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Abstract  

Background: Regional reports and international organisations have called for immediate actions 

for healthcare workforce development, including the pharmacy workforce. Scaling-up pharmacy 

workforce education and providing professional training systems support the provision of high-

quality healthcare services. This research aims to evaluate pharmacy workforce development 

needs and priorities to develop a Continuing Professional Development (CPD) model and 

framework that would guide action, change and improvement of pharmacy practice in Kuwait. 

Methods: A sequential mixed methods design was used in which a literature review was 

conducted, followed by a series of studies. In the first study, focus groups and semi-structured 

interviews were employed to determine pharmacists’ and CPD providers’ perceptions, attitudes 

and behaviours towards CPD. The second study employed a national online questionnaire to assess 

pharmacists’ perceptions regarding the relevance of a set of behavioural statements to their current 

practice in order to develop the Kuwait Foundation Competency Framework (KFCF). The third 

study aimed to validate the KFCF and to assess its acceptability as a developmental tool from the 

pharmacists’ perspective and to create an action plan targeting the areas for improvement from 

educators’ and decision-makers’ perspectives. This was achieved by conducting focus groups with 

pharmacists, educators and decision-makers.  

Results: Findings showed that pharmacy CPD in Kuwait is multi-dimensional. Three main 

components were identified and considered as the main building blocks of a CPD model: needs-

based education, system for support, and policies. Pharmacists and CPD providers agreed that 

needs-based education is the core of the developed CPD model. Developing competency 

frameworks was found to be a priority for pharmacy workforce development in Kuwait. An action 

plan to advance pharmacy workforce was created based on recommendations from education 

providers and decision-makers.  

Conclusions: This research provided an in-depth understanding of the multi-dimensional nature 

of pharmacy CPD in Kuwait. Findings from this research guided the transformation of pharmacy 

education and training in the context of workforce development.   
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Impact Statement  

‘There is no healthcare without a workforce’  -WHO-  

The pharmacy profession is evolving and moving from traditional tasks such as dispensing and 

medication compounding to a newer scope of practice, including patient-centred care. A competent 

pharmacy workforce is fundamental for ensuring the provision of high-quality healthcare services. 

Therefore, strategies for advancing the pharmacy workforce with clear vision and goals to achieve 

the needed healthcare improvement and development are imperative.  

In 2016, the International Pharmaceutical Federation (FIP) stated 13 workforce developmental 

goals that were built together to establish the milestones for impactful global development for 

pharmacy education and to guide the global, regional and national transformations of the pharmacy 

workforce. At the national level, the new Kuwait Vision 2035 recognises “improving the 

healthcare services” and “reforming the education system” as important pillars of the vision 

towards a prosperous and sustainable future for the country. The international and local visions 

called for immediate actions from all stakeholders and decision-makers to develop plausible plans 

for pharmacy workforce education and development.   

This research attempted to translate the national and international workforce developmental 

visions into the local context of Kuwait. This research is the first study to evaluate pharmacy 

Continuing Professional Development (CPD) from the perspectives of both pharmacists and other 

stakeholders in Kuwait. It is also the first study that used, adjusted and validated the Global 

Competency Framework (GbCF) among Arabic-speaking countries and in the Eastern 

Mediterranean Region. Findings from this research project fill in a gap in the published literature 

with regard to pharmacy workforce education and development in the Eastern Mediterranean 

Region with the local context of Kuwait being used as an example.  

The sequential mixed methods design employed in this research helped to articulate a 

comprehensive understanding of the current situation of pharmacy CPD in Kuwait and provided a 

holistic approach that conceded a broad range of implications and recommendations were needed 

to improve and advance the pharmacy profession locally. The key outcomes from this research 
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were: a conceptual model for pharmacy workforce development, and a framework that would 

guide practice improvement and patient care in the country. 

The findings of this research were disseminated to stakeholders and decision-makers locally and 

internationally through meetings and scientific conferences. The Kuwait Pharmaceutical 

Association responded to the recommendations from this research and approved the establishment 

of the Kuwait Association for Pharmacists Continuing Professional Development (KapCPD). This 

is clear evidence of the impact of this research on the pharmacy profession in Kuwait (the 

association board members assigned the researcher as the Secretary of the KapCPD). Moreover, 

the Kuwait Ministry of Health (MoH) responded to recommendations stated in this research and 

supported the implementation of the national foundation training programme in one health region 

(Al-Asema health region) with the researcher being the main provider for this programme. The 

Kuwait MoH also approved the establishment of a permanent  higher committee to study, plan, 

supervise and coordinate pharmacy practice and workforce advancement and development 

projects (the researcher was nominated as a member of this committee).   

Finally, this study highlights the opportunities for future research and projects that would further 

impact the advancement of pharmacy practice and workforce locally, regionally and globally. This 

work provides a clear roadmap on which national and international stakeholders can rely to 

advance pharmacy education in the context of workforce development. This research also provides 

an evidence-based, outcome-focused approach to workforce development and professional 

education and training.  
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Chapter 1: Introduction and context   

Countries around the world are paying increasing attention to evolving their healthcare services 

and developing their healthcare workforce to keep up with the advancements in technology and 

therapeutic management of diseases. As “there is no healthcare without a workforce” (WHO, 

2013b), regional reports and international organisations have called for immediate actions in 

relation to healthcare workforce development, including the pharmacy workforce (WHO, 2016b, 

Bader et al., 2018, International Pharmaceutical Federation, 2009, International Pharmaceutical 

Federation, 2012a, Al-Ghananeem et al., 2018, Mukhalalati et al., 2019).  

1.1 Healthcare workforce development   

1.1.1 The United Nations (UN) 

On September 2015, The United Nations (UN) defined 17 Sustainable Development Goals (SDG) 

to ensure a holistic approach to achieving sustainable development for all by 2030 (Nations, 2015). 

The 2030 agenda created by the UN called for immediate actions by all UN member states in a 

global partnership in different aspects of life including the environment, education, health and 

wellbeing, and gender equality among others. Member states have adopted these SDGs and 

implementation started in multiple countries in 2016.  

Two of these 17 goals are related to improving health and education. Sustainable goals 3 and 4 

state: “Ensure healthy lives and promote well-being for all at all ages” and “Ensure inclusive and 

equitable quality education and promote lifelong learning opportunities for all” respectively. These 

goals give clear direction to all nations with regard to improving and advancing health and 

education.  

1.1.2 The World Health Organisation (WHO) 

In 2016, the WHO published the “Global Strategy on Human Resources for Health: Workforce 

2030” (WHO, 2016b). This is a comprehensive vision for developing the healthcare workforce 

and to “accelerate progress towards universal health coverage (UHC) and the UN SDGs by 

ensuring equitable access to health workers within strengthened health systems” (WHO, 2016b 
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p8). It clarifies the goal and principles for effective planning to optimise performance, quality and 

impact of the health workforce through evidence-informed policies on human resources for health.  

1.2 Pharmacy workforce development  

Planning and development of the pharmaceutical workforce are fundamental for achieving 

universal health coverage by 2030 (WHO, 2016b, WHO, 2016c). Pharmacy, like other healthcare 

disciplines, has transformed dramatically over the last 20 years with the evolution of the practice 

philosophy from traditional tasks such as dispensing and medication compounding to a newer 

scope of practice including patient-centred care.  

Education plays a critical role in preparing a competent pharmacy workforce to meet the healthcare 

needs of the public (International Pharmaceutical Federation, 2017). Reports have shown that 

investing in healthcare workers’ education and training not only has a positive impact on 

employment rates and economic growth but also results in remarkable improvement in health and 

population outcomes (WHO, 2016a, WHO, 2013a). 

1.2.1 The International Pharmaceutical Federation (FIP)  

The FIP has continuously worked on improving pharmacy education as well as pharmacy 

workforce development and transformation (International Pharmaceutical Federation, 2009, 

International Pharmaceutical Federation, 2012a, International Pharmaceutical Federation, 2018), 

emphasising the significance of a ‘needs-based’ approach in the development of locally relevant 

workforce development plans. In 2016, a roadmap to facilitate the global transformation of 

pharmaceutical education and workforce was approved following consensus with national leaders 

from around the globe. The roadmap contained three elements: a global vision for education and 

the workforce; Pharmaceutical Workforce Development Goals (PWDGs); and statements on 

pharmacy and pharmaceutical sciences education (the ‘Nanjing Statements’) (International 

Pharmaceutical Federation, 2017). The FIP, through its partnership with the WHO, advocates for 

pharmacists’ roles in the global health agenda and has also called for local application for stated 

workforce transformation vision and goals to ensure that specific country and regional needs are 

met.  
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1.3 Why is there a need for lifelong learning in pharmacy? 

In order to fulfil their expanded role, pharmacists need to maintain and improve their knowledge, 

skills and performance to ensure competency in each pharmaceutical service they provide to their 

patients. Maintaining competence means a commitment to deliver the full range of pharmaceutical 

services and to meet the challenges facing global health and patient care. Maintaining competence 

also entails that a pharmacy degree can no longer serve as an endpoint to professional training 

within the pharmacy discipline. The need for continued learning after the completion of basic 

formal education in which learning takes place over a lifetime and stretches beyond the classroom 

to the point-of-care has become imperative.  

Maintenance of competency in pharmacy practice is an essential requirement and an ethical 

obligation. Maintaining competence is the ultimate challenge for all healthcare professionals. 

Competence has been defined as “The ability of the individual to perform his/her duties accurately, 

make correct judgments, and interact appropriately with patients and colleagues. Professional 

competence is characterised by good problem-solving and decision-making abilities, a strong 

knowledge base, and the ability to apply knowledge and experience to diverse patient care 

situations” (Council on Credentialing in Pharmacy, 2010).  

Consequently, professional associations and authorities started developing formal lifelong learning 

systems to sustain pharmacists’ competence and ensure the provision of quality patient care. 

Lifelong learning has been defined as “the ongoing process of active participation in formal and 

informal learning and professional development activities that assists in maintaining and 

enhancing competence, advancing professional practice, and supporting the achievement of career 

goals” (Accreditation Council for Pharmacy Education, 2015c). Traditionally, lifelong learning 

systems were based on Continuing Education (CE) or Continuing Pharmacy Education (CPE); 

however, in the last few years, there has been a shift towards Continuing Professional 

Development (CPD). The terms CE or CPE and CPD have been used in the literature to define 

similar concepts but different lifelong learning approaches.  
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1.4 Continuing Education (CE) or Continuing Pharmacy Education (CPE) 

Continuing education (CE) or continuing pharmacy education (CPE) has been defined by the 

Accreditation Council for Pharmacy Education (ACPE) as “a structured educational activity 

designed or intended to support the continuing development of pharmacists and/or pharmacy 

technicians to maintain and enhance their competence” (Accreditation Council for Pharmacy 

Education, 2015a). Each CE activity is usually assigned a specific number of points or CE hours. 

Pharmacists’ level of engagement is often measured by the number of points or CE hours collected 

every year. For a long time, participation in CE activities and CE credit or point systems provided 

the only measures of assurance that pharmacists were maintaining and updating their professional 

knowledge, and served as a proxy for assuring ongoing competence to practice. This system may 

force some pharmacists to engage in their non-preferred activities to accumulate the required 

number of credits (Chambers et al., 2013).  

1.5 Continuing Professional Development (CPD)  

Stimulated by developments and initiatives in many countries, in 2000, the profession began to 

explore and discuss different approaches and models, such as CPD, as strategies to enhance 

continuing education and its outcomes. Over the next several years, statements and policies 

relating to CPD were adopted by many international pharmacy organisations such as the 

International Pharmaceutical Federation (FIP) in 2002 and the ACPE in 2009 and 2015 

(Accreditation Council for Pharmacy Education, 2015b, International Pharmaceutical Federation, 

20014). Early documents primarily advocated exploration of the concepts, while later policies 

encouraged the development of CPD tools and resources to support pharmacists in their learning 

and other steps towards implementation (Dopp et al., 2010). 

In 2002, the FIP adopted the concept of CPD and structured a five-step cyclic process to help 

pharmacists manage their self-directed, self-centred learning (Figure 1.1). The FIP has defined 

CPD as “the responsibility of individual pharmacists for systematic maintenance, development 

and broadening of knowledge, skills and attitudes, to ensure continuing competence as a 

professional, throughout their careers” (International Pharmaceutical Federation, 20014). The FIP 

further explained that CPD is an ongoing, cyclical process of continuous quality improvement by 
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which pharmacists seek to maintain and enhance their competence in both current duties and 

anticipated future service developments.  

The ACPE has defined CPD as “a self-directed, ongoing, systematic and outcomes-focused 

approach to lifelong learning that is applied into practice. It involves the process of active 

participation in formal and informal learning activities that assist in developing and maintaining 

competence, enhancing professional practice, and supporting the achievement of career goals. The 

CPD approach is cyclical where each stage of the process can be recorded in a personal learning 

portfolio” (Accreditation Council for Pharmacy Education, 2015b). The ACPE has modified the 

CPD cycle to include application and evaluation steps in an infinity circle shape (Figure 1.2).  
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Figure 1.1: FIP five-step CPD cycle modified from the International Pharmaceutical 

Federation (2002) 

 

 

 

Figure 1.2: CPD cycle from the ACPE (Accreditation Council for Pharmacy Education, 

2015b) 

Documentation  
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1.5.1 CPD cycle  

The CPD cycle is based on the experiential learning model cycle developed by Kolb (2015), which 

is a well-known model for adult and lifelong learning. The model advocated by Kolb ensures that 

learning is practice-based and learner-driven. Kolb (2015, pp: 49) defined learning as “a process 

whereby knowledge is created through the transformation of experience”, so it is a continuous 

process of grasping experience and transforming this experience through interpretation and action 

into new knowledge.  

The CPD cycle consists of self-directed learning in which the healthcare professional reflects on 

his or her learning needs and acts on those needs by planning, executing and documenting his or 

her learning activities. CPD encompasses lifelong learning to attain consistent performance within 

the scope of practice at that specific time. Also, CPD helps pharmacists to identify practice-related 

education and development that aims to improve and maintain high-quality care when delivering 

professional practice. Feasibility of the CPD model is highly linked to the intensive educational 

approach needed not only to introduce the concept of CPD to pharmacist learners but also to 

support their progression through the continuous cycle (Dopp et al., 2010).  

The CPD cycle involves the following stages:  

Reflection: is a complex process of interpretation of experience to learn from it. Reflection is a 

self-assessment or appraisal of personal or organisational needs (Rouse, 2004). In this stage, 

pharmacists are required to assess their knowledge, skills and competence to identify existing gaps 

and areas for improvement.  

Plan: a personal plan should include all of the activities that would address all the identified 

learning needs. The learning plan could include formal (e.g. CE programmes) and informal (e.g. 

discussion with colleagues, shadowing and group meetings) activities.  

Action: putting the plan into action. The activities chosen should be outcomes-driven to meet 

identified needs and learning goals.  

Evaluation: in this stage, pharmacists should consider the following: if and how well the learning 

and development objectives have been achieved, how appropriate and effective the plan was, how 

well the activities undertaken correlated with the plan, if the learning methods were appropriate, 
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what impact there has been on knowledge, skills, competence and confidence, if and how practice 

has changed, and if there were improved patient outcomes as a result of the activities (Rouse, 

2004). The evaluation leads to the next stage of the continuum, reflection, where a new learning 

cycle starts with a new plan to achieve updated learning needs and goals. 

Record and review (portfolio): documentation is a dynamic process and ideally starts with the 

first stage and continues throughout all stages. A comprehensive report, or a portfolio, should 

include details of all stages that have been undertaken. Given that the CPD portfolio provides 

important documented evidence of a pharmacist’s effective adoption of a CPD approach, ensuring 

that the portfolio is a tool supporting learning rather than a burden and barrier to learning may 

present a challenge for CPD advocates and regulators (Dopp et al., 2010). 

It has been claimed that the CPD model is not just about acquiring new knowledge but is also 

about maintaining existing competencies (Austin, 2003). However, Rouse (2004) has highlighted 

the fact that many practising pharmacists may not have originally been trained for such a practice 

model and may lack some of the required knowledge and skills to complete all stages of the cycle.  

1.6 CE model versus CPD model  

Differences between CE/CPE and CPD have been highlighted in the literature. McConnell et al. 

(2010) claimed that traditional CE/CPE often entails didactic lectures that take place in classroom-

like settings, while CPD is self-paced and utilises the cycle of reflect, plan, act and evaluate. CPD 

includes but goes beyond CE. However, evidence has also indicated that increased time 

requirements for the CPD model may be a hindrance to model implementation (International 

Pharmaceutical Federation, 2014). A comparison between CPE and CPD is provided in Table 1.1.  
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Table 1.1: A comparison between CPE and CPD modified from McConnell et al. (2010) 

Parameter CPE CPD 

Educational needs  Predetermined by programme 

speakers  

Self-identified through personal 

reflection  

Relevance to practice  
No requirement to link to practice  High  

Duration  
Isolated event  Ongoing, cyclical  

Directed by  
Others  Self  

Measured by  
Credit hours completed  Learning objectives completed  

Process  
Passive  Active  

 

Randomised controlled studies which compared the traditional CE and CPD models concluded 

that the CPD model participants reported an increase in changes in practice and patient care (Dopp 

et al., 2010, McConnell et al., 2010). CPD participants were able to incorporate their learning into 

their work or practice (McConnell et al., 2010). Moreover, by adopting the CPD model 

pharmacists were more engaged in learning activities specific to their professional role's learning 

needs, compared to pharmacists adopting the CE model, which stimulated the retention of 

information and integration of learning into practice (McConnell et al., 2010). Evidence from the 

United States has shown that, compared to pharmacists adopting a CE model, pharmacists who 

have adopted a CPD model are more likely to identify strengths and weaknesses through self-

assessment and development of SMART goals, and participate in activities selected to achieve a 

predetermined objective (Dopp et al., 2010, McConnell et al., 2012, McConnell et al., 2010).  

However, the importance of CE should not be ignored as it is a major component in a pharmacist’s 

structured individual CPD programme; CE can be viewed as one part of the whole CPD process 

(Chambers et al., 2013). The CPD model expands in breadth and depth the traditional model of 

lifelong learning, thereby offering a quality improvement for CE systems (Rouse, 2004).  
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1.7 International trends in lifelong learning approaches in pharmacy 

Countries around the world have adopted different lifelong learning systems for ensuring 

pharmacists’ fitness to practise. Pharmacists in some countries are required to complete a certain 

number of CE hours to satisfy registration requirements. The advantage of a system based on CE 

is that it allows quantitative evaluation, which many pharmacists value. Also, in terms of 

regulatory bodies, evaluation of credits may be more straightforward than evaluation of CPD 

portfolios.  

In other countries, a CPD model is adopted, and pharmacists are required to submit their portfolio 

for evaluation. On the other hand, some countries have shifted away from CE credit or point 

systems in favour of professional or learning portfolios to emphasise purposeful reflective and 

planning components of CPD and thereby avoid indiscreet year-end ‘collection’ of CE units for 

annual licensure renewal. It is a shift from a provider-driven, hours-based model to a learner-

driven, needs-based model for lifelong learning and professional development. The reasons for 

this may be linked to: first, a system that strictly follows the principles of lifelong learning through 

CPD, such as the systems in the UK and Ontario/Canada, requires substantial support and is time-

consuming. Second, when choosing a CPD system, a competency framework has to be developed 

that enables pharmacists to satisfy their personal learning needs. Moreover, pharmacists will 

probably need a good understanding of how they are supposed to identify their learning needs, 

how to document their activities, and how their records will be evaluated.  

On the other hand, still, many more countries acknowledge that no form of pharmacist CE or CPD 

auditing exists as a replacement measure of pharmacist maintenance of knowledge or skills 

(Wilbur, 2010). 

1.7.1 Global Perspective 

Countries such as the UK, the US, Australia and Canada have adopted different approaches to 

ensure pharmacists’ fitness to practice. Table 1.2 provides an overview of the process followed by 

countries as examples of implemented models for evaluation and assessment of pharmacists’ 

competence.   
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Table 1.2: International trends in lifelong learning approaches  

UK US Australia Canada 
The 1980s- Pharmacists in the UK 

participated in learning activities through 

the provision of CE. This was largely 

unstructured and was recognised as an 

unsatisfactory method of establishing and 

maintaining a sufficiently high level of 

professional practice.  

2001-  The Royal Pharmaceutical Society 

of Great Britain (RPSGB) proposed that 

pharmacists would be required to submit 

CPD documentation every two to three 

years to retain their practising rights.  
 

2005- A new requirement was 

introduced, replacing the earlier 

requirement for all pharmacists to 

complete 30 hours of CE every year. 
 

2010- The General Pharmaceutical 

Council (GPhC) stated the standards for 

CPD and required all pharmacists to 

document at least nine entries of CPD 

activities every year. 
 

2011- A framework for CPD was put into 

force by the GPhC to set out in detail what 

pharmacy professionals must do to meet 

the CPD standards. A similar system was 

also adopted by the Pharmaceutical 

Society of Northern Ireland (PSNI), 

where all pharmacists were required to 

record 30 hours of CPD every year using 

a learning cycle in a structured portfolio. 

1965- A state-mandated CE for 

pharmacists was first 

introduced in Florida. For 

pharmacists, each state has a 

minimum number of credit 

hours required for a specified 

period (e.g. 15 hours annually, 

24 hours every two years) to 

maintain licensure (McConnell 

et al., 2010). 
 

2006- A five-state CPD pilot 

programme was undertaken as 

the first prospective, broad-

based study to evaluate the 

potential role of CPD for 

pharmacists in the United 

States. The primary purpose 

was to stimulate a shift in the 

profession from the 

exploration of CPD to 

implementation. 
 

2009- ACPE implements 

revised CPE Standards 

 

2010-2013- Three states 

established the CPD 

framework as a process for re-

licensure instead of traditional 

hours-based CE: North 

Carolina, Iowa and New 

Mexico. 

2010- CPD recording 

became a mandatory 

requirement for annual 

registration as a pharmacist 

in Australia and pharmacists 

were required to acquire a 

mandatory number of a 

minimum of 20 CPD credit 

points for continued 

registration. 

 

2015- A new registration 

standard was approved in 

which pharmacists are 

required to complete CPD 

activities that have an 

aggregate value of 40 or 

more CPD credits  every 12 

months. The Pharmacy 

Board of Australia (PBA) 

developed a common 

framework for weighting of 

CPD activities which guides 

pharmacists and CPD 

providers.  

 

In Canada, the pharmacy is 

regulated at the provincial level. 

Concerning CE and CPD, all 

provinces require pharmacists to 

engage in on-going learning to 

maintain competence; however, the 

process varies from province to 

province (International 

Pharmaceutical Federation, 2014). 

 

Ontario will be used as an example. 

  

1991- A comprehensive quality 

assurance and peer review 

programme was designed to assess 

the patient care competencies of 

practising pharmacists 

systematically. Assessment of 

pharmacists’ competency is 

performed through a case-based 

written test of clinical knowledge 

and an objective structured clinical 

examination (OSCE), as well as 

pharmacists being required to attend 

a learning portfolio sharing session. 

Before attending the sharing 

session, each participant submits 

their learning portfolio for review.   
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1.7.2 Regional perspective: the Eastern Mediterranean Region (EMR) 

The Eastern Mediterranean Region (EMR) comprises 21 Member States and Palestine (West Bank 

and Gaza Strip), with a population of nearly 583 million people (WHO, 2019b). The Region has 

high workforce production capacity compared to other WHO regions, but challenges relating to 

workforce planning and education are evident (International Pharmaceutical Federation, 2018, 

Bader et al., 2018, Mukhalalati et al., 2019).  

Within the EMR, the Gulf Cooperation Council (GCC) was established in 1981. The GCC is a 

political and economic alliance of six EMR countries. The six GCC countries, namely the 

Kingdom of Bahrain (Bahrain), State of Kuwait (Kuwait), Sultanate of Oman (Oman), State of 

Qatar (Qatar), Kingdom of Saudi Arabia (Saudi Arabia) and United Arab Emirates (UAE), share 

similar economic, socio-political, cultural and religious backgrounds.  

1.7.2.1 Pharmacy CPD in the GCC countries 

In 2013, the Gulf Health Council approved a unified CPD requirement for all healthcare 

professionals in the GCC countries. This provided guidance on the number of CE activities that 

physicians, pharmacists and nurses should undergo to ensure fitness to practise (Gulf Health 

Council, 2013). Table 1.3 illustrates the CPD requirements, as stated by the Gulf Health Council. 

Table 1.3: Pharmacist CPD requirements (Gulf Health Council, 2013)  

Category 

Required hours 

Details One 

year 

Three 

years  

Five 

years  

Pharmacists 25 75 125 

Category 1: minimum of 15 hours/year. This may 

include conferences, symposia, workshops, 

specialised training courses, authoring a book or 

scientific paper, or review of research articles. 

Category 2: maximum of 10 hours/year. This may 

include internal activities, distance learning, panel 

discussion and general workshops. 

However, despite a unified agreement between health ministers in the GCC countries, annual 

demonstration of CE activity for pharmacist re-licensure has only been described for Saudi Arabia 

and Oman, and most recently implemented in the United Arab Emirates (Table 1.4). A few studies 

have reported that there are no mandatory CPD/CE requirements for pharmacists in Kuwait and 

Qatar. Data on CPD/CE requirements for pharmacists in Bahrain were not available.  
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Table 1.4: International trends in lifelong learning approaches in GCC countries  

Kuwait Oman Qatar Saudi Arabia United Arab Emirates 

CE/CPD is neither 

mandatory for 

pharmacists nor required 

for re-licensure. The 

pursuit of CE activities is 

largely self-directed and 

voluntary.  

A few CE activities such 

as lectures, workshops 

and local conferences 

are provided by the 

Kuwait Pharmaceutical 

Association (KuPhA), 

Faculty of Pharmacy at 

Kuwait University 

(FOP, KU), and, most 

recently, the Life 

Sciences Academy 

(LSA).  

The MoH developed a 

national CPD policy and 

an accreditation system.  

The Oman Medical 

Specialty Board 

(OMSB) is the 

accrediting body for all 

CPD programmes 

conducted in the 

country.  

Pharmacists and other 

healthcare professionals 

are all required to 

acquire a specified 

number of CPD credits 

within a determined time 

frame and cycle in the 

relevant discipline 

(Ghosh, 2009).  

 

There is no pharmacy 

regulatory body or 

organised non-academic 

professional society to 

represent or promote the 

profession of pharmacy. 

The pursuit of activities 

to maintain or advance 

knowledge and skills is 

largely self-directed and 

voluntary as there exist 

few employer-based 

programmes and few, if 

any, external incentives. 

An individual bears no 

penalty for failure to 

participate in CPD as 

licensure for pharmacy 

practice in Qatar is not 

linked to any CE 

requirement (Wilbur, 

2010).  

2009- the Saudi 

Commission for Health 

Specialties approved 

CE/CPD requirements 

for healthcare 

professionals and 

mandated the fulfilling 

of these requirements for 

re-licensure (Saudi 

Commission for Health 

Specialties, 2009).  

The commission 

mandates pharmacists to 

provide evidence on the 

number of CE activities 

attended, which could be 

equal to 20 CE hours in 

one year, 60 CE hours in 

three years, or 100 CE 

hours in five years. 

In the UAE, a country 

consisting of seven small 

emirates, pharmacist 

continuing education is a 

mandatory/non-

mandatory mix. While 

some emirates mandate 

CE for re-licensure, 

others encourage it and 

direct pharmacists to 

different sources for 

professional 

development, but they 

do not necessarily 

mandate it (Hasan, 

2009).   

2009- Abu-Dhabi Health 

Authority mandates all 

pharmacists to complete 

20 CE hours accredited 

by the health authority. 
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1.8 Kuwait: country context 

The State of Kuwait is located to the northwest of the Arabian Gulf with a total land area of 17,818 

km². The mid-year population in 2016 was 4,053,000 (WHO, 2019a). Of the total population, 

35.6% are Kuwaitis, while the remaining non-Kuwaitis (64.4%) are mainly from South East Asia 

and of Arab origin. Life expectancy at birth was estimated in 2016 to be 74 years for males and 76 

years for females (WHO, 2019a). The country’s health expenditure is ranked third in the national 

budget, after public works and education. While the total expenditure on health for 2011 was 3% 

of the Gross Domestic Product (GDP)(WHO, 2019a), healthcare costs per capita were 263 Kuwaiti 

Dinnar (KD) in 2011 (MoH, 2016). The official spoken language is Arabic. 

1.8.1 The Kuwait National Vision: New Kuwait 2035 

Kuwait is an active member state of the WHO and UN and has worked in alignment with their 

policies and visions to strengthen national health services, address public health issues, and support 

and promote research for health (WHO, 2019a). 

The new Kuwait vision stems from his Highness the Amir Sheikh Sabah Al-Ahmad Al-Jaber Al-

Sabah’s conceptualised vision of a new Kuwait by 2035. It is a comprehensive vision for the 

country targeting the transforming of Kuwait into a leading regional financial, commercial and 

cultural hub by 2035 (General Secretariat of the Supreme Council for Planning and Development, 

2017). New Kuwait is a consolidated approach towards a prosperous and sustainable future and is 

based on seven pillars: global positioning, creative human capital, high-quality healthcare, 

sustainable living environment, developed infrastructure, sustainable and diversified economy, 

and effective civil service. Two of these pillars are related to education and health. Pillar number 

2, which aims to make Kuwait a creative human capital, proposes to: “reform the education system 

to better prepare youth to become competitive and productive members of the workforce”, whereas 

pillar number 3 aims to improve healthcare services and to “improve service quality in the public 

healthcare system and develop national capabilities at a reasonable cost” (General Secretariat of 

the Supreme Council for Planning and Development, 2017). Kuwait is moving forward in 

alignment with the UN and WHO visions for a better future for the population. Planning for 
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workforce development and improving the quality of healthcare services are considered 

fundamental aspects of a prosperous and sustainable future.  

1.8.2 Healthcare system in Kuwait 

The healthcare system in Kuwait provides primary, secondary and tertiary healthcare services in 

both public (government) and private sectors. Healthcare services are provided free of charge for 

Kuwaiti citizens and with nominal charges for non-Kuwaitis in all three levels of care.  

A ministerial decree issued in 1984 divided Kuwait into six health areas, Capital (Al-Asema), 

Hawally, Ahmadi, Jahra, Farwania and Al Sabah, and each is considered an independent 

decentralised administrative unit. At least one general hospital and several primary care centres 

are directly supervised and managed by each of the health area units. In Kuwait, there are a total 

of six general public hospitals, nine specialised hospitals and around 90 public primary care clinics, 

in addition to several private hospitals and clinics (State of Kuwait: General Statistics Bureau, 

2013). Each healthcare facility (e.g. primary care polyclinic, hospital, etc.) has a pharmacy 

department that serves patients daily. There are out-patient, inpatient and casualty pharmacies, in 

addition to a medical store, in each of the public hospitals. In hospitals, pharmacy services are 

usually provided during the day in all pharmacies and 24/7 in the casualty pharmacy. Pharmacy 

services run 24/7 in allocated polyclinics in each healthcare area. This allows patients to seek 

medical advice from their general practitioner before approaching the casualty clinic in the 

hospital. 

1.8.3 Pharmacy workforce  

In 2015, according to the Ministry of Health (MoH) data, 1417 pharmacists were working in the 

governmental sector at MoH healthcare facilities. Of the total number of pharmacists, 621 (43.8%) 

are Kuwaiti and 796 (56.2%) are non-Kuwaiti (National Centre for Health Information, 2015). 

However, MoH records lack vital data regarding workforce size and density such as numbers per 

population, numbers in other sectors regulated by MoH (e.g. private hospital and community 

pharmacies), and distribution among different practice settings (e.g. how many are working in the 

hospitals, polyclinics and ministry administrations).  
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According to the Kuwait Pharmaceutical Association (KuPhA) registry in 2017 (this was disputed 

by personal communication from the KuPhA (Hadi, 2017), the total number of pharmacists in 

Kuwait is 4377 (this includes governmental, private and semi-governmental sectors). Kuwaiti 

pharmacists constitute 24.5%, while non-Kuwaiti pharmacists constitute 75.5%. Table 1.5 presents 

the different sectors where pharmacists are employed in Kuwait. Moreover, KuPhA records show 

that there was a dramatic and steady increase in the number of Kuwaiti pharmacists, from 53 

pharmacists in the 1960s to 1071 in 2018, with an increase of 40-60 pharmacists annually for the 

last 18 years (Table 1.6).  

Table 1.5: Different sectors where pharmacists are employed according to the KuPhA 

registry (2017) 

 Sector  Kuwaiti Non-Kuwaiti Total 

Ministry of Health 669 960 1629 

Other Governmental and Semi- 

Governmental sectors* 

135 109 244 

Private Sector 267 2237 2504 
* Other Governmental and Semi-Governmental sectors: Kuwait University, Public Authority of Applied Education 

and Training, including Ministry of Defense hospital, Ministry of Interior hospital, Dasman Diabetic Institute and 

Others. 

 

Table 1.6: Numbers of Kuwaiti pharmacists registered with the KuPhA in 2017 

Year Number of pharmacists 

1966 – 1980 53 

1981 – 1990 85 

1991 – 2000 148 

2001 – 2010* 653 

2011 - 2018 1071 
* Kuwait University started graduation of pharmacists in 2003 

1.8.4 Pharmacy practice in Kuwait  

There is a lack of clear local standards clarifying patient-related pharmacist activities. Although 

hospital pharmacists could have the opportunity to work with other healthcare providers in multi-

disciplinary teams to optimise patient care, hospital pharmacists in Kuwait work mainly in 

dispensaries. The duties of hospital pharmacists are mainly related to administrative roles, such as 

drug orders, stock control and personnel management (Matowe et al., 2003, Al-Taweel et al., 

2014). Pharmacists usually have limited interaction with patients, physicians and other healthcare 
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providers. Although many hospitals have activated an electronic patient information system, 

pharmacists have a restricted view and cannot freely access a patient’s file. This hinders them from 

checking drug history and other important information that may allow them to provide 

recommendations or make any intervention. In the polyclinics, as well, pharmacists are devoted to 

the administrative work, leaving dispensing activities largely to pharmacy technicians.  

In community pharmacies, the patient care aspect of practice appears less relevant than does the 

business aspect. In the community, pharmacists are not legally required to keep patient records. 

The limited role of community pharmacists in Kuwait has been highlighted in the literature (Awad 

and Abahussain, 2010, Matowe et al., 2008). However, another study has emphasised the effective 

role of community pharmacists’ in patient counselling (Katoue et al., 2013). Effective patient 

counselling in a community setting may be linked to the fact that community pharmacies are the 

most accessible primary healthcare facilities in Kuwait (Matowe et al., 2003). 

Although the clinical role of the pharmacist is not well recognised, Kuwait University (KU), in 

collaboration with the MoH, has undertaken promising efforts to expand the scope of practice and 

to introduce clinical pharmacy services in the healthcare system. Moreover, a Taskforce for the 

Advancement of Pharmacy Practice (TAPP) was created in 2017 through collaborative efforts 

from the MoH, KU, KuPhA and the Life Sciences Academy (LSA) to build a roadmap for 

advancing pharmacy practice in Kuwait.  

1.8.4.1 Laws and regulations  

The State of Kuwait has enacted laws to regulate pharmacy practice. The laws that govern the 

pharmacy profession in Kuwait are law number 28/1996, which regulates pharmacy practice and 

medicines trading, law number 38/2002, which regulates the advertisements related to health 

products, and laws 48/1987 and 74/1983, which combat and regulate the use of psychotropic 

substances. All these laws are active in the public and private sectors. Ensuring that pharmacists 

are practising within these laws is the responsibility of the inspection department at the MoH.   

Although the Department of Pharmaceutical Services and the inspection department at the MoH 

are considered the main regulators for pharmacy practice in Kuwait, there is no code of ethics that 

binds pharmacists with a code of conduct; moreover, to the time of this research there were no 

competency frameworks to guide pharmacists through their career progression. 
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1.8.4.2 Registration and re-licensure  

Kuwaiti pharmacists obtain their licence to practice in the public sector immediately after 

graduation from pharmacy school. Kuwaiti pharmacists wishing to practise in the private sector 

need to have at least five years of experience in either the public sector or industry before they 

apply to take the examination to achieve their private sector licence. Pharmacists who are non-

Kuwaiti but graduated from Kuwait University are required to pass a written examination to obtain 

their licence to practise pharmacy. On the other hand, expatriate pharmacists need to have at least 

three years of experience before they can obtain a licence to practise in Kuwait and they are also 

required to pass a written examination.  

Pharmacists, Kuwaiti and non-Kuwaiti, working in the public sector do not have to renew their 

licences. Public sector licences expire when the pharmacist resigns/retires or ends his/her contract. 

In contrast, in the private sector, the pharmacy practice license needs to be renewed every five 

years for Kuwaiti pharmacists and every two years for non-Kuwaiti pharmacists. To renew a 

private sector licence, a pharmacist needs to fill in an application form and provide renewal fees; 

non-Kuwaitis also have to provide a valid visa.  

1.8.4.3 Promotions and incentives  

There are no regulations currently in place that mandate pharmacists to attend or keep a log of CE 

or CPD activities. Pharmacists in the public sector are promoted routinely, based on their years of 

experience and an acceptable annual evaluation, whereas, in the private sector, promotion is 

mainly related to the particular pharmacy chain’s internal regulations. For other independent 

pharmacies, there are no incentives or promotion for the pharmacist except the commissions he/she 

can receive from selling specific products.  

1.8.5 Pharmacy education in Kuwait  

1.8.5.1 Undergraduate degree 

The Faculty of Pharmacy (FOP) at Kuwait University is the only public pharmacy school in 

Kuwait. It was established in 1996 and admitted its first cohort in September 1997. The Bachelor 

of Pharmacy (BPharm) degree offered by the Faculty is a 10-semester programme (a total of five 

years), with the first two semesters spent in a common year with medical and dental students (Al-
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Wazaify et al., 2006). Towards the end of this first-year, students are given a chance to select their 

first, second and third choice of the faculty to which they wish to be admitted through competitive 

application.  

During the first three semesters, students enrol in pre-professional courses, followed by 

professional courses for the remaining seven semesters. The Faculty’s current curriculum is 

designed to foster students’ abilities to communicate effectively, solve problems, make rational 

judgments based upon sound scientific reasoning, and engender a caring attitude in their 

professional interactions with patients. In 2016, the FOP started a competency-based, two-year 

add-on PharmD programme and proposed a plan to start an entry-level PharmD programme by 

2020. This has been seen as a positive step in the right direction to graduate skilled and 

knowledgeable clinical pharmacists who can improve a patient's healthcare (Awad et al., 2017). 

The Faculty of Pharmacy at KU undertook major curriculum changes to ensure that the initial 

education is fit for purpose. A new competency-based PharmD programme was designed and 

supplemented with a competency matrix for entry to pharmacy practice (CMEPP). The new entry-

to-practice PharmD programme will replace the current B.Pharm programme in 2020. The re-

design of the curriculum was a step towards developing competent pharmacists to enter the 

practice. The competency matrix would also ensure a seamless transition from initial education to 

practice, which is fundamental to ensure that pharmacists are fit to practice. 

1.8.5.2 Postgraduate degrees 

At the time of this study, there were two Master’s degree pharmacy programmes for pharmacists 

in Kuwait. The first one is the Master of Pharmaceutical Sciences provided by FOP, KU. However, 

this is a three-year, full-time programme which pharmacists need to have study leave or to quit 

their job to pursue. This has limited the number of pharmacists willing to apply to this programme. 

The second is an inter-professional, multi-disciplinary, three-year part-time PG Cert/Dip/MSc in 

diabetes care, education and management from the University of Dundee in collaboration with the 

Dasman Diabetes Institute. This programme requires participants to work on small projects in their 

workplace to pass each module. This necessitates that participants devote extra time for the out-

of-class activities and also limited the number of pharmacists willing to register on this 

programme. This programme was terminated in 2018. 
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1.8.5.3 Continuing Professional Development (CPD) 

The KuPhA and FOP usually provide a few afternoon and evening lectures to support pharmacists' 

professional development. However, at the time of this study, there was no published literature 

about pharmacy CPD in Kuwait. Little is known about how these CPD lectures are planned, and 

if CPD providers’ are aligning their delivered CPD activities to local or national healthcare needs.  

1.9 The rationale of the project  

Although pharmacy practice is entering a new era that is characterised by rapidly accelerating 

changes in healthcare delivery, and the role of pharmacists is being constantly redefined 

(International Pharmaceutical Federation, 2017), pharmacy is still under-developed in Kuwait with 

inadequate levels of pharmaceutical care provision and training. The clinical role of pharmacists, 

across all sectors, is not effectively utilised. Also, with the current lack of re-licensure regulations 

for pharmacists in the public sector, maintaining competence and fitness to practice is 

questionable. Educational reform in the context of workforce development is now imperative and 

would provide the education and training required to create an accountable, flexible and adaptable 

workforce.  

This research project is an attempt to translate national (New Kuwait 2035) and international (e.g. 

WHO and FIP) visions and goals into the context of the pharmacy workforce in Kuwait. This 

project aims to provide a conceptual understanding of the multi-dimensional infrastructure needed 

to develop and implement a pharmacy professional development model, which will assist the 

present and future workforce development plans. It also aims to develop conceptual and 

developmental tools that can help inform, re-shape and guide the development of the pharmacy 

profession, workforce and education in Kuwait.  

Through the conceptual and empirical findings, the project aims at strengthening and expanding 

the role of pharmacists in Kuwait. Ultimately, it could provide a conceptual model for stakeholders 

in other EMR and GCC countries to guide the development of the pharmacy workforce and the 

pharmacy profession in their local context. 
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1.10 Pharmacy CPD in Kuwait – preliminary fieldwork  

Preliminary fieldwork was carried out in the early stages of this research to evaluate the current 

issues related to pharmacy CPD in Kuwait to inform the development of specific aims and 

objectives for the present research project.  

1.10.1 Aims of preliminary fieldwork 

The aims for the early preliminary fieldwork were: 

1. To explore pharmacy CPD status in Kuwait to gain insight into different issues and 

concerns related to pharmacy practice and workforce development in Kuwait 

2. To inform the feasibility and the development of study protocol and research methodology 

providing the local context of Kuwait, and 

3. To decide on an applicable conceptual framework for the present research.  

1.10.2 Methods of preliminary data collection  

The above aims were achieved through informal interviews with two pharmacists and a member 

from the CPD committee at KU, and a review of local, regional and international documents on 

pharmacy CPD to inform the development of a conceptual framework for the present research.  

1.10.3 Sampling strategy for the informal interviews  

As the aim of the preliminary interviews was to gather background contextual information to 

understand the current CPD practice, purposive sampling was employed. The researcher selected 

a pharmacist who is familiar with and, has actively participated in, CPD activities and another 

pharmacist who is not familiar with the concept of CPD and has not previously participated in any 

CPD activities. This was believed important to obtain a better understanding of pharmacists’ 

behaviours and perception towards CPD in Kuwait. The researcher also met with an active member 

of the CPD committee at KU to obtain the perception of a CPD provider. Meeting with the provider 

and the receiver of CPD provided the researcher with an overview of CPD status in Kuwait. This 

informed the development of the aims and objectives of this research project. The interviews were 

also conducted to illustrate the feasibility and suitability of the chosen data collection tools and to 
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identify stakeholders and the best possible methods to recruit participants for subsequent research 

studies.  

1.10.4 Results of the preliminary data collection  

1.10.4.1 Pharmacy CPD in Kuwait and the feasibility of the present study  

The researcher met with pharmacists and pharmacy educators to obtain a better understanding of 

how pharmacists are coping with the ever-evolving nature of their profession in Kuwait. The 

purpose of these initial or preliminary interviews was to guide the researcher to best design a study 

protocol that applies to the studied context. Collaborators from the Faculty of Pharmacy (FOP) at 

Kuwait University (KU) were also contacted. Collaboration with professors from KU was 

necessary to gain ethical approval for the study from both the Health Science Centre (HSC) and 

the MoH ethics committees in Kuwait. Two academic staff (AA: Professor, Department of 

Pharmacy Practice, and DA: Assistant Professor, Department of Pharmacy Practice) from FOP, 

KU, agreed to collaborate on this research project. The research protocol and data collection 

instruments and data analysis were discussed with KU collaborators.  

While meeting with pharmacists and education providers, the researcher discussed the following 

topics: pharmacists’ perceptions related to CE/CPD, available CE/CPD opportunities, 

pharmacists’ motivations and perceived barriers for participation in CPD activities, regulations 

related to registration and re-licensure, the most appropriate tools for data collection, and the most 

appropriate methods for participant recruitment. The following important issues were highlighted:  

1. Initial education does not provide training on CE or CPD.   

2. Pharmacists are not required to attend or show evidence of CE/CPD.  

3. There is no competency framework for pharmacists in Kuwait. 

4. Pharmacists are mainly devoted to dispensing and stock management duties.  

5. No national CPD documents or policy for post-graduation education or support exist.   

6. Most available CE/CPD is in the form of a conference or one-hour lecture sponsored by 

pharmaceutical companies.  

7. For an in-depth exploration of the CPD-related issues, interviews and surveys would be the best 

methods for data collection.  
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8. Telephone calls and social media would be the most effective methods of participant 

recruitment.  

1.10.4.2 A conceptual framework for the present research 

Preliminary results showed that pharmacy CPD in Kuwait is a multi-dimensional topic which involves 

education, practice and policy. To obtain a comprehensive understanding of the current CPD issues in 

Kuwait, a systematic and scientific approach for data collection and analysis that involves multiple 

stakeholders was required. Data collection and analysis should be guided by a conceptual model to 

ensure a holistic examination of the problem under study. Evidence showed that research projects that 

pretend to come to the study with no assumptions usually encounter a great deal of difficulty; therefore, 

a preliminary framework needs to be in place near the beginning of fieldwork (Miles, 1979). The need 

for a conceptual framework that could guide data analysis and help create an action plan in later stages 

was also investigated. Relevant literature, as well as local, regional and international documents, were 

searched to inform the development of the framework. 

The websites of local, regional and international organisations such as KU, KuPhA, LSA, Gulf 

Health Council, WHO, ACPE and FIP were visited and CPD-related documents were searched 

and reviewed. The documents that were identified and reviewed comprised:   

1- Lists of lectures, workshops and training courses provided by KU, KuPhA and LSA.  

2- The “New Kuwait 2035” (General Secretariat of the Supreme Council for Planning and 

Development, 2017). 

3- The “Unified Continuing Professional Development (CPD) Regulations for Healthcare 

Professionals in the GCC”, a document produced by the Gulf Health Council for the 

Cooperation Council States in 2013 (Gulf Health Council, 2013). 

4- A report from the World Health Organisation titled “Country Cooperation Strategy for WHO 

and Kuwait 2012-2016” (WHO, 2014a).  

5- FIP documents on “pharmaceutical workforce development goals” (International 

Pharmaceutical Federation, 2016b) and “global vision for education and workforce” 

(International Pharmaceutical Federation, 2016a).  

6- The global competency framework from the FIP Pharmacy Education Taskforce (International 

Pharmaceutical Federation, 2012b). 
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7- The “Guidance on Continuing Professional Development (CPD) for the Profession of 

Pharmacy” from the Accreditation Council for Pharmacy Education (ACPE) (Accreditation 

Council for Pharmacy Education, 2015b). 

A comprehensive review of the above-listed documents guided the development of the study design 

and provided the researcher with guidance on how pharmacy practice is best advanced within the 

context of Kuwait in the light of national, regional and international visions.  

The FIP document on “pharmaceutical workforce development goals” (WDGs) was chosen to be 

used as a base for a conceptual framework that could guide collection and data analysis for the 

present study (Table 1.7). The WDGs was chosen because, at the time of the study, there was no 

specific local goals or strategic plans for pharmacy workforce development in Kuwait. Moreover, 

the WDGs is believed targeting all level of pharmacy profession, including academia, CPD, and 

policy and regulation, which would provide a holistic examination of the problem under study.  
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Table 1.7: Conceptual framework modified from FIP WDGs (International Pharmaceutical Federation, 2016b)  
Cluster  Goals Description 

Academy 

Academic capacity  

Engagement with pharmaceutical higher education development policies and ready access to leaders 

in pharmaceutical science and clinical practice in order to support supply-side workforce development 

agendas. 

Foundation training and 

early career development  

Foundation training infrastructures in place for the early post-registration (post-licensing) years of the 

pharmaceutical workforce as a basis for consolidating initial education and training and progressing 

the novice workforce towards advanced practice. 

Quality assurance  
Transparent, contemporary and innovative processes for the quality assurance of needs-based 

education and training systems. 

Professional 

Development 

Advanced and specialist 

expert development  

Education and training infrastructures in place for the recognised advancement of the pharmaceutical 

workforce as a basis for enhancing patient care and health system deliverables. 

Competency development  

Clear and accessible developmental frameworks describing competencies and scope of practice for 

all stages of professional careers. This should include leadership development frameworks for the 

pharmaceutical workforce. 

Leadership development  

Strategies and programmes in place that develop professional leadership skills (including clinical and 

executive leadership) for all stages of career development, including pharmaceutical sciences and 

initial education and training. 

Service provision and 

workforce education and 

training  

A patient-centred and integrated health services foundation for workforce development, relevant to 

social determinants of health and needs-based approaches to workforce development. 

Working with others in the 

healthcare team  

Clearly identifiable elements of collaborative working and inter-professional education and training 

which should be a feature of all workforce development programmes and policies. 

System 

Continuing professional 

development strategies  

All professional development activity clearly linked with needs-based health policy initiatives and 

pharmaceutical career development pathways. 

Pharmaceutical workforce 

gender and diversity 

balances 

Clear strategies for addressing gender and diversity inequalities in pharmaceutical workforce 

development, continued education and training, and career progression opportunities. 

Workforce impact and effect 

on health  

Evidence of the impact of the pharmaceutical workforce within health systems and health 

improvement. 

Workforce intelligence  
A national strategy and corresponding actions to collate and share workforce data and workforce 

planning activities (skill mixes, advanced and specialist practice, capacity).  

Workforce policy formation  
Clear and manageable strategies to implement comprehensive needs-based development of the 

pharmaceutical workforce from initial education and training through to advanced practice. 
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1.10.5 Impact of the preliminary fieldwork on the present study  

The preliminary fieldwork helped recognise that pharmacy practice in Kuwait is yet to develop to meet 

the global expansion of the pharmacists’ role. Different issues were identified about CPD in particular. 

These included pharmacists’ unfamiliarity with CPD compared to CE, weak infrastructure of post-

graduation training with no policies about re-licensure for Kuwaiti pharmacists, and no rules or 

regulations to ensure fitness to practise. The preliminary fieldwork also informed the development of 

the study protocol as well as the methods and instruments to be used. The preliminary fieldwork also 

helped recognise stakeholders and potential participants. Those identified were: 

1- Pharmacists  

2- Main Pharmacy CPD providers: KU, KuPhA and LSA  

Finally, the reviewed documents provided a conceptual framework that could guide data collection and 

data analysis throughout this research project. The FIP WDGs will be used as an initial framework that 

will be repeatedly revised and extended over the different stages of the present study. 

1.11 Research questions  

This research project seeks to evaluate the multi-dimensional attributes of pharmacy CPD in 

Kuwait to develop a national CPD model for pharmacy workforce development. The following 

are the principal research questions within this research project:  

• What are the perceptions of pharmacists in Kuwait about CPD?  

• What are the educational needs of practising pharmacists in Kuwait? 

• How can these needs be met in order to provide better healthcare services and meet national 

health needs? 

• What resources or tools are needed to meet the educational needs of practising pharmacists 

in Kuwait? 

• What strategic plans are needed to implement a CPD model that is intended to improve 

pharmacy practice in Kuwait? And how can these plans be implemented with the available 

resources? 
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1.12 Aims and objectives of the present research project  

The overall goal of this research project was to evaluate pharmacy workforce development needs 

and priorities related to CPD using a scientific approach to develop a CPD model that guides 

action, change and improvement of pharmacy practice in Kuwait.  

The aims of this research project were:  

1. To determine pharmacists’ perceptions, attitudes and behaviours towards CPD as well as 

their education priorities and needs.  

2. To evaluate CPD opportunities that are provided by the main pharmacy CPD providers in 

the country to support pharmacists’ professional development. 

3. To develop a CPD model that would guide the prioritisation of CPD needs in the context 

of Kuwait.  

4. To develop the Kuwait Foundation Competency Framework (KFCF), an evidence-based 

tool that would help to create clear and purposeful post-graduation education and support 

pharmacists’ career development. 

5. To determine the acceptability of the KFCF as a developmental tool from the pharmacists’ 

perspective. 

6. To create an action plan targeting the areas of disagreement identified in the KFCF from 

educators’ and decision-makers’ perspectives. 

The objectives set for each aim and the methods to be employed in achieving them are presented 

in Table 1.8 below.  
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Table 1.8: Research project aims and objectives  
Aims  Specific objectives Design/ Population targeted 

1- To determine pharmacists’ 

perceptions, attitudes, and behaviours 

towards CPD as well as their 

education priorities and needs.  

 

2- To evaluate CPD opportunities that 

are provided by the main pharmacy 

CPD providers in the country to 

support pharmacists’ professional 

development. 

1-  To explore pharmacists’ perceptions, attitudes and behaviours 

towards CPD as well as their education priorities and needs. 

 

 

Focus group interviews with 

pharmacists from different practice 

settings (direct and non-direct 

patient care).  
  
 Semi-structured interviews with 

CPD providers (KU, KuPhA and 

LSA). 

2- To identify the strategic plans of the available organisations and 

regulatory bodies about post-graduation education in Kuwait and 

their approach to meeting the profession’s educational needs. 

3- To identify areas that need improvement and the elements of the 

CPD model that would enhance pharmacists’ career development.  

4- To develop a pharmacy workforce development model for Kuwait. 

3- To develop a CPD model that 

would guide the prioritisation of CPD 

needs in the context of Kuwait.  

5- To apply the developed CPD model to the context of Kuwait to 

prioritise CPD needs and to guide a sustainable impact on healthcare 

improvement through pharmacy workforce education. 

Triangulation of findings from the 

literature review and qualitative 

study.  

4- To develop the Kuwait Pharmacy 

Foundation Competency Framework, 

an evidence-based tool that would 

help to create clear and purposeful 

post-graduation education and 

support pharmacists’ career 

development. 

6- To evaluate available foundation competencies frameworks and 

decide on a framework that applies to the Kuwait context using an 

“adapt and adopt” approach. 

 

 

 

 

Consensus development panels 

followed by an online national 

survey.  

7- To develop a consensus on the relevancy of the chosen framework 

to pharmacy practice in Kuwait. 

8- To assess the relevancy of the developed competency framework on 

a national level.  

9- To develop the initial list of behaviours to be included in the 

foundation competency framework for pharmacists in Kuwait.   

5- To determine the acceptability of 

the KFCF as a developmental tool 

from the pharmacists’ perspective. 

10- To determine pharmacists’ perceptions towards the KFCF’s 

appropriateness as a CPD tool. 

Workshop and focus groups 

discussion. 

11-  To determine pharmacists’ perceptions towards the KFCF’s 

convenience as a CPD tool 

12- To use the stakeholders’ (pharmacists’) feedback to guide the 

refinement of the KFCF with an ultimate goal of enhancing its appeal 

to the target population. 

6- To create an action plan targeting 

the ‘areas of disagreement’ identified 

in the KFCF from educators’ and 

decision-makers’ perspectives. 

13- To evaluate identified areas of disagreement identified from the 

national survey from decision-makers’ perspectives.  

Focus group with education 

providers and decision-makers.  

14- To compile decision-makers’ recommendations and intended 

actions towards identified areas for improvement. 
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1.13 Thesis structure  

Chapter 1 provides background information about international, regional and national workforce 

development visions and goals, and definitions and example of CE, CPE and CPD in a global and 

regional perspective. It also provides an overview of the study setting and outlines research 

questions as well as the aims and objectives of this research project 

Chapter 2 is a literature review. It provides a global evidence review of systemic factors 

influencing pharmacy continuing professional development.  

Chapter 3 presents the study design, rationale for methods used in this research project, research 

reflexivity, validity and credibility of data, and, finally, it discusses the procedure used for data 

protection and ethical approval.  

Chapter 4 presents pharmacists’ and CPD providers’ perspectives towards CPD in Kuwait (Study 

1). It describes how qualitative data were collected and analysed through pharmacist focus groups 

and interviews with CPD providers.  

Chapter 5 discusses the development of the Continuing Professional Development Model (Co-

ProDeM) from the literature review and study 1 findings.  

Chapter 6 outlines the different phases undertaken to develop the Kuwait Foundation Competency 

Framework (KFCF). It presents the methods and results used in the different phases and discusses 

the main findings from the national survey that assessed the relevance of the competencies 

included in the KFCF to pharmacists’ current practice (Study 2).  

Chapter 7 presents the validation of the KFCF. It provides details on acceptability of the KFCF 

as a developmental tool from the pharmacists’ perspective. Additionally, it presents an action plan 

targeting the ‘areas of disagreement’ from educators’ and decision-makers’ perspectives (Study 

3).  

Chapter 8 addresses how studies conducted in this research have answered the thesis questions. 

It also discusses the limitations and strengths of this thesis, highlights the innovation of this 

research, and makes recommendations and suggestions for future work.  



  

49 

 

Chapter 2: Literature Review  

2.1 Introduction  

This literature review was undertaken to inform the development and design of a CPD model and 

determine the factors that affect pharmacists’ participation in professional development activities 

and in obtaining the knowledge and skills required for improving daily practice. This chapter 

includes the research question stated for the literature review and provides a detailed search 

strategy. Then the search results are presented, and different CE/CPD-related factors are identified. 

The chapter concludes by discussing the gaps in knowledge that are useful to inform the design of 

the present research. 

2.2 Research question for the literature review   

The research question for this literature review is “What factors make pharmacists 

meaningfully engage in professional education and development activities?” 

This literature review will focus on results and implications that have arisen from examining 

pharmacists’ engagement in CE/CPD globally, which in turn will help inform future educators as 

well as accrediting and regulatory bodies to better plan pharmacy workforce development 

strategies. 

2.3 Methodology  

2.3.1 Search sources and strategies 

Relevant literature was identified through a systematic search using the following databases: 

EMBASE, Cumulative Index to Nursing and Allied Health Literature (CINAHL Plus), SCOPUS, 

PsycINFO, PubMed, Australian Education Index (AEI) and British Education Index (BEI). The 

following search terms were used: learning needs, educational needs, needs assessment, “learning 

needs OR educational needs OR needs assessment”, continuing professional development, CPD, 

“continuing professional development OR CPD”, Pharmac*, “Pharmac* AND (continuing 

professional development OR CPD ) AND (learning needs OR educational needs OR needs 
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assessment)”. No time limit restrictions were imposed when searching; all databases were searched 

from time of inception until March 2017. 

2.3.2 Inclusion criteria 

The literature search retrieved articles investigating pharmacists’ perspectives towards CE as well 

as CPD. Although concepts of CE and CPD differed, both terms were frequently used in the 

literature depending on the country where each study was conducted. Articles were included in 

this review if they were published in English, and discussed pharmacists' perceptions and 

engagement in CPD/CE activities. Reference lists for all included articles were reviewed to 

determine other papers that met the inclusion criteria. 

2.3.3 Exclusion criteria 

Studies were excluded if the focus was on health professionals other than pharmacists or if the 

pharmacy student cohort was included. Also, papers were excluded if the focus was purely on 

subsets of skills usually associated with CPD, such as reflective learning. Reviews, notes, editorials 

and conference papers were also excluded from the review. Articles published in Arabic language 

were excluded because of lack of robust peer reviewing process to manuscript published in Arabic 

language.     

2.3.4 Process of extracting the identified literature  

The databases search revealed 260 citations as follows: EMBASE (n=23), CINAHL Plus (n=21), 

SCOPUS (n=132), PsycINFO (n=4), PubMed (n=75), AEI (n=4) and BEI (n=1). The first stage of 

the review involved screening the titles of the revealed studies, and 133 were excluded as they 

were irrelevant. The second stage of the review involved reviewing the abstract and the full text 

of the remaining 127 studies to verify their eligibility for inclusion according to the inclusion 

criteria. In the second stage, 100 citations were excluded for the following reasons: duplicates 

(n=54), irrelevant (n=24), review (n=11), conference paper (n=6), editorial (n=3), book chapter 

(n=1) and thesis (n=1). A total of 27 full-text articles were included in this review. The manual 

search of retrieved articles yielded a further six relevant studies, bringing the total number to 33. 

Full texts were obtained electronically (n=29) or on paper (n=4). A flow chart presenting the 

process of extracting the identified literature is shown in Figure 2.1. The final stage of the review 
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was to use a standardised data extraction sheet to determine the details of each of the studies 

reviewed.  

 

 

 

Figure 2.1: Literature search process flowchart  
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2.4 Results  

Retrieved studies were from the United States (n=10) (Bellanger and Shank, 2010, Craig and 

Clark, 1988, Dopp et al., 2010, Maio et al., 2003, McConnell et al., 2012, McConnell et al., 2009, 

McConnell et al., 2010, Romagnoli et al., 2016, Saenz et al., 2010, Scott, 2010), Australia (n=7) 

(Chambers et al., 2013, Hussainy et al., 2006, Hussainy et al., 2010a, Hussainy et al., 2010b, 

Marriott et al., 2007, Mc Namara et al., 2007, Wheeler et al., 2013), United Kingdom (n=5) 

(Attewell et al., 2005, Bell et al., 2002, Haughey et al., 2007, Swainson and Silcock, 2004, Power 

et al., 2011), Canada (n=3) (Annable, 2004, Austin et al., 2005, Raymond and Woloschuk, 2011), 

Belgium (n=2) (Driesen et al., 2007, Driesen et al., 2005), Spain (n=1) (Cordero et al., 2004), 

France (n=1) (Prot-Labarthe et al., 2013), Malaysia (n=1) (Elsayed et al., 2015), United Arab 

Emirates (n=1) (Hasan, 2009), Qatar (n=1) (Wilbur, 2010), and Egypt (n=1) (Mohamed Ibrahim, 

2012). A summary of the retrieved studies can be found in table1.  
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Table 2.1: A summary of the retrieved studies included in the literature review  

Author/Country 

Country CE/CPD 

requirements at the 

time of study 

Methodology/ 

Methods 
Sample size Practice Setting Aim 

Annable (2004) 

Canada 

Not reported  Quantitative/Cross-sectional  

electronic survey  

80 (Response 

rate=64%) 

Hospital  To perform a needs assessment to determine 

the specific oncology pharmacy education 

priorities for CON hospitals. 

To develop a pilot project of at least one 

continuing education module based on the 

results of the needs assessment. 

Attewell et al. (2005)  

UK 

Pre-compulsory CPD 

in the UK 

Qualitative/semi-structured 

interviews  

21 pharmacists  Community  To investigate community pharmacists’ 

perceptions and ideas about what constitutes 

CPD and to establish the types and amount of 

CPD undertaken. 

Austin et al. (2005) 

Canada 

Mandatory Learning 

portfolio as a means of 

documentation of CPD 

Qualitative/ Focus group 

interviews 

11 Focus group 

interviews (n=42) 

Mixed (hospital, 

community, and 

other settings) 

To examine pharmacists’ attitudes, behaviour 

and preference regarding their own CPD. 

Bell et al. (2002) UK Mandatory 30 hours of 

CE annually  

“Pre-compulsory CPD 

in the UK” 

Quantitative/Cross-sectional 

postal survey  

1689 (Response 

rate=25.6%) 

Mixed (hospital, 

community, and 

other settings) 

To determine the extent of understanding and 

implementation of CPD.  

To gain insight into pharmacists’ attitudes 

towards the concept and the introduction of 

mandatory CPD. 

Bellanger and Shank 

(2010) USA 

Mandatory CE (number 

of required hours not 

reported) 

Quantitative/Cross-sectional 

electronic survey  

4954 (Response 

rate=9.5%) 

Mixed (hospital, 

community, and 

other settings) 

To assess the knowledge and attitudes of 

Texas pharmacists regarding the concept of 

CPD. 

Chambers et al. 

(2013) 

Australia 

Mandatory 40 CPD 

points annually  

Quantitative/Cross-sectional 

online and paper survey 

 

177 (Response 

rate=40%) 

Mixed (hospital, 

community, and 

other settings) 

To investigate what motivates Northern 

Territory pharmacists when choosing CPD 

activities.   

To investigate if these choices are meeting 

their learning requirements. 

Cordero et al. (2004) 

Spain 

Not reported  Quantitative/Cross-sectional  

survey 

Pre-post questionnaire 

(immediately before and 4 

weeks after a refresher course)  

109 (Response rate 

88% and 82.5% 

respectively) 

Community  To determine the opinion of community 

pharmacists related to the specific issue of 

continuing education. 

Craig and Clark 

(1988)  

USA 

Mandatory CE (number 

of required hours not 

reported) 

Quantitative/Cross-sectional 

postal survey 

 

445 (Response 

rate=73.5%) 

Hospital  To determine the extent to which the 

pharmacy department provides professional-

development and continuing-education 

programmes to staff pharmacists. 
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Author/Country 

Country CE/CPD 

requirements at the 

time of study 

Methodology/ 

Methods 
Sample size Practice Setting Aim 

Dopp et al. (2010) 

USA 

Mandatory CE (number 

of required hours not 

reported) 

Randomised controlled study (n= 28 intervention,  

n= 29 control) 

Pharmacists from 5 

states Mixed 

(hospital, 

community, and 

other settings) 

To determine whether a structured 

educational intervention would support 

pharmacists’ utilisation of a CPD model 

compared to pharmacist control subjects. 

Driesen et al. (2005)  

Belgium 

CE not mandatory  Quantitative/Cross-sectional 

postal survey 

1691 (Response 

rate=62.8%) 

Community  To assess community pharmacists’ opinion 

on CE-related issues in order to develop more 

tailored CE programmes. 

Driesen et al. (2007)  

Belgium 

CE not mandatory Qualitative/ Focus groups 

 

6 focus groups (n=39) Community  To examine how current continuing 

education courses can be optimised.  

To examine how much interest pharmacists 

have in distance learning. 

To examine how pharmacists think about 

mandatory continuing education. 

Elsayed et al. (2015)  

Malaysia 

Mandatory 30 CPD 

points annually  

Quantitative/Cross-sectional 

postal survey  

1375 (Response 

rate=18.7%) 

Community  To assess the community pharmacists’ 

knowledge and perceptions of current CPD 

requirements and their involvement in the 

process. 

Hasan (2009) 

UAE 

CE mandatory (20 

hours)/non-mandatory 

mix 

Quantitative/Cross-sectional  

paper survey 

 

350 (Response rate 

46%) 

Mixed (hospital, 

community, and 

other settings) 

To explore issues of CE in the UAE.  

To determine the type and format of CE 

pharmacists prefer to attend and consider most 

effective in enhancing their competence. 

Haughey et al. (2007)  

UK 

The pilot period of the 

CPD system, prior to 

the introduction of 

mandatory CPD 

Quantitative/Cross-sectional 

postal survey 

 

1821 (Response rate 

41.1%) 

Mixed (hospital, 

community, and 

other settings) 

To determine the extent of pharmacists’ 

understanding of CPD.   

To gain insight into pharmacists’ attitudes 

towards the concept and the introduction of a 

mandatory CPD system. 

Hussainy et al. 

(2006)  

Australia 

Not reported  Quantitative/Cross-sectional  

postal survey 

500 (Response rate= 

10.3%) 

Community  To determine the educational needs of 

community pharmacists in Australia related to 

palliative cancer care. 

Hussainy et al. 

(2010a) 

Australia 

Not reported Qualitative/ Focus groups using 

nominal group technique 

3 Focus groups 

Pharmacists (n=7), 

doctors (n=6) and 

nurses (n=12) 

Mixed (hospital, 

community, and 

other settings) 

To develop a curriculum for a flexible/online 

palliative cancer care educational programme 

for community pharmacists.  

Hussainy et al. 

(2010b) 

Australia 

Not reported NA NA Community  To design a flexible online palliative cancer 

care education programme for Australian 

community pharmacists. 
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Author/Country 

Country CE/CPD 

requirements at the 

time of study 

Methodology/ 

Methods 
Sample size Practice Setting Aim 

Maio et al. (2003)  

USA 

Mandatory CE (number 

of required hours not 

reported) 

Quantitative/Cross-sectional 

Web-based survey 

 

2000 (Response rate= 

19%) 

Hospital and 

community  

To determine which CE programme formats 

pharmacists find most valuable.  

To what extent pharmacists believe that CE 

programmes contribute to their knowledge 

and affect their clinical practice behaviour. 

Marriott et al. (2007)  

Australia 

CE not mandatory  Qualitative/ Focus groups  4 focus group 

teleconferences (n=15) 

Community  To identify the barriers to participation of 

Australian pharmacists in CE 

McNamara et al. 

(2007)  

Australia 

CE not mandatory Qualitative/ Focus groups  4 focus group 

teleconferences (n=15) 

Community  To explore how different aspects of the 

professional environment for Australian 

community pharmacists are  perceived to be 

influencing the effectiveness of CE models in 

improving practice 

McConnell et al. 

(2010) 

USA 

Mandatory CE (number 

of required hours not 

reported) 

Randomised controlled study  (n= 44 intervention,  

n= 47 control) 

Hospital  To assess the effect of CPD on perceptions of 

learning behaviours compared with traditional 

CE. 

McConnell et al. 

(2010) 

USA 

Mandatory CE (number 

of required hours not 

reported) 

Randomised controlled study  (n= 44 intervention,  

n= 47 control) 

Hospital  To assess the effect of CPD, compared with 

that of CPE, on perceptions of factors related 

to pharmacy practice 

McConnell et al. 

(2009)  

USA 

Mandatory CE (24 

hours every 2 years) 

Programme development 775 pharmacy staff  Hospital  To develop and implement a continuing 

pharmacy education (CPE) programme based 

on needs assessment. 

Mohamed Ibrahim 

(2012) Egypt 

CE not mandatory  Quantitative/Cross-sectional 

paper Survey 

400 (Response rate= 

89.75%) 

Hospital and 

community 

To determine CE preferences of pharmacists 

in Egypt. 

Power et al. (2011)  

UK 

Mandatory CPD (nine 

entries of CPD activities 

annually) 

A retrospective principle 

component analysis of 

questionnaires 

552 (Response 

rate=22.8%) 

Hospital, 

community and 

primary care 

To explore factors associated with Scottish 

pharmacists’ views on and attitudes to 

continuing professional development (CPD). 

Prot-Labarthe et al. 

(2013)  

France 

Not reported  Quantitative/Cross-sectional 

interview survey 

40 (Response 

rate=72.5%) 

Community  To explore the knowledge of community 

pharmacists relating to paediatric 

hematopoietic stem cell transplantation.  

To evaluate their expectations in terms of 

training needs. 

Raymond and 

Woloschuk (2011) 

Canada 

Not reported  Quantitative/Cross-sectional 

survey 

 

54 (Response rate= 

100%, 61% and 100% 

for Pharmacy residents, 

experienced 

pharmacists, and 

pharmacy technician  

respectively 

Hospital  To describe the development of tools to 

identify learning needs among experienced 

pharmacists with supervisory or clinical roles; 

pharmacists entering a pharmacy practice 

residency programme; and experienced 

pharmacy technicians. 
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Author/Country 

Country CE/CPD 

requirements at the 

time of study 

Methodology/ 

Methods 
Sample size Practice Setting Aim 

Romagnoli et al. 

(2016)  

USA 

Not reported  Qualitative – semi-structured 

interviews and  

observation of pharmacists in 

workplace 

14 Pharmacists – varied 

in length and type of 

experience 

Mixed (hospital, 

community, and 

other settings) 

To understand the pharmacogenomics 

information needs and resource requirements 

of pharmacists. 

Saenz et al. (2010)  

USA 

Mandatory CE (number 

of required hours not 

reported) 

Quantitative/Cross-sectional 

online survey 

27 respondents 

(Response rate not 

reported) 

Hospital  To describe an educational programme for 

pharmacists in a multi-facility healthcare 

setting. 

Scott (2010)  

USA 

Not reported  Quantitative/Crosse-sectional  

postal survey 

686 (Response 

rate=58.5%) 

Mixed (hospital, 

community, and 

other settings) 

To assess North Dakota pharmacists’ practice 

setting, perceived level of patient care 

competencies, and the need for professional 

development in urban and rural areas. 

Swainson and 

Silcock (2004)  

UK 

Mandatory 30 hours of 

CE annually “Pre-

compulsory CPD in 

UK” 

Quantitative/Cross-sectional  

paper survey 

 

219 (Response 

rate=40%) 

 

Hospital and 

community  

To provide managers with information about 

current CPD practice and employees’ views 

about the help that they will need in the future. 

Wheeler et al. (2013)  

Australia 

Not reported  Mixed methods/Focus group 

and individual interviews + 

online questionnaire  

285 consumers and 

carers, and 15 key 

stakeholders 

participated in the in-

depth interviews 

504 

pharmacy staff  

completed the online 

questionnaire 

Community  To develop an online mental health 

continuing education programme for 

community pharmacists.  

Wilbur (2010)  

Qatar 

CE not mandatory Quantitative/Cross-sectional 

Web-based survey 

523 (Response 

rate=25%) 

Hospital and 

community 

To determine pharmacists’ specific 

continuing education (CE) needs, preferences 

and attitudes. 
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Reviewing the retrieved studies identified four factors that affect pharmacists’ participation in 

lifelong educational activities and may make pharmacists meaningfully engage in the process of 

CE/CPD. Factors identified comprised:  

Factor 1: pharmacists’ perception towards CE/CPD, 

Factor 2: needs-based education,  

Factor 3: a support system for professional development, and  

Factor 4: barriers to participation in CE/CPD activities  

2.4.1 Factor 1: Pharmacists’ perceptions of CE/CPD 

Pharmacists perceived that CE/CPD is essential to keep them updated and enables personal gaps 

in knowledge to be filled (Attewell et al., 2005, Elsayed et al., 2015, Chambers et al., 2013, 

McConnell et al., 2010, Driesen et al., 2007, Mc Namara et al., 2007). Pharmacists also believed 

that CPD would increase job and personal satisfaction, enable them to implement new skills into 

daily practice, and help them to meet the challenges of their changing role (Bell et al., 2002).  

However, pharmacists were found to be confused about the differences between CPD and CE, and 

showed uncertainty about how a CPD model should affect their day-to-day professional life 

(Attewell et al., 2005, Haughey et al., 2007, Bell et al., 2002, Austin et al., 2005, Swainson and 

Silcock, 2004, Bellanger and Shank, 2010). The confusion was linked to the pharmacists’ 

uncertainty about what is expected in CPD, the usefulness of a written learning plan, and lack of a 

clear process of self-appraisal and needs identification and evaluation; this was seen as a potential 

hindrance to pharmacists’ engagement with CPD (Austin et al., 2005, Bellanger and Shank, 2010).  

2.4.1.1 Perceptions towards the concept of CPD and CPD cycle 

Evidence showed that pharmacists tend to focus on action rather than on other stages of the CPD 

cycle (Swainson and Silcock, 2004, Attewell et al., 2005). Pharmacists were also found to have 

difficulties in identifying their training and learning needs or evaluating their participation in CPD 

activities (Bell et al., 2002, Attewell et al., 2005, Power et al., 2011).  
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The process of identifying learning needs and implementing new knowledge in improving practice 

and patient care could be considered unfamiliar territory for many pharmacists (Power et al., 2011, 

Austin et al., 2005). Studies have shown that pharmacists have expressed some frustrations about 

the CPD process as well, mostly related to documentation associated with the CPD portfolio, and 

stated that it needs to be concise and manageable over time (Dopp et al., 2010, McConnell et al., 

2012, McConnell et al., 2010, Haughey et al., 2007).  

2.4.1.2 Perceptions towards mandatory CE/CPD requirements  

Pharmacists were found to be in favour of making CE/CPD mandatory (Attewell et al., 2005, Bell 

et al., 2002, Chambers et al., 2013, Haughey et al., 2007, Mohamed Ibrahim, 2012). Pharmacists 

believed that CPD should be mandatory to improve the standards in pharmacy practice and to 

improve both the public’s and other healthcare professionals’ perceptions of the profession 

(Attewell et al., 2005, Bell et al., 2002). Mandatory CPD was seen as an enabler to demand study 

leave and present a better case for adequate remuneration (Bell et al., 2002). Making CE/CPD 

mandatory would be the necessary stimulus required for pharmacists to participate’(Bell et al., 

2002, Chambers et al., 2013, Marriott et al., 2007, Elsayed et al., 2015).  

One study reported that CE non-attenders admitted that a mandatory system would be the right 

option for them because they needed some external pressure (Driesen et al., 2007). Where 

mandatory CPD requirements existed, pharmacists raised concerns about lack of support and other 

barriers which would make the situation difficult for them to earn the mandatory CPD points 

(Elsayed et al., 2015). 

Pharmacists’ perspectives towards CPD may change over time due to changes in registration 

requirements. A 2002 study that investigated the perceptions of pharmacists in Northern Ireland 

(NI) towards CPD before it became mandatory in the country showed that they perceived it was 

essential for all practising pharmacists to engage in CPD as it is an excellent means by which they 

can continually update their professional knowledge and skills (Bell et al., 2002). They also 

believed that the implementation of mandatory CPD would ensure a higher quality of patient care 

and would make pharmacists more confident in their approach to patients and other healthcare 

professionals. A further study was completed in NI in 2004 during the pilot period of the CPD 
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system, prior to the introduction of mandatory CPD, and showed that the responses of the 

pharmacists in this latter study differed significantly from those of the pharmacists in the first study 

(Haughey et al., 2007). Respondents in the latter study were less likely to strongly agree/agree 

with some of the positive statements that were included in the earlier study. They were significantly 

less likely to agree with the following statements: “CPD is a beneficial use of pharmacists’ time”, 

“The implementation of CPD would ensure a higher quality of patient care”, “CPD is an excellent 

means by which pharmacists can update their professional knowledge and skills” and “Engaging 

in CPD will make pharmacists more confident and professional in their approach to patients”. The 

significant changes were explained by the fact that the majority of the respondents continued to 

engage in CE, as opposed to CPD (Haughey et al., 2007).  

2.4.1.3 Pharmacists’ perceptions in relation to practice settings  

With regard to practice settings, studies reported that community pharmacists were less likely to 

adopt the concept of CPD than pharmacists working in the hospital or primary care sectors (Bell 

et al., 2002, Chambers et al., 2013). The reason proposed for this difference in opinions was that 

the hospital pharmacy sector was quicker in adopting the concept of clinical governance and CPD 

to encourage pharmacists to move towards such a model of practice to ensure excellence in the 

delivery of services to patients. Hospital pharmacists reported having a supportive working 

environment and being less isolated than those working in community pharmacies, where 

pharmacists often work alone and have little time to devote to CPD (Bell et al., 2002). Moreover, 

pharmacists working in community pharmacies were found to have attended fewer CE/CPD events 

compared to pharmacists working in hospital settings (Mohamed Ibrahim, 2012, Bell et al., 2002, 

Chambers et al., 2013, Swainson and Silcock, 2004). Although pharmacists practising in rural 

areas felt disadvantaged as they might not be able to access CE/CPD activities freely, they did not 

find it difficult to meet mandatory requirements (Chambers et al., 2013, Scott, 2010).  

2.4.2 Factor 2: needs-based education  

Studies showed that education programmes that are “needs-based” resulted in cost-favourable 

training and yielded an improvement of both attendee knowledge and patient care (McConnell et 

al., 2009, Saenz et al., 2010, Annable, 2004). Studies also showed that educators who implemented 
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“needs-based” educational programmes showed a positive impact on participants’ practice and the 

delivery of improved care to their patients (Hussainy et al., 2006, Hussainy et al., 2010a, Hussainy 

et al., 2010b, McConnell et al., 2009, Saenz et al., 2010, Wheeler et al., 2013). Wheeler et al. 

(2013) and Hussainy et al. (2010b) reported that educational programmes that were based on needs 

assessment of community pharmacists were found to improve pharmacists’ knowledge and skills 

and enhance their confidence in providing pharmaceutical services to patients and to better 

collaborate with other healthcare providers.  

For pharmacists to meaningfully engage in a “needs-based” education, relevant topic, suitable 

timing, and accessibility (e.g. to the training site and educational material) should be ensured.  

With regard to topic preference, pharmacists reported that topics of CE/CPD activities should be 

interesting and relevant to their practice. Topics preferred ranged between those related to 

therapeutics and pharmaceutical care (e.g. pharmacotherapy in disease management), clinical 

skills topics (e.g. communication, pharmacokinetic monitoring and identification of drug-related 

problems) and management topics (e.g. human resource management, budgeting, and strategic 

planning) (Austin et al., 2005, Cordero et al., 2004, Driesen et al., 2005, Mohamed Ibrahim, 2012, 

Romagnoli et al., 2016, Scott, 2010, Wilbur, 2010). In addition, the healthcare needs of society 

were also reported as an important topic to include in a CE/CPD activity (Cordero et al., 2004). 

Pharmacists also expressed a preference for topics related to innovations in disease management 

and pharmacy practice (Elsayed et al., 2015, Hasan, 2009). This diversity in preferred topics could 

be linked to pharmacists’ years of experience. Raymond and Woloschuk (2011) reported that 

younger or inexperienced pharmacists expressed a higher need for specific patient care topics, 

while older and more experienced pharmacists expressed a higher need for managerial and 

technical topics.   

Timing of a CE/CPD activity was shown to be an important factor that would encourage 

pharmacists to attend an activity. Pharmacists’ preferred time for a CE/CPD activity varied. A 

2012 study reported that 47% of surveyed Egyptian pharmacists preferred a full-day programme, 

while only 29% preferred a multi-day programme, with Saturday morning being the most desired 

and Thursday evening the least acceptable time for a live programme (Mohamed Ibrahim, 2012). 

Pharmacists in Malaysia were also in favour of a one-day CPD event compared to multiple-day 
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CPD events (Elsayed et al., 2015). On the other hand, respondents of a Spanish study indicated a 

significant preference for daily CE classes outside working hours over weekend classes (mean 

(±SD)) 6.23 (±0.34) compared with 5.20 (±0.36); P < 0.0005 (Cordero et al., 2004). Another study, 

conducted in Australia, showed that weekend activities might be difficult for pharmacists with 

young families (Marriott et al., 2007). As pharmacists in different countries may have slightly 

different duty schedules, CE/CPD activities need to be planned flexibly to fit within their busy 

daily schedules.    

Preferred mode of delivery for educational opportunities also varied. A 1988 study which surveyed 

pharmacy departments in 445 large general hospitals reported that the most-used formats for in-

house training were a 60-minute lecture, videotaped instruction and teleconference (Craig and 

Clark, 1988). Types of human resources used for developmental training programmes included 

pharmaceutical sales representatives (77%), clinical pharmacists (77%) and staff pharmacists 

(74%). A few respondents indicated that they used the help of a physician (52%), nurse (39%), 

university or college faculty (36%), pharmacy student (34%) or pharmacy resident (31%) to 

provide training programmes within their hospitals (Craig and Clark, 1988).  

However, in recent years, pharmacists have expressed their preference for an accessible resource 

or educational programme such as live presentations/lectures and workshops in interactive formats 

such as small group discussion (Austin et al., 2005, Bellanger and Shank, 2010, Chambers et al., 

2013, Cordero et al., 2004, Driesen et al., 2005, Hasan, 2009, Maio et al., 2003, Marriott et al., 

2007, Mohamed Ibrahim, 2012, Swainson and Silcock, 2004, Wilbur, 2010, Hussainy et al., 2006). 

Pharmacists were found to favour structured learning activities such as expert-led workshop or 

lectures because of the opportunity to interact with peers, rather than for the content or expert 

delivery (Austin et al., 2005, Driesen et al., 2005, Mc Namara et al., 2007). Moreover, pharmacists 

believed that the content of a CPD activity needs to be more clinical or contain hands-on tasks and 

problem solving, the content and context of which they would remember for a long time (Marriott 

et al., 2007).  

With the advances in technology, online platforms were shown to enable developers to use 

different activities such as noticeboard activities to enhance reflective learning, moderated 

discussion group activities to encourage interaction with peers, self-assessed MCQs to enable 
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participants to test their knowledge and understanding, and case studies to support participants in 

solving problems using newly gained and prior knowledge, as well as role-play videos, case 

vignettes, animated video, narratives and traditional lecture material (Hussainy et al., 2010b, 

Wheeler et al., 2013). The use of interactive tools would enable pharmacists to enhance their role 

in day-to-day practice. 

2.4.3 Factor 3: a support system for professional development   

The need for a support system to adopt a lifelong approach has been highlighted in the literature. 

The ability to apply what has been learnt after attending CE/CPD to real-world practice could be 

a challenge to many pharmacists (Austin et al., 2005). Availability of a support system was part of 

pharmacists’ concerns about CPD becoming mandatory in their country (Elsayed et al., 2015, 

Swainson and Silcock, 2004, Wilbur, 2010). Workshops and seminars on CPD, peer support, 

guidance on documentation, financial support or a financial incentive, support from employer, 

consistent training, and follow-up were emphasised as means of support (Austin et al., 2005, Dopp 

et al., 2010, Elsayed et al., 2015, Haughey et al., 2007, Swainson and Silcock, 2004, Power et al., 

2011). Another study also reported that a need existed to develop systems for support such as 

meeting with other pharmacists to share information and ideas, guidance on how to develop 

personal objectives, and easier access to information through providing access to the internet in 

the workplace (Attewell et al., 2005). Pharmacists also emphasised the impact of their working 

environment on their motivation to learn and the applicability of CPD (Mc Namara et al., 2007).  

Support for adopting a CPD model was found more available to hospital and primary care 

pharmacists compared to pharmacists working in the community (Bell et al., 2002, Swainson and 

Silcock, 2004, Power et al., 2011). Hospital pharmacists usually have more support from their 

employers and colleagues as well as access to resources and in-house training and are therefore 

less isolated than those working in the community (Bell et al., 2002, Power et al., 2011). 

Pharmacists working in primary care would also have such support – as local health boards often 

employ them – and hence a managerial and collegial support system exists in addition to ready 

access to learning resources (Bell et al., 2002, Swainson and Silcock, 2004).  
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Two randomised controlled studies were conducted to determine whether a structured educational 

intervention would support pharmacists’ utilisation of a CPD model (Dopp et al., 2010, McConnell 

et al., 2012, McConnell et al., 2010). The studies tried to determine whether pharmacists who 

adopted a CPD approach (as demonstrated by participation in a structured certificate programme 

to develop the knowledge and skills deemed necessary) were more or less likely to assess and 

identify their professional learning needs, develop and implement a personal learning plan, 

evaluate their learning outcomes and document each of these elements compared to pharmacists 

who utilised a traditional approach to CE without a structured intervention. McConnell et al. 

(2010) claimed that pharmacists who participated in CPD more often reported that various aspects 

of their practice (e.g. their professional knowledge, skills and attitudes) improved as a result of 

their educational activities compared with professionals who participated in traditional CE. 

Significant changes in learning behaviour/activities (plan, act, evaluate) from baseline to follow-

up between intervention and control groups were also reported (McConnell et al., 2012). The 

intervention group were found to be able to identify specific learning objectives, select education 

activities to achieve a specific learning objective, document their learning plan, use work and 

project-related stimuli for participation in educational activities, and review their education 

activities to evaluate impact/outcomes of their learning (McConnell et al., 2012). The studies 

concluded that, with consistent training, support and follow-up, pharmacists can develop the 

knowledge and skills to adopt a CPD approach to their lifelong learning and professional 

development, including the creation and maintenance of a personal CPD portfolio (Dopp et al., 

2010, McConnell et al., 2012, McConnell et al., 2010). 

2.4.4 Factor 4: barriers to participation in CE/CPD activities  

Lack of time was the most frequently reported reason for not engaging in a CE/CPD activity 

(Attewell et al., 2005, Bell et al., 2002, Driesen et al., 2005, Chambers et al., 2013, Hasan, 2009, 

Prot-Labarthe et al., 2013). Poor timing of a CE/CPD activity was also reported as a barrier to 

participation (Hasan, 2009, Wilbur, 2010, Marriott et al., 2007). Pharmacists highlighted that the 

demands of work and family and other commitments create conflicting priorities as well as 

additional strain on already overworked pharmacists as sometimes they found it difficult to get 

away from work and find replacement staff (Marriott et al., 2007, Elsayed et al., 2015). 
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Pharmacists found that incorporating CPD/CE attendance with vacation time was of assistance, 

but not always possible to arrange (Marriott et al., 2007). 

Other reported barriers were related to CE/CPD activities’ relevance, quality and availability. Lack 

of proper programme planning, lack of awareness of available opportunities and lack of systematic 

educational opportunities on critical skills such as self-assessment were also highlighted in the 

literature (Marriott et al., 2007, Elsayed et al., 2015, Wilbur, 2010, Austin et al., 2005, Driesen et 

al., 2007, Mc Namara et al., 2007). Also, some activities (e.g. those related to HIV or liver 

transplant) were perceived as very specific or considered not relevant to pharmacists’ current 

practice (Marriott et al., 2007, Chambers et al., 2013, Romagnoli et al., 2016, Prot-Labarthe et al., 

2013). 

Moreover, studies showed that barriers might be related to the CPD/CE activity’s mode of delivery 

such as: how user friendly the available course or package is, lack of locally available face-to-face 

activities, distance to location, and lack of free and easy to receive print material (Chambers et al., 

2013, Hasan, 2009, Marriott et al., 2007, Wilbur, 2010, Elsayed et al., 2015, Attewell et al., 2005, 

Romagnoli et al., 2016).  

Evidence showed that cost and lack of financial remuneration, loss of interest in pharmacy in 

general and viewing CPD/CE as a low priority were also perceived as barriers to participation in 

CE/CPD activities (Attewell et al., 2005, Driesen et al., 2005, Bell et al., 2002, Chambers et al., 

2013, Hasan, 2009, Wilbur, 2010, Marriott et al., 2007, Elsayed et al., 2015, Driesen et al., 2007, 

Mohamed Ibrahim, 2012, Mc Namara et al., 2007, Prot-Labarthe et al., 2013).  

Studies have shown that pharmacists who attended CE/CPD activities may feel frustrated due to 

the inability to share learning between colleagues within the same practice site. Pharmacists also 

highlighted a few challenges related to the pace and intensity of pharmacy practice (community 

pharmacy), time and resources management (manager support), lack of information and 

understanding of the concept of CPD, difficulties in identification of learning needs and evaluation 

of one’s own learning, lack of confidence in their own abilities and lack of role models, all of 

which could be seen as lack of support systems (Bell et al., 2002, Austin et al., 2005, Marriott et 

al., 2007, Elsayed et al., 2015).  
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Having internal or local policies that regulate pharmacists’ professional development was seen as 

an important asset to overcome the majority of the mentioned barriers. Studies reported that 

policies that mandate CE, clarify the mechanism for accessing CE/CPD, and activate a mentorship 

scheme and peer referencing may provide pharmacists with the confidence necessary to participate 

in CE/CPD activities (Marriott et al., 2007, Austin et al., 2005)  

2.5 Discussion and conclusions 

The literature review has explored factors affecting pharmacists’ perspectives on, and engagement 

in, CE and CPD globally. Findings from this review may suggest that pharmacy professional 

development is multi-factorial. Perception towards CE/CPD, needs-based education, support for 

professional development, and overcoming barriers to participation in CE/CPD by developing 

policies that regulate career advancement were identified as the main factors in this review.   

Evidence showed that pharmacists’ perceptions about CE/CPD varied depending on the model 

adopted (e.g. CE versus CPD), mandatory requirements and their practice settings. However, the 

retrieved studies did not investigate how pharmacists’ attitudes and perceptions can be translated 

into better engagement with the adopted models. This review showed that a CPD model is still 

confusing for some pharmacists coupled with challenges to complete all five steps of the CPD 

cycle. Moreover, mandatory CE requirements may force some pharmacists to engage in their non-

preferred activities to accumulate the required number of CE credits. 

Needs-based education that maintains a professional’s competence is a principal factor of 

pharmacy professional development. Findings from this review also showed that, for pharmacists 

to meaningfully engage in learning and training activities, education needs to be continuous, 

learner-driven, and fulfil personal and practice needs. Learning opportunities which fulfil practice 

and learner needs ensure job and personal satisfaction, enable pharmacists to implement new skills 

into daily practice and help them to meet the challenges of their evolving roles. However, findings 

in this literature review showed that pharmacists reported difficulties in the identification of 

learning needs. Although identifying pharmacists’ learning needs may help educators and 

professional bodies to strategically outline workforce development plans and deliver learning 

activities that are outcomes-based and relevant to pharmacists, there is a paucity of data on what 
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strategies could be used to meet pharmacists’ CE/CPD needs effectively. Competency frameworks 

could be a potential tool to help pharmacists match their performance with standards to identify 

their learning needs and in turn guide their career development (Brown et al., 2015, Mills et al., 

2010, Marriott et al., 2007).  

Support for professional development was identified as another factor that may affect pharmacists’ 

perspectives and engagement in relation to CE and CPD. Pharmacists need support to learn, to 

improve their practice, to evolve personally and professionally, and to introduce new 

pharmaceutical services. Support may come from managers, educators, peers and work 

environment (e.g. availability of resources). When individual pharmacists receive the support they 

need, this may fill the gap between learning and application.  

The final factor that has been identified in this review is strategic policies and regulations that 

would allow pharmacists to overcome some of the identified barriers to participation in CE/CPD 

activities. Reported barriers to participation in CE/CPD activities may shed light on the strategies 

needed to adopt a flexible CE/CPD model. However, the results of different studies should be 

examined in relation to the context and practice environment rather than in isolation. Adopting a 

system or a model that helps pharmacists to overcome these barriers may allow a better 

understanding of the importance of CPD and motivate them to adopt such a model in practice. 

Leaders and policymakers need to work collaboratively to activate internal/local regulation to 

overcome the barriers that are stopping professionals from evolving personally and professionally. 

Policies and regulatory statements are the umbrella that ensures the advancement of the profession. 

Static policies may hinder the required development of individuals and may even act as an obstacle 

against the improvement of pharmaceutical healthcare services. Therefore, any policy should be 

updated regularly and must be aligned with national and international healthcare needs.   

In conclusion, although this review identified the factors affecting pharmacists’ participation in 

lifelong learning activities such as CE/CPD, there was a lack of research that utilised these factors 

to establish a CPD structure or theoretical model that contemplated the connections between these 

factors. A need therefore exists to fill the gap in literature with a more inclusive study that is aimed 

at gaining in-depth understanding of the connection between needs-based educations, support for 
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professional development, and policies that would help construct a CPD model to guide leaders 

and policymakers to make more informed decisions with regard to pharmacy workforce education 

and development. Moreover, studies in this review shed some light on pharmacists’ perceptions 

and beliefs; however, the majority of the studies were conducted in the US, UK, Canada and 

Australia. There is limited evidence about pharmacy professional development from the EMR and, 

specifically, the GCC countries, and further research evaluating pharmacy CPD and workforce 

development is therefore necessary. With the lack of pharmacy workforce education and 

development research in these countries, the present study will fill the gaps in the literature by 

obtaining a better understanding of the pharmacy workforce development in one of the GCC 

countries: Kuwait.  
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Chapter 3: General Methodology  

This chapter presents the study design for this research project, the rationale for methods used in 

this research project, research reflexivity, validity and credibility of data, and, finally, it discusses 

the procedure used for data protection and ethical approvals 

3.1 Research design  

In order to answer the research questions (section 1.11), this research aimed to evaluate 

stakeholders’ (e.g. pharmacists, education providers, policymakers) perspectives and decide on 

effective actions to address areas for improvement with regard to pharmacists’ professional 

development in Kuwait. This involved using qualitative and quantitative methods (e.g. interviews 

and questionnaires) to engage top-level leaders and those with lived experience at the point of care 

as a way to obtain a holistic view and more robust understanding of the problem under study 

(Denzin and Lincoln, 2011, Robson, 2011).  

In qualitative research, data are collected in the field at the site where participants experience the 

issue or problem under study (Creswell, 2014). It is a major characteristic of qualitative research 

that is intended to gather information by directly talking to people within their context. In this 

approach, the researcher keeps a focus on learning the meaning that the participants hold about the 

problem or issue, not the meaning the researcher brings to the research or that writers express in 

the literature (Creswell, 2014). Qualitative research has some limitations. Findings from 

qualitative studies may not be representative or generalisable. Moreover, qualitative research 

usually generates dense and rich textual data, and therefore data analysis and interpretation could 

be time-consuming and subjected to researcher bias.  

Quantitative research, on the other hand, is a means of collecting numerical data that could be 

statistically analysed  and generalised results from a large sample population  (Creswell, 2014, 

Bowling, 2014). One advantage of using a quantitative approach is that it permits researchers to 

examine individual variations in characteristics or traits and is intended to generalise data from a 

sample to a population (Creswell, 2014, Cohen et al., 2017). Although quantitative research can 

provide a detailed examination of participants’ experiences, it has the limitation of not adequately 

explaining why certain behaviours were observed (Creswell, 2014).     
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The rationale for mixing qualitative (e.g. interviews) and quantitative (e.g. questionnaire) methods 

in this research is that neither quantitative nor qualitative methods alone are sufficient to capture 

the whole phenomenon. Triangulation is another reason for using mixed methods design in the 

present study. Triangulation allows for corroboration between quantitative and qualitative data, 

which yields greater validity and credibility in a study (Bryman, 2006). Mixed methods research 

has been widely used in education, sociology and health sciences. Within this design, research 

methods can be combined in a variety of ways (Robson, 2011). Creswell (2014) and Robson (2011) 

outlined three main mixed methods designs, as shown in Table 3.1.   

Table 3.1: Types of mixed methods designs 

Mixed methods design Explanation 

Convergent parallel  • Qualitative and quantitative methods used separately, 

independently and concurrently.   

Explanatory sequential  • Quantitative data collection and analysis followed by 

qualitative data collection and analysis.  

• Qualitative data helps to explain and interpret the findings 

from the quantitative study.  

Exploratory sequential  • Qualitative data collection and analysis followed by 

quantitative data collection and analysis.  

• Used to explore a phenomenon and to see if data from a few 

individuals can be generalised to a larger sample of a 

population.  

In this research project, a sequential exploratory mixed methods approach was employed. The 

rationale for using an exploratory mixed methods approach is that the primary focus of this design 

is to explore a phenomenon (Creswell, 2014). Employing qualitative and quantitative methods 

allows a comprehensive investigation of the current situation and understanding the problem under 

study more completely (Creswell, 2014, Tashakkori et al., 2003, Bryman, 2006). A mixed 

methodological design has the strength of utilising both qualitative and quantitative research 

methods and minimising their limitations as well as enhancing the validity of the findings 

(Creswell, 2014, Robson, 2011). Although mixing quantitative and qualitative methods is more 

time consuming than carrying out quantitative research alone or qualitative research alone, it has 

the advantages of answering different research questions and enabling researchers to deal with 

complex phenomena and situations (Robson, 2011).  
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3.2 Project overview  

A sequential mixed methods design was used in which a literature review was conducted, followed 

by a series of studies. In the first study, focus groups and semi-structured interviews were 

employed to determine pharmacists’ and CPD providers’ perceptions, attitudes and behaviours 

towards CPD. Interview transcripts were analysed using the framework analysis method. The first 

study informed the development of the Continuing Professional Development Model (Co-

ProDeM). Using the developed CPD model, the researcher identified and prioritised areas for 

pharmacy workforce development in Kuwait. Developing competency frameworks was identified 

as the priority; therefore, the second study employed an online national questionnaire to assess 

pharmacists’ perception towards the relevance of a set of behavioural statements to their current 

practice in order to develop the Kuwait Foundation Competency Framework (KFCF). Data from 

the national survey were analysed using IBM SPSS Statistics for Windows version 25. The third 

study aimed to validate the KFCF and to assess its acceptability as a developmental tool from the 

pharmacists’ perspective and to create an action plan targeting the areas of disagreement from 

educators’ and decision-makers’ perspectives. This was achieved by focus groups conducted with 

pharmacists, educators and decision-makers. Data from the focus groups were thematically 

analysed.  

Guided by the Co-ProDeM, and supported by the KFCF as well as the action plan for 

implementation, designing and delivering a national foundation training programme was seen as 

the first recommendation from this research project.    

Figure 3.1 presents an overview of the project and the sequence of different studies conducted in 

this research project. Data were collected and analysed at different time points and by using 

different methods.  
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Figure 3.1: Overview of the sequence of studies in this research project    
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3.3 Research methods  

In this research project, and through employing the sequential explanatory mixed methods, 

findings from every study influenced the design and aim and objectives for the next study. This 

allowed the researcher to evaluate and target areas for improvement from an evidence-based 

standpoint (Tashakkori et al., 2003).  

Table 3.2 summarises the methods employed in this research project. Subsequent sections explain 

and provide justification of the chosen methods that were used to achieve the aim and objectives 

of the present research project.  
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Table 3.2: Overview of the methods employed in this research project  

 Study 1 Study 2 Study 3 

Aim 

- To determine 

pharmacists’ perceptions, 

attitudes and behaviours 

towards CPD as well as 

their education priorities 

and needs  
 

-To evaluate CPD 

opportunities that are 

provided by the main 

pharmacy CPD providers in 

the country to support 

pharmacists’ professional 

development 

-To develop the Kuwait Pharmacy 

Foundation Competency 

Framework, an evidence-based 

tool that would help to create clear 

and purposeful post-graduation 

education and support 

pharmacists’ career development 

- To determine the 

acceptability of the KFCF as a 

developmental tool from the 

pharmacists’ perspective 

 

- To create an action plan 

targeting the areas of 

disagreement identified in the 

KFCF from educators’ and 

decision-makers’ perspectives 

Target 

population 

Pharmacists and main CPD 

providers in Kuwait  
Pharmacists  

Pharmacists, CPD providers, 

educators and relevant 

decision-makers (e.g. KuPhA, 

MoH) 

Sampling 

Pharmacists: convenience 

and snowball sampling 

(n=33) 

CPD providers: purposive 

sampling (n=3) 

Phase: 1: Content analysis of 

selected competency frameworks   

Phase 2: Consensus panels: 

purposive sampling (n=9) 

Phase 3: Survey: all emails 

included in the pharmacist registry 

list provided by the KuPhA 

(n=1483), and snowball sampling 

to increase the response rate  

Pharmacists:  

Convenience sampling (n=18) 

 

CPD providers, Educators, 

and relevant decision-makers 

Purposive sampling (n=5) 

Data 

collection 

Focus group with 

pharmacists and individual 

semi-structured interviews 

with CPD providers using a 

developed interview topic 

guide 

Phase: 1: Content analysis of 

selected competency frameworks   

Phase 2: Consensus development 

panels and  

Phase 3: Self-administered online 

questionnaire 

Focus group discussion  

 

Data 

processing 

and 

analysis 

-Interviews were 

transcribed verbatim 

 

-Data were coded and 

processed using 

MAXQDA-12 software 

 

-Data were analysed using 

the framework analysis 

method 

-Consensus on relevant and not 

relevant behaviours was 

descriptively analysed using Excel 

for Windows   
 

-Replies to the questionnaire were 

automatically coded and exported 

using (Qualtrics, Provo, UT, USA) 

 

-Survey data were processed using 

SPSS 
 

-Survey data were analysed using 

descriptive and inferential analysis   

-The focus group with the 

pharmacists was not recorded, 

but the researcher collected the 

written answers from all groups 

 

-Interviews with CPD 

providers, educators and 

relevant decision-makers 

were transcribed verbatim 

 

 -Similar to study 1, data were 

coded and processed using 

MAXQDA-12 software 

 

-Data were analysed 

thematically 
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3.3.1 Qualitative methods employed for this research project  

3.3.2 Focus groups  

The focus group is a useful exploratory tool to elicit a wide range of views, perceptions or 

understanding of an issue. Focus group interviews have the potential to generate unexpected or 

novel knowledge as well as providing an open, supportive environment in which participants talk 

in depth, allowing for a deeper understanding of an issue (Braun and Clarke, 2013, Krueger, 2015). 

The face-to-face interaction between participants mimics ‘real-life’, with people talking to each 

other, expressing their feelings and sharing their experiences (Braun and Clarke, 2013, Creswell, 

2014). One limitation of conducting a focus group is social desirability bias, where interviewee 

may illustrate or report good behaviours or experiences to please the interviewer or other 

participants (Bergen and Labonté, 2019). another limitation is that focus group is consume time in 

recruitment, logistics, and trying to make sense out of data that are complex (Kidd and Parshall, 

2000).   

Focus groups, as a qualitative approach for data collection, were used in studies 1 (Chapter 4) and 

3 (Chapter 7) in this research project. By using focus groups, participants would be able to explore 

and clarify their views, comment on each other's experiences and create discussion in a way that 

would be less easily accessible in a one-to-one interview. For these reasons, focus groups with 

pharmacists were conducted in this research project. Details about participant recruitment and how 

the focus groups were conducted for each study are presented in the respective chapters.   

3.3.3 Semi-structured interviews  

Interviews are used to examine the experiences, concerns and priorities of participants, in context 

and with their reasoning (Smith, 2010). In this research project, individual interviews were 

conducted with the three main CPD providers in Kuwait. In-depth individual semi-structured 

interviews with CPD providers were employed for study 1 (Chapter 4). Individual interviews were 

chosen as this allowed the researcher to deeply examine each CPD provider’s plans and future 

strategies with regard to pharmacy CPD in Kuwait (DiCicco‐Bloom and Crabtree, 2006). A semi-

structured design for the interviews was employed because it allowed the researcher to follow a 

predetermined question construction for each interview but at the same time allowed for a more 
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detailed examination of the pertinent views and experiences of participants (Smith, 2010, Robson, 

2011). Details of the interview process is presented in Chapter 4.   

3.3.4 Quantitative methods employed for this research project  

3.3.5 Questionnaire  

Compared to other data collection methods (e.g. focus groups and interviews), questionnaires are 

relatively low cost and practical for a large sample (Ponto, 2015, Cohen et al., 2017). Moreover, 

improving the visual appeal and graphics of surveys by using electronic questionnaires can help 

reduce measurement error (i.e., lack of validity or reliability) and help ensure a better response 

rate (Ponto, 2015).  

A self-administered online questionnaire was employed in study 2 (Chapter 6) of this research. In 

a self-administered questionnaire, respondents may be more honest if their responses are 

anonymous and not face-to-face (Cohen et al., 2017), and this would reduce the research bias 

(Cohen et al., 2017, Robson, 2011, Smith, 2010). Moreover, online questionnaires are a practical 

method as respondents can access the questionnaire at a time convenient to them using their 

computers or smartphones, and they can save their incomplete responses and re-access their 

questionnaire later at any time (Cohen et al., 2017). Details on questionnaire design and 

distribution used in study 2 of this research project are presented in Chapter 6 .  

3.4 Triangulation approaches used in this research project  

Triangulation is the use of multiple methods of data collection in a single study (Cowan, 2011). 

Triangulation attempts to map out or explain more fully the richness and complexity of human 

behaviour by studying it from more than one standpoint by making use of both quantitative and 

qualitative data. It is claimed that triangulation is a powerful way of demonstrating concurrent 

validity, particularly in qualitative research (Denzin and Lincoln, 2011). Denzin (1989) explained 

four methods for triangulation: data triangulation, investigator triangulation, theoretical 

triangulation and methodological triangulation (Table 3.3).  
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Table 3.3: Methods of triangulation 

Triangulation method Description  

Data triangulation Different data sources: time, space and person. 

Investigator triangulation Data collected independently by more than one 

observer/research.  

Theoretical triangulation Draws upon alternative or competing theories in preference to 

utilising one viewpoint only. 

Methodological  

triangulation 

‘Within methods’: concerns the reapplication of a study as a 

check on reliability and theory confirmation. 

‘Between methods’: involves the use of more than one method 

in the pursuit of a given objective. 

 

Investigator and theoretical triangulation were not employed in this research. Due to limited 

resources, having more than one investigator was not possible; moreover, drawing upon alternative 

or competing theories was not within the scope of this research as the main aim here is to explore 

and evaluate the current CPD issues in Kuwait. However, this research employed data and 

methodological triangulation.  

In this research project, data were collected from different sources, and both categories of 

methodological triangulation were employed. In study 1, triangulation within methods – where the 

evaluation of pharmacists’ perceptions and attitudes towards CPD was re-applied to CPD 

providers – was employed as a check for the reliability of the findings. This was also employed in 

study 2, where the relevance of behaviours was first assessed with consensus panels and then using 

a national survey. Using a mixed methods design, in this research project, “between methods” 

triangulation was also employed. The use of qualitative and quantitative methods allowed the 

researcher to gain different perspectives from data and use them to provide a fuller picture 

(Williamson, 2005).   

3.5 Reliability, validity and creditability of data 

Concepts such as validity, reliability and generalisability are typically associated with quantitative 

research and used to assess if the study findings are precise, consistent and transferable to other 

settings (Noble and Smith, 2015). In a qualitative approach, however, validity and reliability are 

conceptualised as trustworthiness, rigour and credibility (Noble and Smith, 2015, Denzin and 
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Lincoln, 2011). It has therefore been suggested that reliability and validity in qualitative 

approaches can be achieved through the improvement of the credibility of the research methods 

and data. Validity in qualitative research refers to how accurately the data gathered represent 

participants’ views of the researched phenomenon (Creswell, 2014), while reliability, in qualitative 

research, relates to the reproducibility and stability of the collected data. This is linked to aspects 

of conducting interviews, data processing and analysis. Thus, reliability can be enhanced by using 

a good-quality recording device, verbatim transcribing of the recorded data, and by maintaining 

consistency about data processing and analysis (Creswell, 2014).  

Several measures were undertaken to enhance the reliability, validity and credibility of qualitative 

and quantitative data generated from this research project. Moreover, “within methods” and 

“between methods” triangulation approaches were used to corroborate findings from the 

qualitative and quantitative studies in this research project. 

The credibility of qualitative data was maintained by continuously and thoroughly discussing data 

collection and analysis processes with research supervisors and KU collaborators. Moreover, the 

interview topic guides were designed carefully to address the research questions, pre-tested to 

confirm clarity and remove ambiguity, and reviewed by project supervisors and KU collaborators 

and modified accordingly. To enhance the credibility of qualitative data collection and analysis, 

the researcher also attended training courses to familiarise herself with qualitative data 

management and analysis and to improve her interviewing and facilitation skills. The researcher 

conducted all the interviews to maintain consistency across groups and to minimise the variability 

that can occur when using multiple interviewers. Interviews were audio-recorded, transcribed 

verbatim and analysed using computer software to allow a systematic and comprehensive approach 

to analysis. Data from interviews were analysed in Arabic, the language in which the data were 

originally collected; all themes were reviewed by DA, a KU collaborator who has experience in 

qualitative methodology. To minimise researcher bias, researcher reflexivity was achieved through 

a research diary that documented the researcher’s assumptions, beliefs and bias that might have 

influenced the investigations and, consequently, data analysis.   

With regard to the quantitative study conducted in this research, the validity of the designed 

questionnaire was tested by two means: 1- a pre-pilot test was conducted with the research team 
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and two pharmacists to ensure face validity; 2- the questionnaire was piloted in the study setting 

to identify its suitability to record all relevant information needed in this study. All the comments 

and suggestions from the pilot testing were utilised to modify the developed questionnaire, and 

emerging issues were addressed before proceeding to the main data collection for the research. 

Moreover, the questionnaire included a “comments” field to provide participants with the chance 

to add any comments or issues that they feel are important and which have not been included 

earlier in the questionnaire. Moreover, replies to the questionnaire were automatically coded and 

exported to SPSS through QSS. This limited the errors from data entry. The data set was also 

cleaned manually and reviewed systematically to check for missing values and errors. Finally, in 

order to enhance the validity and reliability of findings from quantitative data analysis, the 

researcher attended training courses to familiarise herself with quantitative data management and 

analysis.  

3.6 Reflexivity  

Reflexivity is to critically reflect on the research process and how the researcher’s prior assumption 

and the process of data collection and analysis formed the findings (Braun and Clarke, 2013). In 

qualitative research, the researcher plays a very direct and intimate role in both data collection and 

analysis (Dwyer and Buckle, 2009). It has been argued that, in qualitative research, there is no 

neutrality as the researcher creates the world they are observing, and interpretations gathered from 

data do not exist outside the researcher’s observations (Dwyer and Buckle, 2009). However, there 

is always a need for greater awareness of one’s biases (Braun and Clarke, 2013, Dwyer and Buckle, 

2009). Therefore, the researcher  found it is important here to disclose her identity and professional 

background, and to acknowledge that she may influence the insights about how she sees and 

understands the problem under study as she influenced the different stages of the research project 

(e.g. from deciding on a research topic, communicating with and recruiting participants, through 

data collection and analysis to write up).  

The researcher  is a Kuwaiti national. she obtained her entire undergraduate and higher education 

in Kuwait. Immediately after graduation, she practised as a registered pharmacist in primary care 

polyclinics for nine months and then joined the pharmacy department at Mubarak Al-Kabeer 

hospital for about four years. After about five years in practice, the researcher had an opportunity 
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to be employed as a clinical instructor at the Faculty of Pharmacy (FOP), Kuwait University (KU), 

from where she graduated. In 2012, the researcher decided to undertake a Master’s degree in 

Clinical Pharmacy, International Practice and Policy at the University College London School of 

Pharmacy to further improve her skills and to be qualified to be promoted and progress in her 

academic career. After her return from her study abroad, in 2013, the FOP started to plan for major 

curriculum changes to cope with the advancement in pharmacy education worldwide. In the 

following years, with the advancement in the undergraduate education in Kuwait, the researcher 

noticed that pharmacists ‘out there’ (i.e. in practice) had minimal or no local/national post-

graduation opportunities. This developed her interest to undertake further research in pharmacy 

education and workforce development. In 2016, the researcher started her PhD study at University 

College London.  

Being a Kuwaiti, with academic experience and having worked in primary care and hospital 

pharmacy, the researcher felt more like her participants, which facilitated the conduct of this 

research. Also, she found that she shared the same culture and language as the participants which 

made them more comfortable in expressing themselves during the interviews and made her 

understand their experiences and views towards the improvement of pharmacy profession in 

Kuwait. However, not being actively practising at the time of this research, the researcher did not 

see herself as a true insider within pharmacy practice or academia, nor as a complete outsider, 

because of her professional knowledge and background, the researcher was neutral with regard to 

the viewpoints discussed during the interviews. This neutral position allowed her  to observe with 

her “eyes open”, aiming to have a better understanding of the complete picture without having a 

pre-determined agenda. A researcher’s similarities to and differences from their participants have 

been argued to be a source of bias to the research findings. An insider is a researcher who shares 

the characteristics, role or experience under study with the participants, while an outsider is a 

researcher who does not share participants’ commonality (Dwyer and Buckle, 2009). Insider and 

outsider researchers may see the same problem differently. Boundaries between insider/outsider 

are usually blurred, and all researchers move back and forth along the continuum depending on 

the time, location, participants and topic (Hayfield and Huxley, 2015). Being an academician with 

pharmacy practice experience allowed the researcher in the present study to move around the 
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insider/outsider spectrum when conducting the interviews and during the interpretation of the 

study findings.  

When the researcher recruited participants, she introduced myself as a researcher from University 

College London, clarifying that she was not representing Kuwait University or the pharmacy 

profession. She  decided to do that to minimise the researcher’s power and influence, and to give 

the participants more freedom to express their thoughts and concerns.  

Although researcher bias cannot be eliminated (Dwyer and Buckle, 2009), it was minimised by 

different measures, as discussed in section 3.5 in this chapter. The researcher used a reflective 

diary to note her own beliefs, assumptions and emotion after each interview. Being aware of the  

self-bias was evident in the reflection journal, which kept the researcher on track with her thoughts 

and emotions throughout the different stages of the research. Discussing with focus group 

assistants and KU collaborators helped enrich the reflective diary entries. After each focus group, 

focus group assistants helped to focus on what participants were saying and not to allow the 

researcher’s previous experience to judge any raised idea. The assistants in the workshop also 

helped the researcher to ensure that all group members were engaged with the group discussion 

and made the researcher aware of different perspectives that participants hold. Project supervisors 

also provided the researcher with regular feedback and were also involved with every step of this 

research, from study design through deciding on sampling strategies to data management and 

analysis. the researcher also discussed her research with  other PhD students who commented on 

her work and enlightened her on any “blind spots” she may have had.  

3.7 Ethical approval 

Ethical approval for this research project was granted from the Ethical Review Committee at UCL 

(Ref 10969/01) following Data Protection registration and approved permission from the necessary 

governing bodies in Kuwait such as the Health Sciences Centre Research Committee 

(VDR/EC/2955) and the Ministry of Health Scientific Research Committee (2016/487) (see 

appendices 1, 2 and 3).  
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3.8 Data protection  

Data collected for all studies in this research project were anonymised. The researcher acted in 

accordance with the existing Data Protection Act. All data that might indicate and reveal 

participants’ identity (i.e. names, phone numbers and email accounts) were erased, removed or 

shredded before the data analysis and thus were not and will not be included in reports or 

publications. All personal identification details of interview and focus group participants were 

removed, and all participants were coded with a participation identification tag including 

professional title, number and practice setting which cannot be used to identify any person in 

particular. All documents containing study data were stored in secured file cabinets accessible only 

to the researcher. Electronic files and data sets were stored in password-protected computers. All 

primary data collected will be discarded upon completion of the study. Findings were presented at 

the UCL School of Pharmacy research days, and national and international pharmacy conferences, 

and will be published in a scientific journal. Findings will also be presented and discussed with 

stakeholders who are involved in the planning, organising and conducting of CPD activities in 

Kuwait.    

 

  



  

82 

 

Chapter 4: Study 1 – Evaluating Pharmacists’ and CPD Providers’ 

Perspectives towards CPD in Kuwait  

4.1 Introduction  

From the preliminary fieldwork, it was found that pharmacy CPD is a complex topic involving 

undergraduate (initial) and postgraduate education, career development and policy formation. 

Hence the FIP document on WDGs was chosen to be used as a base for a conceptual framework 

that would guide data collection and analysis and help create an action plan for the present study 

(see section 1.10.4.1). The FIP WDGs is a framework that conceptualises the transformation of 

the pharmacy workforce from a different aspect, specifically: education, professional development 

and policy formation. Therefore, this research project started with the first stage of critical 

evaluation of these different aspects of the pharmacy workforce in Kuwait. The overall goal of the 

present study was to inform the establishment of a CPD model that applies to the Kuwait context.  

To comprehensively evaluate the current state of a complex topic such as pharmacy CPD, it was 

imperative to seek information from pharmacists working in a diversity of settings and at all career 

stages, as well as from educators and CPD providers. Interviewing both the receiver and provider 

of CPD is believed to aid in triangulating the findings and provides a better and deeper 

understanding of the studied topic.  

This chapter describes the methods used to explore and evaluate pharmacists’ perceptions, 

attitudes and behaviours towards CPD in Kuwait (where there are no regulations currently in place 

that mandate pharmacists to attend or keep a log of any CE or CPD activities) and CPD 

opportunities provided by the three main CPD providers in the country and their plans in relation 

to pharmacy CPD. Details of the methods, data collection and data analysis, as well as the study 

findings, are presented in this chapter while the implication for practice and overall conclusions of 

this research are provided in Chapter 8.  

4.2 Aim 

This study was designed to determine pharmacists’ perceptions, attitudes and behaviours towards 

CPD as well as their education priorities and needs. This study also aimed to evaluate CPD 
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opportunities that are provided by the main pharmacy CPD providers in the country to develop a 

CPD model that would support pharmacists’ professional development. 

4.3 Objectives  

1-  To explore pharmacists’ perceptions, attitudes and behaviours towards CPD as well as 

their education priorities and needs.  

2- To identify the strategic plans of the available organisations and regulatory bodies with 

regard to post-graduation education in Kuwait and their approach to meeting the 

profession’s educational needs.  

3- To identify areas that need improvement and the elements of the CPD model that would 

enhance pharmacists’ career development.  

4- To develop a pharmacy workforce development model for Kuwait. 

4.4 Study design   

To achieve the aim and objectives of this study, focus group and individual in-depth interviews 

were conducted. Pharmacists (practising in direct and non-direct patient care settings) and 

members representing the three main pharmacy CPD providers in the country previously identified 

during the preliminary fieldwork (see section 1.10.5) were recruited. All interviews were 

undertaken between December 2016 and February 2017. 

4.4.1 Pharmacists’ focus groups  

4.4.1.1 Sampling strategy and participants recruitment  

As the aim of the study was to gain an in-depth understanding of the problem or issue under study, 

sampling strategies such as convenience and snowball were employed. Recruitment was carried 

out in a variety of ways: a convenience sample of pharmacists was contacted through academic 

networking and a ‘snowball’ technique was conducted requesting interested pharmacists to ask 

their colleagues to contact the researcher if they were interested in participating. Participants were 

initially contacted by a telephone call seven to 10 days before the date of the focus group. A brief 

explanation about the purpose of the research and details of the intended time and date of the focus 

group were provided during the first telephone call. Upon agreement, a confirmation text message 
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was sent to each participant detailing the date, time and place of the focus group. One day before 

the focus group, a reminder text message was sent to each participant to confirm his/her attendance. 

Details of the date, time and place were also provided in the reminder message. No incentives were 

provided to the recruited participants.  

4.4.1.2 Conducting focus groups  

A total of six focus group interviews were conducted. The focus groups were conducted with the 

help of an assistant (SA: a pharmacist and a technician at FOP), who was responsible for the 

logistics (e.g. room booking, note-taking during the interview, the arrangement of refreshments). 

Participants were grouped and interviewed according to their practice setting: polyclinics (primary 

care), public and private hospitals (secondary care), specialised hospitals (tertiary care), 

community pharmacies, and regulatory sector including inspection department, central medical 

stores and registry department. Participants recruited were working in all practice settings (direct 

patient care and non-direct patient care), which is believed to help represent the variety of needs 

and perspectives associated with different care contexts. Group homogeneity was maintained by 

interviewing pharmacists in a similar practice setting in one group. Homogeneity is important 

because, the more homogenous the group, the more confident individuals are likely to be in voicing 

their opinion ((DiCicco‐Bloom and Crabtree, 2006, Krueger, 2015). Within-group diversity was 

also maintained (e.g. age, gender, nationality and years of experience) to capture different views 

within a practice setting. In order to reduce social desirability bias, the researcher frequently 

prompt participants during each interview to better understand their responses and behaviours in 

different situations and experiences. Moreover, the research ensured that if a head of department 

or senior pharmacist is interviewed in a focus group, no junior pharmacists from the same 

healthcare facility is recruited in that focus group (Bergen and Labonté, 2019). 

Participants in the focus group were asked to fill in a short demographic profile sheet before 

starting the interview. The demographic profile sheet asked for the following information: practice 

site, job title, years of experience, age, gender, nationality and number of CPD activities attended 

in the last two years. The demographic profile was used to ensure diversity within each group. 

Participants signed a consent form before starting the focus group. After each focus group, the 

researcher and the assistant had a 10-15-minute debriefing session. The session allowed notes to 
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be compared and comments and observations to be shared. A debriefing session was important as 

it highlights critical discussion points (Krueger, 2015).  

4.4.1.3 Focus group interview guide 

The interview guide was designed to collect data to answer the research questions (see Appendix 

4). The interview guide was developed in English to allow discussion and comments from project 

supervisors and KU collaborators. All comments were considered, and subsequent versions were 

then translated into Arabic because they would be administered among Arabic-speaking 

populations, as Arabic is the native language in Kuwait. The interview guide was translated from 

English to Arabic by the researcher as Arabic is her native language. The guide was also translated 

by KU collaborator DA, who is an academic bilingual professional, and competent in the Arabic 

language and culture as a native speaker. The researcher and DA then met to agree on a final 

translated version. A few discrepancies were solved through discussion. The focus group interview 

guide was then pre-tested with one pharmacist to ensure clarity and remove any ambiguity. 

4.4.2 Semi-structured interviews with CPD providers 

In-depth interviews with CPD providers aimed to gain insight into the opportunities and support 

available to pharmacists in relation to their professional development. Individual interviews 

provided an open discussion about the role and strategic plans of each organisation.  

4.4.2.1 Interview guide  

The guide for the stakeholder interviews contained a different set of questions compared to the 

focus group interview guide (see Appendix 5). Questions were asked to gain more information 

about CPD providers’ current and future plans and goals they would like to accomplish that are 

related to pharmacy professional development.  

4.4.2.2 Participant recruitment  

Using purposive sampling, the researcher purposively selected the three main CPD providers in 

the country (KU, LSA and KuPhA). Members responsible for pharmacy CPD in the three institutes 

were contacted initially via email. The invitation email detailed the purpose of the research and 

asked for suitable dates/times for the interview. Upon agreement, a confirmation email was sent 



  

86 

 

detailing the date, time and place of the interview. A reminder email was also sent one day before 

the interview.  

4.4.2.3 Conducting in-depth interviews 

The researcher conducted three individual interviews with the CPD providers. Individual 

interviews allowed CPD providers to discuss their plans and perceived challenges freely. The 

researcher opened each interview with a brief explanation of the aim and objectives of the research 

project and assured the interviewee that there would be complete confidentiality and anonymity.  

4.4.3 Data collection  

From this section forward, the word “interviews” will indicate both focus groups with pharmacists 

and in-depth interviews with CPD providers.  

All interviews were conducted at FOP, KU. This site was chosen because of the availability of 

meeting rooms and its convenience for the participants. All interviews were conducted in Arabic, 

which is the first language of all participants, to avoid problems of interpretation and ensure 

accurate meaning was captured during data collection (Smith et al., 2008, Esposito, 2001). 

Interviews were 60-90 minutes in duration. All interviews were audio-recorded using a digital 

interview recorder, Olympus Digital Voice Recorder DM-650, provided by the research 

institution. This generated a total of 10 hours and 53 minutes of recorded material. 

The researcher kept a reflection journal as a way to maintain trustworthiness and credibility of the 

methods used and to reduce researcher bias and subjectivity. In qualitative research, reflective 

practice helps the researcher to record feelings and impressions and also helps to capture the main 

findings of an interview. Writing notes and memos as part of the reflection journal also helped to 

record themes that needed further exploration.   

4.4.4 Data management  

4.4.4.1 Access and storage 

Confidentiality of data obtained was maintained throughout this research. All participants’ 

personal identification details were removed, and all participants were coded with a participation 



  

87 

 

identification tag including professional title, number and practice setting. All data that might 

indicate and reveal participants’ identity (i.e. names, phone numbers and email accounts) were 

erased, removed or shredded before the data analysis and thus were not and will not be included 

in reports or publications. All recorded material was downloaded onto the researcher’s computer 

and organised in files based on participants’ practice setting and date of interview. The audio 

recordings and transcribed data from the interviews were only accessible to the researcher and 

research team (two supervisors and one KU collaborator) and were all stored in a locked filing 

cabinet and password-protected electronic files. 

4.4.4.2 Transcription process 

All recorded material was transcribed verbatim by the researcher, who conducted the interviews. 

A sample of three interviews was reviewed against the recorded audio by a KU collaborator (DA). 

All audio-recorded interviews were deleted after transcription. The transcripts, as well as 

researcher and assistant field notes, were typed up using Microsoft Word. Flipchart papers that 

were used to capture participants’ responses to questions 6-7 (from the pharmacist focus groups) 

were photographed, and the photographs were then downloaded and included in the data analysis.  

4.4.5 Data analysis  

The data were analysed using the framework analysis method using the FIP WDGs framework. 

Framework analysis is better adapted to research that has specific questions, a limited time frame, 

a pre-designed sample and a priori issues as in this present study (Srivastava, 2009). In the 

framework analysis method, the framework creates a new structure for the data that is helpful to 

summarise/reduce the data in a way that can support answering the research questions (Gale et al., 

2013). Data generated from the interviews were analysed using deductive and inductive 

techniques. The data were analysed using the framework analysis methods (deductive) using the 

FIP WDGs conceptual framework (International Pharmaceutical Federation, 2016b). However, 

within this framework, the researcher undertook an inductive approach through applying 

techniques of constant comparison and analysed the data sets to shape the framework according to 

participants’ responses in order to reflect the context of pharmacy practice in Kuwait (Smith, 

2010).  
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Data generated from the interviews were coded and analysed with the help of computer software. 

The software chosen for qualitative data analysis in this study was MAXQDA-12 (VERBI 

Sofware, 2016) because it allowed the researcher to code and flexibly analyse Arabic interviews. 

All transcripts were imported into MAXQDA-12 and organised in a way that each data unit 

represents an interview (nine units in total: six focus groups and three individual interviews). 

Researcher’s and assistant’s field notes, as well as the flipchart photographs, were also imported 

into MAXQDA-12 to ensure the inclusion of all the relevant information that might aid in data 

analysis. Transcripts were analysed per case and cross cases. The following steps outline the 

analysis plan that was followed to ensure a systematic approach for data analysis and rigour of 

findings: 

1- Familiarisation with the data: the researcher transcribed all interviews verbatim and 

repeatedly read the transcripts to have a general sense of the overall meaning of the data. 

Immersion in the raw data provided an opportunity to define recurrent themes and ideas within 

interviews and across interviews (Creswell, 2014; Pope et al., 2000).  

2- Identifying a conceptual framework: the process of developing framework categories was 

informed both by a priori concerns (the FIP WDGs conceptual framework) and by emergent issues 

arising from the earlier familiarisation step. Following familiarisation with the issues based on the 

content of the transcripts, a set of preliminary codes was developed for different aspects of the 

participants’ interviews. A primary coding process based on the FIP WDGs conceptual framework 

(International Pharmaceutical Federation, 2016b) was undertaken. Then, a secondary coding 

process was undertaken to identify emergent themes. Figure 4.1 summarises the conceptualised 

clusters and themes/codes of the study.  
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Figure 4.1: The coding process and analysis for the study  
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3- Indexing/coding: in this step, the researcher applied the conceptual framework and 

systematically indexed all the data in textual form by annotating the transcripts with codes. Coding 

is a process of identifying aspects of the data that relate to the analysis framework and labelling 

them with a word or brief phrase that describes a category or a cluster (Braun and Clarke, 2013; 

Creswell, 2014). In this stage, memos were kept to track the identified codes and to note merging 

ideas. Additionally, in this stage, the conceptual framework was applied to the whole data set, 

where relevant. Themes were reviewed each time a code or a sub-code was added. All transcripts 

were initially coded and revisited for the relevance of new codes until no additional codes/themes 

could be developed (saturation of data). A second researcher with good experience in qualitative 

research who is also a collaborator from FOP, KU (DA) reviewed identified codes and themes to 

ensure the credibility of the findings. DA individually coded a sample of three interviews (equal 

to one-third of the total) and checked them against the researcher’s code, and feedback was 

provided and discrepancies were discussed. Figure 4.2 shows an extract from MAQDA-12 

illustrating the list of interviews on the top left-hand side, the framework clusters and themes on 

the bottom left-hand side, and the indexed text on the right-hand side.  

 

Figure 4.2: An extract from MAQDA-12 to show the indexing process 
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4- Charting and reviewing themes: in this step, the researcher rearranged the data according 

to the appropriate part of the conceptual framework to which they relate. Codes and collated data 

relating to each code were reviewed. Similar codes and codes that overlapped were brought 

together, and those related to one concept were identified. The refined framework contained 11 

themes within three main clusters. The clusters and themes are explained in Table 4.1.   

Table 4.1: Clusters and themes 
Cluster 1: Academia 

 

This cluster documents pharmacists’ and 

CPD providers’ perceptions and opinions in 

relation to university and education 

providers. It provides insight into the 

support provided to pharmacists through 

academia (initial education), during their 

foundation training and early career 

development including their understanding 

of what CPD is, and quality assurance of 

needs-based education and training 

systems. 

Theme 1.1:  

Academia (initial 

education) 

Providing a competent pharmaceutical 

workforce by developing initial education 

and training programmes that are fit for 

purpose, according to national health 

resource needs.  

Theme 1.2:  

Foundation training 

and early career 

development 

Clear and purposeful education and training 

pathways/programmes to support post-

graduation foundation training.  

Theme 1.3:  

Quality assurance 

Describes the processes for the quality 

assurance of needs-based education and 

training systems. 

Cluster 2: CPD  

 

This cluster identifies the gaps in service 

provision and workforce education and 

training. It outlines the current 

opportunities for advanced and specialist 

expert development and competency and 

leadership building, as well as possibilities 

for more inter-professional collaboration 

through teamwork with other healthcare 

professional. 

Theme 2.1:  

Advanced and 

specialist expert 

development   

Competency and capability of an advanced 

and expert pharmacist through the 

systematic use of professional recognition 

programmes/systems.  

Theme 2.2:  

Competency 

development   

Support for professional career 

development by using tools, such as 

competency frameworks, describing 

competencies and behaviours across all 

settings. 

Theme 2.3:  

Leadership 

development 

Strategies and programmes in place that 

develop professional leadership skills.  

Theme 2.4:  

Service provision and 

workforce education 

and training  

Development of education and training 

activities based on local healthcare systems. 

Theme  2.5:  

Working with others 

in the healthcare team 

Collaborative working and inter-

professional education and training. 

Cluster 3: System   

This cluster documents policy 

development, governmental strategy and 

planning, and monitoring systems that are 

currently available. It outlines pharmacists’ 

and CPD providers’ perceptions towards 

current strategies for CPD, pharmacists’ 

impact and effect on health improvement, 

and the formation of policies that are related 

to professional development. 

Theme 3.1:  

CPD strategies 

Effective CPD strategy according to 

national and local needs. 

Theme 3.2:  

Workforce impact 

and effect on health 

improvement 

Engagement with systems to measure the 

impact of the pharmacy workforce on health 

improvement and healthcare outcomes.  

Theme 3.3:  

Workforce policy 

formation 

Clear and manageable strategies to implement 

comprehensive needs-based development of the 

pharmacy workforce from initial education and 

training through to advanced practice. 
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5- Mapping and interpretation: in this step, a map of provisional clusters and themes and the 

relation between them was produced. The original research objectives influenced the process of 

mapping and interpretation. The three main conceptual clusters were found to be interlinked, and 

the relationships between these clusters are summarised in the following diagram (see Figure 4.3), 

which demonstrates the theoretical model developed for this study. The diagram represents the 

following:  

Cluster 1 (Education): the initial and post-graduation education and early career training, 

including school, universities and education providers.  

Cluster 2 (Professional Development): service provision and workforce education and 

training. 

Cluster 3 (Policy): policy development, governmental strategy and planning, and 

monitoring systems. 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.3: The theoretical study model  
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Although the previous steps were followed to ensure a systematic approach for data analysis, the 

process was iterative and involved much back and forth between different ideas rather than a linear 

step approach. The process of analysis was discussed and revised with the research supervisors 

and collaborators at different stages of the data analysis.   

Analysis of data was performed in Arabic, the language in which the data were collected. Data 

analysis was performed in Arabic as original words, phrases and concepts are securely embedded 

in context, and the risk of misinterpretation and loss of participants' intended meaning is minimised 

(Smith et al., 2008). Then, the main outcomes and overall findings were written and reported to 

the research supervisors in English. Participants’ quotes were then translated into English to 

facilitate their discussion with the research team and reported to support findings. Delayed 

translation of participants’ quotes was believed important as it allowed them to stay in the original 

language for as long as possible, and therefore the researcher could go back to the source data for 

a more transparent interpretation process (van Nes et al., 2010). 

4.4.5.1 Translation process  

Translation is the process of transferring meanings from a source language (SL) to a target 

language (TL). Translation in qualitative research aims to produce meaning-based translations 

rather than word-for-word translations, i.e. conceptual equivalence (Kashgary, 2011, Esposito, 

2001).  

Translation of quotes was performed using a parallel blind translation technique. In this method, 

two translators work independently to translate the required document to the targeted language and 

then meet to compare their translation, discuss any discrepancies, and agree on a final translated 

version (Hambleton and Patsula, 1998). This technique has the advantage of both translators 

working independently at their own pace, which saves time compared to other translation methods, 

such as back translation, which is time-consuming and involves multiple translators (van Nes et 

al., 2010, Richard, 1970). The researcher and DA independently translated participants’ quotes 

and scheduled regular meetings to agree on a final translated version.  
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4.4.6 Ethical consideration 

Participants (pharmacists and CPD providers) were provided with full information about the study 

and were able to ask questions before deciding if they wanted to take part. They were asked to sign 

consent forms before the interviews to acknowledge their willingness to participate, allow audio 

recording and allow the use of the data obtained from the interviews in subsequent publications. 

They were free to refuse to participate without any explanation. Details of the information provided 

to participants and the consent form are available in Appendix 6.  

4.5 Results  

This section reports the findings from the six focus groups with pharmacists and three individual 

interviews with CPD providers. Findings are reported according to the clusters and themes 

identified. Quotations are used to illustrate the findings from each theme; each participant was 

given a unique identification number with their professional title followed by their gender and 

practice setting, e.g. “Ph1. Male. Primary care”. CPD providers were coded as CPD provider 1, 

CPD provider 2 and CPD provider 3. The findings from the interviews are presented separately 

for the pharmacists and the CPD providers and are organised in two sections (Figure 4.4). Although 

the findings are separately presented, results from pharmacists’ and CPD providers’ interviews 

were triangulated and are discussed in section 4.6 to provide a better understanding of the multi-

dimensional nature of pharmacy CPD in the context of Kuwait.  

  

 

 

 

 

 

Figure 4.4: Layout of the results chapter 
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4.5.1 Findings from the pharmacists’ focus groups  

In total, 61 pharmacists were invited to participate in the focus group interviews, and 33 agreed to 

do so. Pharmacists who agreed to participate were working in all three levels of care and from a 

variety of practice settings comprising: direct patient care (e.g. primary, secondary and tertiary 

(specialty) care facilities), and non-direct patient care (e.g. medical central store, food and drug 

registry department, and inspection  department). The recruitment process is presented in Figure 

4.5.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.5: The focus group recruitment process  
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4.5.1.1 Demographics of focus group participants  

The majority of participants were female (n =22, 66.7%), and Kuwaitis (n= 20, 60.6%). All non-

Kuwaiti pharmacists came from Arab countries where there was no CPD policies or requirement.   

Participants were from all health areas around Kuwait. However, a substantial number (n =13, 

39.4%) of participants identified themselves as working in Al-Sabah health area; this is because 

Al-Sabah health area is where all tertiary care hospitals are located, along with one general hospital 

(Al-Sabah hospital). Moreover, the food and drug registry department and inspection department 

are both located in Al-Sabah health area. Participants’ demographics are presented in Table 4.2.  

Table 4.2: Demographic characteristic of the six focus groups’ participants (n=33)  

Mean age (SD) 34.2 (6.5) 

Gender  N (%) 

Male  11 (33.3) 

Female 22 (66.7) 

Nationality  

Kuwaiti 20 (60.6) 

Non-Kuwaiti 13 (39.4) 

Job title  

Junior pharmacist 6 (18.2) 

Pharmacist 8 (24.2) 

Specialist pharmacist 10 (30.3) 

Senior pharmacist 5 (15.2) 

Clinical pharmacist 2 (6.1) 

Head of the pharmacy department 2 (6.1) 

Years of experience  

0-5 8 (24.2) 

6-10 10 (30.3) 

>10 15 (45.5) 

Health area 

Al-Asema (Capital) 5 (15.2) 

Hawalli 6 (18.2) 

Al-Ahmadi 2 (6.1) 

Al-Farwania 5 (15.2) 

Al-Sabah 13 (39.4) 

Al-Jahra  2 (6.1) 

Number of CPD events attended in the last two years 

0-5 18 (54.5) 

6-10 6 (18.2) 

>10 9 (27.3) 
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4.5.1.2 Themes identified from pharmacists’ focus groups 

4.5.1.3 Cluster 1: Academia 

o Theme 1.1: Academia (initial education) 

Participants mentioned that undergraduate education did not prepare them well for the practice, 

which resulted in early education not being fit for purpose or fulfilling practice needs. Participants 

reported that initial education did not provide them with the skills needed for practice in general. 

They believed that skills such as communication and time management are as important as 

knowledge (e.g. pharmacology and therapeutics) and should be included in any pharmacy teaching 

curriculum. 

Ph11. Female. Private Hospital: “... [Skills] we need it [laugh]… we need it… we need it… for 

me, honestly, I did not study this… a big part comes with the experience... with dealing with 

patients.” 

Participants discussed the importance of providing students with different experiences early on in 

their initial education (e.g. experiential training), which would have given them the chance to 

practise essential skills. 

Ph21. Female. Public Hospital: “…for example, communication skills… you will never improve 

it unless you provide them [pharmacy students] with different experiences [placements] to 

prepare them.”  

 

Participants also reported that transition from initial education to practice was found to be 

challenging as initial education failed to provide a realistic expectation of real practice. Participants 

discussed the gaps between initial education and actual practice. Pharmacy schools are preparing 

graduates to provide pharmaceutical care services to patients, while, in practice, they face the fact 

that dispensing and stock management are the priorities of their daily routine. Expectations of 

recently graduated pharmacists did not match the real practice, and participants reported that this 

could be overcome if the pharmacists’ role is expanded to include pharmaceutical care services as 

well as more interaction with patients and other healthcare providers through providing 

recommendations and pharmaceutical interventions.  
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Ph21. Female. Public Hospital: “…when I graduated, I was expecting to take care of the patient, 

not product[s]…. There are contradictions between what KU is teaching pharmacy students 

about pharmacy practice and what the MoH requires pharmacists to do daily… This created a 

sort of conflict for graduates.” 

 

o Theme 1.2: Foundation training and early career development 

In Kuwait, foundation training is the responsibility of the pharmaceutical services department at 

the MoH. Immediately after graduation, every pharmacy graduate should join a nine-month 

placement rotation distributed between primary, secondary and tertiary care facilities in the public 

sector. The rotation schedule would include where and for how long a pharmacist will perform 

each rotation. However, there is no structured supervision, nor need they fulfil any requirements; 

rather, they will be practising as a registered pharmacist. In 2016, these placement rotations were 

stopped by the MoH, and therefore pharmacy graduates are now immediately assigned to a care 

facility according to MoH staffing needs. Participants who had gone through placement rotation 

during their first year in practice valued this experience as it helped them to gain a better 

understanding of different practice settings and allowed them to network with colleagues. Some 

participants also stated that these early rotations were their only chance to know the actual practice 

in different settings. 

Ph5. Female. Primary Care: “I don’t regret being assigned to practising in a polyclinic now 

[primary care] because I had the chance to know other settings [during placement rotations]… 

but, if I had been assigned to a polyclinic immediately after graduation, this would have erased 

everything I have ever studied.”  

Participants believed that the lack of guidance (e.g. lack of competency frameworks) made it 

difficult for them to decide on their professional development and to set goals/milestones. Early in 

their career, participants in the public sector stated that the only career progression that they could 

think of is being promoted, which is a routine process that is based on employee years of 

experience and their annual evaluation. Participants mentioned that it is difficult to think about the 

progression of their career with the lack of clear career pathways and the lack of specific job 

description. The confusion that participants face regarding the exact tasks they need to perform 

was evident. Some mentioned that they still, to date, do not know what their job description is, nor 
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do they have an idea about the differences between the tasks that should be carried out by 

pharmacists and those that should be performed by pharmacy technicians. This confusion was not 

only evident with new graduates but also with participants who have had many years in practice.  

Ph6. Female. Primary Care: “There is no distinction between a pharmacist and a pharmacy 

technician’s duties.” 

Ph5. Female. Primary Care: “What is the difference? I still don’t know the difference.” 

 

Knowing nothing about what a pharmacist is required to do daily may result in pharmacists ‘going 

with the flow’, with no clear goals for their career. Clear career pathways were viewed as an 

important factor for pharmacists to plan their professional development.  

Perceptions towards CPD  

Away from face-to-face CPD/CE, participants, in general, were keen on improving and updating 

their knowledge and skills by downloading smartphone applications, buying reference books, or 

registering on online courses. Their learning process is generally self-dependent, unstructured in 

most occasions, and not related to specific goals or objectives. Participants also believed that 

pharmacists should be encouraged to pursue CPD or other forms of continuing education because 

this will value their role and may help with physicians respecting and accepting their services. 

Ph25. Female. Community: “[mandatory CME] will then force physicians to respect 

pharmacists because he [pharmacist] is just like them and he is updating his knowledge… we 

shouldn’t look at each other as enemies… we complete each other.”  

When participants were asked what continuing professional development meant to them, different 

answers were reported, such as “educational sessions”, “courses and lectures” (see Table 4.3 for 

participants’ responses). It was clear that participants’ perceptions were all related to the structured 

learning activities, and none mentioned unstructured activities or activities related to the workplace 

such as shadowing or discussion with colleagues.  
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Table 4.3: Participants’ perception of CPD 

What does CPD mean to you? 

• Refreshing my knowledge  

• Educational sessions 

• An interactive workshop where you can exchange experience with peers   

• Courses, meetings and lectures with useful information 

• New information, updates  

• Free reading, periodicals, conferences, or research 

• Development in general not only scientific (personal development) 

• Updating the information  

• Anything new  

• How to improve yourself, either skills or management  

• Any updates on new prescription medications  

• Updates because patients are becoming more aware of medications and cosmetics use  

• To improve ourselves despite the available laws or regulations: you need to be fresh 

even if this is not mandatory  

• Courses with a certificate and linked to my promotion  

• Learning something new, building it on previous knowledge  

• Has to have “application” not just “lecturing” 

• Very limited opportunities in Kuwait  

• Courses from professionals  

 

Practice challenges 

The reported challenges were thought similar across different practice settings. Participants shared 

their concerns and worries and believed that it was difficult to plan for their professional 

development without acknowledging these issues. They discussed that the absence of standards or 

guidelines that outline optimal practice is a huge problem. This made it difficult for them to decide 

what to learn and how to improve personally and professionally.  

Pharmacy services that are currently provided to the patient were described as lacking consistency 

and sustainability. This was linked to mangers being replaced or enforced by other agendas in the 

absence of policies or documents regulating pharmacy services.  

Ph12. Female. Specialised Hospital: “The problem that we are facing is we don’t have protocols 

to follow… no policy, or guidelines for the use of antibiotics, for example [in the hospital].” 
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Community pharmacists also discussed the challenges they are facing in learning and education 

due to the nature of practice in the community. Community pharmacies are not currently governed 

by any regulations in regard to services provided to patients. The available laws are only related 

to selling products (e.g. herbal or medicinal), such as pricing and registration of the pharmacy. 

They stressed the consequences of this on the quality of pharmacy services provided to patients. 

Ph10. Female. Private Hospital: “if I am in the pharmacy working and I don’t have time to 

attend [CPD], I need the workplace to motivate me for learning… they [managers] should allow 

me to improve my knowledge and to improve my workplace… I’m telling you this is not 

available… all are personal efforts… if a pharmacist wants to learn, he will go online and learn 

independently… there is no incentive to learn… if a pharmacist wants to counsel a patient, he 

will do it because he wants to do it. ” 

 

o Theme 1.3: Quality assurance  

Participants questioned the quality of the CPD opportunities available for them. Some mentioned 

that most of the conferences that they attended were sponsored by pharmaceutical companies, 

which may provide biased information. 

Ph10. Female. Private Hospital: “What is available is all provided by [drug] companies; they 

promote their medicines, even when they talk professionally… 

As almost all attended CPD activities were either provided or sponsored by pharmaceutical 

companies, participants expressed their need to have unbiased, certified, high-quality CE/CPD that 

could be provided by an academic institute or authority such as that of physicians. Moreover, 

participants clarified that there is a lack of definite stakeholders’ (e.g. KU and KPhA) input in the 

development of adequate education and training for pharmacists in Kuwait. This means that 

ensuring the quality of CPD provided may be difficult or even not possible. 

Ph12. Female. Specialised Hospital: “We don’t have… they [physicians] have KIMS [Kuwait 

Institute for Medical Specialities] as an essential thing even for their rotations…. We don’t have 

such a thing .” 
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4.5.1.4 Summary of academia cluster findings  

Findings showed that the transition from initial education to practice was challenging as initial 

education failed to provide a realistic expectation of real practice. Participants needed early career 

maps and frameworks to support a seamless transition into early career practice, which is currently 

lacking. These frameworks were viewed as necessary to consolidate needs-based foundation 

training infrastructures of the novice workforce towards advanced practice. Early career 

frameworks, infrastructure for foundation training, and definite professional bodies’ input towards 

the quality assurance of education and training were all viewed as important aspects for the 

transformation of young pharmacists into early career practice and towards advanced practice.  

Therefore, needs-based education, tools that would facilitate career development (e.g. 

competency framework), and foundation as well as advanced level practice are all considered 

important components for developing a CPD model for pharmacists in Kuwait.  

4.5.1.5 Cluster 2: CPD 

o Theme 2.1: Advanced and specialist expert development   

Participants acknowledged the availability of formal post-graduation education in Kuwait. 

However, they urged the MoH to recognise the pharmacists who pursued an MSc in Pharmacy and 

to create a new rank for clinical practitioners, as this would differentiate between different job 

titles and may encourage pharmacists to carry out more pharmaceutical care services in their daily 

practice. This also could be the support needed to start a new culture of proactivity and responsible 

performance in providing pharmacy services.  

Ph5. Female. Primary Care: “What is the difference… why should I go and have my MSc 

degree...? I will return to the same position doing the same tasks as others, and that’s it… they 

[MoH] don’t motivate us to pursue higher education. ” 

Participants reported that they usually pursued higher education to fulfil a personal need for 

recognition or to meet a need in their practice setting, such as applying antimicrobial stewardship 

as part of the optimisation of complex pharmaceutical patient care. However, having advanced 

training in most cases was not mapped to a recognised scope of practice. To highlight this, 
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participants provided some examples of advanced training opportunities such as online courses 

related to infectious diseases.  

Ph9. Female. Private Hospital: “I have studied…. antimicrobial stewardship – it was a program; 

I studied it for two years… I benefited from it a lot on a personal level... in the beginning, the 

doctors didn't appreciate it… but with time they started to realise… they started to think of 

developing guidelines for the hospital… if they [doctors] know you well, the trust will be built... 

it will show one time, it will show…” 

There was a debate between primary care pharmacists on whether it was best to gain a postgraduate 

certificate in clinical pharmacy or to obtain advanced training in general. The majority of primary 

care participants viewed that their daily practice was not allowing them to carry out any advanced 

clinical interventions (e.g. therapeutic drug monitoring) and therefore there was no need to waste 

their time and effort to pursue higher or advanced education. 

Ph4. Female. Primary Care: “It is a waste of time and effort… if someone working in a 

polyclinic [primary care] continues his study…. he will gain nothing from his studies.” 

 

o Theme 2.2: Competency development   

At the time of this study, there was no competency framework for pharmacists in Kuwait. Building 

competency was seen as fundamental for advancing the profession. A competent workforce is an 

ultimate goal for educating and training pharmacists at all levels. Participants mentioned that, 

without competent pharmacists, no improvement in healthcare could be seen. Therefore, they 

discussed a few behaviours that they believed it was important to perform to provide quality 

pharmaceutical services. Those included: proper use of medicinal devices (e.g. inhalers), up-to-

date knowledge and application of guidelines for most common non-communicable diseases in 

Kuwait such as diabetes, asthma and hypertension, being able to counsel patient on lifestyle 

modifications, being able to report adverse drug reactions, confidence in dealing with drug 

compatibilities and admixture charts, therapeutic drug monitoring (e.g. antibiotics such as 

gentamycin and vancomycin), antimicrobial and anticoagulant management, prescription checking 

(e.g. legal aspects), teamwork and communication skills (e.g. being able to communicate 

effectively with colleagues and other healthcare providers), leadership, and marketing.  
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Ph20. Male. Public Hospital: “…. because, if you don't work as a team, if you don't 

communicate effectively and if you don't counsel properly, if you don't… all these things are 

[important].” 

When participants were asked what education they perceived was needed to perform the 

behaviours they thought important to provide high-quality pharmaceutical services, they listed 

many topics (Table 4.4). It was found that the needs of different groups varied, which confirmed 

that needs-based education is a key for planning education and training of the workforce.   

Table 4.4: The priority list of learning needs as discussed by each focus group  

Top 3 leaning needs  Focus group  

1. Communication skills  

2. Patient education/counselling 

3. Updates in knowledge and skills  

Primary care  

1. Patient counselling (communication skills and patient and professional 

management) 

2. Updates on diseases (diabetes/HTN/Asthma) and medications  

3. Antimicrobial management  

Private 

hospitals 

1- Patient counselling (body language)  

2- Antimicrobial stewardship (sensitivity test)  

3- Updates on: medications, protocols and policies 

Specialised 

hospitals  

1. Evidence-based medicines 

2. Polypharmacy drug interactions  

3. Communication skills  

Public 

hospitals   

1. Chronic diseases (updates on medications and lifestyle advice) 

2. Safety of over-the-counter (OTC) medicines  

3. Communication with inspection department (MoH) 

Community  

1- Communication skills  

2- Cold chain management  

3- GMP 

4- Counterfeit medicines  

5- Pharmacovigilance  

6- Training on writing reports (inspection department)  

7- How to review product dossier for biopharmaceuticals and biosimilar 

8- How to review and evaluate Bioequivalence studies  

Regulatory 

bodies (Central 

Medical Stores, 

Food and Drug 

Registry, and 

Inspection 

departments) * 

*Different departments had different priorities. 
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o Theme 2.3: Leadership development 

Participants acknowledged the importance of leadership skills, which were thought to be necessary 

for junior as well as senior pharmacists, as recently graduated pharmacists emphasised the 

significance of leadership as they found themselves, at times, in acting positions that involved 

supervision and management. Participants mentioned that policy- and decision-makers might want 

to head towards the creation of programmes/strategies for the development of leadership skills 

(including tools and mentoring systems), to support pharmacists through their careers. However, 

lack of awareness of the availability of clear strategies and programmes that aim to develop 

professional leadership skills was evident in all focus groups.   

Ph4. Female. Primary Care: “It is important to take training courses in leadership… sometimes 

if senior staff [are] on annual leave I may be running the pharmacy… if the manager is not on 

duty, I need leadership skills for many tasks such as receiving orders…” 

Participants also commented on the leadership that managers and heads of pharmacy departments 

should present to the profession. They believed that such managers and department heads needed 

to take more of a leadership role to improve the profession.  

Ph7. Female. Primary Care: “…sometimes you advise [the manager or head of the department], 

you talk to him, but he [is] never convinced… he is fixed on a specific system and doesn’t accept 

changes… this is opposite to younger people.”  

Some participants discussed the need for involving pharmacists in the decision-making process 

within their departments. They believed that bringing pharmacists on board would facilitate the 

application of new policies and ensure their acceptance of changes. 

Ph21. Female. Public Hospital: “The department head should think how to engage people 

[pharmacists]… everybody should be engaged… when you feel you are a [part] of a team, you 

will care.” 

Furthermore, participants linked this important issue of leadership to many factors such as 

motivation, confidence, supportive workplace, and culture. It was also linked to management 

skills, as participants viewed that any change will not happen in isolation, as other healthcare 

providers will be involved, at least indirectly, with any changes in pharmacy services. 
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Ph17. Male. Specialised Hospital: “…because you are talking about the improvement of [the] 

pharmacy profession… and this needs people to change and [the] barriers may not be the 

pharmacists…. [Barriers] could be nurses, staff and doctors, and this needs management.” 

Ph12. Female. Specialised Hospital: “For me, I think we are all linked together… for me, I see 

that it is not just pharmacists… especially when we implement something new, physicians, 

mainly the old ones, refuse the change…. I see it is two-sided... us [pharmacists] and nurses or 

physicians and also the patient…” 

On the other hand, some participants believed that leadership could not be gained with training as 

it comes with individual personality and character . 

Ph23. Female. Public Hospital: “I think leadership come with character; as much as you work 

on this, it depends on the character… there are people [who] want to be leaders and there are 

people… no way they will be [leaders] … no matter what they do. ” 

 

o Theme 2.4: Service provision and workforce education and training  

Service provision  

A patient-centred healthcare service relevant to social determinants of health and needs-based 

approaches is one of the main drivers for workforce development. Participants mentioned that their 

main goal is to improve patient quality of life and to provide pharmacy services that enable their 

patients to overcome their suffering and improve their conditions. 

Ph2. Male. Primary Care: “You are reducing [a] patient’s suffering to some extent; this is the 

most important thing you are giving the patient... providing him with services to improve his 

quality of life… I think this is the best thing about our job.”  

Because the current practice is limited mostly to dispensing, the most-discussed service was patient 

counselling. Moreover, participants were in favour of having a private counselling room in their 

centres to provide better patient education and counselling. This suggestion was proposed by 

pharmacists working in hospitals or primary care centres where there may be more than 50 - 60 

patients waiting for their prescriptions.  

Ph8. Female. Private Hospital: “You have 10 minutes with each patient… in this 10 min, you 

need to bring the prescription, check it, and check the medications… you [are] left with 2-3 

minutes to explain it to [the] patient…” 
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Workforce education and training  

Participants agreed on the absence of systematic development of education and training activities 

as well as the lack of clear policies regulating pharmacists’ education. Participants also discussed 

the opportunistic nature of formal and informal CPD available to pharmacists in Kuwait. Available 

educational opportunities are either personal effort, which sometimes fulfils local needs of a 

healthcare facility, or opportunistic events provided by pharmaceutical companies or other CPD 

providers, as mentioned earlier (see theme 1.2: Foundation training and early career development). 

Participants also discussed the need to have a vision for pharmacists’ education and training which 

should be communicated to the individual pharmacist to ensure their meaningful engagement with 

the learning process and to facilitate the transfer of knowledge and new skills to their daily 

practice.  

Ph3. Male. Primary Care: “I always say, if we want to do something… there should be a 

motive… why [do] we want CPD? What do we want to achieve? There should be a vision from 

the higher authority who should know what they want precisely, and [the higher authority] 

should tell us what the intended outcomes from CPD are. The outcomes and the incentives are 

very important… what the benefits are for me as a pharmacist. ” 

Participants mentioned that education and training of pharmacists is not a personal goal only: the 

ultimate goal is to provide evidence-based therapeutic management to patients, and this will 

improve the MoH’s image in serving the population and build trust with patients as well.  

Ph19. Male. Public Hospital: “Of course, it should not be only a personal goal… you want to 

provide better services for all, so you should have updated, trained personnel…” 

Participants across all groups discussed the importance of educational events to be: relevant to 

their daily practice, associated with incentives (e.g. counted towards their promotion or licence 

renewal), conducted at a suitable time, announced through reachable and clear advertisement, and 

with variable and flexible modes of delivery (e.g. lecture versus workshops, online versus face-to-

face). Participants also valued the need for an assessment of learning to ensure that an educational 

activity has achieved its intended learning outcomes.  

Ph3. Male. Primary Care: “What is the goal of continuing development? It depends on what 

you want from pharmacists, what is the current defect? You should know the present defect and 

design a programme accordingly.”  
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Barriers to participation in CPD activities 

Participants listed different barriers that they perceived were preventing them from participating 

in CPD activities (Table 4.5). The most frequently mentioned barriers were: timing of the CPD 

activities and administrative barriers (permission to attend, shortage of staff). Participants also 

added that, since they gain nothing (e.g. no CME points, not linked to their promotion) from 

attending education and training, they do not believe their participation is important or even 

needed. Few participants expressed their unwillingness to participate in CPD activities unless they 

were permitted by their managers to have time off to attend such activities. They wanted their time 

off work to attend CPD to be authorised and count towards their working hours, as they explained 

this will benefit the workplace in the end. 

Ph3. Male. Primary Care: “We need it to be easier for us to attend” 
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Table 4.5: Barriers to participation in CPD activities as listed by participants 

Barriers Practice setting 

1- Administrative (obtaining getting permission)  

2- Workload – Shortage of staff  

3- Timing of activity  

4- No CME points (incentives) 

5- No clear content (on Advertisements) 

6- Topic not relevant to primary care  

Primary care  

1- Timing of activity  

2- No CME points (incentives) 

3- Accessibility (site/place of activity) 

4- Administrative (getting permission) 

5- Financial (e.g. fees) 

Private hospitals 

1- Workload  

2- Administrative (getting permission) 

3- Lack of incentives (no CME points) 

4- Accessibility (e.g. site/place of activity) 

5- Timing of activity 

6- Shortage of staff 

Specialised hospitals  

1- Timing of activity  

2- Financial (e.g. fees) 

3- The relevance of the topic and practicality and 

applicability of the information  

4- Accessibility (site/place of activity) 

5- Lack of incentives (no CME points) 

6- Social responsibilities  

7- Clarity of topic (on Advertisements) objectives 

8- Administrative (getting permission) 

Public hospitals   

1- Timing of activity  

2- Social commitments 

3- Relations with the pharmaceutical companies 

4- Quality of content  

Community  

1- Financial (e.g. fees) 

2- Timing of activity 

3- If activity is outside Kuwait (travel for females) 

Regulatory bodies (Central 

Medical Stores, Food and 

Drug Registry, and 

Inspection departments)  
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o Theme  2.5: Working with others in the healthcare team 

Currently, there are no policies or roles specifying or regulating pharmacists’ duties on the wards. 

However, participants mentioned that, with proper communication, they could carry out many 

activities in collaboration with other healthcare providers and across departments. Once dedicated 

pharmacists prove the positive impact of their interventions, physicians, nurses and other care 

professionals will value their input and ask for their services to provide better patient care. One 

example was provided by a participant who explained how healthcare providers reacted to her new 

interventions and recommendations for antibiotic prescribing. 

Ph9. Female. Private Hospital: “...at the beginning, it wasn’t appreciated by the doctors… but 

with time they started to realise… they started to think of developing guidelines for the 

hospital… if they know you well, the trust will be built... it will show one time, it will show. ” 

Participants showed keenness in collaboration with other healthcare professionals in a multi-

disciplinary team. However, they indicated that other healthcare providers perceived pharmacists 

as medication dispensers only, which they viewed as hindering their intervention and provision of 

pharmaceutical care.  

Ph12. Female. Specialised Hospital: “I went twice to the wards… I go and check the patient 

sheet… I check the medications and any interactions and write my note on the same sheet… I 

may write ‘this medication interacts with that’ but if the physician insisted it will be dispensed 

to the patient.”   

4.5.1.6 Summary of CPD cluster findings  

Building a competent workforce was found to be a priority to guide career development for 

individual pharmacists. Moreover, participants stressed the importance of leadership and 

acknowledged the lack of clear strategies and programmes that can help in developing professional 

leadership skills. It was found that pharmacists in Kuwait are not motivated to pursue advanced 

and speciality education and training as this will not reflect on their daily practice in the absence 

of a clear job description outlining duties required to optimise patient care. Findings suggested that 

there is a need for a clear vision for the workforce development, as pharmacists called for being 

informed about and involved in the planning, implementation and evaluation of outcomes-derived 

education and training. This vision must be linked with local healthcare needs. Therefore, 
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advanced and speciality education and training, and competency and leadership building all 

should be considered when developing a CPD model for pharmacists in Kuwait. 

4.5.1.7 Cluster 3: System 

o Theme 3.1: Continuing professional development strategies 

Participants in all focus groups discussed the lack of clear strategies that support professional 

development across all practice settings and all stages of a pharmacist’s career. Some  participants 

stated that CPD strategies are best regulated or organised by an academic institute, while others 

believed that the KuPhA is the best one to regulate and organise CPD for pharmacists. However, 

how to adopt a CPD strategy was one of the concerns expressed by participants. 

The majority of participants in the public sector favoured a mandatory system for CE as a 

recognition for those who devote time and effort to attend and learn. Pharmacists in the private 

sector as well expressed their agreement with the idea of a mandatory system. However, they noted 

that attendance should not be limited to face-to-face activities, and that online activities should be 

accepted as well. 

Ph30. Female. Regulatory Bodies: “It [mandatory CME] will help upgrade pharmacists’ level 

of practice.” 

When participants were asked what they would do if they, with full power, were responsible for 

pharmacists’ CPD, almost all of them provided answers related to developing policies and 

strategies that will guarantee a clear vision for professional development with adequate resources 

and fair recognition. They valued the presence of proper policies and support before any mandatory 

actions. 

Ph4. Female. Primary Care: “I will do a roadmap… I will arrange all aspects related to this 

first… I will put [in place] laws and regulations, then apply them… it is not like, ‘Let’s do CPD.’ 

No, we need to make things clear first.” 

Ph1. Female. Primary Care: “The first thing I would do is coordinating between KU as an 

academic institute and [the] MoH, then laws should be enacted… and, as an incentive for 

continuing learning, points can be counted towards promotion. ” 

Incentives and support system 
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A system of support was highly discussed through all the focus groups. Participants reported the 

need for a support system that would facilitate their participation in CPD as well as the application 

of new knowledge or services in the workplace . 

Ph16. Female. Specialised Hospital: “…even if it [is] continuous education… you teach 

yourself but, if you don’t apply it [in daily practice], you will forget [it] if there is no 

application.”   

A supportive working environment was viewed as a workplace where pharmacists are given 

authority and permissions from managers to improve current services and implement new ones. 

The support participants thought needed was not limited to their managers or department heads, 

but was also required through the workplace (e.g. resources, infrastructure) as well as from their 

peers.  

Ph14. Male. Specialised Hospital: “The problem that I’m facing is… I always try to improve 

myself, but the culture around me prevents me from doing this.”  

Participants expressed their desire to have an incentives system in place to motivate them to attend 

and participate in CPD activities.  They discussed the possibility of having a recognition system as 

an incentive for those who invest time and efforts in learning and educating themselves, as there 

are no incentives currently for those who pursue any additional training or attend courses.  

Ph4. Female. Primary Care: “It has to be some advantages for a person who works on 

improving himself [compared to] another person who does nothing…. [Currently] there is no 

difference.” 

 

o Theme 3.2: Workforce impact and effect on health improvement 

The ultimate goal for pharmacy workforce development is to have an impact on healthcare 

improvement. Participants recommended that, if pharmacists would have an impact and effect on 

health improvement, this should be initiated by delegating more tasks and responsibilities to 

pharmacists in general. The role of the pharmacists should be expanded in hospitals, primary care 

and the community as well. Participants believed that they could affect their patients’ health as 

they correct the patients’ information regarding medications, especially because the majority of 

patients in Kuwait obtain their medicinal advice from their friends and family. 
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Ph12. Female. Specialised hospital: “I have one thing to add… if they can give the pharmacists 

more responsibilities… because we learnt many things that we don’t do any here in practice… 

I think then every pharmacist will work hard to be capable to answer any questions from the 

medical staff.” 

o Theme 3.3: Workforce policy formation 

Participants believed that the implementation of new policies and regulations from a higher 

authority would provide the support they are asking for and will empower pharmacists to provide 

more pharmaceutical care and clinical services daily.  

Ph1. F. PC: “If it is a higher policy, everyone will commit.” 

Participants across all groups and practice settings agreed that there are no clear policies or 

regulation that regulate pharmacists’ professional development, and, even if there were some 

policies, they were unaware of them. To activate an existing policy or to implement a new one, 

pharmacists indicated that they need to be involved and informed so that application is a smooth 

process.  

Ph14. Male. Specialised Hospital: “We should have a general system from [the] MoH which 

says, ‘This pharmacist should do this, this way, and this pharmacist should do that, that way.’”  

Participants discussed the need for a new policy for evaluating pharmacists’ performance (annual 

staff evaluation) as well as a need for a policy for re-licensure. They expressed the need to review 

the current practice in the annual evaluation of pharmacists, as almost all employees usually have 

an excellent evaluation every year, which they thought was unrealistic. 

Role of professional and regulatory bodies  

Participants believed that it is the MoH’s role to guide improvements and changes through the 

pharmaceutical services department. However, the majority of participants reported the limited 

role played by the pharmaceutical services department and thought that this is a huge obstacle for 

workforce development. 

Ph1. Female. Primary Care: “The pharmaceutical services department [at the MoH] has a 

limited role in relation to pharmacists.” 
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Ph21. Female. Public Hospital: “Unfortunately, their [pharmaceutical service department] role 

is very negative.” 

When participants were asked about the role of the MoH, KuPhA and KU in providing CPD, they 

all agreed that there is limited or no input from these institutions in pharmacists’ CPD.  

Ph33. Male. Regulatory Bodies: “In my opinion … the problem in the MoH is that nothing is 

moving forward... no activation… let’s say no vision... they usually wait till a problem happens, 

then they change things… there are no procedures…” 

Ph6. Female. Primary Care: “We don’t know what they [KuPhA] provide or organise… we 

benefited nothing from them.” 

Participants also stated that workforce development through education and training is a joint 

responsibility between the KuPhA, MoH and KU. However, many participants believed that 

KuPhA should lead in this, especially as all registered pharmacists are paying for their membership 

and looking for something in return. At the time of the study, the KuPhA and KU were providing 

a few afternoon and evening lectures, but participants reported that they were not aware of them. 

Participants discussed the poor announcement methods used by these institutes and the irrelevant 

topics discussed at these events.  

Ph5. Female. Primary Care: “Some lecture titles were not relevant, so I didn’t attend. ” 

Ph10. Female. Private Hospital: “I would know about it from friends… people who know me 

will send me messages.” 

4.5.1.8 Summary of cluster 3 findings 

System for support, including incentives and recognition and activating the role and leadership 

of higher authorities and professional and regulatory bodies, were found to be the key aspects for 

the implementation of effective CPD strategies and policies. Participants reported a lack of CPD 

providers’ input in educating and training the pharmacy workforce. Moreover, they called for more 

support from higher authorities by stating clear policy and regulations that would govern pharmacy 

practice in Kuwait in general. Therefore, for the intention of developing a CPD model for 

pharmacy CPD in Kuwait, the following should be considered as the main component of the 

model: support that includes incentive and recognition systems, and clear CPD policy and 

regulation from the higher authority at the MoH. 
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4.5.2 Findings from CPD providers’ interviews  

Members from CPD-providing institutes were interviewed to gain an in-depth understanding of 

their strategies and plans in relation to pharmacists’ continuing education and career development. 

The three main CPD providers at the time of this study were KU, KuPhA and LSA. Members 

within these institutes provided insights about CPD in Kuwait.  

4.5.2.1 Themes identified from CPD providers’ interviews’ 

4.5.2.2 Cluster 1: Academia 

o Theme 1.1: Academia (initial education) 

CPD providers noted that recently graduated pharmacists, as well as pharmacy students, have 

asked for more training and educational courses about subjects that were not fully covered during 

their undergraduate curriculum. This was found to be a good opportunity for a CPD provider to 

initiate a series of lectures to pharmacists.  

CPD provider 3: “We thought of making several lectures especially for pharmacists, because 

we talked with several students at the Faculty of Pharmacy… [Students have said] that, ‘We 

didn’t have adequate education or adequate teaching on drugs and addiction... not in details 

that we can benefit from.’, so we held four lectures [presented by] doctors… consultants… and 

also pharmacists.” 

Although CPD providers acknowledged the existing gap between initial education and actual 

practice, they could not provide clear plans or training opportunities to fill this gap, nor could they 

report a clear vision to support pharmacists’ post-graduation education or professional 

development. Lack of structure for needs-based education from the main CPD providers in the 

country made their input, with regard to professional development, almost non-existent.  

CPD provider 2: “We found a gap… either from faculties or others in supporting professionals 

after graduation… we feel that we can fill this academic gap by offering CPD programmes from 

the best universities and international institutes…” 
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o Theme 1.2: Foundation training and early career development 

For CPD providers to better support pharmacists through their professional development, they 

urged the MoH to permit pharmacists to attend training courses during their working hours. This 

may motivate pharmacists to attend and would provide CPD providers with an “audience” for their 

events. They also worked on having more collaboration with the MoH to facilitate their work in 

providing education and training to pharmacists.  

CPD provider 3: “If I’m doing a lecture for pharmacists, I need pharmacists to attend this 

lecture. A pharmacist is tied by his work in the MoH. [The] MoH must give permissions and 

count the hours for pharmacists to attend. What would prevent the MoH from doing this? 

Especially that this leave will not affect the workflow… ” 

 

CPD providers’ perceptions towards CPD 

CPD providers explained what they perceived as CPD. Different perceptions were identified. One 

participant mentioned that CPD is learning and gaining new knowledge and skills through 

continuing education. Another indicated that CPD is about improving individuals personally and 

professionally.  

CPD provider 1: “…CE, CHE, CME, CPD – I like the term CPD personally because I think it’s 

all in the composition: it can comprise soft skills, so communication, leadership… and it 

includes hard skills, so how to diagnose, how to screen, how to manage…” 

CPD provider 2: “CPD is how a person could improve himself, how to make sure he is competent 

in his job.”  

It is important to note that CPD providers’ views and perceptions towards CPD may have affected 

their input in the field. Seeing CPD as a learning opportunity is good but not enough. CPD 

providers may need to expand and broaden their view of CPD to include ways of application of 

new knowledge in the workplace and improve pharmacists’ performance in the long term.  

Practice challenges 

CPD providers also described the challenges that pharmacists are facing to change the current 

practice and explained that obtaining higher qualifications from recognised universities abroad is 
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not the solution. They explained that the main gap that should be filled is the lack of continuing 

support to the professionals’ career developments.  

CPD provider 2: “Today, most doctors, pharmacists, nurses, even dentists and others, are given 

scholarships by the government to study at the most prestigious universities and the most 

expensive countries all over the world… on their return to Kuwait, they’re trying to change, but 

they couldn’t… we found that the main problems are the lack of continuous professional 

development.” 

 

o Theme 1.3: Quality assurance  

CPD providers explained the quality assurance criteria they were aiming to ensure in their 

programmes. Accredited programmes and well-known professional speakers were the main 

criteria.  

CPD provider 1: “…extremely good, validated, accredited CME programmes. Either those 

programmes were developed… here in the region… in the Gulf region, or were developed by 

headquarters, which can be either North America or Europe typically, and these types of CME 

programmes are accredited by universities or… scientific societies, so they are unbiased and 

balanced, and I like them, so I’m trying to develop a relationship with them [the programme 

providers] to try to have access to good reliable CPD programmes for our pharmacists here 

instead of re-developing everything from scratch…” 

CPD provider 2: “For every programme we have specific criteria about the nature of the trainer 

and the qualification of the provider. We follow these criteria, but we also need trainers who are 

technically sound and, at the same time, communication-wise, are great facilitators and 

educators because I care about them having an educator style… so it is important to have an 

inspirational character, a leader.” 

As with the pharmacists' focus groups, CPD providers also commented on the quality of available 

events provided by pharmaceutical companies and acknowledged the information bias.  

CPD provider 2: “…the multi-national [companies] were providing regulatory meetings, 

scientific… not commercial… now with the pharmacists, they are providing only commercial 

[meetings]…” 

From the discussed criteria, it was found that CPD providers are mostly acting as a “middle man”. 

They contact external providers to deliver the content of a CPD activity rather than utilising the 
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internal resources within their institutes. CPD providers were found to rarely seek help from 

experienced local pharmacists.  

CPD provider 1: “… if I were to do it a second time, I would need to make sure that our people 

at […] are able to deliver this workshop, meaning that now I need to organise a train the trainer. 

I’ve never done that. I do not know how to go about it. I do not know if some people here [are] 

interested in giving this CPD event but, in [the] spirit of sustainability, we have to bring it back 

in house. We are free to use their material, the provider’s material, they’re giving it to us, which 

is very, very generous… but we have to sustain it because they won’t always be there to give it 

to us. We need to be able to give it ourselves – so that would pose the next challenge that I would 

find difficult.” 

4.5.2.3 Summary of academia cluster findings  

CPD providers acknowledged the existing gap between initial education and actual practice. 

However, they could not provide clear plans or training opportunities to fill this gap, nor they could 

report a clear vision to support pharmacists’ post-graduation education or professional 

development. Lack of structure for needs-based education from the main CPD providers in the 

country made their input, with regard to professional and early career development, almost non-

existent. Due to several challenges (e.g. pharmacists not attending educational activities, no 

policies currently governing continuing education), moving forward into providing proper support 

to pharmacists in relation to their CPD was found to be not evident at the present time.  

Therefore, the intended CPD model should provide education and CPD providers with effective 

structure through conceptualising of a clear vision for pharmacy workforce development in 

Kuwait. This would ensure a good input from CPD providers and higher authorities towards 

pharmacy workforce education and training.   
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4.5.2.4 Cluster 2: CPD 

o Theme 2.1: Advanced and specialist expert development  

CPD providers did not provide any information regarding advanced and specialist expert 

development. This was believed to be due to their uncertainty regarding how to establish 

sustainable CPD foundational activities in the first place (e.g. early career development 

programmes) and how to encourage pharmacists to attend them.  

However, CPD providers believed that collaboration is needed, planning is required, and a process 

for action is essential. Starting with foundation training and competency building will help to then 

plan expert education and training for the advancement of practice. This was recognised by one of 

the CPD providers. 

CPD provider 2: “Because we found that the current situation needs foundation… we need to 

start from the bottom…” 

 

o Theme 2.2: Competency development  

As with the pharmacists’ focus groups, CPD providers mentioned that they believed lack of 

evidence-based tools such as developmental frameworks describing competencies and scope of 

practice for all stages of professional careers limits their contribution to pharmacists’ professional 

development as they cannot provide targeted, needs-based education. They discussed the need for 

a competency framework that all can use as a guide for professional development. This will allow 

them to decide which training is needed and what skills pharmacists are lacking.  

CPD provider 2: “If a pharmacist does not have a job description in clinical [practice] and does 

not have a job description in the community, and he does not have a job description in the drug 

information centre, then, talking about continuous professional development will be general… 

mainly how a person develops himself… having [a] job description is the right thing, every job 

has to have a description… then we can ensure that an employee is up-to-date within… 

competent within his field and speciality and role…”  

It was believed that competency building is an imperative strategy to ensure that pharmacists are 

capable and accountable for their professional development. CPD providers viewed competency 

frameworks (foundation and advanced) as the starting point for any intended improvement.  
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 CPD provider 2: “… it is necessary to have an existing and agreed-upon competency model” 

Not having such frameworks at the current time was viewed as a rate limiting step. Competency 

frameworks were seen as an evidence-based tool that would help to create clear and purposeful 

post-graduation education and support pharmacists’ career development. 

  

o Theme 2.3: Leadership development 

CPD providers emphasised the importance of leadership to improve the profession. They 

mentioned that the MoH and other authorities and institutions such as the KuPhA and KU should 

lead the needed transformation of the profession. Lack of a vision for pharmacy practice from the 

higher authority was believed to be one of the issues that need immediate action. CPD providers 

mentioned that a clear vision would help initiate the required changes. They stated that people 

need to start to move in the same direction to create the required changes, and that a national vision 

for CPD will unify people’s efforts and provide a roadmap for everyone.  

CPD provider 2: “We do not have to work alone... It needs leadership from everyone” 

CPD provider 2: “Leadership needs vision… there is no vision… say today I want to improve 

the pharmacy sector… what should I do? What is the direction…?” 

A clear vision of pharmacy workforce development through education and training was viewed as 

a fundamental starting point. CPD providers suggested initiating collaborative working activities. 

A first step was taken in establishing TAPP (see section 4.3), which is aiming to provide a vision 

for pharmacy practice in Kuwait. It is also aiming to start promising initiatives to help to improve 

the provision of pharmaceutical services.  

CPD provider 2: “We will establish the task force for the advancement of pharmacy practice in 

Kuwait… this will act as the leading team… and we will come up with a vision – [it] doesn’t 

have to be the perfect vision, but it will be the most reasonable vision considering the gap 

analysis.”  
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o Theme 2.4: Service provision and workforce education and training  

Service provision  

CPD providers reported that the provision of optimum patient care and development of current 

practice require pharmacists to be lifelong learners. They believed that pharmacists in Kuwait lag 

behind in providing high-quality pharmaceutical services compared to other GCC countries. They 

provided examples of Saudi and the UAE as advanced in CPD. 

CPD provider 2: “When we went to regional activities for pharmacists we found the pharmacists 

in Kuwait are [behind]… when you go to Saudi and talk to a pharmacist there… he would tell 

you what courses he took… same thing in Emirates… they [pharmacists in Kuwait] need to see 

that the world is advancing… they need to work on their career development…”  

CPD providers believed that providing better pharmaceutical care required changes in behaviours 

and attitudes to be made. 

CPD provider 2: “There is no ambition… they [pharmacists] lose hope, they lose hope … they’re 

put in a place where they don’t need to be advanced… first of all, they need to be ambitious… 

to feel that they can learn something new every day… they have a hand to improve patient life… 

this will motivate them to improve themselves…” 

Workforce education and training  

CPD providers expressed their keenness to support pharmacists in improving their profession. 

However, they stated that this could not be achieved without knowing the actual learning and 

training needs. CPD providers believed that pharmacists do not know their needs. This is maybe 

because they are not required to assess their performance against specific standards (e.g. 

competency frameworks).  

 CPD provider 2: “They [pharmacists] don’t know their needs… they don’t keep a learning 

profile or learning portfolio… they don’t set learning objectives…” 

 

Learning and training events that were provided by the three CPD providers in 2016 (the year 

before the interviews) are presented in Table 4.6. These were assumed needed by each CPD 

provider and thus provided to pharmacists. However, CPD providers described the CPD activities 

they provided as limited, opportunistic and not based on any needs assessment.  
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CPD provider 3: “For us… our role now is limited to providing lectures… lectures were about 

the respiratory system, digestive system and circulation.” 

CPD provider 1: “When we give a lecture, like one-hour seminars on different topics, which are 

not based on a needs assessment, [it] is more of an opportunistic type of event… we request the 

accreditation and offer this to our pharmacists here at […] and pharmacists outside as well. 

What I think we should be moving forward – this does not mean we should stop the seminars – 

I think what we need to add is targeted CPD programmes in terms of half days or a weekend 

or… which are based on formal needs assessment…” 

 

Other mentioned opportunities were sponsoring pharmacists to attend local, regional or 

international conferences.  

CPD provider 3: “We provide sponsorship for pharmacists to attend conferences, mainly 

DUPHAT [Dubai International Pharmaceutical and Technologies Conference and Exhibition] 

in Dubai and FIP conference…” 
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Table 4.6: Learning and training events that were provided by the three CPD providers in 2016 

CPD provider 1 CPD provider 2 CPD provider 3 

1. “Translating research into practice: Improving 

patient outcomes by optimising medication use” 

2. “Dissolution enhancement of Atorvastatin as a 

model of poorly soluble drug” 

3. “Science at Strathclyde University – Where, Why 

and How? 

4. The way for Better future, Better Research and 

Effective Collaboration” 

5. “miRnome profiling of breast cancer cell lines with 

respect to oestrogen receptor status breast cancer cell 

lines” 

6. “Enhancement of paclitaxel induced inhibition of 

breast cancer cells by COL-3” 

7. “Specific Targeting of Cancer Relevant Pathways 

with Marine Natural Products” 

8. “Diagnosis of Poisoning?” 

9. “Impact of Drug Information Resources on 

Healthcare practice (Lexicomp Online) ” 

10. “A brief review of the undergraduate and graduate 

programs in drug development offered at the Faculty 

of Pharmacy of the University of Montreal” 

11. “Exploring Alternative Educational Programs in 

Drug Development: the Summer School of 

Medicines (SSM) Initiative” 

12. “Nano-therapeutics for improved efficiency, 

targetability and safety of medicines” 

13. Pharmacotherapy review course for the 

pharmacotherapy board exam (USA) 

1. “Evidence-Based Healthcare” 

Workshop 

2. “Clinical Research 

Methodology” 

3. “Statistics for Non-

Statisticians” 

4. “Patient Counselling” 

Workshop 

5. “Managing Healthcare 

Personnel” 

6. “Advancing Pharmacy 

Practice Innovation” 

Workshop 

1. Rheumatology treatment 

2. The proper use of inhalers  

3. Asthma and respiratory diseases 

4. Pharmacovigilance pharmacy in 

co-operation with Merck 

5. Laws related to drug abuse 

6. Medicine misuse  

7. Effects of drug abuse on 

behaviour 

8. Medical effects of drug abuse  

9. What do you know about drugs 

and addiction in Kuwait? 

10. The law and addiction 

11. Addiction: discovery and how to 

deal with it?  

12. “Types of drug addiction” 

workshop 

13. Addiction in Kuwait and the role 

of addiction rehabilitation 

centres: how to deal with addicts 



  

124 

 

Barriers to participation in CPD activities  

CPD providers found that encouraging pharmacists to attend CPD events is very challenging. This 

led the providers to reduce the number of events offered, in order to save resources. 

CPD provider 3: “But we noticed that the number of attendees was low because pharmacists felt 

that they have no motivation for such lectures.”  

CPD provider 1: “… these one-hour lectures, very rarely they [pharmacists] are attending. Part 

of the reasons… there are two reasons why they are not attending: first, the timing, like noon, 

and for them – especially for those at MoH – that’s not so practical, and [second] its relevance… 

it [is] not relevant for their daily practice…” 

CPD providers also commented on the announcement system that is usually used for advertising 

their CPD activities. They believed that the way they are advertising for their activities is not ideal, 

and this may prevent pharmacists from attending even more.  

CPD provider 1: “[What] we usually do is to send an email through […] or put it on Instagram… 

but it is suboptimal, it’s really suboptimal. We really need to find a way to reach the pharmacists 

working in government hospitals, government polyclinics, private clinics and hospitals, even 

those in the community…” 

Difficulties in having accreditation or assigning CME points to pharmacy programmes were also 

discussed by CPD providers. KIMS is the only medical institute that provides healthcare 

programme accreditation in Kuwait, and this accreditation is currently given for medical and dental 

programmes only. This made it difficult for pharmacy CPD providers to promote their 

programmes. When this issue was further discussed with CPD providers, they believed that it is 

acceptable as pharmacists do not do anything with these points anyway and, due to cost saving, 

KIMS may prefer not to review and accredit pharmacy programmes. 

 

o Theme 2.5: Working with others in the healthcare team 

Working with other healthcare professionals is an important aspect of providing optimum health 

services. CPD providers reported that pharmacists need to be at an equivalent level of knowledge 

and skills as other healthcare professionals, so they work in a multi-disciplinary team and provide 



  

125 

 

the needed pharmaceutical services. Moreover, one CPD provider explained that their mission is 

to provide training to physicians, nurses and pharmacists. However, all training currently provided 

is usually carried out separately, and they do not provide inter-professional courses. This CPD 

provider mentioned that an inter-professional training course would enrich pharmacists’ learning 

experience and would facilitate acceptance of pharmacists’ input by other healthcare professions.   

CPD provider 3: “There is a health triangle that must be paid attention to: doctor, pharmacist 

and patient. If the pharmacists provided high-level services the patient will get better health 

outcomes, because, in the end, the pharmacist is the last stop of the patient in any medical centre. 

The doctor might prescribe the appropriate medication for this patient but the absence of correct 

guidance by the pharmacist may lead to inappropriate use of that medicine and the patient may 

not benefit from it… therefore, [the] pharmacist must synchronise his information with the 

information of the entire medical staff…”  

4.5.2.5 Summary of CPD cluster findings  

Findings suggest that the available learning opportunities for pharmacists are neither well planned 

nor mapped to any national agenda for professional development. The ad hoc nature of CPD 

providers’ initiatives is not ideal and it may take many years before advancement in practice is 

seen. The use of evidence-based developmental frameworks to support the transformation of the 

pharmacy workforce within the scope of practice, across all settings and according to local/national 

health needs was viewed as the first step in establishing a pharmacy CPD model. This would guide 

career development for individual pharmacists and enable decision-makers to measure the 

advancement of pharmacy practice by assessing actual practice with specific standards. 

Participants reported that collaboration between different stakeholders is needed to establish 

effective strategies and plans for the pharmacy workforce development.  

As with the pharmacists’ focus groups, findings from the CPD providers’ interviews confirmed 

that developing a competency framework is a priority. Therefore, developing a competency 

framework should be considered the next step for improving and advancing pharmacy practice in 

Kuwait. 
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4.5.2.6 Cluster 3: System  

o Theme 3.1: Continuing professional development strategies 

CPD providers recognised that, in Kuwait, different issues need to be addressed first before a CPD 

national strategy is put in place. They mentioned that the context of Kuwait illustrated a situation 

where basic blocks need to be set first. Laws, policies, regulations and the basics of collaboration 

need to be activated to facilitate the provision and implementation of pharmacists’ CPD. 

CPD provider 3: “We are talking about 1000 Kuwaiti pharmacists and around 2500 non-

Kuwaiti pharmacists… nothing pushes them to attend lectures, conferences or workshops.” 

When asked about their plans for the coming years, CPD providers could not present a clear plan; 

rather, they all tried to generate ideas about possible options and better opportunities based on their 

previous experience with what they had provided in the past.  

CPD provider 2: “We will continue providing the same courses that we provided last year and 

got some feedback on… we also will look at using [a] local expert rather than an expert from 

abroad so we can reduce the fees and make it easier on pharmacists to attend.”  

CPD providers also mentioned that they might need to focus on having a CPD authority to create 

clear professional development strategies and provide more education and training. 

CPD provider 1: “We need to have a form of CPD authority, and we need to have credits and 

credits need to be mandatory for promotion of licence renewal, so these are the two things that 

I would focus on.” 

Uncertainty about future strategies was evident. CPD providers were seen to be struggling because 

of the lack of a clear vision, structure or policies that govern pharmacy practice in general. 

Incentives and system for support  

Due to several challenges (e.g. pharmacists not attending educational activities, no policies 

currently governing continuing education), moving forward into providing proper support to 

pharmacists in relation to their CPD was found to be not evident at the current time.  

CPD providers believed that motivating pharmacists to learn and attend training or to adopt a 

lifelong learning approach needs incentives. They discussed the need for a mandatory system or 
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any other incentives to encourage pharmacists to change their attitudes towards pursuing new 

knowledge and skills.  

CPD provider 1: “… it should be an incentive. At this point in time, as far as I know, there is no 

incentive for pharmacists besides just a personal interest for development, but, in terms of 

promotion, of increase in salary, licence renewal, there is no mandatory requirement for 

credits.” 

 

o Theme 3.2: Workforce impact and effect on health improvement 

CPD providers discussed that pharmacists’ training certainly has a positive impact on health 

outcomes, but is difficult to measure. A possible alternative way of measuring the impact of CPD 

on healthcare and service provision was explained by one of the CPD providers. It was suggested 

that the success of CPD could be measured by a pre-assessment and post-assessment survey as 

well as follow-ups.  

CPD provider 1: “I was talking about a big questionnaire to do pre-assessment and post-

assessment and then a follow-up in one month, three months or six months, whatever would 

make sense, to see did the CPD, which [was] hands-on… did this CPD that we offered to these 

pharmacists… did that result in different, better, patient care. Are they doing something 

additional?… if ‘no’, why? If ‘yes’, how is it going, what are the obstacles?… see, I would need 

to measure something…” 

It was also suggested that data on the impact of training could be used as evidence to support the 

call for a mandatory system. 

CPD provider 1: “Measuring the impact of CPD… is that… with this data, we can use data like 

this and more data and more data and, at the end of the day, go and show evidence that we need 

to have a form of CPD authority and we need to have credits, and credits need to be mandatory 

for promotion of licence renewal…”  
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o Theme 3.3: Workforce policy formation 

Working with higher authorities has its limitations. CPD providers mentioned that they tried to 

propose different ideas to the MoH to set new regulations related to a CE points system for 

pharmacists. However, this was not yet successful because change was imperative and people 

resisted these changes.   

CPD provider 1: “So we looked at the different countries around the world, namely we focused 

on the Gulf countries, trying to see what is their minimum number of credits per year for 

pharmacists… and what we proposed is that [for] pharmacists working in [the] MoH it would 

be a requirement to get promotion, so if you do not show your 25 credits per year you’re not 

eligible for promotion, and for pharmacists working in the private sector we proposed that those 

25 credits per year were required in order to get renewal of the licences, so that provides a good 

incentive. We are not there yet and it will need some time until full implementation because it 

requires a lot of people to change a lot of things, so change is numerable but requires time and 

preparation…” 

Role of professional and regulatory bodies 

CPD providers reported that supporting pharmacists in their professional development necessitates 

collaboration of all authorities and regulatory bodies to help ensure structure and leadership to 

CPD. 

CPD provider 2: “Our work is never complete unless we have the collaboration of others… I 

mean, I worked within a medium within an ECO system... but this system doesn’t exist now, 

that’s why we moved from CPD provider to CPD influencer…” 

CPD provider 3: “The most important point is that the Civil Services Bureau and KIMS should 

activate a law or regulations which mandate CE for pharmacists.” 

There was an agreement that the three main CPD providers (KU, KuPhA and LSA) should 

collaborate to establish a clear structure of pharmacy professional development in Kuwait. 

CPD provider 3: “It is really three institutes who [are] counted responsible for this: Kuwait 

University, Ministry of Health and the Pharmaceutical Association. There should be an 

arrangement between those three for pharmacists to have continuing education. Kuwait 

University as the academic side, Ministry of Health as an administrative side and the Association 

with its organisational structure, by choosing what suits pharmacists or what is lacking…”    
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4.5.2.7 Summary of policy formation cluster findings  

Findings from CPD providers’ interviews suggested that evidence of systematic development of 

policies for the strengthening and transforming pharmaceutical workforce education was lacking. 

This is believed to be due to the lack of structure, leadership and policies that govern pharmacy 

practice in general and pharmacy workforce education and training specifically. As working with 

higher authorities has its challenges, the CPD model should address the collaboration of all 

professional and regulatory bodies to help ensure structure and leadership for CPD. Therefore, the 

CPD model should emphasise the fundamental role of collaboration between education providers, 

decision-makers, policymakers and pharmacists. 

 

4.5.2.8 Frequency of codes 

Frequencies and percentages of all codes within all interviews were retrieved from MAXQDA-12 

to obtain a better understanding of participants’ repeated thoughts and ideas. The most frequent 

coded cluster was cluster 2: CPD, with 44.5% of total codes (Figure 4.6). The most frequent coded 

theme was “competency development” in cluster 2, with 16.3% of total coded themes. Frequency 

of themes within each cluster was also retrieved. For cluster 1, the most frequent theme was 

“practice challenges” (49.7%), while, in cluster 2, the most frequent theme was “competency 

development” (36.5%). Finally, for cluster 3, the most frequent theme reported by participants was 

“CPD strategies” (40.4%). Table 4.7 presents the frequencies and percentages of coded themes 

and sub-themes.  

 

 

 

 

 

 

Figure 4.6: Frequency of coded clusters 
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Table 4.7: Frequency and percentages of coded themes   
Cluster 1: Academia 

       Themes and sub-

themes 

 

Frequency  

Academic capacity 

Foundation training 

and early career 

development 

Perception towards 

CPD  

Practice 

challenges  

Quality assurance of 

education and training 

activities 

Frequency of code  3 34 73 159 51 

% within the cluster 0.9 10.6 22.8 49.7 15.9 

% of total codes 0.2 2.5 5.3 11.6 3.7 

Cluster 2: CPD 

       Themes and sub-

themes 

 

Frequency  

Advanced and 

specialist expert 

development 

Competency 

development 

Leadership 

development 

Service provision and 

workforce education 

and training 

Barriers to 

participate  

in CPD activities 

Working in a 

team 

Frequency of code  20 224 31 181 106 51 

% within the cluster 3.3 36.5 5.1 29.5 17.3 8.3 

% of total codes 1.5 16.3 2.3 13.2 7.7 3.7 

Cluster 3: systems 

       Themes and sub-

themes 

 

Frequency  CPD strategies 

Needs for incentives 

and support 

Workforce Impact 

and effect on health 

Workforce policy 

formation 

Role of professional 

bodies  

Frequency of code  179 96 20 120 28 

% within the cluster 40.4 21.7 4.5 27.1 6.3 

% of total codes 13.0 7.0 1.5 8.7 2.0 
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4.6 Triangulation and discussion of principal findings  

This study aimed to determine pharmacists’ perceptions, attitudes and behaviours towards CPD 

and to determine their education priorities and needs; also to explore what opportunities are 

currently provided for pharmacists to support their professional development. The overall goal of 

this study was to inform the development of a CPD model that applies to the Kuwait context. To 

achieve this aim, focus groups with pharmacists and in-depth interviews with CPD providers were 

conducted.  

This study provides an in-depth understanding of the multi-dimensional nature of pharmacy CPD 

in Kuwait. To our knowledge, this is the first study to evaluate pharmacy CPD from the 

perspectives of both pharmacists and CPD providers. Findings from this study would support 

leaders and policymakers to make informed decisions with regard to pharmacy workforce 

development. In this section, findings will be discussed according to the objectives set for this 

study (section 4.3).  

4.6.1 Pharmacists’ and CPD providers’ perceptions, priorities and needs, and 

behaviours towards CPD  

Findings suggest that pharmacists have a positive attitude towards pursuing new knowledge for 

the advancement of their career, which is consistent with previous research (Driesen et al., 2007, 

Elsayed et al., 2015). Pharmacists also believed that continuing education would improve 

pharmacy services and may help with physicians respecting and accepting their role. However, the 

majority of participants limited the ways of obtaining new knowledge to structured learning such 

as conferences, lectures and online courses (see Table 4.3).  

The majority of participants favoured a mandatory system for CME points, as recognition for those 

who devote time and effort to attend and learn. The call for a mandatory CE points system was 

based on the system adopted by physicians in Kuwait. Previous research has also shown that 

pharmacists were found to be in favour of making CE/CPD mandatory (Attewell et al., 2005, Bell 

et al., 2002, Chambers et al., 2013, Haughey et al., 2007, Mohamed Ibrahim, 2012). Findings from 

CPD providers’ interviews were consistent with this suggestion, as CPD providers also believed 
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that a similar system to that of physicians which links collected points to individual promotion 

would be very effective as it would motivate pharmacists to engage in more CPD activities in order 

to satisfy the mandatory requirement. CPD providers, as well as pharmacists, reported that active 

regulations that mandate pharmacists to attend education and training activities are required, as 

this may act as an external motivator. Driesen et al. (2007) also claimed that pharmacists might 

need an external motivator for attending educational activities, and a mandatory system was an 

option.  

Pharmacists also called for new policies and regulations that would expand the role of the 

pharmacist in hospitals, and in primary care and community settings as well. This would urge 

pharmacists to seek learning and training opportunities. Previous research also showed that 

introduction of new services changed pharmacists’ learning and training habits, and contributed to 

the creation of pharmacists’ learning needs, which in turn make pharmacists seek educational 

activities (Dopp et al., 2010, McConnell et al., 2012).  

Pharmacists listed and prioritised their learning needs (see Table 4.4). They perceived these 

learning needs as mixed between therapeutics and pharmaceutical care (e.g. diabetes management) 

and clinical skills (e.g. therapeutic drug monitoring  and communication) as well as marketing and 

sales, which is consistent with findings from previous research (Cordero et al., 2004, Driesen et 

al., 2005, Mohamed Ibrahim, 2012, Raymond and Woloschuk, 2011, Scott, 2010, Wilbur, 2010). 

Findings from the present study showed that there is a discrepancy between what pharmacists 

perceived there was a need for and what CPD providers believed they should provide. This created 

unstructured, limited and opportunistic teaching (rather than learning) activities that were rarely 

attended by pharmacists. Moreover, the diversity of topics that were perceived as learning needs 

and were reported by participants (both pharmacists and CPD providers) may suggest that 

pharmacists, as well as CPD providers, are unaware of the actual learning needs. Evidence showed 

that pharmacists had difficulties in identifying their learning needs, which may lead them to learn 

what they want to know not what they need to know (Austin et al., 2005). Evidence also showed 

that pharmacists need to know what they need to do to identify their learning needs (Mills et al., 

2010). In Kuwait, the lack of a clear job description and competency framework made it difficult 

for pharmacists to know their duties or to decide on career goals.  
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Finally, participants listed many barriers that they perceived as preventing them from attending 

CPD activities (see Table 4.5). Before addressing these barriers, it is imperative to decide on a 

clear vision of workforce education and training. This vision must be linked to local healthcare 

needs and fed back to the development of outcomes-derived education and training. The loop 

should be closed by ensuring that educational activities are relevant, hands-on and interactive, 

flexible in timing and mode of delivery, and applicable to the workplace. Communication between 

decision-makers and pharmacists is fundamental, as well. Pharmacists need to be involved in the 

planning, implementation and evaluation of any new policy or training system. This may ensure 

pharmacists’ participation and meaningful engagement in the advancement of the profession.    

4.6.2 Strategic plans of CPD providers with regard to post-graduation education in 

Kuwait  

Clear strategies for pharmacists’ post-graduation education and training could not be identified. 

CPD providers discussed many challenges that they are currently facing to provide post-graduation 

education to pharmacists. These challenges were related to the development, delivery and 

announcement of CPD activities. Most of these challenges were affected by the lack of 

collaboration with higher authorities such as the MoH. Although CPD providers were aware of the 

current challenges facing professional development across all settings of practice and all stages of 

pharmacists’ career, they were unable to provide evidence of systematic development of strategies 

for collaboration with the MoH or for strengthening and transforming pharmaceutical workforce 

education in Kuwait. CPD providers may need to start thinking about following a systematic 

process for the development of education and training activities. These activities should be based 

on local healthcare systems, their capacity and funding, and should be aligned to national and 

international sustainable development goals (International Pharmaceutical Federation, 2016b).  

Pharmacists, on the other hand, called for a support system to be incorporated into any future 

strategies to facilitate their engagement in CPD as well as the application of new knowledge or 

services in the workplace. They expressed their need for support from educators (CPD providers 

and academic institutes) and higher authorities (MoH and managers) as well as their peers. They 

explained that consistent training, resources within the workplace, and meeting with other 

pharmacists to share information and ideas would help them to improve and advance, personally 
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and professionally. The support system that pharmacists discussed in the present study was similar 

to that suggested by Austin et al. (2005), Bell et al. (2002), McNamara et al. (2007) and Power et 

al. (2011).  

Based on the findings from the present study, it is claimed that CPD providers in Kuwait need to 

recognise the importance of the availability of a support system for pharmacists. Such a system of 

support should be considered as a crucial element in any plans. Educators need to move beyond 

the classrooms to provide structured and organised support to pharmacists through needs-based 

education and training as well as collaboration with managers and higher authorities.  

4.6.3 Areas of improvement and the components of a CPD model  

The present study showed that participants (both pharmacists and CPD providers) recognised that, 

in Kuwait, different issues need to be addressed first before a model for professional development 

is implemented. The context of Kuwait illustrated a situation where basic blocks need to be set 

first. Laws, policies, regulations and the basics of collaboration need to be activated to facilitate 

the provision and implementation of pharmacists’ career and professional advancement.  

Data suggested that there are three main areas for improvement identified and which are considered 

to be the main building blocks for the development of a comprehensive CPD model for 

pharmacists.  

The first area for improvement is the development of foundation and advanced competency 

frameworks to assist in adopting a needs-based approach for education. Both pharmacists and 

CPD providers agreed that the lack of a clear scope of practice and competency frameworks made 

it difficult for pharmacists to identify their learning needs and therefore made it difficult for them 

to decide on goals for career development. Development of competency frameworks is believed 

imperative for the advancement of the profession, as the evidence also suggested that the use of 

competency frameworks aids in identification of learning needs and supports the design and 

development of learning activities which collectively lead to improvement of performance and 

advancement of practice (Mills et al., 2010, Brown et al., 2015). 
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The second area for improvement is a system of support incorporated into needs-based education 

strategic plans. Pharmacists in the present study mentioned the need to activate a support system, 

as well as activating the role and leadership of higher authorities and professional and regulatory 

bodies for the implementation of effective CPD strategies and policies. This was consistent with 

findings from other studies reported by Austin et al. (2005), Bell et al. (2002), Mc Namara et al. 

(2007) and Power et al. (2011).  

The third area for improvement is policies and regulations. This is believed important as national 

and international workforce development visions have recognised the vital role of policies and 

regulations in implementing needs-based development approaches to professional development 

across all settings and stages (International Pharmaceutical Federation, 2016b). 

The development of the CPD model with a detailed explanation of each component will be further 

discussed in the following chapter.  

4.7 Limitations 

This study has some limitations. The small sample size and strategies used to recruit study 

participants may limit the findings’ generalisability and representativeness. This is believed to be 

related predominantly to the qualitative methodology used to conduct the study. A sample of only 

33 pharmacists was interviewed. However, this sample included pharmacists working in a variety 

of practice settings and at all career levels. This was important to explore and critically evaluate 

different issues related to CPD. Other stakeholders such as pharmacy students, patients and 

physician were not interviewed in this study. This may have provided insights on the professional 

identity of pharmacists in Kuwait. Moreover, although applying convenience and snowball 

sampling techniques helped to recruit participants who were willing to discuss the topic under 

study, it may limit the application of results for other pharmacists or contexts. Convenient and 

snowballing sampling may also resulted in interviewing pharmacists who are interested in the 

topic, most accessible, and enthusiastic about pharmacy CPD, and therefore the views of other 

pharmacists who may not be interesting in CPD or those in rural areas would not be captured.  

Another limitation might be that interviews provided data that are self-reported and may be subject 

to participants illustrating or reporting good behaviours or experiences to please the interviewer or 
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other participants. However, it was believed that prompting during each interview helped 

understand participants’ behaviours in different situations and experiences.  

Moreover,  although findings from the present study shed some light on 11 of the 13 FIP WDGs 

with regard to the Kuwait context, they do not shed light on the other two goals. Interviews with 

participants did not provide adequate information on gender and diversity balances (goal #10) and 

workforce intelligence (goal # 12). This may be because these two goals are mostly related to data 

and statistics about the pharmacy workforce that were, at the time of the interviews, not available 

to the researcher or study participants and therefore could not be comprehensively discussed to 

obtain credible findings. Another reason is the political and cultural sensitives that usually 

accompanying discussing gender equity in an Arabic context in general. Although Kuwaiti women 

have equal job opportunities in the pharmacy field, still majority of the high level positions in MoH 

are occupied by men.   

Finally, results from this qualitative study are not intended to determine prevalence or incidence. 

Instead, this study was designed and conducted to evaluate the real experiences of pharmacists in 

regard to complex issues related to their professional development, and to provide a foundation 

for ongoing research into pharmacy workforce development. 

4.8 Conclusion  

In conclusion, the findings from this study provided insights into areas in need of improvement for 

pharmacy CPD in Kuwait. The identified learning and strategic priorities provided a roadmap for 

pharmacists’ education and career development. The findings from this study helped construct an 

evidence-informed model that is established based on interviews with scientific stakeholders. The 

development of the CPD model is discussed in the following chapter. 
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Chapter 5: Developing a Continuing Professional Development Model: 

Synthesis of Evidence  

It is claimed that qualitative methods help the researcher to develop a complex picture of the 

problem or issue under study through reporting multiple perspectives and therefore sketching the 

larger picture that emerged (Creswell, 2014).   

The model proposed here is based on the findings from a global evidence review of systemic 

factors influencing pharmacy continuing professional development (Chapter 2) and a 

comprehensive examination of pharmacists’ and CPD providers’ perspectives on professional 

development (Chapter 4). The development of the model was also guided by the FIP workforce 

development goals that were built together to establish the milestones for impactful global 

development for pharmacy education. The proposed model also built on the conceptual framework 

depicting the dynamic relationships between practice, regulation and education that was developed 

by  Rouse in the early 2000s and was first published by the FIP in 2008 in the Global Framework 

for Quality Assurance of Pharmacy Education.  

The proposed model provides guidance to achieving national (New Kuwait 2035) and international 

(FIP and UN sustainable development goals) strategic and sustainable goals, and is constructed 

based on the principles of sustainable healthcare improvement. Therefore, the model proposed 

here may apply to other countries and professions where there is a lack of clear workforce 

development strategies for pharmacy professionals. The model will help leaders and educators to 

target the areas for improvement outlined below (needs-based education, a system for support, and 

policies) to create a roadmap that would ensure the improvement of pharmaceutical care services 

and better patient care. 

The proposed model is named “The Continuing Professional Development Model” (Co-ProDeM). 

Co-ProDeM is a multi-dimensional workforce development model for pharmacists with an overall 

goal of improving pharmaceutical care services and health outcomes. This model is intended for 

pharmacists, educators and policymakers to understand how education can be translated into an 

impact on healthcare. The proposed model fills the gap between education and impact by 

identifying the missing link that would help pharmacists to apply the knowledge, skills and 
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competencies gained during their learning process and therefore to have an impact on their 

patients’ health.  

In the Co-ProDeM model, three main components are identified that will make continuing 

education helpful and meaningful so that pharmacists can develop professionally, which in turn 

will help in providing better services to patients (impact). The proposed model is outlined in Figure 

5.1 and further explained below.  

The first component is a “needs-based approach for education” where pharmacists can 

seamlessly move from initial education through the foundation level to advanced and specialist 

level. In this component, the development of competence through foundation and advanced 

competency frameworks (standards for services) is essential to guide pharmacists through their 

career development and to assist them in adopting a needs-based approach to education. 

Competency frameworks help pharmacists to reflect on their performance and then to identify their 

learning needs. Moreover, competency frameworks will guide pharmacists to plan, apply and 

evaluate their practice (CPD cycle). This ensures that every pharmacist is a self-dependent, lifelong 

learning professional.   

The second component is creating a “system for support” incorporated within the workplace that 

will help pharmacists to apply what was learned in their practice. The availability of an effective 

support system will help pharmacists to expand their role and initiate new services according to 

the practice, the patients, and the healthcare system needs. This can be accomplished by the use of 

evidence-based assessment tools and appropriate mentorship. In this component, leadership is 

developed as pharmacists start to improve their practice with the support of their manager and 

colleagues.  

The third component is “policies and regulations” that clearly outline workforce development 

and strategic plans. A vision of pharmacy practice improvement that is clearly communicated to 

all stakeholders and is nationally endorsed is fundamental to ensure that all efforts are directed to 

a shared endpoint, which is an impact on healthcare improvement.    
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1Figure 5.1: The outline of the Co-ProDeM  

  

 

1 This figure illustrates the three main components (needs-based education, support system, and policy and regulations) 

that support pharmacists professional development from initial education through foundation level to advanced level. 

The core component for pharmacists professional development is needs-based education.    
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5.1 Components of the model 

Figure 5.2 illustrates the interactions between the different components of the model with a further 

explanation of each component in the sections below.   

2Figure 5.2: The dynamic interaction between the three main components of the Co-ProDeM 

 

 

2 This figure illustrates the dynamic interaction between the three component of the CPD model. Learning is a 

continuous iterative process starts from initial education and continues in all levels of career development. However, 

in order to apply learning in the work place, a system for support (e.g. incentives, mentorship, and evidence-based 

tools) should be available for pharmacists. Policy and regulation are main derivers for education and practice 

development. The ultimate outcome of pharmacy workforce professional development is to have competent 

pharmacists with profound leadership role in order to achieve a sustainable impact on health improvement.   
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5.1.1 Education  

In this proposed model, continuous education and development are what makes advancement in 

practice possible. It is considered as the catalyst that facilitates the transition between the three 

levels of practice: initial (student), foundation (early career), and advanced and specialist 

(experienced). And in the three levels, education should be driven by local and national needs 

(hence needs-based education) rather than ad hoc opportunities; this will ensure the sustainability 

of educational programmes, as education is derived from what patients and health systems need.  

The goal of needs-based education here is to build pharmacists’ competence and to make clear the 

scope of their practice and the required knowledge, skills and behaviours they need to master. Only 

when these are uncovered and made clear to pharmacists can actual learning needs be identified, 

and educational and training activities be designed and delivered to improve their performance. 

Therefore, the development of foundation and advanced competency frameworks that clarify the 

scope of practice and assist in adopting a needs-based approach for education is the core of the 

workforce development model. The developed foundation and advanced competency frameworks 

should also be aligned with any undergraduate or initial education competency frameworks to 

ensure the seamless transition between all three levels of practice.  

Initial education represents schools and universities where a competent pharmacy workforce is 

developed. The initial education starts the education continuum. The transition into continuing 

education needs to be seamless with clear guidance to students on how to be lifelong, independent 

learners to progress and advance professionally.   

Foundation level implies the early years of career development. Although the advancement from 

foundation level to advanced and specialist level is presented by a straight arrow (see Figure 5.2), 

it is believed that learning in practice is never a linear process. Pharmacists will find themselves 

in an iterative process with ups and downs as they learn something new every day, with every 

patient, and with every prescription they dispense. Therefore, the curved line is added to the model 

to represent a real-world learning process.  



  

142 

 

Although the advanced and specialist level of practice is placed at the top of the learning arrow, 

it should be noted that learning is a continuous process and therefore pharmacists should not stop 

their learning journey once they reach an advanced level of practice. Rather, they should aim for 

a leadership role along with their clinical role. And that is why both levels have been placed before 

the arrow tip: to indicate that education is a continuum.  

5.1.2 System for support  

Needs-based and competency-based education alone cannot guarantee an improvement in 

performance because pharmacists, in this present study and globally, listed many barriers that 

prevent the application of knowledge. It is believed that it is not enough to provide education and 

training and then leave pharmacists to face reality. If the aim of education and training is to 

improve the practice, educators need to move into the workplace to help pharmacists in 

understanding how changes could be best adopted. Support from managers and educators, through 

mentorship, to facilitate the application of knowledge is always needed. Resources, evidence-

based tools and mentorship should aim to build individuals’ leadership. These are important to 

sustain practice evolvement and development.   

When built within the system of work, incentives and recognition act as both external and internal 

motivators to pharmacists: pharmacists who need external motivators will find incentives satisfy 

their needs, whereas pharmacists who are internally motivated will find recognising their work 

fulfils their needs. 

Mentorship and workplace support is another pillar in the support system. Although incentives 

and recognition may motivate pharmacists to improve their practice, sometimes it is difficult for 

motivated pharmacists to apply the required improvements in their workplace. This is because of 

many barriers, such as lack of guidance and supervision, shortage of staff, and employee resistance 

to change. Therefore, the role of mentors and supervisors is very important to ensure pharmacists 

are working to their full potential. Moreover, support from peers, administrative staff and 

managers is fundamental to facilitate the change process.    

Evidence-based tools are developmental tools such as competency frameworks with self-

assessment and appraisal grids are essential to guide and support pharmacists’ professional 
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development. Making these tools available early in a pharmacist’s career will help them to decide 

on career goals and to choose career pathways that best fit their needs and ambitions.  

5.1.3 Policy and regulation  

It may not be sufficient to have a few keen and motivated pharmacists who provide good services 

in some hospitals, as personal effort as the current situation in Kuwait. For that reason, any 

behaviours, competencies or standards of care, as well as a recognition system, need to be 

nationally endorsed. This will ensure that small personal efforts and initiatives for practice 

improvement are expanded to meet national healthcare needs and, as a result, patients could receive 

better pharmaceutical services in any healthcare facility. At this point, the role of leaders and 

policymakers is important. Support from higher authorities to facilitate the improvement of 

services is always needed. Resources, infrastructure and internal regulations regarding staff 

development should be made available. Nationally approved post-graduation education policies 

and regulations would ensure structure (career pathway) and empower leadership. Policies would 

guarantee that education and training opportunities are no longer limited or ad hoc. This will 

govern the sustainability and consistency of needs-based post-graduation education and will create 

the needed support in the workplace.  

It is also believed that policies and regulatory statements are the umbrella that would ensure the 

advancement of the profession. One can argue that static policies may hinder the required 

development of individuals and may even act as an obstacle to the improvement of pharmaceutical 

healthcare services. Therefore, leaders and policymakers (regulatory and professional bodies) need 

to work collaboratively to update national goals and policies related to aligning pharmacy 

workforce development with healthcare needs. Collaboration with key stakeholders, including 

governments and national and international pharmacy/pharmaceutical organisations, may be 

required to help establish better opportunities for post-graduation education. At the same time, 

pharmacists should not be ignored; rather, they should be engaged in the decision-making process. 

Engaging pharmacists and addressing their needs will allow decision-makers to bring them on 

board for an easier and seamless transition and change of the profession. The establishment of this 

“partnership” between higher authorities and pharmacists may guarantee an evidence-driven 

formation of policies and regulations that support professional development.  
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5.2 Using the model 

Users (pharmacists, education providers, and policymakers) of this model need to know that the 

three components are dynamic and always interact and overlap in different directions depending 

on the context.  

For pharmacists, as individual users of the model, the Co-ProDeM acts as a guide for the 

advancement of their career pathway. Seeking education and training should be seen in light of 

current and future needs. Moreover, pharmacists need to be aware of the support available to them 

and may want to work towards the creation of the support system they want to have. However, 

education and system for support should be in line with local and national policies and regulations.  

Education providers, on the other hand, can use the Co-ProDeM to ensure that they are providing 

education and training that fulfil individual, workplace and national needs. Education providers 

are key players in achieving improvement of the pharmacy profession through their direct input in 

initial and post-graduation education. They also can influence the development of policies and 

regulations to ensure an evidence-based approach for pharmacy workforce development on a 

national level. 

The “Co-ProDeM” helps policymakers to see the bigger picture of the pharmacy workforce’s 

impact on healthcare improvement. This allows policy developers to map individual and national 

needs to current and future policies and strategic plans to ensure that all stakeholders are moving 

in the same direction for profession improvement. When policies that are developed to address 

individual, local and national needs are effectively and efficiently implemented, this will ensure 

sustainable improvement in healthcare services provision.    

5.2.1 Model outcomes 

Sustained improvement of healthcare is possible when a healthcare system re-centres its attention 

on its greatest asset: its people (Hilton and Anderson, 2018). 

The overall goal of the proposed Co-ProDeM model is to have an impact on health improvement. 

This impact is believed to be possible when a healthcare system contains competent pharmacists 

with a profound leadership role.  
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Competency and leadership development: it is believed that, to provide quality healthcare 

services, competent pharmacists are needed. Competency and leadership are the outcomes of well-

planned needs-based education and effective support systems. A healthy practice environment is 

where pharmacists can learn and be aware of what the needs are and are able to act upon these 

needs in a supportive workplace.  

Assessment of competency and leadership development can be managed by using evidence-based 

tools such as competency frameworks and the use of portfolios. The frameworks should be 

developed based on country-specific needs to clarify the scope of practice. The frameworks should 

also be reviewed regularly to cope with the advancement of practice.   

Impact on health improvement: this happens when pharmacists continuously provide high-

quality services to patient care. As the pharmacy profession advances rapidly over the years, the 

provision of continuous, high-quality services may sometimes require pharmacists to act 

differently to expand their current services. To act differently, they need to know what constitutes 

a better service, how to ensure the quality of services, and what behaviours they need to adopt. In 

other words, what are the required competencies they need to master? Service advancement also 

require pharmacists, educators and decision-makers to adopt changes over time. Changes required 

depend mainly on the context where learning is happening and services are provided. This will be 

discussed further in the sections below.  

Assessment of impact on healthcare improvement cannot be accomplished by a single 

measurement. Given the variety of improvement possibilities, each improvement initiative or 

project should have its process and outcome measures. If, for example, a new patient education 

service is provided to patients who may require patient education on inhaler technique, the 

outcome measures may include patients’ satisfaction with the services provided, number of 

patients who experienced acute asthma attacks before and after the service, number of hospital 

admissions, and number of rescue inhaler prescriptions. Also, a series of potential activity 

measures may be assessed (e.g., the number of staff training sessions held to prepare them for the 

provision of the new service, number of pharmacists who participate in improvement work, and 

number of core leaders who are engaged). Finally, beyond improvement-related aims and 

measures, system-level outcomes should also be monitored. System-level outcomes should be 
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consistent with the behaviours that people are embracing, such as higher adoption of improvement 

methodologies across the system, and lower staff burnout and turnover. 

5.3 What are the strategic and sustainable goals that would be achieved by 
the Co-ProDeM? 

Applying the Co-ProDeM to pharmacy workforce education and development can ensure the 

achievement of global and national strategic and sustainable goals. Below is a presentation of how 

Co-ProDeM is aligned with the New Kuwait Vision 2035 and the FIP workforce development 

goals.  

5.3.1 The New Kuwait Vision 2035   

The New Kuwait 2035 strategic plan is a consolidated approach towards a prosperous and 

sustainable future. The plan has seven main pillars (global positioning, creative human capital, 

high quality healthcare, sustainable living environment, developed infrastructure, sustainable 

diversified economy, and effective civil service) targeting the transforming of Kuwait into a 

leading regional financial, commercial and cultural hub by 2035 (General Secretariat of the 

Supreme Council for Planning and Development, 2017). Table 5.1 presents how the Co-ProDeM 

will support the achievement of two pillars in New Kuwait 2035. 
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Table 5.1: The achievement of two pillars in the New Kuwait 2035 by applying the Co-

ProDeM to pharmacy workforce development plans 

Pillar Description How this pillar is achieved by the Co-

ProDeM 

Creative 

human 

capital 

This pillar of the New 

Kuwait Vision supports 

the requirement to  

“reform the education 

system to prepare youth 

better to become 

competitive and 

productive members of the 

workforce”. 

 

The Co-ProDeM ensures that pharmacists at all 

practice levels (student, early career and 

experienced) are provided with needs-based “fit 

for purpose” education. The model also ensures 

the provision of a comprehensive support system 

to pharmacists in their workplace. The system for 

support will deliver the incentives and 

recognitions required for pharmacists to be 

competitive and productive members of the 

workforce. 

High-quality 

healthcare 

This pillar of the New 

Kuwait Vision supports 

the requirement to  

“improve service quality 

in the public healthcare 

system and develop 

national capabilities at a 

reasonable cost”.  

The Co-ProDeM ensures competence and 

leadership building, which in turn enable 

pharmacists to provide high-quality healthcare 

services to patients. The Co-ProDeM is a guide 

for action to reshape the pharmacy workforce and 

pharmacy practice on a national level to enable 

better healthcare service provision. 

 

5.3.2 FIP pharmaceutical workforce development goals (WDGs) 

The WDGs aim to facilitate national implementation of the global vision and roadmap through a 

series of measurable, feasible and tangible goals. There are 13 strategic goals directed towards the 

transformation of the pharmacy workforce according to local and national needs. These goals are 

aligned with the global initiatives by the WHO Human Resources for Health (HRH) and the UN 

sustainable development goals. Therefore, ensuring local projects and initiatives in healthcare are 

aligned with the 13 FIP WDGs also means alignment with the global WHO and UN sustainable 

development strategies.   

Findings from the present research support the achievement of 11 of the 13 WDGs, as discussed 

in Chapter 4. Mapping the 11 WGDs to the different components of the Co-ProDeM is presented 

in Table 5.2.  
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Table 5.2: Achievement of the WDGs through applying the Co-ProDeM to pharmacy 

workforce development plans  

Goal Description How this goal could be achieved by the Co-

ProDeM 

1. Academic 

capacity  

Engagement with higher education 

development to support supply-

side workforce development 

agendas. 

Needs-based initial education that aims at 

competency building is the start of the education 

continuum. Co-ProDeM ensures that educators 

are developing education curricula “fit for 

purpose” and to prepare competent pharmacists 

ready for real-world practice.  

2. Foundation 

training and 

early career 

development 

Foundation training infrastructures 

in place for the early post-

graduation years as a basis for 

consolidating initial education and 

training and progressing the 

novice workforce towards 

advanced practice. 

Through the development of competency 

frameworks and evidence-based developmental 

tools, the Co-ProDeM ensures the creation of 

clear and purposeful education and training 

programmes to support foundation level 

practice. This will also develop early career 

pathways maps to support a seamless transition 

into early career practice and towards advanced 

practice. 

3. Quality 

assurance  

Transparent, contemporary and 

innovative processes for the 

quality assurance of needs-based 

education and training systems. 

Applying the Co-ProDeM to pharmacy 

workforce development plans will ensure the 

quality of the workforce by quality assuring the 

continuous development and the delivery of 

adequate and appropriate education and training 

that is relevant to the context of local needs and 

practice. 

4. Advanced 

and 

specialist 

expert 

development 

Education and training 

infrastructures in place for the 

recognised advancement of the 

pharmacy workforce as a basis for 

enhancing patient care and health 

system deliverables. 

The Co-ProDeM outlines and clarifies to 

pharmacists as well as educators and 

policymakers the need for competent and 

capable advanced and expert pharmacists in all 

sectors (advanced level of practice) for greater 

optimisation of complex pharmaceutical patient 

care. 

5. Competency 

development 

Clear and accessible 

developmental frameworks 

describing competencies and 

scope of practice for all stages of 

professional careers.  

 

The Co-ProDeM ensures the use of evidence-

based developmental frameworks to support the 

transformation of pharmaceutical science within 

the scope of practice, across all settings and 

according to local/national needs. The Co-

ProDeM also ensures that professional career 

development is supported by using tools, such as 

competency frameworks, describing 

competencies and behaviours across all settings. 
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Goal Description How this goal could be achieved by the Co-

ProDeM 

6. Leadership 

development 

Strategies and programmes in 

place that develop professional 

leadership skills.  

The Co-ProDeM advocates for the creation of 

strategies for the development of leadership 

skills (including tools and mentoring systems 

and collaborative working activities) to support 

pharmacists through their careers. 

7. Service 

provision and 

workforce 

education and 

training 

Patient-centred health services 

foundation for workforce 

development, relevant to social 

determinants of health and needs-

based approaches to workforce 

development. 

The Co-ProDeM ensures a systematic 

development of education and training activities 

based on local healthcare systems needs and the 

development of a structured approach to early 

career mentoring systems to support novice 

practitioners to engage with peers and 

preceptors. It also ensures the availability of 

systematic use of professional recognition 

programmes/systems as markers for 

advancement and specialisation.  

8. Working 

with 

others in the 

healthcare 

team 

Identifiable elements of 

collaborative working and inter-

professional education and 

training which should be a feature 

of all workforce development 

programmes and policies. 

The Co-ProDeM advocates for the formation of 

policy to demonstrate how healthcare 

professionals can develop and engage in 

partnerships to achieve better health outcomes. 

9. Continuing 

professional 

development 

strategies 

All professional development 

activity linked with needs-based 

health policy initiatives and 

pharmaceutical career 

development pathways. 

The Co-ProDeM ensures evidence-based 

effective continuing professional development 

strategy according to national and local needs. 

These strategies advocate for initiating 

education on CPD and self-directed behaviours 

at the student level. 

11. Workforce 

impact and 

effect on health 

improvement 

Evidence of the impact of the 

pharmaceutical workforce within 

the health systems and health 

improvement. 

The Co-ProDeM ensures the engagement of 

systems to measure the impact of the 

pharmaceutical workforce on health 

improvement and healthcare outcomes. This is 

also linked to needs-based education, training 

and workforce planning. 

13. Workforce 

policy 

formation 

Clear and manageable strategies to 

implement comprehensive needs-

based development of the 

pharmaceutical workforce from 

initial education and training 

through to advanced practice. 

The Co-ProDeM supports the adoption and 

strengthening of policies and enforceable 

legislation for holistic needs-based approaches 

to professional development across all settings 

and stages. 
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5.4 How is the Co-ProDeM related to the Global Framework for Quality 
Assurance of Pharmacy Education? 

The Global Framework for Quality Assurance of Pharmacy Education (Figure 5.3) elucidates the 

continuous interaction and relationship between the three sectors of the profession (practice, 

regulation and education) that are constantly driving change and advancement (International 

Pharmaceutical Federation, 20014). The framework is developed primarily as a tool to facilitate 

the establishment of systems of quality assurance in countries where no such formal systems exist. 

As there are no existing national systems for quality assurance of pharmacy education in Kuwait, 

the use of the global framework was adapted for this study.  

Figure 5.3: The interaction between practice, regulation and education as presented by the 

framework (International Pharmaceutical Federation, 20014).  

 

The Co-ProDeM ensures that the interaction between the different sectors is maintained. The Co-

ProDeM also adds to the existed framework in that it explains how the interaction can best happen. 

It is also believed that practice and education are not separate identities; rather, they overlap and 

continuously influence each other. Similarly, policy and regulation are also in dynamic interaction 

with practice and education, and should be taken into account in the decision-making process of 

education and practice. Figure 5.4 below represents how the Co-ProDeM is maintaining the quality 

assurance of pharmacy education through maintaining the interaction of the three sectors. 
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3Figure 5.4: Co-ProDeM is maintaining the quality assurance of pharmacy education 

through maintaining the interaction of the three sectors (education, practice and policy) 

  

 

3 This figure illustrates how the three components of the Co-ProDeM are inter-related and not considered as separated 

entities as in the framework by Rouse (2000). Education as well as practice can influence policy formation. In the 

same time, policies are main deriver for education and practice advancement.  
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5.5 Co-ProDeM as a guide for action, change and improvement of pharmacy 
practice in Kuwait  

Focus groups with pharmacists and in-depth interviews with CPD providers were conducted as the 

first study in this research project. The interviews provided an in-depth understanding of the multi-

dimensional nature of pharmacy CPD in Kuwait. Interviewed participants mentioned that there 

was, at the time of the interviews, no clear job description outlining the tasks and behaviours that 

pharmacists need to perform on a daily basis. Moreover, CPD providers indicated that, in Kuwait, 

pharmacists’ actual needs could not be identified because of the lack of specific tools such as 

national standards of care and pharmacy competency frameworks. The lack of such frameworks 

made decisions about healthcare improvement also difficult. Both pharmacists and CPD providers 

agreed that the lack of a clear scope of practice and competency frameworks made it difficult for 

pharmacists to identify their learning needs, and therefore made it difficult for them to decide on 

goals for career development. Evidence found in the literature also suggested that when education 

is based on actual, rather than perceived, needs of individuals there may be positive impacts on 

pharmacists’ practice and the delivery of improved care to their patients (Hussainy et al., 2006, 

Hussainy et al., 2010a, Hussainy et al., 2010b, McConnell et al., 2009, Saenz et al., 2010, Wheeler 

et al., 2013).    

Data from the present research showed that pharmacists and CPD providers also claimed that 

foundation-level competencies need to be identified first before planning for the advanced level of 

practice. Hence, the development of competency frameworks that outline essential behaviours for 

pharmaceutical care service provision and act as a guide for adapting a needs-based education is 

fundamental.  

Early years’ scope of practice competency frameworks that are developed and customised to the 

Kuwait context would act as a tool to assess pharmacists’ actual education and training needs. 

Evidence suggested that the use of competency frameworks aids in the identification of learning 

needs and supports the design and development of learning activities which collectively lead to 

improvement of performance and advancement of practice (Mills et al., 2010, Brown et al., 2015). 

Also, competency development frameworks would act as a guide for pharmacists in their learning 
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process and facilitate their adoption of a needs-based education approach. These frameworks, 

when used as assessment tools, also support pharmacists in their workplace.  

Therefore, the development and use of evidence-based developmental competency frameworks to 

support the transformation of pharmaceutical science within the scope of practice, across all 

settings and according to local/national needs, was found to be a priority and a first step for the 

improvement and advancement of pharmacy practice in Kuwait. The development of evidence-

based developmental competency frameworks will guide needs-based education and will provide 

support to the professional development of pharmacists. The developmental tool will target two 

components in the Co-ProDeM (needs-based education and system for support) and will be the 

starting point for transforming the pharmacy workforce in Kuwait. Applying the Co-ProDeM to 

the context of Kuwait helped in establishing the direction for the advancement of pharmacy 

practice in the country. As the core of the Co-ProDeM was needs-based education, foundation 

competency development was found to be the priority for pharmacy workforce development in 

Kuwait. 

However, the interviews conducted in this research project showed that the concept of CPD is not 

yet clear to pharmacists in Kuwait. Moreover, competence and competency framework are not 

familiar terminologies for practising pharmacists in the country. Therefore, starting the move 

towards practice improvement will need a substantial amount of change at the pharmacist, educator 

and policymaker levels. They need to think and act differently for the change to happen. Moreover, 

it was also found, from the interviews conducted in the present study, that pharmacists and CPD 

providers are both concerned about the magnitude of change required to introduce CPD in Kuwait. 

Hence, any action should be carefully planned, and people involved in the change need to 

understand why this is important to them as well as to the profession, and thus the change can be 

transparently executed.  

Therefore, the section below will discuss the appropriate behavioural change model that is needed 

to adapt the Co-ProDeM in the context of Kuwait.   
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5.6 Behaviour change models and the use of the Co-ProDeM to re-shape the 
pharmacy workforce in Kuwait  

The actions needed to apply the Co-ProDeM for the advancement of pharmacy practice in Kuwait 

should be planned and developed according to a suitable behaviour change model for the feasibility 

of implementation and eventual effectiveness. There have been several behaviour change models 

and conceptual frameworks developed to understand and guide healthcare improvement 

interventions. Some of these models are the Health Belief Model (HBM), the Behaviour Change 

Wheel (BCW), the Theory of Reasoned Action (TRA), the Theory of Planned Behaviour (TPB), 

the Trans-Theoretical Model (TTM) and the Psychology of Change Framework (PCF) (Taylor et 

al., 2006, Michie et al., 2011, Hilton and Anderson, 2018).   

The general theoretical frameworks of the TRA and the TPB have allowed them to be very widely 

used in the retrospective analysis of health behaviours and, to a lesser extent, in predictive 

investigations and the design of health interventions. As with the HBM model, a review of 

evidence has identified that there is no evidence relating to the extent to which the use of TRA and 

TPB informed interventions has contributed to either improved or reduced health outcomes in the 

United Kingdom (Taylor et al., 2006). Although the BCW model has the advantage of 

demonstrating the impact of social, cultural and economic/environmental factors, none of the 

models sufficiently address improvement sustainability, except the Psychology of Change 

Framework (PCF). Therefore, the PCF has been used to adapt the Co-ProDeM in the design of 

subsequent stages of the present study as the aim here is to achieve sustainability of impact on 

healthcare through education and practice development.  

5.6.1 Applying the IHI Psychology of Change Framework (PCF) to the Co-ProDeM to 
ensure the sustainability of impact on healthcare improvement   

The Psychology of Change Framework was developed by the Institute for Health Improvement 

(IHI). This framework aims to advance and sustain the improvement of healthcare interventions 

and improvement actions (Figure 5.5). The framework guides healthcare improvers with the 

adaptive side of change, which relates to unleashing the power of people (“who”) and their 

motivations (“why”) (two commonly cited reasons for the failure of improvement initiatives), 

compared to other frameworks which only provide evidence-based interventions (“what”) and 
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implementation strategies (“how”) to achieve the desired outcomes. By adding “who” and “why” 

to the traditional “what” and “how”, the IHI PCF ensures the involvement of people who are 

directly and indirectly affected by the change. This increases the likelihood that efforts to improve 

health and healthcare will succeed in the short term and be scaled and sustained over time.  

Figure 5.5: The IHI Psychology of Change Framework (Hilton and Anderson, 2018) 

 

The IHI framework is grounded in a social theory of learning and recognises that transformation 

requires individual and inter-personal changes in thinking, feeling and acting, along with system-

level changes in structures, processes and conditions. The framework outlines five interrelated 

domains to advance and sustain improvement: Unleash Intrinsic Motivation; Co-Design People-

Driven Change; Co-Produce in Authentic Relationship; Distribute Power; and Adapt in Action. 

These five domains are not meant to be sequential; rather, they are interrelated and can be engaged 

in many ways, in any order (Hilton and Anderson, 2018). 
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The objective of the IHI PCF is to create the conditions that enable individuals and groups across 

systems to exercise power and courage; in other words, to choose to act with purpose, to advance 

and sustain improvements in healthcare. The ability to choose to act with purpose is called 

“Agency”. The framework is centred on activating agency: the ability of an individual or group to 

choose to act with purpose at three levels:  

• Self: an individual’s agency to make his or her own choices. 

• Inter-personal: the collective agency of people acting together. 

• Systems: the structures, processes and conditions that support the exercise of 

agency within and across institutions and organisations. 

Figure 5.6 demonstrates how the proposed Co-ProDeM is targeting the three levels of agency as 

recommended by the IHI PCF. Applying the IHI PCF to the proposed Co-ProDeM is believed 

necessary as it ensures the sustainability of the impact on healthcare, which is the overall goal of 

workforce re-shaping and development model and plans.  
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4Figure 5.6: Applying the IHI PCF to the proposed Co-ProDeM 

  

 

4 This figure illustrates how the IHI PCF is integrated into the Co-ProDeM the Co-ProDeM ensure that self, inter-

personal, and systems agencies are maintained to ensure that change is happening in multiple places simultaneously. 
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5.6.2 Applying the IHI Psychology of Change Framework (PCF) for the present 
research project  

The IHI PCF was used and applied to all stages of the present research project to ensure the 

sustainable transformation of the workforce and healthcare service provision. The five domains 

were studied and applied extensively to support the intended application of the Co-ProDeM and 

to ensure the sustainability of improvement of healthcare through education and practice 

development in Kuwait. Table 5.3 explains how the five domains of the IHI PCF were applied to 

the present research project. 
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Table 5.3: Application of the five domains of the IHI PCF to the present research project  

Domain How this was achieved in the research project 

Domain 1: Unleash Intrinsic Motivation 

 

Unleash Intrinsic Motivation is to create the 

conditions for many people to carry forward 

a shared cause based on the inherent value 

that one experiences in the activity.  

Pharmacists’ and CPD providers’ (e.g. who are the people involved) perspectives and attitudes 

towards professional development and current practice were investigated and comprehensively 

examined during the interviews (e.g. why the change is needed). Pharmacists’ and CPD providers’ 

perspectives and concerns were honoured as they guided the development of the Co-ProDeM and the 

planning for practice development (study 1). 

Relevancy to the recommended competencies and behaviours (e.g. what is the needed change) were 

assessed to ensure that any plan for improvement is based on pharmacists’ perceptions of what is 

relevant to them (study 2). 

The development and the design of the developmental tools (e.g. how to change) were based on 

pharmacists’ and educators’ suggestions and recommendations on what they believe appropriate and 

convenient, thus what matters to people was addressed (study 3). 

Domain 2: Co-Design People-Driven 

Change  

 

In this domain of the framework, the people 

most affected by the change co-design the 

improvement. Their direct involvement 

captures their expertise and knowledge, 

resulting in better change ideas, smoother 

implementation and higher adoption rates. 

The ideation process was initiated early in this research project with the involvement of pharmacists 

and CPD providers, and their opinions about potential solutions were investigated (studies 1 and 3). 

All pharmacists (including academics and educators) were invited to assess the relevancy of selected 

competencies tools to guide practice improvement (study 2). 

Internal stakeholders (pharmacists) and external stakeholders (CPD providers) were consulted at 

several time points to ensure their meaningful contribution to the solution (studies 1 and 3).   
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Domain How this was achieved in the research project 

Domain 3: Co-Produce in an Authentic 

Relationship 

This is the second part of a complete co-

creation process when combined with co-

design. It is to encourage individuals to use 

the skills and experience they have to help 

deliver the solution.  

Open and honest questions were asked during the interviews to enable pharmacists from all practice 

settings to contribute and to communicate their perspectives and thoughts. The researcher practised 

deep listening for the understanding, for the emotions behind the words, and for commitment to what 

is being expressed (study 1). 

This was also applied to the later stages of the research project to ensure the acceptability of the 

designed solution to the target population and their commitment to establishing the needed change 

(study 3).  

Domain 4: Distribute Power 

Power is generated as people bring to bear 

their skills, knowledge, experience and 

capacity to act, individually and together, to 

achieve an aim.  

Pharmacists’ and CPD providers’ interests and perceived barriers to professional and practice 

development were explored (study 1).  

The Co-ProDeM was constructed with a focus on a common interest (impact on healthcare 

improvement) as a way to articulate the distribution of power and to combine the assets of 

pharmacists, educators and policymakers. Improvement of healthcare is a shared responsibility, and 

everyone involved is accountable. This includes pharmacists, educators, managers and department 

heads, as well as policy and decision-makers (the Co-ProDeM).  

Findings of this research project were disseminated to stakeholders nationally (workshops and 

conferences) and internationally (scientific publications and conferences) as a way to offer entry 

points for people at all levels to engage in improvement towards the achievement of the overall goal. 

Domain 5: Adapt in Action 

Adapt in Action:  

People’s agency to adopt and adapt must be 

activated.  

Introducing the concept of CPD and the use of the CPD cycle will enable pharmacists to experience 

the feeling of autonomy and growing mastery (study 3 and the national foundation training 

programme).  

Establishing an effective support system at the workplace would help pharmacists to adopt the change 

as they will be supported and will experience the feeling that they are not alone (the development 

and application of the Co-ProDeM to pharmacy workforce development plans).   
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5.7 Conclusion  

The Co-ProDeM was developed based on the findings from a global evidence review of systemic 

factors influencing pharmacy continuing professional development, and a comprehensive 

examination of pharmacists’ and CPD providers’ perspectives on professional development in 

Kuwait. The Co-ProDeM is an evidence-based approach that builds on the principles of sustainable 

healthcare improvement. The model is a guide towards the achievement of national (New Kuwait 

2035) as well as international strategic and sustainable development goals5. This model provided 

a roadmap that guided the pharmacy workforce development plans on a national level.  

Applying the Co-ProDeM to the context of Kuwait helped in establishing the direction for the 

advancement of pharmacy practice in Kuwait. As the core of the Co-ProDeM was needs-based 

education, competency development through evidence-based tools was found to be the priority for 

pharmacy workforce development in Kuwait.  

  

 

5 The Co-ProDeM is currently used to guide the pharmacy workforce plans of the higher steering committee in Kuwait 

MoH (the committee was established in September 2019). The committee has three main working groups: education, 

practice, and policy. Active communications between the three working groups is maintained to ensure that 

advancement projects are addressing all important aspect of workforce transformation (e.g. needs-based education, 

system for support, and policy and regulations)  
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Chapter 6: Study 2 – Developing the Kuwait Foundation Competency 

Framework (KFCF) 

6.1 Introduction  

Findings from study 1 of this research showed that pharmacists and CPD providers agreed that the 

lack of scope of practice and competency frameworks made it difficult for pharmacists to identify 

their learning needs and decide on goals for career development. Moreover, CPD providers could 

not design or plan for needs-based education because of the lack of performance assessment tools 

such as competency frameworks. It was concluded that foundation-level competencies need to be 

identified first to inform the planning and design of effective and meaningful post-graduation 

education. The Co-ProDeM that was developed based on findings from the literature review and 

study 1 also showed that the development of competence through foundation and advanced 

competency frameworks is essential to guide pharmacists through their career development and to 

assist them in adopting a needs-based approach for education. 

Evidence suggested that the use of competency frameworks aids in the identification of learning 

needs and supports the design and development of learning activities which collectively lead to 

improvement of performance and advancement of practice (Mills et al., 2010, Brown et al., 2015). 

Therefore, this study was planned to develop a foundation competency framework for pharmacists 

in Kuwait. An “adopt and adapt” process, where the researcher takes a ready, evidence-based 

framework and then attempts to adapt it to best fit the local practice and needs, was seen as the 

best approach for this phase. The “adopt and adapt” process allowed the researcher to use an 

evidence-based tool and, at the same time, maintain the uniqueness of pharmacy practice in 

Kuwait. This process produce a conceptually equivalent instrument for a target country (WHO, 

2014b). Three consecutive steps were conducted: translation, consensus development, and 

validation by an expert panel and public consultation. Countries such as Ireland, Singapore, and 

Croatia followed a similar approach to develop their country-specific pharmacy competency 

framework (The Singapore General Hospital, 2011, Mucalo et al., 2016, The Pharmaceutical 

Society of Ireland, 2013). 
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This chapter presents the aim and objectives for this study, and methods used to achieve them, 

followed by the findings from the different phases undertaken to develop a foundation competency 

framework that applies to the pharmacy practice in Kuwait. This chapter concludes with a 

discussion of the main outcomes.  

6.2 Aim  

To develop the Kuwait Foundation Competency Framework, an evidence-based tool that would 

help to create clear and purposeful post-graduation education and support pharmacists’ career 

development. 

6.3 Objectives  

1. To select and translate a framework that applies to Kuwait context using an “adopt and 

adapt” approach. 

2. To develop a consensus on the relevancy of the chosen framework to pharmacy practice in 

Kuwait. 

3. To assess the relevancy of the developed competency framework on a national level.  

4. To develop the initial list of behaviours to be included in the foundation competency 

framework for pharmacists in Kuwait.   

6.4 Study design  

To achieve the aim and objectives of this study, several phases were followed to develop the 

Kuwait Pharmacy Foundation Competency Framework (KFCF). Figure 6.1 summarises the phases 

undertaken in this study. The different phases were undertaken between November 2017 and 

October 2018.  
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Figure 6.1: The phases that were undertaken to achieve the objectives of this study  

 

6.4.1 Methods for Phase 1: adopt and adapt process 

At the time of this study, there were no competency frameworks for pharmacists in Kuwait. There 

were  also no standards for the pharmacy profession. The lack of fundamental documents such as 

standards for services or competency frameworks made it difficult for the researcher to start 

deciding on a proper formulation for the foundation competencies or behaviours for pharmacists. 

Therefore, rather than developing a competency framework from scratch, the researcher attempted 

to review other published foundation-level frameworks around the globe. This was necessary to 

formulate a competency framework that will enable pharmacists in Kuwait to cope with the 

evolution of the pharmacists’ role worldwide and not to limit their expertise to basic behaviours, 

as is the current situation in Kuwait. However, it is important to note that, when it comes to 

pharmacy practice, there is no “one size fits all”, as every country has its unique cultural, socio-
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economic and political background. Therefore, this phase aimed to identify a framework that could 

be adapted for practice in Kuwait. An “adopt and adapt” process, where the researcher takes a 

ready, evidence-based framework and then attempts to modify it to best fit the local practice and 

needs, was seen as the best approach for this phase. The “adopt and adapt” process allowed the 

researcher to use an evidence-based tool and, at the same time, maintain the uniqueness of 

pharmacy practice in Kuwait. 

6.4.1.1 Review and selection of the foundation competency framework  

To develop a foundation-level competency framework for pharmacists in Kuwait, the following 

competency frameworks were reviewed:  

1- The global competency framework from the FIP Pharmacy Education Taskforce 

(International Pharmaceutical Federation, 2012b). 

2- The national framework from New Zealand: “Competence standards for the pharmacy 

profession” (Pharmacy Council of New Zealand, 2015). 

3- The “Model standards of practice for Canadian pharmacists” from the National Association 

of Pharmacy Regulatory Authorities (NAPRA) (National Association of Pharmacy 

Regulatory Authorities, 2009). 

4- The national competency standards framework for pharmacists in Australia from the 

Pharmaceutical Society of Australia (PSA) (PSA, 2016). 

5- The foundation competency framework from the RPSGB  (RPSGB, 2014). 

The review was limited to frameworks from the US, Canada, UK, New Zealand, and Australia 

because those are the countries that usually informed healthcare policy development in Kuwait.  

The global competency framework (GbCF) from the FIP was found to be a potential precursor for 

the Kuwait Foundation Competency Framework as it was developed to act as a mapping tool for 

the creation of country-specific frameworks based on local needs for the development of practice 

and pharmacists’ professional development. Competencies included in the FIP GbCF have been 

developed with reference to more than 40 countries worldwide and the FIP GbCF has been found 

to be relevant and provide initial guidance for foundation-level scope of practice across all settings 

around the globe (International Pharmaceutical Federation, 2012b). Ireland was the first country 
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to adapt the GbCF (The Pharmaceutical Society of Ireland, 2013). Croatia is another example of 

using the GbCF to develop a country-specific foundation competency framework (Mucalo et al., 

2016). The work in Ireland and Croatia proved that the GbCF is adaptable to local needs. 

Therefore, the GbCF was chosen as the base for developing the Kuwait Foundation Competency 

Framework (KFCF).  

6.4.1.2 Mapping of the FIP GbCF to the KU PharmD competency framework 

The researcher wanted to make sure that the selected pharmacy competency framework maintains 

the continuity of education for pharmacists graduating from KU. Therefore, behavioural 

statements found in the KU competency matrix for entry to pharmacy practice (CMEPP) were 

mapped to the competencies in the FIP GbCF. This mapping was performed to ensure continuity 

of education and a seamless transition from initial education to continuing education and 

professional development.  

The CMEPP (Appendix 7) contains three domains, eight competencies and 77 statements of 

activities or outcomes that students should be able to demonstrate. In contrast, the FIP GbCF has 

four clusters and 20 competencies with 100 behavioural statements that define how that 

competency would be recognised in practice.  

The mapping process was carried out by matching the behavioural statements in the CMEPP to 

the behavioural statement in the FIP GbCF. Due to the unique design of the CMEPP, mapping of 

clusters/domains, and competency groups between the two frameworks was not possible. 

Moreover, mapping of clusters and competency groups was believed not necessary as the aim of 

the mapping process is to assess the degree of overlap of the behavioural statements in both 

frameworks and not to describe structural similarities and differences. The mapping analysis was 

conducted to identify behavioural statements that have the same or similar descriptors of 

knowledge, skills, behaviours or values.  

The mapping analysis was performed twice. For the first time, the CMEPP was taken to be the 

core framework, and behaviours in the FIP GbCF were compared to behaviours in it. Behavioural 

statements in the CMEPP containing the same key terms or synonyms as the FIP GbCF were 

marked as ‘common’. For the second time, the process was repeated using the FIP GbCF as the 
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core framework, with the CMEPP being compared against it. Common behavioural statements 

were recorded into a matrix in Excel.   

To ensure the reliability of the mapping process, a PhD student who was blind to the researcher’s 

mapping process and who is familiar with the GbCF repeated the mapping process.  

6.4.1.3 Translation of the FIP global competency framework  

Translation of the selected framework (FIP GbCF) into the Arabic language was necessary to 

ensure collaboration and proper communication with the MoH later on, as all documents used by 

the MoH in Kuwait should be written and communicated in the Arabic language. Early translation 

of the document would also ensure several stages of validation by multiple users.  

Similar to study 1 (see section 4.4.5.1), a parallel blind translation technique was used in this phase. 

The first translator was a pharmacist with an MSc in Clinical Pharmacy who has been practising 

for 10 years and has experience in developing bilingual (Arabic and English) pharmacy material, 

whereas the second translator was an academic pharmacist (from KU) with experience in 

translating documents for research purposes. The two translators worked independently to translate 

the FIP GbCF from English into Arabic then met with the researcher to discuss discrepancies and 

to decide on one final Arabic version. The final version of the framework was bilingual (English 

and Arabic) to enable pharmacists who do not read Arabic to use the framework. Further 

verifications were conducted in subsequent phases to ensure that the final version is a true 

reflection of the original document. 

6.4.2 Methods for phase 2: consensus development panels (initial validation and 

relevance)  

In this phase, two consensus panels were formed to establish initial consensus on whether the 

chosen competencies and behavioural statements were relevant to Kuwait practice and if the 

document was translated into the equivalent Arabic language.  

As the GbCF was developed to act as a starting point to provide guidance for foundation level 

practice (International Pharmaceutical Federation, 2012b), therefore, participants for consensus 

panel 1 were purposively selected to be pharmacists with less than three years of experience (n=5). 

participants were recruited using convenient and snowballing techniques. A limitation of this 
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sampling methods was that this panel included only Kuwaiti pharmacists from the public sector 

because the law in Kuwait necessitates that, for Kuwaiti pharmacists to work in the private sector, 

they  should have at least five years of experience (either in the public sector or industry) and 

expatriate pharmacists need to have at least three years of experience in their home country before 

they can obtain a licence to practice in Kuwait (see section 1.8.4.2). Therefore, all members of 

panel 1 were Kuwaiti pharmacists working in the public sector with less than three years’ 

experience. 

Although the FIP GbCF was originally developed with a focus on ‘foundation’ practice which is 

beyond “Day 1”, encompassing up to approximately the first three years of career development, it 

was also intended to help ensure competence across all settings. Therefore, it was deemed 

necessary to have another panel, consensus panel 2 (n=4). This enabled viewpoints to be sought 

from pharmacists in a broader context. This panel was needed to make sure that relevance to 

practice is assessed in other settings, not only the public sector. Panel 2 consisted of pharmacists 

working in public (primary and secondary care) as well as private (hospital and community) 

sectors with more than three years of experience. Participants for panel 2 were recruited using 

convenient sampling strategy. One should note that using a convenient sampling may results in 

recruited pharmacists who are most interested in the topic, and therefore, views of other 

pharmacists who may not be interested in competency development would not have been captured.   

6.4.2.1 Sampling and participant recruitment for consensus development panels  

Participants were recruited using a purposive sampling strategy. Early career pharmacists (one to 

three years’ working experience) and experienced pharmacists (working for more than five years) 

were identified and initially contacted by a telephone call giving a brief explanation about the 

purpose of the research and details of the intended time and date of the panel meeting. Both panels 

were conducted at FOP, KU. Characteristic of panels members are presented in Table 6.1.  
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Table 6.1: Characteristics of panel members  

Panel 1 (N=5) Panel 2 (N=4) 

One primary care pharmacist with two years 

of experience  

Three pharmacists working in a hospital 

setting with six months to 1.5 years of 

experience  

One pharmacist working in a “speciality 

centre” with one year of experience 

One community pharmacist with six years of 

experience 

Two pharmacists working in a hospital setting 

(private and public) with more than 10 years 

of experience 

One primary care pharmacist with five years 

of experience 

 

6.4.2.2 Data collection 

One week before the panels, participants were sent a participant information sheet along with the 

bilingual FIP GbCF/Arabic document (appendices 8-10) and asked to rate, individually, each 

behavioural statement as “highly relevant”, “relevant”, “low relevance” or “not relevant” to their 

current practice. In the document, behavioural statements were numbered from 1 to 100 and 

grouped under four competencies clusters: A) Pharmaceutical public health competencies, B) 

Pharmaceutical care competencies, C) Organisation and management competencies, and D) 

Professional/Personal competencies. Participants were also instructed that these clusters are to help 

with the organisation of the questionnaire and to focus their attention on the statements as 

presented, rather than any consideration of the convenience cluster for grouping.  

On the day of the meeting, the competencies and behavioural statements found in the FIP 

GCF/Arabic were presented to each panel and participants in both panels were asked to answer the 

following two questions:  

1- Are competencies and behaviours identified relevant to the practice and are there any 

missing?   

2- Does the translated version of the FIP framework contain clear and understandable 

language? 

Participants were asked to discuss their own opinion about the equivalency of the translation and 

the degree of relevance of each behavioural statement with the entire panel. The final consensus 

was obtained when the entire group reached a unanimous decision on the degree of relevance of 
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each behavioural statement. Panels 1 and 2 were conducted on 26th December 2017 and 23rd 

January 2018, respectively. 

6.4.2.3 Data handling and analysis  

For each panel conducted, notes were taken by the researcher. The meetings were not audio-

recorded. Responses of all members in a panel were compiled in one document. No individual 

answers were recorded. Data were collected and reported in aggregates. Responses were entered 

into an Excel spreadsheet and analysed using frequency and percentages and presented using tables 

and figures. 

6.4.2.4 Ethical consideration 

Participants were provided with full information about the study and were able to ask questions 

before deciding if they wanted to take part. They were informed that the participation is voluntary 

and they can quit or leave the discussion anytime without providing any explanation. All collected 

data were kept in locked filing cabinets accessible only to the researcher. No incentives were 

provided to the recruited participants. 

6.4.3 Methods for phase 3: national survey 

This phase aimed to assess the relevance of behavioural statements included in the FIP 

GCF/Arabic in a wider population of pharmacists in Kuwait across all settings to develop the 

Kuwait Foundation Competency Framework (KFCF). Therefore, from this section forward, the 

term KFCF rather than FIP GCF/Arabic will be used to present the survey. 

To achieve the aim and objectives of this phase, a cross-sectional survey using an online 

questionnaire was used. This was conducted by following three main steps: 1- questionnaire 

design, 2- informal testing (pre-pilot testing), and 3- pilot test. Details of each step are provided 

below.  

6.4.3.1 Questionnaire design  

An online questionnaire was used in this research. The questionnaire was adapted from one 

previously developed and validated by Bruno (2011) and Udoh et al. (2018). The questionnaire 

comprised three pages and contained 91 questions. The first page stated the purpose of the study 
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and instructions for completing the questionnaire. It was written in both English and Arabic 

languages. The second page contained eight demography-related questions that collected data on 

length of practice, gender and area of pharmacy practice. The four clusters had their corresponding 

competencies and behavioural statements presented on one page. Respondents were required to 

rank their agreement with the 83 KFCF behavioural statements using a four-point Likert scale 

(“highly relevant”, “relevant”, “low relevance” or “not relevant” to their current practice). The 17 

statements that were agreed to be “highly relevant” by both panels (see section 6.5.2.3) were 

excluded to reduce the time needed from participants to complete the questionnaire but were added 

in a separate page for participant reference (see Appendix 11 for the first draft).  

The online questionnaire was organised and distributed using Qualtrics Survey Software QSS 

(Qualtrics, Provo, UT, USA). Qualtrics is an electronic survey tool which supports the distribution, 

data collection, data extraction and analysis of questionnaires. Questionnaires designed by QSS 

can be accessed from any computer connected to the internet and this facilitated participants’ 

responses as pharmacists could access the questionnaire at their convenience.  

6.4.3.2 Informal testing (pre-pilot) 

Testing the developed questionnaire for ease of understanding and correct wording is important to 

ensure that participants will not be confused while answering the questions.  

Slattery et al. (2011) suggested that a pre-pilot test can be conducted on an individual basis, where 

individuals are usually asked to express any thoughts that occur to them when the question is read 

out. During the pre-pilot test, many individuals were met and consulted to inform the development 

of the questionnaire. Those were research supervisors, KU collaborators and two pharmacists 

(from primary and secondary care). During these meetings, the participants were asked to complete 

the questionnaire in the presence of the researcher and to verbally comment on any unclear 

instructions, ambiguous questions and/or vague wording. Comments were fed back to the project 

supervisors after each informal testing and modifications and changes were made accordingly 

(Table 6.2). A second draft was produced following the comments and feedback that were received 

from the meetings (Appendix 12).  
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Table 6.2: Comments and modifications from the pre-pilot test 
Comments Modifications  

Use similar format to MoH ethics form on the first 

page  

Headings were added to clarify introduction 

sections in line with HSC and MoH ethics forms 

The phrase “post-registration” is not commonly used 

in Kuwait (in the introduction) 

“Early years of practice” was used instead of the 

term “post-registration” 

Very long introduction because English and Arabic 

languages were used. Remove Arabic translation 

from the introduction. All pharmacists in Kuwait can 

write, speak and read English. 

The introduction and instructions on how to 

complete the questionnaire were written in 

English only  

Instruction on how to complete the questionnaire 

was separated in a new page 

Professional qualifications may not include MSc and 

PhD to some people (question #5) 

The word “professional” was removed from 

question #5 

Divide the competencies clusters into different pages Question #8 was divided into 4 pages, each page 

included a competency cluster  

Remove the list of behavioural statements that were 

found to be “highly relevant” to reduce the time 

needed to complete the questionnaire   

The 17 behavioural statements that were found 

“highly relevant” by both panel 1 and 2 were 

removed.  

Add “comments box” at the end of questionnaire for 

participants to share their thoughts  

A “comments box” was added to the last page 

Add a progress bar and “back” button for a more 

user-friendly version 

A progress bar showing how much % has been 

competed was added. Also, a “back” button was 

added to allow pharmacists to navigate through 

the different pages of the questionnaire   

 

6.4.3.3 Pilot test  

The pilot test aimed to assess the feasibility of the methodology. As suggested by Slattery et al. 

(2011), a pilot test also allows the discovering of flaws within a questionnaire and examines its 

reliability and validity. 

Before data collection, the questionnaire was piloted with a convenience sample of 14 pharmacists 

practising in primary and secondary care settings. Similar data collection procedures were 

designed and carried out in the same way as the national survey. Participants were sent an email 

with an anonymous link to the questionnaire. A reminder was sent to non-respondents three days 

after the first email. No personal information was required from participants. All responses for the 

pilot test were anonymised.  

Thirteen out of 14 questionnaires were completed. No major problems were noted with 

questionnaire flow, wording or length. Two respondents did not answer one of the demographic 

questions (one skipped “What is your age?” The other skipped “From where did you get your 
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undergraduate degree”). One respondent missed eight behavioural statements from the 

organisation and management competencies cluster. This respondent indicated in the comments 

box that the missed statements were not applicable to current practice as the financial aspect is 

handled mainly by the Central Medical Stores (CMS).  

Respondent 11: “Excellent and very detailed survey. Some questions were not relevant to my 

setting (e.g. financial aspect which is handled mainly by central medical store). Three questions 

needed some more explanation like the section related to self-assessment; I could not answer 

that because I did not know what to assess myself against (i.e. no defined criteria).” 

Further modifications were made to the questionnaire based on the results from the pilot test. The 

first modification was to make the demographic questions mandatory. With QSS, questions can be 

made mandatory by adding the “Forced response” function to them. Another modification was 

adding one question to the demographic questions. The added question asked participants to 

specify their nationality (“Kuwaiti or other… please specify”). No other changes were carried out. 

The pilot data were not included in the final analysis as the use of the pilot study was merely to 

invite comments and to inform the researcher about the research process and the likely outcome.  

6.4.3.4 Data collection (distribution of a national survey)  

After the pilot test, all modifications were included in the final version, and the questionnaire was 

then ready for national distribution. The aim was to evaluate pharmacists' perceptions of the 

relevance to practice of the competencies contained in the KFCF, focusing specifically on the 

context of Kuwait.  

6.4.3.5 Sampling and participant recruitment for the national survey  

All registered pharmacists were eligible to participate in the survey. A list of registered pharmacists 

(as per February 2017) was provided by the KuPhA. The registry list included 4331 pharmacists; 

however, only 1483 pharmacists had their email address added to their contact details. Therefore, 

those 1483 pharmacists were available to be included in the survey.  

The questionnaire was sent as an anonymous link to the web-based questionnaire to the 1483 

emails included in the registry list. Once the first email was sent, 492 bounced, which means 991 

was the actual number of emails sent. The email included an invitation message encouraging 

respondents to respond.  
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As the registry list did not include emails for all registered pharmacists, another mode of 

recruitment was undertaken to maximise response rate. The anonymous link to the web-based 

questionnaire was also posted on Facebook and WhatsApp Kuwait pharmacy groups. Pharmacists 

were also contacted through academic networking, as well as using a ‘snowball’ technique where 

pharmacists were requested to forward the anonymous link for the online questionnaire to other 

valid participants. 

The first email was sent on 2nd of April, 2018. Reminders (emails and posts on Facebook and other 

social media pharmacy groups) were sent every two weeks for three months to maximise the 

response rate. Reminder emails were sent on 23rd April, 7th May, 21st May and 4th Jun 2018. The 

questionnaire was closed on 2nd July 2018.  

6.4.3.6 Data management and analysis  

Data from the national survey were analysed using IBM SPSS Statistics for Windows, version 25 

(IBM Corp., Armonk, N.Y., USA). Replies to the questionnaire were automatically coded and 

exported to SPSS through QSS (Qualtrics, Provo, UT, USA). The data were cleaned manually and 

reviewed systematically to check for missing values and errors. Missing values were replaced with 

the code -99 to ensure accurate data analysis. 

Demographic characteristics were summarised using frequencies and percentages. Respondents’ 

perceptions of relevance to behavioural statements were also summarised using frequencies and 

percentages. The aim for this analysis was to identify behaviours which are relevant to the Kuwaiti 

practice in order to include them in the final KFCF, and to identify behaviours which are not 

relevant to practice in order to highlight areas for disagreement. For the purpose of analysis and to 

ensure the results produced is were focused on the main relevant behaviours and those not relevant 

to practice, the four-point Likert scale was aggregated into three categories. The “highly relevant” 

and “relevant” ratings were condensed into one category: “relevant”, while “low relevance” and 

“not relevant” ratings remained separate categories.  

competency groups  with high “not relevant” responses were further analysed, and inferential 

analysis was conducted using the Pearson's Chi-Square (χ2) test to evaluate the relationship 

between survey responses and respondents' characteristics such as the area of practice and length 

of practice, as well as other demographics. Although the χ2 test may underestimate the p-values 
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since there were a number of empty cells and counts (e.g. frequency of less than five), this was 

mainly in practice settings such as “regulatory” and “others” where there was a low response 

number, which suggests an absence of data due to a small sample in the group rather than a 

deviation from expected frequency. The χ2 tests were carried with statistical significance 

predefined as p ≤ 0.01. Areas of disagreement were analysed according to the following predictor 

variables: (a) gender: male and female; (b) nationality: Kuwaiti and non-Kuwaiti; (c) country of 

undergraduate degree: Kuwait and other countries; (d) postgraduate certificate: yes and no; (e) 

years in practice: ≤3 years and >3 years; (f) patient-facing settings: Direct Patient Care (DPC) and 

Non-Direct Patient Care (NDPC); (g) practice sector: public, private, and others; (h): practice 

setting: primary care, hospital, community, regulatory, and others. 

6.4.3.7 Confidentiality and ethical consideration 

An information sheet was included on the first page of the questionnaire. Participants were 

informed that their participation in the survey is voluntary, and their answers would remain 

anonymous. And submission of a completed questionnaire implies consent to participate. No 

incentives were provided to participants to answer the questions. No identifiable personal 

information from participants was required. All data collected for this study were anonymised, and 

participants’ emails or contact details could not be linked to the rest of the data.  

6.5 Results  

6.5.1 Phase 1: development of a foundation competency framework 

This phase fulfils the first objective of this study: “To evaluate available foundation competencies 

frameworks and decide on a framework that applies to the Kuwait context using an ‘adapt and 

adopt’ approach”.  

Here, the use of ‘foundation’ denotes post-registration practice beyond “Day 1” encompassing up 

to (approximately) the first three years of career development.  

To ensure continuity of education and a seamless transition from initial education into practice, 

the selected framework was mapped to the KU entry-to-practice PharmD competency matrix. The 

mapping process provided evidence on overlapping behavioural statements between the CMEPP 

and the GbCF.  
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There were 64 common behaviours between the KU and GbCF. This overlap provides evidence 

on similarity and therefore continuity of education that would ensure a seamless transition into 

practice. From the KU framework, there were seven behavioural statements that did not match to 

any behaviour found in the GbCF. Those seven behaviours were scattered throughout the 

framework (Table 6.3). From the GbCF, there were 25 behavioural statements that did not match 

to any behaviour found in the KU framework. The 25 behavioural statement (Table 6.4) were also 

distributed among different competency groups; however, five were from “supply chain and 

management”. 

Table 6.3: Behaviours found in KU-CMEPP but which could not be mapped to any 

behaviours in GbCF (n=7) 

Competency group Behaviours 

Engage in Health Promotion and 

Education/Communicate (n=1) 
• Demonstrate appropriate abilities in Arabic and 

English 

Engage in Health Promotion and 

Education/Engage in Lifelong 

Learning (n=2) 

• Keep abreast of emerging medication safety 

information 

• Use the introduction of new medicines, devices and 

diseases to provide patient, HCP and population 

education 

Engage in Health Promotion and 

Education/Act Professionally (n=1) 
• Apply integrity in practising and advocating for the 

profession 

Engage in Health Promotion and 

Education/Manage (n=1) 
• Facilitate the patient’s access to and interaction with 

health services 

Manage Pharmacy 

Practice/Collaborate (n=1) 
• Create and maintain collaborative professional 

relationships with a local network of HCPs 

Manage Pharmacy Practice/Act 

Professionally (n=1) 
• Maintain a professional image and composure in 

difficult situations 

 

  



  

177 

 

Table 6.4: Behaviours found in GbCF but which could not be mapped to any behaviour in 

KU-CMEPP (n=25) 

Competency group Behaviours 

Assessment of Medicines 

(n=1) 
• Identify, prioritise and act upon medicine-medicine 

interactions; medicine-disease interactions; medicine-

patient interactions; medicine-food interactions   

Medicines (n=2) • Advise patients on proper storage conditions of the 

medicines and ensure that medicines are stored 

appropriately (e.g. humidity, temperature, expiry date, etc.) 

• Appropriately select medicine formulation and 

concentration for minor ailments (e.g. diarrhoea, 

constipation, cough, hay fever, insect bites, etc.) 

Budget and 

Reimbursement (n=3) 
• Acknowledge the organisational structure 

• Effectively set and apply budgets 

• Ensure financial transparency 

Procurement (n=3) • Develop and implement a contingency plan for shortages   

• Supervise procurement activities 

• Understand the trending methods and evaluation of tender 

bids 

Supply Chain and 

Management (n=5) 
• Demonstrate knowledge in store medicines to minimise 

errors and maximise accuracy  

• Ensure accurate verification of rolling stocks  

• Ensure effective stock management and running of service 

with the dispensary 

• Implement a system for documentation and record-keeping  

• Take responsibility for quantification of forecasting 

Workplace Management 

(n=3) 
• Address and manage day-to-day management issues 

• Ensure the product schedules are appropriately planned and 

managed  

• Ensure the work time is appropriately planned and 

managed 

Continuing Professional 

Development (CPD) (n=2) 
• Evaluate learning  

• Identify if expertise needed outside the scope of knowledge 

Legal and Regulatory 

Practice (n=2) 
• Comply with legislation for drugs with the potential for 

abuse  

• Demonstrate knowledge in marketing and sales 

Professional and Ethical 

Practice (n=1) 
• Obtain patient consent (it can be implicit on occasion)   

Quality Assurance and 

Research in the Workplace 

(n=2) 

• Ensure appropriate quality control tests are performed and 

managed appropriately 

• Ensure medicines are not counterfeit and quality standards 

Self-management (n=1) • Document risk management (e.g. critical incidents) 
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The commonality between the two frameworks ensured that the selected GbCF may provide a 

seamless transition from initial education into practice. Also, the behavioural statements that were 

included in the GbCF but did not match with any statement in the Kuwait undergraduate 

framework provide an expanded scope to practitioner pharmacists compared to pharmacy students.  

6.5.2 Phase 2: consensus development panels (validation and relevance)  

This phase fulfils the second objective of this study: “To develop consensus on the relevancy of 

the chosen framework to pharmacy practice in Kuwait”.  

This phase aimed to establish initial consensus on the relevance of the competencies and 

behaviours included in the KFCF to pharmacy practice in Kuwait, as well as to verify translation 

that was conducted in the previous phase. The overall goal was to evaluate the KFCF in the Kuwait 

context and to assess its validity for use as a tool for developing country-specific foundation 

frameworks.  

6.5.2.1 Consensus panel 1 

Participants recommended that 15 statements needed re-translation (re-ordering words or 

rephrasing Arabic statements). The researcher modified the translated version, and all corrections 

to the translated statements were made according to the panel recommendations. 

The panel reached consensus on the following: 39 statements were highly relevant, 31 statements 

were relevant, nine statements were low relevance, and 20 statements were not relevant. The panel 

also recommended that one statement be excluded, behavioural statement number 58 (organisation 

and management cluster): “Ensure the product schedules are appropriately planned and managed”. 

This competency was seen as not understandable and it was felt that it may confuse pharmacists. 

Table 6.5 presents the statements in each competency cluster with the degree of relevance to the 

practice in Kuwait according to panel agreement. Panel rating of each behavioural statement (BS) 

statement can be found in Appendix 13. 
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Table 6.5: Relevance results from panel 1 

Cluster 

Behavioural statements  

Highly 

relevant 

N (%) 

Relevant  

N (%) 

Low 

relevance 

N (%) 

Not 

relevant 

N (%) 

No 

Consensus 

N (%) 

Total  

N (%) 

Pharmaceutical 

public health 

competencies  

2 (50) 2 (50) 0 (0) 0 (0) 0 (0) 
4 

(100) 

Pharmaceutical care 

competencies  
8 (32) 10 (40) 4 (16) 3 (12) 0 (0) 

25 

(100) 

Organisation and 

management 

competencies 

12 (37.5) 4 (12.5) 4 (12.5) 12 (37.5) 0 (0) 
32 

(100) 

Professional/Personal 

competencies 
17 (43.5) 15 (38.5) 1 (2.6) 6 (15.4) 0 (0) 

39 

(100) 

 

Most “highly relevant” competencies were in the professional/personal cluster. Members of the 

panel believed that it is highly important to improve personally in order to improve the workplace 

or the practice in general. They expressed their beliefs about the importance of the investment in 

human resources; however, they recognised the current lack of structure for professional 

development for pharmacy staff in Kuwait. Moreover, 12 competencies in the organisation and 

management cluster were considered “highly relevant”. Members of the panel discussed that they 

were always involved in the management of staff on a day-to-day basis.  

On the other hand, most “not relevant” competencies were in the organisation and management 

cluster. The competencies that were considered “not relevant” in this cluster were related to 

procurement activities. Members of the panel clarified that most of the procurement activities for 

the public sector are conducted on a national level and governed by the Central Medical Stores 

(CMS), and there is minimal or no control from individual hospitals or pharmacists. Further, panel 

members discussed that, although the majority of “not relevant” competencies were related to the 

budgets and reimbursement competency group, they believed it is important for young pharmacists 

to be familiar with these competencies and to master most of them in case a pharmacist wished to 

change their career, for example, run their own business or own a community pharmacy.  
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6.5.2.2 Consensus panel 2 

The modified version with the corrected translation of the KFCF (version 2) was sent to members 

of panel 2 (Appendix 10).    

Participants in panel 2 did not have any recommendations regarding translation. All members 

found the translated statements equivalent to the original English statements. They all agreed that 

the translation was correct, and the Arabic words and phrases used were understandable.  

The panel reached consensus on the degree of relevance for 83 behavioural statements as follows: 

25 statements were highly relevant, 28 statements were relevant, seven statements were low 

relevance, and 23 statements were not relevant. However, members could not reach a consensus 

on relevance for 17 statements. Table 6.6 presents the statements in each competency cluster with 

the degree of relevance to the practice in Kuwait. Panel rating of each BS statement can be found 

in Appendix 14. 

Table 6.6: Relevance results from panel 2 

Competency 

clusters 

Behavioural statements  

Highly 

relevant  

N (%) 

Relevant 

N (%) 

Low 

relevance 

N (%) 

Not 

relevant 

N (%) 

No 

Consensus 

N (%) 

Total  

N (%) 

Pharmaceutical 

public health 

competencies  

1 (25) 2 (50) 1 (25) 0 0 
4 

(100) 

Pharmaceutical care 

competencies  
7 (28) 3 (12) 1 (4) 8 (32) 6 (24) 

25 

(100) 

Organisation and 

management 

competencies  

10 (31.2) 9 (28.1) 1 (3.1) 6 (18.8) 6 (18.8) 
32 

(100) 

Professional/Personal 

competencies  
7 (17.9) 14 (35.9) 4 (10.3) 9 (23.1) 5 (12.8) 

39 

(100) 

 

No consensus was evident in this panel compared to panel 1. This may be explained by the 

difference in practice between public and community settings in Kuwait. For example, by law, 

pharmacists in the community are not allowed to compound medications (e.g. extemporaneous 

preparation). Therefore, behavioural statement number 7: Prepare pharmaceutical medicines (e.g. 
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extemporaneous, cytotoxic medicines), determine the requirements for preparation (calculations, 

appropriate formulation, procedures, raw materials, equipment etc.),  in the pharmaceutical care 

competency cluster was found “highly relevant” to members from the public hospital but at the 

same time “not relevant” to members from community settings and so members could not reach 

consensus. Another example is behavioural statement number 31 from the organisation and 

management cluster: “effectively set and apply budgets”. Members from the private sector (e.g. 

community pharmacy and private hospital) found this statement “highly relevant” to their practice 

as they needed to master the knowledge and skills required to deal with budgeting issues; however, 

members from the public sector found this statement “not relevant”. This confirms the findings 

from panel 1 where the procurement and budgeting issues in the public sector are carried out on a 

national level, and there is minimal or no control from individual hospitals or pharmacists on these 

matters.  

Most “highly relevant” competencies were in the organisation and management and 

professional/personal competencies clusters. This was consistent with the results obtained from 

panel 1. However, compared to panel 1, panel 2 considered fewer competencies in those two 

clusters to be “highly relevant”. Panel 2 comprised pharmacists with more years in practice 

compared to panel 1. This may suggest that, for the Kuwait context, the competencies included in 

the KFCF are more relevant to pharmacists in their early career (foundation level) than they are to 

more experienced pharmacists. Differences in the degree of relevance of behavioural statements 

between the two panels can be found in Figure 6.2. 
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Figure 6.2: Differences in the degree of relevance between the two panels 

 

6.5.2.3 Universally relevant to practice behaviours  

Seventeen behavioural statements were identified as relevant across all areas of practice, and were 

rated as “highly relevant” by both panel 1 and panel 2. Those were behavioural statements numbers 

3, 9, 11, 15, 17, 50, 51, 52, 53, 54, 55, 60, 63, 65, 68, 77 and 78.  
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6.5.3 Phase 3: national survey 

This phase fulfils the third objective for this study (section 6.3): “To assess the relevancy of the 

developed competency framework on a national level”. Relevancy was assessed by identifying the 

behavioural statements that were perceived as relevant to current pharmacy practice in Kuwait and 

identifying competency groups that were perceived as not relevant to current pharmacy practice in 

Kuwait (areas of disagreement).  

6.5.3.1 Demographics  

A total of 229 replies were received. The response rate is not applicable due to the use of the 

snowball approach to sampling (see section 6.4.3.5). Of the 229 respondents, 155 (67.7%) were 

female. The average length of practice of respondents was 9.8 years (S.D ± 6.3 years). Respondents 

working in direct patient care (DPC) settings accounted for 90% of the sample. Respondents 

working in the public sector accounted for 62.9% of the sample, while those working in the private 

sector and other sectors (e.g. academia, research institute, and marketing and sales) accounted for 

24.5% and 12.7% respectively. Respondents’ demographics and other characteristics are shown in 

Table 6.7.  
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Table 6.7: Respondents’ demographics (n=229) 

Mean age (SD) 34.8 (7.3) 

Gender 

Male  74 (32.2%) 

Female 155 (67.7%) 

Nationality  

Kuwaiti 168 (73.4%) 

Non-Kuwaiti 61 (26.6%) 

Country of the undergraduate degree  

Kuwait  121 (52.8%) 

Others  108 (47.2%) 

Do you hold any postgraduate certificate? 

Yes 86 (37.6) 

No  143 (62.4%) 

Years in practice 

≤3 years  54 (23.6) 

>3 years 175 (76.4) 

Practice setting  

Primary care (Polyclinic) 60 (26%) 

General public hospital 63 (27.5%) 

Private hospital 25 (10.9%) 

Specialised public hospital 21 (9.2%) 

Community pharmacy 31 (13.5%) 

Central Medical store 6 (2.6%) 

Food and registration Department 11 (4.8%) 

Inspection Department 1 (0.4%) 

Others  11 (4.8%) 

Practice setting according to patient-facing component  

DPC 206 (90) 

NDPC 23 (10) 

Practice setting according to sector 

Public sector  144 (62.9) 

Private sector 56 (24.5) 

Other  29 (12.7) 
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6.5.3.2 The relevance of behavioural statements included in the KFCF to current practice 

Descriptive analysis was used to assess respondents’ perceptions of the relevance of the behaviours 

to current practice. Relevance of behaviours to current practice ranged from 73.5% for 

‘Demonstrate cultural awareness and sensitivity’ (BS-64) to 21.7% for ‘Demonstrate 

knowledge in marketing and sales’ (BS-79). Tables 6-8—6-11 present the rating of the 

behaviours.  

 

Pharmaceutical public health (Cluster 1) 

Cluster 1 includes four behavioural statements related to pharmaceutical public health 

competencies and is divided into two competency groups, as follows:  

A-Health Promotion 

B-Medicines information and advice 

 

Table 6.8 presents respondents’ perception of the relevance to practice of behavioural statements 

included in this cluster and shows that more than half of the respondents perceived all BS in this 

cluster as relevant to practice. 

 

Table 6.8: Relevance rating of behaviours (cluster 1) 

Cluster 1: Pharmaceutical Public Health Competencies 

Not 

relevant 

Low 

relevance 
Relevant Total 

N (%) N (%) N (%) N (%) 

A-Health Promotion 

1-Assess the primary healthcare needs (taking into account the 

cultural and social setting of the patient) 
20 (10.4) 63 (32.8) 109 (56) 192 (100) 

2- Advise on health promotion, disease prevention and control, and 

healthy lifestyle 
16 (8.3) 78 (40.6) 98 (51) 192 (100) 

B-Medicines information and advice* 

4- Identify sources, retrieve, evaluate, organise, assess and 

disseminate relevant medicines information according to the needs 

of patients and clients and provide appropriate information 

18 (9.3) 65 (33.7) 110 (57) 193 (100) 

*Behavioural statement number 3 was excluded from the questionnaire (see section 6.5.2.3)  
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Pharmaceutical Care (Cluster 2) 

Cluster 2 includes 25 behavioural statements related to pharmaceutical care competencies which 

are divided into six competency groups, as follows:  

C-Assessment of medicines 

D- Compounding medicines 

E-Dispensing 

F- Medicines 

G- Monitor medicines therapy 

H- Patient consultation and diagnosis 

 

Table 6.9 presents respondents’ perceptions of the relevance to practice of behavioural statements 

included in this cluster. More than two-thirds of respondents (69.1%) perceived BS number 16 

“Learn from and act upon previous ‘near misses’ and ‘dispensing errors’” as relevant to their 

practice, while BS number 24: “Apply first aid and act upon arranging follow-up care” was 

perceived as not relevant to practice by 42.8% of respondents.   
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Table 6.9: Relevance rating of behaviours (cluster 2) 

Cluster 2: Pharmaceutical Care Competencies 

Not 

relevant 

Low 

relevance 
Relevant Total 

N (%) N (%) N (%) N (%) 

C-Assessment of medicines 

5- Appropriately select medicines (e.g. according to the patient, hospital, 

government policy, etc.) 
18 (10) 55 (30.6) 107 (59.4) 180 (100) 

6- Identify, prioritise and act upon medicine-medicine interactions; 

medicine-disease interactions; medicine-patient interactions; medicines-

food interactions 

23 (12.8) 69 (38.3) 88 (48.9) 180 (100) 

D- Compounding medicines 

7- Prepare pharmaceutical medicines (e.g. extemporaneous, cytotoxic 

medicines), determine the requirements for preparation (calculations, 

appropriate formulation, procedures, raw materials, equipment, etc.) 

34 (18.9) 46 (25.6) 100 (55.6) 180 (100) 

8- Compound under the good manufacturing practice for pharmaceutical 

(GMP) medicines 
48 (27) 60 (33.7) 70 (39.3) 178 (100) 

E-Dispensing* 

10- Accurately report defective or substandard medicines to the 

appropriate authorities 
30 (16.7) 52 (28.9) 98 (54.4) 180 (100) 

12- Dispense devices (e.g. inhaler or a blood glucose meter) 35 (19.7) 42 (23.6) 101 (56.7) 178 (100) 

13- Document and act upon dispensing errors 33 (18.4) 59 (33) 87 (48.6) 179(100) 

14- Implement and maintain a dispensing error reporting system and a 

‘near misses’ reporting system 
41 (22.8) 61 (33.9) 78 (43.3) 180 (100) 

16- Learn from and act upon previous ‘near misses’ and ‘dispensing 

errors’ 
13 (7.3) 42 (23.6) 123 (69.1) 178 (100) 

F- Medicines* 

18- Appropriately select medicines formulation and concentration for 

minor ailments (e.g. diarrhoea, constipation, cough, hay fever, insect 

bites, etc.) 

20 (11.1) 41 (22.8) 119 (66.1) 180 (100) 

19- Ensure appropriate medicines, route, time, dose, documentation, 

action, form and response for individual patients 
28 (15.6) 48 (26.7) 104 (57.8) 180 (100) 

20- Package medicines to optimise safety (ensuring appropriate re-

packaging and labelling of the medicines) 
11 (6.1) 41 (22.8) 128 (71.1) 180 (100) 

G- Monitor medicines therapy 

21- Apply guidelines, medicines formulary system, protocols and 

treatment pathways 
18 (10) 65 (36.1) 97 (53.9) 180 (100) 

22- Ensure therapeutic medicines monitoring, impact and outcomes 

(including objective and subjective measures) 
59 (33.1) 72 (40.4) 47 (26.4) 178 (100) 

23- Identify, prioritise and resolve medicines management problems 

(including errors) 
35 (19.6) 72 (40.2) 72 (40.2) 179 (100) 

H- Patient consultation and diagnosis 

24- Apply first aid and act upon arranging follow-up care 77 (42.8) 54 (30) 49 (27.2) 180 (100) 

25- Appropriately refer 39 (21.7) 47 (26.1) 94 (52.2) 180 (100) 

26- Assess and diagnose based on objective and subjective measures 57 (31.7) 50 (27.8) 73 (40.6) 180 (100) 

27- Discuss and agree with the patients the appropriate use of medicines, 

taking into account patient's preferences 
23 (12.8) 49 (27.2) 108 (60) 180 (100) 

28- Document any intervention (e.g. document any allergies, medicines 

and food) in patient medicines history 
43 (23.8) 44 (24.3) 94 (51.9) 181 (100) 

29- Obtain, reconcile, review, maintain and update relevant patient 

medication and disease history 
49 (27.2) 58 (32.2) 73 (40.6) 180 (100) 

*Behavioural statements numbers 9, 11, 15 and 17 were excluded from the questionnaire (see section 

6.5.2.3)  
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Organisation and Management (Cluster 3) 

Cluster 3 includes 32 behavioural statements related to Organisation and Management 

competencies which are divided into six competency groups, as follows:  

I- Budget and reimbursement 

J- Human resources management 

K- Improvement of service 

L- Procurement 

M- Supply chain and management (excluded from the questionnaire, see section 6.5.2.3) 

N- Workplace management 

 

Table 6.10 presents respondents’ perceptions of the relevance to practice of behavioural statements 

included in this cluster. Almost half of the respondents (53.7%) perceived BS number 42: 

“Resolve, follow-up and prevent medicines-related problems” as relevant to their current practice. 

With regard to “not relevant” behaviours, BS number 49: “Understand the trending methods and 

evaluation of tender bids” was perceived as not relevant by 58.2% of respondents. 
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Table 6.10: Relevance rating of behaviours (cluster 3)$ 

Cluster 3: Organisation and Management Competencies 

Not 

relevant 

Low 

relevance 
Relevant Total 

N (%) N (%) N (%) N (%) 

I- Budget and reimbursement 

30- Acknowledge the organisational structure 44 (27) 46 (28.2) 73 (44.8) 163 (100) 

31- Effectively set and apply budgets 68 (42.2) 56 (34.8) 37 (23) 161 (100) 

32- Ensure appropriate claim for the reimbursement 75 (46.6) 44 (27.3) 42 (26.1) 161(100) 

33- Ensure financial transparency 83 (52.5) 36 (22.8) 39 (24.7) 158 (100) 

34- Ensure proper reference sources for service reimbursement 77 (49) 40 (25.5) 40 (25.5) 157(100) 

J- Human resources management 

35- Demonstrate organisational and management knowledge (e.g. know, 

understand and lead on medicines management, risk management, self-

management, time management, people management, project 

management, policy management) 

60 (38) 45 (28.5) 53 (33.5) 158 (100) 

36- Identify and manage human resources and staffing issues 62 (38.8) 45 (28.1) 53 (33.1) 160 (100) 

37- Participate, collaborate, advice in therapeutic decision-making and 

use appropriate referral in a multi-disciplinary team 
55 (34) 49 (30.2) 58 (35.8) 162 (100) 

38- Recognise and manage the potential of each member of the staff and 

utilise systems for performance management (e.g. carry out staff 

appraisal) 

55 (34) 48 (29.6) 59 (36.4) 162 (100) 

39- Recognise the value of the pharmacy team and of a multi-disciplinary 

team 
46 (28) 48 (29.3) 70 (42.7) 164 (100) 

40- Support and facilitate staff training and continuing professional 

development 
36 (22.1) 53 (32.5) 74 (45.4) 163 (100) 

K- Improvement of service 

41- Identify and implement new services (according to local needs) 37 (22.7) 52 (31.9) 74 (45.4) 163 (100) 

42- Resolve, follow-up and prevent medicines-related problems 22 (13.6) 53 (32.7) 87 (53.7) 162 (100) 

L- Procurement 

43- Access reliable information and ensure the most cost-effective 

medicines in the right quantities with the appropriate quality 
45 (27.8) 53 (32.7) 64 (39.5) 162 (100) 

44- Develop and implement contingency plan for shortages 51 (31.5) 51 (31.5) 60 (37) 162 (100) 

45- Efficiently link procurement to formulary, to push/pull system (supply 

chain management) and payment mechanisms 
64 (39.3) 46 (28.2) 53 (32.5) 163 (100) 

46- Ensure there is no conflict of interest 56 (34.8) 43 (26.7) 62 (38.5) 161 (100) 

47- Select reliable supplies of high-quality products (including 

appropriate selection process, cost effectiveness, timely delivery) 
57 (35.4) 46 (28.6) 58 (36) 161 (100) 

48- Supervise procurement activities 87 (55.1) 32 (20.3) 39 (24.7) 158 (100) 

49- Understand the trending methods and evaluation of tender bids 92 (58.2) 39 (24.7) 27 (17.1) 158 (100) 

N- Workplace management* 

56- Address and manage day-to-day management issues 53 (33.3) 50 (31.4) 56 (35.2) 159 (100) 

57- Demonstrate the ability to take accurate and timely decisions and 

make appropriate judgments 
30 (18.6) 53 (32.9) 78 (48.4) 161 (100) 

58- Ensure the product schedules are appropriately planned and managed 51 (32.1) 48 (30.2) 60 (37.7) 159 (100) 

59- Ensure the work time is appropriately planned and managed 34 (21) 48 (29.6) 80 (49.4) 162 (100) 

61- Recognise and manage pharmacy resources (e.g. Financial, 

Infrastructure) 
72 (45.3) 42 (26.4) 45 (28.3) 159 (100) 

$ Competency group M- Supply chain and management, which includes behavioural statements numbers 

50-55, was excluded from the questionnaire (see section 6.5.2.3) 

*Behavioural statement number 60 was excluded from the questionnaire (see section 6.5.2.3) 
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Professional and Personal (Cluster 4) 

Cluster 4 includes 39 behavioural statements related to professional and personal competencies 

which are divided into six competency groups, as follows:  

O- Communication skills 

P- Continuing professional development (CPD) 

Q- Legal and regulatory practice 

R- Professional and ethical practice 

S- Quality assurance and research in the workplace 

T- Self-management 

 

Table 6.11 presents respondents’ perceptions of the relevance to practice of behavioural statements 

included in this cluster. Seventy-three percent of respondents perceived BS number 64: 

“Demonstrate cultural awareness and sensitivity” as the most relevant in this cluster, whereas BS 

number 79: “Demonstrate knowledge in marketing and sales” was perceived as the most not 

relevant behaviour in this cluster, with a “not relevant” rate of 47.6% of respondents.     
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Table 6.11: Relevance rating of behaviours (cluster 4) 

Cluster 4: Professional/Personal Competencies 
Not relevant 

Low 

relevance 
Relevant Total 

N (%) N (%) N (%) N (%) 

O- Communication skills* 

62- Communicate clearly, precisely and appropriately while being a mentor or tutor 16 (10.9) 35 (23.8) 96 (65.3) 147 (100) 

64- Demonstrate cultural awareness and sensitivity 9 (6.1) 30 (20.4) 108 (73.5) 147 (100) 

66- Use appropriate communication skills to build rapport and engage with 

patients, health and social care staff and voluntary services (e.g. verbal and non-

verbal) 

13 (8.8) 38 (25.9) 96 (65.3) 147 (100) 

P- Continuing professional development (CPD)* 

67- Document CPD activities 36 (24.5) 52 (35.4) 59 (40.1) 147 (100) 

69- Evaluate accuracy of knowledge and skills 29 (19.7) 52 (35.4) 66 (44.9) 147 (100) 

70- Evaluate learning 34 (23.3) 52 (35.6) 60 (41.1) 146 (100) 

71- Identify if expertise needed outside the scope of knowledge 45 (30.6) 44 (29.9) 58 (39.5) 147 (100) 

72- Identify learning needs 27 (18.4) 39 (26.5) 81 (55.1) 147 (100) 

73- Recognise own limitation and act upon them 17 (11.6) 48 (32.7) 82 (55.8) 147 (100) 

74- Reflect on performance 21 (14.3) 42 (28.6) 84 (57.1) 147 (100) 

Q- Legal and regulatory practice* 

75- Apply and understand regulatory affairs and the key aspects of pharmaceutical 

registration and legislation 
29 (19.7) 44 (29.9) 74 (50.3) 147 (100) 

76- Apply knowledge in relation to the principles of business economics and 

intellectual property rights including the basics of patient interpretation 
56 (38.6) 41 (28.3) 48 (33.1) 145 (100) 

79- Demonstrate knowledge in marketing and sales 68 (47.6) 44 (30.8) 31 (21.7) 143 (100) 

80- Engage with health and medicines policies 52 (35.6) 42 (28.8) 52 (35.6) 146 (100) 

81- Understand the steps needed to bring a medicinal product to the market 
including the safety, quality, efficacy, and pharmacoeconomic assessments of the 

product 

59 (41.3) 40 (28) 44 (30.8) 143 (100) 

R- Professional and ethical practice 

82- Demonstrate awareness of local/national codes of ethics 17 (11.7) 38 (26.2) 90 (62.1) 145 (100) 

83- Ensure confidentiality (with the patient and other healthcare professionals) 15 (10.3) 26 (17.9) 104 (71.7) 145 (100) 

84- Obtain patient consent (it can be implicit on occasion) 23 (15.8) 27 (18.5) 96 (65.8) 146 (100) 

85- Recognise own professional limitation 10 (6.8) 32 (21.9) 104 (71.2) 146 (100) 

86- Take responsibility for own action and for patient care 12 (8.2) 31 (21.2) 103 (70.5) 146 (100) 

S- Quality assurance and research in the workplace 

87- Apply research findings and understand the benefits risk (e.g. pre-clinical, 

clinical trials, experimental clinical-pharmacological research and risk 

management) 

43 (29.7) 46 (31.7) 56 (38.6) 145 (100) 

88- Audit quality of service (ensure that they meet local and national standards and 
specifications) 

30 (20.5) 46 (31.5) 70 (47.9) 146 (100) 

89- Develop and implement Standing Operating Procedures (SOPs) 46 (31.7) 47 (32.4) 52 (35.9) 145 (100) 

90- Ensure appropriate quality control tests are performed and managed 

appropriately 
43 (29.7) 49 (33.8) 53 (36.6) 145 (100) 

91- Ensure medicines are not counterfeit and quality standards 39 (27.1) 33 (22.9) 72 (50) 144 (100) 

92- Identify and evaluate evidence-based to improve the use of medicines and 

services 
21 (14.5) 50 (34.5) 74 (51) 145 (100) 

93- Identify, investigate, conduct, supervise and support research at the workplace 
(enquiry-driven practice) 

56 (38.4) 43 (29.5) 47 (32.2) 146 (100) 

94- Implement, conduct and maintain a reporting system of pharmacovigilance 

(e.g. report Adverse Drug Reactions) 
37 (25.3) 56 (38.4) 53 (36.3) 146 (100) 

95- Initiate and implement audit and research 52 (35.9) 50 (34.5) 43 (29.7) 145 (100) 

T- Self-management  

96- Apply assertiveness skills (inspire confidence) 38 (26) 46 (31.5) 62 (42.5) 146 (100) 

97- Demonstrate leadership and practice management skills, initiative and 

efficiency 
31 (21.1) 41 (28.1) 74 (50.7) 146 (100) 

98- Document risk management (e.g. critical incidents) 34 (23.4) 48 (33.1) 63 (43.4) 145 (100) 

99- Ensure punctuality 16 (11) 29 (20) 100 (69) 145 (100) 

100- Prioritise work and implement innovative 26 (17.9) 39 (26.9) 80 (55.2) 145 (100) 

*Behavioural statements numbers 63, 65, 68, 77 and 78 were excluded from the questionnaire (see section 

6.5.2.3) 
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6.5.3.3 Relevance rating per cluster   

Responses within each cluster were aggregated using the “multiple responses” function in SPSS 

to obtain a better understanding of the percentages of each rating category within the different 

clusters (Table 6.12).  

 

Table 6.12: Sum and percentage of each rating category within each cluster using the 

“multiple response” function in SPSS 

Clusters  

Not 

relevant 

Low 

relevance 
Relevant Total 

Responses 

Count (%) 

Responses 

Count (%) 

Responses 

Count (%) 

Responses 

Count (%) 

Cluster 1: Pharmaceutical public health 

competencies  54 (9.4) 206 (35.7) 317 (54.9) 577 (100) 

Cluster 2: Pharmaceutical care competencies 734 (19.5) 1127 (29.9) 1910 (50.6) 3771 (100) 

Cluster 3: Organisation and management 

competencies 1412 (35.1) 1166 (29) 1441 (35.9) 4019 (100) 

Cluster 4: Professional/Personal competencies 1100 (22.2) 1420 (28.7) 2435 (49.1) 4955 (100) 

 

Table 6.12 shows that all clusters have higher percentages in the “relevant” category compared to 

other categories, with cluster 1 scoring the highest percentage (54.9 %) of “relevant” responses. 

With regard to the “not relevant” category, higher percentages of responses were evident with 

cluster 2 and 3 (19.5% and 35.1% respectively) compared to cluster 1 (9.4%). Overall, 45.8% of 

all responses were in the “relevant” category, while 29.4% and 24.8% of all responses were in the 

“low relevance” and “not relevant” categories respectively. 
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6.5.3.4 The relevance of cluster per practice sector and length of practice  

The “relevant” category of each cluster was further analysed according to respondents’ practice 

sector and length in practice. This analysis was undertaken to identify practice areas that perceived 

behaviours within the KFCF as “relevant” to their current practice. For this analysis, responses to 

all behaviours included in the KFCF were aggregated using the “multiple responses” function in 

SPSS and percentages of relevance were compared between different practice sectors and length 

in practice (figures 6.3 and 6.4).  

Figure 6.3 shows that respondents from the private sector were more likely to perceive behaviours 

included in the KFCF as “relevant” to their current practice compared to pharmacists working in 

the public sector and other settings.  

Moreover, Figure 6.4 shows that respondents with >3 years in practice were more likely to perceive 

behaviours included in the KFCF as “relevant” to their current practice compared to respondents 

with ≤3 years in practice. This could be considered as an indicator of the nature of pharmacy 

practice in Kuwait, where the more experienced workforce perceives foundation-level behaviours 

still relevant to their practice.  
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Figure 6.3: Percentage of responses to a relevant category according to practice sector 

 

Figure 6.4: Percentage of responses to a relevant category according to respondents’ length 

in practice 
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6.5.3.5 Areas of disagreement  

This section identifies competency groups that were perceived as not relevant to current pharmacy 

practice in Kuwait.     

The initial descriptive analysis of the behaviours included in the questionnaire showed that the 

degree of relevance of behavioural statements varied. This variation was shown to be due to the 

difference in scope of practice between the public and private sectors. In this section competency 

groups rather than clusters were analysed to obtain a better understanding of areas of disagreement. 

A decision of identifying an “area of disagreement” to practice was guided by published healthcare 

research (Udoh et al., 2018, Hutchings and Raine, 2006, Mucalo et al., 2016). A consensus of 75% 

was used to assess areas of disagreement. Although a wide variety of recommendations regarding 

consensus levels were discussed in the literature, no definitive guidelines could be found 

(Hutchings and Raine, 2006). In a systematic review of 148 studies, the consensus was found to 

range from 37% to 94.5% (Hutchings and Raine, 2006). Therefore, a consensus defined as 75%, 

as chosen for the present study, is believed to be in line with published healthcare research 

literature (Mucalo et al., 2016, Hutchings and Raine, 2006). 

For this analysis, a competency group that has at least 75% of responses in the categories 

“relevant” or “low relevance” is considered relevant to practice in Kuwait. This means that, if a 

competency group has 25% or more of responses in the “not relevant” category, this group is 

considered as an “area of disagreement” and is further analysed to evaluate the characteristics of 

respondents who perceived the behaviours included in this competency group as “not relevant” to 

their current practice.  

However, the distributed questionnaire included only 83 behavioural statements. A total of 17 

behaviours were excluded to shorten the time needed to complete the questionnaire (see section 

7.5.2.3). Therefore, and for more accurate estimates of competency groups that are “not relevant” 

to practice, behavioural statements that were previously excluded from the questionnaire have been 

added to their competency group, and sums and percentages of rating categories were re-

calculated. At this stage, the analysis comprised 100 behavioural statements grouped in 20 

competency groups within four clusters, as shown in Table 6.13 below. 
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Table 6.13: Distribution of 100 behavioural statements within the KFCF   

Cluster  Competency group Behavioural 

statements 

1 
A- Health promotion 

1-2 

B-Medicines information and advice 
3-4 

2 

C- Assessment of medicines  
5-6 

D- Compounding medicines  
7-8 

E- Dispensing 
9-16 

F- Medicines 
17-20 

G- Monitor medicines therapy 
21-23 

H-Patient consultation and diagnosis  
24-29 

3 

I- Budget and reimbursement 
30-34 

J- Human resources management  
35-40 

K- Improvement of service 
41-42 

L- Procurement 
43-49 

M- Supply chain and management  
50-55 

N- Workplace management  
56-61 

4 

O- Communication skills  
62-66 

P-Continuing professional development (CPD) 
67-74 

Q- Legal and regulatory practice  
75-81 

R-Professional and ethical practice 
82-86 

S- Quality assurance and research in the workplace 
87-95 

T- Self-management  
96-100 

 

6.5.3.6 Re-calculation of relevance rating  

For each of the added 17 behavioural statements, an assumption was made that “not relevant” is 

equal to zero count (0%). Therefore, for each of the 17  behavioural statements, a (0) count was 

added to the “not relevant” category and was used to re-calculate the group aggregate. A total 

group responses count was also re-calculated. This was achieved by adding a number = total count 

of a single behavioural statement in the same group. When there are different total counts for 
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behaviours in a group, the number = least total count was added to the total group count. A total 

group percentage of 100 was maintained. Re-calculating group “not relevant” categories and total 

group count was believed necessary in order not to overestimate or underestimate results from 

group aggregates. Table 6.14 presents the percentage of “not relevant” responses after re-

calculating the relevance rating as explained above.   

 

Table 6.14: Re-calculated sums and percentages of the “not relevant” category within each 

cluster using the “multiple response” function in SPSS 

Clusters  

Not relevant Total 

Responses Count 

(%) 

Responses 

Count (%) 

Cluster 1: Pharmaceutical public health competencies  54 (7) 769 (100) 

Cluster 2: Pharmaceutical care competencies 734 (17.8) 4129 (100) 

Cluster 3: Organisation and management competencies 1412 (25.1) 5622 (100) 

Cluster 4: Professional/Personal competencies 1100 (19.5) 5652 (100) 

 

Table 6.14 shows that cluster 3 has the highest percentages of “not relevant” responses within a 

cluster (25.1%), whereas cluster 1 has the lowest percentage of “not relevant” responses within a 

cluster (7.0%). 

Relevancy rating was also re-calculated per competency group in order to obtain better 

understanding of respondents’ responses. Figure 6.5 presents the percentage of “not relevant” 

responses after re-calculating the relevance rating for all competency groups.  
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Figure 6.5: Re-calculated percentages of “not relevant” responses per competency group  
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Figure 6.5 shows that six out of twenty competency groups have a percentage of “not relevant” 

responses above the pre-defined consensus level. These are Patient consultation and diagnosis 

(26.6%), Budget and reimbursement (43.4%), Human resources management (32.4%), 

Procurement (40.2%), Legal and regulatory practice (26.1%), and Quality assurance and research 

in the workplace (28.1%).  

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived the behaviours included in the above competency groups as “not relevant” to their 

current practice.  
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6.5.3.7 Analysis of areas of disagreement 

Competency groups that showed percentages of “not relevant” responses higher than 25% were 

further analysed to identify and evaluate behaviours that were perceived as “not relevant” to 

practice. For each competency group, the ratings of relevance were further evaluated using 

“multiple responses”, and a Chi-square test was conducted to assess if respondents were 

significantly different from the sample and whether there was an association between relevance 

rating and respondents’ demographics and other characteristics.  

 

Competency group H: patient consultation and diagnosis 

Table 6.15 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses for the patient consultation and diagnosis group.  

 

Table 6.15: Relevance rating of behaviours in competency group H: patient consultation and 

diagnosis 

Patient consultation and diagnosis 

Not 

relevant 

Low 

relevance Relevant Total 

N (%) N (%) N (%) N (%) 

24- Apply first aid and act upon arranging follow-up care 77 (42.8) 54 (30) 49 (27.2) 180 (100) 

25- Appropriately refer 39 (21.7) 47 (26.1) 94 (52.2) 180 (100) 

26- Assess and diagnose based on objective and subjective measures 57 (31.7) 50 (27.8) 73 (40.6) 180 (100) 

27- Discuss and agree with the patients the appropriate use of medicines, 

taking into account patient's preferences 
23 (12.8) 49 (27.2) 108 (60) 180 (100) 

28- Document any intervention (e.g. document any allergies, medicines 

and food) in patient medicines history 
43 (23.8) 44 (24.3) 94 (51.9) 181 (100) 

29- Obtain, reconcile, review, maintain and update relevant patient 

medication and disease history 
49 (27.2) 58 (32.2) 73 (40.6) 180 (100) 

Responses SUM (% within the competency group) 288 (26.6)   1081 (100) 

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice. It was found that 

110 respondents perceived one or more of these behavioural statements as “not relevant” to 

their practice. The demographic characteristics of the respondents are presented in Table 6.16. A 

Chi-square test was conducted to assess if respondents’ characteristics are significantly different 

from the sample.  
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Table 6.16: Respondents’ characteristics and demographics 
Respondents  N =110 Sample total 

(n=229) 
χ2-value P-value 

Gender   

Male  32 (29.1) 74 (32.2) χ2-value= 0.99 

P-value= 0.32 Female 78 (70.9) 155 (67.7) 

Nationality    

Kuwaiti 87 (79.1) 168 (73.4) χ2-value= 0.64 

P-value= 0.42 Non-Kuwaiti 23 (20.9) 61 (26.6) 

Country of undergraduate degree    

Kuwait  68 (61.8) 121 (52.8) χ2-value= 4.89 

P-value= 0.03 Other countries  42 (38.2) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 49 (44.5) 86 (37.6) χ2-value= 1.21 

P-value= 0.27 No  61 (55.5) 143 (62.4) 

Years in practice   

≤3 years  28 (25.5) 54 (23.6) χ2-value= 3.05 

P-value= 0.08 >3 years 82 (74.5) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 97 (88.2) 206 (90) χ2-value= 2.91 

P-value= 0.09 Non-Direct Patient Care 13 (11.8) 23 (10) 

Practice sector   

Public  77 (70) 144 (62.9) 
χ2-value= 4.50 

P-value= 0.11 
Private 17 (15.5) 56 (24.5) 

Others  16 (14.5) 29 (12.7) 

Practice setting   

Primary care 29 (26.4) 60 (26.2) 

χ2-value= 3.38 

P-value= 0.49 

Hospital 53 (48.2) 109 (47.6) 

Community 12 (10.9) 31 (13.5) 

Regulatory 10 (9.1) 18 (7.9) 

Others 6 (5.5) 11 (4.8) 

 

No significant association was found between respondents’ demographics and relevance rating of 

behaviours included in competency group H- Patient consultation and diagnosis. This could be 

related to the fact that patient consultation and diagnosis behaviours are not common practice for 

pharmacists in Kuwait in general. This confirms the findings from the previous study in this 

research, where participants repeatedly mentioned that their role is limited to dispensing and stock 

management. 
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Competency group I: Budget and reimbursement 

Table 6.17 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses for the budget and reimbursement group.  

 

Table 6.17: Relevance rating of behaviours in competency group I: Budget and 

reimbursement 

Budget and reimbursement 

Not 

relevant 

Low 

relevance 
Relevant Total 

N (%) N (%) N (%) N (%) 

30- Acknowledge the organisational structure 44 (27) 46 (28.2) 73 (44.8) 163 (100) 

31- Effectively set and apply budgets 68 (42.2) 56 (34.8) 37 (23) 161 (100) 

32- Ensure appropriate claim for the reimbursement 75 (46.6) 44 (27.3) 42 (26.1) 161(100) 

33- Ensure financial transparency 83 (52.5) 36 (22.8) 39 (24.7) 158 (100) 

34- Ensure proper reference sources for service reimbursement 77 (49) 40 (25.5) 40 (25.5) 157(100) 

Responses SUM (% within the competency group) 347 (43.4)   800 (100) 

 

Further analysis was conducted to evaluate and to identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice. It was found that 

103 respondents perceived one or more of these behavioural statements as “not relevant” to 

their practice. The demographic characteristics of the respondents are presented in Table 6.18. A 

Chi-square test was conducted to assess if respondents’ characteristics are significantly different 

from the sample. 
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Table 6.18: Respondents’ characteristics and demographics 
Respondents  N =103 Sample total (n=229) χ2-value P-value 

Gender   

Male  35 (34) 74 (32.2) χ2-value= 0.22 

P-value= 0.64 Female 68 (66) 155 (67.7) 

Nationality    

Kuwaiti 84 (81.6) 168 (73.4) χ2-value= 3.81 

P-value= 0.05 Non-Kuwaiti 19 (18.4) 61 (26.6) 

Country of undergraduate degree    

Kuwait  61 (59.2) 121 (52.8) χ2-value= 1.25 

P-value= 0.26 Other countries  42 (40.8) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 40 (38.8) 86 (37.6) χ2-value= 3.19 

P-value= 0.07 No  63 (61.2) 143 (62.4) 

Years in practice   

≤3 years  27 (26.2) 54 (23.6) χ2-value= 5.29 

P-value= 0.02 >3 years 76 (73.8) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 93 (90.3) 206 (90) χ2-value= 0.03 

P-value= 0.87 Non-Direct Patient Care 10 (9.7) 23 (10) 

Practice sector   

Public  80 (77.7) 144 (62.9) 
χ2-value= 23.76 

P-value= 0.0001 
Private 9 (8.7) 56 (24.5) 

Others  14 (13.6) 29 (12.7) 

Practice setting   

Primary care 31 (30.1) 60 (26.2) 

χ2-value= 19.15 

P-value= 0.001 

Hospital 54 (52.5) 109 (47.6) 

Community 4 (3.9) 31 (13.5) 

Regulatory 7 (6.8) 18 (7.9) 

Others 7 (6.8) 11 (4.8) 

 

A significant association was found between respondents’ practice sector and practice setting. 

Respondents working in the public sector (P=0.0001) and those working in hospital settings (P= 

0.001) were found more likely to perceive behaviours included in competency group I: Budget and 

reimbursement as “not relevant” to their current practice. This could be related to the actual duties 

of pharmacists in the public sector, where budget and reimbursement activities are not considered 

to be part of their responsibility. Rather, these activities are performed on a national level by the 

CMS.  
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Competency group J: Human resources management  

Table 6.19 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses.  

 

Table 6.19: Relevance rating of behaviours in competency group J- Human resources 

management 

Human resources management 

Not 

relevant 

Low 

relevance Relevant Total 

N (%) N (%) N (%) N (%) 

35- Demonstrate organisational and management knowledge (e.g. 

know, understand and lead on medicines management, risk 

management, self-management, time management, people 

management, project management, policy management) 

60 (38) 45 (28.5) 53 (33.5) 158 (100) 

36- Identify and manage human resources and staffing issues 62 (38.8) 45 (28.1) 53 (33.1) 160 (100) 

37- Participate, collaborate, advice in therapeutic decision-making 

and use appropriate referral in a multi-disciplinary team 55 (34) 49 (30.2) 58 (35.8) 162 (100) 

38- Recognise and manage the potential of each member of the 

staff and utilise systems for performance management (e.g. carry 

out staff appraisal) 
55 (34) 48 (29.6) 59 (36.4) 162 (100) 

39- Recognise the value of the pharmacy team and of a multi-

disciplinary team 46 (28) 48 (29.3) 70 (42.7) 164 (100) 

40- Support and facilitate staff training and continuing 

professional development 36 (22.1) 53 (32.5) 74 (45.4) 163 (100) 

Responses SUM (% within the competency group) 314 (32.4)   969 (100) 

 

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice. It was found that 

95 respondents perceived one or more of these behavioural statements as “not relevant” to 

their practice. The demographic characteristics of the respondents are presented in Table 6.20. A 

Chi-square test was conducted to assess if respondents’ characteristics are significantly different 

from the sample. 
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Table 6.20: Respondents’ characteristics and demographics 
Respondents  N =95 Sample total (n=229) χ2-value P-value 

Gender   

Male  27 (28.4) 74 (32.2) χ2-value= 1.97 

P-value= 0.16 Female 68 (71.6) 155 (67.7) 

Nationality    

Kuwaiti 76 (80) 168 (73.4) χ2-value= 1.41 

P-value= 0.23 Non-Kuwaiti 19 (20) 61 (26.6) 

Country of undergraduate degree    

Kuwait  59 (62.1) 121 (52.8) χ2-value= 3.59 

P-value= 0.06 Other countries  36 (37.9) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 35 (36.8) 86 (37.6) χ2-value= 4.13 

P-value= 0.04 No  60 (63.2) 143 (62.4) 

Years in practice   

≤3 years  21 (22.1) 54 (23.6) χ2-value= 0.26 

P-value= 0.61 >3 years 74 (77.9) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 85 (89.5) 206 (90) χ2-value= 0.33 

P-value= 0.57 Non-Direct Patient Care 10 (10.5) 23 (10) 

Practice sector   

Public  72 (75.8) 144 (62.9) 
χ2-value= 10.74 

P-value= 0.005 
Private 10 (10.5) 56 (24.5) 

Others  13 (13.7) 29 (12.7) 

Practice setting   

Primary care 30 (31.6) 60 (26.2) 

χ2-value= 12.49 

P-value= 0.01 

Hospital 48 (50.5) 109 (47.6) 

Community 4 (4.2) 31 (13.5) 

Regulatory 8 (8.4) 18 (7.9) 

Others 5 (5.3) 11 (4.8) 

 

A significant association was found between respondents’ practice sector and practice setting. 

Respondents working in the public sector (P=0.005) and those working in hospital settings 

(P=0.01) were found more likely to perceive behaviours included in competency group J- Human 

resources management as “not relevant” to their current practice. This may be because staffing 

issues are mainly the responsibility of the head of the department in the public sector, and not all 

pharmacists are engaged with staffing issues. Moreover, in hospital settings, staff management is 

mostly regulated at an organisation level and may not be the main responsibility of the individual 

pharmacist.  
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Competency group L: Procurement 

Table 6.21 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses.  

 

Table 6.21: Relevance rating of behaviours in competency group L- Procurement  

L- Procurement 

Not 

relevant 

Low 

relevance Relevant Total 

N (%) N (%) N (%) N (%) 

43- Access reliable information and ensure the most cost-effective 

medicines in the right quantities with the appropriate quality 45 (27.8) 53 (32.7) 64 (39.5) 162 (100) 

44- Develop and implement contingency plan for shortages 
51 (31.5) 51 (31.5) 60 (37) 162 (100) 

45- Efficiently link procurement to formulary, to push/pull system (supply 

chain management) and payment mechanisms 64 (39.3) 46 (28.2) 53 (32.5) 163 (100) 

46- Ensure there is no conflict of interest 
56 (34.8) 43 (26.7) 62 (38.5) 161 (100) 

47- Select reliable supplies of high-quality products (including 

appropriate selection process, cost effectiveness, timely delivery) 57 (35.4) 46 (28.6) 58 (36) 161 (100) 

48- Supervise procurement activities 
87 (55.1) 32 (20.3) 39 (24.7) 158 (100) 

49- Understand the trending methods and evaluation of tender bids 
92 (58.2) 39 (24.7) 27 (17.1) 158 (100) 

Responses SUM (% within the competency group) 452 (40.2)   1125 (100) 

 

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice.  

It was found that 114 respondents perceived one or more of these behavioural statements as 

“not relevant” to their practice. The demographic characteristics of the respondents are 

presented in Table 6.22. A Chi-square test was conducted to assess if respondents’ characteristics 

are significantly different from the sample. 
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Table 6.22: Respondents’ characteristics and demographics 
Respondents  N =114 Sample total (n=229) χ2-value P-value 

Gender   

Male  35 (30.7) 74 (32.2) χ2-value= 1.26 

P-value= 0.26 Female 79 (69.3) 155 (67.7) 

Nationality    

Kuwaiti 90 (78.9) 168 (73.4) χ2-value= 1.79 

P-value= 0.18 Non-Kuwaiti 24 (21.1) 61 (26.6) 

Country of undergraduate degree    

Kuwait  66 (57.9) 121 (52.8) χ2-value= 1.06 

P-value= 0.30 Other countries  48 (42.1) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 46 (40.4) 86 (37.6) χ2-value= 2.21 

P-value= 0.14 No  68 (59.6) 143 (62.4) 

Years in practice   

≤3 years  28 (24.6) 54 (23.6) χ2-value= 3.55 

P-value= 0.06 >3 years 86 (75.4) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 103 (90.4) 206 (90) χ2-value= 0.02 

P-value= 0.88 Non-Direct Patient Care 11 (9.6) 23 (10) 

Practice sector   

Public  86 (75.4) 144 (62.9) 
χ2-value= 14.14 

P-value= 0.001 
Private 14 (12.3) 56 (24.5) 

Others  14 (12.3) 29 (12.7) 

Practice setting   

Primary care 36 (31.6) 60 (26.2) 

χ2-value= 13.74 

P-value= 0.008 

Hospital 57 (50)  109 (47.6) 

Community 7 (6.1) 31 (13.5) 

Regulatory 8 (7) 18 (7.9) 

Others 6 (5.3) 11 (4.8) 

 

A significant association was found between respondents’ relevance rating and their practice 

setting and sectors. Respondents working in the public sector (P=0.001) and those working in 

hospital settings (P=0.008) were found more likely to perceive behaviours included in competency 

group L- Procurement as “not relevant” to their current practice. Again, this could be related to the 

actual duties of pharmacists in the public sector, where procurement activities are not considered 

to be part of their responsibility. Rather, these activities are carried out on a national level by the 

CMS. This also confirms the findings from study 1, where participants mentioned that CMS is the 

body regulating the procurement of medicines on a national level.   
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Competency group Q- Legal and regulatory practice  

Table 6.23 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses.  

 

Table 6.23: Relevance rating of behaviours in competency group L- Procurement  

Q- Legal and regulatory practice 

Not 

relevant 

Low 

relevance Relevant Total 

N (%) N (%) N (%)  N (%) 

75- Apply and understand regulatory affairs and the key aspects of 

pharmaceutical registration and legislation 
29 (19.7) 44 (29.9) 74 (50.3) 147 (100) 

76- Apply knowledge in relation to the principals of business economics 

and intellectual property rights including the basics of patent 

interpretation 

56 (38.6) 41 (28.3) 48 (33.1) 145 (100) 

77- Be aware of and identify the new medicines coming to the market “Not relevant”= 0 (0) as it was validated as 

universally relevant to practice (section 6.5.2.3) 

78- Comply with legislation for drugs with the potential for abuse “Not relevant”= 0 (0) as it was validated as 

universally relevant to practice (section 6.5.2.3) 

79- Demonstrate knowledge in marketing and sales 68 (47.6) 44 (30.8) 31 (21.7) 143 (100) 

80- Engage with health and medicines policies 52 (35.6) 42 (28.8) 52 (35.6) 146 (100) 

81- Understand the steps needed to bring a medicinal product to the 

market including the safety, quality, efficacy, and pharmacoeconomic 

assessments of the product 

59 (41.3) 40 (28) 44 (30.8) 143 (100) 

Responses SUM (% within the competency group) 264 (26.1)   1010 (100) 

 

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice. It was found that 

91 respondents perceived one or more of these behavioural statements as “not relevant” to 

their practice. The demographic characteristics of the respondents are presented in Table 

6.24. A Chi-square test was conducted to assess if respondents’ characteristics are significantly 

different from the sample. 
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Table 6.24: Respondents’ characteristics and demographics 
Respondents  N =91 Sample total 

(n=229) 
χ2-value P-value 

Gender   

Male  28 (30.8) 74 (32.2) χ2-value= 0.49 

P-value= 0.48 Female 63 (69.2) 155 (67.7) 

Nationality    

Kuwaiti 74 (81.3) 168 (73.4) χ2-value= 1.32 

P-value= 0.25 Non-Kuwaiti 17 (18.7) 61 (26.6) 

Country of undergraduate degree    

Kuwait  55 (60.4) 121 (52.8) χ2-value= 0.98 

P-value= 0.32 Other countries  36 (39.6) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 38 (41.8) 86 (37.6) χ2-value= 0.26 

P-value= 0.61 No  53 (58.2) 143 (62.4) 

Years in practice   

≤3 years  22 (24.2) 54 (23.6) χ2-value= 0.92 

P-value= 0.34 >3 years 69 (75.8) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 84 (92.3) 206 (90) χ2-value= 1.25 

P-value= 0.26 Non-Direct Patient Care 7 (7.7) 23 (10) 

Practice sector   

Public  70 (76.9) 144 (62.9) 
χ2-value= 7.76 

P-value= 0.02 
Private 11 (12.1) 56 (24.5) 

Others  10 (11) 29 (12.7) 

Practice setting   

Primary care 27 (29.7) 60 (26.2) 

χ2-value= 7.13 

P-value= 0.13 

Hospital 49 (53.8) 109 (47.6) 

Community 5 (5.5) 31 (13.5) 

Regulatory 5 (5.5) 18 (7.9) 

Others 5 (5.5) 11 (4.8) 

 

No significant association was found between respondents’ demographics and relevance rating of 

behaviours included in competency group Q- Legal and regulatory practice. This could be because, 

currently, there is no code of ethics that binds pharmacists to a code of conduct, and there are no 

clear standards or policies that govern pharmacy practice in Kuwait.  
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Competency group S- Quality assurance and research in the workplace 

Table 6.25 presents the relevance rating of behaviours with the re-calculated sum and percentages 

of “not relevant” responses for quality assurance and research in the workplace group. 

  

Table 6.25: Relevance rating of behaviours in competency group S- Quality assurance and 

research in the workplace 

S- Quality assurance and research in the workplace 

Not 

relevant 

Low 

relevance Relevant Total 

N (%) N (%) N (%)  N (%) 

87- Apply research findings and understand the benefits risk (e.g. pre-

clinical, clinical trials, experimental clinical-pharmacological research 

and risk management 
43 (29.7) 46 (31.7) 56 (38.6) 145 (100) 

88- Audit quality of service (ensure that they meet local and national 

standards and specifications) 30 (20.5) 46 (31.5) 70 (47.9) 146 (100) 

89- Develop and implement Standing Operating Procedures (SOPs) 
46 (31.7) 47 (32.4) 52 (35.9) 145 (100) 

90- Ensure appropriate quality control tests are performed and managed 

appropriately 43 (29.7) 49 (33.8) 53 (36.6) 145 (100) 

91- Ensure medicines are not counterfeit and quality standards 
39 (27.1) 33 (22.9) 72 (50) 144 (100) 

92- Identify and evaluate evidence-based to improve the use of 

medicines and services 21 (14.5) 50 (34.5) 74 (51) 145 (100) 

93- Identify, investigate, conduct, supervise and support research at the 

workplace (enquiry-driven practice) 56 (38.4) 43 (29.5) 47 (32.2) 146 (100) 

94- Implement, conduct and maintain a reporting system of 

pharmacovigilance (e.g. report Adverse Drug Reactions) 37 (25.3) 56 (38.4) 53 (36.3) 146 (100) 

95- Initiate and implement audit and research 
52 (35.9) 50 (34.5) 43 (29.7) 145 (100) 

Responses SUM (% within the competency group) 367 (28.1)   1307 (100) 

 

Further analysis was conducted to evaluate and identify the characteristics of respondents who 

perceived one or more of the stated behaviours as “not relevant” to their practice. It was found that 

86 respondents perceived one or more of these behavioural statements as “not relevant” to 

their practice. The demographic characteristics of the respondents are presented in Table 

6.26. A Chi-square test was conducted to assess if respondents’ characteristics are significantly 

different from the sample. 
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Table 6.26: Respondents’ characteristics and demographics 
Respondents  N =86 Sample total 

(n=229) 
χ2-value P-value 

Gender   

Male  26 (30.2) 74 (32.2) χ2-value= 1.08 

P-value= 0.30 Female 60 (69.8) 155 (67.7) 

Nationality    

Kuwaiti 72 (83.7) 168 (73.4) χ2-value= 4.62 

P-value= 0.03 Non-Kuwaiti 14 (16.3) 61 (26.6) 

Country of undergraduate degree    

Kuwait  53 (61.6) 121 (52.8) χ2-value= 2.18 

P-value= 0.14 Other countries  33 (38.4) 108 (47.2) 

Do you hold any postgraduate certificate?   

Yes 37 (43) 86 (37.6) χ2-value= 0.10 

P-value= 0.75 No  49 (57) 143 (62.4) 

Years in practice   

≤3 years  22 (25.6) 54 (23.6) χ2-value= 1.28 

P-value=0.26 >3 years 64 (74.4) 175 (76.4) 

Patient-facing settings     

Direct Patient Care 78 (90.7) 206 (90) χ2-value= 0.01 

P-value= 0.91 Non-Direct Patient Care 8 (9.3) 23 (10) 

Practice sector   

Public  66 (76.7) 144 (62.9) 
χ2-value= 8.65 

P-value= 0.01 
Private 9 (10.5) 56 (24.5) 

Others  11 (12.8) 29 (12.7) 

Practice setting   

Primary care 25 (29.1) 60 (26.2) 

χ2-value= 4.52 

P-value= 0.34 

Hospital 45 (52.3) 109 (47.6) 

Community 5 (5.8) 31 (13.5) 

Regulatory 6 (7) 18 (7.9) 

Others 5 (5.8) 11 (4.8) 

 

A significant association was found between respondents’ relevance rating and their practice 

sectors. Respondents working in the public sector (P=0.01) were found more likely to perceive 

behaviours included in competency group S- Quality assurance and research in the workplace as 

“not relevant” to their current practice. This could be related to the fact that pharmacists in the 

public sector lack the support and resources that would facilitate research activities in their 

workplaces.   
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6.5.4 The initial list of behaviours based on the national survey findings  

This section fulfils the fourth objective of this study (section 6.3): “To develop an initial list of 

behaviours based on the national survey findings to be included in the foundation competency 

framework for pharmacists in Kuwait”. The findings from the consensus panels and the national 

survey are triangulated to develop an initial list of behaviours.. 

The analysis of areas of disagreement (section 6.5.3.7) confirmed that the main factor that affected 

pharmacists’ perceptions of the relevance of behaviour to their practice was their practice sector 

(private/public) and practice setting. Differences between the two sectors necessitate the 

adjustment of behavioural statements to best fit the nature of each sector. Therefore, the list of 

behaviours that are included in the KFCF was categorised as follows:  

• Core behaviour: a behaviour that is ESSENTIAL for all pharmacists in their first one to 

three years in practice AND applies to all practice settings. This was assigned a green label 

in the KFCF.  

• Supplementary for the public: a behaviour that is ESSENTIAL for all pharmacists in 

their first one to three years in practice AND applies to the public sector only. This was 

assigned a red label in the KFCF.     

• Supplementary for private: a behaviour that is ESSENTIAL for all pharmacists in their 

first 1-3 years in practice AND applies to the private sector only. This was assigned a 

yellow label in the KFCF. 

 

A core behaviour is a behavioural statement that was found relevant to practice from the consensus 

development panels and the responses from the national survey (score of “not relevant” <25%). 

However, behaviours that scored > 25% in the “not relevant” category (according to the pre-

defined consensus level) were then further analysed according to the sectors. A behavioural 

statement that showed significant different (p≤0.01) between the two sectors was labelled as 

supplementary behaviour for that sector.  

Tables 6.27- 6.30 list the behaviours, with their labelled categories, that are included in initial list 

of behaviours which constitutes the KFCF.   
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Table 6.27: The initial list of in cluster 1 

Cluster 1- Pharmaceutical public health    

 Relevance to practice  

A. Health 

Promotion 

1-Assess the primary healthcare needs (taking into account the 

cultural and social setting of the patient)  

Relevance confirmed from 

consensus panels and 

responses from the 

questionnaire  

2- Advise on health promotion, disease prevention and control, 

and healthy lifestyle 

Relevance confirmed from 

consensus panels and 

responses from the 

questionnaire  

 

B. Medicines 

information 

and advice 

3- Counsel population on the safe and rational use of medicines 

and devices (including the selection, use, contraindications, 

storage, and side effects of non-prescription and prescription 

medicines)  

Relevance confirmed from 

consensus panels (universally 

relevant behaviour) 

4- Identify sources, retrieve, evaluate, organise, assess and 

disseminate relevant medicines information according to the 

needs of patients and clients and provide appropriate 

information   

Relevance confirmed from 

consensus panels and 

responses from the 

questionnaire  

 

The initial list includes all behaviours in cluster 1. Findings from the consensus panels and the 

questionnaire showed that all behaviours in this cluster were perceived relevant to current practice 

across all sectors.  
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Table 6.28: The initial list of behaviours in cluster 2 

Cluster 2- Pharmaceutical care competencies 

 
Relevance to practice  

C. 

Assessment of 

medicines 

5- Appropriately select medicines (e.g. according to the 

patient, hospital, government policy, etc.)   

Relevance confirmed from 

consensus panels and responses 

from the questionnaire  

6- Identify, prioritise and act upon medicine-medicine 

interactions; medicine-disease interactions; medicine-patient 

interactions; medicine-food interactions  

Relevance confirmed from 

consensus panels and responses 

from questionnaire  

D. 

Compounding 

medicines 

7- Prepare pharmaceutical medicines (e.g. extemporaneous, 

cytotoxic medicines), determine the requirements for 

preparation (calculations, appropriate formulation, 

procedures, raw materials, equipment, etc.)  

Relevance confirmed from 

consensus panel 1 and responses 

from questionnaire  

8- Compound under the good manufacturing practice for 

pharmaceutical (GMP) medicines   

Relevance confirmed from 

consensus panels and significant 

difference in questionnaire  

(χ2-value= 13.94, p=0.007) 

E. 

Dispensing 

9- Accurately dispense medicines for prescribed and/or 

minor ailments and monitor the dispense (re-

checking the medicines)  

Relevance confirmed from 

consensus panels (universally 

relevant behaviour) 

10- Accurately report defective or substandard medicines to 

the appropriate authorities  

Relevance confirmed from 

consensus panels and responses 

from the questionnaire  

11- Appropriately validate prescriptions, ensuring that 

prescriptions are correctly interpreted and legal  
Relevance confirmed from 

consensus panels (universally 

relevant behaviour) 

12- Dispense devices (e.g. inhaler or a blood glucose meter) 

 

Relevance confirmed from 

consensus panels and responses 

from questionnaire  

13- Document and act upon dispensing errors  
Relevance confirmed from 

consensus panels and responses 

from questionnaire  

14- Implement and maintain a dispensing error reporting 

system and a ‘near misses’ reporting system 

Relevance confirmed from 

consensus panel1 and responses 

from questionnaire  

15- Label the medicines (with the required and appropriate 

information)  

Relevance confirmed from 

consensus panels (universally 

relevant behaviour) 

16- Learn from and act upon previous ‘near misses’ and 

‘dispensing errors’  

Relevance confirmed from 

consensus panels and responses 

from the questionnaire  

F. 

Medicines 

17- Advise patients on proper storage conditions of the 

medicines and ensure that medicines are stored appropriately 

(e.g. humidity, temperature, expiry date, etc.)  

Relevance confirmed from 

consensus panels (universally 

relevant behaviour) 

18- Appropriately select medicines formulation and 

concentration for minor ailments (e.g. diarrhoea, 

constipation, cough, hay fever, insect bites, etc.)  
Relevance confirmed responses 

from the questionnaire  



  

215 

 

19- Ensure appropriate medicines, route, time, dose, 

documentation, action, form and response for 

individual patients  

Relevance confirmed from 

consensus panel 1 and responses 

from questionnaire  

20- Package medicines to optimise safety (ensuring 

appropriate re-packaging and labelling of the 

medicines)  

Relevance confirmed from 

consensus panel 1 and responses 

from the questionnaire  

G. 

Monitor 

medicines 

therapy 

21- Apply guidelines, medicines formulary system, 

protocols and treatment pathways  

Relevance confirmed from 

consensus panels and responses 

from the questionnaire 

22- Ensure therapeutic medicines monitoring, impact and 

outcomes (including objective and subjective measures)  
Not relevant to practice 

23- Identify, prioritise and resolve medicines management 

problems (including errors)  

Relevance confirmed from 

consensus panel 1 and responses 

from questionnaire  

H. 

Patient 

consultation 

and diagnosis 

24- Apply first aid and act upon arranging follow-up care  Relevance confirmed from 

consensus panels and significant 

difference in questionnaire  

(χ2-value= 16.9, p=0.002) 

25- Appropriately refer  Relevance confirmed from 

responses from questionnaire  

26- Assess and diagnose based on objective and subjective 

measures  
Not relevant to practice  

27- Discuss and agree with the patients the appropriate use 

of medicines, taking into account patient's 

preferences 

Relevance confirmed from 

consensus panels and responses 

from the questionnaire  

28- Document any intervention (e.g. document any allergies, 

medicines and food) in patient medicines 

history  

Relevance confirmed from 

consensus panel 1 and responses 

from the questionnaire  

29- Obtain, reconcile, review, maintain and update relevant 

patient medication and disease history  
Not relevant to practice 

 

The initial list includes all behaviours in the pharmaceutical care cluster except for three 

behaviours. Findings from the consensus panels and the questionnaire showed that behaviour 

numbers 22, 24 and 29 were perceived as “not relevant” to current practice across all sectors. These 

are considered to be “areas for improvement” and were discussed further with pharmacists, 

education providers and decision-makers in study 3 (see Chapter 7). 
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Table 6.29: The initial list of behaviours in cluster 3 

Cluster 3- Organisation and management 

 Relevance to practice 

I. 

Budget and 

reimburseme

nt 

30- Acknowledge the organisational structure  Not relevant to practice 

31- Effectively set and apply budgets  Significant difference between 

private and public sector  

(χ2-value= 22.40, p<0.0001) 

32- Ensure appropriate claim for 

the reimbursement  

Significant difference between 

private and public sector  

(χ2-value= 27.08, p<0.0001)  

33- Ensure financial 

transparency   

Significant difference between 

private and public sector  

(χ2-value= 35.33, p<0.0001)  

34- Ensure proper reference sources for service 

reimbursement   

Significant difference between 

private and public sector  

(χ2-value= 38.38, p<0.0001)  

J. 

Human 

resources 

management 

35- Demonstrate organisational and management 

knowledge (e.g. know, understand and lead on medicines 

management, risk management, self- management, time 

management, people management, project management, 

policy management)  

Significant difference between 

private and public sector  

(χ2-value= 27.63, p<0.0001)  

36- Identify and manage human resources and staffing 

issues  

Significant difference between 

private and public sector  

(χ2-value= 13.04, p=0.01)  

37- Participate, collaborate, advice in therapeutic 

decision-making and use appropriate referral in a multi-

disciplinary team  

Significant difference between 

private and public sector  

(χ2-value= 13.29, p=0.01)  

38- Recognise and manage the potential of each member 

of the staff and utilise systems for performance 

management (e.g. carry out staff appraisal)  

Not relevant to practice 

39- Recognise the value of the pharmacy team and of a 

multi-disciplinary team  
Not relevant to practice 

40- Support and facilitate staff training and continuing 

professional development 

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

K. 

Improvement 

of service 

41- identify and implement new services (according to 

local needs)  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

42- Resolve, follow-up and prevent medicines-related 

problems  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

L. 

Procurement 

43- Access reliable information and ensure the most 

cost-effective medicines in the right quantities with the 

appropriate quality  

Relevance confirmed from consensus 

panel Significant difference between 

private and public sector  

(χ2-value= 12.61, p=0.01) 

44- Develop and implement contingency plan for 

shortages  
Not relevant to practice 
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45- Efficiently link procurement to formulary, to push/pull 

system (supply chain management) and payment mechanisms  

Relevance confirmed from consensus 

panels and significant difference between 

private and public sector  

(χ2-value= 14.89, p=0.005) 

46- Ensure there is no conflict of interest  Not relevant to practice 

47- Select reliable supplies of high-quality products (including 

appropriate selection process, cost effectiveness, timely 

delivery)  

Not relevant to practice 

48- Supervise procurement activities  Significant difference between private 

and public sector  

(χ2-value= 36.29, p=0.0001) 

49- Understand the trending methods and evaluation of tender 

bids  

Significant difference between private 

and public sector  

(χ2-value= 23.57, p=0.0001) 

M. 

Supply chain 

and 

management 

50- Demonstrate knowledge in store medicines to 

minimise errors and maximise accuracy  

Relevance confirmed from consensus 

panels (universally relevant 

behaviour)  

51- Ensure accurate verification of 

rolling stocks  

Relevance confirmed from consensus 

panels (universally relevant 

behaviour)  

52- Ensure effective stock management and running of 

service with the dispensary  

Relevance confirmed from consensus 

panels(universally relevant 

behaviour)  

53- Ensure logistics of delivery and 

storage  

Relevance confirmed from consensus 

panels (universally relevant 

behaviour) 

54- Implement a system for 

documentation and record keeping  

Relevance confirmed from consensus 

panels (universally relevant 

behaviour)  

55- Take responsibility for 

quantification of forecasting  

Relevance confirmed from consensus 

panels (universally relevant 

behaviour)  

N. 

Workplace 

management 

56- Address and manage day-to-day management issues  Relevance confirmed from consensus 

panels and significant difference 

between private and public sector 

(χ2-value= 13.77, p=0.008) 

57- Demonstrate the ability to take accurate and timely 

decisions and make appropriate judgments  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

58- Ensure the product schedules are appropriately planned and 

managed  

Relevance confirmed from consensus 

panels Significant difference between 

private and public sector  

(χ2-value= 15.78, p=0.003) 

59- Ensure the work time is appropriately planned and 

managed  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

60- Improve and manage the provision of 

pharmaceutical services  

Relevance confirmed from consensus 

panels (universally relevant behaviour)  

61- Recognise and manage pharmacy resources (e.g. Financial, 

Infrastructure)  

Relevance confirmed from consensus 

panels and significant difference between 

private and public sector  

(χ2-value= 21.06, p=0.0001) 
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The initial list includes all behaviours in the organisation and management cluster except for six 

behaviours. Findings from the consensus panels and the questionnaire showed that behaviour 

numbers 30, 38-39, 44 and 46-47 were perceived as “not relevant” to current practice across all 

sectors. These are considered to be “areas for improvement” and were discussed further with 

pharmacists, education providers and decision-makers in study 3 (see Chapter 7). 
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Table 6.30: The initial list of behaviours in cluster 4 

Cluster 4- Professional/Personal 

 
Relevance to practice 

O. 

Communication 

skills 

62- Communicate clearly, precisely and appropriately 

while being a mentor or tutor   

Relevance confirmed from consensus 

panels and responses from the 

questionnaire 

63- Communicate effectively with health and social care 

staff, support staff, patients, carer, family relatives and 

clients/customers, using lay terms and checking 

understanding  

Relevance confirmed from consensus 

panels (universally relevant behaviour) 

64- Demonstrate cultural awareness and sensitivity  Relevance confirmed from consensus 

panels and responses from 

questionnaire 

65- Tailor communications to patient 

needs  

Relevance confirmed from consensus 

panels (universally relevant behaviour) 

66- Use appropriate communication skills to build, 

rapport and engage with patients, health and social care 

staff and voluntary services (e.g. verbal and non-verbal)  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire 

P. 

Continuing 

professional 

development 

(CPD) 

67- Document CPD activities   Relevance confirmed from responses 

from questionnaire  

68- Engage with students/interns/residents  Relevance confirmed from consensus 

panels (universally relevant behaviour)  

69- Evaluate accuracy of knowledge and skills  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

70- Evaluate learning  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

71- Identify if expertise needed outside the scope of 

knowledge  
Not relevant to practice 

72- Identify learning needs  
Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

73- Recognise own limitation and act upon them  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

74- Reflect on performance  
Relevance confirmed from consensus 

panels and responses from 

questionnaire  

Q. 

Legal and 

regulatory 

practice 

75- Apply and understand regulatory affairs and the key 

aspects of pharmaceutical registration and legislation  
Relevance confirmed from consensus 

panels and responses from the 

questionnaire 

76- Apply knowledge in relation to the principles of 

business economics and intellectual property rights 

including the basics of patent 

interpretation   

Significant difference between private 

and public sector  

(χ2-value= 13.33, p=0.01) 

77- Be aware of and identify the new medicines coming 

to the market  

Relevance confirmed from consensus 

panels (universally relevant behaviour) 
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78- Comply with legislation for drugs 

with the potential for abuse  

Relevance confirmed from consensus 

panels (universally relevant behaviour)  

79- Demonstrate knowledge in marketing and sales  Significant difference between private 

and public sector  

(χ2-value= 38.94, p<0.0001) 

80- Engage with health and medicines policies  Not relevant to practice 

81- Understand the steps needed to bring a medicinal 

product to the market including the safety, quality, 

efficacy, and pharmacoeconomic assessments of the 

product  

Significant difference between private 

and public sector  

(χ2-value= 18.58, p=0.001) 

R. 

Professional and 

ethical practice 

82- Demonstrate awareness of local/national codes of 

ethics   

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

83- Ensure confidentiality (with the patient and other 

healthcare professional)  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

84- Obtain patient consent (it can be implicit on 

occasion)  

Relevance confirmed from consensus 

panels and responses from 

questionnaire  

85- Recognise own professional limitation  
Relevance confirmed from consensus 

panels and responses from 

questionnaire  

86- Take responsibility for own action and for patient 

care  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

S. 

Quality 

assurance and 

research in the 

workplace 

87- Apply research findings and understand the benefits 

risk (e.g. pre-clinical, clinical trials, experimental 

clinical-pharmacological research and risk management) 

Not relevant to practice 

88- Audit quality of service (ensure that they meet local 

and national standards and specifications)  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire 

89- Develop and implement Standing Operating 

Procedures (SOPs)  
Not relevant to practice 

90- Ensure appropriate quality control tests are 

performed and managed appropriately 
Not relevant to practice 

91- Ensure medicines are not counterfeit and quality 

standards   
Not relevant to practice 

92- Identify and evaluate evidence-based to improve the 

use of medicines and services  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

93- Identify, investigate, conduct, supervise and support 

research at the workplace (enquiry-driven practice)  

Significant difference between private 

and public sector 

 (χ2-value= 14.90, p=0.005) 

94- Implement, conduct and maintain a reporting system 

of pharmacovigilance (e.g. report Adverse 

Drug Reactions)  

Relevance confirmed from consensus 

panels and responses from 

questionnaire  

95- Initiate and implement audit and research activities  Not relevant to practice 
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T. 

Self-

management 

96- Apply assertiveness skills (inspire confidence)  
Relevance confirmed from consensus 

panels and significant difference 

between private and public sector  

(χ2-value= 14.08, p=0.007)  

97- Demonstrate leadership and practice management 

skills, initiative and efficiency  

Relevance confirmed from consensus 

panels and responses from the 

questionnaire 

98- Document risk management (e.g. critical incidents)  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

99- Ensure punctuality  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

100- Prioritise work and implement innovative ideas  Relevance confirmed from consensus 

panels and responses from the 

questionnaire  

 

The initial list includes all behaviours in the Professional/Personal cluster except for seven 

behaviours. Findings from the consensus panels and the questionnaire showed that behaviour 

numbers 71, 80, 87, 89-91 and 95 were perceived as “not relevant” to current practice across all 

sectors. These are considered to be “areas for improvement” and were discussed further with 

pharmacists, education providers and decision-makers in study 3 (see Chapter 7). 

6.6 Summary and discussion of main findings   

This study aimed to develop an evidence-based tool that would help to create clear and purposeful 

post-graduation education and support pharmacists’ career development. An “adapt and adopt” 

process, consensus development panels, and a national survey were employed to develop the first 

foundation competency framework for pharmacists in Kuwait. Figure 6.6 summarises the main 

outcomes of this study. The findings from this study will be discussed in the following sections. 
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Figure 6.6: Summary of main outcomes  
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This study is, to our knowledge, the first study that used, adjusted and validated the GbCF among 

Arabic-speaking countries and in the Eastern Mediterranean Region (EMR). The process used in 

this study to develop the KFCF shared similar methodologies to the ones used by Ireland and 

Croatia; however, the adaptation process yielded a different framework (The Pharmaceutical 

Society of Ireland, 2013, Mucalo et al., 2016).  

6.6.1 “Adapt and adopt” approach for the development of the competency framework  

Previous research showed that the FIP GbCF proved relevant to practice across all settings globally 

(International Pharmaceutical Federation, 2012b, Udoh et al., 2018). Moreover, the work that was 

carried out in Ireland and Croatia also proved that the GbCF could be used to develop a country-

specific foundation competency framework (The Pharmaceutical Society of Ireland, 2013, Mucalo 

et al., 2016). Therefore the GbCF was chosen as the base for the development of the Kuwait 

Foundation Competency Framework (KFCF).  

The FIP GbCF was mapped to the KU - CMEPP to ensure continuity of education and a seamless 

transition from initial education into practice. The mapping process confirmed that there are 

common behaviours between the two frameworks. The commonality between the two frameworks 

ensured that the selected GbCF might provide a seamless transition to practice. Also, the 

behavioural statements that were found in the GbCF but did not match with any statement in the 

Kuwait undergraduate framework may provide an expanded scope to practitioner pharmacists 

compared to pharmacy students.  

6.6.2 Consensus development on the relevancy of the competency framework  

Two consensus development panels were conducted to assess the relevancy and validation of the 

competencies and behaviours in the selected framework. Out of the 100 behavioural statements, 

70 were considered either “relevant” or “highly relevant” to pharmacists’ current practice, and 17 

were identified as universally relevant to practice. Findings from the consensus development 

panels suggested that competencies and behavioural statements included in the FIP GCF/Arabic 

are relevant to the practice in Kuwait. However, according to the panel responses, the degree of 

relevance varied according to participants’ practice settings. Using consensus development panels 

in adapting a competency framework to the country’s local needs was found effective in a previous 
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study (Mucalo et al., 2016). Findings from the consensus development panels conducted in the 

present study also helped to anticipate behaviours that may not be relevant to current practice in 

Kuwait. This was found to be consistent with the findings from a previous study that used 

stakeholders’ opinion to decide on behaviours that should be included in, or excluded from, a 

country’s competency framework (Mucalo et al., 2016). 

6.6.3 Assessment of behaviours’ relevance at the national level  

The national survey showed that there is an agreement on the relevance of the behaviours included 

in the KFCF to current practice in Kuwait. In general, the assessment of relevance showed that 

pharmacists were more likely to perceive the behaviours included in the KFCF as relevant to their 

practice, with only 24.8% of all responses were in the “not relevant” category.  

6.6.3.1 Relevance to current practice  

The cluster that scored highest in the “relevant” category was cluster 1- Pharmaceutical public 

health (54.9%) and was followed by cluster 2- Pharmaceutical care (50.6%). The cluster that 

scored lowest in the “relevant” category was cluster 3- Organisation and management (35.9%). 

Similar studies that assessed the relevance of BS included in the GbCF globally (Bruno, 2011) and 

in African countries (Udoh et al., 2018) showed similar results to the present research. Findings 

from the studies by Bruno (2011) and Udoh et al. (2018) showed that pharmacists perceived all 

BSs included in the pharmaceutical public health cluster as relevant to their practice. However, 

results from the present study were found to be different from another study that assessed the 

relevance of competency frameworks in the Pacific Islands countries (Brown et al., 2012), where 

the most relevant competency clusters were “organisation and management” and 

“professional/personal”, and the least relevant was the “pharmaceutical public health” cluster. This 

may be because of the differences in the role of the pharmacists in the Pacific Islands countries as 

they are involved in procurement, marketing and sales, and reimbursement activities, in contrast 

to the majority of pharmacists in Kuwait.   

Pharmacists’ perceptions about the relevance of the BS to their current practice was found to be 

related to the sector of practice (public/private). In this research, respondents from the private 

sector were more likely to perceive behaviours included in the KFCF as “relevant” to their current 
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practice compared to pharmacists working in the public sector and other settings. This may be in 

line with the scope of practice of pharmacists in the private sector since they do routinely carry out 

more activities related to health promotion, minor ailments, procurement and reimbursement 

(Awad and Abahussain, 2010, Matowe et al., 2003, Awad and Waheedi, 2012, Matowe et al., 

2008). 

Moreover, findings from this research showed that respondents with >3 years in practice were 

more likely to perceive behaviours included in the KFCF as “relevant” to their current practice 

compared to respondents with ≤3 years in practice. This was not evident in previous research 

(Bruno, 2011, Udoh et al., 2018). The findings from this research may indicate that, in Kuwait, 

more experienced pharmacists are still performing a foundation-level practice while they should 

have moved into their career pathway to perform more advanced and speciality services. Findings 

from this research add to the body of literature that previously showed that pharmaceutical services 

are yet to develop, and called for the role of pharmacists in Kuwait to be expanded (Al Haqan et 

al., 2017, Alsaleh et al., 2017, Al-Taweel et al., 2014, Katoue et al., 2014, Awad and Waheedi, 

2012). 

6.6.3.2 Areas of disagreement  

Analysis of areas of disagreement showed that the main factor that may influence pharmacists’ 

perception about whether a BS is relevant to practice was their practice sector (public or private) 

and practice settings (primary care, hospitals, community, regulatory, others) and this was found 

to be consistent with evidence from previous research (Udoh et al., 2018, Bruno, 2011). The 

disagreement observed in two of the competency groups, budget and reimbursement and 

procurement, is in line with the scope of practice of pharmacists in the public sector and in hospital 

settings in Kuwait, given that they are not routinely involved in activities related to reimbursement 

and procurement.  

Although previous studies conducting in Kuwait showed that hospital pharmacists devoted their 

time to administrative roles such as personnel management (Al-Taweel et al., 2014, Matowe et al., 

2003), findings from the present study showed that pharmacists in the public sector and those 

working in hospital settings were more likely to perceive BSs related to “human resources 

management” as not relevant to their practice. This could be explained by the fact that staffing 
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issues are managed at an organisation level rather than at the departmental level in most of the 

healthcare facilities in Kuwait; therefore, respondents who are engaged in staffing issues may think 

this factor is not highly relevant to their pharmacy profession.  

The disagreement observed with “quality assurance and research in the workplace” was only 

related to practice sector where pharmacists working in the public sector were more likely to 

perceive BSs within this competency group as “not relevant” to their current practice. This is 

consistent with findings from other studies where pharmacists in the hospital settings were found 

to rarely conduct research activities (Awaisu et al., 2015, Sultana et al., 2016). Moreover, a study 

conducted in Kuwait found that 67% of public hospital pharmacists surveyed were unable to apply 

research evidence to patient care (Buabbas et al., 2018). Findings from the present research 

highlight the need to build research capacity in the pharmacy field in Kuwait.  

On the other hand, the disagreement in “patient consultation and diagnosis” and “legal and 

regulatory practice” was not fully explained by the area of pharmacy practice or other 

characteristics of respondents. Although previous research showed that pharmacists’ behaviours 

related to “patient consultation and diagnosis” and “legal and regulatory practice” were highly 

relevant to their practice (Bruno, 2011, Udoh et al., 2018), the present study showed that there was 

no significant difference observed between pharmacists practising in different sectors or different 

practice settings with regard to BSs included in these two competency groups, thereby adding to 

the increasing body of evidence from other studies conducted in Kuwait that suggest that 

pharmacists are not routinely involved in diagnosis or consultation activities (Lemay et al., 2018, 

Al Haqan et al., 2017, Katoue et al., 2014), and are not well engaged in health and medicine 

policies due to the lack of official procedures on pharmacy-related policy development and 

implementation in Kuwait (Lemay et al., 2018).   

6.6.4 The initial list of behaviours  

Triangulation of the findings from the consensus development panels and the survey showed that 

practice sector or settings did not fully explain the disagreement in 16 BSs (22, 24, 29 30, 38-39, 

44, 46-47, 71, 80, 87, 89-91, 95). Therefore, more research was found necessary to understand 

pharmacists’ perceptions towards these 16 BSs and to investigate possible actions to expand the 

role of pharmacists in these areas. Further discussion on these 16 BSs is provided in Chapter 7, 
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where a comprehensive action plan is created with stakeholders (education providers, decision and 

policymakers, and pharmacists) to target these behaviours.  

6.7 Limitations  

This study has some limitations. Response rate could not be calculated due to the sampling strategy 

employed for this study. Due to the use of social media to distribute the questionnaire, the 

calculation of the population was not possible. This sampling strategy may limit the generalisability 

of the results to pharmacists in Kuwait.  

This study may be subjected to non-response bias. Non-respondents may not have an interest in 

CPD or may have had other reasons not to respond to the questionnaire. Mott et al. (2001) studied 

non-respondent bias and found that the main reasons why licensed pharmacists did not respond to 

a survey were because the questionnaire was too long and too intrusive. This could be a possible 

reason in this study, as well. However, during the pilot test, pharmacists who completed the 

questionnaire commented that the questionnaire length was acceptable and they took around 25 

minutes to answer all the questions, which was the same anticipated time written on the first page 

of the survey. 

To our knowledge, this is the first study in Kuwait that uses an online questionnaire to survey 

pharmacists. Although an online questionnaire has the limitation of the low response rate, it has 

the advantage of reaching a wide population. All pharmacy-related survey studies that were 

conducted in Kuwait in the last 10 years or so used mainly paper or interview questionnaires and 

therefore were limited to pharmacists working in one sector or to a specific practice setting (Awad 

and Abahussain, 2010, Al Haqan et al., 2017, Katoue et al., 2014, Al-Taweel et al., 2014, Awad et 

al., 2006, Lemay et al., 2018, Buabbas et al., 2018, Abahussain et al., 2012, Katoue et al., 2013, 

Abahussain et al., 2007, Ball and Al-Othman, 2007, Ball et al., 2006, Alsaleh et al., 2017, Awad 

and Waheedi, 2012, Matowe et al., 2008). However, in this present study, the use of an online 

questionnaire allowed the researcher to reach pharmacists working in all practice sectors and 

settings in Kuwait including research institutes and the semi-private sector. And this helped to 

obtain a better understanding of the level of relevance between sectors and between different 

settings.  
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Finally, the cross-sectional nature of the data might be another limitation of this study. Data 

collected represented one point in time and therefore do not reflect any changes in respondents’ 

perceptions over time.  

6.8 Conclusion  

This study aimed to develop the Kuwait Pharmacy Foundation Competency Framework, an 

evidence-based tool that would help to create clear and purposeful post-graduation education and 

support pharmacists’ career development. The KFCF was developed following an evidence-based 

approach to guide pharmacists in their professional development and to decide on goals for their 

career pathways. Validation of the developed tool is very important before going to the 

implementation phase. Ensuring the acceptability of the developed framework from pharmacists’ 

perspectives is a must, as they will be the main end-users and their views towards the KFCF as a 

developmental tool would highlight its strengthens and weaknesses. Moreover, an action plan from 

education providers, decision-makers and policymakers is important to facilitate the 

implementation of the framework in the context of Kuwait. This will be discussed further in the 

next chapter.  
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Chapter 7: Study 3 – Validation of the Kuwait Foundation Competency 

Framework (KFCF) 

7.1 Introduction  

Evidence from the published literature shows that competency frameworks have been considered 

a valid assessment tool for pharmacists’ professional development in different countries 

(Meštrović et al., 2012, Stojkov et al., 2016). There is also increasing evidence on the validity of 

the use of competency frameworks for assessing pharmacists’ competence in variable contexts 

(Meštrović et al., 2012, Mucalo et al., 2016, Udoh et al., 2018, Stojkov et al., 2016). However, 

none of the mentioned studies attempted to initiate the acceptability of the assessment frameworks 

from pharmacists’ perspectives.  

As pharmacists in Kuwait have not used competency frameworks before and are not familiar with 

using developmental tools, this study was a fundamental step towards establishing their acceptance 

of the developed KFCF as a tool for professional development. This study was also part of 

engaging pharmacists in the “Co-Design People-Driven Change” domain of the IHI PCF that is 

adapted in this research (see Chapter 5). In this domain, internal stakeholders (e.g. pharmacists) 

were consulted to ensure their meaningful contribution to the intervention. Pharmacists’ direct 

involvement in the improvement of the developed KFCF captures their expertise and knowledge, 

resulting in better change ideas, smoother implementation and higher adoption rates (Hilton and 

Anderson, 2018). 

This study also fulfils two other domains in the IHI PCF: Co-Produce in Authentic Relationship 

and Distribute Power. Pharmacists in this study discussed the KFCF in their focus groups, creating 

a relationship where each member’s real self and thoughts can come forward. This study also 

explored pharmacists’ interests and invited them to articulate what they have to add or modify in 

the developed KFCF, so it best serves their needs and expectations. In this study, also, decision-

makers (comprising educators, policy developers at MoH, representative from the professional 

body and CPD providers) were invited to discuss how pharmacy workforce development should 

be planned strategically to advance pharmacy practice in Kuwait. Decision-makers are people who 

are in positions of authority to influence the change by the development and implementation of 
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policies. Capturing pharmacists’ and decision-makers’ perspectives on the developed KFCF is a 

way to distribute power across professional groups. This would allow improvement to happen in 

multiple places simultaneously (Hilton and Anderson, 2018). 

Decision-makers’ involvement in this study was imperative. Their direct engagement in the 

discussion, design and implementation of workforce development plans is also a fulfilment of 

important domains of the change model that is adopted in this research. The discussion and 

argument about current pharmacy practice and the three main components of the Co-ProDeM, 

from different perspectives, created an authentic relationship (domain 3 in the IHI PCF: Co-

Produce in Authentic Relationship) and generated an action plan to tackle several aspects and goals 

for the pharmacy workforce in Kuwait (domain 2 in the HIH PCF: Co-Design People-Driven 

Change). This ensured an equal distribution of power between different stakeholders (domain 4 in 

the IHI PCF: Distribute Power).  

Several studies investigating pharmacy improvement in Kuwait showed that introduction or 

improvement of a new pharmaceutical service requires resources and support (Buabbas et al., 

2018), learning and training (Awad and Abahussain, 2010), or policies to be activated (Lemay et 

al., 2018). None of these studies investigated the need for, or the impact of, incorporating these 

three important aspects of improvement to advance the pharmacy profession in Kuwait. In this 

present study, the three components – education, support system and policies – are discussed from 

the different stakeholders’ perspectives to obtain a holistic and comprehensive action plan to re-

shape the pharmacy workforce and pharmacy practice in Kuwait.  

7.1 Aim  

To validate the KFCF and to assess its acceptability as a developmental tool from the pharmacists’ 

perspective. This study also aims to create an action plan targeting the areas of disagreement 

identified in the KFCF from educators’ and decision-makers’ perspectives. 

7.2 Objectives  

1. To determine the perception of pharmacists towards the KFCF’s appropriateness as a CPD 

tool. 
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2.  To determine the perception of pharmacists towards the KFCF’s convenience as a CPD 

tool. 

3. To use the stakeholders’ (pharmacists’) feedback to guide the refinement of the KFCF with 

an ultimate goal of enhancing its appeal to the target population. 

4. To evaluate areas of disagreement identified from the national survey from decision-

makers’ perspectives.  

5. To compile decision-makers’ recommendations and intended actions towards the BSs that 

were perceived as “not relevant” to current practice.   

7.3 Study design   

7.3.1 Acceptability measures  

Acceptability definitions vary considerably in the literature. Acceptability has been defined as the 

extent to which intervention recipients express favourable attitudes towards the intervention, and 

includes perceptions of the intervention’s overall reasonableness, suitability and intrusiveness 

(Graham et al., 2018, Sidani and Braden, 2011). A recent systematic overview of systematic 

reviews provided an evidence-based definition for acceptability as “A multi-faceted construct that 

reflects the extent to which people delivering or receiving a healthcare intervention consider it to 

be appropriate, based on anticipated or experienced cognitive and emotional responses to the 

intervention” (Sekhon et al., 2017, p8). The authors claimed that acceptability of any intervention 

could be assessed in three time points, as shown in Table 7.1. These three time points reflect the 

stages of design and evaluation of an intervention in Sidani and Braden’s (2011) model for testing 

the acceptability and feasibility of interventions. The intervention in this context refers to 

treatment, therapy, procedure or action carried out by a professional for a client in a specific 

situation (Sidani and Braden, 2011). Different attributes are usually used to measure the 

acceptability of the intervention to the target population.  

Although Sekhon et al.’s (2017) and Sidani and Braden’s (2011) findings regarding measures of 

acceptability were driven by research about treatment interventions, the systematic approach for 

testing acceptability proposed by the authors has been widely used to assess the acceptability of 

educational and professional development programmes and tools for patients, the public and 
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healthcare professionals (Subotic-Kerry et al., 2018, Alnasser et al., 2018, Reynolds et al., 2018, 

Graham et al., 2018, Martorella et al., 2018, Boscart et al., 2018).  

Table 7.1: Assessment of the acceptability of healthcare interventions (Sekhon et al., 2017) 

Time point Description 

Prospective acceptability  Prior to participating in the intervention 

Concurrent acceptability  

Whilst participating in the intervention (e.g. when there has been 

some degree of exposure to the intervention and further 

exposure is planned) 

Retrospective acceptability  

After participating in the intervention (e.g. following 

completion of the intervention or at the end of the intervention 

delivery period when no further exposure is planned) 

 

For this study, the intended assessment of acceptability was on a prospective level (e.g. perceived 

acceptability), as pharmacists in Kuwait had no prior exposure to competency frameworks or any 

professional development assessment tool. However, concurrent and retrospective acceptability 

measures are believed to be important as well and should be considered once the KFCF is used on 

a national level.  

Prospective acceptability of the KFCF as a developmental tool can be determined by the perception 

of participants’ towards the tool appropriateness, effectiveness, convenience, risk and adherence 

(Sekhon et al., 2017, Sidani et al., 2009, Sidani and Braden, 2011). These five attributes were 

claimed to be the characteristics of interventions that individuals take into consideration when 

formulating their perceived acceptability, and hence their preferences for an intervention (Sidani 

et al., 2009). A description of the five attributes is provided in Table 7.2. Sidani and Braden (2011) 

suggested that, in the design stage, two out of the five attributes are usually considered for 

assessment. These two attributes are intervention appropriateness and convenience. The other 

attributes (e.g. adherence, risk and effectiveness) can be assessed and measured in the evaluation 

of the intervention stage.   
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Table 7.2: Attribute measures for prospective acceptability (Sidani and Braden, 2011) 

Determinant  Description  Stage 

Appropriateness  
This involves participants’ perception of the overall 

intervention’s reasonableness 
Design stage  

Convenience  
This involves participants’ judgment of the intervention’s 

intrusiveness 

Effectiveness 
This involves the perception of the extent to which the 

intervention is helpful 

Evaluation of 

intervention 

stage  

Risk  

Risks consist of participant’ perception of the level of 

severity of the intervention’s adverse reactions or side 

effects. 

Adherence   
This involves participants’ rating of the extent to which 

they are willing to follow or adhere to the intervention 

 

For this present study, the two attributes for acceptability that are considered are appropriateness 

and convenience (Sidani and Braden, 2011). This is because the KFCF is here in the design stage. 

For the other attributes, it is claimed that there are no harmful side effects or risks associated with 

voluntary participation in an educational intervention involving the KFCF. Similarly, effectiveness 

measures that examine the robustness of the intervention effects on the expected outcomes under 

the conditions of the real world of day-to-day practice, were not possible at the time of this present 

study. On the other hand, adherence involves continued use of intervention and it has been argued 

that it reflects behavioural consequences of satisfaction with treatment, which in turn necessitate 

the initiation of the intervention, which was not in the scope of the present study (Sidani and 

Braden, 2011). 

Moreover, Sidani and Braden (2011) explained that prospective acceptability could be investigated 

either by discussion or survey for the purposes of obtaining stakeholders’ input related to the 

appropriateness of the intended intervention and to use the stakeholders’ feedback to guide the 

development and/or refinement of the intervention with an ultimate goal of enhancing the 

favourableness of the intervention to the target population. A discussion with a group of 

pharmacists (stakeholders) was chosen as the preferred method to assess the two indicators of 

acceptability as it permits in-depth discussion of all aspects of the developmental tool, where 

participants’ perspectives are explored, suggestions for modifying or changing the intervention are 

clarified, and agreement on its refinement is reached (Sidani and Braden, 2011). 
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7.3.2 Sampling strategy and participant recruitment  

7.3.2.1 Workshop and pharmacists’ focus group discussion  

For the focus group convenience sampling was employed. Convenient sampling means  most 

accessible pharmacists and those who were willing to take part, were recruited (Robson, 2011, 

Smith, 2010). This is because the goal for the workshop was to obtain general information about 

the acceptability and suitability of the developed KFCF as a practical tool for pharmacists’ CPD. 

This general information was needed to determine and understand end-users’ (e.g. pharmacists’) 

perceptions towards the developed tool.  

An announcement about the workshop was distributed using social media (WhatsApp, Instagram 

and Twitter). The announcement included an open invitation for all pharmacists in all sectors and 

all practice settings.  

7.3.2.2 Decision-makers’ focus group discussion  

Purposive sampling was used to select the participants for the decision-makers’ focus group 

discussion. Purposive sampling involves identifying and selecting individuals or groups of 

individuals that are especially knowledgeable about or experienced with the subject of interest 

being researched (Creswell, 2014). It is a strategy where subjects are intentionally selected to 

represent some explicit predefined traits or conditions (Luborsky and Rubinstein, 1995). This is to 

yield the most relevant information on the subject.  

Decision-makers were identified by purposive sampling based on their position in the MoH, KU, 

KuPhA and LSA. People in positions of authority to influence the change by the development and 

implementation of policies were identified and invited to take part. Decision-makers were 

identified by the previous frequent interactions with stakeholders during the different stages of this 

research project and through personal contact carried out by the researcher. A total of five decision-

makers were identified and were contacted via telephone calls to explore their willingness to 

participate in this study. All five participants agreed to participate, and an invitation and an 

information sheet (as used in consensus development panels in study 2) were emailed out to them 

all one week before the interview, along with a list of the 16 BSs that were identified in study 2 as 

“areas for improvement” (see section 6.6.4).  
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7.3.3 Data collection  

7.3.3.1 Workshop and pharmacists’ focus group discussion  

A workshop followed by a focus group discussion was conducted with a convenience sample of 

18 pharmacists. The workshop was delivered to pharmacists with the assistance of SW, an assistant 

professor from the pharmacy practice department, FOP and HA, a PharmD student. The workshop 

was conducted in a meeting room at the KuPhA. Both SW and HA assisted with the focus group 

discussion. The plan for the workshop was adapted from Sidani and Braden (2011) and is presented 

in Table 7.3.  

The group discussions were not audio-recorded; however, notes were taken by the researcher and 

assistants. Participants were provided with a draft of the KFCF (Appendix 16) and were asked to 

use flipchart paper and write their answers as a group to the following questions:  

1- If you will use the framework to help you in your professional development, what do 

you think about the scale used in the framework?  

2- How do you feel about the convenience and suitability of using the framework for your 

professional development?  

The researcher and assistants were present during group discussions and were prompting and 

propping participants in order to obtain a better understanding of their recorded answers. The group 

discussion was in the Arabic language; however, written answers were in the English language. 

This helped the researcher to obtain actual answers from participants where they would choose the 

wording that best reflected their opinion, and prevents researcher bias.  
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Table 7.3: The workshop plan 
Aim 

An informed, interactive discussion of the acceptability of the KFCF, which gives opportunities to 

probe for clarification of pharmacists’ perspective and to explore ideas for modifying aspects of the 

KFCF to improve its acceptability to the target population (i.e. pharmacists) 
 

Steps as suggested by Sidani and 

Braden (2011) 
Actions on the workshop 

1- Reviewing the clinical problem 

requiring intervention. 

1-Introducing the different lifelong learning 

models (i.e. CE and CPD) and the implications 

of the absence of any model in the Kuwait 

context. 

Workshop 

lecture part  

2- Providing an overview of the 

selected intervention, presenting its 

goals, components and mode of 

delivery. 

2-Explaining the reason for the current 

research project and the development of the 

KFCF.   

3- Describing, in detail, each aspect 

of the intervention including the 

specific activities of which it is 

comprised, the responsibilities of 

interventionists and clients, and the 

setting and timing for its delivery. 

3-Describing the KFCF in detail, including the 

steps that were undertaken for the development 

process. The structure and application of the 

KFCF were also explained.  

4- After describing each aspect of the 

intervention, asking interviewees to 

comment on its relevance. 

4-Relevance of the KFCF to practice in Kuwait 

was assessed in the previous stage, and the 

results were debriefed to the workshop 

participants.  

5- Requesting interviewees to 

appraise the overall intervention in 

terms of its appropriateness and 

usefulness in addressing the 

presenting problem, and its suitability 

to the target client population. 

5-Hands-on activity to use the KFCF to create 

a CPD plan as a way to assess the usefulness of 

the framework.  
Workshop 

Hands-on 

activity part 

5-Participants were asked to discuss a draft of 

the KFCF developmental tool within their 

groups and then answer the following 

questions:  

“What do you think about the 

appropriateness of the assessment scale 

(Never, Rarely, Sometimes, Always)?” 

“How do you feel about the convenience and 

suitability of using the framework for your 

own professional development?” 

Focus group 

discussion 

6- Asking interviewees to suggest 

ways of modifying any aspect of the 

intervention and/or additional 

content, activities or techniques to 

enhance the comprehensiveness and 

acceptability of the intervention. 

6- Participants’ suggestions on how to improve 

the scale and overall structure of the KFCF tool 

were noted by the researcher. 
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7.3.3.2 Decision-makers’ focus group discussion  

Similar steps for data collections were followed as in study 1. The focus group was conducted at 

FOP, KU and was 1 hour and 55 minutes in duration. The discussion was audio-recorded. As in 

study 1, the discussion was conducted in Arabic, which is the first language of all participants, to 

avoid problems with interpretation. On the day of the focus group, the researcher first briefed the 

participants about the research project’s aims and objectivess and presented the results obtained 

from previous stages of the research. Then, the researcher started discussing the aim of the focus 

group and the material that was sent to the participants by email. Participants were then asked the 

following questions: 

1. Why do you think pharmacists in Kuwait perceived this behaviour as “not relevant” 

behaviour compared with other general studies done elsewhere?  

2. Do you think this behaviour should be included in the Kuwait Foundation Competency 

Framework (KFCF)?  

3. If yes, what measures/recommendations should be taken to address this behaviour/make 

this behaviour relevant to practice? (Think about education, a system for support and 

policies). 

Also, the researcher frequently prompted participants to clarify and to further discuss any 

ambiguous points. Each behavioural statement that was found “not relevant” to current practice 

from previous studies in this research was discussed in the light of needs-based education, a system 

for support, and policies and regulations. Targeting the three main components of the Co-ProDeM 

would facilitate the implementation of actions in real life.  

7.3.4 Data analysis 

For the pharmacists’ focus group, data collected from group discussion were assigned to the two 

acceptability attributes. Answers to the questions asked in the group discussion were evaluated 

and then allocated to either appropriateness or convenience. Suggestions on how to improve the 

scale and/or the overall structure of the KFCF tool were also included in the analysis.  

For the decision-makers’ focus group, the audio recording was transcribed verbatim and 

anonymously imported into MAXQDA-12. Similar steps of framework analysis of qualitative data 
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were followed as in study 1 (Chapter 4). The researcher transcribed the whole interview and 

conducted the initial coding process to become familiar with the data. The coding process was 

mainly deductive, and codes were assigned according to the three themes of education, a system 

for support, and policies. A coding frame was developed based on the three components of the Co-

ProDeM. The data were coded and then assigned to the categories in the coding frame. The 

transcript was then visited repeatedly to address any emergent codes/themes. The quotation 

translation process was similar to the process used in study 1 (Chapter 4). The action plan that was 

created based on the findings from the interview was sent to participants via email to obtain their 

and check their opinions  that what had been recorded in the action plan matched what had been 

discussed during the interview.  

7.3.5 Ethical consideration 

7.3.5.1 Focus group with pharmacists  

Participants were provided with full information about the study during the workshop and were 

able to ask questions before deciding if they wanted to take part. The group discussion was not 

audio-recorded. No individual answers were recorded. Data were collected and reported in 

aggregates. Participants were informed that their participation was voluntary and they could quit 

or leave the workshop anytime without any explanations. No incentives were provided to the 

participants. All responses were treated as strictly confidential and anonymous. No information 

identifying the participants was revealed to a third party. All collected data were kept in a 

password-protected file accessible only to the researcher and research team. 

7.3.5.2 Focus group with decision-makers 

Participants were provided with full information about the study and were able to ask questions 

before deciding if they wanted to take part. Participants were asked to sign consent forms before 

the interviews to acknowledge their willingness to participate, allow audio recording and allow the 

use of the data obtained from the interviews in subsequent publications. Details of the information 

provided to participants are available in Appendix 15. No incentives were provided to the recruited 

participants. Participants were free to refuse to participate without any explanation. All responses 

were treated as strictly confidential and anonymous. No information identifying the participants 
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was revealed to a third party. All collected data were kept in a password-protected file accessible 

only to the researcher and research team.  

7.4 Results  

7.4.1 Pharmacists’ focus group 

This section presents the results of the focus group discussions with pharmacists in terms of the 

appropriateness and convenience of the KFCF as a developmental tool, as well as group 

suggestions with regard to improvement of the scales used in the framework and the overall 

structure of the KFCF.  

7.4.1.1 Appropriateness  

This section fulfils the first objective for this study, which is “To determine the perception of 

pharmacist’ towards the KFCF’s appropriateness as a CPD tool”.  

To know participants’ opinions and views with regard to the appropriateness of the KFCF as an 

assessment tool for their professional development, the following question was asked:  

“What do you think about the appropriateness of the assessment scale (consistently, 

usually, sometimes, and rarely)?” 

Participants reported that the scale used to assess performance was helpful. They believed the scale 

could support pharmacists to develop their knowledge and skills. They also indicated that the scale 

included in the KFCF is useful and adaptable. All groups agreed that the scale provides guidance 

throughout a professional career.  

Group 2: “We see the four-point scale [as] very useful… it is easy to use as a way to 

assess or evaluate performance… we can adapt it to the annual staff appraisal as well.” 

 

However, one group reported that the wording (consistently, usually, sometimes, rarely) and the 

ranges used for the rating (100-85%, 84-51%, 50-25%, 24-0%) might need revision. The group’s 

recommendations with regard to wording and rating were to add the Arabic translation next to the 

English wording for easy interpretation of the scale.   
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Group 3: “Suggestion: revise the rating to be more easy to estimate… for example, the 

rating could be 100-81%, 80-51%, 50-26%, 25-0%… add Arabic translation next to 

‘(consistently, usually, sometimes, rarely)’…” 

7.4.1.2 Convenience  

This section fulfils the second objective for this study, which is “To determine the perception of 

pharmacists’ towards the KFCF convenience as a CPD tool”. 

For this part, the participants were asked to answer the following question within their groups:  

“How do you feel about the convenience and suitability of using the framework for your 

own professional development?” 

Participants indicated that the KFCF is easy to use for professional development. The believed that 

using this tool will provide them with more job satisfaction as they will be more aware of the 

improvement of their performance. They also reported that the tool is practical and can be easily 

applied in their daily practice, which makes it very convenient.  

Group 1: “Easy to be used in CPD.” 

Group 2: “It provides a reflection of my performance and makes me satisfied about what 

we do on a day-today basis.” 

7.4.1.3 Refinement of the KFCF  

This section fulfils the third objective for this study, which is “To use the stakeholders’ 

(pharmacists’) feedback to guide the refinement of the KFCF with an ultimate goal of enhancing 

its appeal to the target population”.  

Participants’ suggestions and recommendations with regard to the scale and overall structure of 

the KFCF were used to modify the developmental tool. A new version of the KFCF can be found 

in Appendix 17. In this version, the researcher adopted stakeholders’ feedback and suggestions to 

refine the developmental tool. According to participants’ comments and recommendations, the 

structure was slightly changed to include the rating within the table so that users do not need to go 

to the top of the page to check the scale of each rating. The wording (Arabic words were added to 

explain the rating) was modified according to participants’ suggestions. An introduction page was 

also added to introduce pharmacists to the tool and to explain how it is used as a developmental 

tool.  
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7.4.2 Decision-maker’ focus group 

This section reports the findings from the decision-makers’ focus group. It presents the action plan 

and intended actions towards the BSs that were perceived as “not relevant” to current practice, and 

decision-makers’ recommendations for implementing the action plan.  

7.4.2.1  Evaluation of “areas of disagreement” related to pharmacy practice in Kuwait  

This section fulfils the fourth objective of this study, “To evaluate the identified areas for practice 

improvement based on the findings from the national survey”.  

The results of the national survey were presented to participants, along with a draft of the KFCF. 

All participants agreed that having a developmental tool such as the KFCF would help education 

providers recognise the required learning and training that pharmacists need in order to progress 

in their career. In this regards, participants also mentioned that the key for practice improvement 

is active communication between KU and the MoH to foster practice development.  

Part 1: “Of course, there is communication between FOP and MoH. No one is against the idea 

that we all want to improve the pharmacy profession.”  

 

Participants also mentioned that the MoH is moving from a product-oriented practice to a patient-

centred practice. This will eventually involve introducing many new pharmaceutical services to 

patients. Participants reported that new services such as the Medicine Use Review (MUR) and 

Medicine Reconciliation (Med Rec) would be introduced in the primary care sectors soon. As these 

services have not yet been introduced, pharmacists will need to be trained to use them for optimal 

implementation. Hence, the KFCF comes in time to support service development and 

implementation.  

Part 4: “[The] MoH is expanding the services and moving pharmacists from products-oriented 

services to patient-centred services so the competency should be developed according to this 

vision.”   

 

Six out of the 20 competency groups that had a percentage of “not relevant” responses above the 

pre-defined consensus level were presented to participants for discussion. The competency groups 

were: Patient consultation and diagnosis (26.6%), Budget and reimbursement (43.4%), Human 
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resources management (32.4%), Procurement (40.2%), Legal and regulatory practice (26.1%), and 

Quality assurance and research in the workplace (28.1%). The discussion was mainly about why 

these were perceived as “not relevant” to practice in order to identify training priorities and needs. 

Table 7.4 summarises the main discussion points with regard to each of the mentioned groups. 

Then the 16 BSs that were identified as “not relevant” to practice (section 6.6.4) were presented 

to participants and further discussed. An action plan was then created for each BS. The action plan 

for targeting these areas of disagreement is presented in the next section.   
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Table 7.4: Main discussion points with regard to each of the competency groups (areas of disagreement)  
Competency 

group 
Main discussion points Quote 

Patient 

consultation and 

diagnosis 

-Pharmacists may diagnose minor ailments in community pharmacies only.  

-Pharmacists, currently, do not have tools to appropriately diagnose based on objective and 

subjective measures.  

-OTC medicine cannot be prescribed without a prescription in the public sector, so even if the 

pharmacists diagnose a patient they cannot dispense the medication without a prescription from a 

physician. 

Part 4: “The word ‘diagnosis’ is scary for 

pharmacists… when they see it, they will 

say, ‘This is not my job’.”  

 

Part 2: “we cannot do it [dispensing OTC 

medications] in the public sector.”  

Budget and 

reimbursement 

-The organisational structure for the Pharmacy Department at the MoH is not clear. This is a big 

barrier to practice improvement.  

-Majority of pharmacists in MoH are not responsible for budgeting activities because CMS decides 

on MoH medicine budget/reimbursement on a national level. 

Part 5: “This is “not relevant” because, 

currently in Kuwait, pharmacists are not 

responsible for reimbursement.” 

Human resources 

management 
-Most of the BSs in this group stated tasks that are predominately relevant to the head of the 

pharmacy department or the pharmacy manager.  

-Pharmacists in their early years are not given the opportunity to be involved in the management 

of staffing issues.   

Part 1: “ Pharmacists do not assess their 

own performance or [are involved] in 

assessing their peers; staff appraisal is the 

responsibility of the manager only.”  

Procurement -Most of the procurement activities (e.g. evaluation of tender bids, selection of reliable supplies) 

are carried out at the national level through the CMS. However, in the private sector, pharmacists 

may be more involved in these activities as CMS does not cover the private hospital and 

pharmacies.  

-Pharmacists in early years may not be directly involved in developing policies, but they for sure, 

participate in the implementation phase.  

Part 1: “Select[ing] reliable resources and 

supplies is not the responsibility of junior 

pharmacists…specially in their first 1-3 

years in practice.”  

Legal and 

regulatory 

practice 

-Legal and regulatory aspects of the practice are the main responsibilities of pharmacists working 

in the Food and Drug Registry and Inspection Department at the MoH. 

-In Kuwait, there are clear laws clarifying the legislation of drugs with the potential for abuse; 

however, there are no clear regulations that govern pharmacy services. 

-Marketing and sales are more evident in the private sector compared to the public sector.  

-There is no code of ethics that binds pharmacy practitioners with a code of conduct. 

Part 5: “Early career pharmacists should be 

able to show that they can do these 

competencies [i.e. legal and regulatory 

practice].” 

Quality 

assurance and 

research in the 

workplace 

-Pharmacists have the intellectual ability to apply research findings, but the current system does 

not allow them to do so because they are not the decision-makers when it comes to therapy 

management.  

-Pharmacists are developing SOPs, but they did not have adequate training on how to develop 

effective SOPs. 

-Audits are very important for the improvement of pharmaceutical services. Pharmacists in Kuwait 

need to create a culture of research and audit to meaningfully engage in the advancement of their 

profession  

Part 3: “They [pharmacists] don’t apply 

research findings in their workplace 

because physicians are deciding on the type 

and duration of treatment… currently, 

pharmacists’ have no role in the choice of 

medication.” 
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7.4.2.2 Action plan 

This section fulfils the fifth objective of this study, “To compile decision-makers’ 

recommendations and intended actions towards the BSs that were perceived as “not relevant” to 

current practice”.   

When the KFCF was first presented to the participants, they all agreed with having core and 

supplementary BSs within the foundation framework to act as a roadmap for pharmacists’ career 

development.   

Part 2: “Rather than to have a general framework that has only core competencies for everyone, 

I liked that it puts all of them together and then highlights the core ones… I haven’t seen that 

before in other frameworks.” 

 

For each of the “not relevant” behavioural statements (identified in Chapter 6), participants 

identified the needed actions in terms of needs-based education, a system for support, and policies 

and regulations. Tables 7.5-7.7 summarise the action plan created by the decision-makers.  

The action plan clarifies “Why”, “What”, “Who” and “How” to ensure a comprehensive approach 

to change. Column 1 states the behavioural statements under discussion. “Why” the behavioural 

statements were perceived as “not relevant” is explained in column 2. Column 3 explains “What” 

should be done to address each specific BS. This means should the BS under discussion be 

included or excluded from the KFCF. Again, “Why” the behavioural statement under discussion 

is included or excluded from the KFCF is explained in column 3. The action plan is explained in 

column 4 and clarifies the “Who” and How” the changes could happen. Column 4 is divided into 

three parts: needs-based education, a system for support, and policy.  
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Table 7.5: An action plan for the Pharmaceutical Care cluster (3 behaviours)  

Behavioural  

statement 

Why do you think pharmacists in Kuwait 

perceived this behaviour as “not relevant” 

Assigned label from the 

meeting 

Action plan 

Needs-based 

education 

System for 

support 
Policy 

22- Ensure 

therapeutic 

medicines 

monitoring, 

impact and 

outcomes 

(including 

objective and 

subjective 

measures) 

a. Misunderstanding /misconceptions from 

pharmacists’ about pharmacists’ role (a 

limited role currently)  

b. Tools are not available (support system) for 

the pharmacist to support them in 

perfuming/doing some services  

c. The main task for pharmacists’ is 

dispensing, and most of their time is spent 

on the dispensing window. Their current 

job ends in dispensing the medications, and 

they don’t monitor the impact or the 

outcome of the drug therapy 

Core 

 

Why is this a core BS?  

 

It is an accreditation standard,  

 

66% is high enough to include the 

BS as essential for all pharmacists, 

 

To strengthen (emphasise the 

important role) of the clinical 

pharmacists as well as the 

pharmacists in general  

After initial 

education, all 

pharmacists either 

with or without a 

higher clinical 

degree, are 

actually able to 

monitor medicine 

impact and 

outcome. This can 

be strengthened by 

regular follow-up 

CPD programmes 

Provide 

support 

thorough 

tools to 

facilitate 

their 

performance 

such as 

permission 

to access 

patients’ 

medical 

records  

Accreditations standards 

necessitate monitoring the 

outcomes of drug therapy, 

and MoH is working 

towards activating policies 

for pharmacists’ access to 

patients’ records (request 

already submitted for 

pharmacists’ access to 

diagnosis, lab results and 

other data)  

26- Assess and 

diagnose based 

on objective and 

subjective 

measures 

a. Pharmacists job doesn’t include diagnosis 

except for minor illness 

b. Pharmaceutical terminology that is most 

commonly used in Kuwait are counselling, 

medicine review but not the diagnosis   

Excluded 
 

Why is this BS excluded?  

The job description will not support 

this behaviour at all 

Maybe in 10 year time, with PharmD 

graduates, there will be more clinics 

where pharmacists can assess and 

diagnose … not possible with the 

current system especially in the 

government sector 

Excluded 

29- Obtain, 

reconcile, 

review, maintain 

and update 

relevant patient 

medication and 

disease history   

a. Medicine reconciliation may be done by 

physicians, nurses or pharmacists  

b. The new policy will recommend that 

physician should reconcile patients and 

pharmacists should check that medicine 

reconciliation has been done for each 

patient  

c. Current system/policies are limiting the 

role of the pharmacists  

d. No national policies for Med Rec… some 

are there but on the organisation level 

which may contradict coming policies  

Core  
 

Why is this a core BS?  

 

Med Rec is part of the PharmD 

experiential training; however, the 

new policy will state that 

pharmacists are not the first 

healthcare professional to do med 

rec but will be responsible for MUR 

services. 

Train 

pharmacists on 

medicine 

reconciliation 

based on the 

policies 

available in 

MoH or the 

healthcare 

facility  

Provide in- 

house training 

(MoH 

currently 

provides  

training on 

Med Rec)   

 

New policies are under 

development. The new 

policies will ensure that 

pharmacists check that 

Med Rec is done for all 

patient.  

 

The IT system will permit 

pharmacists accessibility 

to some patient data on the 

system   



  

246 

 

Table 7.6: An action plan for the Organisation and Management cluster (6 behaviours)  

Behavioural  

statement 

Why do you think pharmacists in 

Kuwait perceived this behaviour as 

“not relevant” 

Assigned label from the 

meeting 

Action plan 

Needs-based 

education 

System for 

support 
Policy 

30- Acknowledge the 

organisational structure 

a. The first-year rotation after 

graduation should introduce recent 

graduates to the organisational 

structure in MoH…. The rotations 

for recent graduates has been 

stopped  

b. It is included in the budget and 

reimbursement group. Pharmacists 

are not responsible for financial 

aspects 

Core  

 

Why is this a core BS?  

 

Very important as all pharmacists 

are working in independent health 

organisation linked to the ministry. 

This will ensure effective workflow; 

however, the obstacle is, currently, 

the structure is not clear.  

 

Move it from “budget and 

reimbursement” competency group 

to “workplace management” 

competency group  

The KuPhA may take 

the lead in explaining 

the MoH structure to 

pharmacy students, 

recent graduates and 

pharmacists 

Manager and head 

of departments 

should ensure that 

the organisational 

structure of the 

pharmacy and the 

MoH is clear to all 

staff either in 

primary care or 

hospitals   

A proposal  

for new 

pharmacy 

structure in 

MoH is 

submitted to 

the 

undersecretary 

for review   

38- Recognise and 

manage the potential of 

each member of the staff 

and utilise systems for 

performance 

management (e.g. carry 

out staff appraisal) 

a. Pharmacists are not responsible for 

staff appraisal in the first 3-5 years 

of their career. 

 

Excluded  

 

Why is this BS excluded? 

 

Too advanced for foundation level 

practice, and it is immeasurable. 

Excluded  

39- Recognise the value 

of the pharmacy team 

and a multi-disciplinary 

team 

a. Pharmacists are not confident 

enough to be in the multi-

disciplinary team. 

b. Physicians in Kuwait are not 

following any Kuwaiti/national 

guidelines.  

c. Health organisations are adapting 

or adopting different international 

guidelines which may make it 

difficult for pharmacists to 

follow/check therapy 

recommendations  

Core  

 

Why is this a core BS?  

  

Pharmacists need to be competent 

and updated to be able to discuss 

guidelines and other drug therapy 

management issues with the medical 

staff 

 

Pharmacists and other healthcare 

professionals should be “speaking 

the same language” and “be on the 

same page.” 

Training on teamwork, 

and conflict resolution 

for both pharmacists and 

pharmacy students   

Make resources 

(online resources) 

available so that 

pharmacists will 

have input into the 

multi-disciplinary 

team,  

Pharmacists may 

need to look at the 

same guidelines 

physicians are 

using which are  

different from 

place to another   

MoH should 

start 

developing 

national 

guidelines for 

disease 

prevention 

and 

management 

that include 

pharmacists as 

an integral 

part of the 

healthcare 

team 
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Table 7-6 cont.: An action plan for the Organisation and Management cluster (6 behaviours)  

Behavioural  

statement 

Why do you think pharmacists in 

Kuwait perceived this behaviour 

as “not relevant” 

Assigned label from the 

meeting 

Action plan 

Needs-based 

education 

System for 

support 
Policy 

44- Participate 

in 

implementing 

contingency 

plan for 

shortages 

a. Pharmacists, in their first 3-5 

years, are not expected to 

develop a contingency plan. 

However, their participation and 

collaboration, especially in the 

implementation phase, is very 

important  

b. Orientation/induction for all new 

staff in each healthcare facilities 

is not currently available but is 

required as a way to introduce the 

new staff to the policies and 

contingency plans 

Core  

 

Change from “develop and 

implement a contingency plan for 

shortage” to “participate in the 

implementation of contingency 

plan for a shortage.” 

 

Why is this a core BS?  

  

This is even more important now 

with the shortage in logistics in the 

MoH and the unstable state of the 

region  

 

In-house training on the 

contingency plans 

should be included in the 

orientation/induction for 

all new staff in all 

healthcare facilities 

Heads of 

departments and 

pharmacy managers 

should ensure that 

the contingency plan 

is documented and 

communicated to all 

staff to ensure that 

everyone knows 

his/her role when the 

plan is activated 

MoH has a policy for 

contingency plans 

(shortage of 

medicines/opening 

and functioning of 

health facilities in 

emergencies).  

 

An 

orientation/induction 

should be compulsory 

for all new staff in all 

healthcare facilities 

46- Ensure there 

is no conflict of 

interest 

a. Pharmacists in MoH are not 

responsible for procurement. 

This is done on the national level 

through the CMS 

b. Code of ethics is not available 

currently, when available, would 

guide practising pharmacist on 

financial transparency 

Core  

 

Why is this a core BS?  

 

Financial transparency is important 

in all sectors. People in the central 

medical store should indicate any 

conflict of interest especially that 

they are responsible for nationwide 

procurement (government sector) 

Training on a code of 

ethics and principles of 

financial transparency 

Developing a code 

of ethics for 

practising pharmacy 

in Kuwait would act 

as a guidance tool 

for  pharmacists  

A clear policy on how 

to indicate any conflict 

of interest is needed 

47- Select 

reliable supplies 

of high-quality 

products 

(including 

appropriate 

selection 

process, cost-

effectiveness, 

timely delivery) 

a. Selection and timely delivery is 

the responsibility of CMS not of 

individual pharmacies in the 

MoH. 

b. Pharmacists on hospital/primary 

care level not responsible for the 

selection process or delivery 

modes 

Core  

 

Why is this a core BS?  

  

It is important for early career 

pharmacists to learn how to do this 

although it may not be part of their 

responsibilities in the first few years 

especially at MoH 

In-house training on the 

ordering system and 

how to ensure optimal 

delivery time (turn- out 

of orders). In initial 

education, pharmacists 

are introduced to the 

principles of Phamraco-

economics which is  also 

part of the teaching 

curriculum in KU 

Tools to facilitate 

the selection of 

high-quality 

products should be 

available to support 

pharmacists  

Managers and head of 

departments should 

lead the development 

of effective/clear 

procurement SOPs  
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Table 7.7: An action plan for the Professional/Personal cluster (7 behaviours) 

Behavioural  

statement 

Why do you think 

pharmacists in Kuwait 

perceived this behaviour as 

“not relevant” 

Assigned label from the 

meeting 

Action plan 

Needs-based 

education 

System for 

support 
Policy 

71- Identify if 

expertise needed 

outside the scope of 

knowledge 

a. No clear scope of practice  

b. Post-graduation rotations or 

induction for newcomers 

are lacking 

 

Core  

 

Why is this a core BS?  

  

It is important to know when 

to ask for help and to know the 

limitation of one-self  

  

Education and training 

on the role of 

pharmacists and other 

healthcare providers 

within each healthcare 

facility should be 

included within the 

induction/ orientation 

for newcomers and 

pharmacy students 

(initial education) 

Development of 

tools for self-

assessment  
 

Create a 

community of 

practice where 

pharmacists can 

share their 

experiences and 

learn from each 

other 

Policies for 

induction/orientation (for 

newcomers)  

 

Policies for CPD should be 

developed (currently available 

but need improvement and 

updates)  

80- Engage with 

health and medicines 

policies 

a. Not all pharmacists are 

trained on the policy and 

SOPs development  

b. Pharmacists, sometimes, 

are engaged when a policy 

is piloted to have their 

feedback 

Core  

 

Why is this a core BS?  

Engagement of pharmacists 

with policies is required to 

ensure effective 

implementation 

“Training the trainer” 

approach should be used 

to train the pharmacist 

on principles of policies 

and SOPs development 

Pharmacists are 

recognised for 

their engagement 

when a policy is 

piloted to have 

their feedback 

Feedback from pharmacists is 

needed when new policies are 

piloted; therefore, they are 

strongly engaged with health 

and medicines policies 

87- Apply research 

findings and 

understand the 

benefits risk (e.g. pre-

clinical, clinical trials, 

experimental clinical-

pharmacological 

research and risk 

management 

a. Pharmacists don’t have the 

decision-making step 

regarding patients’ therapy, 

so they don’t apply 

research findings  

b. Sometimes even senior 

staff don’t know how to 

apply research findings 

 

Core  

 

Why is this a core BS?  

 

Applying research findings is 

the key for practising 

evidence-based medicine  

Training and learning 

starts with initial 

education where 

pharmacy students learn 

the principle for critical 

appraisal of published 

literature and searching 

databases 

Make resources 

available in MoH 

and other 

healthcare 

facilities so that 

pharmacists will 

have access to 

recently published 

research  

Assurance of quality of 

services depends on applying 

research findings in the 

workplace.  

Policies for staff education 

and training, drug therapy 

management  should be 

guided by recent research 

findings   

89- Develop and 

implement Standing 

Operating Procedures 

(SOP's) 

a. At the start of the 

accreditation process, 

pharmacists were asked to 

develop SOPs without 

formal training. This has 

been changed now, and 

training is led by trainers 

within MoH 

Core  

 

Why is this a core BS?  

 

Pharmacists are required to 

develop SOPs as part of the 

accreditation standards   

Continuing  training on 

how to develop proper 

SOPs is important to 

ensure the quality, 

efficiency, and 

effectiveness of the 

pharmacy workflow   

Accreditation  

standards as a tool 

to guide the 

development and 

implementation of 

SOPs in 

pharmacies 

Development and 

implementation of SOPs is an 

accreditation standard. 

Accreditation Canada 

provided “training the trainer” 

in developing policies and 

procedure, and the trainers are 

now leading the policy and 

SOPs committees in the MoH 
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Table 7.7 cont.: An action plan for the Professional/Personal cluster (7 behaviours) 

Behavioural  

statement 

Why do you think pharmacists 

in Kuwait perceived this 

behaviour as “not relevant” 

Assigned label from the 

meeting 

Action plan 

Needs-based 

education 
System for support Policy 

90- Ensure 

appropriate quality 

control tests are 

performed and 

managed 

appropriately 

a. Misunderstanding of what 

quality tests implies. It could be 

the assurance of product quality 

as well as services quality   

 

Core  

 

Why is this a core BS?  

 

Pharmacists are qualified to 

detect the quality of products 

and to conduct the appropriate 

quality control test for the 

services they provided as well 

as the basic tests to check for 

the quality of the medicines 

they have in the pharmacy  

Training starts with initial 

education where 

pharmacy students learn 

the principle for quality 

assurance test 

In house training on how 

services quality could be 

assured and what is the 

best services quality 

control test could be 

applied (including quality 

of extemporaneous 

preparation in the 

preparation labs). 

Accreditation standards as 

a tool to guide the 

assurance of the quality of 

services provided 

Policies for staff 

education and 

training should be 

activated  

91- Ensure 

medicines are not 

counterfeit and 

quality standards   

a. Ensure medicines are not 

counterfeit is the responsibility 

of pharmacists working in the 

food and drug registry and 

those working in the inspection 

department  

 

b. Pharmacists in the hospitals 

and primary clinics may not be 

required to check the 

medications as the procurement 

and delivery are the 

responsibilities of the CMS 

Core 

 

Why is this a core BS?  

  

Counterfeit medication is a 

problem worldwide, and 

Kuwait is not an exception.  

 

Pharmacists need training on 

how to detect counterfeit 

medication as this is not 

included in initial education in 

Kuwait 

Continuing training is 

important for all 

pharmacists, not only 

those in the inspection 

department. This also 

should be a focus in initial 

education as the problem 

of counterfeit medication 

is a national and 

international problem 

Clear process on how to 

detect and report 

counterfeit medication  

Clear policy about 

counterfeit 

medication should 

be communicated 

and made 

available to all 

pharmacists in all 

sectors  

95- Initiate and 

implement audit and 

research activities 

a. The culture of regular audit and 

research in the workplace is 

currently lacking 

Core 

 

Why is this a core BS?  

  

It is important for pharmacists 

to conduct audits in their work 

to ensure the quality and 

impact of their services  

Raise the awareness about 

the concept of audit and 

the importance and 

benefits of conducting 

regular audits 

 

Continuing training on 

how to correctly conduct 

audits and how to do 

research 

Create a culture of regular 

quality checks through 

regular audits 

 

Recognition or incentive 

for pharmacists who do 

regular audits and research 

in their workplace should 

be made available  

Audit is an 

accreditation 

requirement to 

address quality 

improvement 

projects 
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7.4.2.3 Recommendations for implementation  

Recommendation 1: a national foundation training programme for all recently graduated 

pharmacists should be developed  

Participants reported that continuing training is required for all 98 behaviours within the KFCF. 

Therefore, a national foundation training programme is fundamental. The foundation training 

programme will support pharmacists to master all BSs included in the KFCF. 

Part 5: “I think there should be a programme that trains pharmacists on all these 

competencies.”  

Part 4: “it is important to have an induction or orientation programme for recently graduated 

pharmacists.” 

 

Recommendation 2: the foundation training programme, as a project to re-shape the pharmacy 

profession in Kuwait, is a joint responsibility of KU, KuPhA and the MoH   

Participants mentioned that pharmacy practice advancement through the implementation of a 

foundation training programme should be designed and delivered through collaboration with KU, 

KuPhA and the MoH. All participants reported that collaboration is a must for the success of the 

programme. 

Part 5: “We have great projects from MoH, KU and LSA, including the recommended national 

foundation training programme…. These projects jointly will change the pharmacy profession 

in Kuwait.”  

 

Recommendation 3: after implementing the foundation-level training, future work should focus 

on expanding the scope of practice based on advanced pharmaceutical services  

Participants mentioned that improvement of current practice should not stop at foundation-level 

training and future work should focus on advancing the scope of practice in Kuwait.  

Part 4: “Then we can have competencies grouped according to services… this will depend 

maybe on the healthcare strategy for each organisation.”  
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7.5 Summary and discussion of findings 

Evidence showed that competency frameworks are an acceptable tool for the facilitation and 

evaluation of performance development (Rutter et al., 2012, Stojkov et al., 2016, Brown et al., 

2012, Antoniou et al., 2018). However, investigating pharmacists’ acceptance of a competency 

framework before its actual use in performance assessment is rarely studied (Carrington et al., 

2011).  

This study provided evidence of the acceptability of the developed competency framework from 

pharmacists’ perspectives. Eighteen pharmacists participated in this study and provided their 

opinions and feedback on the appropriateness and convenience of the KFCF, which they perceived 

to be an appropriate developmental tool. Participants reported that having a scale to indicate the 

level of performance was helpful and adaptable for the current practice. This was found to be 

consistent with previous research where pharmacists believed that a competency framework would 

be useful in evaluating and assessing competencies and skills needed to provide services on a day-

to-day basis (Carrington et al., 2011).  

Regarding the convenience of the developed tool, pharmacists indicated that the KFCF is a user-

friendly tool and a useful guide for their professional development. The study carried out by 

Carrington et al. (2011) was also supportive of this finding, as pharmacists also found using a 

competency framework would be a valuable tool to define their continuing professional 

development needs. 

Participants in this study provided valuable comments on the design of the framework. Their input 

on how to refine the KFCF with regard to the assessment scale helped produce a better version of 

the tool. Therefore, the revised version of the tool would be both simple to use and easily adapted 

for practice. 

There is limited research on the engagement of pharmacists in the design and refinement of 

developed competency frameworks. The unique design of this study adds to the literature an 

important aspect of engaging stakeholders (e.g. pharmacists) in the design and refinement of a 

professional development tool even before piloting it. Pharmacists’ input in the refinement of the 

KFCF and their participation in assessing its acceptability from their perspectives fulfilled an 
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important gap in the process of change and involved pharmacists in the development of the KFCF 

to enhancing adaptation rate.  

This study also investigated decision-makers’ and education providers’ perspectives with regard 

to areas for disagreement identified from the national survey. An action plan targeting the three 

components – education, a support system, and policies – was created to obtain a holistic and 

comprehensive approach to re-shape the pharmacy workforce and pharmacy practice in Kuwait. 

Discussion with decision-makers and education providers confirmed that clear policies and 

regulations that would facilitate the advancement of pharmacy practice in Kuwait are lacking and 

a comprehensive and multi-dimensional action plan is needed.  

The findings from this study showed that areas of disagreement are mainly related to behaviours 

that pharmacists are not currently doing. Pharmacists in Kuwait have limited access to patient 

medical notes, are not responsible for budgeting or procurement in the public sector, have limited 

resources and support to conduct research, and there is no code of ethics that binds pharmacy 

practitioners with a code of conduct. These were found to be consistent with barriers and 

limitations to the pharmacists’ role that have been highlighted in previous studies conducted in 

Kuwait (Matowe et al., 2003, Awad et al., 2006, Buabbas et al., 2018, Katoue et al., 2014, Lemay 

et al., 2018) as well as in this research (see Chapter 4). Pharmacists’ limited role, as well as the 

product-centred approach to practice, was also evident in some countries in the Eastern 

Mediterranean Region (EMR) (Kheir and Fahey, 2011, Bader et al., 2017). The key for addressing 

these barriers and limitations to improve the practice is collaboration between education, practice 

and policy to expand the role of pharmacists and define the scope of practice in the foundation as 

well as advanced levels (Kheir and Fahey, 2011, Bader et al., 2017).  

Expanding the role of pharmacists in Kuwait is multifaceted. Policies are required to enable 

pharmacists to access patients’ note, allow them to dispense OTC medicines without a prescription 

in the public sector, and support them to conduct research in their workplace. Once these policies 

are activated, pharmacists will need to act differently and start providing more services taking into 

account patient safety and services quality assurance. For this to be possible, they need to be trained 

based on the needs of the new services. And again the support system should be in place to ensure 

implementation of policies and the new services.  
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Findings from this study showed that a comprehensive action plan necessitates the creation of a 

partnership between different stakeholders. This was achieved by inviting education providers, 

decision-makers, pharmacists, and policymakers to discuss areas of disagreement and to have their 

input and authentic engagement in the design of the plan. This action plan is a first step towards 

establishing a sustainable and comprehensive approach for the development of workforce strategic 

planning. A collaborative effort is needed to change the practice in Kuwait and to advance the 

pharmacy workforce. Studies that have been conducted in Kuwait consistently recommended that 

joint sustained collaboration between the MoH, KuPhA and KU is essential to design and 

implement effective development plans and programmes (Awad and Abahussain, 2010, Lemay et 

al., 2018, Katoue et al., 2014, Awad et al., 2006). Similarly, a study conducted in Jordan also 

emphasised the importance of collaboration between education, practice, and regulation to advance 

the pharmacy profession and showed that the absence of mandatory workforce development 

requirements and workforce planning strategies highlights the importance of multi-sector 

engagement and collaboration in professional arenas (Bader et al., 2017).  

In this study the participants agreed on three main recommendations to implement the action plan: 

a national foundation training programme for all recently graduated pharmacists should be 

developed, the foundation training programme, as a project to re-shape pharmacy profession in 

Kuwait, is a joint responsibility of KU, KuPhA, and MoH, and future work on expanding the scope 

of practice based on advance pharmaceutical services. Following these recommendations would 

ensure the establishment of collaboration between different stakeholders. Using the KFCF as a 

developmental tool, and targeting the three main components of Co-ProDeM would also facilitate 

the application and implementation of a sustainable approach to pharmacy workforce development 

and education with an overall goal of impact on healthcare improvement.   

7.6 Limitations  

One limitation of this study is that the workshop was conducted only once, on 10th October 2018, 

and was limited to pharmacists who voluntary registered and attended the workshop. Participating 

pharmacists are probably the ones who usually attend pharmacy-related events showing more 

enthusiasm and commitment to the profession and may have a different perception than non-

attendees. Although the number of participants was low and may not be representative of 
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pharmacists in Kuwait, this allowed the hand-on activities and actual participation and 

involvement in the group discussion which helped to capture informed opinions on the 

acceptability of the KFCF as a developmental tool.  

This study has some other limitations. The action plan was created by educators, policy developers 

at MoH, a representative from the professional body, and CPD providers. Participants were 

purposively identified and recruited, and therefore, the researcher may not have identified other 

stakeholders that would have valuable input. Another limitation is the action plan generated in this 

study was based on the Co-ProDeM component and results from the national survey, which reflects 

the context of Kuwait. And therefore may not apply to other countries.   

7.7 Conclusion  

This study aimed to assess KFCF acceptability from pharmacists’ perspective and to create an 

action plan targeting areas for improvement. The finding from this study suggested that the KFCF 

is an acceptable tool for pharmacists’ professional development. Engaging other stakeholders such 

as education providers and decision-makers also helped ensure creating a shared plan and vision 

for practice improvement and would allow improvement to happen in multiple places 

simultaneously.  
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Chapter 8: Implications and Conclusions  

8.1 Introduction  

This chapter integrates findings from all studies conducted in this research and provides a summary 

of the key findings obtained. The research questions, as outlined in Chapter 1 (section 1.11) were 

answered, and this chapter goes on to review these in more detail. This chapter also provides 

implications for academia, practice, and policy and a plan that outlines how these implications 

would lead to the advancement of the pharmacy profession and healthcare services in Kuwait. The 

chapter concludes with the limitations and strengths of the thesis, innovation in this research and 

suggestions for further research.  

8.2 Key findings in the light of research questions  

The research questions of the thesis were answered through the research described in the previous 

chapters. Key findings relating to these research questions are presented below. 

8.2.1 Pharmacists’ and education providers’ perspectives towards CPD in Kuwait 

Study 1 (chapter 4) answered research questions 1 and 2: “What are the perceptions of pharmacists 

in Kuwait in relation to CPD? And “What are the educational needs for practising pharmacists in 

Kuwait?  

Findings from study 1 showed that  participants (pharmacists and CPD providers) recognised the 

importance of CPD and acknowledged the current ad hoc nature of CPD opportunities in Kuwait. 

Pharmacists were found to be in need of early career maps and frameworks to support a seamless 

transition into early career practice, which is currently lacking. These frameworks were viewed as 

necessary to consolidate needs-based foundation training infrastructures for the novice workforce 

towards advanced practice. Education providers also acknowledged the existing gap between 

initial education and actual practice – a gap that they believed could be filled by effective CPD 

activities. However, they could not provide clear plans or training opportunities to fill this gap, nor 

they could report a clear vision to support pharmacists’ post-graduation education or professional 

development.   
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Similar to previous studies conducted in Kuwait, this research found that pharmacists are mainly 

devoted to providing basic services such as dispensing and stock management, with the lack of a 

clear job description outlining the duties required to optimise patient care. However, the present 

study filled an important gap in the literature by providing guidance on how to move the workforce 

from providing basic pharmaceutical services (as in the current status) into advanced-level 

practice. In the present study, the development and use of an evidence-based CPD model and 

framework provide the needed guidance for advancing the practice and to support the 

transformation of pharmaceutical services within the scope of practice, across all settings and 

according to local/national needs.  

8.2.2 The Continuing Professional Model (Co-ProDeM) to re-shape the pharmacy 

workforce  

Developing the Co-ProDeM (Chapter 5) answered the third research question set for this thesis: 

“How can these needs be met to provide better healthcare services and meet national health 

needs?”  

The Co-ProDeM is a conceptualisation of the multi-dimensional concept of pharmacy workforce 

development. In the Co-ProDeM model, three main components are identified – needs-based 

education, system for support, and policy and regulations – that will make continuing education 

helpful and meaningful so that pharmacists can develop professionally, which in turn will help in 

providing better services to patients (impact).  

Applying the Co-ProDeM to the context of Kuwait helped in establishing the direction for the 

advancement of pharmacy practice. As the core of the Co-ProDeM is needs-based education, 

competency development through a foundation training programme was found to be the priority 

for pharmacy workforce development in Kuwait. 

8.2.3 The Kuwait Foundation Competency Framework (KFCF) 

Developing the Kuwait Foundation Competency Framework (Chapter 6) answered the fourth 

research question set for this thesis: “What resources or tools are needed to meet the educational 

needs for practising pharmacists in Kuwait? 
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The KFCF was developed using an “adopt and adapt” process. It was adapted and adopted from 

the GbCF. This was followed by mapping to the KU entry-to-practice PharmD framework and 

then translated into the Arabic language. Initial relevance to practice was assessed using consensus 

development panels. Findings from the two conducted panels suggested that competencies and 

behavioural statements included in the “KFCF” were relevant to the practice in Kuwait. The 

relevance of the BS included in the KFCF was then assessed at a national level using an online 

questionnaire. Triangulation of the findings from the consensus development panels and the survey 

helped create the initial list of behaviours to be included in the KFCF.   

The KFCF is a developmental tool that could be used by pharmacists and CPD providers. 

Developing a foundation competency frameworks such as the KFCF would aid in the identification 

of learning needs and support the design and development of learning activities which collectively 

lead to improvement of performance and advancement of practice.  

8.2.4 Validation of the KFCF and action plan for implementation  

Study 3 (Chapter 7) provided answers for the fifth research question set for this thesis: “What 

strategic plans are needed to implement a CPD model that is intended to improve pharmacy 

practice in Kuwait? And how can these plans be implemented with the available resources?” 

The KFCF was validated with pharmacists and other stakeholders who provided insights on the 

validity and acceptability of the developed framework, and a comprehensive action plan for 

targeting areas for improvement. Education providers and decision-makers also stated 

recommendations for implementation of the action plan, with a priority of developing a national 

foundation training programme for early career pharmacists.  

The national foundation training programme will be supported by the developmental tool (KFCF) 

that was developed and validated in this research. The design and delivery of the national 

foundation training programme will also be guided by the Co-ProDeM. Stakeholders from KU, 

the MoH and KuPhA agreed that a foundation training programme would be a first step towards 

advancing the pharmacy workforce and would also influence the development of national CPD 

policies and regulations. 
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8.3 Implications and recommendations    

A competent pharmacy workforce is fundamental for ensuring the provision of high-quality 

healthcare services. Planning for advancing the pharmacy workforce must be guided by a clear 

vision and goals to achieve the needed improvement and development. In 2016, the FIP stated 13 

workforce developmental goals that were built together to establish the milestones for impactful 

global development for pharmacy education and to guide the global, regional and national 

transformations of the pharmacy workforce. At the national level, the New Kuwait Vision 2035 

recognises “improving the healthcare services” and “reforming the education system” as important 

pillars of the vision towards a prosperous and sustainable future for the country. This research 

project attempted to translate the national and international workforce developmental visions into 

the context of Kuwait. The sequential mixed methods design helped to have a comprehensive 

understanding of the current situation and provided a holistic approach that conceded a broad range 

of implications and recommendations to improve and advance pharmacy practice in Kuwait. 

8.3.1 Implications for academia  

The findings presented in this research have implications for academia and would involve 

stakeholders (e.g. education providers, decision-makers at KU) in undergraduate and postgraduate 

levels. The discussion presented here shows the next steps for academia based on study findings. 

8.3.1.1 Initial education  

Findings from this research showed that pharmacists needed more effective experiential training 

to have a seamless transition into practice. Findings also showed that initial education in Kuwait 

prepares pharmacists to carry out advanced services such as therapeutic drug monitoring while in 

practice they are mainly devoted to dispensing and record keeping. Moreover, participants reported 

that initial education mainly applies traditional teaching methods such as didactic lectures. The use 

of traditional didactic lectures without practical application of new knowledge was viewed as 

hindering the acquisition of essential skills such as communication skills. Thus, the main 

recommendations for academia (initial education) are summarised as follows: 

1- Experiential training at KU should focus on providing clinical services on wards and 

include rotations in the dispensary. Dispensary rotations should be more structured to 
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provide pharmacy students with the required experience in record and order tracking as 

well as safety and quality assurance roles.  

2- The use of active learning methods by faculty members should be encouraged as it will 

help pharmacy students gain confidence and apply their knowledge in a safe learning 

environment  

3- Skills such as how to reflect, plan and evaluate should be part of the teaching curricula at 

KU. This will enable pharmacy students to become lifelong learners.  

8.3.1.2 Post-graduation education (CPD) 

Findings from this research suggested that the available learning opportunities for pharmacists are 

neither well planned nor mapped to any national agenda for professional development. The ad hoc 

nature of education providers’ initiatives is not ideal and it may take many years before 

advancement in practice is seen. Findings also suggested that there is a need for a clear vision for 

workforce development. Therefore, it is important to consider the following recommendations 

related to CPD: 

1- Pharmacists are key players in the planning for, and delivery of, post-graduation education. 

They should be informed about and involved in the planning, implementation and 

evaluation of outcomes-derived education and training. Involving pharmacists (from all 

practice settings) in the development of CPD strategies and policies as well as design and 

delivery of CPD activities will ensure a needs-based education.  

2-  An evidence-based developmental framework (e.g. KFCF) should be used to support the 

transformation of the pharmacy workforce within the scope of practice, across all settings, 

and according to local/national health needs. 

3- Post-graduation education should be based on local needs and should be linked to the 

national vision for workforce development (e.g. New Kuwait 2035). 

8.3.2 Implications for practice  

The findings presented in this research have implications for practice and would involve multiple 

stakeholders. In this context, stakeholders include decision-makers from KU, the MoH and KuPhA 

in several positions including education providers, training coordinators, heads of pharmacy 
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departments, and pharmacists. The discussion presented here shows the next steps for practice 

based on study findings. 

8.3.2.1 A National Foundation Training Programme (NFTP) for early career pharmacists in 

Kuwait  

Developing a NFTP is a step towards the advancement of pharmacy practice in Kuwait. One of 

the main pillars that would support the design and delivery of a NFTP is the KFCF. The overall 

goal of this educational initiative should be to achieve a sustainable impact on healthcare 

improvement. Developing a NFTP for early career pharmacists supplemented by the KFCF will 

ensure that actual learning needs for pharmacists are identified. The KFCF will also help 

pharmacists to set goals for their career pathways. It will help them identify the core attributes 

needed to perform their duties and will also help them to identify what is required from them if 

they decide to change their practice and move to the private sector, for example.  

The NFTP is a CPD programme that should aim to create a change in the way pharmacists pursue 

continuing education (not just attend an educational activity but rather learn and apply, and act 

differently in real practice to create a change and improvement in the services they provide) and 

the way education providers design and deliver CPD programmes (planned and structured rather 

than ad hoc and opportunistic). The programme and its elements and activities need to be flexible 

in a way that could engage pharmacists from different practice settings, including those in non-

direct patient care and administrative positions. Findings from this research (Chapter 2) show that 

flexibility in timing, diversity of topics and variety of mode of delivery may encourage and 

motivate pharmacists to participate in the programme and help them better apply the new 

knowledge, skills or competencies in their real-life practice.  

As the overall goal of the programme is to help pharmacists to meaningfully engage in CPD and 

act differently in their practice, the duration of the NFTP should be extended over a relatively long 

period of time (e.g. 12-24 months). Spreading the programme over a 12-24-month period will 

ensure proper support is provided for pharmacists while they adopt new behaviours. This will also 

allow pharmacists enough time to apply what they learn in their practice settings and to become 

familiar with the concept of CPD and apply the CPD cycle (along with application and evaluation 

steps) and create the change required according to their identified learning needs.  
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The programme should be designed for pharmacists in any practice setting as a way of capturing 

experiences in practice and identifying learning gaps and areas for further development. A NFTP 

should be guided by the Co-ProDeM. Three main components should be addressed to ensure that 

workforce education is translated into a sustainable impact on healthcare improvement.  

1- Needs-based education   

Findings from the present research (Chapter 5) highlighted that the core for improving and 

advancing the pharmacy workforce is needs-based education. Education that fulfils the needs of 

an individual pharmacist, the workplace, and the healthcare system at the national level would help 

structure the post-graduation education provided to pharmacists and ensure that national and 

international visions for advancing the profession are met. Findings from this research also show 

that many practising pharmacists may not have originally been trained to adopt CPD and may lack 

some of the required knowledge and skills to complete all stages of the CPD cycle (Chapter 2). 

Moreover, many pharmacists in Kuwait have never been trained on CPD skills such as reflection 

or evaluation, and therefore may need to acquire the skills to follow the CPD cycle. Therefore, it 

is important to consider the following:  

1- Face-to-face workshops should be planned and delivered during “protected times” for all 

pharmacists joining the programme.  

2- The workshops may also include learning on specific therapeutics areas or clinical skills. 

But the most important factor is that they should aim to provide pharmacists with the 

essential knowledge and skills to identify their learning needs and act upon them.  

3- To enhance the flexibility of the NFTP, another mode of delivery should be incorporated. 

This may include material for self-study, on-site training, shadowing and online teaching.  

4- Education providers should carefully design the educational activities delivered to 

pharmacists in the NFTP and ensure that they are designed to fulfil actual learning needs 

5- Using the KFCF as a developmental tool would help pharmacists to reflect on their current 

practice and identify learning gaps.  

6- Follow-up workshops should also be planned during the 12-24-month period of the 

programme to ensure the adequate progress of participants.  
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7- Participants’ progress could be measured by CPD records or professional portfolios. 

Individual pharmacists should submit CPD entries for review.  

2- Support system  

Findings from this research showed that creating a system to support pharmacists throughout their 

lifelong learning journey is fundamental (chapters 4-5). Stakeholders should ensure the availability 

of incentives and recognition systems, evidence-based tools (e.g. KFCF), and support from peers 

and managers. Therefore, it is important to consider the following:  

1- Department heads and pharmacy managers should be aware of the structure and objectives 

as well as the outcomes of the NFTP to support individual pharmacists in their workplace 

and give them the needed recognition and permissions.  

2- The NFTP should also be supported by an online platform to provide a space for discussion 

and sharing of experiences throughout the programme. This will establish a community of 

practice and will start a new culture for learning and peer teaching.  

3- Verbal or written feedback (e.g. during the follow-up workshops) on CPD record 

submission should be provided to support pharmacists’ professional development and to 

provide them with guidance for further improvement.  

4- The KFCF is a developmental tool that would support pharmacists throughout their lifelong 

journey. Other tools should be also be developed to ensure proper implementation and 

evaluation of new services.  

5- Performance assessment tools should also be developed and considered important during 

staff appraisal.   

3- CPD policy and regulation  

Findings from this research showed that effective and clear policies and regulations that govern 

pharmacy CPD and pharmacy practice, in general, are lacking. Policies and regulations are an 

important component of the Co-ProDeM and establishing effective workforce development 

strategies requires policy and regulation formation. Therefore, it is important to consider the 

following: 

1- Decision-makers should consider developing CPD policies and strategies that would 

facilitate pharmacists’ career development. 
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2- If CPD is to become mandatory, a pilot period should precede any mandatory regulations 

to allow pharmacists to familiarise themselves with the concept and procedure of CPD 

recording and review.  

3- Regulations that link pharmacists’ CPD to staff appraisal and promotion should be 

activated as incentives for active pharmacists. 

4- Policies for expanding the role of pharmacists may necessitate the introduction of new 

services. Establishing new services would create new learning needs, and therefore new 

training and education should be considered to ensure the fulfilment of the healthcare 

needs.    

8.3.3 Implications for policy  

The findings presented in this research have implications for policy at the nation level and would 

involve multiple stakeholders. In this context, stakeholders include decision-makers and higher 

authorities from KU, the MoH and KuPhA. The discussion presented here shows the next steps 

for national policy based on study findings. 

Findings from this research suggested that evidence of systematic development of policies for 

strengthening and transforming pharmaceutical workforce education is currently lacking. This 

appeared to be due to the lack of structure, leadership and policies that govern pharmacy practice 

in general and pharmacy workforce education and training specifically. Participants in this 

research reported that activating the role and leadership of higher authorities and professional and 

regulatory bodies was found to be the key aspects for the implementation of effective CPD 

strategies and policies. Thus, the main recommendations for policy are summarised as follows:  

1- Clear organisational structure for the pharmacy department at the MoH is required to have 

recognised leadership roles. 

2- Local and national guidelines for disease prevention and management should be developed 

and should include pharmacists as an integral part of the healthcare team. 

3- The MoH should work towards activating policies for pharmacists’ access to patients’ 

records to facilitate the provision of high-quality pharmaceutical services.  

4- Policies for staff education and training should be guided by national and international 

workforce development visions.    
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5- Clear policies and regulations for re-licensure and re-validation should be developed to 

ensure pharmacists are fit for practice.  

8.4 A plan to advance pharmacy practice in Kuwait 

The above-mentioned implications necessitate collaboration between all stakeholders in different 

institutes in the country. Actions related to academia, practice and policy should not be established 

in isolation; rather, a collaborative approach should be adopted. Consequently, a five-year plan 

(2019 – 2024) to advance pharmacy practice in Kuwait is now presented in Figure 8.1. The plan 

outlines activities that target education, practice and policy at institutional (e.g. FOP, MoH) and 

national level (e.g. partnership agreements with international and regional agencies). This plan is 

constructed using the “logic model”. The logic model is a visual representation of a plausible and 

sensible method of how specific recommendations will work under certain conditions to solve 

identified problems and is used to make a programme ready for an evaluation (Dwyer and Makin, 

1997, Frechtling, 2015). This model is used because it was adapted by KU and FOP for the 

development of strategic plans. And the use of the same model here may provide a familiar 

presentation of activities and therefore foster implementation in the future. Although other 

stakeholders are also involved in the plan, such as the MoH and KuPhA, specific models related 

to pharmacy department strategic plans in these institutes were not available at the time of this 

research project. Hence, adopting the same model from KU and FOP was seen appropriate. With 

the presentation of the plan for implementation, a SWOT analysis is carried out to identify its 

internal strengths and weaknesses, as well as its external opportunities and threats. The SWOT 

analysis is presented in Figure 8.2.  
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Figure 8.1: A five-year action plan for advancing pharmacy practice in Kuwait 
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Figure 8.2: SWOT analysis  

  

Threats 

1- The plan outlines a holistic 

approach for advancing pharmacy 

practice in Kuwait which requires 

collaboration between multiple 

institutes and different stakeholders 

from different levels. This may be seen 

as difficult to coordinate and organise 

 2- Unless a national project lead, is 

recognised, there will be a risk of 

fragmented implementation and 

absence of visible outcomes  

Opportunities 

1- Alignment of activities with 

national and international standards 

and initiatives would facilitate joint 

projects on a global level   

2- Plan implementation will make 

pharmacists more visible in the local 

and regional contexts and will 

therefore support the expansion of 

their roles in the healthcare system 

3- Plan implementation will promote 

the concept of CPD for pharmacists in 

all levels and across all practice 

settings  

Strengths 

1- The plan is designed based on 

findings from scientific research 

conducted in the local context and it is 

not related to evidence found outside 

the local settings 

2- The plan is developed based on 

recommendations from stakeholders 

who are directly involved in decision-

making in their institutes, which gives 

them the power to initiate actions and 

activities listed in the plan 

3- The plan utilises pharmacy 

workforce development to impact 

healthcare services and the well-being 

of Kuwait population  

Weaknesses 

1- Lack of data on workforce 

performance and capacity made it 

difficult to estimate accurate 

outcomes, ranges and percentages  

2- Lack of prescribing authority for 

pharmacists and lack of access to 

patients’ case notes in the hospital 

settings may limit the implementation 

of some activities such as 

“introduction and implementation of 

new pharmaceutical services to meet 

identified healthcare needs” 

3- Limited training resources in MoH 

and FOP may not support the 

establishment of foundation and 

specialty training programmes 
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8.5 Limitations of the thesis  

This study has some limitations. Whilst study 1 (chapter 4, section 4.7) engaged the opinions of 

different pharmacy stakeholders, other stakeholders could also play a role in the practice and policy 

of CPD in Kuwait and their perspectives have not been explored here. Examples would include 

human resources managers at the MoH and in the private sector, political bodies, pharmacy 

students and patients. The views of pharmacy students were also not captured. Pharmacy students 

(especially those in their final year) would have provided a better understanding of the role of 

academia in preparing pharmacists to be lifelong learners. Moreover, study 2 (chapter 6) may be 

subjected to non-response bias. Non-respondents may not have an interest in CPD or may have 

had other reasons not to respond to the questionnaire. Response rate could not be calculated due 

to the sampling strategy employed for this study. Due to the use of social media to distribute the 

questionnaire, the calculation of the population was not possible. This sampling strategy may limit 

the generalisability of the results to pharmacists in Kuwait (see section 6.7). Findings from study 

3, on the other hand, may be limited by the fact that the action plan generated in this study was 

based on the Co-ProDeM component and results from the national survey, which reflects the 

context of Kuwait. And therefore may not apply to other countries (see section 7.6).It is important 

to note that the researcher is a pharmacist and is working in a faculty at KU and her own 

assumptions and behaviour might have impacted the inquiry (Dwyer and Buckle, 2009). However, 

the researcher tried to reflect upon ways in which bias might influence the qualitative and 

quantitative analysis and interpretations. The researcher disclosed her identity and professional 

background, and acknowledged that her beliefs might influence the insights about how she sees 

and understands the problem under study. 

Finally, in this research, data collection, analysis and interpretation were conducted solely by the 

researcher. However, views from research supervisors were included, and another researcher 

independently reviewed transcripts and the coding process to enhance the trustworthiness and 

reduce bias in the interpretation of study findings. 
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8.6 Strengths of the thesis  

This is, to the researcher’s knowledge, the first study to evaluate pharmacy CPD from the 

perspectives of both pharmacists and CPD providers in Kuwait and the Eastern Mediterranean 

Region (EMR). It is also the first study that used, adjusted and validated the GbCF among Arabic-

speaking countries and in the EMR.  

The major strength of this research is the well-structured mixed methods design. Through 

employing sequential explanatory mixed methods, findings from every study influenced the design 

and aim and objectives for the next study. This allowed the researcher to identify, evaluate and 

target areas for improvement from an evidence-based standpoint. Identifying and understanding 

the three main components for CPD (e.g. needs-based education, a system for support, and policy 

and regulations) found in this study helped in forming a conceptual model for pharmacy workforce 

development to improve the practice of the pharmacists and patient care in the country. 

The use of triangulation is another strength in this research. Qualitative and quantitative data help 

draw the bigger picture and enhanced both the validity and credibility of the findings (Denzin and 

Lincoln, 2011). Understanding the perspectives of both pharmacists and CPD providers (study 1) 

helped to conceptualise the CPD model that best fit the context of Kuwait. Moreover, analysing 

the results from the national survey (study 2) helped the researcher to identify areas for 

improvement from an evidence-based point of view that would guide the development of future 

plans and strategies. Focus groups with pharmacists and decision-makers (study 3) also clarified 

and validated the findings from the national survey.  

8.7 Innovation in this research  

High-quality healthcare services can only be provided by a competent and capable workforce. A 

competent workforce is fundamental in strengthening a nation’s health systems, and for achieving 

the SDGs and UHC by 2030. This research presents a novel model for the pharmacy workforce 

continuing professional development with an overall goal of impact on healthcare improvement. 

The findings of this research were disseminated to stakeholders and decision-makers locally and 

internationally through meetings, scientific conferences, and peer reviewed publication (Appendix 

18). The research goes some way to applying the novel model in the context of Kuwait through 



  

269 

 

developing a country-specific foundation competency framework and an action plan for improving 

and advancing the pharmacy profession. This research also establishes a first-time collaboration 

between high-stake individuals and organisations in the country to implement workforce 

transformation plans at the national level.  

Moreover, the IHI PCF was extensively applied in all stages of this research to support the intended 

application of the Co-ProDeM and to ensure the sustainability of improvement of healthcare 

through education and practice development in Kuwait. It also involved stakeholders in all the 

studies conducted in this research and across all levels, which would allow improvement to happen 

in multiple places simultaneously.  

This research presents the first bilingual (Arabic/English) pharmacy foundation competency 

framework that builds on the GbCF. And it provides a pioneering attempt to develop and validate 

a pharmacy CPD model and framework in the Eastern Mediterranean Region (EMR) that will 

guide educators, policymakers and leaders in other countries towards advancing the pharmacy 

practice in their local context.    

8.8 Future research   

This research has identified three main components for workforce development and advancing the 

pharmacy profession. It has also provided an important evidence-based tool that would guide 

pharmacists through their career pathways, as well as a set of recommendations for the 

implementation of pharmacy workforce development plans. More work is needed to implement 

these recommendations. Future research is needed to evaluate the impact of the implementation of 

the national foundation training programme on the quality of pharmaceutical services. More 

research is also needed to expand the level of collaboration between high-stake individuals and 

organisations to include the private sector.  

In September 2019, the MoH in Kuwait started to take many actions to improve pharmacy practice 

and expand the role of the pharmacist in both primary and secondary healthcare settings, therefore, 

future work should aim at regular reviewing and revising the KFCF to ensure its relevance to 

practice.  
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Future research may aim to investigate the validity of the KFCF in other Arabic-speaking 

countries. This will support other countries, which currently lack a foundation competency 

framework, to effectively plan for pharmacy workforce development and advancing the pharmacy 

practice.  

Moreover, future research may work on developing advanced-level competency frameworks and 

expanding the role of pharmacists to include speciality services. This will ensure that pharmacists 

are supported while they are evolving in their career and move along the education spectrum.  

8.9 Conclusion  

This research project aimed to evaluate pharmacy workforce professional development needs and 

priorities in order to generate a CPD model and framework that guide actions, change and 

improvement of pharmacy practice in Kuwait. The outcomes of this research project (the Co-

ProDeM and the KFCF) were utilised by the MoH higher steering committee in 2019 and used to 

inform strategic decisions related to pharmacy practice and workforce development. All 

developmental projects in the higher steering committee agenda are currently being planned and 

executed by three main working groups (education, practice, and policy) to ensure a 

comprehensive approach to the advancement of pharmacy profession in Kuwait.   
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Appendix 4: Pharmacists’ focus group interview guide 

Participants’ profile:  

Place of interview: ----------------------------- 

Date:  -------------------------------------------- 

Time: ---------------------------------------------- 

Introduction:  

Send the Sign-In Sheet with a few quick demographic questions (age, gender, cadre, yrs in 

practice, practice site, number of Continuing Professional Development (CPD) activities in the 

last 2 years) around to the group while you are introducing the focus group. 

Welcome to our session today. Thanks for taking time to join me to talk about Continuing 

Professional Development (CPD) for pharmacists in Kuwait. My name is Asmaa Al-Haqan and I 

am conducting a study which aims to assess the needs for a structured CPD programme for 

pharmacists and to identify preferences and barriers to attend CPD for pharmacists in Kuwait. I 

will be asking few questions and facilitating the group discussion today. This session will be tape 

recorded so I can focus in the discussion and in the same time not missing any of your important 

comments. You can be assured of complete confidentiality as ideas and comments discussed will 

not be linked to individual name. There are no right and wrong answers rather differing point of 

views. Please feel free to share your thoughts with the group.   

Questions  

Opening question: tell us your name, your practice site and what do you like about being a 

pharmacist? 

1- When I say the words “Continuing Professional Development for Pharmacists” what 

is the first idea that comes to your mind? (go around the table)  
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2- How do you keep your knowledge updated? (Probe: Conferences, workshops, Apps, 

Discussion with colleagues)  

 

3- How do you improve your skills in practice? 

a. What skills do you use mostly in your practice? 

b. What skills do you think you need to improve your practice? Why? 

 

4- When was the last CPD activity you attended? 

a. What was it about? 

b. Talk more about your experience (Probe: what made it good, what made it bad) 

 

5- What CPD lectures/programmes are available to you? 

a. Where are most CPD activities provided? 

b. How do you know about CPD activity? (Probe: media, colleagues, brochures, 

emails)  

c. What CPD/training do you think you need the most? Why?  

6- Think about the most important topics that a CPD activity should cover for 

pharmacists in Kuwait. Write the three most important topics to you in the paper in 

front of you. In a moment we will share these with each other. (Use the flipchart for this 

question, write all answers and then ask participants to rank/prioritise the first three most 

important ones)  

7- Think about the barriers that prevent you from attending any CPD activity. What 

makes it difficult to attend a CPD/training programme? Write the three most 

important barriers to you in the paper in front of you. In a moment we will share these 

with each other. (Use the flipchart for this question, write all answers and then ask 

participants to rank/prioritise the first three most important ones) 

a. How to do you think we can overcome these barriers?   

8- Who do you think should provide CPD/training for pharmacists in Kuwait? (Prompt: MoH, 

KU, KuPhA)  
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Closing questions:  

a. Suppose you hold the matter of CPD for pharmacists in Kuwait in your hand 

(you have a complete authority) what is the first thing you would do in this 

matter?  

b. Short summary of the discussion ……. How well does that capture what was 

said here?  

c. Short overview of the purpose of the study ……. Is there anything that we 

should have talked about but didn’t?  

 

9- Do you want to add anything?  
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Appendix 5: Individual (CPD providers’) interview guide 

 

Participants’ profile:  

Place of interview:  

Date:   

Time:  

 

Introduction:  

Thanks for taking the time to meet me today to talk about Continuing Professional Development 

(CPD) for pharmacists in Kuwait. My name is Asmaa Al-Haqan and I am conducting a study 

which aims to assess the needs for a structured CPD programme for pharmacists and to identify 

preferences and barriers to attend CPD for pharmacists in Kuwait. I will be asking few questions. 

This session will be tape recorded so I can focus in the discussion and in the same time not missing 

any of your important comments. You can be assured of complete confidentiality as ideas and 

comments discussed will not be linked to individual name.   

Questions  

1- Opening question:  

a. Can you tell me more about yourself and explain your role in regard to CPD 

2- What CPD lectures/programmes are currently provided to pharmacists? 

a. When was the last CPD activity organised? Where? 

b. What was the last CPD activity organised? (Probe: subject, lecturer, audience)  

c. Where are most of the CPD activities provided? 

d. How many pharmacists usually attend a CPD/training programme? 

e. Who funds CDP/training which you organise? 

3- How do you announce for the organised CPD? (Probe: media, brochures, emails) 

4- What CPD/training do you think pharmacists need the most? Why? 
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a. How do you think should the topic of a CPD/training be decided? 

5- What makes it difficult to organise a CPD/training programme? 

6- Who do you think should provide CPD/Training for pharmacists? 

7- What future plans do you have for CPD/training for pharmacists in Kuwait? 

8- Ending questions:  

a. Suppose you have one minute to talk to the governor of the CPD in Kuwait. 

What would you say? 

b. Short summary of the discussion ……. How well does that capture what was 

said here?  

c. Short overview of the purpose of the study ……. Is there anything that we 

should have talked about but didn’t?  

9- Do you want to add anything? 
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Appendix 6: Participant information and consent form for qualitative 

research 

 

Title of the Project: 

Pharmacy workforce development in Kuwait: Needs assessment of Continuing Professional 

Development (CPD) for pharmacists  

What is the purpose of the Study? 

This study aims to assess the needs for a structured CPD programme for pharmacists and to identify 

preference and barriers to attend CPD for pharmacists in Kuwait and how CPD can be adopted to 

workforce development needs. The overall aim of this study is to inform improvement in pharmacy 

services and patients use of medicine.  

Objectives of the study: 

1. To explore the available CPD opportunities for pharmacists. 

2. To identify which organisations are currently providing CPD activities for pharmacists in 

Kuwait. 

3. To determine the preferred CPD format for pharmacists. 

4. To identify barriers that may hinder pharmacists from attending a CPD activity.   

5. To design a questionnaire to assess the need for, and inform development of, structured CPD 

programme for pharmacists in Kuwait.  

6. To evaluate workforce development needs with current CPD models and delivery modes. 

Why have I been invited to participate? 

You have been invited to this study because you are an academic staff at the Faculty of Pharmacy, 

Kuwait University or other institutes who is involved in the planning, organising, and 

implementing CPD activities, or you are a pharmacist in the MoH.  
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What procedures will be performed on me?  

The study will require taking part in one focus group interview. Focus group interviews will be 

conducted in the Faculty of Pharmacy, Kuwait University. The interview is expected to be 45-60 

minutes in duration. Interview will be audio-recorded and the audio recordings and transcribed 

data from the interviews will only be accessible to the researcher and will be stored in password 

protected files. On transcribing, data will be anonymised. Audio recordings will be erased once 

the interviews has been transcribed. 

What are the benefits to me for taking part in this study? 

This study will provide valuable information about the need for a structured CPD programme for 

pharmacists in Kuwait. Needs assessment study is fundamental to identify the gap between the 

pharmacists’ needs and what is currently available as CPD. This study will also identify 

preferences and barriers to attend CPD programmes for pharmacists in Kuwait. 

What will happen to the information I provide? (Confidentiality) 

All information collected will remain strictly confidential. There are no risks to you if you 

participate in this research. Your participation will increase knowledge about this important issue. 

There is no obligation or compulsion for you to participate, and you have the freedom to agree or 

disagree to participate. This will not have any effect on your profession/evaluation. 

Who do I contact if I want further information? 

Investigator name: Asmaa Alhaqan Tel.: 99885454 

   Email: asmaa_h@hsc.edu.kw 

Date:  

 

Agree  Participant Name: ………………………… Signature: ………………… 

Don’t Agree  Participant Name: ………………………… Signature: …………………  
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Appendix 7: KU Competency matrix for entry to practice PharmD 

programme 
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Appendix 8: Participant information sheet for quantitative research 

Information Sheet for Pharmacist Participants in Research Studies                                   

You will be given a copy of this information sheet.  

Title of Project: Pharmacy workforce development in Kuwait: Needs assessment of Continuing Professional 

Development for Pharmacists 

This study has been approved by the UCL Research Ethics Committee (Project ID Number): 10969/001 

Name Asmaa Alhaqan 

Work Address 
Department of practice and policy 

       UCL School of Pharmacy 

       29-39 Brunswick Square  

          London WC1N 1AX 

Contact Details  asmaa.alhaqan.12@ucl.ac.uk 

We would like to invite you to participate in this research project.             

Details of Study: This study aims to perform a needs assessment to determine pharmacists education priorities and 

needs, to explore what opportunity are there for pharmacists to support their professional development after 

graduation, and to investigate if there is a process of revalidation of fitness to practice regulated by any authority in 

Kuwait.  

Why I have been chosen? 

You have been chosen to participate in this study because you are a pharmacist working in Kuwait   

If I agree to participate, what it will involve 

The study will require a completion of a self-administered questionnaire. You may need 10 minutes to complete the 

questionnaire. The questionnaire will be completed only once. Your participation in this study is voluntary and you 

have the freedom to agree or disagree to participate. All information collected will remain strictly confidential. There 

are no risks to you if you participate in this research. Your participation will increase knowledge about this important 

issue. This will not have any effect on your profession or annual evaluation. As participation is anonymous it will not 

be possible for us to withdraw your data once you have returned your questionnaire. Submission of a completed 

questionnaire implies consent to participate. 

Who should I contact? 

If you have any question about the study, please feel free to contact Asmaa Alhaqan on:   

asmaa.alhaqan.12@ucl.ac.uk 

Please discuss the information above with others if you wish or ask us if there is anything that is not clear or if you 

would like more information.  

It is up to you to decide whether to take part or not; choosing not to take part will not disadvantage you in any way. 

If you do decide to take part you are still free to withdraw at any time and without giving a reason.   

All data will be collected and stored in accordance with the Data Protection Act 1998. 

Thank you for reading this information sheet and for considering take part in this research.  

mailto:asmaa.alhaqan.12@ucl.ac.uk
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Appendix 9: Documents sent to consensus panel 1  

 

Kuwait Foundation Competency Framework Study  

Questionnaire – Version 1 

Dear Participant,  

Thank you for taking part in the consensus panel for the establishment of the “Kuwait Foundation 

Competency Framework”. Please read the following before completing the survey.  

Competent pharmacists have the potential to improve therapeutic outcomes and patients' quality of life. 

Before competence can be determined, the specific competencies that contribute to it must be identified. 

Competence and competencies are terms becoming increasingly accepted at a global level in healthcare 

and are being directly linked to professional roles. Competency-based approaches put professional 

practice at the core of education and practitioner development programmes. Competency frameworks 

have become increasingly popular due to the need for transparency in the training, development and 

accreditation of healthcare professionals. 

This study is the beginning of the development of competency framework for pharmaceutical service 

provision in Kuwait. Competencies included in this study are based on the FIP global competency 

framework. The FIP Global competency framework is used to provide guidance for foundation level 

practice (first 1-3 years in practice). For this study, we defined competency as “the knowledge, skills, 

attitudes and behaviours that an individual develops through education, training, development and 

experience”.  

Aim and objectives:  

The aim of this study is to develop a foundation competency framework that include behavioural 

statements which is relevant to pharmacy practice in Kuwait. This framework can be used as a tool for 

pharmacists helping to identify their own learning gaps and providing them with a structured career 

progression. 

In the meeting, you and the other participants will be asked your expertise for the behaviours identified 

for each competencies group within each cluster, by replying to the following questions: 

1- Is the current Arabic version of the FIP Global competency framework correct? 

2- Are competencies and behaviours identified relevant to the practice in Kuwait and are there any 

missing? 
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The purpose of this our coming meeting on Tuesday 26th Dec 2017 is to reach a consensus of the final 

clusters, competencies and behavioural statements.   

The panel meeting will take up to two hours. Notes will be taken during the consensus development panel 

and the meeting will not be electronically recorded. 

Confidentiality 

All responses are strictly confidential and anonymous. No information identifying the participants will be 

revealed to a third party. All collected data will be kept in locked filing cabinets accessible only to the 

researcher. 

Further information 

It would be appreciate if you could complete this document before attending the meeting so that you 

have a clear idea of the scope and content of the discussions to enable us to reach an informed and 

relevant consensus.  

If you would like any further information or if you have any question regarding the research project,  

please do not hesitate to contact me.  

 

Ph. Asma'a A. Al-Haqan, B.Pharm, MSc, BCPS, AFHEA  

PhD Candidate 

Department of Practice and Policy 

UCL School of Pharmacy 

29-39 Brunswick Square  

London WC1N 1AX 

Mobile: 99885454 

E-mail: asmaa.alhaqan.12@ucl.ac.uk 

 

  

mailto:asmaa.alhaqan.12@ucl.ac.uk
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In the following table, competencies are grouped in four different clusters: pharmaceutical public health competencies, pharmaceutical care, 

organisation and management and professional/personal competencies. 

For each statement please indicate if, in your opinion, the Arabic translation is correct and reflects the meaning of the original English statement. 

Please then rate each individual behavioural statement as highly relevant, relevant, low relevance, or not relevant to your practice.... Please think 

only about your own pharmaceutical practice. 

A. Pharmaceutical public health competencies كفاءات الصحة الصيدالنية العامة 
برأيك ... هل تعتبر هذه 

 الترجمة صحيحة؟
How relevant is this to your practice? 

Health 
Promotion 

  
  تعزيز الصحة

1-Assess the primary healthcare needs (taking into account the cultural 
and social setting of the patient) 
تقييم احتياجات الرعاية الصحية االساسية )مع االخذ بعين االعتبار بيئة المريض الثقافية 

 واالجتماعية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

2- Advise on health promotion, disease prevention and control, and 
healthy lifestyle 

تقديم النصيحة بشأن: تعزيز الصحة ، والوقاية من األمراض والتحكم بها، و نمط الحياة الصحي   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Medicines 
information 
and advice 

 
المعلومات 

الدوائية وتقديم 

 النصائح

3- Counsel population on the safe and rational use of medicines and 
devices (including the selection, use, contraindications, storage, and 

side effects of non-prescription and prescription medicines)   
تقديم االستشارة   

للدواء واالجهزة الطبية )بما في ذلك االختيار، واالستخدام، للجمهور حول االستخدام االمن والرشيد  
،والتخزين ،والتعارضات الدوائية، واالعراض الجانبية لألدوية المصروفة بوصفة طبية وكذلك االدوية 

 التي ال تحتاج وصفة طبية لصرفها(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

4- Identify sources, retrieve, evaluate, organise, assess and disseminate 
relevant medicines information according to the needs of patients and 

clients and provide appropriate information    
  التعرف على

مصادر المعلومات، واستخراج وتقييم وترتيب وايصال المعلومات الطبية ذات الصلة وفقا لحاجات  
وتقديم المعلومات المناسبة لهم المرضى والعمالء  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

B. Pharmaceutical care competencies كفاءات الرعاية الصيدالنية 
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Assessment 
of medicines  

5- Appropriately select medicines (e.g. according to the patient, 
hospital, government policy, etc.)   

 االختيار المناسب للدواء )مثال: بما يتناسب مع:  المريض، المستشفى، سياسة الحكومة... الخ(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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تقييم العالج 

 الدوائي

6- Identify, prioritise and act upon medicine-medicine interactions; 
medicine-disease interactions; medicine-patient interactions; 

medicines-food interactions 
والتصرف بناء على التعارض بين االدوية والتعارض بين االدوية التعرف على ،وترتيب األولويات 

 واالمراض والتعارض بين االدوية وحالة المريض والتعارض بين االدوية والطعام

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Compoundin
g medicines  

 
 تحضير األدوية

7- Prepare pharmaceutical medicines (e.g. extemporaneous, cytotoxic 
medicines), determine the requirements for preparation (calculations, 
appropriate formulation, procedures, raw materials, equipment etc.) 

حضرات عالية السمية( و تحضير المستحضرات الصيدالنية )مثال: التحضيرات المعملية ، المست
تحديد متطلبات التحضير )الحسابات الرياضية ، المعادالت المناسبة ، اإلجراءات، المواد الخام ، 

 المعدات ، إلخ(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

8- Compound under the good manufacturing practice for 
pharmaceutical (GMP) medicines   

 (GMPتركيب االدوية باتباع ممارسات التصنيع الجيد)

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Dispensing  
 

 صرف األدوية

9- Accurately dispense medicines for prescribed and/or minor ailments 
and monitor the dispense (re-checking the medicines) 

صرف األدوية التي تصرف بوصفة طبية و / أو لألمراض البسيطة بدقة ومراقبة عملية الصرف 
 )إعادة التأكد من األدوية قبل الصرف(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

10- Accurately report defective or substandard medicines to the 
appropriate authorities 

 اإلبالغ بدقة عن األدوية ذات العيوب أو تلك التي ال تستوفي المعايير المطلوبة للسلطات المختصة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

11- Appropriately validate prescriptions, ensuring that prescriptions are 
correctly interpreted and legal   

 التحقق من صحة الوصفات الطبية بشكل مناسب، مع التأكد من الفهم الصحيح و  قانونية الوصفات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

12- Dispense devices (e.g. Inhaler or a blood glucose meter) 
 صرف االجهزة الطبية )كالبخاخات وأجهزة قياس مستوى السكر في الدم(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

13- Document and act upon dispensing errors 
 التعامل مع أخطاء الصرف و توثيقها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

14- Implement and maintain a dispensing error reporting system and a 
‘near misses’ reporting system 

لإلبالغ عن أخطاء الصرف وعلى نظام لإلبالغ عن األخطاء "التي كادت تطبيق والمحافظة على نظام 
 ان تحدث" )تم تفاديها(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

15- Label the medicines (with the required and appropriate information) 
)بالمعلومات المطلوبة والمناسبة(وضع الملصقات على األدوية   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

16- Learn from and act upon previous ‘near misses’ and ‘dispensing 
errors’ 

 التعلم من والتصرف مع األخطاء السابقة في الصرف واألخطاء التي كادت أن تحدث

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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Medicines  
 

 األدوية

17- Advise patients on proper storage conditions of the medicines and 
ensure that medicines are stored appropriately (e.g. humidity, 

temperature, expiry date, etc.) 
النصيحة للمرضى فيما يخص الشروط السليمة لتخزين األدوية والتأكد من حفظ األدوية تقديم 

 بصورة صحيحة )مثال: الرطوبة والحرارة وتاريخ الصالحية وما إلى ذلك(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

18- Appropriately select medicines formulation and concentration for 
minor ailments (e.g. diarrhoea, constipation, cough, hay fever, insect 

bites, etc.) 
االختيار السليم التركيبة الدوائية والتركيز المناسب للدواء  لألمراض البسيطة )مثل اإلسهال 

ذلك(واإلمساك والسعال وحمى القش ولدغات الحشرات وما إلى   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

19- Ensure appropriate medicines, route, time, dose, documentation, 
action, form and response for individual patients 

المناسبين و باالجراء السليم  وحصول التأكد من ان أخذ الدواء المناسب بالشكل والوقت والجرعة 
 ردة فعل مناسبة مع توثيق ذلك لكل مريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

20- Package medicines to optimise safety (ensuring appropriate re-
packaging and labelling of the medicines) 

تعبئة األدوية بطريقة تضمن سالمة المرضى )التحقق من إعادة تعبئة األدوية و وضع الملصق 
 المناسب(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Monitor 
medicines 

therapy 
 

مراقبة العالج 

 الدوائي

21- Apply guidelines, medicines formulary system, protocols and 
treatment pathways 

و خطط العالجتطبيق اإلرشادات العلمية ، ونظام الدستور الدوائي ، والبروتوكوالت   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

22- Ensure therapeutic medicines monitoring, impact and outcomes 
(including objective and subjective measures) 

 ضمان التقييم العالجي  لألدوية وتأثيره ونتائجه )وتشمل المقاييس الحسية او باستخدام االجهزة (

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

23- Identify, prioritise and resolve medicines management problems 
(including errors) 

 تحديد مشاكل إدارة األدوية وحلها بحسب األولوية )بما في ذلك األخطاء(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Patient 
consultation 

and diagnosis  
 

التشخيص وتقديم 

االستشارة 

 للمريض

24- Apply first aid and act upon arranging follow-up care 
 تقديم اإلسعافات األولية واتخاذ الالزم لترتيب متابعة حالة المصاب

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

25- Appropriately refer 
 التحويل المناسب )للطبيب المختص(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

26- Assess and diagnose based on objective and subjective measures 
 التقييم والتشخيص بناء على المقاييس الحسية أو باستخدام األجهزة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

27- Discuss and agree with the patients the appropriate use of 
medicines, taking into account patent's preferences 

المناقشة واالتفاق مع المريض على االستخدام المناسب للدواء مع األخذ بعين االعتبار ما يفضله 
 المريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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28- Document any intervention (e.g. document any allergies, medicines 
and food) in patient medicines history 

الدوائي تدوين وتوثيق أي تدخل عالجي )مثال: تدوين أي حساسية للدواء أو الطعام( في السجل 
 للمريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

29- Obtain, reconcile, review, maintain and update relevant patient 
medication and disease history 

الدوائي والمراجعة الحصول على التاريخ الدوائي والمرضي  للمريض والتأكد من التوافق 
 والمحافظة على تحديثه

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

C. Organisation and management Competencies الكفاءات اإلدارية و المؤسسية 
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Budget and 
reimbursement 

  
  الميزانية والسداد

30- Acknowledge the organisational structure 
 اإلقرار بالهيكل التنظيمي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

31- Effectively set and apply budgets 
الميزانيات بكفاءةتحديد وتطبيق   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

32- Ensure appropriate claim for the reimbursement 
 التأكد من المطالبة المناسبة لسداد التكاليف

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

33- Ensure financial transparency 
 التأكد من الشفافية المالية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

34- Ensure proper reference sources for service reimbursement 
 التأكد من المصدر المسؤول عن سداد تكاليف الخدمات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Human 
resources 

management  
 

 إدارة الموارد البشرية

35- Demonstrate organisational and management knowledge (e.g. 
know, understand and lead on medicines management, risk 
management, self-management, time management, people 

management, project management, policy management) 
إظهار المعرفة التنظيمية واإلدارية )مثال: فهم و معرفة وادارة موارد األدوية، إدارة الوقت، 

شرية، ادارة المشاريع، و إدارة السياسات(ادارة الذات، ادارة الموارد الب  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

36- Identify and manage human resources and staffing issues 
 تحديد وإدارة الموارد البشرية وشئون الموظفين

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

37- Participate, collaborate, advice in therapeutic decision-making 
and use appropriate referral in a multi-disciplinary team 

المشاركة و التعاون، وتقديم المشورة فيما يتعلق باتخاذ القرارات العالجية وتحويل المريض 
عدد االختصاصاتحسب حالته للشخص المختص المناسب في الفريق الطبي مت  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

38- Recognise and manage the potential of each member of the 
staff and utilise systems for performance management (e.g. carry 

out staff appraisal) 

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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االمكانات الشخصية لكل فرد وتطبيق انظمة تقييم االداء )مثال: يقوم إدارة الموظفين بتحديد 
 بتقييم االداء الوظيفي(

39- Recognise the value of the pharmacy team and of a multi-
disciplinary team 

الصيدلية والفريق الطبي متعدد االختصاصاتإدراك قيمة فريق   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

40- Support and facilitate staff training and continuing professional 
development 

المستمردعم وتسهيل تدريب الموظفين و المساهمة في التطوير المهني   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Improvement of 
service 

 
 تحسين الخدمات

41- identify and implement new services (according to local needs) 
 التعرف على وتطبيق خدمات جديدة )بناء على احتياجات العمل(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

42- Resolve, follow-up and prevent medicines related problems 
 حل ومتابعة ومنع المشاكل المتعلقة باألدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Procurement 
 

  المشتريات

43- Access reliable information and ensure the most cost-effective 
medicines in the right quantities with the appropriate quality 

االطالع على مصادر و معلومات موثوقة لضمان استخدام الكميات المناسبة من  األدوية األكثر 
تكلفة القليلةفعالية وذات الجودة العالية وال  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

44- Develop and implement contingency plan for shortages 
 تطوير وتطبيق خطة الطوارئ عند قلة الموارد

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

45- Efficiently link procurement to formulary, to push/pull system 
(supply chain management) and payment mechanisms 

االستهالك وبين الطلبيات )ادارة سلسلة \الربط بفاعلية عالية بين دساتير األدوية ونظام الطلب
 التوريد( واليات الدفع

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

46- Ensure there is no conflict of interest 
 التأكد من عدم وجود تعارض في المصالح

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

47- Select reliable supplies of high-quality products (including 
appropriate selection process, cost effectiveness, timely delivery) 

اختيار مصادر تزويد موثوقة للحصول على منتجات عالية الجودة )بما في ذلك عملية االختيار 
لمناسب(ابل التكلفة المنخفضة، والتسليم في الوقت االمناسبة، والفعالية العالية مق  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

48- Supervise procurement activities 
 اإلشراف على أنشطة الشراء

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

49- Understand the trending methods and evaluation of tender bids 
 فهم حركة األسعار وتقييم عروض المناقصات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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Supply chain and 
management  

 
 إدارة سلسلة التوريد

50- Demonstrate knowledge in store medicines to minimise errors 
and maximise accuracy 

 اظهار المعرفة في طرق تخزين األدوية لتقليل األخطاء وزيادة الدقة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

51- Ensure accurate verification of rolling stocks 
 التأكد بدقة من حركة مخزون األدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

52- Ensure effective stock management and running of service with 
the dispensary 

 التأكد من فاعلية ادارة مخزون األدوية وحركة الصرف في الصيدلية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

53- Ensure logistics of delivery and storage 
 التأكد من خدمات التسليم والتخزين

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

54- Implement a system for documentation and record keeping 
التوثيق وحفظ السجالتتطبيق نظام   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

55- Take responsibility for quantification of forecasting 
 تحمل مسئولية التنبؤ بالكميات المطلوبة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Workplace 
management  

 
 إدارة مركز العمل

56- Address and manage day to day management issues 
 تحديد وادارة األمور االدارية اليومية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

57- Demonstrate the ability to take accurate and timely decisions 
and make appropriate judgments 

 اظهار القدرة على اتخاذ قرارات صحيحة و احكام مناسبة وفي الوقت المناسب

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

58- Ensure the product schedule are appropriately planned and 
managed 

 التأكد من ان جدول المواد مخطط له ومدار بصورة مالئمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

59- Ensure the work time is appropriately planned and managed 
بصورة مالئمةالتأكد من أن وقت العمل مخطط له ومدار   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

60- Improve and manage the provision of pharmaceutical services 
 تحسين وإدارة تقديم الخدمات الصيدالنية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

61- Recognise and manage pharmacy resources (e.g. Financial, 
Infrastructure) 

 تحديد وادارة موارد الصيدلية ) مثل: المالية والبنية التحتية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

D. Professional/Personal Competencies الكفاءات الشخصية والمهنية  
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Communic
ation skills  

 

62- Communicate clearly, precisely and appropriately while being a 
mentor or tutor 

 التواصل بصورة واضحة دقيقة ومناسبة عندالقيام بمهام التدريب واالستشارة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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مهارات 

 Communicate effectively with health and social care staff, support -63 التواصل
staff, patients, carer, family relatives and clients/customers, using lay 

terms and checking understanding 
التواصل بشكل فعال عن طريق استخدام لغة بسيطة مفهومة مع مقدمي الرعاية الصحية واالجتماعية ، 

ن، المرضى ، رعاة وأقارب المرضى ، والعمالء والتحقق من فهمهمالعاملين المساعدي  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

64- Demonstrate cultural awareness and sensitivity 
 اظهار وعي وتفهم تجاه ثقافات المرضى المختلفة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

65- Tailor communications to patient needs 
 تكييف التواصل بناء على احتياجات المريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

66- Use appropriate communication skills to build, report and engage with 
patients, health and social care staff and voluntary services (e.g. verbal 

and non-verbal) 
استخدام مهارات الحوار والتواصل المناسبة لبناء وتقديم التقارير والتعامل مع المرضى وموظفي 
 الرعاية الصحية واالجتماعية والخدمات التطوعية )على سبيل المثال التواصل اللفظي وغير اللفظي(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Continuing 
profession

al 
developme

nt (CPD) 
 

التطوير المهني 

 المستمر

67- Document CPD activities   
 كتابة وتوثيق انشطة التطوير المهني المستمر

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

68- Engage with students/interns/residents 
 المشاركة مع الطلبة والمقيمين والمتدربين 

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

69- Evaluate accuracy of knowledge and skills 
 تقييم دقة المعرفة والمهارات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

70- Evaluate learning 
 تقييم ما تم تعلمه

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

71- Identify if expertise needed outside the scope of knowledge 
حاجة لالستعانة بخبرة خارجية خارج نطاق معرفتهتحديد ما إذا كان هناك   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

72- Identify learning needs 
 تحديد الحاجة للتعلم

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

73- Recognise own limitation and act upon them 
 ادراك نواحي القصور لديه ويتعامل معها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

74- Reflect on performance 
 تقييم االداء الشخصي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

75- Apply and understand regulatory affairs and the key aspects of 
pharmaceutical registration and legislation 

الصيدالنيةتطبيق وفهم الشؤون التنظيمية والنقاط الجوهرية في التشريعات   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  



  

310 

 

Legal and 
regulatory 

practice  
 

الممارسة 

القانونية 

 والتنظيمية

76- Apply knowledge in relation to the principals of business economics 
and intellectual property rights including the basics of patent interpretation 

المتعلقة بأساسيات اقتصاديات العمل وحقوق الملكية الفكرية بما في ذلك مبادئ تحليل تطبيق المعرفة 
 براءة االختراع

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

77- Be aware of and identify the new medicines coming to the market 
باألدوية الجديدة القادمة إلى السوقالدراية والمعرفة   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

78- Comply with legislation for drugs with the potential for abuse 
 االلتزام بالقوانين المتعلقة باألدوية التي قد يُساء استخدامها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

79- Demonstrate knowledge in marketing and sales 
 اظهار المعرفة في مجال التسويق والمبيعات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

80- Engage with health and medicines policies 
 المشاركة في سياسات الصحة واألدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

81- Understand the steps needed to bring a medicinal product to the 
market including the safety, quality, efficacy, and pharmacoeconomic 

assessments of the product 
فهم الخطوات الالزمة إلحضار المنتج الدوائي للسوق بما في ذلك تقييم معايير السالمة والجودة 

 والفاعلية والتقييمات االقتصادية الدوائية للمنتج

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Profession
al and 
ethical 

practice 
 

الممارسة 

االخالقية 

 والمهنية

82- Demonstrate awareness of local/national codes of ethics   
 إظهار الوعي بقواعد وأخالقيات المهنة  المحلية / الوطنية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

83- Ensure confidentiality (with the patient and other healthcare 
professional) 

 ضمان السرية )مع المريض وغيره من المتخصصين في الرعاية الصحية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

84- Obtain patient consent (it can be implicit in occasion) 
 الحصول على موافقة المريض )قد تكون موافقة ضمنية في بعض األحيان(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

85- Recognise own professional limitation 
 معرفة حدود مهنته

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

86- Take responsibility of own action and for patient care 
 تحمل مسؤولية أفعاله ورعايته للمرضى

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Quality 
assurance 

and 
research in 

the 
workplace 

 

87- Apply research findings and understand the benefits risk (e.g. pre-
clinical, clinical trials, experimental clinical-pharmacological research and 

risk management 
فهم المنافع والمخاطر )مثال: ما قبل الدراسات االكلينيكية ، الدراسات تطبيق نتائج األبحاث العلمية و

 االكلينيكية ، األبحاث التجريبية الصيدالنية االكلينيكية ، إدارة المخاطر(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

88- Audit quality of service (ensure that they meet local and national 
standards and specifications) 

 التدقيق في جودة الخدمة المقدمة )ضمان استيفائها للمعايير والمواصفات المحلية والوطنية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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ضمان الجودة 

واألبحاث في 

 مركز العمل 

89- Develop and implement Standing Operating Procedures (SOP's) 
 تطوير وتطبيق اإلجراءات التشغيلية الدائمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

90- Ensure appropriate quality control tests are performed and managed 
appropriately 

التحكم بالجودة وإدارتها بصورة مناسبةالتحقق من تطبيق فحوصات   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

91- Ensure medicines are not counterfeit and quality standards 
 التحقق من معايير الجودة وعدم زيف األدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

92- Identify and evaluate evidence-based to improve the use of medicines 
and services 

 تحديد وتقييم األدلة العلمية لتحسين استخدام األدوية و الخدمات المقدمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

93- Identify, investigate, conduct, supervise and support research at the 
workplace (enquiry-driven practice) 

 التعرف على األبحاث المطلوبة في مركز عمله ويقوم بها أو يشرف عليها أو يدعمها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

94- Implement, conduct and maintain a reporting system of 
pharmacovigilance (e.g. report Adverse Drug Reactions) 

العمل على وتطبيق و المحافظة على نظام اليقظة الدوائية )على سبيل المثال االبالغ عن اآلثار الجانبية 
 لألدوية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

95- Initiate and implement audit and research activities 
 المبادرة بأنشطة التدقيق على الخدمات المقدمة والبحث العلمي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Self-
manageme

nt  
 

 إدارة الذات

96- Apply assertiveness skills (inspire confidence) 
 تطبيق مهارات تأكيد الذات )يلهم بالثقة بالنفس(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

97- Demonstrate leadership and practice management skills, initiative 
and efficiency 

 اظهار مهارات القيادة والقدرة اإلدارية والمبادرة والكفاءة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

98- Document risk management (e.g. critical incidents) 
المخاطر )مثل الحوادث الخطيرة(توثيق إدارة   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

99- Ensure punctuality 
 االلتزام بالوقت والمواعيد

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

100- Prioritise work and implement innovative ideas 
 ترتيب أولويات العمل وتطبيق األفكار اإلبداعية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Do you think there are any missing competencies? If yes please write it in the space below  

Do you have any comments?             Thank you 
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Appendix 10: Documents sent to consensus panel 2  

 

Kuwait Foundation Competency Framework Study  

Questionnaire – Version 2 

 

Dear Participant,  

Thank you for taking part in the consensus panel for the establishment of the “Kuwait 

Foundation Competency Framework”. Please read the following before completing 

the survey.  

Competent pharmacists have the potential to improve therapeutic outcomes and patients' 

quality of life. Before competence can be determined, the specific competencies that 

contribute to it must be identified. A competency is defined as “the knowledge, skills, 

attitudes and behaviours that an individual develops through education, training, 

development and experience”. 

This study is the beginning of the development of a competency framework for 

pharmaceutical service provision in Kuwait. Competencies included in this study are based 

on the FIP global competency framework. The FIP Global competency framework is used to 

provide guidance for foundation level practice (first 1-3 years). Competency frameworks 

have become increasingly popular due to the need for transparency in the training, 

development and accreditation of healthcare professionals. 

Aim and objectives:  

The aim of this study is to develop a foundation competency framework that include 

behavioural statements which is relevant to pharmacy practice in Kuwait. This can help 

pharmacists to identify their own learning gaps and provide them with a map for career 

progression. 

In the meeting (group discussion), you and the other participants will be asked your expertise 

for the behaviours identified for each competencies group within each cluster, by replying 

to the following questions: 

3- Is the current Arabic version of the FIP Global competency framework correct? 

4- Are competencies and behaviours identified relevant to the practice in Kuwait and are 

there any missing? 
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The purpose of our coming meeting on Tuesday 23rd Jan 2018 is to reach a consensus of the 

final clusters, competencies and behavioural statements.   

The panel meeting will take up to two hours. Notes will be taken during the meeting. The 

meeting will not be electronically recorded. 

Confidentiality 

All responses are strictly confidential and anonymous. No information identifying the 

participants will be revealed to a third party. All collected data will be kept in locked filing 

cabinets accessible only to the researcher. 

 

Further information 

It would be appreciate if you could complete this questionnaire before attending the meeting 

so that you have a clear idea of the scope and content of the discussion to enable us to reach 

an informed and relevant consensus.  

If you would like any further information or if you have any question regarding the research 

project,  please do not hesitate to contact me.  

 

Ph. Asma'a A. Al-Haqan, B.Pharm, MSc, BCPS, AFHEA  

PhD Candidate 

Department of Practice and Policy 

UCL School of Pharmacy 

29-39 Brunswick Square  

London WC1N 1AX 

Mobile: 99885454 

E-mail: asmaa.alhaqan.12@ucl.ac.uk 

 

  

mailto:asmaa.alhaqan.12@ucl.ac.uk
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In the following table, competencies are grouped in four different clusters: pharmaceutical public health competencies, pharmaceutical care, 

organisation and management and professional/personal competencies. 

For each statement please indicate if, in your opinion, the Arabic translation is correct and reflects the meaning of the original English statement. 

Please then rate each individual behavioural statement as highly relevant, relevant, low relevance, or not relevant to your practice.... Please think 

only about your own pharmaceutical practice. 

E. Pharmaceutical public health competencies كفاءات الصحة الصيدالنية العامة 
برأيك ... هل تعتبر هذه 

 الترجمة صحيحة؟
How relevant is this to your practice? 

Health 
Promotion 

  
  تعزيز الصحة

1-Assess the primary healthcare needs (taking into account the cultural 
and social setting of the patient) 
تقييم احتياجات الرعاية الصحية االساسية )مع االخذ بعين االعتبار بيئة المريض الثقافية 

 واالجتماعية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

2- Advise on health promotion, disease prevention and control, and 
healthy lifestyle 

تقديم النصيحة بشأن: تعزيز الصحة ، والوقاية من األمراض والتحكم بها، و نمط الحياة الصحي   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Medicines 
information 
and advice 

 
المعلومات 

الدوائية وتقديم 

 النصائح

3- Counsel population on the safe and rational use of medicines and 
devices (including the selection, use, contraindications, storage, and 

side effects of non-prescription and prescription medicines)   
تقديم االستشارة   

للدواء واالجهزة الطبية )بما في ذلك االختيار، واالستخدام، للجمهور حول االستخدام االمن والرشيد  
،والتخزين ،والتعارضات الدوائية، واالعراض الجانبية لألدوية المصروفة بوصفة طبية وكذلك االدوية 

 التي ال تحتاج وصفة طبية لصرفها(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

4- Identify sources, retrieve, evaluate, organise, assess and disseminate 
relevant medicines information according to the needs of patients and 

clients and provide appropriate information    
  التعرف على

مصادر المعلومات، واستخراج وتقييم وترتيب وايصال المعلومات الطبية ذات الصلة وفقا لحاجات  
 المرضى والعمالء وتقديم المعلومات المناسبة لهم

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

F. Pharmaceutical care competencies الرعايةكفاءات  الصيدالنية  
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Assessment 
of medicines  

5- Appropriately select medicines (e.g. according to the patient, 
hospital, government policy, etc.)   

واء )مثال: بما يتناسب مع:  المريض، المستشفى، سياسة الحكومة... الخ(االختيار المناسب للد  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  



  

315 

 

 
تقييم العالج 

 الدوائي

6- Identify, prioritise and act upon medicine-medicine interactions; 
medicine-disease interactions; medicine-patient interactions; 

medicines-food interactions 
التعرف على ،وترتيب األولويات والتصرف بناء على التعارض بين االدوية والتعارض بين االدوية 

ية وحالة المريض والتعارض بين االدوية والطعامواالمراض والتعارض بين االدو  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Compoundin
g medicines  

 
 تحضير األدوية

7- Prepare pharmaceutical medicines (e.g. extemporaneous, cytotoxic 
medicines), determine the requirements for preparation (calculations, 
appropriate formulation, procedures, raw materials, equipment etc.) 

تحضير المستحضرات الصيدالنية )مثال: التحضيرات المعملية ، المستحضرات عالية السمية( و 
تحديد متطلبات التحضير )الحسابات الرياضية ، المعادالت المناسبة ، اإلجراءات، المواد الخام ، 

 المعدات ، إلخ(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

8- Compound under the good manufacturing practice for 
pharmaceutical (GMP) medicines   

 (GMPتركيب االدوية باتباع ممارسات التصنيع الجيد)

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Dispensing  
 

 صرف األدوية

9- Accurately dispense medicines for prescribed and/or minor ailments 
and monitor the dispense (re-checking the medicines) 

صرف األدوية التي تصرف بوصفة طبية و / أو لألمراض البسيطة بدقة ومراقبة عملية الصرف 
ل الصرف()إعادة التأكد من األدوية قب  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

10- Accurately report defective or substandard medicines to the 
appropriate authorities 

المختصةاإلبالغ بدقة عن األدوية ذات العيوب أو تلك التي ال تستوفي المعايير المطلوبة للسلطات   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

11- Appropriately validate prescriptions, ensuring that prescriptions are 
correctly interpreted and legal   

 التحقق من صحة الوصفات الطبية بشكل مناسب، مع التأكد من الفهم الصحيح و  قانونية الوصفات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

12- Dispense devices (e.g. Inhaler or a blood glucose meter) 
 صرف االجهزة الطبية )كالبخاخات وأجهزة قياس مستوى السكر في الدم(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

13- Document and act upon dispensing errors 
 التعامل مع أخطاء الصرف و توثيقها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

14- Implement and maintain a dispensing error reporting system and a 
‘near misses’ reporting system 

لإلبالغ عن أخطاء الصرف وعلى نظام لإلبالغ عن األخطاء "التي كادت تطبيق والمحافظة على نظام 
 ان تحدث" )تم تفاديها(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

15- Label the medicines (with the required and appropriate information) 
)بالمعلومات المطلوبة والمناسبة(وضع الملصقات على األدوية   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

16- Learn from and act upon previous ‘near misses’ and ‘dispensing 
errors’ 

 التعلم من والتصرف مع األخطاء السابقة في الصرف واألخطاء التي كادت أن تحدث

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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Medicines  
 

 األدوية

17- Advise patients on proper storage conditions of the medicines and 
ensure that medicines are stored appropriately (e.g. humidity, 

temperature, expiry date, etc.) 
النصيحة للمرضى فيما يخص الشروط السليمة لتخزين األدوية والتأكد من حفظ األدوية تقديم 

 بصورة صحيحة )مثال: الرطوبة والحرارة وتاريخ الصالحية وما إلى ذلك(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

18- Appropriately select medicines formulation and concentration for 
minor ailments (e.g. diarrhoea, constipation, cough, hay fever, insect 

bites, etc.) 
االختيار السليم التركيبة الدوائية والتركيز المناسب للدواء  لألمراض البسيطة )مثل اإلسهال 

ذلك(واإلمساك والسعال وحمى القش ولدغات الحشرات وما إلى   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

19- Ensure appropriate medicines, route, time, dose, documentation, 
action, form and response for individual patients 

المناسبين و باالجراء السليم  وحصول التأكد من ان أخذ الدواء المناسب بالشكل والوقت والجرعة 
 ردة فعل مناسبة مع توثيق ذلك لكل مريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

20- Package medicines to optimise safety (ensuring appropriate re-
packaging and labelling of the medicines) 

تعبئة األدوية بطريقة تضمن سالمة المرضى )التحقق من إعادة تعبئة األدوية و وضع الملصق 
 المناسب(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Monitor 
medicines 

therapy 
 

مراقبة العالج 

 الدوائي

21- Apply guidelines, medicines formulary system, protocols and 
treatment pathways 

و خطط العالجتطبيق اإلرشادات العلمية ، ونظام الدستور الدوائي ، والبروتوكوالت   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

22- Ensure therapeutic medicines monitoring, impact and outcomes 
(including objective and subjective measures) 

 ضمان التقييم العالجي  لألدوية وتأثيره ونتائجه )وتشمل المقاييس الحسية او باستخدام االجهزة (

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

23- Identify, prioritise and resolve medicines management problems 
(including errors) 

 تحديد مشاكل إدارة األدوية وحلها بحسب األولوية )بما في ذلك األخطاء(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Patient 
consultation 

and diagnosis  
 

التشخيص وتقديم 

االستشارة 

 للمريض

24- Apply first aid and act upon arranging follow-up care 
 تقديم اإلسعافات األولية واتخاذ الالزم لترتيب متابعة حالة المصاب

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

25- Appropriately refer 
 التحويل المناسب )للطبيب المختص(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

26- Assess and diagnose based on objective and subjective measures 
 التقييم والتشخيص بناء على المقاييس الحسية أو باستخدام األجهزة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

27- Discuss and agree with the patients the appropriate use of 
medicines, taking into account patent's preferences 

المناقشة واالتفاق مع المريض على االستخدام المناسب للدواء مع األخذ بعين االعتبار ما يفضله 
 المريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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28- Document any intervention (e.g. document any allergies, medicines 
and food) in patient medicines history 

الدوائي تدوين وتوثيق أي تدخل عالجي )مثال: تدوين أي حساسية للدواء أو الطعام( في السجل 
 للمريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

29- Obtain, reconcile, review, maintain and update relevant patient 
medication and disease history 

الدوائي والمراجعة الحصول على التاريخ الدوائي والمرضي  للمريض والتأكد من التوافق 
 والمحافظة على تحديثه

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

G. Organisation and management Competencies الكفاءات اإلدارية و المؤسسية 
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Budget and 
reimbursement 

  
  الميزانية والسداد

30- Acknowledge the organisational structure 
 اإلقرار بالهيكل التنظيمي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

31- Effectively set and apply budgets 
الميزانيات بكفاءةتحديد وتطبيق   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

32- Ensure appropriate claim for the reimbursement 
 التأكد من المطالبة المناسبة لسداد التكاليف

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

33- Ensure financial transparency 
 التأكد من الشفافية المالية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

34- Ensure proper reference sources for service reimbursement 
 التأكد من المصدر المسؤول عن سداد تكاليف الخدمات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Human 
resources 

management  
 

 إدارة الموارد البشرية

35- Demonstrate organisational and management knowledge (e.g. 
know, understand and lead on medicines management, risk 
management, self-management, time management, people 

management, project management, policy management) 
إظهار المعرفة التنظيمية واإلدارية )مثال: فهم و معرفة وادارة موارد األدوية، إدارة الوقت، 

شرية، ادارة المشاريع، و إدارة السياسات(ادارة الذات، ادارة الموارد الب  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

36- Identify and manage human resources and staffing issues 
 تحديد وإدارة الموارد البشرية وشئون الموظفين

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

37- Participate, collaborate, advice in therapeutic decision-making 
and use appropriate referral in a multi-disciplinary team 

المشاركة و التعاون، وتقديم المشورة فيما يتعلق باتخاذ القرارات العالجية وتحويل المريض 
عدد االختصاصاتحسب حالته للشخص المختص المناسب في الفريق الطبي مت  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

38- Recognise and manage the potential of each member of the 
staff and utilise systems for performance management (e.g. carry 

out staff appraisal) 

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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االمكانات الشخصية لكل فرد وتطبيق انظمة تقييم االداء )مثال: يقوم إدارة الموظفين بتحديد 
 بتقييم االداء الوظيفي(

39- Recognise the value of the pharmacy team and of a multi-
disciplinary team 

الصيدلية والفريق الطبي متعدد االختصاصاتإدراك قيمة فريق   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

40- Support and facilitate staff training and continuing professional 
development 

المستمردعم وتسهيل تدريب الموظفين و المساهمة في التطوير المهني   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Improvement of 
service 

 
 تحسين الخدمات

41- identify and implement new services (according to local needs) 
 التعرف على وتطبيق خدمات جديدة )بناء على احتياجات العمل(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

42- Resolve, follow-up and prevent medicines related problems 
 حل ومتابعة ومنع المشاكل المتعلقة باألدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Procurement 
 

  المشتريات

43- Access reliable information and ensure the most cost-effective 
medicines in the right quantities with the appropriate quality 

االطالع على مصادر و معلومات موثوقة لضمان استخدام الكميات المناسبة من  األدوية األكثر 
تكلفة القليلةفعالية وذات الجودة العالية وال  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

44- Develop and implement contingency plan for shortages 
 تطوير وتطبيق خطة الطوارئ عند قلة الموارد

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

45- Efficiently link procurement to formulary, to push/pull system 
(supply chain management) and payment mechanisms 

االستهالك وبين الطلبيات )ادارة سلسلة \الربط بفاعلية عالية بين دساتير األدوية ونظام الطلب
 التوريد( واليات الدفع

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

46- Ensure there is no conflict of interest 
 التأكد من عدم وجود تعارض في المصالح

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

47- Select reliable supplies of high-quality products (including 
appropriate selection process, cost effectiveness, timely delivery) 

اختيار مصادر تزويد موثوقة للحصول على منتجات عالية الجودة )بما في ذلك عملية االختيار 
لمناسب(ابل التكلفة المنخفضة، والتسليم في الوقت االمناسبة، والفعالية العالية مق  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

48- Supervise procurement activities 
 اإلشراف على أنشطة الشراء

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

49- Understand the trending methods and evaluation of tender bids 
 فهم حركة األسعار وتقييم عروض المناقصات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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Supply chain and 
management  

 
 إدارة سلسلة التوريد

50- Demonstrate knowledge in store medicines to minimise errors 
and maximise accuracy 

 اظهار المعرفة في طرق تخزين األدوية لتقليل األخطاء وزيادة الدقة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

51- Ensure accurate verification of rolling stocks 
 التأكد بدقة من حركة مخزون األدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

52- Ensure effective stock management and running of service with 
the dispensary 

 التأكد من فاعلية ادارة مخزون األدوية وحركة الصرف في الصيدلية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

53- Ensure logistics of delivery and storage 
 التأكد من خدمات التسليم والتخزين

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

54- Implement a system for documentation and record keeping 
التوثيق وحفظ السجالتتطبيق نظام   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

55- Take responsibility for quantification of forecasting 
 تحمل مسئولية التنبؤ بالكميات المطلوبة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Workplace 
management  

 
 إدارة مركز العمل

56- Address and manage day to day management issues 
 تحديد وادارة األمور االدارية اليومية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

57- Demonstrate the ability to take accurate and timely decisions 
and make appropriate judgments 

 اظهار القدرة على اتخاذ قرارات صحيحة و احكام مناسبة وفي الوقت المناسب

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

58- Ensure the product schedule are appropriately planned and 
managed 

 التأكد من ان جدول المواد مخطط له ومدار بصورة مالئمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

59- Ensure the work time is appropriately planned and managed 
بصورة مالئمةالتأكد من أن وقت العمل مخطط له ومدار   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

60- Improve and manage the provision of pharmaceutical services 
 تحسين وإدارة تقديم الخدمات الصيدالنية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

61- Recognise and manage pharmacy resources (e.g. Financial, 
Infrastructure) 

 تحديد وادارة موارد الصيدلية ) مثل: المالية والبنية التحتية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

H. Professional/Personal Competencies الكفاءات الشخصية والمهنية  
برأيك ... هل تعتبر هذه 
 الترجمة صحيحة؟

How relevant is this to your practice? 

Communic
ation skills  

 

62- Communicate clearly, precisely and appropriately while being a 
mentor or tutor 

 التواصل بصورة واضحة دقيقة ومناسبة عندالقيام بمهام التدريب واالستشارة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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مهارات 

 Communicate effectively with health and social care staff, support -63 التواصل
staff, patients, carer, family relatives and clients/customers, using lay 

terms and checking understanding 
التواصل بشكل فعال عن طريق استخدام لغة بسيطة مفهومة مع مقدمي الرعاية الصحية واالجتماعية ، 

ن، المرضى ، رعاة وأقارب المرضى ، والعمالء والتحقق من فهمهمالعاملين المساعدي  

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

64- Demonstrate cultural awareness and sensitivity 
 اظهار وعي وتفهم تجاه ثقافات المرضى المختلفة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

65- Tailor communications to patient needs 
 تكييف التواصل بناء على احتياجات المريض

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

66- Use appropriate communication skills to build, report and engage with 
patients, health and social care staff and voluntary services (e.g. verbal 

and non-verbal) 
استخدام مهارات الحوار والتواصل المناسبة لبناء وتقديم التقارير والتعامل مع المرضى وموظفي 
 الرعاية الصحية واالجتماعية والخدمات التطوعية )على سبيل المثال التواصل اللفظي وغير اللفظي(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Continuing 
profession

al 
developme

nt (CPD) 
 

التطوير المهني 

 المستمر

67- Document CPD activities   
 كتابة وتوثيق انشطة التطوير المهني المستمر

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

68- Engage with students/interns/residents 
 المشاركة مع الطلبة والمقيمين والمتدربين 

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

69- Evaluate accuracy of knowledge and skills 
 تقييم دقة المعرفة والمهارات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

70- Evaluate learning 
 تقييم ما تم تعلمه

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

71- Identify if expertise needed outside the scope of knowledge 
حاجة لالستعانة بخبرة خارجية خارج نطاق معرفتهتحديد ما إذا كان هناك   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

72- Identify learning needs 
 تحديد الحاجة للتعلم

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

73- Recognise own limitation and act upon them 
 ادراك نواحي القصور لديه ويتعامل معها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

74- Reflect on performance 
 تقييم االداء الشخصي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

75- Apply and understand regulatory affairs and the key aspects of 
pharmaceutical registration and legislation 

الصيدالنيةتطبيق وفهم الشؤون التنظيمية والنقاط الجوهرية في التشريعات   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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Legal and 
regulatory 

practice  
 

الممارسة 

القانونية 

 والتنظيمية

76- Apply knowledge in relation to the principals of business economics 
and intellectual property rights including the basics of patent interpretation 

المتعلقة بأساسيات اقتصاديات العمل وحقوق الملكية الفكرية بما في ذلك مبادئ تحليل تطبيق المعرفة 
 براءة االختراع

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

77- Be aware of and identify the new medicines coming to the market 
باألدوية الجديدة القادمة إلى السوقالدراية والمعرفة   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

78- Comply with legislation for drugs with the potential for abuse 
 االلتزام بالقوانين المتعلقة باألدوية التي قد يُساء استخدامها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

79- Demonstrate knowledge in marketing and sales 
 اظهار المعرفة في مجال التسويق والمبيعات

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

80- Engage with health and medicines policies 
 المشاركة في سياسات الصحة واألدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

81- Understand the steps needed to bring a medicinal product to the 
market including the safety, quality, efficacy, and pharmacoeconomic 

assessments of the product 
فهم الخطوات الالزمة إلحضار المنتج الدوائي للسوق بما في ذلك تقييم معايير السالمة والجودة 

 والفاعلية والتقييمات االقتصادية الدوائية للمنتج

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Profession
al and 
ethical 

practice 
 

الممارسة 

االخالقية 

 والمهنية

82- Demonstrate awareness of local/national codes of ethics   
 إظهار الوعي بقواعد وأخالقيات المهنة  المحلية / الوطنية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

83- Ensure confidentiality (with the patient and other healthcare 
professional) 

 ضمان السرية )مع المريض وغيره من المتخصصين في الرعاية الصحية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

84- Obtain patient consent (it can be implicit in occasion) 
 الحصول على موافقة المريض )قد تكون موافقة ضمنية في بعض األحيان(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

85- Recognise own professional limitation 
 معرفة حدود مهنته

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

86- Take responsibility of own action and for patient care 
 تحمل مسؤولية أفعاله ورعايته للمرضى

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Quality 
assurance 

and 
research in 

the 
workplace 

 

87- Apply research findings and understand the benefits risk (e.g. pre-
clinical, clinical trials, experimental clinical-pharmacological research and 

risk management 
فهم المنافع والمخاطر )مثال: ما قبل الدراسات االكلينيكية ، الدراسات تطبيق نتائج األبحاث العلمية و

 االكلينيكية ، األبحاث التجريبية الصيدالنية االكلينيكية ، إدارة المخاطر(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

88- Audit quality of service (ensure that they meet local and national 
standards and specifications) 

 التدقيق في جودة الخدمة المقدمة )ضمان استيفائها للمعايير والمواصفات المحلية والوطنية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  
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ضمان الجودة 

واألبحاث في 

 مركز العمل 

89- Develop and implement Standing Operating Procedures (SOP's) 
 تطوير وتطبيق اإلجراءات التشغيلية الدائمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

90- Ensure appropriate quality control tests are performed and managed 
appropriately 

التحكم بالجودة وإدارتها بصورة مناسبةالتحقق من تطبيق فحوصات   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

91- Ensure medicines are not counterfeit and quality standards 
 التحقق من معايير الجودة وعدم زيف األدوية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

92- Identify and evaluate evidence-based to improve the use of medicines 
and services 

 تحديد وتقييم األدلة العلمية لتحسين استخدام األدوية و الخدمات المقدمة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

93- Identify, investigate, conduct, supervise and support research at the 
workplace (enquiry-driven practice) 

 التعرف على األبحاث المطلوبة في مركز عمله ويقوم بها أو يشرف عليها أو يدعمها

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

94- Implement, conduct and maintain a reporting system of 
pharmacovigilance (e.g. report Adverse Drug Reactions) 

العمل على وتطبيق و المحافظة على نظام اليقظة الدوائية )على سبيل المثال االبالغ عن اآلثار الجانبية 
 لألدوية(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

95- Initiate and implement audit and research activities 
 المبادرة بأنشطة التدقيق على الخدمات المقدمة والبحث العلمي

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Self-
manageme

nt  
 

 إدارة الذات

96- Apply assertiveness skills (inspire confidence) 
 تطبيق مهارات تأكيد الذات )يلهم بالثقة بالنفس(

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

97- Demonstrate leadership and practice management skills, initiative 
and efficiency 

 اظهار مهارات القيادة والقدرة اإلدارية والمبادرة والكفاءة

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

98- Document risk management (e.g. critical incidents) 
المخاطر )مثل الحوادث الخطيرة(توثيق إدارة   

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

99- Ensure punctuality 
 االلتزام بالوقت والمواعيد

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

100- Prioritise work and implement innovative ideas 
 ترتيب أولويات العمل وتطبيق األفكار اإلبداعية

 Highly ال نعم 
relevant  

Relevant   Low 
relevance  

Not 
relevant  

Do you think there are any missing competencies? If yes please write it in the space below  

Do you have any comments?             Thank you 
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Appendix 11: Questionnaire draft 1 
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Appendix 12: Questionnaire draft 2  
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Appendix 13: Relevance of behavioural statements according to panel 1 

Pharmaceutical public health competencies (N=4) 

Highly relevant (N=2) Relevant (N=2) Low relevance (N=0) Not relevant (N=0) 

#3- Counsel population on the safe and 
rational use of medicines and devices 
(including the selection, use, 
contraindications, storage, and side effects of 
non-prescription and prescription medicines)  
#4- Identify sources, retrieve, evaluate, 
organise, assess and disseminate relevant 
medicines information according to the needs 
of patients and clients and provide 
appropriate information  

#1- Assess the primary healthcare 
needs (taking into account the cultural 
and social setting of the patient) 
#2- Advise on health promotion, 
disease prevention and control, and 
healthy lifestyle 

 

----------------------------------

-- 

 

Pharmaceutical care competencies (N=25) 

Highly relevant (N=8) Relevant (N=10) Low relevance (N=4) Not relevant (N=3) 

#6- Identify, prioritise and act upon 
medicine-medicine interactions; medicine-
disease interactions; medicine-patient 
interactions; medicines-food interactions 

#7- Prepare pharmaceutical medicines (e.g. 
extemporaneous, cytotoxic medicines), 
determine the requirements for preparation 
(calculations, appropriate formulation, 
procedures, raw materials, equipment etc.) 
#9-Accurately dispense medicines for 
prescribed and/or minor ailments and 
monitor the dispense (re-checking the 
medicines) 
#11- Appropriately validate prescriptions, 
ensuring that prescriptions are correctly 
interpreted and legal   
#13- Document and act upon dispensing 
errors 

#14- Implement and maintain a dispensing 
error reporting system and a ‘near misses’ 
reporting system 

#15- Label the medicines (with the required 
and appropriate information) 

#5- Appropriately select medicines 
(e.g. according to the patient, hospital, 
government policy, etc.) 
#8- Compound under the good 
manufacturing practice for 
pharmaceutical (GMP) medicines   
#10- Accurately report defective or 
substandard medicines to the 
appropriate authorities 
#12- Dispense devices (e.g. Inhaler or 
a blood glucose meter) 
#16- Learn from and act upon previous 
‘near misses’ and ‘dispensing errors’ 
#19- Ensure appropriate medicines, 
route, time, dose, documentation, 
action, form and response for individual 
patients 
#20- Package medicines to optimise 
safety (ensuring appropriate re-
packaging and labelling of the 
medicines) 
# 23- Identify, prioritise and resolve 
medicines management problems 
(including errors) 

#21- Apply guidelines, 
medicines formulary 
system, protocols and 
treatment pathways 

#22- Ensure therapeutic 
medicines monitoring, 
impact and outcomes 
(including objective and 
subjective measures) 
#28- Document any 
intervention (e.g. 
document any allergies, 
medicines and food) in 
patient medicines history 

#29- Obtain, reconcile, 
review, maintain and 
update relevant patient 
medication and disease 
history 

 

#18- Appropriately select medicines 
formulation and concentration for minor 
ailments (e.g. diarrhoea, constipation, 
cough, hay fever, insect bites, etc.) 
#25- Appropriately refer 
#26- Assess and diagnose based on 
objective and subjective measures 
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#17- Advise patients on proper storage 
conditions of the medicines and ensure that 
medicines are stored appropriately (e.g. 
humidity, temperature, expiry date, etc.) 

#24- Apply first aid and act upon 
arranging follow-up care 
#27- Discuss and agree with the 
patients the appropriate use of 
medicines, taking into account patent's 
preferences 

Organisation and management Competencies (N=31) Behavioural statement #58 was excluded 

Highly relevant (N=12) Relevant (N=4) Low relevance (N=4) Not relevant (N=11) 

#39- Recognise the value of the pharmacy 
team and of a multi-disciplinary team  

#40- Support and facilitate staff training and 
continuing professional development 
#41- identify and implement new services 
(according to local needs) 
#50- Demonstrate knowledge in store 
medicines to minimise errors and maximise 
accuracy 

#51- Ensure accurate verification of rolling 
stocks 

#52- Ensure effective stock management 
and running of service with the dispensary 

#53- Ensure logistics of delivery and storage 

#54- Implement a system for documentation 
and record keeping 

#55- Take responsibility for quantification of 
forecasting 

#59- Ensure the work time is appropriately 
planned and managed 

#60- Improve and manage the provision of 
pharmaceutical services 

#61- Recognise and manage pharmacy 
resources (e.g. Financial, Infrastructure) 

#42- Resolve, follow-up and prevent 
medicines related problems 
#44- Develop and implement 
contingency plan for shortages 
#56- Address and manage day to day 
management issues 
#57- Demonstrate the ability to take 
accurate and timely decisions and 
make appropriate judgments 

 

 

 

 

 

 

#31- Effectively set and 
apply budgets 

#45- Efficiently link 
procurement to 
formulary, to push/pull 
system (supply chain 
management) and 
payment mechanisms 

#46- Ensure there is no 
conflict of interest 
#47- Select reliable 
supplies of high-quality 
products (including 
appropriate selection 
process, cost 
effectiveness, timely 
delivery) 

 

#30- Acknowledge the organisational 
structure 

#32- Ensure appropriate claim for the 
reimbursement 
#33- Ensure financial transparency 

#34- Ensure proper reference sources 
for service reimbursement 
#35- Demonstrate organisational and 
management knowledge (e.g. know, 
understand and lead on medicines 
management, risk management, self-
management, time management, people 
management, project management, 
policy management) 
#36- Identify and manage human 
resources and staffing issues 

#37- Participate, collaborate, advice in 
therapeutic decision-making and use 
appropriate referral in a multi-disciplinary 
team 

#38- Recognise and manage the 
potential of each member of the staff and 
utilise systems for performance 
management (e.g. carry out staff 
appraisal) 
#43- Access reliable information and 
ensure the most cost-effective medicines 
in the right quantities with the 
appropriate quality 

#48- Supervise procurement activities 

#49- Understand the trending methods 
and evaluation of tender bids 

Professional/Personal Competencies (N=39) 
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Highly relevant (N=17) Relevant (N=15) Low relevance (N=1) Not relevant (N=6) 

#63- Communicate effectively with health 
and social care staff, support staff, patients, 
carer, family relatives and 
clients/customers, using lay terms and 
checking understanding 

#65- Tailor communications to patient needs 

#66- Use appropriate communication skills 
to build, report and engage with patients, 
health and social care staff and voluntary 
services (e.g. verbal and non-verbal) 
#68- Engage with students/interns/residents 

#71- Identify if expertise needed outside the 
scope of knowledge 

#72- Identify learning needs 

#73- Recognise own limitation and act upon 
them 

#74- Reflect on performance 

#75- Apply and understand regulatory 
affairs and the key aspects of 
pharmaceutical registration and legislation 

#77- Be aware of and identify the new 
medicines coming to the market 
#78- Comply with legislation for drugs with 
the potential for abuse 

#83- Ensure confidentiality (with the patient 
and other healthcare professional) 
#85- Recognise own professional limitation 

#86- Take responsibility of own action and 
for patient care 

#88- Audit quality of service (ensure that 
they meet local and national standards and 
specifications) 
#98- Document risk management (e.g. 
critical incidents) 
#99- Ensure punctuality 

#62- Communicate clearly, precisely and 
appropriately while being a mentor or tutor 

#64- Demonstrate cultural awareness and 
sensitivity 
#69- Evaluate accuracy of knowledge and 
skills 
#70- Evaluate learning 
#80- Engage with health and medicines 
policies 

#81- Understand the steps needed to bring a 
medicinal product to the market including the 
safety, quality, efficacy, and 
pharmacoeconomic assessments of the 
product 

#82- Demonstrate awareness of 
local/national codes of ethics   
#84- Obtain patient consent (it can be implicit 
in occasion) 
#87- Apply research findings and understand 
the benefits risk (e.g. pre-clinical, clinical 
trials, experimental clinical-pharmacological 
research and risk management 
#89- Develop and implement Standing 
Operating Procedures (SOP's) 
#92- Identify and evaluate evidence-based 
to improve the use of medicines and service 
#94- Implement, conduct and maintain a 
reporting system of pharmacovigilance (e.g. 
report Adverse Drug Reactions) 
#96- Apply assertiveness skills (inspire 
confidence) 
#97- Demonstrate leadership and practice 
management skills, initiative and efficiency 
#100- Prioritise work and implement 
innovative ideas 

#95- Initiate and 
implement audit 
and research 
activities 

#67- Document CPD activities   
#76- Apply knowledge in relation to the 
principals of business economics and 
intellectual property rights including the 
basics of patent interpretation 

#79- Demonstrate knowledge in 
marketing and sales 

#90- Ensure appropriate quality control 
tests are performed and managed 
appropriately 

#91- Ensure medicines are not 
counterfeit and quality standards 

#93- Identify, investigate, conduct, 
supervise and support research at the 
workplace (enquiry-driven practice) 
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Appendix 14: Relevance of behavioural statements according to panel 2 

Pharmaceutical public health competencies (N=4) 

Highly relevant (N=1) Relevant (N=2) Low relevance (N=1) Not relevant (N=0) No Consensus  

#3- Counsel population on the 
safe and rational use of 
medicines and devices 
(including the selection, use, 
contraindications, storage, 
and side effects of non-
prescription and prescription 
medicines)  

#2- Advise on health promotion, 
disease prevention and control, 
and healthy lifestyle 

#4- Identify sources, retrieve, 
evaluate, organise, assess and 
disseminate relevant medicines 
information according to the 
needs of patients and clients and 
provide appropriate information    

#1- Assess the primary 
healthcare needs (taking 
into account the cultural 
and social setting of the 
patient) 

 

  

Pharmaceutical care competencies (N=25)  

Highly relevant (N=7) Relevant (N=3) Low relevance (N=1) Not relevant (N=8) No Consensus (N=6) 

#9- Accurately dispense 
medicines for prescribed 
and/or minor ailments and 
monitor the dispense (re-
checking the medicines) 
#11- Appropriately validate 
prescriptions, ensuring that 
prescriptions are correctly 
interpreted and legal   
#12- Dispense devices (e.g. 
Inhaler or a blood glucose 
meter) 
#15- Label the medicines 
(with the required and 
appropriate information) 
#16- Learn from and act upon 
previous ‘near misses’ and 
‘dispensing errors’ 
#17- Advise patients on 
proper storage conditions of 
the medicines and ensure 
that medicines are stored 
appropriately (e.g. humidity, 

#6- Identify, prioritise and act 
upon medicine-medicine 
interactions; medicine-disease 
interactions; medicine-patient 
interactions; medicines-food 
interactions 
#10- Accurately report defective 
or substandard medicines to the 
appropriate authorities 
#27- Discuss and agree with the 
patients the appropriate use of 
medicines, taking into account 
patent's preferences 

#5- Appropriately select 
medicines (e.g. according 
to the patient, hospital, 
government policy, etc.) 

#8- Compound under the 
good manufacturing practice 
for pharmaceutical (GMP) 
medicines   
#19- Ensure appropriate 
medicines, route, time, dose, 
documentation, action, form 
and response for individual 
patients 
#22- Ensure therapeutic 
medicines monitoring, impact 
and outcomes (including 
objective and subjective 
measures) 
#23- Identify, prioritise and 
resolve medicines 
management problems 
(including errors) 
#24- Apply first aid and act 
upon arranging follow-up 
care 
#25- Appropriately refer 

#7- Prepare pharmaceutical 
medicines (e.g. 
extemporaneous, cytotoxic 
medicines), determine the 
requirements for preparation 
(calculations, appropriate 
formulation, procedures, raw 
materials, equipment etc.) 
#13- Document and act upon 
dispensing errors 
#14- Implement and maintain 
a dispensing error reporting 
system and a ‘near misses’ 
reporting system 
#18- Appropriately select 
medicines formulation and 
concentration for minor 
ailments (e.g. diarrhoea, 
constipation, cough, hay 
fever, insect bites, etc.) 
#20- Package medicines to 
optimise safety (ensuring 
appropriate re-packaging and 
labelling of the medicines) 
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temperature, expiry date, 
etc.) 
#21- Apply guidelines, 
medicines formulary system, 
protocols and treatment 
pathways 

#26- Assess and diagnose 
based on objective and 
subjective measures 
#28- Document any 
intervention (e.g. document 
any allergies, medicines and 
food) in patient medicines 
history 

#29- Obtain, reconcile, 
review, maintain and update 
relevant patient medication 
and disease history 

Organisation and management Competencies (N=32) 

Highly relevant (N=10) Relevant (N=9) Low relevance (N=1) Not relevant (N=6) No Consensus (N=6) 

#50- Demonstrate knowledge 
in store medicines to 
minimise errors and 
maximise accuracy 
#51- Ensure accurate 
verification of rolling stocks 
#52- Ensure effective stock 
management and running of 
service with the dispensary 
#53- Ensure logistics of 
delivery and storage 
#54- Implement a system for 
documentation and record 
keeping 
#55- Take responsibility for 
quantification of forecasting 
#56- Address and manage 
day to day management 
issues 
#57- Demonstrate the ability 
to take accurate and timely 
decisions and make 
appropriate judgments 
#58- Ensure the product 
schedule are appropriately 
planned and managed   
#60- Improve and manage 
the provision of 
pharmaceutical services 

#39- Recognise the value of the 
pharmacy team and of a multi-
disciplinary team  
#40- Support and facilitate staff 
training and continuing 
professional development 
#41- identify and implement new 
services (according to local 
needs) 
#42- Resolve, follow-up and 
prevent medicines related 
problems 
#43- Access reliable information 
and ensure the most cost-
effective medicines in the right 
quantities with the appropriate 
quality 
#44- Develop and implement 
contingency plan for shortages 
#45- Efficiently link procurement 
to formulary, to push/pull system 
(supply chain management) and 
payment mechanisms 
#59- Ensure the work time is 
appropriately planned and 
managed 
#61- Recognise and manage 
pharmacy resources (e.g. 
Financial, Infrastructure) 

#38- Recognise and 
manage the potential of 
each member of the staff 
and utilise systems for 
performance management 
(e.g. carry out staff 
appraisal) 

 

#32- Ensure appropriate 
claim for the reimbursement 
#33- Ensure financial 
transparency 
#34- Ensure proper reference 
sources for service 
reimbursement 
#35- Demonstrate 
organisational and 
management knowledge 
(e.g. know, understand and 
lead on medicines 
management, risk 
management, self-
management, time 
management, people 
management, project 
management, policy 
management) 
#36- Identify and manage 
human resources and staffing 
issues 
#37- Participate, collaborate, 
advice in therapeutic 
decision-making and use 
appropriate referral in a multi-
disciplinary team 

 

#30- Acknowledge the 
organisational structure 
#31- Effectively set and apply 
budgets 
#46- Ensure there is no 
conflict of interest 
#47- Select reliable supplies 
of high-quality products 
(including appropriate 
selection process, cost 
effectiveness, timely delivery) 
#48- Supervise procurement 
activities 
#49- Understand the trending 
methods and evaluation of 
tender bids 

 

Professional/Personal Competencies (N=39) 



  

334 

 

Highly relevant (N=7) Relevant (N=14) Low relevance (N=4) Not relevant (N=9) No Consensus (N=5) 

#62- Communicate clearly, 
precisely and appropriately 
while being a mentor or tutor 
#63- Communicate 
effectively with health and 
social care staff, support 
staff, patients, carer, family 
relatives and 
clients/customers, using lay 
terms and checking 
understanding 
#64- Demonstrate cultural 
awareness and sensitivity 
#65- Tailor communications 
to patient needs 
#68- Engage with 
students/interns/residents 
#77- Be aware of and identify 
the new medicines coming to 
the market 
#78- Comply with legislation 
for drugs with the potential for 
abuse 

 

#66- Use appropriate 
communication skills to build, 
report and engage with patients, 
health and social care staff and 
voluntary services (e.g. verbal 
and non-verbal) 
#71- Identify if expertise needed 
outside the scope of knowledge 
#72- Identify learning needs 
#73- Recognise own limitation 
and act upon them 
#74- Reflect on performance 
#82- Demonstrate awareness of 
local/national codes of ethics   
#83- Ensure confidentiality (with 
the patient and other healthcare 
professional) 
#85- Recognise own 
professional limitation 
#86- Take responsibility of own 
action and for patient care 
#92- Identify and evaluate 
evidence-based to improve the 
use of medicines and service 
#96- Apply assertiveness skills 
(inspire confidence) 
#97- Demonstrate leadership 
and practice management skills, 
initiative and efficiency 
#99- Ensure punctuality 
#100- Prioritise work and 
implement innovative idea 

#69- Evaluate accuracy of 
knowledge and skills 
#70- Evaluate learning 
#75- Apply and 
understand regulatory 
affairs and the key aspects 
of pharmaceutical 
registration and legislation 
#84- Obtain patient 
consent (it can be implicit 
in occasion) 

#67- Document CPD 
activities   
#76- Apply knowledge in 
relation to the principals of 
business economics and 
intellectual property rights 
including the basics of patent 
interpretation 
#80- Engage with health and 
medicines policies 
#81- Understand the steps 
needed to bring a medicinal 
product to the market 
including the safety, quality, 
efficacy, and 
pharmacoeconomic 
assessments of the product 
#87- Apply research findings 
and understand the benefits 
risk (e.g. pre-clinical, clinical 
trials, experimental clinical-
pharmacological research 
and risk management 
#89- Develop and implement 
Standing Operating 
Procedures (SOP's) 
#90- Ensure appropriate 
quality control tests are 
performed and managed 
appropriately 
#93- Identify, investigate, 
conduct, supervise and 
support research at the 
workplace (enquiry-driven 
practice) 
#95- Initiate and implement 
audit and research activities 

#79- Demonstrate knowledge 
in marketing and sales 
#88- Audit quality of service 
(ensure that they meet local 
and national standards and 
specifications) 
#91- Ensure medicines are 
not counterfeit and quality 
standards 
#94- Implement, conduct and 
maintain a reporting system 
of pharmacovigilance (e.g. 
report Adverse Drug 
Reactions) 
#98- Document risk 
management (e.g. critical 
incidents) 
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Appendix 15: Participant information for decision-makers’ focus group 

 

Title of the Project: 

Pharmacy workforce development in Kuwait: Continuing Professional Development 

(CPD) for pharmacists  

What is the purpose of this study? 

To create an action plan targeting the areas of improvement identified in the “Kuwait 

Foundation Competency Framework (KFCF)” from educators’ and decision-makers’ 

perspectives. The overall aim of this study is to inform improvement in pharmacy services 

and patients use of medicine.  

Objectives of this study: 

1. To inform the development of a “national foundation training programme” for 

pharmacists. 

2. To evaluate workforce development needs with current CPD models and delivery 

modes. 

Why have I been invited to participate? 

You have been invited to this study because you are a member of your organisation who 

are involved in the planning, organising, and implementing CPD activities for pharmacists.  

What procedures will be performed on me?  

The study will require taking part in one focus group interview. Focus group discussion 

will be conducted in the Faculty of Pharmacy, Kuwait University. The discussion is 

expected to be 1-2 hours in duration. The discussion will be audio-recorded and the audio 

recordings and transcribed data from the interviews will only be accessible to the 

researcher and will be stored in password protected files. On transcribing, data will be 

anonymised.  Audio recordings will be erased once the interviews has been transcribed.   
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What are the benefits to me for taking part in this study? 

This study will provide valuable information about the need for a structured CPD 

programme for pharmacists in Kuwait. It is important to identify the gap between the 

pharmacists’ needs and what is currently available as CPD. This study will also inform 

the development of the KFCF and a notional foundation training programme. 

 

What will happen to the information I provide? (Confidentiality) 

All information collected will remain strictly confidential. There are no risks to you if you 

participate in this research. Your participation will increase knowledge about this 

important issue. There is no obligation or compulsion for you to participate, and you have 

the freedom to agree or disagree to participate. This will not have any effect on your 

profession/evaluation. 

Who do I contact if I want further information? 

Investigator name: Asmaa Alhaqan Tel.: 

   Email:  

Date:  

Agree  Participant Name: ………………………… Signature: ………………… 

Don’t Agree  Participant Name: ………………………… Signature: …………………  
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Appendix 16: KFCF draft  

Table 2: For each statement determine your current level of performance for each of the 

behavioural statements and decide on one learning objective to start your CPD cycle (GROUP 1) 

Rating Definitions Percentage 

expression 

Consistently 
Consistently demonstrates the expected standard practice, with 

very rare lapses 
85 – 100% 

 

Usually 
Demonstrates expected standard practice with occasional 

lapses 51 – 84% 

Sometimes 

 

Demonstrates expected standard practice less than half of the 

time observed.  
25 – 50% 

 

Rarely 

 

Very rarely meets the standard expected. No logical thought 

process appears to apply 0- 24% 

 

A.  Pharmaceutical public health competencies  Rarely Sometimes Usually Consistently 

Health 

Promotion 

  

1-Assess the primary healthcare needs (taking into account the cultural and 

social setting of the patient) 

    

2- Advise on health promotion, disease prevention and control, and healthy 

lifestyle 

    

Medicines 

information 

and advice  

3- Counsel population on the safe and rational use of medicines and 

devices (including the selection, use, contraindications, storage, and side 

effects of non-prescription and prescription medicines)  

    

4- Identify sources, retrieve, evaluate, organise, assess and disseminate 

relevant medicines information according to the needs of patients and 

clients and provide appropriate information   

    

B. Pharmaceutical care competencies Rarely Sometimes Usually Consistently 

Assessment 

of medicines   

5- Appropriately select medicines (e.g. according to the patient, hospital, 

government policy, etc.)   

    

6- Identify, prioritise and act upon medicine-medicine interactions; 

medicine-disease interactions; medicine-patient interactions; medicines-

food interactions 

    

Compoundin

g medicines  

7- Prepare pharmaceutical medicines (e.g. extemporaneous, cytotoxic 

medicines), determine the requirements for preparation (calculations, 

appropriate formulation, procedures, raw materials, equipment etc.) 

    

8- Compound under the good manufacturing practice for pharmaceutical 

(GMP) medicines   

    

Dispensing   
9- Accurately dispense medicines for prescribed and/or minor ailments and 

monitor the dispense (re-checking the medicines) 
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10- Accurately report defective or substandard medicines to the 

appropriate authorities 

    

11- Appropriately validate prescriptions, ensuring that prescriptions are 

correctly interpreted and legal   

    

12- Dispense devices (e.g. Inhaler or a blood glucose meter)     

13- Document and act upon dispensing errors     

14- Implement and maintain a dispensing error reporting system and a 

‘near misses’ reporting system 

    

15- Label the medicines (with the required and appropriate information)     

16- Learn from and act upon previous ‘near misses’ and ‘dispensing errors’     

Medicines  

17- Advise patients on proper storage conditions of the medicines and 

ensure that medicines are stored appropriately (e.g. humidity, temperature, 

expiry date, etc.) 

    

18- Appropriately select medicines formulation and concentration for 

minor ailments (e.g. diarrhoea, constipation, cough, hay fever, insect bites, 

etc.) 

    

19- Ensure appropriate medicines, route, time, dose, documentation, 

action, form and response for individual patients 

    

20- Package medicines to optimise safety (ensuring appropriate re-

packaging and labelling of the medicines) 

    

Monitor 

medicines 

therapy 

21- Apply guidelines, medicines formulary system, protocols and 

treatment pathways 

    

22- Ensure therapeutic medicines monitoring, impact and outcomes 

(including objective and subjective measures) 

    

23- Identify, prioritise and resolve medicines management problems 

(including errors) 

    

Patient 

consultation 

and 

diagnosis  

24- Apply first aid and act upon arranging follow-up care     

25- Appropriately refer     

26- Assess and diagnose based on objective and subjective measures     

27- Discuss and agree with the patients the appropriate use of medicines, 

taking into account patent's preferences 

    

28- Document any intervention (e.g. document any allergies, medicines 

and food) in patient medicines history 

    

29- Obtain, reconcile, review, maintain and update relevant patient 

medication and disease history 
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Table 2: For each statement determine your current level of performance for each of the 

behavioural statements and decide on one learning objective to start your CPD cycle (GROUP 2) 

Rating Definitions Percentage 

expression 

Consistently 
Consistently demonstrates the expected standard practice, with 

very rare lapses 
85 – 100% 

 

Usually 
Demonstrates expected standard practice with occasional 

lapses 51 – 84% 

Sometimes 

 

Demonstrates expected standard practice less than half of the 

time observed.  
25 – 50% 

 

Rarely 

 

Very rarely meets the standard expected. No logical thought 

process appears to apply 0- 24% 

 

A. Organisation and management Competencies Rarely Sometimes Usually Consistently 

Budget and 

reimburse

ment  

30- Acknowledge the organisational structure     

31- Effectively set and apply budgets 
    

32- Ensure appropriate claim for the reimbursement     

33- Ensure financial transparency     

34- Ensure proper reference sources for service reimbursement     

Human 

resources 

manageme

nt  

35- Demonstrate organisational and management knowledge (e.g. know, 

understand and lead on medicines management, risk management, self-

management, time management, people management, project management, 

policy management) 

    

36- Identify and manage human resources and staffing issues     

37- Participate, collaborate, advice in therapeutic decision-making and use 

appropriate referral in a multi-disciplinary team 

    

38- Recognise and manage the potential of each member of the staff and 

utilise systems for performance management (e.g. carry out staff appraisal) 

    

39- Recognise the value of the pharmacy team and of a multi-disciplinary 

team 

    

40- Support and facilitate staff training and continuing professional 

development 

    

Improveme

nt of 

service 

41- identify and implement new services (according to local needs)     

42- Resolve, follow-up and prevent medicines related problems     

Procureme

nt 

43- Access reliable information and ensure the most cost-effective 

medicines in the right quantities with the appropriate quality 
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44- Develop and implement contingency plan for shortages     

45- Efficiently link procurement to formulary, to push/pull system (supply 

chain management) and payment mechanisms 

    

46- Ensure there is no conflict of interest     

47- Select reliable supplies of high-quality products (including appropriate 

selection process, cost effectiveness, timely delivery) 

    

48- Supervise procurement activities     

49- Understand the trending methods and evaluation of tender bids     

Supply 

chain and 

manageme

nt  

50- Demonstrate knowledge in store medicines to minimise errors and 

maximise accuracy 

    

51- Ensure accurate verification of rolling stocks     

52- Ensure effective stock management and running of service with the 

dispensary 

    

53- Ensure logistics of delivery and storage     

54- Implement a system for documentation and record keeping     

55- Take responsibility for quantification of forecasting     

Workplace 

manageme

nt  

56- Address and manage day to day management issues     

57- Demonstrate the ability to take accurate and timely decisions and make 

appropriate judgments 

    

58- Ensure the product schedule are appropriately planned and managed     

59- Ensure the work time is appropriately planned and managed     

60- Improve and manage the provision of pharmaceutical services  
    

61- Recognise and manage pharmacy resources (e.g. Financial, 

Infrastructure) 
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Table 2: For each statement determine your current level of performance for each of the 

behavioural statements and decide on one learning objective to start your CPD cycle (GROUP 3) 

Rating Definitions Percentage 

expression 

Consistently 
Consistently demonstrates the expected standard practice, with 

very rare lapses 
85 – 100% 

 

Usually 
Demonstrates expected standard practice with occasional 

lapses 51 – 84% 

Sometimes 

 

Demonstrates expected standard practice less than half of the 

time observed.  
25 – 50% 

 

Rarely 

 

Very rarely meets the standard expected. No logical thought 

process appears to apply 0- 24% 

 

A. Professional/Personal Competencies Rarely Sometimes Usually Consistently 

Communicati

on skills  

62- Communicate clearly, precisely and appropriately while being a 

mentor or tutor 

    

63- Communicate effectively with health and social care staff, support 

staff, patients, carer, family relatives and clients/customers, using lay 

terms and checking understanding 

    

64- Demonstrate cultural awareness and sensitivity     

65- Tailor communications to patient needs     

66- Use appropriate communication skills to build, rapport and engage 

with patients, health and social care staff and voluntary services (e.g. 

verbal and non-verbal) 

    

Continuing 

professional 

development 

(CPD) 

67- Document CPD activities       

68- Engage with students/interns/residents     

69- Evaluate accuracy of knowledge and skills     

70- Evaluate learning     

71- Identify if expertise needed outside the scope of knowledge 
    

72- Identify learning needs     

73- Recognise own limitation and act upon them     

74- Reflect on performance 
    

75- Apply and understand regulatory affairs and the key aspects of 

pharmaceutical registration and legislation 
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Legal and 

regulatory 

practice  

76- Apply knowledge in relation to the principals of business economics 

and intellectual property rights including the basics of patent 

interpretation 

    

77- Be aware of and identify the new medicines coming to the market     

78- Comply with legislation for drugs with the potential for abuse     

79- Demonstrate knowledge in marketing and sales     

80- Engage with health and medicines policies     

81- Understand the steps needed to bring a medicinal product to the 

market including the safety, quality, efficacy, and pharmacoeconomic 

assessments of the product 

    

Professional 

and ethical 

practice 

82- Demonstrate awareness of local/national codes of ethics       

83- Ensure confidentiality (with the patient and other healthcare 

professional) 

    

84- Obtain patient consent (it can be implicit in occasion)     

85- Recognise own professional limitation     

86- Take responsibility of own action and for patient care     

Quality 

assurance and 

research in the 

workplace 

87- Apply research findings and understand the benefits risk (e.g. pre-

clinical, clinical trials, experimental clinical-pharmacological research 

and risk management 

    

88- Audit quality of service (ensure that they meet local and national 

standards and specifications) 

    

89- Develop and implement Standing Operating Procedures (SOP's)     

90- Ensure appropriate quality control tests are performed and managed 

appropriately 

    

91- Ensure medicines are not counterfeit and quality standards     

92- Identify and evaluate evidence-based to improve the use of medicines 

and services 

    

93- Identify, investigate, conduct, supervise and support research at the 

workplace (enquiry-driven practice) 

    

94- Implement, conduct and maintain a reporting system of 

pharmacovigilance (e.g. report Adverse Drug Reactions) 

    

95- Initiate and implement audit and research activities     

Self-

management  

96- Apply assertiveness skills (inspire confidence)     

97- Demonstrate leadership and practice management skills, initiative and 

efficiency 

    

98- Document risk management (e.g. critical incidents)     

99- Ensure punctuality     

100- Prioritise work and implement innovative ideas     
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Appendix 17: Refinement of KFCF draft  

The Kuwait Foundation Competency Framework (KFCF) 

Introduction:  

“Foundation” practice means post-graduation practice, beyond “Day 1” of employment, and 

encompassing up to (approximately) the first 3 years of career development.  In their early years 

in practice, pharmacists build the knowledge, skills, and behaviours required to advance in their 

career and to become competent healthcare professionals. Competent pharmacists have the 

potential to improve therapeutic outcomes and patients' quality of life.  

The “Kuwait Foundation Competency Framework (KFCF)” was developed as an evidence-based 

tool to supplement professional development training programmes at foundation level. It is 

believed that pharmacists who are well supported and understand what is required are better 

equipped to adapt and deliver pharmaceutical care. The KFCF builds on the widely used Global 

Competency Framework (GbCF) developed by the International Pharmaceutical Federation (FIP) 

to ensure it is applicable to pharmacists across all sectors. Evidence shows that pharmacists who 

are well supported and understand what is required from them are better equipped to adapt and 

deliver pharmaceutical care 

Competencies included in the KFCF will support pharmacists to master the knowledge, skills, and 

behaviours that are essential for all pharmacists across all practice settings. This support is 

important because evidence showed that greater impact on patient care is linked to the extent of 

education and training support provided to pharmacists. There is a mixture of health promotion, 

pharmaceutical care, organisation and management, as well as personal and professional 

competencies that will guide individual pharmacist on the safe and effective provision of pharmacy 

services. The KFCF also helps pharmacist to identify learning gaps and areas for professional 

development.  

Both foundation training programmes and the KFCF are essential for sustainable education and 

training pathway for pharmacists.   

 As well as supporting foundation practice for individuals, the KFCF can be used by education and 

training providers, employers and mentors to guide and set expectations for development. 
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The Kuwait Foundation Competency Framework (KFCF) has four clusters: 
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Cluster 1- Pharmaceutical public health    

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

1.1 Health 

Promotion 
 تعزيز الصحة

1-Assess the primary healthcare needs (taking into account the 

cultural and social setting of the patient)  
 

بيئة تقييم احتياجات الرعاية الصحية االساسية )مع االخذ بعين االعتبار 
 المريض الثقافية واالجتماعية(

Core 

    

2- Advise on health promotion, disease prevention and 

control, and healthy lifestyle 

 

تقديم النصيحة بشأن: تعزيز الصحة ، والوقاية من األمراض والتحكم بها، و 
 نمط الحياة الصحي

Core 

    

Comments: 

1.2 

Medicines 

information 

and advice 
المعلومات 

الدوائية 

وتقديم 

 النصائح

3- Counsel population on the safe and rational use of 

medicines and devices (including the selection, use, 

contraindications, storage, and side effects of non-prescription 

and prescription medicines)  

للجمهور حول االستخدام االمن والرشيد للدواء  تقديم االستشارة 

واالجهزة الطبية )بما في ذلك اختيار الدواء واستخدامه وتخزينه والتعارضات 
الدوائية واالعراض الجانبية لألدوية المصروفة بوصفة طبية وكذلك االدوية 

 التي ال تحتاج وصفة طبية لصرفها(

Core 

    

4- Identify sources, retrieve, evaluate, organise, assess and 

disseminate relevant medicines information according to the 

needs of patients and clients and provide appropriate 

information   

مصادر المعلومات، واستخراج وتقييم وترتيب وايصال  التعرف على
ت الطبية ذات الصلة وفقا لحاجات المرضى والعمالء وتقديم المعلوما

 المعلومات المناسبة لهم

Core 

    

Comments: 
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Cluster 2- Pharmaceutical care competencies 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

2.1 

Assessment of 

medicines 
تقييم العالج 

 الدوائي

5- Appropriately select medicines (e.g. according to the 

patient, hospital, government policy, etc.)   

االختيار المناسب للدواء )مثال: بما يتناسب مع:  المريض، المستشفى، 
 سياسة الحكومة... الخ(

Core 

    

6- Identify, prioritise and act upon medicine-medicine 

interactions; medicine-disease interactions; medicine-

patient interactions; medicines-food interactions  

 

التعرف على التعارض بين االدوية والتعارض بين االدوية واالمراض 
والتعارض بين االدوية والطعام والتعارض بين االدوية وحالة المريض 

 وترتيبها حسب األولوية والتصرف بناء على ذلك

Core 

    

Comments:  

2.2 

Compounding 

medicines 
 تحضير األدوية

7- Prepare pharmaceutical medicines (e.g. extemporaneous, 

cytotoxic medicines), determine the requirements for 

preparation (calculations, appropriate formulation, 

procedures, raw materials, equipment etc.)  
تحضير المستحضرات الصيدالنية )مثال: التحضيرات المعملية ، 

المستحضرات عالية السمية( و تحديد متطلبات التحضير )الحسابات 
مواد الخام ، المعدات ، الرياضية ، المعادالت المناسبة ، اإلجراءات، ال

 إلخ(

Core 

    

8- Compound under the good manufacturing practice for 

pharmaceutical (GMP) medicines  
  

 (GMP) تركيب االدوية باتباع ممارسات التصنيع الجيد

Supplementa

ry for 

pharmacists 

working in 

government 

sector 

    

Comments: 
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Cluster 2- Pharmaceutical care competencies 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(الوقتمن % 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

2.3 

Dispensing 
 صرف األدوية

9- Accurately dispense medicines for prescribed and/or 

minor ailments and monitor the dispense (re-checking the 

medicines)  

بدون وصفة الدقة في صرف األدوية التي تصرف بوصفة طبية أو 
لألمراض البسيطة ومراقبة عملية الصرف )إعادة التأكد من األدوية قبل 

 الصرف(

Core 

    

10- Accurately report defective or substandard medicines to 

the appropriate authorities  

اإلبالغ بدقة عن األدوية ذات العيوب أو تلك التي ال تستوفي المعايير 
 المطلوبة للسلطات المختصة

Core 

    

11- Appropriately validate prescriptions, ensuring that 

prescriptions are correctly interpreted and legal  

 التحقق من صحة الوصفات طبيا وقانونيا مع الفهم الصحيح لها

Core 
    

12- Dispense devices (e.g. Inhaler or a blood glucose meter) 

 الطبية )كالبخاخات وأجهزة قياس مستوى السكر في الدم(صرف االجهزة 
Core 

    

13- Document and act upon dispensing errors  

 التعامل مع أخطاء الصرف و توثيقها
Core 

    

14- Implement and maintain a dispensing error reporting 

system and a ‘near misses’ reporting system 

تطبيق نظام لإلبالغ عن أخطاء الصرف ونظام لإلبالغ عن األخطاء "التي 
 كادت ان تحدث" )تم تفاديها(

Core 

    

15- Label the medicines (with the required and appropriate 

information)  

 وضع الملصقات على األدوية )بالمعلومات المطلوبة والمناسبة(

Core 
    

16- Learn from and act upon previous ‘near misses’ and 

‘dispensing errors’  

التعلم من األخطاء السابقة في الصرف وتجنب األخطاء التي كادت أن 
 تحدث

Core 

    

Comments: 

Cluster 2- Pharmaceutical care competencies 
 Category Frequency 
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Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 

 غالبا
(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 

 بعض األحيان
(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 

 نادرا
(0-24% of the time) 

(من الوقت% 0-24)  

2.4 

Medicines 
 األدوية 

17- Advise patients on proper storage conditions of the 

medicines and ensure that medicines are stored appropriately 

(e.g. humidity, temperature, expiry date, etc.)  

تقديم النصيحة للمرضى فيما يخص الشروط السليمة لتخزين األدوية والتأكد من  
حيحة )مثال: الرطوبة والحرارة وتاريخ الصالحية وما إلى  حفظ األدوية بصورة ص

 ذلك( 

Core 

    

18- Appropriately select medicines formulation and 

concentration for minor ailments (e.g. diarrhoea, 

constipation, cough, hay fever, insect bites, etc.)  

اختيار الدواء المناسب )من ناحية التركيز والتركيبة الدوائية( لألمراض 
ال وحمى القش ولدغات الحشرات البسيطة مثل اإلسهال واإلمساك والسع

 )وما إلى ذلك

Core 

    

19- Ensure appropriate medicines, route, time, dose, 

documentation, action, form and response for individual 

patients  

التأكد من أخذ الدواء المناسب بالشكل الصحيح والوقت والجرعة المناسبين 
و بالطريقة الصحيحة و التأكد من حصول استجابة مناسبة مع توثيق ذلك 

 لكل مريض

Core 

    

20- Package medicines to optimise safety (ensuring 

appropriate re-packaging and labelling of the medicines) 

تعبئة األدوية بطريقة تضمن سالمة المرضى )التحقق من إعادة تعبئة 
  األدوية و وضع الملصق المناسب(

Core 

    

2.5 

Monitor 

medicines 

therapy 

مراقبة العالج  

 الدوائي

21- Apply guidelines, medicines formulary system, protocols 

and treatment pathways  

تطبيق اإلرشادات العلمية ، ونظام الدستور الدوائي ، والبروتوكوالت و 
 خطط العالج

Core 

    

22- Ensure therapeutic medicines monitoring, impact and 

outcomes (including objective and subjective measures)  
ضمان مراقبة التقييم العالجي  للدواء وتأثيره ونتائجه )ويشمل المقاييس 

 الحسية او باستخدام االجهزة(

Core 

    

23- Identify, prioritise and resolve medicines management 

problems (including errors)  

 تحديد مشاكل إدارة األدوية وحلها بحسب األولوية )بما في ذلك األخطاء(

Core 
    

Comments: 
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Cluster 2- Pharmaceutical care competencies 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

2.6 

Patient 

consultation 

and 

diagnosis 
التشخيص 

وتقديم 

االستشارة 

 للمريض

24- Apply first aid and act upon arranging follow-up 

care 

 

  تقديم اإلسعافات األولية واتخاذ الالزم و متابعة حالة المصاب

Supplementary for 

pharmacists 

working in private 

sector 

    

25- Appropriately refer  

 التحويل المناسب )للمختص المناسب(
Core 

    

26- Discuss and agree with the patients the 

appropriate use of medicines, taking into account 

patent's preferences 

 

المناقشة واالتفاق مع المريض على االستخدام المناسب للدواء 
 بعين االعتبار ما يفضله المريضمع األخذ 

Core 

    

27- Document any intervention (e.g. document any 

allergies, medicines and food) in patient medicines 

history  

 

تدوين وتوثيق أي تدخل عالجي )أي حساسية للدواء أو الطعام( 
 في السجل الدوائي للمريض

Core 

    

28- Obtain, reconcile, review, maintain and update 

relevant patient medication and disease history  

 

الحصول على التاريخ الدوائي والصحي  للمريض والمحافظة 
 على تحديثه ومراجعته والتأكد من توافق األدوية

Core 

    

Comments: 
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Cluster 3- Organisation and management 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

3.1 

Budget and 

reimbursement 
 الميزانية والسداد

 

29- Effectively set and apply budgets  

 

 تحديد وتطبيق الميزانيات بكفاءة

Supplementary for 

pharmacists 

working in private 

sector 

    

30- Ensure appropriate claim for the 

reimbursement  

 

 التأكد من المطالبة المناسبة لسداد التكاليف

Supplementary for 

pharmacists 

working in private 

sector 

    

31- Ensure financial transparency   

 

 التأكد من الشفافية المالية

Supplementary for 

pharmacists 

working in private 

sector 

    

32- Ensure proper reference sources for service 

reimbursement   

 

 التأكد من المصدر المسؤول عن سداد تكاليف الخدمات

Supplementary for 

pharmacists 

working in private 

sector 

    

Comments: 
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Cluster 3- Organisation and management 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

3.2 

Human 

resources 

management  
إدارة الموارد 

 البشرية

33- Demonstrate organisational and management 

knowledge (e.g. know, understand and lead on 

medicines management, risk management, self- 

management, time management, people 

management, project management, policy 

management)  

 

إظهار المعرفة التنظيمية واإلدارية )مثال: فهم و معرفة 
وادارة موارد األدوية، إدارة الوقت، ادارة الذات، ادارة الموارد 

 البشرية، ادارة المشاريع، و إدارة السياسات(

Supplementary for 

pharmacists 

working in private 

sector 

    

34- Identify and manage human resources and 

staffing issues  

 

 تحديد وإدارة الموارد البشرية وشئون الموظفين

Supplementary for 

pharmacists 

working in private 

sector 

    

35- Participate, collaborate, advice in therapeutic 

decision-making and use appropriate referral in a 

multi-disciplinary team  

المشاركة و التعاون، وتقديم المشورة فيما يتعلق باتخاذ 
القرارات العالجية وتحويل المريض حسب حالته للشخص 

 بي متعدد االختصاصاتالمختص المناسب في الفريق الط

Supplementary for 

pharmacists 

working in private 

sector 

    

36- Recognise the value of the pharmacy team and 

of a multi-disciplinary team  

إدراك قيمة فريق الصيدلية والفريق الطبي متعدد 
 االختصاصات

Core 

    

37- Support and facilitate staff training and 

continuing professional development 

دعم وتسهيل تدريب الموظفين و المساهمة في التطوير 
 المهني المستمر

Core 

    

Comments: 
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Cluster 3- Organisation and management 
 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت 0-24%)  

3.3 

Improvement 

of service 
 تحسين الخدمات

38- identify and implement new services (according to 

local needs)  

 التعرف على وتطبيق خدمات جديدة )بناء على احتياجات العمل( 
Core 

    

39- Resolve, follow-up and prevent medicines related 

problems  

 حل ومتابعة ومنع المشاكل المتعلقة باألدوية
Core 

    

3.4 

Procurement 
 المشتريات

40- Access reliable information and ensure the most 

cost-effective medicines in the right quantities with the 

appropriate quality  

االطالع على مصادر و معلومات موثوقة لضمان استخدام الكميات  
 يلة المناسبة من  األدوية األكثر فعالية وذات الجودة العالية والتكلفة القل

Supplementary for 

pharmacists working 

in private sector 

    

41- Participate in implementing contingency plan for 

shortages 

 المشاركة في تطبيق خطة الطوارئ عند قلة الموارد
Core 

    

42- Efficiently link procurement to formulary, to 

push/pull system (supply chain management) and 

payment mechanisms  

االستهالك وبين  \الربط بفاعلية عالية بين دساتير األدوية ونظام الطلب
 الطلبيات )ادارة سلسلة التوريد( واليات الدفع

Supplementary for 

pharmacists working 

in private sector 

    

43- Ensure there is no conflict of interest  

 التأكد من عدم وجود تعارض في المصالح 
Core 

    

44- Select reliable supplies of high-quality products 

(including appropriate selection process, cost 

effectiveness, timely delivery)  

اختيار مصادر تزويد موثوقة للحصول على منتجات عالية الجودة )بما  
التكلفة  في ذلك عملية االختيار المناسبة، والفعالية العالية مقابل 

 المنخفضة، والتسليم في الوقت المناسب( 

Core 

    

45- Supervise procurement activities  

 اإلشراف على أنشطة الشراء

Supplementary for 

pharmacists working 

in private sector 

    

46- Understand the trending methods and evaluation 

of tender bids  

 فهم حركة األسعار وتقييم عروض المناقصات 

Supplementary for 

pharmacists working 

in private sector 
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Comments:  

Cluster 3- Organisation and management 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

3.5 

Supply chain 

and 

management  
إدارة سلسلة 

 التوريد

47- Demonstrate knowledge in store medicines to 

minimise errors and maximise accuracy  

اظهار المعرفة في طرق تخزين األدوية لتقليل األخطاء وزيادة 
 الدقة

Core 

    

48- Ensure accurate verification of rolling stocks  

 التأكد بدقة من حركة مخزون األدوية
Core 

    

49- Ensure effective stock management and 

running of service with the dispensary  

التأكد من فاعلية ادارة مخزون األدوية وحركة الصرف في 
 الصيدلية

Core 

    

50- Ensure logistics of delivery and storage  

 

 التأكد من خدمات التسليم والتخزين

Core 
    

51- Implement a system for documentation and 

record keeping  

 

 تطبيق نظام التوثيق وحفظ السجالت

Core 

    

52- Take responsibility for quantification of 

forecasting  

 

 تحمل مسئولية التنبؤ بالكميات المطلوبة

Core 

    

Comments: 
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Cluster 3- Organisation and management 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

3.6 

Workplace 

management  
 إدارة مركز العمل

53- Acknowledge the organisational structure 

 

 اإلقرار بالهيكل التنظيمي
Core 

    

54- Address and manage day to day management 

issues  

 

 تحديد وادارة األمور االدارية اليومية

Supplementary for 

pharmacists 

working in private 

sector 

    

55- Demonstrate the ability to take accurate and 

timely decisions and make appropriate judgments  

 

اظهار القدرة على اتخاذ قرارات صحيحة و احكام مناسبة وفي 
 الوقت المناسب

Core 

    

56- Ensure the product schedule are appropriately 

planned and managed  

 

 التأكد من ان جدول المواد مخطط له ومدار بصورة مالئمة

Supplementary for 

pharmacists 

working in private 

sector 

    

57- Ensure the work time is appropriately planned 

and managed  

 التأكد من أن وقت العمل مخطط له ومدار بصورة مالئمة

Core 
    

58- Improve and manage the provision of 

pharmaceutical services  

 

 تحسين وإدارة تقديم الخدمات الصيدالنية

Core 

    

59- Recognise and manage pharmacy resources 

(e.g. Financial, Infrastructure)  

 

تحديد وادارة موارد الصيدلية ) مثل: الموارد المالية والبنية 
 التحتية(

Supplementary for 

pharmacists 

working in private 

sector 

    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

4.1 

Communication 

skills  
 مهارات التواصل

60- Communicate clearly, precisely and 

appropriately while being a mentor or tutor 

التواصل بصورة واضحة دقيقة ومناسبة عند القيام بمهام 
   التدريب واالستشارة

Core 

    

61- Communicate effectively with health and 

social care staff, support staff, patients, carer, 

family relatives and clients/customers, using lay 

terms and checking understanding  

التواصل بفاعلية مع مقدمي الرعاية الصحية واالجتماعية ، 
المساعدين، المرضى ، رعاة وأقارب المرضى ، العاملين 

والعمالء والتحقق من فهمهم عن طريق استخدام لغة 
 بسيطة مفهومة

Core 

    

62- Demonstrate cultural awareness and 

sensitivity  

 اظهار وعي وتفهم تجاه ثقافات المرضى المختلفة

Core 
    

63- Tailor communications to patient needs 

 

  تكييف التواصل بناء على احتياجات المريض

Core 
    

64- Use appropriate communication skills to 

build, rapport and engage with patients, health 

and social care staff and voluntary services (e.g. 

verbal and non-verbal)  

استخدام مهارات الحوار والتواصل المناسبة لبناء وتقديم 
لرعاية الصحية التقارير والتعامل مع المرضى وموظفي ا

واالجتماعية والخدمات التطوعية )على سبيل المثال 
 التواصل اللفظي وغير اللفظي(

Core 

    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

4.2 

Continuing 

professional 

development 

(CPD)  
التطوير المهني 

 المستمر 

65- Document CPD activities   

 

 كتابة وتوثيق انشطة التطوير المهني المستمر

Core 
    

66- Engage with students/interns/residents  

 

 المشاركة مع الطلبة والمقيمين والمتدربين 

Core 
    

67- Evaluate accuracy of knowledge and skills 

 
  والمهاراتتقييم دقة المعرفة 

Core 
    

68- Evaluate learning  

 

 تقييم ما تم تعلمه

Core 
    

69- Identify if expertise needed outside the scope 

of knowledge  

 

تحديد ما إذا كان هناك حاجة لالستعانة بخبرة خارجية خارج 
 نطاق معرفته

Core 

    

70- Identify learning needs  

 

 تحديد الحاجة للتعلم

Core 
    

71- Recognise own limitation and act upon them  

 

 ادراك نواحي القصور الذاتي والتعامل معها

Core 
    

72- Reflect on performance  

 

 تقييم االداء الشخصي

Core 
    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

4.3 

Legal and 

regulatory 

practice 
الممارسة  

القانونية 

 والتنظيمية

73- Apply and understand regulatory affairs and 

the key aspects of pharmaceutical registration and 

legislation  

تطبيق وفهم الشؤون التنظيمية والنقاط الجوهرية في 
 ت الصيدالنيةالتشريعا

Core 

    

74- Apply knowledge in relation to the principals 

of business economics and intellectual property 

rights including the basics of patent interpretation  

تطبيق المعرفة المتعلقة بأساسيات اقتصاديات العمل وحقوق 
 راعالملكية الفكرية بما في ذلك مبادئ تحليل براءة االخت

Supplementary for 

pharmacists 

working in private 

sector 

    

75- Be aware of and identify the new medicines 

coming to the market  

 الدراية والمعرفة باألدوية الجديدة القادمة إلى السوق

Core 
    

76- Comply with legislation for drugs with the 

potential for abuse  

 االلتزام بالقوانين المتعلقة باألدوية التي قد يُساء استخدامها

Core 
    

77- Demonstrate knowledge in marketing and 

sales  

 اظهار المعرفة في مجال التسويق والمبيعات

Supplementary for 

pharmacists 

working in private 

sector 

    

78- Engage with health and medicines policies  

 المشاركة في سياسات الصحة واألدوية
Core 

    

79- Understand the steps needed to bring a 

medicinal product to the market including the 

safety, quality, efficacy, and pharmacoeconomic 

assessments of the product  

فهم الخطوات الالزمة إلحضار المنتج الدوائي للسوق بما في 
فاعلية والتقييمات ذلك تقييم معايير السالمة والجودة وال

 االقتصادية الدوائية للمنتج

Supplementary for 

pharmacists 

working in private 

sector 

    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

4.4 

Professional 

and ethical 

practice 
الممارسة  

االخالقية 

 والمهنية

80- Demonstrate awareness of local/national 

codes of ethics   

 

 إظهار الوعي بقواعد وأخالقيات المهنة  المحلية / الوطنية

Core 

    

81- Ensure confidentiality (with the patient and 

other healthcare professional)  

 

ضمان السرية )مع المريض وغيره من المتخصصين في 
 الرعاية الصحية(

Core 

    

82- Obtain patient consent (it can be implicit in 

occasion)  

 

الحصول على موافقة المريض )قد تكون موافقة ضمنية في 
 بعض األحيان(

Core 

    

83- Recognise own professional limitation  

 

 معرفة حدود مهنته

Core 
    

84- Take responsibility of own action and for 

patient care  

 

 تحمل مسؤولية أفعاله ورعايته للمرضى

Core 

    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 
 غالبا

(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 
 بعض األحيان

(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 
 نادرا

(0-24% of the time) 

(من الوقت% 0-24)  

4.5 

Quality 

assurance and 

research in the 

workplace 
ضمان الجودة 

واألبحاث في 

 مركز العمل

85- Apply research findings and understand the benefits risk 

(e.g. pre-clinical, clinical trials, experimental clinical-

pharmacological research and risk management  

والمخاطر )مثال: ما قبل الدراسات  تطبيق نتائج األبحاث العلمية وفهم المنافع  
االكلينيكية ، الدراسات االكلينيكية ، األبحاث التجريبية الصيدالنية االكلينيكية ، 

 إدارة المخاطر(

Core 

    

86- Audit quality of service (ensure that they meet local and 

national standards and specifications)  

التدقيق في جودة الخدمة المقدمة )ضمان استيفائها للمعايير والمواصفات  
 المحلية والوطنية(

Core 

    

87- Develop and implement Standing Operating Procedures (SOP's)  

 تطوير وتطبيق اإلجراءات التشغيلية الدائمة 
Core     

88- Ensure appropriate quality control tests are performed 

and managed appropriately 

 بصورة مناسبةالتحقق من تطبيق فحوصات التحكم بالجودة وإدارتها 
Core 

    

89- Ensure medicines are not counterfeit and quality standards   

 التحقق من معايير الجودة وعدم زيف األدوية
Core 

    

90- Identify and evaluate evidence-based to improve the use of 

medicines and services  

 تحديد وتقييم األدلة العلمية لتحسين استخدام األدوية و الخدمات المقدمة 
Core 

    

91- Identify, investigate, conduct, supervise and support 

research at the workplace (enquiry-driven practice)  

التعرف على األبحاث المطلوبة في مركز عمله ويقوم بها أو يشرف عليها أو  
 يدعمها 

Supplementa

ry for 

pharmacists 

working in 

private 

sector 

    

92- Implement, conduct and maintain a reporting system of 

pharmacovigilance (e.g. report Adverse Drug Reactions)  

العمل على وتطبيق و المحافظة على نظام اليقظة الدوائية )على سبيل المثال  
 االبالغ عن اآلثار الجانبية لألدوية( 

Core 

    

93- Initiate and implement audit and research activities  

 المبادرة بأنشطة التدقيق على الخدمات المقدمة والبحث العلمي
Core 

    

Comments: 
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Cluster 4- Professional/Personal 

 

Category 

Frequency 
Consistently 

 باستمرار

(85-100% of the time) 

(من الوقت% 85-100)  

Usually 

 غالبا
(51-84% of the time) 

(من الوقت% 51-84)  

Sometimes 

 بعض األحيان
(25-50% of the time) 

(من الوقت% 25-50)  

Rarely 

 نادرا
(0-24% of the time) 

(من الوقت% 0-24)  

4.6 

Self-

management  
 إدارة الذات

94- Apply assertiveness skills (inspire confidence)  

 

 تطبيق مهارات تأكيد الذات )يلهم بالثقة بالنفس(

Supplementa

ry for 

pharmacists 

working in 

private 

sector 

    

95- Demonstrate leadership and practice management 

skills, initiative and efficiency  

 

 اظهار مهارات القيادة والقدرة اإلدارية والمبادرة والكفاءة

Core 

    

96- Document risk management (e.g. critical incidents)  

 

 توثيق إدارة المخاطر )مثل الحوادث الخطيرة(

Core 
    

97- Ensure punctuality  

 

 االلتزام بالوقت والمواعيد

Core 
    

98- Prioritise work and implement innovative ideas  

 

 ترتيب أولويات العمل وتطبيق األفكار اإلبداعية

Core 
    

Comments: 
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FIP Workforce Development Goals: A Tool for Kuwait Pharmacy Workforce Development 

Asmaa Alhaqan1, Ian Bates1, Dalal Al-Taweel2, Felicity Smith3  

1. FIP Collaborating Centre, University College London, School of Pharmacy, UK 

2. Faculty of Pharmacy, Kuwait University, Kuwait 

3. School of Pharmacy, University College London, UK 

 

Background: Continuing Professional Development (CPD) is an ongoing, cyclical process of 

continuous quality improvement by which pharmacists seek to maintain and enhance their 

competence in both current duties and anticipated future service. However in Kuwait, there are no 

regulations currently in place that mandate pharmacists to attend or keep a log for CPD activities.  

Purpose: To explore and evaluate pharmacy workforce development needs and priorities in 

relation to CPD, in order to inform the development and implementation of a CPD model for 

pharmacists in Kuwait.  

Method: A qualitative approach using focus group interviews was carried out with thirty three 

pharmacists practising in direct and non-direct patient care settings. In addition, semi-structured 

interviews with the three main pharmacy CPD providers in the country were conducted. Data were 

analysed using the framework analysis method.  

Results: Three clusters including thirteen themes within the FIP Workforce Development Goals 

(WDGs) framework were discussed. Pharmacists and CPD providers agreed that lack of scope of 

practice and competency frameworks made it difficult for pharmacists to identify their learning 

needs and decide on goals for career development. CPD providers highlighted that, currently, CPD 

events are limited, and opportunistic due to lack of national foundation and advanced competency 

frameworks.  

Conclusion: This study provided in-depth understanding of the multidimensional nature of 

pharmacy CPD in Kuwait. Using the FIP WGDs framework helped to create a map for 

pharmacists’ education and career development. Findings from this study  may support leaders 

and policy makers to make informed decisions with regards to pharmacy workforce development. 

Topic area: Academic pharmacy 
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Pharmacy workforce development: A model for Continuing Professional Development for 

Pharmacists in Kuwait 

Asmaa Alhaqan1, Ian Bates1, Dalal Al-Taweel2, Felicity Smith1  

1. School of Pharmacy, University College London (UCL), UK 

2. Faculty of Pharmacy, Kuwait University, Kuwait 

Abstract  

Background: Changes, both internal and external, to the pharmacy profession have meant that a 

pharmacy degree can no longer serve as an endpoint to professional training within pharmacy. The 

need for some form of continued learning after the completion of basic formal education in which 

learning takes place over a lifetime and stretches beyond the classroom to the point-of-care has 

become increasingly evident.  

Aim: to explore and evaluate pharmacy workforce development needs and priorities in relation to 

Continuing Professional Development (CPD), in order to inform the development and 

implementation of a CPD model for Pharmacists in Kuwait  

Methodology: a qualitative approach using focus group interviews was carried out with thirty 

three pharmacists practising in direct and non-direct patient care settings. In addition, semi-

structured interviews with the three main pharmacy CPD providers in the country were conducted. 

Data were analysed using the framework analysis method.  

Results: Findings from this study suggests that CPD is a multidimensional in nature. Learning and 

training opportunities, support system, effective communications between stakeholders, and 

policies and regulations are all interconnected when pharmacy CPD is discussed. Pharmacists and 

CPD providers agreed that lack of scope of practice and competency frameworks made it difficult 

to identify learning needs and decide on goals for career development. However, they disagreed 

when the approach for change was questioned. Pharmacists called for an expansion of the 

pharmacists role in hospitals, primary care, and community through a top-down approach for 

change. At the same time, CPD providers suggested that a bottom-up approach to change is 

required if new CPD model is intended to be implemented.  

Conclusion: this study provided in-depth understanding of the multidimensional nature of  

pharmacy CPD in Kuwait. Results may support policy makers to make more informed decisions 

in regards to pharmacy workforce development.  


