) are
‘qualitatively different’ to the data collected from an individual interview. This is due to the fact
that in ‘sole’ interviews opinions and perceptions are generated from an individual whereas in
joint interviews it is created in partnership. Potential problems of joint interviews include that

one interviewee may dominate the other or that there may be disagreement between views.
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However, in the one joint interview conducted the participants contributed to a similar degree.
The participants did not disagree with each other but it is not possible to ascertain whether this
was because they agreed entirely or because they felt that they could not disagree. In this present
study the two participants (Beatrice and Nicola) did not interact to a large extent and the
researcher had to input more than expected to prompt responses. A joint interview was
conducted as both participants were available at the end of their training day, making it more

convenient for the interviewees.

The location of the interviews varied depending on the convenience of the participants as
described above, either at the HEI, at their place of work or at home. As a result only the one
interview was conducted at the researcher’s HEI and hence was under the researcher’s control
with respect to the seating arrangements and exclusion of noise. Interruptions to some interviews
were to be expected as some were held in a community pharmacy where the pharmacists were
taking time out of their daily duties. However, the researcher had stressed to the participants that
the interviews were to be held at a time and place that was most convenient for the participants,
the location of which, seating arrangements and levels of extraneous noise being therefore out of

the control of the researcher. This strategy was used to encourage participation.

The majority of the interviews were therefore held in the pharmacists’ place of work. This
meant, due to pressure of work that the pharmacists did not have a great deal of time to devote to
the interview. Some of the interviews were therefore felt to be a little rushed and possibly not as
in-depth as would otherwise have been possible. For example, the interview with Thomas was
held at his community pharmacy, in his office off the main dispensary. As he needed to see what
was happening in the dispensary the door remained open and the interview was interrupted on
more than one occasion when the dispenser asked for a prescription to be checked. There was
also only one seat in the dispensary which Thomas insisted the researcher had which meant that
there was a height differential, not ideal to conduct an interview. The interview with Bob was
held at his home and on the morning the researcher arrived several family members were present
who interrupted the interview when they said goodbye. However, if the pharmacists were willing
to participate it was their prerogative to decide where was most convenient for them to meet. A
balance must therefore be sought in order to have enough, interrupted time to explore the

participants’ views but to also minimise the inconvenience to those involved.
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In addition, due to the number of interviews to be conducted and the location of some
participants there was a variable amount of time between each interview. This meant that
sometimes therq was not a great deal of time for the researcher to reflect completely on what was
discussed in the previous interview in order to inform the next. For example, when conducting
interviews one day in North Wales then the next in South Wales in order to ‘fit-in’ with the

participants’ availability.

Only a small sample of seven (of 27 eligible) pharmacists participated in this stage of the study.
The results obtained are deemed to be worthwhile as it was not the researcher’s or indeed
qualitative research to obtain findings that can be generalised. A possible reason why some
pharmacists did not wish to participate include that taking time out of a busy course to contribute
may not have been high on the pharmacists’ agenda as they tried to grasp their new role. In
addition, one of the course leaders expressed a view that a number of their pharmacists did not
expect the large amount of work required to complete the course, being approached by a
researcher may have not therefore been a welcome addition to the unexpected workload. Another
research project that also conducted interviews during and then after supplementary prescribing
training had similar participant numbers when recruiting from a HEI in England. Again, the
work pressure was a contributing factor for the small number of participants (Tully, 2005). In
order to overcome the small numbers of participants a case study approach was adopted which

was described in Chapter Two with each pharmacist being an individual case.

In order to gain access to the pharmacists on the relevant training programmes it was necessary
to negotiate with gatekeepers (the course leaders). However, this process in itself poses some
issues. The researcher has to explain to the gatekeeper the purpose of the research, who they are
and what implications it has for the setting. As Burgess (1984) notes access is sometimes
required from a hierarchy or ‘chain of command’ before reaching the study sample. This was
seen in HEI B and C where the course leaders had to firstly obtain permission from their
superiors and / or colleagues before proceeding to approach their students. Kitzinger and
Barbour (1999), while describing the use of gatekeepers in the context of focus groups state that
they may ‘screen potential participants’ (p10). In order to avoid this situation, the course leaders
were provided with strict entry requirements, that is those pharmacists where LREC approval
had been obtained. The researcher has also since confirmed the number of pharmacists enrolled
in Wales through publicly available information from the Task and Finish Group on

Supplementary Prescribing in Wales.
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Another issue to consider with the use of gatekeepers is if they forward all of the appropriate and
requested information onto the potential participants (Kitzinger and Barbour, 1999). The
researcher was gssured that all of the information packs were forwarded and has no reason to
believe otherwise due to the co-operation and enthusiasm of the course leaders. It was also
important that the gatekeepers did not coerce their students into participating, to allow them to
decide for themselves. However, one of the course leaders informed the researcher that when
they handed out the reminder information packs they told the students that they ‘should’
participate or at least inform the researcher that they did not wish to. The researcher had not
asked the course leader to ask the pharmacists in this manner which illustrates that gatekeepers
have the potential to affect recruitment. When the researcher was informed of this comment they
thanked the course leader for handing out the packs. The researcher also explained that for future
cohorts when the course leader was asked again to hand out packs that the phrase ‘should’

should not be utilised as it may influence the pharmacists’ decision to participate.

At the end of each interview the recorder was switched off. A few interviewees continued a
‘conversation’ with the researcher. Beatrice, for example, because she felt that they didn’t have
enough worked examples of CMPs asked the researcher where she could obtain additional
information, thus utilising the researcher as a source of knowledge. When the tape was switched
off many participants continued to speak and mention things that they had not cared to say while
being recorded. These comments are recognised by Warren (2001) as ‘unrecorded data of this
kind are as important as those derived from tape recordings’ (p92). It was made clear at this time
that many participants were aware of what they were saying on tape and had consciously made
the effort to miss some information out. At this time the researcher made notes as to what was
said but it was not recorded verbatim. It must therefore be recognised that the validity of the data
could be affected as the opinions expressed could have been modified to coincide with what the

participants perceived were appropriate to be recorded or noted in a research project of this kind.

The response to being recorded was varied between participants with some actively looking and
seeking out the recorder while they spoke whereas, in contrast, others did not seem to notice to
such a great extent. The views of participants on being recorded was not actively sought but a
few passing comments were received. For example, Helen stated that she did not like being
recorded. The comments made the researcher aware that participants will be conscious of their

voices on tape and the comments that they make.
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This chapter has described the method of recruitment and interviews conducted with a sample of

pharmacists in the first cohort in Wales to undertake the supplementary prescribing training

programme. The pharmacists’ progress through the training programme and their actual

implementation of supplementary prescribing will be described in the following chapters. The

next chapter, Chapter Five was conducted during the training period where the pharmacist’s time

supervised in practice was investigated through the use of diaries and diary follow-up interviews.

4.13 Summary

In this present stage seven out of 27 pharmacists were recruited from the first cohort of
the supplementary prescribing training course in three HEIs.

Recruitment was conducted with the assistance of the course leaders at each of the HEIs
acting as gatekeepers.

Initial recruitment requested that focus groups be conducted at this stage but due to less
than anticipated recruitment and difficulties arranging a time and place to meet a protocol
amendment was submitted to the LRECs. As a result face-to-face semi-structured
interviews were conducted with five individual pharmacists and one joint interview with
two pharmacists.

In total, four female and three male, three community, one primary care and three
hospital pharmacists were recruited. All had already completed some other form of
pharmacy post-graduate education and were registered with the RPSGB between 1972
and 1995.

The themes that emerged from these interviews were as follows:

i) Motivation to undertake supplementary prescribing was varied and included
utilising the skills of pharmacists to a greater extent and that it will legalise the
role of the pharmacist in some setting.

ii) The supplementary prescribing training programme. Recommendations to
improve the course along with concerns regarding the time and commitment to
complete such a programme were expressed. The views of the pharmacists on the
multi-disciplinary training was also conveyed with contrasting opinions.

iii) The pharmacists explained how they intended to implement supplementary
prescribing in practice, the conditions they hoped to manage and in which
settings.

iv)  Supplementary prescribing was expected to benefit patient care. For example, by

monitoring treatment more closely and spending more time with patients.
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v)  Supplementary prescribing was seen as a ‘stepping stone’ to independent
prescribing.

* These particular interviews were conducted during the pharmacists’ training; how they
progressed and how supplementary prescribing was infact implemented into practice is
now to be investigated in the following chapters. Chapter Five will follow-on by
describing the next stage of the research, the use of diaries and diary follow-up

interviews.
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Chapter Five — Diary and diary follow-up interviews during
cohort one of supplementary prescribing training (Stage
Two and Three)

5.1 Introduction

Chapter Four described the interviews conducted during training with a sample of pharmacists in
the first cohort to be trained as SPs in Wales. This chapter follows-on from Chapter Four by
describing the next stage of the research, the use of diaries and diary follow-up interviews during
training to become a SP. The aim was to explore the day-to-day activities that the pharmacists

undertook during their time in supervised practice with their DSMP.

5.2 Research questions
The research questions to be addressed in this chapter were informed by the objectives presented
in Chapter One and were as follows:
i) What day-to-day activities do trainee SPs undertake during their training period time
supervised in practice?
ii)  In which settings and conditions were the pharmacists gaining experience?
iii)  What represents a ‘typical day’ in the working life of a trainee pharmacist SP?
iv) What additional information can the pharmacists provide with respect to their diary
entries (Stage Two) via the related follow-up semi-structured interviews (Stage Three)?
This is to clarify the events and to elaborate on the meaning of the occurrences to the
participants
v)  What problems and barriers were the trainee prescribers faced with during their training?
vi)  What kind of interventions were the pharmacists performing with regards to the care of
their patients during their training?
vii) How have their activities and how has their role as a pharmacist changed as a result of the

supplementary prescribing training?

5.3 The use of diaries as a research tool

Diaries have been used successfully in health services research since the 1950s (Richardson,
1994). Examples of the use of diaries include exploring the views of mothers on children’s minor
illnesses and how they sought help to treat those illnesses (Cunningham-Burley, 1994),
investigating the outcomes of OTC treatments (Cantrill et al, 1995), exploring the nature of
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communication between community pharmacists and GPs (Kennedy et al., 1997), documenting
activities related to patient health help seeking behaviour (Verbrugge, 1980; Rosner et al., 1992)
and to record the use of pharmacy use by patients (Frankland, 2002). A diary has also been
utilised in other éettings such as exploration of the care activities of an oncology nurse over a six
month period (Skott and Eriksson, 2005) and use of humour between nurses and patients
(Astedt-Kurki and Isola, 2001).

Health diaries are commonly used in nursing practice in order to assist patients to record their
symptoms, diet and medication (Richardson, 1994). Verbrugge (1980) emphasises the usefulness
of diaries in recording everyday occurrences in the context of health. However, even though
diaries have value and are supported as a research method in the context of health experiences
Carp and Carp (1981), Elliott (1997) and Jones (2000) state that diaries have been disregarded in

comparison with other methods used in sociological research.

Elliott (1997) described the use of two forms of diary. The first being those that are ‘documents
of life’, in other words the personal information recorded by individuals that are often used in
historical research, and the ‘researcher-driven’ or solicited (Jones, 2000) diaries. The latter are
used at the researcher’s request and are focused by the research as a means of collecting
information on a certain topic area. The ‘researcher-driven’ type of diary use is rare in qualitative
research (Elliott, 1997). Both Elliott (1997) and Frankland (2002) state that an advantage of
diary use is their ‘closeness’ to the occurrence recorded. A prospective use of diaries therefore
ensures that events are recorded at the time of occurrence (Verbrugge, 1980) which are expected
to generate data that have increased validity and reliability as the diarists do not have to rely on
their memories to such a great extent (Richardson, 1994). The time period between event and

recording will therefore be less.

Zimmerman and Wieder (1977) advocated the use of diaries to carry out research in areas where
the researcher is not present. Diaries can therefore be used as a means to record and ‘observe’
occurrences where it is not possible to conduct participant observation. For example, when
activities do not take place during a set time such as some of the supervised time a pharmacist
spends training in practice. The ‘diarists’ (term used for subjects completing a diary) therefore
act as ‘adjunct ethnographers’ (Zimmerman and Wieder, 1977 p484). Due to logistical and
ethical considerations it was not possible to observe the diarists on a day-to-day basis during

their supervised practice with their DSMP. The diaries therefore provide an approximation to
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participant observation of those trainees (Elliott, 1997). The use of diaries in the context of

supplementary prescribing is a novel method.

The information collected in a diary provides a means of generating questions to be used later in
a semi-structured interview. The diarists are therefore ‘actively participating in both recording
and reflecting on their own behaviour’ (Elliott, 1997 p3). This is known as the diary: diary-
interview method. It has the advantage that it enables one to clarify entries, to ‘fill in the gaps’
should any information either appear to be missing or hard to understand, and to explore the
meaning the participants give to certain occurrences (Zimmerman and Wieder, 1977). Certainly,
Zimmerman and Wieder (1977) believe that the diary interview goes ‘hand-in-hand’ (p488) with
the diary itself and that the value of the diary is ‘belittled’ if it is used alone. Corti (1993) stated
that the diary: diary-interview method is ‘one of the most reliable methods of obtaining
information’. This diary and semi-structured interview method was utilised by Kennedy et al.,
(1997) when evaluating the professional contact between community pharmacists and GPs and
the issues that arose from that communication. The interview was used as a way of explaining

information provided and to expand on the noted contacts.

Rosner et al. (1992) utilised diaries to record health events and symptoms in the elderly. The
diaries were later followed up and information provided compared to that given in an interview.
Importantly, participants in the Rosner et al. (1992) study demonstrated inconsistencies in the
reporting of symptoms and conditions using the two modes of research, the interviews and
diaries. This may be partly due to factors such as age and different interpretations of the

instructions provided with the two forms.

Triangulation, which is the combining of different types of approach, methods and / or data
within the same research study (Burgess, 1984) is frequently used as a means to validate the data
collected and to identify discrepancies (Smith, 2002c). The data generated from both interviews
and diaries can therefore be combined to create a more complete picture than just through the use

of a single method.

5.4 The use of diaries in this present study
The pharmacists (diarists) in this present study were requested to record everyday events and
activities during their period of supervised time in practice with their DSMP and include any

thoughts they had on these activities. The reason why this stage was deemed necessary was to
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gain an insight into the working life of a pharmacist trainee SP and the activities that they
undertook in relation to their training. Corti (1993) fully recognised that one important subject in
sociology research is the activities that individuals spend their time doing. In contrast to the use
of diaries proposed by Zimmerman and Wieder (1977) and Elliott (1997) where diaries were to
be completed daily, this present study only asked that the diarists record events that they selected
to record. The reason for this being the amount of time required to record the entries along with
the training and day-to-day commitments that the pharmacists were already having to fulfil.
Participants were asked to keep their diaries close to hand, as they trained in order to record
events as they happened. All information was to be anonymised with the participants asked not
to record any names or identifiable information such as the name of the hospital, GP surgery or

patient.

5.5 Recruitment and sampling
The participants for this stage of the research were recruited in one of two ways. The recruitment
procedure employed was dependent on which HEI the pharmacists were training at and

consequently which LREC had reviewed the recruitment procedure.

S.5S.1 HEI A

The five pharmacists already recruited from HEI A were provided with a diary information pack
(which included a letter inviting participation (Appendix 5.1), an information sheet (Appendix
5.2) and two copies of a consent form (Appendix 5.3)) by the researcher at the end of their
interview during training (Stage One). The researcher hoped that requesting participation,
supplying the information pack and verbally explaining the diary concept face-to-face would aid
recruitment. A signed copy of the consent form had to be received before the pharmacists could
participate. If no consent form was received after two weeks then a duplicate copy of the
information pack was posted to the pharmacists. When a signed consent form had been received,
each pharmacist was provided with an introductory letter (Appendix 5.4), the pilot diary
(Appendix 5.5) and a freepost envelope by post.

5.5.2HEIB

The two pharmacists recruited from HEI B had consented to the diary: dairy interview stage of
the research (Stages Two and Three) at the same time as their interviews during and after
training. This was due to LREC approval requesting that consent for all four stages be provided

at one time. Both pharmacists were therefore provided with an introductory letter (Appendix
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5.4), the pilot diary (Appendix 5.5) and a freepost envelope at the end of their interview in Stage
One.

5.5.3 Final recruitment

As a result of the recruitment procedure three pharmacists (one from HEI A and two from HEI
B) consented to maintain a diary during their training and for a follow-up interview. Two of the
pharmacists worked in hospital (Beatrice and Helen) and one in primary care (Nicola). The diary
entries and interviews were anonymised. The names used for the diarists are pseudonyms, the

same pseudonyms used earlier in the thesis.

5.6 Diary use

Corti (1993) published guidelines on how to structure a research diary and what they should
include. Some of the criteria, based on daily recording diaries were suitable for this project and
were adopted. For example:

a. An A4 booklet of approximately five to 20 pages should be used.

b. The first section should include a detailed set of instructions on how to complete the
diary.

c. The second section should include an example of a diary entry in order to make clear the
type of entries required of the participant. Also included was an explanation of what was
to happen to the diaries (see below) and the researcher’s contact details should the
participants have any questions.

d. Where the term ‘event’ is used, such as in the diary used in this present study, a clear

description of the term should be given.

It was deemed necessary to pilot the initial diary format (A4 size) in order to ensure that the
information recorded by the participants was of the form that was required and that the diary
structure was user-friendly. Eleven blank pilot diary sheets were provided to each participant,
each sheet containing space for two entries. Figure 5.1 illustrates the pilot diary entry format.
The participants were asked to record the date and time of the event, the location and a
description of the event. The diaries were to be hand written. As detailed above the pharmacists
were not expected to keep a record of all of their activities, but to note examples they believed

represented their typical day-to-day activities, a sample for which they had time to record.
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1) Date and time of the event

2) Location of the event

For example a GP surgery, out-patient
clinic or community pharmacy.
Do not specify any names.

3) Description of the event

This will include what happened, how
you felt, why perhaps the activity was
important.

Figure 5.1. Pilot diary format.

The pilot diaries were utilised in the following manner:

e The pilot diary remained with the participants for two to four weeks for them to
complete.

e After this time the researcher contacted the pharmacists and requested that the completed
entries be returned in the freepost envelope provided.

* The participants were asked at this time to retain any remaining blank pilot sheets that
they had not completed for further use. This ensured that should the pharmacists wish to
record an event during this time they had a supply of diary sheets to do so.

* The returned completed pilot sheets were reviewed in order to determine if any
amendments to the format was required. It was apparent that the space provided for the
participants to describe the event was not large enough as many of the entries were
continued outside of the box. The diary format was therefore amended (Appendix 5.6) to

allow more room. Figure 5.2 displays the amended diary entry format.
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1) Date and time of the event

2) Location of the event

For example a GP surgery, out-patient clinic or community pharmacy.
Do not specify any names.

3) Description of the event
This will include what happened, how you felt, why perhaps the activity was
important.

Figure 5.2. The amended diary entry format.

* Once the entry sheets had been amended the participants were provided with ten blank
sheets together with another freepost envelope. A covering letter was also provided
explaining why the format had been amended and that it should be used in the same
manner as the pilot diary. The researcher also thanked the pharmacists for the entries
already received.

* The diary completion time period needed to be of a length where the events requested
could be recorded but not so long where the participants would feel over burdened (Corti,
1993). The amended sheets were therefore completed for approximately three months.
When the supplementary prescribing training programmes were finished the pharmacists

were asked to return any remaining diary entries.

5.7 Maintaining contact
The pharmacists were contacted at approximately fortnightly intervals either via the telephone or
email during the entire diary completion period. The participants were asked which method of

contact they preferred. For example, Helen preferred email contact as she was frequently in and
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out of her pharmacy department and thus was hard to contact via the telephone. Both Nicola and

Beatrice preferred telephone contact.

The frequent contact served as a reminder to the pharmacists to continue completing the diary
and to answer any questions they may have had. One participant commented that the researcher
‘should’ contact them in order to remind them and to ensure that they completed, otherwise they
would forget. At each point of contact the researcher ensured that it was convenient for the
participant to be contacted again in the next fortnight. Frankland (2002) stated that calling the
participants regularly assisted in their motivation to complete entries. Verbrugge (1980) showed
that the interaction the researcher has with the diarists impacts on the quality of the entries that
are recorded and that participants should be contacted regularly throughout the diary period.
Finally, Burman (1995) noted that contacting participants via the telephone improved diary

completion compared to postal reminders.

5.8 Diary entries collected
The number of diary entries submitted by each participant is provided in Table 5.1.

Table 5.1. The number of diary entries received from each participant.

Participant | No. of pilot sheets | No. of amended sheets | Total no. of entries
Nicola 14 0 14
Beatrice 14 0 14
Helen 6 7 13

A number of entries had been misplaced by Nicola which were unfortunately not recovered
which meant that such data were not available to the researcher. The anonymised diary entries

are all provided in Appendix 5.7.

5.9 Data analysis — Content analysis

The diary entries were analysed by content analysis (Neuendorf, 2002), a method also utilised by
Kennedy ez al. (1997) to categorise the type of contact between the pharmacists and GPs in their
study and by Skott and Eriksson (2005). Content analysis is defined by Neuendorf (2002 p1) as
‘the systematic, objective, quantitative analysis of message characteristics’ and has been utilised
in sociology, journalism, business and psychology. It is basically, a ‘coding operation’ (Babbie,
2001 p309) and summarises the details of the ‘messages’ being analysed. The units of analysis

for this present study were each diary entry. Content analysis allows the researcher to be able to
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analyse unstructured data such as the diary entries used in this present study (Krippendorff,
2004).

However, in contrast to the quantitative view point of Neuendorf (2002), content analysis can
also be seen from a qualitative perspective (Morgan, 1993; Graneheim; 2004; Krippendorff,
2004), as the reading of any text is seen as qualitative. In this approach the manifest or latent
content can therefore be analysed. The manifest content is a description of what the ‘text says’
whereas the latent content concentrates on the fundamental meaning behind the text, the themes
(Grancheim, 2004). Content analysis has previously been utilised to study and categorise diary
entries. For example, to investigate the experiences of pregnant women with regards to nausea
and vomiting (O’Brien et al., 1997) and to explore the use of humour between nurses and

patients where a qualitative approach was adopted (Astedt-Kurki and Isola, 2001).

In this present study a combination of quantitative and qualitative approaches was adopted.
Diary entries were coded (qualitative) and each code was numerically tabulated and its frequency
determined (quantitative) (Morgan, 1993). An ‘a priori’ study design is an inherent part of
content analysis (Neuendorf, 2002). The main themes were therefore decided upon before the
data were collected in the form of a coding table (Appendix 5.8). The codes were informed by
the themes generated from previous stages and the supplementary prescribing curriculum. Each
entry was categorised into themes and the frequency of each theme determined on the coding
table. The location of the activities undertaken by the pharmacists, the interventions and
monitoring undertaken, the individuals that the pharmacists communicated with and the
counselling of patients were all noted and categorised. Any additional themes emerging from the

diary entries were added to the coding table during analysis.

5.9.1 The results of content analysis

One diary entry could display a number of themes. For example, communication with a doctor
and a patient could be recorded in the same entry. The events described in the diaries occurred in
a variety of locations. These included the GP surgery (12) and the community pharmacy for
Nicola (1). In contrast, Beatrice recorded entries in an out-patient clinic (12), a community
rehabilitation unit for mental health (1) and in one patient’s home (1). Helen recorded entries in
out-patient clinics (3), on in-patient wards (8) and a telephone discussion in her pharmacy

department (2).
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Communication was recorded with patients and / or their carers (17), doctors (14), nurses (4), a
health visitor (2) and a ward manager (1). The pharmacists counselled patients regarding a
number of issues, which included:

* Patient’s understanding of their medication (1)

* Explaining changes to patient’s medication (1)

* Explanations as to which medicines a patient should be taking (1)

* Recommendations on OTC medicine purchases (3)

* Discussion of patient concerns relating to parallel import medicines (1)

e Agreement of treatment plans (2)

* Discussion of biochemical test results with patient (1)

* Explanation of the relationship between increasing doses and increased side effects of

medication (1)

Recommendations were given to doctors on a number of medication issues, including increasing
(1) and reducing (1) doses and initiating medicines (7), advice regarding the co-administration of

medicines (1) and on the bioavailability of different formulations of medicines (1).

The pharmacists were involved in monitoring patients by using a variety of methods such as
blood pressure monitoring (1), biochemical blood tests (2), blood drug levels (2) and medication
review (4). Additional activities included observation of doctor and nurse consultations with

patients (6) and referral to other HCPs such as the pharmacist’s IP (1) and other doctors (3).

Stage Three — Diary follow-up interviews

During the supplementary prescribing training the pharmacists were required to complete a
practice portfolio detailing how they had achieved the competencies set out in the curriculum.
The next part of this Chapter will describe the use of the pharmacists’ practice portfolios and the

results obtained from their diary follow-up interviews.

5.10 Practice portfolio

The practice portfolio format was determined by each HEI. The entries recorded in the portfolios
could be used to compare with the diary entries, additional information could have been included
in the portfolios that otherwise may not have been available and to supplement the diaries. When

the pharmacists were asked if they would consent to keeping a diary during their training in their
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interview in Stage One, one of the participants (Neil) suggested that the researcher use their

practice portfolio as an alternative as they did not have the time to complete a diary.

As a result of this suggestion the remaining six pharmacists who participated in interviews
during their training (Stage One) were asked if it would be possible for the researcher to obtain a
copy of the ‘Record of Competencies’ section of their practice portfolio in order to investigate
the information detailed. Every participant apart from Bob consented verbally for the researcher
to study their portfolio. The appropriate course leaders were therefore approached as a means to

obtain a copy.

A copy of the ‘Record of Competencies in Practice’ was obtained from the portfolios of the four
pharmacists in HEI A (Thomas, Neil, Helen and Tamsin). This section listed all of the
competencies that the pharmacists had to meet to pass the course, 83 in total. An example of a
‘Record of Competency’ sheet is displayed in Figure 5.3. Each pharmacist was required to

specify how he or she had achieved these competencies in the spaces provided.

The portfolios used in HEI B were of a different format to that in HEI A, there was not a ‘Record
of Competencies in Practice’ section in the portfolio. The pharmacists were only asked to include
their assessments (reflections and case studies) that had been completed and information
regarding their professional experience. As a result the researcher arranged a time with the
course leader at HEI B to review the portfolios, as it was not possible to obtain a copy due to the
vast amount of paperwork. The researcher was therefore given time to make notes regarding the

activities undertaken by the pharmacists and to compare those to the diary entries received.

Helen’s ‘Record of Competencies’ section from her portfolio and the practice portfolios of
Nicola and Beatrice were used to inform their individual diary follow-up interviews. However,
for the remaining four pharmacists, (three of which agreed to the researcher obtaining a copy of
their portfolio) their practice portfolios were used to inform the questions in their interviews after

training had been completed (Stage Four), which are described in Chapter Six.
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BEHAVIOURAL EVIDENCE
INDICATOR

Understands the medical
conditions being treated,
their natural progress and
how to assess the severity of
disease

DSMP signature tee e ae hee e aes e e aes
Date ... oo voe e vee e e

Understands different non-
pharmacological and
pharmacological approaches
to modifying disease and
promoting health, desirable
and undesirable outcomes
and how to identify and
assess them

DSMP signature wee eee aee ses ave sae wee ses aee wes
Date ... .o v e cee vt e e

Understands the mode of
action and pharmacokinetics
of medicines, how these
mechanisms may be altered
(eg. by age, renal
impairment) and how this
affects dosage

DSMP signature

Date ... ... ... ...

Figure 5.3. A sample of competencies listed in the Record of Competencies in Practice section in
the practice portfolio at HEI A.
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5.10.1 Information obtained from the practice portfolios of the three diarists

The record of competencies section from Helen’s practice portfolio (HEI A) was read, entries
categorised into-themes and frequency of entry determined. Table 5.2 lists the themes generated
with an example to illustrate the theme. Beatrice and Nicola’s portfolios (HEI B) were read and
notes made by the researcher. The information collected from these portfolios is described

below.

Table S5.2. Themes generated from Helen’s ‘Record of Competencies’ from her practice
ortfolio.

Theme Examples to illustrate the theme | Frequency of theme entry
(No. of entries) (Total = 141)
Academic qualifications BPharm (6) 24
Diploma in Clinical Pharmacy (4)
Day-to-day activities as a Regular ward rounds (15) 90
pharmacist Qualified pharmacist (14)
Daily duties as a pharmacist (10)
The supplementary Lectures (7) 24
prescribing course OSCE:s (9)
Time spent with DSMP (2)
Miscellaneous Common sense (1) 3

As stated above, Beatrice and Nicola’s portfolio did not contain a ‘Record of Competencies’
section. The portfolios consisted of the assessments that the pharmacists had to complete, their
reflective essays, their clinical management plans, their log of hours in supervised practice with
their DSMP and their Objective Structured Clinical Examination results. The researcher read the
portfolios and made notes listing the location of activities, the individuals who the pharmacists
had been in communication with and the monitoring and interventions undertaken. The activities
undertaken in the portfolio were compared with the diary entries and any additional information
noted. The majority of the activities, monitoring and communication detailed in the portfolios
had already been included in the pharmacists’ diary entries with very little additional information
collected. However, two additional entries had been noted in Nicola’s portfolio which described
her differential diagnosis of angina in a dyspepsia patient which will be discussed later in this

Chapter in section 5.13.

5.11 Diary follow-up interviews
The contents of the diaries returned were initially read, scrutinised and analysed through content
analysis as described above in section 5.9. The diary entries were then investigated further with

follow-up interviews with the three diarists. This diary: diary-interview technique has been
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advocated by Elliott (1997) and also Frankland (2002) in order to research into patient health

behaviour and beliefs.

All diary entries were read before each interview in order to generate questions to be addressed
during the interview. The questions were used as a means of investigating the experiences of the
diarists as described by Zimmerman and Wieder (1977). It was intended that the follow-up
interviews would take place as soon as possible after completion of the diaries so that the
participants would have to rely on their memories as little as possible; an approach suggested by
Frankland (2002). The interviews were conducted face-to-face at a convenient time in the
workplace of the pharmacists to minimise inconvenience. The interviews were of a semi-
structured format, audio recorded, anonymised, transcribed and analysed as described in Chapter

Two.

The topics and questions to be discussed were informed by the diary entries and an interview
schedule produced for each pharmacist. An example interview schedule is provided in Appendix
5.9. The researcher made reference to the diary entries during the interviews as a prompt. For
example one of Helen’s diary entries stated:

‘Clozapine clinic — Patient attended for regular review, still dribbling on a low dose of
hyoscine therefore dose increased from 300 micrograms daily to three times a day’
(Helen)

The researcher therefore asked Helen if the intervention detailed (increasing a dose) was usual in
her role as a trainee SP. The relevant diary entries were also made available to the diarists as a

reminder before and during their interview to refresh their minds as to what they had entered.

The main topics discussed during the interviews are listed below:
i.  How the diary entries represented the typical activities of the diarists
ii.  How the diarists decided which entries to record
iii.  The nature of the entries — contemporaneous or retrospective
iv.  Any potential entries or important events / learning opportunities that were not recorded
and the reason for this omission
v.  Whether the entries recorded activities during the diarists time in supervised practice or
of their day-to-day role as a pharmacist

vi.  How the pharmacists spent their time supervised in practice with their DSMP
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These topics were used as a means of ascertaining how and why the entries were recorded and if
those noted were typical of the diarists’ activities. Table 5.3 lists the duration of the face-to-face

diary follow-up interviews.

Table 5.3. Details of the diary follow-up interviews conducted in Stage Three.

Participant | HEI | Length of interview
Nicola B 28m 23s
Beatrice B 16m 25s
Helen A 22m 57s

5.12 Data analysis — generation of themes

The themes that emerged from the diary follow-up interviews are discussed below.

5.12.1 The diary entries were believed to be representative of the pharmacists’ activities
during training

The diarists all stated that the period of time that they had devoted to completing the diaries was
typical of their training period:

HELEN: Um, it’s probably fairly typical of what I would do cause I’'ve got some bits here
from in-patients and from the clozapine clinic um. It’s probably a good kind of mix of what
I do.

Not all of the activities were from their supervised time in practice as Nicola stated that she was
not having supervision at the beginning of the diary period. She had therefore recorded activities
of her day-to-day job as a pharmacist rather than from her training. The pharmacists stated that
their position during training had changed in comparison to their day-to-day duties in the fact
that they were more involved in other aspects of practice. For example, both Helen and Beatrice

spent more time in out-patient clinics than they had done previously.

5.12.2 Challenges during training

The time required to undertake the training was a problem for the pharmacists. Both Beatrice and
Nicola stated that they had been faced with some problems during their time in supervised
practice. They both expressed difficulty in having to fulfil their normal day-to-day duties in
addition to the time required under supervision. This is in contrast to Helen who did not identify
any problems to overcome:

NICOLA: Trying to fit the sort of supervision in with everybody else’s working day I think
was one of the biggest challenges. Um, initially we had a medical student so obviously she
was here the end of her um sort of degree course so she got priority.
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Nicola also had to remind her GPs to call her in to see the relevant patients as they were likely to

forget which would mean she would miss out on valuable practice time.

Beatrice’s time in practice did not start until a few months after the course had started due to lack
of organisation and structure in her workplace. As a result of this and the fact that her DSMP was
so busy, she found it difficult to complete the assessments on time. Additional concerns
included:

BEATRICE: I couldn’t understand why there was difficulty because um I think it’s much
easier for nurses cause, CPNs [Community Psychiatric Nurses] cause they’ve got their
own case load anyway, they just incorporate their daily work into it but um because you
don’t work like that you had to make the time for it. I think build a lot of flexibility into
your week because you have to re-juggle your week to accommodate it.

5.12.3 How the time in supervised practice was organised

The settings where the participants were undertaking their time in supervised practice had
already been expressed in the diary entries. Helen attended the out-patient clinics of her DSMP
as well as the in-patient ward rounds which she already participated in before the supplementary
prescribing training commenced. It became clear that the entries in the out-patient clinics were
therefore from her time in supervised practice whereas the in-patient entries related to her normal

duties.

Beatrice also attended her DSMP’s out-patient clinic which was a new experience. It emerged
that the domiciliary visit entered in the diaries was a one-off as she was not intending to
undertake home visits as a SP. However, in contrast to Helen, all of Beatrice’s entries were from
her time spent in supervised practice. Nicola undertook her supervised time in the GP surgery in
which she worked. She believed that the time required supervised in practice was too great:

NICOLA: I really don’t, and my DSMP agrees with me. I really don’t think that amount of
supervision was necessary......Ah because I'd learned what I needed to know sort of quite,
quite early on in the supervision and really to get the hours up I was just sitting, watching
more of the same so 1 I just felt it was a bit bit over the top.

The GPs were to call her in to their consulting room if they had a patient presenting with
dyspepsia (the condition that she would be managing). The entries were a mixture of her time in

supervised practice and her normal duties.
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5.12.4 The pharmacist-patient relationship

The relationship each pharmacist had developed with their patients was varied, depending on
their settings and group of patients. Nicola stated that the relationship she previously had with
her patients was from a medication query and dispensing perspective. By being present in the
GP-patient consultation she was able to interact to a greater extent and obtain a greater
understanding of the conditions:

NICOLA: Because my relationship with the patients is very much sort of over the hatch,
just answering queries about medicines and changes to their medicines. So the the physical
examination and the taking of the history was quite quite a good learning experience.

In a similar manner, Beatrice’s patients were not used to seeing her in the out-patient setting:

BEATRICE: Cause they’re [patients] not used to see a pharmacist there, do you know
what I mean, they’re not used to seeing a pharmacist in the out-patient clinic.

Importantly, the patients that Nicola and Beatrice were in consultation with in their respective
supervised time in practice, were happy to ask questions and interact with the pharmacists:

NICOLA: Sometimes the GP would, you know what do you think about this and then I’d
ask the patient a few of the questions and ah they’d be quite interested that I was taking
such an in-depth interest other aspects of why they might be feeling the way they are.

BEATRICE: Most patients were very very obliging and very very nice and asked me
question, lots of questions and things and have a chat with them, it’s nice you know.

In contrast, Helen already had input into patient care on in-patient wards:

HELEN: Well through the ward rounds which tend to be once a week for each team do
tend to get quite a bit of um input into what patients come in on and what they get changed
to and if they getting side effects what we can do about it and I also talk a lot to the
patients themselves about what they feel about the medication. They often request to see a
pharmacist.

5.12.5 The pharmacist’s relationship with their DSMP

All participants commented on the time they had with their DSMP since commencing their time
in supervised practice. Nicola said that due to the amount of time she had worked at the GP
surgery her relationship with her DSMP had not changed greatly. However, by attending the GP-
patient consultations she was able to provide more expertise on medication related issues. This is
in contrast to what she predicted would occur when GPs train medical students, a purely teaching
role:

NICOLA: Um, but you know there’s there’s another professional point of view you know
rather than you know it being a completely teaching role [with medical students]. Um you
know I I had something to bring to the party.
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BEATRICE: He [DSMP] was actually very thorough, I think I was treated like an SHO
[Senior House Officer], junior doctor.

HELEN: Cause he [DSMP] said he found it really beneficial cause I was kind of like
quizzing him saying oh you know how’s it been? Has it been really grim being a DSMP?
And he said no it’s been alright.

5.12.6 Input into consultations during training

All three participants stated that their respective DSMPs were willing for them to input into the
doctor-patient consultations they were sitting in on. Both Helen and Beatrice who were spending
time in out-patient clinics (this was a relatively new setting to Beatrice) had not previously had
as much input into patient care in that particular setting in comparison to the in-patient setting:

BEATRICE: Yes I was observing, they [in clinic] were more than willing to let me
contribute and ask my advice and my opinion and things like that, it was nice.

HELEN: I didn’t just sit there and kind of take it all in. He [DSMP] actually, he would turn
to me and say ok, about this persons medication what do you think and what could we do if
there was a certain problem or having side effects. So that was kind of the major change
really.

Nicola also had input into the patient consultations in the GP surgery:

NICOLA: Sometimes the GP would, you know what do you think about this and then I'd
ask the patient a few of the questions and ah they’d be quite interested that I was taking
such an in-depth interest other aspects of why they might be feeling the way they are or
whatever.

However, having an extra person present in the consultation could change the dynamics:

NICOLA: It’s a hassle for the receptionists getting the permission and the doctor having
me sitting there. It it does change the dynamic between patient and doctor having a third
person, whoever sitting in.

5.12.7 Valuable experience gained during the supervised time in practice
Both Helen and Beatrice believed that their time in the out-patient clinic was very valuable,
especially in observing and gaining experience in interviewing patients. Nicola believed that her

experience in performing physical examinations and taking patient histories was very valuable

5.12.8 Patient monitoring

The participants were monitoring patients via a number of different methods as stated in the
diaries. In addition to those in the diary entries, Nicola was also undertaking Helicobacter pylori
testing, spirometry and blood pressure measurements. These were omitted from the diary. She
expressed an initial feeling of uneasiness at the physical monitoring. However, the requesting of

blood tests noted in the diaries was a part of her ongoing duties as a practice pharmacist:
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NICOLA: I mean I was completely twitched about taking blood pressures cause I’ve never
ever taken a blood pressure in my life.

NICOLA: Um, as far as taking blood, I'm not gonna get involved in that no. That’s another
step too far. I'm not comfortable with that one yet.

Both Helen and Beatrice were undertaking mental health assessments. Helen stated that she
would also recommend tests such as ECG and clozapine monitoring which was part of her

normal duties.

5.12.9 Interventions undertaken by the pharmacists

All participants stated that the interventions recorded in the diaries were typical of those
experienced during their time in supervision. However, it came to light during the interview with
Beatrice that some of the interventions detailed in her diary relating to the out-patient clinic, such
as changing the time of doses, were initiated by her DSMP. Not all of the interventions can

therefore be credited to the pharmacists.

5.12.10 Communication

The communication with a number of different HCPs and with patients noted in the diary entries
appeared to be representative of the pharmacists’ day-to-day work. Both Beatrice and Helen
stated that their own area of practice is multi-disciplinary and therefore they frequently had
contact with other professionals:

HELEN: Well it’s very much a multi-disciplinary team in [clinical area] and you know we
[HCPs] all tend to work you know quite close together.

BEATRICE: I did have a lot of communication with people because it’s entirely multi-
disciplinary.

5.12.11 Reflection

Reflection was a key element in the supplementary prescribing training programme. Both Helen
and Nicola stated that they at first did not enjoy the concept of reflection (as described in Chapter
Four) but can now, in hindsight, realise its potential as a learning tool:

NICOLA: I mean the the pharmacists I think did fairly badly as a group with reflection
because we hadn’t been brought up to think in that manner um but sort of thing, spent a
little more time looking at how reflective practice works I think yes it probably was

[useful].

HELEN: I mean the nurses are excellent for reflecting. And I have to say although I hated
it at the time, the reflection I do feel now that has been a good thing.
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5.12.12 Experience as a pharmacist

The pharmacists believed that the experience they already had in their role as a pharmacist had
been of benefit-in their supplementary prescribing training. For example the knowledge the
pharmacist has on therapeutics, previous pharmacy post-graduate qualifications, patient
communication skills and experience of additional roles such as on Local Health Boards:

HELEN: Certainly without the therapeutics aspect the learning curve would have been so
steep.

5.12.13 Legalising a role already being performed
Supplementary prescribing was seen by Helen as legalising the role that she was already
performing:

HELEN: Um, a lot of what supplementary prescribing will do is rather than me say I think
Mrs Jones should be started on this drug it’ll mean that I can actually see her and start her
on it rather than me suggesting it and somebody else doing it. It’ll just kind of make it legal
really.....I mean I, what I do on the wards rounds now and in the clozapine clinic I’ve got
all the drug charts and you know if the patient tells me that they’ve got the side effects I’ll
write it up and then the um you know the junior doctor who hasn’t got much experience
will then just sign it and say fine.

5.12.14 Current prescribing status

At the time of the interviews, none of the pharmacists were registered with the RPSGB as a SP
and therefore had not implemented supplementary prescribing into their practice. Beatrice was in
the process of producing protocols for implementation within her trust, these would take another
few months to be completed and approved. Nicola was in the process of deciding with her
DSMP how the role was going to be taken forward but was still involved in the care of the
patients she had been managing during her supervised time in practice. Helen stated that there
was not any funding available for her at that time to begin prescribing. Due to the number of
pharmacists in her trust undertaking the role her manager had to apply for funding to allow her to
take on this role:

HELEN: A lot of it comes down to money. If there’s funding for me to do the extra stage
[work as a SP] then I can do it. But if there isn’t funding then I can’t.

5.13 Missing data entries

When asked if there were any additional entries that the participants may have omitted, Beatrice
stated that she could not remember. In contrast, Nicola had omitted one particular incident she
deemed to be very important in her development as a prescriber. This episode was not recorded

because she was affected by the idea that a diagnosis had been missed:
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NICOLA: Yeah, there’s probably a few holes now and again where we were either short
staffed and you know I'd sort of think back oh I should have written that down but I didn’t
so. Um, it’s a bit like me reminding the doctors to call me in because I’m just used to
dealing with the sort of things that I initiated.

In contrast to this very important incident, Nicola also omitted some minor activities which may
have been seen as mundane everyday actions and therefore she did not see the need to record
them:

NICOLA: I probably didn’t jot that down there because it was, I think it was probably so
big and so important and I was so twitched about it you know, I could have missed this
[differential diagnosis] you know.

5.14 How the diarists decided which activities to record
When asked how the participants had decided which entries to record, the following responses
were received:

HELEN: It was the ones I could remember.

NICOLA: I think cause they indicate how useful a pharmacist is as far, as part of the
primary health care team.

BEATRICE: I don’t know, cause I I just thought they were interesting and sort reflect the
type of things we were doing in the clinics.

5.15 Contemporaneous / retrospective recording in the diaries

During the interview the participants were asked when they recorded the events in order to
ascertain whether they were recorded contemporaneously or retrospectively. It was apparent that
some entries were recorded retrospectively and some contemporaneously:

HELEN: I did try and write them [entries] at the time. Um, but what I did tend to do at the
time, I had a PDA [Personal Digital System] at the time so I used to record my
interventions as I went along so what I would do to write these I'd just go back to the date
in the PDA and kind of take them out of there so they were written at the time but not
transcribed at the time.

NICOLA: I made an effort to try and put in initial bit and then try and fill it in at a later
date but there’s I think think a couple of retrospective ones but most of them as I went on.

BEATRICE: Looking back yes, cause um time I was, cause it was the clinic, time I didn’t
have time to write them now, I used to do them at the end of the day.

5.16 Discussion

The diaries were utilised as a means of providing an overview of the activities undertaken by the
diarists during their supplementary prescribing supervised time in practice. A number of
activities, including patient consultation, observation of, and communication with other HCPs

and monitoring and providing recommendations for treatment changes could be seen which were
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deemed as ‘typical’ during the diary period. As observation of this time period was not feasible it
was also not possible to clarify how correct this claim was. In addition, the follow-up interviews
brought to light- how some entries had been omitted and that some treatment changes were not
carried out by the participant, which also questions the validity of the findings. Kennedy et al,
(1997) stated that the time frame where a diary is being completed may be ‘atypical’ and hence
may not produce a valid reflection of activities over a more extensive time period. The
participants were asked to complete the diary over three months, a time frame believed to be
long enough to capture their activities as it was the time remaining between their first interview
(Stage One) and when they completed the supplementary prescribing training programme. It was
therefore not possible to ask the diarists to continue for any longer as the course had finished and

the aim was to explore the time supervised in practice.

The diarists were asked to enter events into the diary as they occurred and therefore the intention
was that they did not have to rely on their memories to recall events to such a great extent (Carp
and Carp, 1981) during the interview. More detail can also be obtained from discussing the
written record in comparison to a retrospective project where the participants are expected to
recall events (assuming the participants do record occurrences) (Frankland, 2002). However, the
follow-up interviews demonstrated that Nicola had omitted some entries and Beatrice could not
remember if she had missed any. In light of this finding, it was evident that it was not possible to
determine how many entries could have been recorded in total, how many were forgotten and
how accurate these were, as many did not appear to be entered contemporaneously. Corti (1993)
lists possible errors of diary use as information may not be recorded in its entirety, there may be
under-reporting of information and, if the entries are recorded retrospectively then they may not

be recalled correctly, what is known as ‘recall error’.

Many health diaries are daily diaries (Richardson, 1994) where the participant is asked to record,
for example their symptoms or help-seeking behaviour each day. In this present study the diarists
were only asked to record a sample of their activities during their time in supervised practice. In
hindsight, it may have been worthwhile to request daily entries to generate a greater amount of
data as only a small number of entries were returned. The time and commitment required to
undertake the supplementary prescribing training was vast and the motivation of the pharmacists
to record daily, an activity which would have increased the research burden may have impaired
participation. The use of the present diary was therefore reliant on the motivation levels of the

diarists which could have contributed to the number of entries.
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The number of diary entries received was relatively small, 41 in total. Elliott (1997) commented
on the ‘research fatigue’ that she anticipated her participants would experience having already
taken part in earlier stages of the research (clinical examination, in-depth interview and
questionnaire) on help-seeking behaviour. The anticipated research fatigue in Elliott’s (1997)
study did not come to fruition. However, in this present study ‘research fatigue’ could have been
felt by some of the participants as they had previously participated in an interview during their
training. The pharmacists were also having to undertake their supplementary prescribing training
and all of the additional work that came with that, the coursework and continuing with their day-
to-day duties. It was therefore not surprising that a greater number of diary entries were not
received. The diaries in this present study were also completed over a period of three months in

contrast to Elliott’s (1997) unstructured daily recording diary over eight weeks.

Burman, (1995) identifies two types of health diaries, a ledger where events are only recorded
when they occur and a journal where daily entries are required regardless of events. The diary
used in this present study, in the context of health diaries is the first type, a ledger. Burman
(1995) claims that a ledger is ‘less burdensome’ (p148) than a journal. This was hoped to be the
case in this study due to the pharmacists’ commitment to, and the amount of time involved in
their training. In contrast to the benefits of easing participant burden Jones (2000) notes that
diaries ‘may display biases if that which is recorded is a selection from the totality of events and
may represent an underrecording or overrecording’ (p556). By allowing the pharmacists to

decide which events to record the benefits of freedom of choice are balanced by selection bias.

Higgins et al. (1985) discuss problems concerning the validity of diary entries to record everyday
occurrences. The biases include the frequency of entries where diarists either underestimate the
frequency of events, do not record events or note events that have been ‘constructed’, the
duration of events where they may be more likely to be recorded the longer they are and the
direction where events that have been initiated by others may be more likely to be noted
compared to self-initiated events. These cited limitations must be recognised in the context of

this present study.

Another limitation of diary use is that they cannot be used as a data collection method by those
who are illiterate or those who are not able to keep a diary, a potential source of bias (Carp and

Carp, 1981). However, as all of the diarists were practicing HCPs then this issue was not

considered to be a problem.
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The number of entries and the way in which the diarists completed their diaries differed as each
individual would have approached the research in different ways, and therefore with their own
idea of how a diary should be completed (Elliott, 1997). The guidance provided verbally by the
researcher and the instructions in the diary itself aimed to minimise this variation. However,
individuals still have their own interpretation of information. This was evident in the way that
Beatrice completed all fourteen entries in one attempt and returned the whole diary, not just the
completed sheets in a way to end diary use. In contrast, even though the same number of entries
was received Nicola was more responsive and completed entries over a longer period of time
with multiple returns. The time in which the pharmacists completed their entries was also
variable, as discussed above with Nicola and Helen recording some retrospectively and some
contemporaneously. In contrast, Beatrice recorded all entries retrospectively. In order to
minimise this variability, more emphasis could be given during the verbal explanation at the

beginning of the diary period on the need for contemporaneous entries.

In a similar manner to Elliott (1997), Rosner et al. (1992) also recognises in their study that
personal information is shared in an interview and that the interaction is in some respects led by
the researcher. However, in contrast it is the participant who decides how to interpret the diary
and decides what to include and how much to report on a particular issue. The entries to be
included are therefore selected on the basis of the participant’s idea of what should be included

and what they believe to be appropriate.

It is also important to acknowledge that diaries used for research use are not ‘private documents’,
they are written with a ‘particular reader and their agenda in mind’ (Elliott, 1997), for a
particular purpose (Skott and Eriksson, 2005) and an awareness of the researcher. Helen asked at
one point of contact with the researcher if she was submitting the same number of entries as
other participants, which demonstrated her awareness of the number of entries she was returning
and if she was fulfilling her ‘role’ as a diarist. The researcher reassured her that she was
returning no more or less than any other diarist to dispel her concerns. It must therefore be
recognised that entries are consciously recorded, with a purpose and to fulfil a participant

commitment.

The responsibility placed on the participant to complete the diary may be an issue, as Verbrugge
(1980) states with the use of health diaries. Verbrugge (1980 p87) and Corti (1993)

acknowledged the influences of what is commonly known as the ‘conditioning effect’ when
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completing health diaries, particularly in the way that participants perceive their health has
changed. Two effects have been identified, sensitisation and fatigue. Initially, the participants
may have been more aware of the activities that they were undertaking (or the symptoms that
they were experiencing) and therefore may have reported more than one would have expected
(Burman, 1995). As time goes by, the participants may then become tired of recording all events.
In addition, the reporting of minor health events or minor symptoms may not have been reported,
as they may not have been considered to have been important. The same may apply in this
present study in which mundane day-to-day activities may not have been recorded as the
participant may have deemed them simply unworthy of being recorded. This is evident in the
case of Nicola’s diary who herself admitted that some everyday activities were not recorded as
she was so familiar with them in her daily duties. An emphasis should therefore be provided at
the beginning and throughout the diary period that the everyday occurrences are as important as
the out of the ordinary activities. In order to ensure the participants are aware that these should

also be recorded.

As described above the diarists were contacted periodically throughout their diary use. Both
Verbrugge (1980) and Frankland (2002) advocate this strategy to encourage entries and to
answer questions. The extent to which this contact aided and reminded the participants to use
their diaries is unknown but all three were happy to be contacted. Helen even suggested that the

researcher ‘should’ contact her in order to provide a reminder, as otherwise she would forget.

The use of content analysis to analyse text relies on the ‘scientific method’ where objectivity is
paramount. It is mainly a quantitative procedure where the results are numerical, (Neuendorf,
2002) that is; the number of times a code appears in the diary entries. However, content analysis
can also have a qualitative approach (Babbie, 2001; Morgan, 1993) as described above. In this
present study the quantitative aspéct of diary analysis allowed a summary of activities to be
formulated but was secondary to the themes emerging which, importantly allowed and informed

an interview schedule to be produced for the follow-up interviews, that is, a qualitative approach.

The practice portfolios, as recommended by Neil to be used as an alternative and an addition to
the diary entries, provided only a relatively small amount of additional information. The diary
entries of Nicola and Beatrice, it became clear, were informed by their portfolios with little
difference between the two. However, Nicola’s portfolio did allow the researcher to identify

where some entries were omitted. Helen’s portfolio ‘Record of Competencies’ contained only
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very brief entries such as ‘Lectures’ or ‘Regular ward rounds’. The entries were discussed briefly

in the follow-up interview with respect to her development as a SP but with little expansion.

Elliott (1997) stated that in her study the participants had prepared for the follow-up interview as
much as she had through reflecting on the diary entries. However, because the interviews in this
present study were not immediately after the diaries had been completed (two to three months
later) then the participants commented that they had mostly forgotten what they had submitted
before reviewing them quickly at the beginning of the interview. This may have resulted in recall
bias. The ability to discuss the entries in detail may have therefore been hindered by the long
timescale of events which was demonstrated as little elaboration of events was provided, even
with prompting. Due to the first cohort training programme ending at the end of the year and

participant availability, it was not possible to conduct the interviews until after Christmas.

The use of a semi-structured interview as a diary follow-up brings to light the same issues as
those described in previous chapters (Chapters Two, Three and Four). For example, interview
location and participant awareness of recording. The interviews with Nicola and Helen were
conducted in a quiet room with only the diarist and researcher present. This was hoped to
facilitate discussion. However, Beatrice organised the interview in her staff room where people
were moving in and out, creating noise which impacted on the flow of the conversation and the
quality of recording, not an ideal interview setting. It was therefore not surprising that Beatrice’s
interview was the shortest and least in-depth as most questions were answered very briefly or
just with a ‘yes, yes’ response. Helen expressed her “dislike’ of being recorded before beginning
the interview which demonstrated her awareness of the tape recorder. She was happy to be

recorded ‘only if she didn’t have to listen to herself’.

As discussed above there are several important issues to recognise concerning the use of a
research diary, most notably the motivation of the diarists, the frequency of recording, research
fatigue and timing of entries, which may affect recall. However, the use of diaries in this present
study has provided an insight into the variety of locations and activities that are undertaken by
trainee supplementary prescribing pharmacists. The entries were clearly not exhaustive of the
activities undertaken by such pharmacists and were specific for the individuals who took part but
they did provide the means to inform an interview schedule in order to base a discussion of their

training in practice. The interview allowed the researcher to probe the participants on the use of
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the diary which demonstrated that not always are diaries used as intended or to record all events

but they are still worthwhile nonetheless, and served the purpose of the study adequately.

This Chapter has described the use of the diary: diary interview technique to investigate the time
supervised in practice of three of the recruited pharmacists (cases). Each pharmacist’s journey
had therefore progressed from that described in Chapter Four (interviews during training) to the
end of training. Chapter Six will follow-on from this chapter to investigate the views of the
pharmacists when SP training was completed (Stage Four). Their views on, and
recommendations to improve their training programmes and if it was possible for supplementary

prescribing to be implemented into their practise were also explored.

5.17 Summary

¢ To summarise, three (Beatrice, Helena and Nicola) out of the seven pharmacists recruited
in Stage One consented to maintain a diary for three months during their time supervised
in practice.

e The diaries were used to record a number of activities and events in which each
participant was engaged. The researcher maintained contact with the participants
periodically to encourage completion.

* Forty-one entries were returned, analysed by content analysis and detailed the location
and nature of the activities, the individuals the diarists were in communication with,
patient monitoring and counselling. The entries were then used to inform the interview
schedule to be used in the diary follow-up interviews which were conducted
approximately two to three months after diary completion.

* The following themes emerged from the interviews:

i) The entries were depicted as typical activities undertaken during the

pharmacists’ training period.

ii)  Challenges during training included time to undertake the time in practice and
fulfilling day-to-day duties.

iii)  The relationship the pharmacist had with their patients and IP had evolved.

iv) A variety of patient monitoring and communication with other HCPs was
recorded.

v)  The use of reflection was advocated in comparison to the pharmacists’ first
interviews (during training).

vi)  The use of the diary itself:
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= Some entries appeared to have been omitted.

= Some recorded interventions were not carried out by the participant.

= Some entries were noted contemporaneously and some retrospectively.
This chapter has described the use of the diary: diary-interview technique to investigate
the pharmacists’ activities during their time supervised in practice. Chapter Six will
follow-on by detailing the next stage of the research, interviews after training had been

completed (Stage Four).
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Chapter Six — Interviews with the pharmacists in the first
cohort to be trained as SPs in Wales after their training was

completed (Stage Four)

6.1 Introduction

At this stage of the research project the pharmacists in the first cohort in Wales who had
participated in Stage One had successfully completed their supplementary prescribing training
programme. Chapter Five described the use of the diary: diary-interview methodology to
investigate the pharmacists’ time supervised in practice during their training. This Chapter
follows-on and describes the next stage of the research where the pharmacists were asked to
participate in another semi-structured interview after completing their training. When these
interviews were conducted reports were emerging that supplementary prescribing had been
implemented in a number of settings in the United Kingdom including primary care (Smalley,
2005), secondary care (Gross, 2005), and general practice (Lavender, 2005). This stage of the
research would therefore explore whether it had been possible for the participants to also

implement their new role.

6.2 Research questions
The research questions to be addressed in this present stage were informed by the themes that
had emerged from previous interviews and were as follows:
i)  Had participants implemented, or were the pharmacists in the process of implementing
supplementary prescribing into their practice?
ii)  Which patients were having, or were intended to have, their conditions managed through
supplementary prescribing?
iii) How had the participants’ views and perceptions of the supplementary prescribing role
changed since the interviews conducted during training?
iv) What barriers or problems had the pharmacists experienced with respect to the
supplementary prescribing training?
v)  What barriers had the pharmacists experienced with regards to implementing their role as
a SP?
vi) What recommendations, if any, did the participants have on possible amendments to their
supplementary prescribing training programme?

vii) How did the participants envisage the role of the SP pharmacist in the future?
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6.3 Methodology
Semi-structured interviews were conducted with a number of pharmacists who had already
participated in earlier stages of the research. The interviews were conducted, recorded,

transcribed and analysed in accordance with the methodology described in Chapter Two.

6.4 Recruitment

The potential participants for this stage of the research were those pharmacists who had
participated in interviews during their training (Stage One), and who had also agreed to their
contact details being stored by the researcher and to be contacted for further stages. All seven
pharmacists from Stage One were eligible to participate. Each pharmacist was telephoned by the
researcher approximately one month before the end of their course in order to advise them of the
intention to conduct interviews once their course was completed (Stage Four) and non-
participant observation of pharmacist-patient consultations (Stage Five) and to verbally explain
what was required in these additional stages. This was deemed necessary to keep the participants
informed and to allow them the time to consider participating further, when the appropriate time
came. All of the pharmacists expressed an interest in continuing to participate in the research and
hence received an information pack for the interview (which included a letter inviting
participation (Appendix 6.1), an information sheet (Appendix 6.2) and two copies of a consent
form (Appendix 6.3)) and for the non-participant observation stage (which included a letter
inviting participation (Appendix 7.1.1), an information sheet (Appendix 7.1.2) and two copies of
a consent form (Appendix 7.1.3)) by post.

The pharmacists were requested to return a signed consent form (Appendix 6.3) should they wish
to participate in an interview. If no consent form was received after approximately one month
then the pharmacists were contacted again via the telephone or e-mail (depending on the method
the pharmacist had said was more ¢onvenient) as a reminder and a duplicate pack supplied if the
original had been misplaced either by hand or by post. All seven pharmacists who had been
interviewed during their training (Stage One) consented to an interview at this time. However,

due to illness Beatrice had to withdraw from the study and was not able to take part any further.

An additional interviewee was also recruited at this time. This particular pharmacist was already
known by the researcher and had completed the supplementary prescribing course at HEI C. At
the supplementary prescribing launch meeting at WAG in November 2004 the pharmacist

(Lynne) approached the researcher and asked if the study was still ongoing. She wanted to

131



participate and provided her contact details. Lynne had previously received an information pack
for Stage One (interviews during training) from her course leader (described in Chapter Four)
and hence was aware of the research but had not participated in earlier stages due to the time
commitment required of the course. The researcher posted an information pack for this present
stage to Lynne who consented to the interview. A convenient time to hold the interview was
arranged and she also completed a demographic questionnaire at this time. Lynne was 35 — 44
years old, worked in primary care, was registered between 1980 and 1989 and had completed
other post-graduate qualifications. After her interview Lynne was supplied with an information
pack for the next stage of the research (non-participant observation of pharmacist SP-patient
consultations (Stage Five)) and the researcher explained what would be required of her should

she wish to continue participating.

As a result of the recruitment procedure seven pharmacists consented to an interview, six of

whom had previously been involved in the research.

6.5 Use of practice portfolios to inform the interview schedules

As described in Chapter Five six pharmacists (Nicola, Beatrice, Helen, Tamsin, Neil and
Thomas) consented to the researcher obtaining a copy of the ‘Record of Competencies’ section
of their practice portfolio (from HEI A) or to review their portfolios (from HEI B). Helen’s
‘Record of Competencies’ section was analysed through content analysis and the themes that
emerged were used to inform her diary follow-up interview. All three portfolios were used to

supplement and to compare entries with those in the diaries.

The ‘Record of Competencies’ section of the practice portfolios of the other three pharmacists
(Tamsin, Neil and Thomas) were analysed through content analysis (Neuendorf, 2002) in the
same manner as Helen’s. Entries Were categorised into themes and their frequency of entry
determined for each participant and incorporated into their interview schedules (Appendix 6.4) to
be used for this present stage. The information obtained from the portfolios of Tamsin, Thomas
and Neil is provided in Tables 6.1, 6.2 and 6.3 respectively. Details of Nicola, Beatrice and
Helen’s portfolios have been described in Chapter Five. Lynne’s practice portfolio was not

utilised due to the late entry into the study.
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Table 6.1. Themes generated from Tamsin’s ‘Record of Competencies’ from his practice

portfolio at HEI A.

Theme

Examples to illustrate the theme
(No. of entries)

Frequency of theme entry
(Total = 139)

The supplementary
prescribing course

Clinical logs (18)
Summative OSCE:s (38)
CMPs (9)

Discussion (12)

Case scenarios (5)
Observation of practice (22)
Narratives (6)

110

Duties as a pharmacist

Committee member (10)

Job description (4)

Continuing Professional Development
@

Checking prescriptions (2)

21

Miscellaneous

Evidence from team members (2)
Diary of experiences (1)

Table 6.2. Themes generated from Thomas’ ‘Record of Competencies’ from his practice

portfolio from HEI A.

Theme

Examples to illustrate the theme (No. of entries) Frequency of theme

entry (Total = 114)

Community
pharmacist

Professional practice as a community pharmacist (1) 9

Daily job as a pharmacist (3)
Guided by RPSGB regulations (1)

Awareness of regulations and responsibilities (2)

Working habit (1)
Self employed pharmacist (1)

Theoretical
knowledge

Excellent theoretical knowledge e.g. yellow card

system, interactions, contra-indications(1)

Keeps knowledge up-to-date e.g. information on

new drugs (3)
Sound knowledge (1)
Conversant (2)

14

Time in supervised
practice

Clinical supervision days (1)
Discussion with DSMP (1)

Communication
skills

Tolerance and compassion (1)

Actively discusses treatment options (2)
Excellent communication skills

)

Spends time explaining options to patients (3)
Explains in simple language (1)

11

Miscellaneous

Yes (62)

Member of LHB (1)

Very well (3)

Well organised (3)

Use of Information Technology (1)

78
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Table 6.3. Themes generated from Neil’s Record of Competencies from his practice portfolio.

Theme Examples to illustrate the theme Frequency of theme entry
(No. of entries) (Total = 204)

Academic qualifications BSc (Hons) degree (1) 15
Clinical diploma in community
pharmacy (11)

Certificate in management of drug
misuse (3)

The supplementary Use of CMP (39) 75
prescribing course Clinical logs (10)

OSCE:s (9)

Discussion with DSMP (4)
Developing list of P-drugs(2)
Time in supervised practice (2)
Doing supplementary prescribing

course (3)
Activities as a community Practising as a community pharmacist 19
pharmacist 3

Use of community pharmacy log (1)
Pre-registration tutor (3)

RPSGB Code of Ethics (1)
Continuing Professional Development

3)

Communication Negotiation with DSMP (1) 21
Liaison with GPs / nurses (3)
Developing networks with SPs (1)

Advice to patients (14)
Knowledge / demonstration of | Use of guidelines (23) 55
skills Adverse event identification (2)

Use of Standard Operating Procedures

3)

Use of reference sources (5)

Use of evidence base (1)
Medication review (1)
Documentation in patient notes (1)
Development of protocols(3)

Miscellaneous Feedback from other HCPs (5) 9
Focus prescribing due to limits of
knowledge (4)

6.6 Interview schedules

The interview schedules used in this present stage were informed by the information obtained
from the practice portfolios of the individual pharmacists and the themes that had emerged from
the previous interviews. A number of the views expressed by each pharmacist in their interview
during training (Stage One) were included in each individual schedule as bullet points. These
were used as a reminder to the researcher of what views the participant had expressed

previously. An example of an interview schedule is provided in Appendix 6.4.
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6.7 Interview arrangement

All of the interviews were held face-to-face, recorded with a mini-cassette recorder and all
except one (which was held at the Welsh School of Pharmacy) were conducted at the
pharmacist’s place of work. Table 6.4 displays the interview durations. The interviews lasted
between 22 and 54 minutes with a mean of 32.24minutes. Before the interviews began the
pharmacists were provided with another copy of the self-completion demographic questionnaire
that was used before their interview during training in Stage One (Appendix 2.4). The
questionnaire was used in order to enquire if any information previously supplied had changed.
For example, if they had completed any additional qualifications or a change to the pharmacists’
professional position. The information provided on the questionnaire in the first interviews had

not changed; hence none of the pharmacists were required to complete the form a second time.

Table 6.4 Stage Four interview duration.

Participant name | Duration of interview
Thomas 54m 25s
Neil 28m 35s
Helen 27m 39s
Bob 26m 17s
Tamsin 29m 06s
Lynne 37m 18s
Nicola 22m 25s

6.8 Themes emerging from the interview data

The key themes that emerged from the interviews are described below.

6.8.1 Current prescribing status

Only one (Tamsin) out of the seven pharmacists was supplementary prescribing at the time of the
interviews. She had begun prescribing in a hospital out-patient clinic one morning a week.
Thomas had extended his role by working in a GP surgery reviewing medication changes in
accordance with agreed protocols but was not supplementary prescribing per se as he was not
able to issue prescriptions:

THOMAS: To all intents and purposes um it’s supplementary prescribing. Ah and rather
than within individual clinical management plans for individual patients we’ve taken a sort
of clinical management plan of of treatment.

Thomas believed that supplementary prescribing had assisted him in developing his medication
review role and that the GPs were more comfortable with him making the medication changes as

he had an additional qualification:
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THOMAS: I don’t think if 1, if I didn’t have the supplementary prescribing course ah
behind me I think that the way in which I approach that [medication change] would be far
shallower than the way that I’'m able to do it now.... and it’s irrelevant the fact um that I'm
actually signing, whether I sign a prescription at the end of it or not.

Every participant except Bob had registered with the RPSGB as a SP. Neil, Helen, Lynne and
Nicola were hoping to implement the role in the near future. Neil and Lynne had organised
clinics to start within a month of their interviews in a GP surgery. In contrast neither Helen,
Nicola nor Bob had any structures in place to implement within hospital out-patients, GP surgery
or community pharmacy respectively at the time of their interviews due to identified barriers

which will be discussed in section 6.8.3.

6.8.2 Patients and conditions to be managed

The conditions that the pharmacists hoped to be managing were the same as those described in
the interviews in Stage One (Chapter Four). Conditions included mental health such as
schizophrenia or bipolar disorder, dyspepsia, hypertension, breast cancer, benzodiazepine

withdrawal, chronic obstructive pulmonary disease and medication review.

6.8.3 Barriers to implementation

The participants expressed several reasons why implementation was either not possible or was a
barrier that needed to be overcome to enable supplementary prescribing to begin within their
own practice. Those barriers predicted in their interviews during training (Stage One) had,

indeed become a reality. The barriers identified are discussed below.

6.8.3.1 Funding
Of the three community pharmacists both Thomas and Bob saw funding as a barrier:

THOMAS: [It’s] completely different for me because I’'m an independent supplementary
prescriber if you see what I mean so more free lance and so if I'm gonna work somewhere
as a supplementary prescriber then I've gotto be paid for it. Um, because I'm not gonna,
I’m not gonna go and um work in a in a GP surgery ah which earns them money and um
increases and increases their quality points and earns them even more money and takes
their pressure off them and do it for no fee.

BOB: That’s another barrier then isn’t it? It’s it’s funding from the LHB.

In contrast Neil was hoping to undertake the role in a GP surgery free of charge initially in order
to demonstrate the effectiveness of the service before requesting funding. He believed funding
would then follow. However, both Thomas and Bob were independent community pharmacists
whereas Neil was employed by a large pharmacy multiple.
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Neither Lynne nor Tamsin identified funding as a barrier. Helen, a hospital pharmacist suggested
that for her to expand a role that she was already undertaking such as in her out-patient clinic
funding was not going to be a problem. However, to develop an entirely new role would cause a

funding issue.

6.8.3.2 Lack of implementation strategy in the primary care sector

Thomas believed that there was a need for a strategy from the WAG to decide where the SPs’
skills should be deployed, how their skills could be best utilised. In addition, he recommended
that a register of the resources available in primary care should be produced so that policy
makers are aware of the skills available:

THOMAS: I don’t think that that sort of situation is really being thought about from a
strategic point of view from from the people that have introduced the course and so um I
don’t think that there is the the network or the knowledge about what a supplementary
prescriber could do in the more in the primary care sector.

6.8.3.3 Access to patients’ medical notes
Access to patient medical notes is fundamental to practice as a SP:

THOMAS: I think it would be, it’s very difficult to run, to do your job fully as a as a
supplementary prescriber without using the same notes that the GP uses.

NEIL: Basically need patient records to do it otherwise you can’t do it [supplementary
prescribing].

BOB: I can’t provide that that service unless you know we’re [pharmacist and GP] all
connected to the same ah same network.

Thomas, Neil and Bob all referred to access to patient medical notes as a barrier to practising as
a SP in their respective community pharmacies. To overcome this issue Neil, Beatrice and Lynne
planned to manage their patients in a GP surgery where patient notes would be readily
accessible. In contrast, the two hospital pharmacists (Tamsin and Helen) would have free access

to patient notes and therefore this issue was not applicable to their settings.

6.8.3.4 Information technology

Information technology is related to access to patient notes as the correct network system would
have to be in place to enable the community pharmacists to link into the GP’s electronic patient
records to document interventions:

THOMAS: In an ideal situation you would have a computer that you could link to the
surgery that you were seeing.
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NEIL: 11 think it’ll be GP surgery based until the IT [information technology] is in place
to actually move it back towards the pharmacy. I think longer term it should be through
Ppharmacies but there’s some big barriers

BOB: I think I think the biggest, the biggest barrier I see is is the IT [ information
technology] barrier.

Funding would also need to be provided to enable this link to be made. An additional
information technology concern was if the GP computer system would recognise the pharmacist
as a prescriber (Beatrice) and hence allow prescriptions to be printed instead of hand writing
each time.

6.8.3.5 Being in the first cohort of SPs
Neil believed that being in the very first cohort of SPs was a barrier to implementation. This was
especially true of community pharmacy:

NEIL: I think, the main, the main barrier is because we’re in the first cohort, because
we’re community pharmacists it’s completely new. I've had to, I've had to set the whole
agenda for it because it’s never been done before.

In contrast hospital pharmacists were believed by Neil and Thomas to be already performing a
‘prescribing’ role:

NEIL: Hospital pharmacists, really it’s just an extension of the clinics they do anyway
whether that’s arthritis or rheumatology, they do clinics anyway. And hat’s just an
extension of that.

THOMAS: The way that I see a lot of the other people that were doing the supplementary
course was that they were there from their Trust or whatever and they’re working within a
larger organization, to a large extent they were already doing the job ah of a
supplementary prescriber and the course has legalised what they’re doing to enable them
to actually sign a prescription rather than get a, get a junior doctor to sign it.

The views of Neil and Thomas were supported by Helen who was already undertaking a pseudo-
prescribing role within hospital:

HELEN: I'm used to working with very inexperienced SHOs [Senior House Officer] and
making the decision anyway.

6.8.3.6 Time

Time was viewed as a barrier to implementation and to practise as a prescriber. Time is required
to leave the pharmacy to practise and to continue with the day-to-day duties required of the
pharmacists’ current posts:

NEIL: I mean I suppose it’s getting time to be at least, from the actually pharmacy’s a
barrier.
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