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Abstract

Abstract

The reform program for the National Health Service (NHS) is based around the need 
for healthcare professionals to maintain their competence to ensure fitness for practise. 
A competency framework designed to facilitate the development of pharmacists 
working at a general level in hospital pharmacy has been shown to improve individual 
performance. The aim of this thesis was to modify the framework to support primary 
care and community pharmacists and to evaluate this framework as a measurable 
mechanism to support continuing professional development (CPD).

The framework was modified through a content analysis of the literature to identify the 
behaviours for pharmacists working in primary care, mapping of these behaviours to 
the framework, and consensus development panels to review the modified framework.

In order to evaluate the framework, one hundred pharmacists working in primary care 
and community pharmacy in the United Kingdom (UK) were recruited. Sixty nine were 
allocated to use the framework to support their CPD, whilst 31 did not have access to 
the framework for development purposes. All pharmacists made an initial self 
assessment against the framework. Intervention pharmacists used the framework to 
identify learning needs for CPD and were visited at 4 months and at 8 months by a 
trained facilitator to support their self assessment. Final self assessments were 
collected from all pharmacists at 12 months.

Intervention pharmacists showed a significantly greater improvement in performance 
than the non-intervention pharmacists overall, and in each competency cluster. 
Additionally intervention pharmacists reported greater engagement with CPD at the 
end of the study compared with the non-intervention pharmacists.

All pharmacists reported performance improvement over the 12-month period, but use 
of the framework led to a significantly greater improvement. This was due to the 
framework defining the expected competencies, the self-assessment allowing 
pharmacists to identify their learning needs for CPD, and the support provided by the 
facilitator. These results complement the evidence from the evaluation in secondary 
care and show that the framework can be used to support CPD in primary care and 
community pharmacy.
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Glossary

Glossary

Behavioural competencies A typical behaviour observed when effective performers
apply motives, traits, skills, etc to job relevant tasks.

Community pharmacist

Competence 

Competencies 

Competency framework 

The intervention

Performance

A pharmacist providing services under the NHS 
Community Pharmacy Contract from registered pharmacy 
premises. This includes owners, managers, second 
pharmacists and locums working for multiple pharmacy 
organisations, small chains and independent pharmacies.

The ability to undertake the tasks required of a particular 
job or role.

Relates to specific capabilities drawn from the domains of 
knowledge, attitudes, skills and values

A complete collection of competencies that are thought to 
be essential to effective performance.

The intervention consists of the use of the nGLF to 
identify learning needs for CPD with the support of a 
facilitator.

Performance was assessed in this study through self 
assessment against the competencies described in the 
nGLF. The use of the term 'performance' in this thesis 
implies self assessed performance.

Practice pharmacist A pharmacist working for a PCT or GP surgery (either 
employed or on a sessional basis) in a clinical role, e.g. 
performing medication reviews, carrying out domiciliary 
visits, supplementary prescribing. This includes 
pharmacists who have a dual role, for example working 
on a sessional basis for the PCT, and also in community 
pharmacy. It does not include pharmacists who have a 
strategic role in the PCT.
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Preface

Preface

The purpose of this research was to develop and evaluate a competency framework to 

support the continuing professional development of pharmacists working in primary 

care. In addition, the accuracy of self-assessed performance was explored.

The thesis comprises six chapters. Chapter one, the introduction, provides background 

to the research described in the thesis. It discusses the concept of ‘competence’ with 

particular reference to adult learning theory and professional development and 

presents the benefits and limitations of competency based education. Health care 

policy since the election of the Labour government in 1997 is discussed and the 

emphasis on the quality of patient care underlying all subsequent strategy documents 

described. The changes affecting the pharmacy profession, particularly those 

pharmacists working in primary care and community pharmacy are outlined and the 

implications of these changes on ensuring the competence of pharmacists discussed. 

The introduction also provides an overview of the approaches taken to assess 

competency and ensure fitness for practice both in pharmacy and the other health 

professions, in the UK and internationally.

Chapter two, the aims of the research, describes the purpose of this work: to review the 

competencies expected of pharmacists working in primary care and develop them into 

a useable framework, and then to evaluate the use of this framework to support 

continuing professional development.

Chapter three, the materials and methods, provides an overview of the methods used 

throughout the thesis. The general methods used to develop competency frameworks 

are reviewed and their relevance for the design of this study discussed. The issues 

involved in educational research, particularly around reliability and validity, the levels of 

evaluation of educational interventions, and an overview of the study design for the 

evaluation stage of the study are presented.

Chapter four, developing the framework, is divided into five sections which deal, in 

depth, with the design of this aspect of the research and attempts to relate the results 

to the objectives. The methods section describes the process used to develop the 

framework including details of key stakeholder organisations involved in the 

development, the literature review and the structured process of the consensus 

development panels. The results section presents the outcome of each stage of the 

development process in terms of the behavioural statements included. The outcomes
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Preface

of the consensus development panels are discussed in detail. The discussion section 

relates the results of the development stage to the aims of the study.

Chapter five, evaluating the framework, describes the methods used to conduct the 

evaluation, including the role of the facilitator and the training and support provided to 

the pharmacists using the framework. The results presented include the change in self 

assessed performance in both the intervention and non-intervention groups; a 

comparison between the probability of practice pharmacists and community 

pharmacists achieving the desired performance levels; illustrative data collected from 

pharmacists and facilitators on the experience of using the framework; and a 

comparison between self-assessed performance and performance in written case 

scenarios. The discussion relates the results of the evaluation stage to the aims of the 

study.

Chapter six concludes the thesis with a discussion of the findings of the evaluation 

phase in relation to other work on competence and adult learning theory. The 

discussion subsequently focuses on the implication of the results of this study for 

practice, and considerations for the implementation of the framework in practice. The 

limitations of the methods used are also considered, particularly in relation to 

evaluating educational interventions, and the need for further work is identified. The 

chapter concludes that the framework developed in this study had positive benefits for 

both primary and secondary care, and has the potential to provide a unified approach 

to demonstrating competence across both sectors of the profession and minimises the 

need to use different mechanisms to achieve the same aim, namely the safe and 

effective delivery of services to patients.

This thesis describes an evidence based approach to supporting the development of 

pharmacy practitioners whatever their sector of work. The nGLF is the only framework 

for pharmacists to have been evaluated for its impact on performance. This study 

provides empirical evidence that the nGLF can be used to support CPD in primary care 

and that use of the framework improves pharmacists' performance.
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CHAPTER 1

Introduction
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Introduction

1 INTRODUCTION

The development and maintenance of competence in the healthcare professions has 

been debated and discussed in the literature since the 1970s but recent events in 

healthcare in the UK have brought the issue to the forefront of NHS and regulatory 

organisations’ policy, particularly in ensuring the fitness for practise of healthcare 

professionals. This chapter provides background to the research described in this 

thesis and consists of four sections.

The first section of the introduction discusses the concept of ‘competence’ with 

particular reference to adult learning theory and professional development. Definitions 

of competence and the limitations of the concept of ‘competence’ will be discussed.

The second section provides an overview of health care policy since the election of the 

Labour government in 1997, and describes the emphasis on the quality of patient care 

underlying all subsequent strategy documents. The changes in the pharmacy 

profession, particularly within primary care and community pharmacy, will be outlined 

and the implications of these changes for ensuring the competence of pharmacists 

discussed.

Section three will discuss the assessment of ‘competence’ in the healthcare 

professions, reviewing both the national and international perspective, and section four 

will focus on the current situation in pharmacy in the UK.

This thesis defines competence as ‘the ability to undertake the tasks required of a 

particular job or role’ and takes the view that competence is an educational issue: the 

use of competence in both undergraduate courses and in continuing professional 

development can support the development of practitioners. This thesis aims to find a 

practical way of incorporating competencies into professional development in order to 

support pharmacists to develop their practice and ensure the quality of the services 

provided. The implications of the findings of the study are discussed in Chapter 6, the 
final chapter.
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1.1 COMPETENCE
Many definitions of competence exist. A simple definition of competence is that it is 

about what people do rather than what they know (Unit for the Development of Adult 

Continuing Education, 1989, cited in While, 1994). However this definition does not 

capture the full complexity of the concept. Miller (1988, cited in Girot 1992) suggests 

there are two elements in competence: competence equating to performance and 

competence as a psychological construct i.e. the ability to effectively integrate 

cognitive, affective and psychomotor skills. Short (1984) states that competence is a 

normative concept rather than a descriptive concept; it is a state of being rather than a 

description of what is done in terms of performing tasks. It is the ability to perform in an 

effective way on different occasions including in differing and unexpected 

circumstances. Many authors argue for the importance of cognitive skills, or ‘tacit 

knowledge’ (Polanyi, 1966) in the concept of competence. Competence is a 

multifaceted network of knowledge, attitudes, skills and real-world performance that 

relate to each other (Grossing, 1984; Grossman, 1998; While, 1994). It is the ability to 

use knowledge, produce and process skills and, as a result, act effectively to achieve a 

purpose (Wood and Power, 1987), to manage problems and tolerate uncertainty and 

make decisions with limited information (Schon, 1983). Epstein and Hundert (2002), 

based on prior definitions, propose that professional competence is ‘the habitual and 

judicious use of communication, knowledge, technical skills, clinical reasoning, 

emotions, values and reflection in daily practice for the benefit of the individual and 

community being served.’

Clearly there are many components of competence, but for the purpose of this thesis 

competence will be defined as ‘an ability based on work tasks or job outputs’ (Whiddett 

and Hollyforde, 1999). This definition allows levels of competence to be recognised 

depending on the work tasks or job outputs, rather than a competent/not competent 

outcome. For example, there is a level of competence required to be allowed to 

practice as a pharmacist but this level of competence is different from that required by 

an experienced pharmacist in a senior role.

The relationship between ‘competence’ and ‘performance’ warrants discussion 

particularly when considering the measurement of ‘competence’. Newbie (1992) 

suggests that competence is what people can do, whereas performance is what they 

actually do in real practice, and the Department of Health (2006d) in its review of the 

regulation of the non-medical healthcare professions has used these definitions (see 

box below). Grossing (1984) argues that the construct of ‘competence’ is not directly 

visible, only the results of competent performance. Miller (1990) proposes a framework
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for clinical assessment that describes the relationship between knowledge, 

competence and performance and action (Figure 1.1). Knowledge is learnt and 

assessed at an undergraduate level, but knowledge is useless if it is not put into 

practice effectively. Healthcare professionals need to ‘know how' to use the knowledge 

accumulated. This quality of having sufficient knowledge, judgement and skill for a 

particular role is termed ‘competence’, although ‘knows how’ does not always equate to 

‘shows how’, (i.e. performance). ‘Knows how’ is the potential, ‘shows how’ is what can 

be measured in a clinical assessment and ‘does’ is how the practitioner performs in 

real life. This action level is the most difficult to measure accurately and reliably. There 

are many factors that affect what a person does in real life situations. These have been 

described by Benne and Bennis (1959, in While, 1994) and include the expectations of 

the healthcare institution, work colleagues, professional organisations and self. While 

(1994) suggests that institutional effects can have a profound effect on performance. 

These effects on performance are particularly pertinent for community pharmacists who 

have, for so long, been working in isolation from the rest of the health service, and 

whose professional image has been tarnished by the necessity to provide services 

other than health related services to keep their businesses viable.

Definitions of competence and performance from (Department of Heaith, 2006d)

Competence is the practitioner’s current ability to practise an entire roie, combining 
individual competences and the use of wider judgement

Performance is the manner in which a practitioner has carried out a particular task or 
function. This is the observable part of competence. __________________
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Figure 1.1 Miller’s pyramid of clinical assessment (Miller, 1990)

Does
(Action)

Shows How 
(Performance)

Knows How 
(Competence)

Knows
(Knowledge)

Miller’s framework for clinical assessment clearly has implications when considering 

methods to ensure the competence of healthcare professionals. Patients and 

employers want to be sure, not only that the healthcare professional is able to do the 

job, but that they do do the job. McKinley et al (2001) suggest that a single 

demonstration of competence is not sufficient to ensure adequate' performance in 

everyday practice i.e. there is a competence-performance gap. They suggest the only 
way to ensure competence is to overtly or covertly observe the healthcare professional 

in practice. A recent review of the evidence related to indicators of competence for 

professional practice (Fitzgerald et al., 2001) found a number of other methods for 

assessing competence including continuing education, portfolios, examinations, peer 

review, direct observation, self assessment, interviews and patient outcomes. They 

found no research to suggest that any one of these methods is superior to another.

In order to assess competence it must be broken down into observable actions or 

competencies and if competence is viewed as a normative concept then the indicators 

that are used to measure it need to include cognitive, affective and psychomotor skills 

and abilities (Fitzgerald at a!., 2001). Spencer and Spencer (1993) define a 

competency as ‘an underlying characteristic of an individual that is causally related to 

criterion-referenced effective and/or superior performance in a job.’ The underlying 

characteristic is a deep and enduring part of a person’s personality and encompasses 

motives, traits, self-concept, knowledge and skill. Ashworth and Saxton (1990) offer an 

alternative definition of competency as the ‘performance capability needed by workers 

in a specified occupational area’. Cameron-Jones (1986) provides a useful and more 

practical classification of competence, competency, performance and effectiveness.
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Competency is ‘a single item of knowledge, skill or professional value’ and relates to 

specific capabilities from these domains; competence is the full repertoire of 

competencies; performance is what the individual does rather than what they can do; 

and effectiveness is ‘the bottom line’ -  the effect of the performance on the recipient. 

This definition leads into the concept of behavioural competencies: a typical behaviour 

observed when effective performers apply motives, traits, skills, etc. to job relevant 

tasks (Whiddett and Hollyforde, 1999). Behavioural competencies can be used to 

provide a measure of competence. It is not possible to evaluate a practitioner’s ability 

to handle every single professional encounter, including the knowledge, judgement, 

skills, professional behaviours and ethical standards; but if competence can be defined, 

then a sample of behaviours can be evaluated and extrapolated to the practice 

environment (Grossman, 1998). In clinical practice, it is a combination of task- 

orientated competence and the behaviourally related competencies that is required to 

deliver quality care to the patient (Rethans et al., 1991).

Once the competencies expected of effective performers have been defined and 

described, they must be presented in a way that allows assessment of competence. 

Most competencies are presented in a structured framework similar to that depicted in 

Figure 1.2. A competency framework is a term given to the complete collection of 

competencies that are thought to be essential to effective performance. The 

behavioural indicators are the building block of the framework. These are behaviours 

that would be observed when someone demonstrates competency. In most cases they 

are examples of effective competency. Closely related behavioural indicators are 

organised into competencies and related competencies are grouped together in 

clusters. Competency clusters are titled and often include an overarching statement 

that summarises the competencies contained within the cluster.
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Figure 1.2 A typical competency framework structure (from Whiddett and 

Hollyforde, 1999)

Com petency Fram ework
Competency Clusters e.g. 
■Delivery of Patient Care’  ■

C l 0 2 0 3

Behavioural indicators 
Organised into related groups e.g. 

“Ensures prescription is legal” 
“Ensures prescription is unambiguous"

^ C lo s e ly  related 
com petencies e.g. 

“Provision of 
product”

CCI = Competency Cluster 1 
CC2 = Competency Cluster 2 
CC3 = Competency Cluster 3 
C1 = Competency 1 
C2 = Competency 2 
C3 :  Competency 3

CC3

etc. etc. etc.

Levels of competency can be introduced to the framework. There are two methods of 

achieving this: firstly by defining different behavioural indicators within a competency 

when a framework covers a wide range of jobs with different degrees of difficulty; or 

secondly by levelling the framework according to the expected performance of the job

holder when the framework is related to a single job grade or role, for example, a 

framework may include a list of indicators for threshold competence, outstanding 

competence and negative demonstrations of competence.

Competency frameworks have a number of applications (Table 1.1), but most 

commonly are used in training and development, recruitment and performance review. 

How broadly or narrowly the competencies in the framework should be described 

depends on the purpose of the descriptions (Coit Butler, 1978). Competence-based 

programmes for junior pharmacists have improved recruitment and retention as well as 

improving motivation and performance (Davies et ai, 2002).
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Table 1.1 Applications of competency frameworks (from Whiddett and 

Hollyforde, 1999)

Performance Clarity of role
Cultural change Integrating HR strategy
Training and development Enforcing standards/quality
Recruitment and selection Reward
Business objectives/competitiveness Motivating employees
Career-succession-planning Increased efficiency
Skills analysis Equal opportunities
Flexibility

Definitions used in this thesis

Competence - the ability to undertake the tasks required of a particular job or role.

Competencies -  relates to specific capabilities drawn from the domains of knowledge, 

attitudes, skills and values.

Behavioural competencies - a typical behaviour observed when effective performers 

apply motives, traits, skills etc to job relevant tasks.

A competency framework -  a complete collection of competencies that are thought to 

be essential to effective performance.

1.1.1 Competency based education and training
The move towards competency based education and training (CBET) began in the 

1970s in the US and it has been most widely in teaching, law, medicine and nursing. 

CBET aims to delineate the competencies which an individual should have at the 

completion of a course and can be defined as:

Competency based education and training (Ashworth and Saxton, 1990)

‘Competency based education tends to be a form of education that derives a 
curriculum from an analysis of prospective or actual role in modern society and that 

attempts to certify student progress on the basis of demonstrated performance in some 
or all aspects of that role. Theoretically, such demonstrations of performance are 

  independent of time served in formal education settings.’
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In the UK, the Royal Society of Arts propagated the competency movement in the 

1980s with a range of schemes from pre-vocational school based to post-graduate 

level and in the early to mid eighties the Further Education Unit published a number of 

documents relating to competency based learning. The reports led to the development 

of the National Vocational Qualification (NVQ) for different levels of professional 

qualification that describe standards in terms of ‘competence.’ The definition of 

competence and competency used in the development of NVQs does not imply 

perfection; it implies performance at the stated level i.e. it is criterion referenced. CBET 

is already used in training pharmacy staff with the development of the NVQ for 

dispensing technicians, and the requirement by the RPSGB for pre-registration 

students to demonstrate achievement of a number of performance standards before 

registration as a pharmacist is allowed. CBET is suited to vocational training because 

of the benefits of linking education and training with the requirements of the workplace. 

The government has been introducing CBET to the NHS through it’s ‘Knowledge and 

Skills Framework’ and describes competence and competency using three models 

(Department of Health, 2003c): the outcomes model, the educational model, and the 

personal model.

CBET has worked well for vocational training where the requirements of the workplace 

can be broken down into discrete tasks or jobs, but critics find CBET reductionist, rigid 

and checklist orientated (Kerka, 1988). Barnett (1994) suggests that competence as an 

educational aim is not problematic -  we all want our doctors, lawyers, accountants etc 

to be competent. However, when it becomes a dominant aim, or is construed over- 

narrowly it does become problematic: the human being is forgotten. Humans are 

located not in operations and technique, but in the total world experience of human 

beings. Barnett believes competence restrains thought and action: by breaking down 

work roles into small discrete tasks, the competency based approach ignores the 

connections between individual tasks and the meaning underlying each task. It cannot, 

therefore, represent the complexity of real life situations. Boyatzis (1982) suggests it is 

inappropriate to assume that individual elements of competence added together 

produce global competence i.e. competence is more than the sum of its parts. This is 

exemplified through a simple example of driving a car (Ashworth and Saxton, 1990) 

and the competencies required for gear changing: the competencies required to 

change gear are operating the clutch, operating the accelerator, and operating the gear 

lever. However, in order to change gear competently one must be able to co-ordinate 

these three skills under appropriate driving circumstances. Grussing (1984) confirms 

these views by stating that ‘competence is not achieved unless these basic capacities

29



Introduction

can be integrated successfully by the student in ways which make them applicable in 

real world performance settings.’ These criticisms stem from a purely behaviourist view 

of competence. However competence is now considered a comprehensive construct 

encompassing knowledge, skills, behaviour and attributes such as personal traits, 

motives, values and attitudes (Spencer and Spencer, 1993). As a result, many 

competency based training programs include core skills such as problem solving. The 

aim of CBET should be to prepare a professional who can demonstrate the required 

skills and, just as importantly, is prepared to grow independently as new information 

becomes available and practice changes overtime (Devenport, 1990).

This comprehensive definition of competence can lead to difficulties in identifying the 

competencies required of a particular profession. Leung (2002) suggests that it is 

difficult to identify a range of competencies that truly cover the work roles in their 

broadest sense and to represent adequately the types of knowledge relevant to the 

competency identified. Dunn and colleagues (1985) discuss the range of activities 

undertaken in the working day of a doctor to illustrate the requirement for doctors to be 

highly-qualified and well-skilled professionals who can perform a plethora of tasks and 

they pose the question ‘does inability to perform one task competently make them an 

incompetent doctor?’ Dunn et al go on to discuss the advantages and disadvantages 

of different methods for identifying the competencies required of doctors and conclude 

that whatever method is used, the aim of any competence based study should be to 

provide the basis for a programme of courses which will be relevant to the practice of 

the profession, and will make continuing education more appealing to practicing 

members of the profession by concentrating on their individual needs. Grussing (1984) 

suggests that the methods chosen to establish the network of knowledge, attitudes and 

skills will depend on the complexity of the competencies to be defined and discusses 

the situational aspect of competence and the difficulties it poses in determining 

competencies. He suggests that the identification of competencies should be in terms 

of all of the environmental variables which limit and shape the observed behaviour of a 

competent practitioner. Stedman (1985) further discusses this and provides evidence 

of practitioners performing differently in the same tasks under differing conditions.

The difficulty in identifying competencies accurately can lead to inaccuracies in 

measuring competence: ‘measurement can be only as productive and accurate as the 

competence selected to be measured....’ (Benner, 1984). Moreover, there is a danger 

in labelling a person ‘incompetent’ when the precision of measures used to distinguish 

between competent and incompetent is ill defined. In addition the assessment of 

competencies is not value free; the people who use it shape its meaning. If applied
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inappropriately Leung (2002) suggests that competency based education can result in 

demotivation, a focus on minimum acceptable standards, increased administrative 

burden and a reduction in educational content of a course. Grussing (1984) also cites 

focussing on minimal standards as downgrading the aims of education: ‘educational 

excellence is not attained by stressing mediocrity.’

Despite these limitations the competency based approach has been widely adopted in 

many professions because it is measurement centred and assessments are based on 

a set of clearly defined outcomes, allowing training to be individualised, providing 

transparent standards and increased public accountability. The professions have the 

privilege of self-regulation and as such need to guarantee the competence of their 

members and the efficacy of self regulation by careful recruitment and training, and 

setting up committees to deal with misconduct, including incompetence. The concept 

of competence has been adopted by the professions to justify the introduction of 

qualifying exams to maintain their status and exclude unqualified practitioners. There 

has been a move in the UK over the past ten years away from the concept of 

competence as developed by the professions, to the concept of competence used by 

the government to justify control over licensing arrangements and limiting professional 

autonomy to safeguard the public (Eraut, 1994). Over twenty years ago, Dunn (1985) 

recognised that to ensure lifelong competence in medicine a doctor would have to 

undertake a lifelong, systematised continuing education programme which has a 

competence based approach. More recently, professional development based on 

competencies has been shown to improve performance and the safety of patients 

(Antoniou et ai, 2004; Martin M at s i, 1998).

1.1.2 Competence and professional knowledge
There is a danger that, if professional training focuses too deeply on competence, 

performance begins to predominate over knowledge. One could argue that in this 

‘information’ age, knowledge is not as important as it once was; it is being able to 

obtain and use information that matters. However, specialized knowledge is the 

hallmark of a profession (Grossman, 1998). This is exemplified by the requirement of 

many professional bodies for a university degree in order to enter a profession, 

confirming the status, worth and complexity of the professional knowledge base.
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There is debate about what actually constitutes professional knowledge. Aristotle first 

distinguished between three type of knowledge: theoretical, practical and productive, 

Oakeshott (1962, cited in Meerabeau, 1992) described technical knowledge as that 

which can be written and practical knowledge as knowledge that can only be 

expressed through practice and learned though experience. Polanyi (1966) describes 

this practical knowledge as ‘tacit’ knowledge (‘that which we know but cannot tell’), and 

suggests this tacit knowledge is so embedded in practice that a skilled practitioner is 

unable to describe the skills and knowledge required to competently carry out a task 

and indeed, attention to the parts makes the practitioner unable to perform the whole. 

‘Tacit’ knowledge is knowledge that has become so deeply sedimented, either due to 

primary socialization as members of a society or tertiary socialization as members of 

an occupational culture that we are unable to articulate it (Berger and Luckmann, 1967 

in Meerabeau, 1992). Tacit knowledge is a positive asset and defines a profession. 

Jamous and Peloille (1970) and Atkinson (1977) describe the concepts of technicality 

and indeterminacy when discussing professional knowledge. Technicality 

encompasses procedures that can be described and learnt as rules, whereas 

indeterminacy refers to tacit and private knowledge that cannot be made wholly explicit. 

Eraut (1994) considers the different types of professional knowledge and defines four 

categories: prepositional, personal, process and know how. Prepositional knowledge 

(knowing that and knowing how) describes facts, theories and concepts usually 

acquired from books or university courses. Personal knowledge is acquired through 

experience and is a collection of information, intuitions and interpretations that guide 

our professional practice. Process knowledge is knowing how to accomplish a task 

such as gathering information, performing procedures and making decisions, and know 

how is knowing how to get things done. Eraut quotes Broudy et al (1964) in discussing 

the modes of knowledge use: replication (regurgitation) of knowledge which generally 

occurs in initial education; application describes the use of knowledge in new situations 

but still following taught rules and procedures; interpretation occurs in professional 

education, and involves judgement and implies that knowledge is being used 

interpretively; and association describes the intuitive use of knowledge in making a 

professional judgement and is synonymous with ‘tacit’ knowledge.

What is clear from this discussion is that there are aspects of professional competence 

and expertise that cannot be represented in prepositional forms and recent debates 

have focussed on what defines expert practice and on how practitioners develop 

practical knowledge. Dreyfus and Dreyfus (1986) propose a five stage model of 

professional competence from novice, and then advanced beginner, through to 

competent, proficient and finally expert. The practical knowledge required to move
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through these stages can only be gained through experience. Benner (1984) suggests 

that expert practitioners view situations holistically and draw on past experience and 

that their knowledge is embedded in practice, whereas practitioners who are competent 

or proficient use conscious problem solving.

Schon (1983) and Fish and Coles (1998) describe the technical rational approach to 

professional education. The technical rational view is that professional decisions are 

based only on some precise scientific rules which are applied without consideration to 

the context of the problem. This view dominates in professional education to the 

detriment of professional artistry and competence. The professional knowledge base is 

specialised, scientific and disciplined and yet real practice is not this rigorous. Fish and 

Coles (1998) describe the concept of professional artistry as good practice and context 

specific and many components of professional artistry cannot be distinguished from 

one another and some are tacit. In order to develop professional artistry Schon (1983) 

advocates reflection to raise awareness of tacit knowledge and transform ‘knowing in 

action' in to ‘knowledge in action’. ‘Knowing in action’ is done without deliberation as 

long as the situation falls within the boundaries of what is learnt and treated as normal. 

Knowledge in action is revealed through reflection.

Dreyfus and Dreyfus (1986) suggest that experts think intuitively in practice but this 

only develops through experience. Epstein (1999) proposes the concept of ‘mindful 

practice’ that is integral to professional competence, in that, expert practitioners seem 

to have the capacity for critical self-reflection that pervades all aspects of their practice. 

A mindful practitioner ‘attends in a non-judgemental way to his or her own physical and 

mental processes during ordinary, everyday tasks to act with clarity and insight.’ A 

danger of reflection is that it can be entirely technical and focus on justifying the actions 

of the practitioner rather than looking at professional questions and the assumptions on 

which decisions are based (Ecclestone, 1996). Fish and Coles (1998) have undertaken 

research to understand the effectiveness of reflection on experience in improving 

professional practice. Their research has shown that keeping a portfolio of written 

reflections and sharing these reflections on performance, helped practitioners learn 

from each others’ experience and may help improve professional practice. The process 

of writing helps improve reflection as it is shared with others and this improves the 

quality of reflection (Walker, 1985). Other advocates of reflection in the development of 

professional include Kember (2001) and Moon (2000). More recent research in nursing 

(McMullan, 2006; Tracy et al., 2000; Schaffer et al., 2005), dentistry (Dahllof et al., 

2004) and medicine (Wilkinson et al., 2002; Dornan et al., 2002) has shown that the 

use of learning portfolios can support practitioner development.
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‘(Writing down of the experiences and refiecting upon them has given the professionals 
significant insight into themselves, their practice and their profession). Expertise took 
on a new meaning. They began to recognise that true expertise lay in that part of their 

practice which until then had been hidden from view. ’
Fish and Coles (1998) p. 305

Clearly, how practitioners develop from novice to competent and then to expert is a 

complex process, and not all practitioners develop to the expert stage. Advocates of 

professional artistry believe that expertise can only be developed with experience and 

under the guidance of an expert practitioner. This approach, however, with the 

pressure from government and the public to ensure competent performance in the 

healthcare professions, is no longer tenable. Knowing competence, or expert practice 

when we see it, rather than being able to define it, does not help inexperienced 

practitioners develop their practice. There is a necessity to describe and characterise 

the educational needs of professionals. Since professional skills require rapid decision 

making, in addition to technical skills, any attempt to characterise professional learning 

must include these cognitive processes. Practitioners like CBET because it provides 

them with guidance and a system of replicating the competent practitioner (Grussing, 

1984). As Mager (1962) stated ‘if you don’t know where you are going, you're liable to 

end up someplace else -  and not even know it.’

1.1.3 Contemporary adult learning theory
CBET is used to develop and train adults to become more competent practitioners, and 

in order to understand why the process is beneficial, and how it can successfully be 

applied it is necessary to consider the theories behind adult learning.

Learning can be described as the process of gaining knowledge and/or expertise and 

through which behavioural change occurs, and emphasises the learner i.e. the person 

in whom the change occurs, rather than the educator, or the agent of change (Knowles 

et al., 1998). Crow and Crow (1963) state that the concept of change is inherent in the 

concept of learning so that any change in behaviour implies that learning has taken 

place. Many theorists agree that the definition of learning is reflected in a change in 

behaviour as a result of experience (Haggard, 1963) whilst Bruner (1966) prefers to 

define learning as growth, development of competencies and the fulfilment of potential. 

This definition moves away from the perception of learning as a process, towards 

learning as competency development and this definition of learning will be used in this 

thesis.
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Research into adult learning began in the 1920s with Thorndike’s work into the 

scientific foundation for adult learning (Thorndike, 1928). Following Thorndike’s findings 

that adults could learn and that they did so differently from children, the artistic stream 

of inquiry focussed on how adults learn. Lindeman (1926) identified some key 

assumptions about adult learners that constitute the foundation of adult learning theory. 

These assumptions are based around the role of experience in adult learning: adults 

are motivated to learn as they experience the need; adults learn through life events and 

analysis of experience; learning is self directed; and individual adults learn in different 

ways. Clinical and developmental psychologists contributed to the theory of adult 

learning with work such as Sigmund Freud’s influence of the subconscious mind on 

behaviour and Erik Erikson’s framework for understanding the stages of personality 

development, but it wasn’t until the 1960’s that these isolated concepts, insights and 

research findings were brought together in an integrated framework termed 

‘andragogy’. The term andragogy was coined from the Greek words aner (meaning 

adult) and agogos (meaning guide or teacher) thus being defined as the art and 

science of helping adults learn. Experiential, autonomous, self directed learning is 

central to andragogy (Knowles et al., 1998) and the andragogical model is based on 

several assumptions and these are described in Table 1.2.

Table 1.2 The assumptions of andragogy (Knowles etal., 1998)

Assumption Description
The need to know  Adults need to know why they need to learn something before undertaking 

to learn it.

The learner’s s e lf  Adults have the self concept of being responsible for their own decisions 
concept and their own lives i.e. learning is self directed.

The role o f the The richest resource for learning is the adult learners themselves.
learner’s Learning should make use of prior experience and use techniques such as
experience  group discussions, problem solving exercises and case scenarios.

Readiness to Adults become ready to learn when they need to know or be able to do
learn  something in order to cope with a real life situation.

Orientation to Adults are life-centred in their learning. New knowledge, understanding,
learning  skills, values and attitudes are learnt most effectively when presented in

the context of real life situations.

M otivation  The most potent motivators in adults are internal e.g. increased job
satisfaction, self esteem, quality of life etc.
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This understanding of the process of adult learning is essential when it com es to 

facilitating learning, or to use Bruner’s definition of learning, facilitating the developm ent 

of com petence, and work since the 196 0 ’s has built on these assumptions. Part of 

facilitating adult learning includes helping the learner becom e aw are of the need to 

know. Potent tools for adult learning are those w here the adult discovers for 

them selves the gaps between where they are now and where they want to be for 

exam ple, a com petency fram ework. Readiness to learn is closely associated with the 

need to know and motivation for learning. The self directed nature of adult learning has 

two concepts: the first is that adults are capable of self teaching and the second is 

personal autonom y i.e. being in control and taking ownership of the learning. Thus, 

controlled forms of learning are inhibitory to adults. The role of reflection on prior 

experiences in adult developm ent has been discussed previously and is closely linked 

to orientation to learning, or the life centred nature of adult learning. Kolb (Kolb, 1981; 

Kolb, 1983) defines learning as “the process whereby knowledge is created through the 

transformation of experience” and proposes a model of experiential learning based on 

four steps (Figure 1.3). Concrete, or real, experiences are reflected on and concepts 

formed which are then tested either against the original experience, or in new  

situations. This model has lead to the understanding that not all adults learn in the 

sam e way and Honey and Mumford (1989 ) propose four learning styles: activist, 

reflector, theorist, and pragmatist.

Figure 1.3 Kolb’s learning cycle

Testing 
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of concepts 
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Concrete
experience
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CBET is successful in adult learners because it meets the assumptions of andragogy. It 

provides learners with the need to know, competencies are based on real life roles and 

experience, and experiential learning is essential for the development of competence. 

However, there are barriers to adult learning and these include lack of confidence, 

sensitivity to failure, poor self concept and resistance to change (Staropoli and Walz, 

1978). Learners need support to understand and engage with new processes. 

Brookfield (1986) proposes five principles for effective facilitation of adult learning: 

respect for the learners self worth; learning is a collaborative arrangement between 

facilitators and learners; activity is followed by reflection; critical reflection should be 

fostered; and empowering adult learners to become more fully self-directed. Use of 

competency based education in adults must consider these potential barriers to 

learning and implement the principles for effective learning.

1.1.4 Continuing professionai deveiopment
Continuing professional development (CPD) is advocated as a means of ensuring 

competence in the healthcare professions and is becoming mandatory for many 

healthcare professions as part of the revalidation process. The CPD cycle is based on 

Kolb’s learning cycle and is a cyclical process of reflection on practice, planning, action 

and evaluation (reflection on learning). There is, however, little evidence that the CPD 

system actually provides assurance of competence (Maguire and Bell, 2001) yet the 

regulatory bodies assume that if CPD is done appropriately then the individual is doing 

what is needed to maintain competence (Lumb, 2002). Additionally CPD is a personal 

process, yet the content and achievement within the CPD record must relate to the 

healthcare professional’s professional role and responsibility (Hancox, 2001). The 

areas of competence for the professional role need to be defined in order to ensure the 

relevance of CPD undertaken.

Other issues about using CPD to ensure competence relate to the assumptions about 

adult learning (Table 1.2) and the development of reflective practice. Whilst CPD is a 

process in which most professionals will intuitively engage as it stems from reflection 

on prior experience and life situations (Lumb, 2002), the mandatory nature of recording 

CPD violates at least two of the assumptions of the andragogical model: autonomy and 

internal motivation. Moreover, adult learners must understand the need to learn in the 

context of their own life events, and this is rare when learning is forced. Healthcare 

professionals need support to understand the process of CPD. It is a new process to 

them and issues such as lack of confidence, sensitivity to failure and resistance to 

change will all contribute to a lack of engagement in the process. Additionally the
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evidence on developing reflective practice shows that sharing reflections is essential to 

improve practice (Fish and Coles, 1998). Without the support of a facilitator, how can 

we be sure that CPD is done appropriately? These issues must be taken into 

consideration in any CPD system that is used to ensure competence.

The next section of this introduction will describe the changes in health policy that have 

led to a current focus on the need to ensure the competence of healthcare 

professionals, with particular reference to the developments in primary care and 

community pharmacy.
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1.2 HEALTHCARE POLICY SINCE 1997
1.2.1 Quality in the NHS
Since their election to government on 1®' May 1997, the Labour party have set about 

“modernising” the National Health Service through a plan of investment and radical 

reform, first described in the white paper The New NHS, modern, dependable,' 

(Department of Health, 1997) published in December 1997. This paper described a 

new system called ‘integrated care’ based on partnership and driven by performance, 

with the needs of the patient central to the new system. The plans for national 

standards of care were outlined, so that patients could have confidence in the quality of 

service they were receiving. In addition there were to be new incentives and new 

sanctions to improve quality and efficiency. Six key principles underlay the proposed 

changes and these focussed on: partnership between service providers, patient 

centred care, high quality care, efficient, prompt and accessible services, excellence in 

the quality of care, and increasing public confidence in the NHS. ‘Excellence’ and 

‘quality’ are themes that reoccur throughout the plan and form the basis of subsequent 

policy and this is illustrated in the quote below:

The new NHS will have quality at its heart. Without it there is unfairness. Every patient 
who is treated in the NHS wants to know that they can rely on receiving high quality 
care when they need it. Every part of the NHS, and everyone who works in it, should 

take responsibility for working to improve quality. ’

The New NHS: Modern, dependable (Department of Health, 1997)

‘A first class service: Quality in the new NHS’ (Department of Health, 1998) described 

the processes for setting, delivering and monitoring standards within the NHS and laid 

out plans for National Service Frameworks, the National Institute of Clinical Excellence 

(NICE) to define standards of care, and the Commission for Health Improvement (CHI), 

amongst others, to monitor care provision. Delivering care at a high standard would be 

achieved through professional self regulation, clinical governance and lifelong learning. 

Every individual healthcare professional was responsible for developing and 

maintaining standards in their local NHS organisations. This was the first time the 

concept of clinical governance (see box below) had been introduced and it aimed to 

provide a single robust framework to monitor health care quality at a local level.
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Clinical Governance

y\ framework through which NHS organisations are accountable for continuously 
improving the quality of their services and safeguarding high standards of care by 

creating an environment in which excellence in care can flourish. '

A first class service: Quality in the new NHS’ (Department of Health, 1998)

Patient care depends substantially on the skills, knowledge and performance of all 

NHS staff, and clinical governance, therefore, needs to be underpinned by a culture 

that values lifelong learning and recognises the key part that it plays in improving 

quality. One of the tenets of clinical governance is that continuing professional 

development (CPD) and lifelong learning are an integral part of quality improvement 

and that professional bodies, NHS employers and individual health professionals 

should support CPD by setting standards of clinical practice, promoting professional 

self-regulation, and supporting audit.

The 1999 document ‘Continuing Professional Development. Quality in the new NHS.’ 

(Department of Health, 1999b) set out the core principles for CPD and these included 

the need for CPD to be purposeful and patient centred; focussed on development 

needs in clinical terms and designed to build upon previous knowledge, skills and 

experiences.

As part of this commitment to CPD, in 2001 the government published a five year 

strategic framework for lifelong learning (Department of Health, 2001a) to ensure that 

all staff are equipped with the skills and knowledge to support patients, and are 

supported to develop and realise their potential. In this document the government 

began to define the core values, knowledge and skills that all staff working within the 

NHS should have (Figure 1.4). These skills can be applied at different levels depending 

on the role of the staff member within the NHS.

‘Agenda for Change -  Modernising the NHS pay system’ (Department of Health, 

1999a) laid out proposals for a pay system based on the job being done and the 

knowledge and skills needed to undertake the job. A ‘Knowledge and Skills 

Framework’ accompanies Agenda for Change (Department of Health, 2003c) to 

support personal and career development and ensure pay rises are associated with 

annual development reviews and personal development plans. It consists of six core
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dimensions that occur in everyone’s job and a further 16 specific dimensions that relate 

to some jobs and not others, and expands on the core skills identified in the framework 

for lifelong learning (Figure 1.4) (Department of Health, 2001a). Each dimension is 

further described by a series of level descriptors which show successively more 

advanced knowledge and skill and the increasing complexity of application of 

knowledge and skills to the demands of work. Each descriptor is further supported by 

indicators, examples of application for different posts, and references for further 

information. Every member of staff uses the same framework for their development and 

should have the same opportunities for learning and development open to them. 

Whilst the KSF is a useful basis for development review, it does not describe the 

competencies required for a particular job: it does not attempt to describe what people 

are like or their attitudes; nor does it describe the exact knowledge and skills that are 

required for a particular role. It focuses on the application of knowledge and skills to 

meet the demands of the work. Nevertheless, the development of an NHS knowledge 

and skills framework emphasises the need to define the knowledge and skills required 

of a role in order to support professional development and set standards for 

performance.

Figure 1.4 Core knowledge and skills for all staff working In the NHS (from 
Department of Health, 2001a)

Fully understand and respect the rights and feelings of patients and their
families

Communicate effectively with patients, their families and carers, and with
colleagues

Value information about patients, sharing and using it appropriately

Understand and demonstrate how the NHS, and their local organisation,
works

Work effectively in teams

Demonstrate a commitment to keeping skills and competence up to date

Recognise and demonstrate their responsibilities for maintaining health and 
safety for patients and colleagues in all care settings
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In 2001 the report into the events that occurred in children’s heart surgery at the Bristol 

Royal Infirmary between 1984 and 1995 (The Bristol Royal Infirmary Inquiry, 2001) was 

published (the BRI inquiry). Prior to 1995 the paediatric cardiac service in Bristol was 

badly organised, lacked resources and adequately trained staff, had no means of 

assessing quality of care, did not have an open culture for reporting errors and, most 

importantly, did not place the patient at the centre of care. These flaws in the service 

led to the death of more children at Bristol than was typical of a paediatric cardiac 

centre at the time, and a lack of patient confidence in the NHS. The BRI inquiry 

contained close to 200 recommendations for reform within the NHS to prevent such a 

situation occurring again, one of which was the need to ensure the competence of 

healthcare professionals (see box below). These recommendations focussed on the 

need for systems to ensure that healthcare professionals acquire and maintain 

professional competence, encompassing undergraduate education, registration, 

training, continuing professional development, revalidation and discipline. As part of 

this CPD, periodic appraisal and revalidation must be compulsory for all healthcare 

professionals. This should be overseen by a single body co-ordinating all the 

professions and integrating the various systems of regulations. In summary, the BRI 

inquiry reinforced the need for clinical governance, CPD and professional regulation in 

order to ensure the quality of service to the patient.

y\ patient is entitied to be cared for and by heaithcare professionals with relevant and
up-to-date skiiis and expertise. ’

The Bristol Royal Infirmary Inquiry (The Bristol Royal Infirmary Inquiry, 2001)

Clinical governance and CPD are both founded on the principle that health 

professionals must be responsible and accountable for their own practice. Professional 

self-regulation gives the health professions the ability to set their own standards of 

practice, conduct and discipline, but to increase public confidence in the NHS the 

government recognised that systems of professional self-regulation needed to be 

modernised. In 2003 the Council for the Regulation of Healthcare Professionals was 

established (later called the Council for Healthcare Regulatory Excellence), a statutory 

body, separate from government, to promote best practice and consistency in the 

regulation of healthcare professionals. As a result of these reforms, the regulatory 

bodies for the healthcare professions have been reviewing their regulatory functions 

and bringing them in line with the requirements to ensure the fitness for practise of their 

members. The regulatory bodies for the different professions have varying functions.
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depending on the Act of Parliament through which they were created, but generally 

their remit is: to maintain a register of professionals fit to practise; set the standards of 

behaviour and ethics; set appropriate educational standards for professionals and 

create systems to maintain their skills; and deal with concerns about professionals who 

are unfit to practice. The way in which the different professions are approaching 

revalidation and professional regulation will be discussed in section 1.3 below.

1.2.2 Pharmacy and the NHS
In the early 1990s pharmacists were an underused resource in the NHS and the Royal 

Pharmaceutical Society of Great Britain (RPSGB) launched an initiative to develop the 

professional role of pharmacists, called Pharmacy in the New Age (PIANA). 

Pharmacists believed that their skills could be put to fuller use to benefit the patients, 

but they realised they needed to demonstrate their value in order to claim this more 

fulfilling role, as the public had low expectations of community pharmacy. The RPSGB 

identified five key areas of activity where pharmacists could make the greatest 

contribution (Royal Pharmaceutical Society of Great Britain, 1997):

1. Medicines management

2. The management of long term conditions

3. The management of common ailments

4. The promotion and support of healthy lifestyles

5. Advice and support to other healthcare professionals

The government seemed to take note of this initiative and The NHS Plan, published in 

July 2000 (Department of Health, 2000d) introduced new roles for a range of health 

care professionals including pharmacists and discussed the need for training and 

education to support these new roles. These ideas were expanded in the 2000 

document ‘Pharmacy in the Future’ (Department of Health, 2000b) which identified a 

number of changes in the role of the pharmacist to ensure patients have better access 

to a high quality service, such as: extending the range of over the counter medicines 

available through the deregulation of prescription only medicines (POM); pharmacist 

supplementary prescribing; medicines management services; developing concordance 

and promoting good health. The 2003 document ‘A vision for Pharmacy’ (Department 

of Health, 2003a) defined the 10 key responsibilities of the pharmacist in the new NHS. 

Again, this report emphasised the need to maintain professional standards and ensure 

that pharmacists are keeping their skills up to date. In addition, it discusses the new 

contractual framework and the need for pharmacists to be accredited to be able to 

provide certain services.
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Many other government policy documents have shown how important pharmacy is in 

the new NHS: in preventing errors in the use of prescribed drugs (Department of 

Health, 2000a; Department of Health, 2001b; Chief Pharmaceutical Officer, 2004); in 

the medicines management elements of the National Service Frameworks in particular 

for older people (Department of Health, 2001 d) and for children (Department of Health, 

2004); and in public health (Department of Health, 2000c; Department of Health, 

2005a; Department of Health, 2006b), for example. Yet despite government support for 

the changing role of pharmacy in the NHS, one of the biggest challenges for the 

profession is to enhance the publics’ expectations of pharmacy and pharmacists. The 

steps laid out to achieve this are the same as for the whole of the NHS and include a 

review of pharmacy education and training to ensure it is in line with other professions, 

lifelong learning and CPD, clinical governance applying to all pharmacists, and a 

review of the RPSGB regulatory procedures (Department of Health, 2000b).

The development of pharmacists’ roles within the NHS requires not only lifelong 

learning and CPD to ensure competence, but a structured pharmacist development 

strategy to develop pharmacists with the required skills and knowledge to undertake 

these new roles. Two initiatives, in particular, demand such a strategy: Pharmacists 

with a Special Interest (PHwSI) in primary care; and the consultant pharmacist in 

secondary care. Pharmacists with a special interest are those who have developed 

additional expertise that enables them to expand their clinical practice in a defined area 

(Department of Health, 2003a). This initiative enables patients to access their care in 

primary, rather than secondary care and ultimately PHwSI could undertake 

supplementary, or even independent, prescribing. The National Pharmacy Association 

recognised the need for a development strategy for practitioners including identifying 

the roles and competencies of a PHwSI (National Pharmacy Association, 2003) and 

the definition of PHwSI (see box below) clearly delineates between the generalist 

practitioner and a specialist practitioner. There is a need to define specialist versus 

generalist competencies in order for PhwSI to develop (Taylor, 2005). The 

competency framework for PhwSI has recently been published (Department of Health, 

2006e) and, to be accredited as a PhwSI, pharmacists must demonstrate they possess 

these competencies.

A pharmacist with a speciai interest
‘A pharmacist working in an expanded role within a primary care or local health 

community setting. The PHwSi may deliver a clinical or advisory service beyond that 
normally provided within their generalist role and that cannot be provided by other 

generalist practitioners, usually across a locality, P C I or clinical network. ’
_____________________________ (Taylor, 2005)_____________________________
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The guidance for the development of consultant pharmacists In secondary care 

(Department of Health, 2005b) advocates the need for a clear practitioner development 

strategy that encourages the development of skills In particular areas of practice, whilst 

at the same time maintaining a broad range of skills, and Is underpinned by the 

Advanced and Consultant Level Competency Framework (Meadows et al., 2004).

There Is a clear need for a pharmacist development strategy and measures to ensure 

pharmacists In all sectors develop and maintain their competence. Pharmacists 

working In secondary care (I.e. the managed sector), as NHS employees, already have 

the benefit of career progression through the old grading system for posts, and more 

recently, the bandings In Agenda for Change, and are subject to periodic appraisals. 

For pharmacists working In primary care, and In particular community pharmacy, 

however, there Is less support for development. This thesis focuses on pharmacists 

working In primary care and the remainder of this section will provide an overview of 

community and primary care pharmacy In order to provide a background for the 

considerations In designing the research.

1.2.3 Community pharmacy
Community pharmacists constituted 73.1% of the pharmacist population In the UK In 

the 2003 census (Hassell, 2003). There are more than 12,000 community pharmacies 

In the UK, visited by more than 6 million people every day (Taylor and Carter, 2002). 

This network of pharmacies enables the public rapid access to medicines and 

healthcare advice without the need for an appointment or registration with a particular 

practice. Traditionally pharmacists were remunerated primarily for the provision of 

prescribed medicines and up until quite recently, the public perception of pharmacists 

compounded the view that the role of the community pharmacist was to dispense 

medicines. Whilst the frequency of pharmacy use was high, and. In general, people 

visited a pharmacy more than they visit their GP, these visits were mainly restricted to 

the prescription service (University of Manchester, 1999). The public would use 

pharmacists as an alternative to seeing their GP, but not because of the pharmacist's 

specific expertise, rather a view that the GPs time was more Important and highly 

valued than the pharmacist’s (University of Manchester, 1999). Community 

pharmacists are Independent contractors; pharmacies are privately owned and as 

such, are exposed to market forces. As the NHS margins have been cut they have 

had to rely on other sources on Income, such as photographies and sales of toiletries. 

This reliance on retail has lead to community pharmacists being seen as ‘glorified 

shopkeepers’ and not part of the NHS.
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There is a plethora of evidence that shows the contribution community pharmacists can 

make to the health of the general public (Bond, 2003), particularly in areas such as 

concordance, adverse drug reactions, medicines wastage, sub-optimal or inappropriate 

prescribing, supporting carers, smoking cessation and drug misuse (RPSGB, 2002c). 

Other research has shown the positive impact of the pharmacist’s contribution on over 

the counter advice (Gahir and Lamer, 2004; Blom and Rens, 1989), health promotion 

(De-Jong-Van-den-Berg etal., 1999), repeat prescribing (Jones eta!., 2000; Dowell at 

a!., 1998), domiciliary visits (Hawksworth and Chrystyn, 1997), and the pharmaceutical 

care of people with diabetes, ethnic minority groups and the mentally ill (Wermeille at 

a!., 2004; Abduelkarem at a!., 2003; Lakhani at a!., 2003; Ewan at a!., 1998; Maslen at 

a!., 1996). Collaboration with other healthcare professionals is the key to the success of 

these extended services and there is evidence for collaborations being well received 

and the contribution to quality and cost of service delivery being valued (Spencer and 

Edwards, 1992; Williams at a!., 2000; Bond and Bradley, 1996; Dowell at a!., 1998).

The traditional remuneration system has been seen as a barrier to the implementation 

of these extended services, but in 2000 (Department of Health, 2000b) the government 

commissioned a series of pilot ‘local pharmaceutical services’ (LPS). These 

demonstrated new ways in which services could be organised and paid for in 

community pharmacy, and delivered a wider range of services than had been possible 

under the dispensing based remuneration system. An independent evaluation has 

shown the LPS to be well received by other healthcare professionals and patients, and 

to have provided a high quality of patient care. In addition LPS has improved the 

standing of the LPS pharmacist within their immediate health and social care team 

(Kendall at a!., 2006). These pilots have paved the way for a new national contractual 

framework which removes the financial barrier to extending services and focuses 

services around patient care.

The new contractual framework for community pharmacy was introduced in April 2005 

(Bellingham, 2004). Under this new framework all pharmacies are contractually obliged 

to provide essential services to patients including dispensing of medicines, repeat 

dispensing, disposal of waste pharmaceuticals from patients and homes, public health 

advice, signposting patients to other services where necessary, and advice on self 

care. Pharmacies may then chose to provide services beyond the essential services in 

the form of advanced services such as medicines use review (MUR), commissioned on 

a national level, and enhanced services such as minor ailments schemes and 

supervised consumption of methadone, commissioned on a local level according to
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local need (Table 1.3). In addition pharmacists must participate in clinical governance 

activities, including an annual visit from the primary care trust (PCT) to ensure the 

terms of the contract are being met. This is the first time that community pharmacists 

have been included in NHS governance arrangements (Department of Health, 2001c). 

Additionally, the Vision for Pharmacy document (Department of Health, 2003a) 

describes plans to introduce an NHS identity to community pharmacies through the use 

of the NHS logo and two recent government documents emphasise the importance of 

community pharmacies in the provision of NHS services: ‘Our Health, Our Care, Our 

Say’ (Department of Health, 2006b) provides numerous examples of the provision of 

specialist services such as anticoagulation monitoring and diabetes health 

improvement programmes from community pharmacies and ‘Choosing Health Through 

Pharmacy’ (Department of Health, 2005a), specifically outlined the role of the 

community pharmacist in public health. Community pharmacy clearly plays an integral 

part in the new NHS.

Table 1.3 The three tiers of the new pharmacy contract

Tier Services included

Essential All pharmacies will provide essential services. These include:
Services Dispensing

Repeat dispensing
Disposal of medicines
Support for people with disabilities
Signposting
Support for self care
Clinical Governance
Promotion of healthy lifestyles

Advanced Pharmacists and their pharmacy premises must be accredited in order to provide
Services advanced services. These currently include:

Medicines Use Review
Prescription Intervention

Enhanced These are to be decided locally, according to need and require local accreditation.
Services Services might include:

Substance misuse services
Emergency hormonal contraception
Smoking cessation
Supply of medicines under patient group directions 
Minor ailments schemes

One of the aims of the new contractual framework for community pharmacists was to 

ensure the quality of services provided from community pharmacies: only those 

pharmacists and pharmacies who can demonstrate quality will be able to provide 

advanced and enhanced services. Accreditation of pharmacists for the advanced 

medicines use review service (MUR) is through a nationally agreed competency 

assessment administered through higher education institutes. Currently PCTs are

47



Introduction

varying in their requirements for accreditation for enhanced services. There are no 

nationally agreed standards, but pharmacists providing certain enhanced services may, 

potentially, be able to become PhwSI as on demonstration of the agreed 

competencies. To facilitate the provision of enhanced services from community 

pharmacies the government is reforming the Medicines Act 1968 and related NHS 

legislation to remove the necessity for a pharmacist to be present at all times in order 

to supply medicines to the public. Instead all pharmacy premises will have a 

‘responsible pharmacist' in charge of the business of the retail sale or supply of 

medicines, but this ‘responsible pharmacist’ will not have to be present at all times in 

the pharmacy. They will be able to leave for short periods of time in order to offer 

services away from the pharmacy, for example, home visits to patients, or services to 

GP practices and clinics (Department of Health, 2006a). The ‘responsible pharmacist’ 

is unlikely to be a newly qualified or inexperienced pharmacist, but a pharmacist who 

has the necessary experience and training to undertake such a role. As yet, it is not 

been decided how the experience and training might be demonstrated.

The financial barrier to service development in community pharmacy has now been 

removed but there remain cultural barriers within community pharmacy such as lack of 

confidence and lack of training which have consistently been found to prohibit 

pharmacists’ service development (Bond, 2003; Tully et al., 2000; Rushton, 2001; 

Smith et a/., 1990; Fish et a/., 2001). The attitudes of other healthcare professionals 

may contribute to this lack of confidence. Several studies have shown mixed attitudes 

amongst GPs to the extended role of community pharmacists. GPs were only positive 

towards some of the roles and did not feel pharmacists should be involved in screening 

patients, or patient management (Spencer and Edwards, 1992; Bleiker and Lewis, 

1998; Sheppard et a/., 1995). Some GPs see the changing role of community 

pharmacists as a threat to their autonomy and control (Edmunds and Calnan, 2001).

Pharmacists need support to overcome these barriers, but the structure of community 

pharmacy presents a challenge to this. Currently community pharmacists have little 

support from the NHS for training and development either in the form of funding for 

protected time, or facilitation of personal development. In addition, there is little 

opportunity for learning from peers as most community pharmacists work in isolation 

and self-employed locum pharmacists working in different pharmacies and in different 

PCTs may be difficult to reach.

The potential application of a nationally agreed general level competency framework 

would be huge for community pharmacy. It would provide a tool to enhance

48



Introduction

pharmacists training and allow employers and commissioners to measure performance 

to ensure consistency across the country.

1.2.4 Primary care pharmacy
Community pharmacists work in the primary care setting but over the last decade a 

new role in primary care has emerged, which has been termed the "primary care 

pharmacist’ (PCP) and was recognised as an employment category in the 2002 

pharmacy census (Mullen and Hassell, 2003). The role essentially involves providing 

prescribing support in order to optimise medicines use. This might include analysis of 

prescribing trends, formulary development, a review of repeat prescribing systems, 

medication review and audits: activities that promote high quality, cost effective 

medicine use and improve the pharmaceutical care of patients (National Prescribing 

Centre and NHS Executive, 1998). Professional prescribing advisors have been shown 

to be essential to the rational and cost effective use of medicines (Audit Commission, 

1994), and many studies have shown that pharmacists in both primary care and 

secondary care are effective at rationalising prescribing (Avorn and Soumerai, 1983; 

Forstrom MJ. etal., 1990; Stergachis etal., 1987; Needham etal., 1988; Corbett, 1995; 

Mason, 1996; Sykes etal., 1996).

The role of the PCP first appeared in the early 1990s with the introduction of the 

indicative prescribing scheme (Bligh and Walley, 1992) and has evolved over time with 

the inception of PCTs creating many more opportunities for PCPs to work for different 

primary care organisations undertaking a diverse and wide range of tasks. In addition 

the 1998 government document ‘GP prescribing support’ (National Prescribing Centre 

and NHS Executive, 1998) outlined the wide range of services that can effectively 

support GP prescribing and gave examples of many local initiatives involving 

pharmacists. However variations in the structure and organisations of PCTs have led 

to diversity in job titles and descriptions. A significant change in the structure and 

function of PCTs took place in 2002; PCTs are now responsible for commissioning 

pharmaceutical services locally and senior pharmacists working in both strategic health 

authorities and PCTs carry out this role whilst other PCPs provide GP based activities 

only, such as medication reviews or formulary development.

Work has been undertaken that aimed to describe the pharmacists who were carrying 

out these roles and to define a conceptual model for the role of primary care 

pharmacists. Jesson et al (2002) found that primary care pharmacists tended to be in 

the middle band of their working life and had received some form of education and 

training for the role. Prescribing support activities were then central to the role, and less
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than 40% of respondents undertook patient centred activities such as domiciliary visits, 

discharge medication review or primary care staff training. Activities varied from day to 

day and the boundaries of the role were being explored. Jesson and Wilson (1999) 

proposed a five level model for PCPs based around the work being carried out, the 

location of the work, the target audience, the length of contact time with the target 

audience, and the degree of autonomy in setting the agenda for the work.

This model starts to distinguish between pharmacists who work entirely for and with the 

GP practice and those who are responsible to the PCI and whose work involves 

imposing external targets on the GP practice. The National Prescribing Centre (NPC) in 

2000 defined the core competencies that primary care pharmacists have or need to 

develop to perform their work and in this document broadly define PCPs as HA 

pharmaceutical advisers, plus pharmacists working either full-time, part-time or on a 

sessional basis for PCTs or GP practices (NHS Executive and National Prescribing 

Centre, 2000). This definition, however, has not clarified the role, and in practice, there 

is still a debate around what actually is a primary care pharmacist. Definitions include 

pharmaceutical advisors, prescribing support pharmacists, pharmacists employed 

within the NHS providing primary care services, and some definitions even include 

community pharmacists. Mullen (2003) has suggested that pharmacists who work 

solely in NHS authorities and those that work wholly or part of their time in GP 

practices should not be labelled with the same label i.e. primary care pharmacists, 

since the role is very different. She suggests the generic title of ‘pharmaceutical 

advisor’ for the former and ‘practice pharmacist’ for the latter and proposes five 

typologies based on location of work, level within primary care and the type of activities 

undertaken that characterise the current roles of primary care pharmacists:

• General practice based

• GP and primary care trust based

• PCT based

• Health authority based

• Mixed (primary care pharmacists who work for a variety of health care 

organisations)

The first two would be ‘practice based’ pharmacists providing medicines management 

services and the latter three the ‘pharmaceutical advisors’ with a more strategic role 

and involved in the commissioning of services. These definitions are useful because 

they impose a structure on the role of the PCP, with practice pharmacists carrying out 

‘generalist’ activities and prescribing advisors undertaking ‘advanced’ roles. This 

structure is similar to that imposed on community pharmacy with the introduction of the
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new contractual framework and the associated essential, enhanced and advanced 

services.

An important outcome of the evolution of the primary care pharmacist’s role and the 

creation of more employment opportunities since the inception of PCTs, is the 

development of ‘portfolio’ patterns of working. Only 6.0% of all pharmacists work in 

primary care pharmacy, but 65.0% of these pharmacists have two or more jobs working 

in other sectors of practice alongside their job in primary care. Almost half of all PCPs 

work in community pharmacy (49.4%), with 21.7% of all PCPs working as retail locums,

11.3% as retail managers and 42.0% work for large multiples (Mullen and Hassell,

2003). These PCPs are likely to be the ‘practice pharmacists’ providing medicines 

management activities on a sessional basis either employed directly by GP practices or 

by the PCTs. The contractual arrangements for these ‘portfolio’ workers differ between 

PCTs and individual pharmacists. In the survey administered by Jesson et al (2002) 

only a third of pharmacists located in a GP surgery were contracted on a long term and 

regular basis and 20% of respondents were employed on a short-term consultancy 

basis. This pattern of work and different contractual arrangements poses difficulties in 

terms of training and development of the primary care pharmacist workforce, as well as 

defining the roles undertaken. Pharmacists working in two or more sectors need to 

demonstrate their competence across all sectors of work, and pharmacists who are 

contracted on a sessional basis may have little support for their development. 

Additionally, as the role of the community pharmacist becomes more patient orientated 

and involves more medicines management elements, the boundaries between the 

‘community pharmacist’ and the ‘practice pharmacist’ will become blurred (Silcock,

2004).

The competency framework developed in this study is aimed at pharmacists providing 

a general level of clinical service. This might include services such as medication 

reviews, formulary development, prescribing support, audit, provision of services to 

drug users and services to care homes which could be provided by a community 

pharmacist or a practice pharmacist. It does not include strategic and policy making 

roles. Taking this into account, the definitions of ‘pharmaceutical advisor’ 

encompassing a strategic and commissioning role and ‘practice pharmacist’ involved in 

medicines management, suggested by Mullen (2003) seem appropriate to define the 

different levels of primary care pharmacy for this study.
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The rest of this chapter will consider the systems in place in other professions and 

other countries to ensure the competence of healthcare professionals, and will propose 

a system for pharmacy in the UK.

1.3 COMPETENCE IN THE HEALTHCARE PROFESSIONS
The current requirements for revalidation and approach to CRD for different healthcare 

professions are summarised and compared in Table 1.4. All but the medical profession 

are using participation in CRD as the main requirement for revalidation but the 

approach to CRD differs between professions. The regulation of the healthcare 

professions in the UK has recently been reviewed in response to the recommendations 

of the Reports of the Shipman Inquiry (Smith, 2004), the aim being that all the different 

healthcare professions are regulated in a consistent way. Two reports were published 

in 2006: the first relating to the regulation of doctors (Chief Medical Officer, 2006); and 

the second encompassing the non-medical health professions including pharmacy, 

nursing, dentistry, optometry, chiropractice and osteopathy (Department of Health, 

2006d).

The annual appraisal system introduced for doctors in 2001 was strongly criticised in 

the Shipman Inquiry (Smith, 2004) because Janet Smith, leading the inquiry, felt that it 

did not constitute a true evaluation of the full range of a doctor’s performance and was 

an ineffective method of detecting doctors who are incompetent, dysfunctional or 

delivering care to a poor standard. There are no universally accepted standards to 

define a good doctor and no formal assessments of knowledge, competence or clinical 

skills once a doctor achieves independent practice. The recent report into the 

regulation of doctors (Chief Medical Officer, 2006) calls for clear standards for generic 

and specialist domains of medical practice that are valid, reliable, capable of 

assessment and transparent to the public, professionals and employers, and for the 

development of good measures of assessment of a doctor’s performance against these 

standards that will be formative as well as summative. Moreover, the report 

recommends that medical regulation should take place at a local level, as well as a 

national level.

The review into the regulation of the non-medical professions (Department of Health, 

2006d) defines revalidation as the process by which regulated professionals 

periodically have to demonstrate that they remain fit to practise. The report stated that 

regulators need to set the standards which the person must meet to stay on the 

register and that revalidation should be formative as well as summative. The review, in 

line with the review in to the regulation of doctors, suggests that information collected
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from an employer or commissioner should be used to meet the revalidation 

requirements and that, within the NHS, information gathered under the Knowledge and 

Skills Framework should be the basis for revalidation. The review defines three groups 

of professionals for revalidation: employees of an approved body such as the NHS 

where revalidation will form part of routine staff management; self-employed staff 

providing services commissioned by NHS primary care organisations where 

revalidation will be built into commissioning arrangements; and other professionals who 

do not fall into the previous two categories where regulatory bodies will need to 

develop their own revalidation arrangements. Primary care and community pharmacists 

are likely fit into the second of these categories as they are providing services 

commissioned by the PCTs. PCTs, therefore, will need to develop appropriate 

revalidation processes that will be approved by the Healthcare Commission. The report 

also discusses the need for revalidation to apply to an area of specialisation as well as 

to basic registration, thus separating the two levels of practice.

These two review documents have not, however, defined a system for regulation, nor 

have they found a satisfactory example from the international arena to use as the basis 

of revalidation in the UK. It is clear from these two review documents that standards of 

practice for the healthcare professions must be defined, and that employing 

organisations will be centrally involved in revalidation. There are currently no nationally 

agreed and defined standards of practice for pharmacists in the UK. CPD learning 

needs are identified on an ad hoc basis and therefore cannot be said to provide 

evidence that the pharmacist is achieving desired competence standards for the 

profession.

1.3.1 Professional regulation In pharmacy

CPD became a professional requirement for all pharmacists on the practising register 

at the start of 2005 and is to become mandatory for the maintenance of practising 

rights in 2007 following the passing of the Pharmacy and Pharmacy Technicians Order 

2006, made under section 60 of the Health Act 1999 (Department of Health, 2006c). 

CPD records will be the basis for competence-based practising rights and 

unsatisfactory records will result in the revocation of the pharmacist’s practising rights.

There is evidence that amongst community pharmacists, CPD is not well understood or 

practised (Attewell et al., 2005) and there remains confusion about the difference 

between continuing education and CPD. Pharmacists found it hard to describe how 

they assessed their own learning needs and out of a sample of 21 pharmacists, only 

one used a systematic method and there was little reported evaluation of learning;
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indeed many pharmacists were unsure about how to do this. Many pharmacists 

queried the value of CPD once their career had progressed as far as they had desired. 

Three other studies have shown that pharmacists have misconceptions about CPD 

with most pharmacists focussing on the ‘action’ part of the CPD cycle (Bell et al., 2002; 

Mottram et al., 2002; Swainson and Silcock, 2004), and that, whilst CPD is seen as 

beneficial for the profession, on an individual level it is seen as having little impact on 

practice.

Devenport (1990) describes some of the problems pharmacists, as opposed to non 

pharmacists, might experience in engaging with a competency based education 

program (or indeed any new learning programme such as CPD). These issues stem 

from the task orientated nature of pharmacist’s work, so that the process of problem 

solving and its application to drug therapy management can be difficult to understand. 

The learning should be based in the pharmacist’s practice, rather than the knowledge 

base which, particularly for pharmacists who completed formal education more than a 

few years past, might be limited. Resistance to change can be overcome by 

demonstrating the merits of new ideas, and new skills can be learnt by breaking the 

skills down into discrete steps and clearly defining the desired performance level for the 

skills. Once the adult learner attains the first competency, and experiences an increase 

in confidence, it will become easier for the learner to proceed individually.

There is a further concern about the use of CPD for revalidation: CPD relies on self 

assessment of competence and there is mixed evidence about the accuracy of self 

assessment. Two studies, in medicine, report no correlation between self assessment 

and objective measures of competence (Barnsley et al., 2004; Tracey et al., 1997). 

Three studies, however, comparing self assessment with observed competence in 

standardised tasks found a low, but significant correlation between self assessments 

and assessor ratings (Mandel et al., 2005; Weller et al., 2005; Ward et al., 2003). Self 

assessment questionnaires have been used in pharmacy for a range of objectives: to 

explore the influences on self-assessment of competence (Mills et al., 2005; Sumner et 

al., 1992); to explore the attitudes of pharmacists to self assessment for identifying 

learning needs (Nursall and Stewart, 1983); to explore the perceived importance of 

competencies (Paris and Anderson, 2004; Axworthy and MacKinnon, 2002); and to 

help pharmacists identify learning needs (Hsu and Lee, 2003; Kenyon et al., 2002). No 

studies, however, have been found that compare self assessment with an objective 

measure of performance.
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Pharmacists clearly need support in understanding and engaging with CPD, particularly 

if CPD is to be used to ensure competence. Support is more likely to be provided in the 

secondary care environment through the NHS employer, but there is an issue in 

community and primary care pharmacy where many pharmacists work in isolation 

and/or are self employed and where there is no scope for employer support.
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Table 1.4 Current requirements for revalidation in the healthcare professions

Profession Regulatory Body Approach to CPD 

Recording format Time requirements

Current requirements for revalidation Future plans for revalidation

Pharmacy Royal Pharmaceutical 
Society of Great Britain

Set format for recording 
containing separate 
sections for each of the 
steps in the CPD cycle.

No set target but one 
record a month 
suggested as a guide.

CPD is currently a professional requirement 
only. The RPSGB do not have the power to 
remove pharmacists from the register for 
failure to comply.

CPD will become mandatory in 
2007. Pharmacists will be 
required to submit their records 
to the RPSGB every 3-5 years 
for revalidation.

Medicine General Medical Council No set format. No set target. Five year cycle of revalidation requiring 
employers to carry our annual appraisals. 
Summaries of these appraisals must be sent 
to the GMC.

Revalidation being reviewed in 
light of Shipman inquiry and 
recent DoH review ‘Good 
doctors, safe patients’.

Dentistry General Dental Council Forms for keeping a log of 
CPD activities available.

250 hours every five 
years of which 75 
hours should be 
verifiable i.e. meet 
specific educational 
criteria and show 
proven participation.

Annual retum stating how much CPD 
completed submitted to GDC for admin check 
only. Random selection of dentists have their 
attendance certificates checked. Dentists who 
do not meet the 5 year requirement have 
their name removed form the register.

Plans include clinical audit, peer 
review and formal appraisal.

Nursing Nursing and Midwifery 
Council

Recorded in a ‘personal 
professional profile’ but no 
approved format for this 
and records not scrutinised 
by the NMC.

35 hours every three 
years.

Registration is renewed every three years by 
self certification that two standards have 
been met: the nurse has worked for at least 
100 days in the pervious five years and that 
the CPD standard had been met. NMC audits 
a random sample of registrants for 
compliance to its CPD standard.

No plans published.

Other
healthcare
professions

Health Professions 
Council

No set format. No set target. CPD is 
focussed on 
outcomes and how 
they influence 
practice.

From July 1st 2006 CPD mandatory to 
remain on the register. A sample of 
registrants will be required to submit their 
portfolio for audit. Failure to comply with 
requirements will result in striking off the 
register.

No plans published.
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1.4 COMPETENCE IN PHARMACY: NATIONAL AND INTERNATIONAL 

PERSPECTIVES
1.4.1 International pharmacy perspective
Many other countries have adopted indirect assessment of competence such as 

participation in CPD, the maintenance of a learning portfolio and self reporting of 

evidence as the process of revalidation. New Zealand, Australia, and British Columbia 

in Canada, have defined the competence standards expected of the profession and 

part of the recertification programme involves self assessment against these standards 

to identify learning needs and participation in CPD (Pharmacy Council of New Zealand, 

2006; Pharmaceutical Society of Australia, 2003; College of Pharmacists of British 

Columbia, 2006). Pharmacists who fail to provide evidence of their achievement of the 

competence standards relevant for their work may have their practising rights revoked. 

In British Columbia pharmacists can choose between a knowledge based assessment 

or review of their professional development portfolio for revalidation.

The Ontario College of Pharmacists (OCP) in Canada governs the professional 

practice of pharmacists across the province and has developed a peer assessment 

system to regulate pharmacists' practice and ensure quality assurance. Initially 

competencies and standards of practice for the profession were defined, developed 

and refined (Austin et al., 2003). All pharmacists on the register are required to 

maintain a learning portfolio of the CPD they have undertaken. CPD must be consistent 

with the standards of practice and pharmacists are required to submit their learning 

portfolios to the college upon request. The OCP, however, recognises that the 

evaluation of learning portfolios does not directly assess the clinical knowledge and 

skills required for patient care. Each year, therefore, 20% of pharmacists registered as 

actively participating in patient care are randomly selected for the Practice Review 

Process. This initially involves completion of a self-assessment survey and summary of 

continuing education activities. Each year approximately 200 of the pharmacists who 

were required to complete the self assessment survey are randomly selected for phase 

2 of the review process. This involves direct assessment of the competencies defined 

in the standards of practice through an open book written test of clinical knowledge, 

completion of five observed structured clinical examination (OSCE) stations, and an 

educational/sharing session on CPD and the learning portfolio. Pharmacists are 

provided with a breakdown of their results compared with the predefined standards and 

their peers. Pharmacists who meet or exceed the predefined standards are designated 

into the ‘self directed’ category for CPD and those who fall below the standards are 

designated to the ‘peer assisted’ category for CPD and are required to submit a plan of
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their educational activities to the college and are offered additional support. This 

system, however, is not punitive. The quality assurance committee does not have the 

authorisation to revoke a pharmacist’s licence to practice, nor can it share information 

collected during the performance review with other investigative or disciplinary 

branches of the College, but it can impose terms and conditions on a member’s status 

if an urgent public protection issue is identified.

Each element of the Practice Review Process has been extensively evaluated (Austin 

et al., 2004; Austin et al., 2005a; Austin et al., 2005b). Currently, however, there is no 

evidence that the Practice Review Process has actually changed or improved the 

quality of pharmacists’ services to the public. Nevertheless, the evaluations provide 

useful information on the acceptance of such programmes to pharmacists and the 

educational requirements of the profession. Most pharmacists participating in the

practice review recognise its importance as part of the mandate of a self-regulating

profession, and accept its role in the maintenance of competence. The process of 

maintaining a learning portfolio, although initially met with apprehension and 

misunderstanding, is now widely accepted. The value of learning portfolios and CPD, 

however, was only understood by pharmacists when they had the opportunity to share 

experiences with peers (Austin et al., 2005a; Austin et al., 2005b).

There are two learning points from these international experiences: the first is the need 

for defined standards of practice if CPD is to provide any assurance of competence; 

and the second is that peer support is essential for meaningful development.

1.4.2 Defining competency standards for pharmacy in the UK
The RPSGB has identified the competencies that will be needed for future pharmacy 

roles (RPSGB, 2003b), the results of which will inform the RPSGB’s strategic

development of pharmacy education and training at all stages from undergraduate to

specialist roles, as well as impacting on other areas of the RPSGB’s work including 

professional standards, practice development, revalidation and skill mix. The ‘Plan and 

Record’ CPD documenting system advocated by the RPSGB contains competencies 

expected of pharmacists in general, and for different sectors of work, and pharmacists 

must identify the competencies demonstrated by each CPD record. These lists of 

competencies, however, are long and cumbersome to navigate and do not easily 

facilitate self assessment of competence, neither have they been agreed as defined 

national standards of competence for the pharmacy profession.
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Many other professional groups within pharmacy have developed competency 

frameworks for their members and currently there are a number of different approaches 

to competency specification and assessment, detailed in Table 1.5. Whilst these 

frameworks have validity for the specific groups for which they were developed, none 

could be used to define the standards for the whole profession, although a review of 

the frameworks did reveal a high generic content and an overlap in the competencies 

defined. Additionally, the only framework that has been evaluated for its impact on 

pharmacists’ performance is the General Level Framework (London, 2003). Three of 

these frameworks apply to advanced practice and describe strategic competencies 

rather than service provision competencies. There is clearly already a divide between 

general and advanced practice, but, as stated in the recent review of non-medical 

professional regulation (Department of Health, 2006d) there is a need to define the 

competencies and standards required for general and advanced practice.

Table 1.5 Existing competency frameworks for pharmacists

Framework Reference
A competency framework for pharmacy 
practitioners: General Level.

A competency framework for pharmacy 
practitioners: Advanced and Consultant Level.

Maintaining Competency in Prescribing -  an 
outline framework to help pharmacist 
supplementary prescribing.

Competencies for pharmacists working in 
Primary Care. 2nd Edition

A competency framework for Community 
Health Pharmacy Services.

Outline competencies for Mental Health 
Pharmacists.

A competency framework for medicines 
information pharmacists.

Faculty of Prescribing and Medicines 
Management. A competency framework for 
members and associates

General paediatric competencies

(London, 2003)

(Meadows et al., 2004)

(National Prescribing Centre, 2003b)

(National Prescribing Centre, 2003a)

(The PCCP Network, 2003)

(CMHP, 2001)

(Picton. 2001)

(Faculty of Prescribing and Medicines 
Management, 2002)

(Faculty of Neonatal and Paediatric Pharmacy, 
2002)

59



Introduction

1.4.3 A practitioner development strategy
The Competency Development and Evaluation Group (CoDEG) in the UK have 

designed and evaluated two competency frameworks that develop the practitioner from 

a newly registered pharmacist, to a pharmacist working at a general level of practice, 

through to advanced and consultant level practice (Figure 1,5) (Davies et al., 2004; 

Webb et al., 2004; Bates et al., 2004). The strategy integrates training, experience and 

competency progression and proposes two distinct training phases: general and 

advanced. The general level framework was initially constructed for secondary care 

using a recognised process (McRobbie et al., 2001). This framework has been 

evaluated amongst junior pharmacists in secondary care. Using the framework not 

only improved the performance of the junior pharmacists, but also increased their job 

satisfaction (Goldsmith et a/., 2003; Webb et a/., 2003; Goldsmith, 2001; Antoniou et 

a/., 2005). It is now being used to train junior pharmacists in over 100 hospital trusts in 

the UK and has been integrated into some postgraduate degree courses. The 

advanced level framework enables differentiation between those in training, those who 

have progressed to an advanced level of practice and those who may be recognised as 

practising at a consultant level. It was included in the recent government document 

providing guidance in the development of consultant pharmacists in hospitals and 

primary care trusts (Department of Health, 2005b), and was used as the basis for the 

competency framework for pharmacists with a special interest (Department of Health, 

2006e). The RPSGB, in its response to the call for ideas for the review of regulation of 

the non-medical professions (Royal Pharmaceutical Society of Great Britain, 2005) 

discusses this work by CoDEG and the need to distinguish between general and 

advanced practice.

This work is in line with government strategy and potentially could be used to support 

practitioner development across the whole profession. Different levels of practice are 

not sector dependent but are dictated by patient need, and the development of the new 

pharmacy contractual framework in community pharmacy will enable the development 

of specialist community pharmacists. The General Level Framework, although initially 

designed for secondary care, describes the generic competencies required of 

pharmacists working at a general level of practice, and, with some modification could 

be used to define the standards expected of the profession.
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Figure 1.5 The pharmacist development strategy proposed by Davies et al 

(2004)

Pharmacist Development Strategy

C o n su ltan t pharm ac is t

A d va n c e d  p h arm ac is t p ractitioner

S in g le  d iscip line  

or spec ia lity  learn ing

G e n e ra l p h arm ac is t practitioner

C P

A P R

G P P

C o m m o n  core  learn ing  

R e g is te re d  p h arm ac is t M R P h S

F urther
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a d v an ced  
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g en era l 
training  

C C G T

PG3

PG2

PG1

Competency progression Designation Development Academic
enabling

Key:
M R P hS  = M em ber of the Royal Pharm aceutical Society
G P P  = General pharmacist practitioner
APR = Advanced pharmacist practitioner
C P = Consultant pharmacist
C C G T  = Certificate of completion of general training
C C A T = Certificate of completion of advanced training
PG1 = Post graduate degree e.g. certificate
PG 2 = Postgraduate degree e.g. diploma
PG 3 = Postgraduate degree e.g. masters
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1.5 CONCLUSIONS
The General Level Framework proved successful at improving performance in 

secondary care. There is a need for such a strategy in primary care and community 

pharmacy in order to meet the career expectations of pharmacists and the demands of 

the government and the public around professional regulation. An evidence-based 

approach to this will be to utilise the existing, validated general level framework and to 

develop it to capture the activities undertaken in other areas of the profession, rather 

than designing a new framework for each discipline. This will allow the framework to 

be improved to address the broader needs of the profession.

Summary

• The new contract for community pharmacists requires accreditation of 

pharmacists to provide certain services. There is a need for nationally 

agreed defined standards for service accreditation.

• There are further opportunities for community pharmacists to develop 

with the implementation of ‘pharmacists with a special interest'.

• The role of the primary care pharmacists is still evolving but can be split 

into two categories: those who work in GP practices providing 

medicines management services at a generalist level (practice 

pharmacists), and those who work for the PCT or HA in a more 

advanced, strategic role (pharmaceutical advisors).

• Government policy is focussing on the need for healthcare 

professionals to maintain competence to ensure fitness for practice.

• There is a need for structured training and development to ensure 

pharmacists develop the skills and competence needed to undertake 

new roles.

• Defined standards are required for professional regulation.

• Revalidation and professional regulation will be employers and 

commissioners responsibility, in addition to the professional body.
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CHAPTER 2

Aims of the Research
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2 AIMS OF THE RESEARCH

2.1 THE DEVELOPMENT OF THE RESEARCH QUESTION
This study focuses on the professional development of pharmacists working in primary 

care which includes pharmacists providing pharmaceutical services from community 

pharmacy premises, and those working on a sessional basis for Primary Care Trusts, 

providing medicines management services. There are currently no defined standards 

for the profession. Previous work has focussed on secondary care and there is a need 

to define and evaluate the competencies required for primary care in order to produce 

standards for the whole profession.

The purpose of professional development is to ensure that healthcare professionals are 

safe to practise, possessing adequate skill and knowledge base and to ensure that 

healthcare professionals are competent. Competency, in this thesis, is defined as 

ability based on work tasks or job outputs. In order to ensure that CPD assures 

competence, learning needs must be identified against defined standards.

The study comprised two stages. The first stage described the competencies expected 

of pharmacists working in primary care and developed them into a framework that 

could be used for professional development and for assessing competence. This study 

aimed to be evidence based, therefore the second stage of the study evaluated the 

framework as a tool to support the professional development of pharmacists working in 

primary care.

2.1.1 The principal research questions
i. Can a competency framework be developed that will be relevant for 

pharmacists working in primary care and community pharmacy?

ii. Can the framework be used to support the CPD of pharmacists working in 

primary care?

iii. Does use of this framework to support CPD improve the performance of 

pharmacists working in primary care?

iv. Can practice pharmacists and community pharmacists use the same 

framework to support their CPD?

V. What support do pharmacists need to use this framework?

vi. Is use of the framework to support CPD an acceptable approach for

pharmacists?
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vii. Is self assessed performance an accurate reflection of objectively assessed 

performance?

2.1.2 Principal hypotheses
1. A framework can be developed that will be relevant for pharmacists working 

in primary care.

2. Use of this framework will improve the performance of pharmacists over 

time, when compared to individuals not using the framework.

3. Both practice pharmacists and community pharmacists will be able to use 

the framework to support their CPD.

4. The approach will be acceptable to pharmacists.

5. Currently, self assessed performance is not an accurate reflection of 

objectively assessed performance, but use of the framework will improve 

correlations of self assessed performance with actual performance.

2.2 OPERATIONALISATION OF THE PRINCIPAL HYPOTHESIS: THE 

DEVELOPMENT OF THE AIMS
The study design was based on a similar study carried out in secondary care (Antoniou 

et al., 2005), with alterations to the design where necessary to make it appropriate for 

the infrastructure of primary care. The study aimed to be evidence based at all stages 

and the use of valid and reliable methodologies ensured that the specific objectives 

within each phase of the study were achieved and the principal hypotheses tested. 

There were two stages to the study: (1) developing the framework, and (2) evaluating 

the framework.

2.2.1 Developing the framework

The first stage aimed to describe the competencies expected of pharmacists working in 

primary care and developed these into a framework that could be used to support 

continuing professional development. These competencies were identified through a 

review of the literature and current competency frameworks for pharmacists. The 

framework previously developed for hospital pharmacists and tested in secondary care 

was used to operationalise the competencies. The competency framework was then 

validated through a series of consensus development panels with key stakeholders in 

primary care pharmacy as well as individual pharmacy practitioners.
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2.2.2 Evaluating the framework
The competency frameworks currently developed for various sectors of the pharmacy 

profession have not been tested in practice to evaluate their effect on pharmacists’ 

performance. This study aimed to provide evidence that the framework developed in 

stage 1 could support CPD and improve pharmacists' performance. The evaluation 

followed a controlled trial design and was based on a similar trial carried out in 

secondary care. The evaluation took place over a 12 month period. Measurements of 

performance were based on self assessment using the framework and intervention 

pharmacists received a visit from a facilitator at 4 months and at 8 months. Non

intervention pharmacists did not receive the framework for development purposes or 

the visits from the facilitator.
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3 EXPERIMENTAL METHODS

This chapter provides an overview of the research methods used throughout this thesis 

and describes the considerations for the project design.

3.1 THE RESEARCH PROCESS
3.1.1 Overview
The research used in this thesis can be described as real world research as it aims to 

investigate people in ‘real life’ situations in order to solve problems, predict effects and 

develop and test interventions, rather than just gaining knowledge or developing and 

testing theories (Robson, 1993). ‘Real life’ situations relate to the context in which the 

research is placed and can, for example, be in classrooms, in the office, in the 

pharmacy, or at the doctor’s surgery. In real world research it is often impossible, and 

sometimes unethical, to control all the conditions of the experiment. The challenge of 

real world research is to be able to draw sensible conclusions about a situation which is 

complex, poorly controlled and often messy.

Schumacker and Randall (2000) discuss three categories of researcher: purists, 

situationists and pragmatists. Purists will only conduct research using a single 

approach e.g. quantitative only or qualitative only. Situationists will identify an 

approach to be used based on the research topic whilst pragmatists use both 

approaches in a research study, for example using both observation and 

questionnaires. The design of this study is based on a pragmatist approach; using the 

research methods that will best answer the research question and are feasible and 

practical to carry out given the constraints of the study. This study was conducted in 

two stages. The first stage, the development of the framework, used the interpretive or 

qualitative approach. Developing a competency framework requires a data gathering 

stage that should explore as fully as possible the behaviours required for a certain role 

or job and relies on qualitative methods to do this. The second stage, the evaluation of 

the framework, aimed to test the framework in practice to investigate its effect on the 

performance of pharmacists using it to support their professional development. This 

phase used the ‘scientific’ or quantitative approach, and the framework developed in 

the first stage was used to operationalise the concept being measured, i.e. the 

competence of pharmacists.

The competency framework is an educational intervention for pharmacists. Its purpose 

is to aid the professional development of pharmacists, and help in the planning and
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provision of training and education. The approach taken to test the framework should, 

therefore, be grounded in educational research. There are two approaches to 

educational research design: naturalistic and experimental. Naturalistic design looks at 

issues as they occur, for example, how does continuing education for pharmacists 

occur at the moment, how does this impact on practice? Experimental design usually 

involves testing an intervention to evaluate its impact and this was the approach taken.

3.1.2 Evaluating educational interventions

According to Edwards, evaluation seeks to “describe and explain the experiences of 

students and teachers and make judgements and interpret their effectiveness” 

(Edwards, 1991). Evaluation uses data from assessments of individual students' 

performance, and monitoring data about the intervention to place a value on the activity 

and can have a formative role, identifying areas for improvement, or a summative role, 

judging the effectiveness of the intervention. The evaluation in this project focused on 

the effectiveness of the competency framework developed (the educational 

intervention) and is therefore summative.

There are many difficulties researching the effectiveness of educational interventions 

and in the past many interventions have been implemented without evidence that they 

are effective. In educational research there are no simple answers to the questions: 

what works, in what context, with whom, and at what cost? Defining true effectiveness 

and separating out the part played by the various components of an educational 

intervention is as difficult as in the evaluation of a complex treatment performed on a 

sample group of people each with different needs, circumstances and personalities.

An educational intervention can be something as simple as reading an article, or a 

complex intervention such as completing a degree course where several components 

are working synergistically. Educational interventions take place in an ever changing 

world and on complex subjects and many factors can influence the effectiveness of the 

intervention. These factors may be internal/personal to the healthcare professional 

using the intervention, such as motivation and prior experience; they may be external 

environmental factors that affect learning such as time pressures, work stresses and 

family commitments. There will be factors that might affect the control group such as 

the possibility of cross contamination (Figure 3.1). The components of the educational 

intervention itself will affect the effectiveness, such as the handouts, how the taught 

element is presented, and interactions with peers. In addition there will be variability in 

the intervention depending on the skills and enthusiasm of any tutors or facilitators 

used, and changes occurring in society such as policy changes and new requirements
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for practice, will influence the effectiveness of the intervention. Overcoming these 

factors is no different than in any other type of research: the aims of the research must 

be clearly defined and the validity of the methods and tools selected must be carefully 

considered.

Figure 3.1 Factors influencing the effectiveness of educational interventions 

(adapted from Hutchinson, 1999)
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3.1.3 Evaluation versus research
There is an argument that evaluation of educational interventions does not constitute 

true research, just as an audit, although informative and useful to a wide audience, is 

not research. For an evaluation to be considered as research, rigorous standards of 

reliability and validity must be applied regardless of which methodologies are used. 

Questionnaires should be piloted, standardised and validated for use in a population 

similar to the one being studied. Control groups should be randomised or case 
controlled.
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3.1.4 Levels of evaluation
When designing an evaluation of an educational intervention, consideration must be 

given to what is actually being evaluated. Kirkpatrick (1967) proposes four levels on 

which to focus evaluation, depending on the level of behavioural change expected in 

the student (Figure 3.2). These link in with Miller’s framework for clinical assessment 

(Miller, 1990) where the most basic level of assessment is some assurance that a 

student knows what is required in order to carry out professional functions effectively 

(Figure 1.1). Kirkpatrick’s first level for evaluation is an evaluation of the reaction of the 

learner. Miller’s second level of clinical assessment is that the student knows how to 

use the knowledge gained whilst Kirkpatrick’s second level is an evaluation of the 

learning of both knowledge and skills. Miller’s third level is an assessment of 

performance (the student shows how), whilst Kirkpatrick’s third level is an evaluation of 

the behaviour of the learner i.e. how is the learning transferred to the workplace. The 

top level of assessment in Miller’s framework looks at what a student actually does in 

clinical practice, and Kirkpatrick’s tops level of assessment is the impact of the 

educational intervention on the organisation or on society. In Miller’s framework the 

competence of the student is the focus of assessment, in Kirkpatrick’s hierarchy it is 

the impact of an educational intervention.

Once the level of evaluation has been decided outcome measures must be chosen 

accordingly. Assessing the reaction of the learner to the course (level 1) can be done 

with a simple but carefully designed feedback form, or an interview with the learners for 

example. To assess the learning or the knowledge and skills the student has acquired 

as a result of the intervention, a short answer or multiple choice exam before and after 

the learning may be sufficient. However, If the evaluation is assessing the change in 

behaviour as a result of the intervention a performance assessment that tests at the 

third level of Miller’s framework, such as an objective, structured, clinical examination 

(OSCE) may be a more appropriate out come measure. Evaluating the impact of the 

intervention on the organisation or society is more complex and not all training 

programs are suited to this level of evaluation, but it may include measuring the 

number of dispensing errors made before and after the intervention, for example.
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Figure 3.2 Kirkpatrick’s hierarchy of levels of evaluation (adapted from 

Hutchinson, 1999)
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3.1.5 Assessment methods in educational evaluations
Traditional assessment methods have focused on testing knowledge, but over the past 

few decades techniques have been developed that better assess skills, attitudes, and 

behaviour.

Written assessments range from true/false questions, multiple choice questions, short 

answer questions, essays, to ‘key feature’ questions. They all have their pros and cons 

and the decision to use a particular test will depend on purpose of the assessment. 

Written assessments are suitable for measuring up to the ‘knows how’ level in Miller’s 

pyramid (Miller, 1990), and for the evaluation of educational interventions would be 

suitable to assess learning that has taken place as a result of the intervention 

(Kirkpatrick, 1967). However, they do not reliably measure any order of competence 

higher than the ‘knows how’ level (van der VIeuten, 2000).

The next level of assessment is the skills based assessment which assesses at the 

‘shows how’ level of Miller’s pyramid, and would be suitable to evaluate the learning 

that has taken place as a result of an educational intervention but may not demonstrate 

that the learning has been transferred to the workplace. The most commonly used 

form of skills based assessment is the Objective Structured Clinical Examination 

(OSCE). The assessment is based on a series of patient based stations which depict a 

situation in practice and the student is expected to perform specific functions to
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complete the task or address the problem presented. The student is assessed against 

a previously determined, objective checklist. It has been proved as an appropriate 

means of assessment for the clinical skills taught in medical undergraduate education 

(General Medical Council, 1993; Newbie et al., 1993) and has been researched in 

pharmacy as an assessment method for pre-registration trainees (McRobbie and 

Davies, 1996; McRobbie et a/., 2002; Quero Munoz et a!., 2005), and for practising 

pharmacists (Austin et a!., 2004). OSCEs are now used both in undergraduate and 

post graduate pharmacy education. Their advantage is that they provide a 

standardised method of assessing students so performance between the students can 

be compared. The disadvantage of OSCEs is that they are time consuming to develop, 

expensive to run, and require a large amount of personnel.

Work based assessments target the highest level of Miller's pyramid (the action level) 

and would be a suitable form of assessment to measure change in behaviour i.e. the 

third level of Kirkpatrick’s levels of evaluation (Kirkpatrick, 1967). In medicine work 

based assessments can be undertaken using a variety of methods, for example, 

analysis of clinical practice records, diaries, or observations by supervisors, peers and 

patients. When observation by supervisors or peers in day to day tasks is used as an 

assessment method, reliability and validity are hard to achieve as the range of 

situations in which the students are observed will vary and, without the use of 

standardised assessment criteria, marking can be subjective. This leads to difficulty in 

comparing performance between students. The use of portfolios to provide evidence 

about performance is widely used in medical practice (Norcini, 2003). However, 

portfolios as evidence of performance do have a disadvantage in that it is natural for 

the owner to display their best work in a portfolio and the evaluation will not be useful 

for continuing quality assurance. In addition portfolios are not standardised, therefore 

performance comparisons are not achievable through portfolios.

The assessment methods chosen to evaluate the educational intervention must be 

suited to the aims of the evaluation, be valid and reliable, but be realistic and 

achievable to administer given the constraints of the study.

The rest of this chapter will describe the methods used in the two stages of this 

research.

73



Experimental Methods

3.2 STAGE 1 : DEVELOPING A COMPETENCY FRAMEWORK

A review of current competency frameworks was undertaken in order to determine the 

most appropriate methods for developing a competency framework. Eleven pharmacy- 

related competency frameworks were identified through the search strategy described 

above. Five of the frameworks were developed using the standard method described 

by Whiddett and Hollyforde in The Competencies Handbook’ (1999). Three 

frameworks did not refer to this text but provided a description of the development 

process, whilst three did not include any information on the development process.

The development processes for the frameworks identified all followed four key steps: 

planning the project, gathering information about the expected competencies; 

formulating the draft framework; and validating the framework. The methods used to 

achieve the four key steps varied between frameworks and are summarised in Table 

3.1. In all instances a project or steering group (sometimes referred to as an expert 

panel) was established, consisting of representatives of the organisation developing 

the framework, and sometimes other experts within the field, and a project lead was 

identified to manage the project. Support for the project was gained amongst those 

who would be affected by implementation of the framework. In order to identify the 

expected competencies both current and future roles were considered and the 

expected competencies for these roles defined. The behavioural statements that 

described these competencies were then identified. Various methods were used to 

achieve this: through job analysis, literature review, review of other frameworks, the 

expertise of the project team and interviews with people already undertaking the role or 

with senior managers. The frameworks were drafted through expert panels, focus 

groups or by the project team and were then validated through consensus development 

panels, focus groups and wide consultation.
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Table 3.1 Summary of the methods used to develop the existing UK competency frameworks for pharmacists

Framework Planning project identifying expected competencies Drafting framework Validating framework

A competency framework for 
pharmacy practitioners: General 
Level (McRobbie et al., 2001)

Review of processes for developing competency 
frameworks. Steering group of clinical pharmacists, 
academics and clinical pharmacy mangers tasked 
with the development of a competency framework 
suitable for pharmacists in their first 3 years of 
practice.

Literature review and job analysis of the 
clinical role of junior pharmacists.

Drafted by steering group. Circulated for comment and 
consensus. Final review by 
steering group.

A competency framework for 
pharmacy practitioners: Advanced 
Level (Meadows et a!., 2004)

Panel of pharmacists with expertise in practice, 
research, education and training, and management, 
established to develop a generic advanced practice 
competency framework.

Literature review to determine 
competencies

Expert panel to establish 
clusters, competencies and 
progression scale.

Consensus development 
panels to establish content 
validity.

Final review by expert panel.

Competencies of the future 
pharmacy workforce (RPSGB, 
2003b)

Project aimed to identify the competencies that will 
be needed for future pharmacy roles.

Literature review to identify current and 
future roles. Elements of competence 
extracted form this.

Elements of competence 
organised into domains by 
project group.

Content of undergraduate 
and pre-registration training 
frameworks mapped to draft 
framework. Final framework 
sent out for consultation.

Competencies for Pharmacists 
working in Primary Care, 2™* Edition 
(National Prescribing Centre, 2003a)

Purpose of document to provide a core competency 
framework which defines, in generic terms, the 
competencies that all primary care pharmacists 
either have, or need to develop, in order to perform 
their work effectively.

Desk research was undertaken to determine the 
appropriate methodology and investigate 
competency frameworks currently in use.

Steering group and focus groups established.

Current and future roles identified 
through: literature review, job analysis 
of 20 primary care pharmacists’ jobs, 
interviews with two POT chief 
executives, and expertise of project 
team.

Primary care pharmacists and their 
managers identified the behavioural 
statements relevant to their roles and 
future roles identified.

Focus group to draft framework. A second focus group to 
validate draft.

Draft circulated widely for 
comment and framework 
further refined in light of 
comments.

75



Table 3.1 continued

Framework Planning project Identifying expected competencies Drafting framework Validating framework

Maintaining competence in 
prescribing -  an outline framework 
to help pharmacist supplementary 
prescribing (National Prescribing 
Centre. 2003b)

Purpose of framework is to outline the 
supplementary prescribing competencies that 
pharmacists should acquire and maintain in order to 
support good quality prescribing.

Desk research was undertaken to determine the 
appropriate methodology and investigate 
competency frameworks currently in use.

Steering group and focus groups established.

A competency Framework for 
Community Health Pharmacy 
Services (The PCCP Network, 
2003)

Faculty of Prescribing and 
Medicines Management. A 
Competency Framework for 
Members and Associates (Faculty of 
Prescribing and Medicines 
Management, 2002)

A competency framework for 
medicines information (Picton, 
2001)

Purpose to provide a generic framework that defines 
the competencies that all pharmacists providing 
community health services have, or need to develop, 
in order to perform their work effectively.
Establishing support of different groups of 
community health services pharmacists with varying 
backgrounds.

A generic framework designed for pharmacists 
working in medicines management and prescribing.

Faculty members and associates recruited to 
develop framework.

Aim of project to identify the competencies that 
individuals working in Ml either have, or need to 
develop, in order to perform effectively now and in 
the future.
Steering group and focus groups established.

Focus groups and one to one interviews 
with prescribers from multi disciplinary 
background to identify behaviours 
associated with effective prescribing.

Current and potential roles defined (but 
it is not described how this was done.) 
Community health service pharmacists 
identified behavioural statements.

Expert group identified current and 
future tasks undertaken by FPMM 
members. Clusters (or dimensions) 
were identified from other competency 
frameworks that described this range of 
tasks.

Current and future roles identified. Ml 
pharmacists then generated 
behavioural statements that represent 
these roles.

Two separate frameworks 
drafted by two separate expert 
panels. These were then 
merged into one framework.

Behavioural statements drafted 
into framework (but no 
information is given on how this 
was done).

Clusters were built on to relate 
to the work of the FPMM and 
then narrowed down through 
consideration of their relevance 
to practice. Current and future 
tasks were mapped to these 
clusters in order to identify the 
competencies that described the 
clusters.

Focus group grouped 
statements into categories and 
identified levels within the 
framework.

Focus group tested framework 
against their own experience 
and understanding.
Framework also circulated to 
existing independent 
prescribers for comment. In 
addition supplementary 
prescribers identified specific 
supplementary prescribing 
competencies and these were 
compared with the framework 
and amendments made.

The final framework was 
circulated for comment.

Framework tested against the 
original list of behavioural 
statements to ensure validity.

No validation described.

Framework circulated widely 
for comment.
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3.2.1 Study design
A review of the methods previously used to develop competency frameworks is 

provided above. This section considers the factors that influenced the methods used in 

this project to develop the framework and provides an overview of the methods chosen. 

Full details of the methods are described in Chapter 4.

3.2.2 Planning the project

Whidett and Hollyforde (1999) describe the planning of the project as one of the key 

steps to producing a competency framework. The purpose of the framework must be 

clarified as this will affect the structure of the framework, the definitions of the 

competencies i.e. as behavioural indicators or task based competencies and will 

influence the methods used for developing the framework and the final structure of the 

framework. Creating the project team and gaining support for the framework is an 

important step in the development of any framework. The project groups will have 

ultimate responsibility for the outcome, and the other personnel recruited will be 

involved in reviewing the outcomes based on their experience.

The project group in this study consisted of the researcher, with community pharmacist 

experience, a pharmacist with primary care experience, two academics with expertise 

in developing competency frameworks and the director of a regional clinical pharmacy 

service. The initial task for the group was to decide on the purpose and design of the 

framework taking into consideration strategy and policy issues, and then to promote the 

project to gain support and identify volunteers for the review process. The group then 

met at regular intervals throughout the duration of the research to review progress.

The purpose of the framework being developed for this project was to describe, in 

generic terms, the competencies that all pharmacists, regardless of sector, working at a 

general level of practice should possess in order to perform effectively. The framework 

was not designed for pharmacists working at different levels, although it would cover a 

range of roles and responsibilities. Therefore the framework had to contain a 

mechanism for allowing desired performance levels to be set depending on the role i.e. 

some form of assessment ratings.

3.2.3 Identifying expected competencies

The aim of this stage of the development process is to collect examples of behaviours 

relevant to effective performance now and in the future. There are many methods used 

to do this and the choice will depend on the type of work being described, politics within
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an organisation, and the feasibility in relation to resource constraints. Before the 

expected competencies can be identified the current and future roles are identified and 

the behaviours are then derived from these roles. A range of methods can be used 

including: a literature review and review of other frameworks; job analysis; one-to-one 

interviews with managers and individual pharmacists; focus groups; or the expertise of 

an expert panel. More than one method can be used (triangulation) to ensure that data 

is not missed through the limitations of one particular method. Triangulation has been 

defined as the combining of different types of approach, methods and/or data within the 

same research study (Smith, 2002). The critics of triangulation, however, express 

concerns about combining methods that are underpinned by different philosophical 

assumptions. Furthermore, it is argued that the inaccuracies in one method may well 

be complemented by the accuracies in another methods, thus biases will not be 

uncovered. Nevertheless, the choice of methods in real world research is generally 

guided by pragmatism and the ability of the methods to meet the study objectives.

In the development of competency frameworks the literature review forms an important 

part of the data gathering stage and in this context the purpose of the literature review 

is to ‘discover important variables' (Hart, 1998) about the nature of the work being 

defined in the framework and to provide an overview of work already undertaken in that 

area in order to determine the work that needs to be done. A literature review in this 

context is likely to take the form of a content analysis of key documents in order to 

identify current and future roles, and relevant behaviours. Whilst content analysis is 

simple to undertake, inexpensive, unobtrusive and provides easy access to a large 

amount of data, a major limitation can be its subjective nature. In addition the literature 

may not be all inclusive in this context and important roles or behaviours may be 

missed. This limitation highlights the importance of using a triangulation of methods to 

identify the competencies; involving people with expertise in the field at this stage will 

ensure a wide variety of views are included in the data and will add validity. 

Alternatively, a job analysis will ensure that all roles are included. Deciding which other 

methods to use may be dependent on the results of the literature review and how much 

data is discovered. If a role has been widely discussed in the literature, or a job 

analysis has already been done in the literature, it may not be necessary to undertake 

a job analysis; review by experts in the field would ensure that the data collected is 

valid. The result of the literature review and/or job analysis is a list of behavioural 

statements ready to be drafted into a framework.

At the time of developing the framework, community and primary care pharmacy were 

going through a great deal of change. The Government had published two key
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documents setting out the role of pharmacy, and in particular community pharmacy 

within the NHS (Department of Health, 2000b; Department of Health, 2003a), and in 

1998 had published a document defining GP support and giving a comprehensive 

breakdown of potential roles for primary care pharmacists (National Prescribing Centre 

and NHS Executive, 1998). A large amount of information about current and future 

roles was found in the literature review. In addition the competency frameworks 

reviewed had been developed through job analysis and commonalities between the 

frameworks were found in the form of generic competencies such as problem solving 

and personal competencies that are relevant to pharmacists working in any sector. 

Therefore it was decided that a job analysis, through interviews or focus groups, at this 

stage would be costly, time consuming and unnecessary. The competencies for 

primary care and community pharmacists were identified through a literature review 

and a review of the existing competency frameworks. These competencies were then 

reviewed by pharmacists external to the project team but with expertise in primary care 

and community pharmacy. The purpose of this group was to review the competencies 

for relevance to primary care and community pharmacy, to eliminate overlap, to ensure 

relevant competencies had not been omitted, and to produce a list of competency 

statements ready to draft into a framework.

3.2.4 Drafting the framework
The process of drafting the framework involves grouping the behavioural statements 

into competencies and then grouping related competencies into clusters; producing 

titles to describe the competencies and the clusters; reviewing and refining the 

behavioural statements to ensure they are simple, clear and to eliminate any overlap 

between statements. This can be done by the project group or external groups.

The aim of this study was to utilise the existing, validated general level framework and 

to adapt it to capture the activities undertaken in other areas of the profession. 

Therefore the behavioural statements identified from the literature and existing 

competency frameworks were mapped on to the General Level Framework and 

amendments and additions made where necessary.

3.2.5 Validating the framework
Further testing of the framework is needed to ensure that the competencies relate to 

the roles, it is meaningful to the potential users of the framework, and it does 

distinguish between good and less good performers (Whiddett and Hollyforde, 1999). 

The most common method to validate a competency framework is review by groups of
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experts either through focus groups or consensus development panels, or by

circulating it widely and inviting comment, or both.

Focus groups are often used in action research where the investigator wants the

participants to feel they are part of the research process (Kitzinger, 1995) and in the

context of developing competency frameworks could be a very useful tool to explore 

the range of views about the behaviours that describe a particular role i.e. the first part 

of the process. However, at this stage in the process, it is important to get some 

agreement on the content of the framework and any amendments that need to be 

made rather than a range of potentially differing views that would be difficult to prioritise 

into actions. A more appropriate structure for a group discussion for the purpose of 

validating the framework might be the use of consensus methods.

There are three main methods of establishing consensus: the Delphi process, the 

nominal group technique and the consensus development conference. These methods 

aim to produce a quantification of the extent of consensus and use a mixture of 

quantitative and qualitative techniques. They have formal rules for collecting and 

analysing the information, nevertheless the validity and reliability of these consensus 

methods are often debated. The methodological issues that influence validity and 

reliability include sample size and composition, anonymity and the definition of 

consensus (Cantrill et a/., 1996). Other consensus methods have been developed 

which provide participants with a structured approach for problem solving, but, unlike 

traditional consensus methods, these methods have not been standardised. Fink et al 

(Fink et al., 1984) suggest several themes that should be used as a guide in the hope 

of achieving consensus:

• The problem should be clearly defined

• Decisions should be justified by empirically derived data as well as on 

judgements and experience

• Consensus participants should be representative of the profession

• An objective and skilled leader is needed

• The level of consensus should be defined in advance

• Outcomes should be clear and specific guides to action

These considerations seemed appropriate for the review of the draft competency 

frameworks and were used to structure three consensus meetings. The framework was 

amended in light of the results of the consensus development panels and sent to the 

members of the panels for a final consultation to ensure the amendments reflected the 

discussions from the panels.
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3.3 STAGE 2: EVALUATING THE FRAMEWORK
The issues arising when evaluating educational interventions have been discussed at 

the start of this chapter. This section reviews the methods used to evaluate the existing 

pharmacy competency frameworks in order to determine an appropriate method for 

evaluating the framework developed in this project, and considers the issues affecting 

the study design.

3.3.1 Evaluating competency frameworks
Only four of the frameworks reviewed in table 3.1 were evaluated, and only one of 

these evaluations used pre and post intervention outcome measures to determine if 

use of the framework improved performance.

The Competencies for the Pharmacy Workforce developed by the RPSGB (RPSGB, 

2003b) were ‘reality tested’ through workshops including a facilitated group discussion, 

interviews with pharmacists about their experiences of role change over the past five 

years, and the completion of a questionnaire based on the competency framework 

where respondents were asked to indicate which competencies they needed for their 

current role and from where they acquired them. This reality testing identified the 

competencies that were required for different roles, as well as identifying ‘common 

core’ competencies. The purpose of the reality testing was, therefore, not to evaluate 

the framework as an educational tool, but to check how well the framework captured 

the key elements of the new roles currently available. The methods used were suitable 

to meet this aim.

The Framework for Medicines Information Pharmacists (Picton, 2001) was evaluated at 

Kirkpatrick’s first level of evaluation (Kirkpatrick, 1967). It was introduced in a year long 

implementation phase and a competency implementation group was set up to monitor 

the progress of the implementation and to collate feedback from users of the 

framework. The framework was reviewed and refined in light of this experience. The 

evaluation provided useful learning points for anyone implementing a competency 

framework and acceptance and recognition of the value of the framework has been 

high within the medicines information community and senior management (Picton and 

Neal, 2002), but the methods used were not designed to provide evidence that use of 

the framework does improve performance.

The Advanced and Consultant Level Framework (Meadows et al., 2004) has been 

evaluated in order to define advanced and consultant level practice (Olbiols Albihana at
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al., 2005). The framework was sent out to members of seven UK based interest 

groups for pharmacy specialists. Respondents were asked to ascribe their current level 

of practice as either ‘specialist in training’, ‘experienced practitioner’ or ‘leading edge 

practitioner’. Each respondent then self-assessed their competence within the six 

clusters of the ACLF as either ‘foundation’, ‘excellence’ or ‘mastery’ level and were 

asked to support their self assessment by listing evidence that would support their 

judgement. Specialists in training clustered around the foundation level, experienced 

practitioners clustered around excellence and leading edge practitioners around 

mastery. The results showed that the ACLF has validity, and does distinguish between 

advanced and consultant level practice, and that the respondents were able to make a 

valid self assessment of their current level of practice. This suggests that the 

framework will be a valuable tool in practitioner development, however, this testing of 

the framework does not empirically show that using the framework for development 

aids progression from specialist in training to leading edge.

The General Level Framework developed for junior pharmacists working in secondary 

care (McRobbie et a/., 2001) has been evaluated as an assessment tool, first in a pilot 

study (Goldsmith et a/., 2003) and then in a year long trial. The pilot study suggested 

that the competency grid developed could differentiate between the clinical practices of 

pharmacists and detect change over time. Based on the success of the pilot study, a 

year long trial was undertaken based in the South East of England (Antoniou et a/., 

2005). 102 junior grade pharmacists in 22 acute trusts in the south of England were 

recruited. The hospitals were enrolled as either intervention (n=13; 72 pharmacists) or 

non-intervention sites (n=9; 30 pharmacists). The pharmacists and senior supervisors 

in the active sites used the competency framework for practice development. 

Pharmacists and supervisors in the control sites did not have access to the 

competency framework. All pharmacists were assessed at baseline, 3, 6 and 12 

months. Non-intervention pharmacists were assessed by external evaluators so that 

the sites remained blind to the framework.

Repeat measures analysis (6 months compared to baseline, month 12 compared to 

baseline) revealed that the intervention group showed an improvement in 24 out of the 

25 patient care competencies at month 6 which was sustained at month 12, compared 

with the non-intervention group who demonstrated an improvement in just 7 of the 

competencies at month 6 increasing to 12 competencies by month 12. In addition, 

aggregated scores were used to apply Kaplan-Meier analysis. Event status was 

defined as the achievement of competence, detected by the attainment of a predefined
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threshold score. A significant difference existed between the groups at all time points 

(log rank =7.97, p = 0.0048).

This is the only evaluation of a competency framework to investigate the effect of using 

the framework on pharmacists’ development and to empirically show that use of the 

framework leads to a greater increase in performance than not using the framework. 

Therefore, it was decided to base the design of evaluation of the framework for 

pharmacists working in primary care on the design the secondary care trial i.e. it would 

be a controlled trial with assessment of performance against the framework as the 

outcome measure. The major differences between the infrastructure of primary care 

and secondary care, however, necessitated some changes to the methods which are 

described below.

3.3.2 Assessment methods
The evaluation focused on assessing change of behaviour as a result of using the 

framework. Whilst assessment by an assessor using the competency framework 

provides the most objective assessment of competence, this would have been very 

difficult, costly and time consuming to implement in primary care. Pharmacists working 

in primary care often work in isolation and do not have access to a

mentor/tutor/supervisor who might be able to perform the observations.

When deciding the most appropriate method of assessing performance for the 

evaluation of the framework in primary care, consideration was given to how the

framework would be used in practice. Pharmacists in primary care would use it to

identify their learning needs for CPD, they would compare their performance with the 

desired performance levels to identify areas for development and since most 

pharmacists in primary care work in isolation this assessment of performance would be 

done by self assessment. Therefore the method used to assess the performance of 

the pharmacists in the evaluation was self assessment.

Self assessment has been used successfully in the evaluation of educational

interventions in medics. One study investigated the effect of a brief intervention on the 

self-assessment of death pronouncement competency in 48 interns in Alabama (Bailey 

and Williams, 2005) and an increase in self assessed competency was found as a 

result of the brief intervention. A second study used self assessment of competence to 

asses the affect of a six month psychiatric placement on the clinical competence of 18 

trainee GPs in the South-West region of the UK. There was a statistically significant
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improvement (p < 0.05) in perceived efficacy for matched trainees in 19 of the 20 areas 

of clinical competency appraised (Williams, 1998).

A further objective of this study was to compare self assessment of performance with 

an objective method of assessment as the accuracy of self assessment in pharmacists 

has not been studied before. The most appropriate method for comparing self 

assessment of performance with an objective measure is work based observations, 

however, as discussed above, this was not practical. An alternative is OSCEs but these 

are time consuming and costly to organise and run; to assess all pharmacists in the 

evaluation would have required at least a week of testing at the start and the end of the 

evaluation. This was not feasible and in addition it was a concern that the prospect of 

OSCEs might affect the recruitment rate. Therefore, in order to assess the accuracy of 

the pharmacists’ self assessment of performance, five key feature questions were 

developed each containing a realistic case scenario and asking the pharmacist to 

identify the problems the patient might experience, prioritise the problems and describe 

the action they would take. The competencies in the framework demonstrated by 

these case scenarios were agreed by the project team.

The key feature questions provided information on the accuracy of pharmacists’ self 

assessment of performance and the effect of the framework on their knowledge (i.e. 

level two of Kirpatrick’s pyramid), but did not provide evidence of the effect of the 

framework on their behaviour. Therefore pharmacists in the intervention group were 

asked to provide evidence for their self assessments in the form of a portfolio linking 

the study with the CPD system pharmacists are required to undertake by the RPSGB. 

Facilitators were employed during the evaluation to provide pharmacists with support in 

using the framework and developing their portfolios of evidence, and to help the 

pharmacists make a self assessment through a review of their portfolios of evidence 

and discussion. The facilitator therefore, provided an objective element to the 

assessment of performance and the evaluation of the framework at the level of 

behaviour change. No one assessment method is ideal, particularly with the 

constraints of the infrastructure of primary care and community pharmacy. This 

triangulation of the assessment methods uses a multifaceted approach to look at the 

multifaceted phenomena of competence.

All pharmacists recruited to the evaluation completed a self assessment of 

performance and the case scenarios at the start and the end of the twelve month 

evaluation. Intervention pharmacists were provided with the framework and attended 

an evening session to introduce the framework and the process of using it to identify
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learning needs. They were asked to collect evidence to demonstrate their self 

assessment performance ratings. At four months and eight months into the evaluation 

these pharmacists were visited by a facilitator to review their evidence and help them 

make a self assessment. The non-intervention pharmacists did not receive the 

framework or the facilitation visit.

3.3.3 Acceptability of the approach
In order to assess the acceptability of the approach i.e. evaluate the intervention at the 

first level, simple feedback forms were developed for the pharmacists to complete after 

the four month and the eight month facilitation visit. Post evaluation questionnaires 

were developed and sent to intervention and non-intervention pharmacists, and the 

facilitators. The questionnaires contained space for respondents to include comments 

on the approach to allow for some qualitative feedback.

3.3.4 Validity and reiiability
Validity and reliability are multifaceted, hence it is impossible to remove all threats to 

validity and reliability from a study, however these threats can be minimised by 

attention to validity and reliability throughout the research.

Validity has been defined as the ability of an instrument to measure what it purports to 

measure, and an instrument is assigned validity after it has been satisfactorily tested 

repeatedly in the population for which it was designed (Bowling, 2002). However, more 

recently, validity has taken many forms and validity is a requirement for both qualitative 

and quantitative research. Threats to validity can occur at every stage of the research 

process: the design, the data gathering, data analysis, and data reporting. These are 

known as biases or errors in the conceptualisation of the research idea. At the 

designing stage of the research bias may be in the form of assumption (conceptual) 

bias arising from the faulty logic of the investigator; or bias may be introduced through 

the use of inappropriate methods and sampling techniques. At the data gathering 

stage of the research bias may be introduced through the acquiescence of the 

respondents; evaluation apprehension; the Hawthorne effect; mood bias; selection 

bias; non-response bias or observer bias. Bias can arise at the data analysis stage 

through the handling of outliers or the use of inappropriate statistical tests. Reporting 

bias or publication bias may occur at the data reporting phase. Examples of how to 

minimise these threats to validity at each stage are shown in Table 3.2.
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Table 3.2 Minimising threats to validity at each stage of the research (from 

Cohen et al., 2000)

study design Data gathering Data analysis Data reporting

Use an appropriate time Reduce Hawthorne
scale

Ensure resources are 
adequate

Use an appropriate 
methodology

Select appropriate 
instrumentation

Use an appropriate 
sample (e.g. 
representative and of an 
adequate size)

Ensure instructions to 
participants are clear

Avoid a biased choice of 
researcher

effect

Minimize reactivity effect 

Avoid drop out rates 

Minimise non-response

Ensure interval between 
pre and post tests is not 
too short or too long

Ensure inter-rater 
reliability

Match control and 
experimental groups 
fairly

Ensure standardised 
procedures for gathering 
the data

Use appropriate 
analysis techniques for 
the data collected

Recognise spurious 
correlations

Avoid poor coding of 
qualitative data

Avoid making inferences 
and generalizations 
beyond the capability of 
the data

Avoid equating 
correlations and causes

Avoid selective use of 
data

Avoid type I and Type II 
errors

Avoid using the data 
selectively and 
unrepresentively

Indicate the level to 
which the results can be 
generalized.

Present the data without 
misinterpreting the 
message

Make claims that are 
sustainable by the data

Avoid inaccurate 
reporting of the data

Ensure the research 
questions are answered

Reliability is concerned with the precision and accuracy of a measure i.e. if it were 

carried out on a similar group of respondents in a similar context the results would be 

similar.

There were three instruments used in the data collecting phase of the evaluation: the 

framework, the case scenarios, and the post evaluation questionnaires. None of these 

instruments had previously been validated or tested for reliability as they were all 

developed for the evaluation. The measures taken to ensure the validity and reliability 

of these instruments are described in more detail in Chapters 4 and 5.

3.3.5 Sampling and randomisation
The evaluation phase of the study is experimental in design. For an experiment to be 

considered ‘true’ the participants must be representative of the sample from which they 

were drawn, and random allocation of the subjects to the different experimental 

conditions must occur. In ‘real world research’, however, it is very difficult to achieve
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either representative sampling (very often study participants are self-selected) or 

random allocation, and so alternative experimental approaches, with less stringent 

requirements for sampling and random allocation exist. These are ‘quasi-experiments’, 

first described by Campbell and Stanley in 1983 in their research into teaching 

(Campbell and Stanley, 1963) and might involve using existing groups for research 

rather than random allocation into new groups. Ideally matching of the control and 

experimental group should take place after measurement of the dependent variable 

and participants assigned to matched pairs based on the scores and measures of the 

dependent variable. One person from each pair is then randomly assigned to the 

control group and one to the experimental group. In this study it was not possible to 

match pairs and assign participants to experimental and control groups after the first 

measurement of the dependent variable, as participants in the experimental group 

were required to attend an evening session and needed sufficient notice to ensure their 

attendance. Assigning groups after the first measurement of the dependent variable 

would have necessitated a long time lapse before the intervention was applied and this 

was not practical. Randomization is superior to matching pairs as it produces 

equivalence in a whole range of variables, not just the variables being measured.

This study is quasi-experimental in that the participants were not a random sample of 

the whole population: they were self-selected although efforts were made to ensure 

that all pharmacists in the study areas received information about the project. The 

allocation of the pharmacists into experimental and control groups, however, used 

random allocation techniques but not unrestricted random allocation. There were two 

issues that affected the allocation: the need to ensure equivalence between the groups 

in the numbers of pharmacists in different roles, and the possibility of leakage of the 

intervention between experimental and control groups in the same area when 

pharmacists meet at local events. Therefore pharmacists were stratified into the 

different roles and clustered into geographical areas before randomly assigning the 

clusters to experimental or control groups.
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3.4 DATA ISSUES
3.4.1 Sample size
The sample size depends on the purpose of the research, the population under 

scrutiny and the constraints on the study such as cost, time, administrative support and 

the number of researchers available. Many researchers have published guidance on 

determining sample size. For example Borg and Gall (1979) suggest that for 

correlational research a sample of no less than 30 cases is needed, for causal- 

comparative and experimental methodologies, a sampie of no less than 15 cases is 

required, and that survey research should have no fewer than 100 cases in each major 

subgroup and 20 to 50 in each minor subgroup. Sample size should begin with an 

estimation of the smallest number of cases in the smallest subgroup and work up. 

Another way of selecting a random sample size is to use a table which, from a 

mathematicai formula, indicates the appropriate size of a random sample for a given 

number of the wider popuiation. Generally, the larger the population the smaller the 

proportion sampled can be. Oppenheim (1992) adds to this discussion with the 

comment that the nature of the scales to be used also exerts an influence on the 

sample size. For nominal data the sample sizes may have to be iarger than for interval 

or ratio data. Whatever methods, calculations and considerations are used when 

determining sample size, the essential requirement is that the sample is representative 

of the popuiation from which it is drawn.

3.4.2 Data analysis

A source of bias and threat to the validity of the findings of research is the inappropriate 

use of statistical treatments for the level of data e.g. applying techniques for interval 

scaling to ordinai data or using incorrect statistics for the type, size, complexity and 

sensitivity of the data; and the possibility of making a type I or type II error. In general, 

statistically significant results are more likely to occur with a larger sample because 

statistics are sensitive to sampie size. A factor large enough to produce a significant 

difference in a smail sample is more worthy of attention than a factor that produced 

smali differences that are statisticaliy significant in a large sample. Conversely samples 

which are too small have a high risk of failing to demonstrate a real difference (a type II 

error -  accepting the null hypothesis when in fact it is false). This demonstrates that 

caution should be exerted when interpreting the results of significance tests.

The type of test used will also influence the likelihood of making a Type I or Type II 

error. The type of test employed to compare the difference between the two groups 

depends on the type of data being compared. Parametric tests generally check for

88



Experimental Methods

differences between means, although some check for difference in the variance. 

Parametric tests assume that the data is more than ordinal, that the distribution is 

normal and that the variances of both variables are homogenous. Traditionally, it was 

thought that the use of a parametric test when the data is not parametric would lead to 

inaccurate results. However, this has been strongly questioned. It has been suggested 

that parametric tests can be employed on ordinal variables since the tests apply to the 

numbers, not what they signify (Bryman and Cramer, 2001). The tests are applied to 

see if the two scores differ: we know what the scores indicate but the test doesn't. 

Parametric tests are routinely applied to many psychological and sociological variables 

that are ordinal in nature. Furthermore, a number of studies have been carried out 

where the values of the statistics used have been artificially set up to violate the 

assumption of normality and equality of variances and the results have been found not 

to differ greatly from those samples where the assumptions are met. Bryman and 

Cramer suggest that if the suitability of the data for parametric test is in doubt then both 

parametric and non-parametric tests should be used and the results compared. This 

particularly applies where sample sizes are small (less than 15) and it is more difficult 

to determine the extent to which the conditions described above have been met.

Statisticians often argue that there is an over emphasis on hypothesis testing and p 

values, and that p values should only be used as a guideline to the strength of 

evidence of a difference between the two groups, rather than as proof. Actual 

significant and non-significant values should be reported to allow for interpretation of 

the results.

3.4.3 Missing values
Missing data is inevitable when a large number of variables are being collected and 

should not be ignored. Missing values can provide useful information on the instrument 

being used and it is often useful to perform an analysis of the missing items. In this 

study the missing value analysis can be used to provide information on the relevance 

of behaviours in the framework to pharmacists working in different roles.

Missing values do, however, present problems when the overall scores or means are 

calculated from the data, as a missing value for one item will result in a missing overall 

score. This could be problematic as it reduces the sample size for statistical tests. This 

can be overcome by using the missing value analysis option in SPSS which replaces 

the missing values with estimates from the rest of the cases in the file. An alternative 

method would be to calculate the mean for the items in a cluster based on the number 

of items for which there was a valid response. This was the method employed for the
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self assessments of competence, and avoided introducing an element of inaccuracy 

through the estimation of a response for an item.

A more detailed description of the methods used to develop and evaluate the 

competency framework for primary care and community pharmacists is found in 

Chapters 4 and 5.

90



Developing the Framework

CHAPTER 4

Developing the Framework
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4 DEVELOPING THE FRAMEWORK

This chapter describes in detail the development of a competency framework for 

primary care and community pharmacists and includes a brief discussion of the 

findings. A general overview of the methods used in developing competency 

frameworks is presented elsewhere (Chapter 3) so that only the methods used 

specifically in this aspect of the study are presented here.

4.1 AIMS AND OBJECTIVES

4.1.1 Aims of the Study
This stage of the study aimed to develop a competency framework that could be used 

to support the continuing professional development (CPD) of pharmacists working in 

primary care and community pharmacy.

4.1.2 Objectives
In order to achieve this aim the following objectives were identified:

• To identify the key behaviours required of pharmacists working in 

primary care and community pharmacy.

• To formulate these behaviours into a useable framework to support the 

CPD of primary care and community pharmacists.

• To validate the content of the framework with key stakeholders and 

individual pharmacists.
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4.2 DEVELOPING THE FRAMEWORK: METHODS

4.2.1 Study design
The study design broadly follows a recognised method of developing competency 

frameworks as described by Whiddett and Hollyforde (1999). The first step in the 

development of the competency framework for pharmacists working in primary care 

and community pharmacy was to raise awareness of the project and gain the support 

of key stakeholder organisations, including applications for funding (Figure 4.1). A 

content analysis of existing competency frameworks for pharmacists and policy 

documents relating to community and primary care pharmacy was undertaken to 

identify the roles of pharmacists and from that the behavioural statements that 

described the competencies required of pharmacists working in these two sectors. 

These behavioural statements were analysed by a review panel to ensure the 

statements were relevant to primary care and community pharmacy, and to eliminate 

any overlap. The resulting behavioural statements were mapped to the existing 

General Level Framework (GLF), the format and content of which had been shown to 

improve the performance of pharmacists working at a general level in secondary care 

(Antoniou et al., 2005), and amendments and additions made to produce a draft 

framework relevant for primary care and community pharmacy. This draft framework 

was reviewed by members of consensus development panels and amendments to the 

framework made as a consequence. The amended framework underwent a review by 

an expert panel before distribution to members of the consensus development panels 

for final critique. The competency framework resulting from this process, known as the 

new General Level Framework (nGLF), was then evaluated as a tool to support the 

CPD of primary care and community pharmacists in the second stage of this study 

(Chapter 5). Each stage of the development of the nGLF is described in more detail 

below.

4.2.2 Resources
This stage of the research required funding primarily for the researcher’s time and for 

research related consumables such as printing of the framework. An application for 

funding for both stages of the research was submitted to North West London Workforce 

Development Confederation and to Norfolk, Suffolk and Cambridgeshire Workforce 

Development Directorate.
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Figure 4.1 Development of the competency framework for pharmacists 

working in primary care and community pharmacy
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4.2.3 Raising awareness of the project
A key part of the development of any competency framework is to gain the support of 

those who will be using it, including key organisations and individuals at managerial 

level responsible for the provision and development of services and training, as well as 

people directly using the framework for their own personal development. Support was 

required from such individuals and organisations in the recruitment of pharmacists into 

the evaluation, as well as the implementation of the framework should it prove 

valuable. The roles and functions of the key primary care organisations are described 

in Table 4.1.

A series of meetings were arranged with the representatives from the organisations 

listed in Table 4.1, to raise awareness of the project, to invite pharmacists to participate 

in the consensus development panels and to gain support for the evaluation stage of 

the project. In addition members of the project team took every opportunity to talk 

informally to pharmacists about the project and information packs were e-mailed to 
pharmacists expressing an interest.
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Table 4.1 Roles and functions of the key primary care organisations
Organisation Abbreviation Function

National Prescribing Centre NPC Promotes and supports high quality, cost effective prescribing and 
medicines management across the NHS and helps improve patient 
care and service delivery. Supports a \vide range of professionals 
and organisations including PCTs, GPs, mental health trusts, 
community pharmacy, and the Department of Health.

National Pharmacy 
Association

NPA The national body of Britain’s community pharmacy owners 
providing essential services to community pharmacies including 
information services, education and training, NHS service 
development, business support, pharmacy planning and design 
services, and insurance services.

The Royal Pharmaceutical 
Society of Great Britain

RPSGB The professional and regulatory body for pharmacists in the UK. The 
key objectives of the RPSGB are to lead, regulate, develop and 
represent the profession. One of its remits is to assure professional 
competence and fitness to practice.

The Pharmaceutical 
Services Negotiating 
Committee

PSNC The representative of community pharmacy on NHS matters, its 
main objective is to secure the best possible remuneration, terms 
and conditions for NHS pharmacy contractors in England and 
Wales.

Centre for Pharmacy 
Postgraduate Education

CPPE Provides continuing education and continuing professional 
development opportunities for ail the community, hospital and 
primary care pharmacists in England. Funded directly by the 
Department of Health.

Local Pharmaceutical 
Committees

LPC Work locally with primary care organisations such as the PCT and 
other healthcare professionals to help plan healthcare services. 
Negotiate and discuss pharmacy services with local health bodies 
and give advice to community pharmacy contractors.

Primary Care Trusts PCT Responsible for delivering healthcare locally. There are 302 PCTs 
covering England and they receive their budget directly from the 
government, in total they receive 75% of the total health service 
budget and this is used to commission services according to local 
need.

Professional Executive 
Committees

PEC PECs provide a professional viewpoint on the strategy and 
operations of the PCT and are an important aspect of clinical 
leadership in primary care. The PEC must have a majority of 
members whose professional work reflects the function of the PCT 
for example, GPs, nurses, social workers, pharmacists, dentists and 
opticians.

Large National Pharmacy 
Chains

There are currently 12, 366 registered pharmacy premises in the 
UK. A large proportion of these are owned by national companies. 
Many of these companies provide their own training to pharmacists 
and other staff.

4.2.4 Identification of behavioural statements

In order to identify the behavioural statements relevant to pharmacists working in 

primary care and community pharmacy, the current and future role of these 

pharmacists were identified. This was achieved by undertaking a literature search 

using appropriate search terms to identify strategic, policy and research documents on 

Medline, International Pharmaceutical Abstracts and The Royal Pharmaceutical 

Society Electronic Pharmaceutical Information Coverage. Existing UK competency 

frameworks for pharmacists were located through a search of the internet sites of key 

organisations as well as the internet site of the Pharmaceutical Journal and hand 

searches of articles referring to competency frameworks for pharmacists. This 

identified existing competency frameworks for pharmacists working in all sectors of
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practice. Behavioural statements describing the current and future roles of primary 

care and community pharmacists were identified through a content analysis of these 

frameworks.

4.2.5 Review panel to appraise the behavioural statements identified
Four different panels were convened during the development of the framework to 

review it in draft forms, and to ensure the relevance of the behavioural statements for 

primary care and community pharmacy (Figure 4.2). The first was a review panel 

comprising the researcher, an academic member of the project team with expertise in 

developing competency frameworks, a community pharmacy owner and a community 

pharmacy locum to review the behavioural statements identified from existing 

competency frameworks and policy documents. The purpose of this review was to:

• Review the behavioural statements for relevance to community and 

primary care pharmacy.

• Eliminate overlap between the behavioural statements.
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Figure 4.2 The purpose of the panels involved in the development of the 

framework
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4.2.6 Mapping of behavioural statements
The statements derived from the literature and considered by the first review panel 

were mapped onto the existing General Level Competency Framework (GLF) for 

pharmacy practitioners. Where statements could not be mapped to the GLF but were 

associated with an existing cluster, they were added to that cluster. Where statements 

could not be mapped and were not associated with a cluster, a new cluster was 

formed. The mapping was undertaken by the researcher and a member of the project 

team with primary care and community pharmacy experience.

4.2.7 Consensus development panels
The second type of panel to be convened was the consensus development panels to 

validate the behavioural statements in the framework for pharmacists in primary care 

and community pharmacy (Figure 4.2). All pharmacists who had expressed an interest 

in the project were invited to take part in these panels, in particular representatives 

from the pharmacy organisations described in Table 4.1. Care was taken to ensure 

that the panel members represented a mix of experiences and organisations. Panel 

members were sent a copy of the framework prior to the event along with pre-meeting 

information that stated the aims and structure of the meeting.

Three consensus development meetings were held, each facilitated by a pharmacist 

with expertise in primary care and community pharmacy, and with knowledge of the 

framework (i.e. the author of this thesis, and one other member of the research group). 

The facilitator made notes during the meetings and at the end the outcomes were 

summarised and agreed by the panel members. Each consensus panel meeting 

consisted of up to six panel members who were asked to:

■ Agree the relevance of each behavioural statement for general level primary 

care and community pharmacists.

■ Recommend amendments to the behavioural statements if necessary.

■ Recommend inclusions to the framework if appropriate.

The framework was reviewed one cluster at a time and the behaviours in the specific 

cluster were written on cards and considered individually (Figure 4.3). For each 

behaviour, the panel members considered its relevance to primary care and community 

pharmacy. If, as a group, they agreed that the behavioural statement was relevant 

then it was included in the framework. The behaviours where some doubt existed 

were further discussed and the following considered:

1. Why is the behaviour not relevant?
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2. Could it be amended and included?

3. Is there an alternative statement that would better represent the behaviour 

under discussion?

The panel members were then asked to rank the “problematic” behaviours in order of 

acceptability. In addition, the panel members were asked to identify any behaviours 

they felt were missing from the clusters which should be included.

Figure 4.3 The process used to achieve consensus during the review of the 

framework
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A meeting of the confirming panel allowed the outcomes of the three consensus panels 

to be discussed and one set of changes for inclusion in the new framework to be 
agreed.

4.2.8 Expert panel review and final consultation
The expert panel, consisting of the researcher, two academic pharmacists with 

experience in developing competency frameworks, and two pharmacists involved in 

both primary care and community pharmacy, met to review the findings of the
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consensus development and confirming panels (Figure 4.2). Each revised competency 

cluster was reviewed in order to ensure consistency of terminology and flow, and to 

ensure that behavioural statements added to the framework were in the appropriate 

cluster. The framework was reviewed as a whole to ensure it met the quality standards 

described by Whiddett and Hollyforde (1999). The framework was then sent to the 

consensus development panel members for final comment.
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4.3 DEVELOPING THE FRAMEWORK: RESULTS 

4.3.1 Resources
The applications for funding made to North West London Workforce Development 

Confederation and Norfolk, Suffolk and Cambridge Workforce Development Directorate 

were both successful in obtaining funding for stages 1 and 2 of the project.

4.3.2 Raising awareness of the project
In total 38 pharmacists, from different backgrounds and organisations were invited and 

agreed to take part in the consensus development panels and also offered assistance 

in recruiting pharmacists for stage 2 of the study.

4.3.3 Identification of behavioural statements
The literature review and analysis of existing competency frameworks identified 110 

behavioural statements relevant to primary care and community pharmacy (Figure 4.4).

Figure 4.4 Results of the identification of expected behaviours
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The search for relevant policy documents identified a total of 38 relevant articles: 20 

Department of Health documents and 18 documents from other stakeholder 

organisations (Appendix one). The Government document ‘A Vision for Pharmacy' 

(Department of Health, 2003a) identified 10 key roles for pharmacists in the NHS 

(Table 4.2), and many other documents discussed and described the knowledge and 

skills that NHS staff need to apply to their work in order to achieve quality services 

(Table 4.3).

A total of 27 research and review articles were found relating to the role of community 

and primary care pharmacists. Of these, ten were research articles investigating the 

role of community pharmacists or primary care pharmacists in providing specific 

services, nine reported the results of surveys investigating the attitude of GPs, 

pharmacists, PCTs and the public to the extending roles of pharmacists in primary
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care, and eight were review articles discussing the potential roles of pharmacists in 

primary care (Appendix one).

Table 4.2 Ten key roles for pharmacists in the NHS (Department of Health, 
2003a)

Role as described In ‘A Vision for Pharmacy’

To provide convenient access to prescription and other medicines
To advise patients and other heaith professionals on the safe and effective use of medicines 
To be the first point of contact with healthcare services for people in the community 
To provide medicines management services, especially for people with enduring illness 
To promote patient safety by preventing, detecting and reporting ADRs and medication errors 
To contribute to seamless and safe medicines management throughout the patient journey 
To support patients as partners in medicines taking 
To prescribe medicines and monitor outcomes
To be a public health resource and provide health promotion, health improvement and harm reduction 
services.
To promote value for money in the use of medicines and to reduce wastage

Table 4.3 Core areas of knowledge and skills required by NHS staff In order 
to deliver high quality services (Department of Health, 2001a; Department of 
Health, 2003c; NHS Information Authority, 2001; The Bristol Royal Infirmary 

Inquiry, 2001)

Core areas of knowledge and skill____________________________________________________________
Communicating effectively with patients and colleagues 
Team working and shared learning
Personal development - keeping skills and competence up to date 
Information processing - using information effectively and sensitively 
Health and safety 
Service improvement 
Quality
Risk management 
Equality and diversity 
The promotion of health and wellbeing 
Interventions and treatments
Management - understanding how the NHS and locai organisations work
Information technology_______________________________________________________________________

The roles for community and primary care pharmacists identified from the policy 

documents and the literature are summarised in Table 4.4 which shows that the aims 

of primary care and community pharmacy have similarities, for example, promoting 

cost effective prescribing, medicines management, education, and clinical governance. 

It is the activities undertaken by these two groups of pharmacists to achieve these aims 

that differ, for example, primary care pharmacists are more likely to work with GPs and 

other health care professionals and can have a significant strategic input into service 

delivery, whereas the focus of the community pharmacists' role is the patient; almost all 

of the key activities of a community pharmacist stem from the contact with the patient.
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Table 4.4 Roles of the primary care pharmacist and the community 

pharmacist identified from poiicy and the iiterature (adapted from Jesson and 

Wilson, 1999)

Community pharmacists Primary Care Pharmacists

Cost effective prescribing
e.g. repeat dispensing, rationaiising prescriptions, 
promoting evidence based prescribing, advice and 
support to prescribers

Cost effective prescribing
e.g. P A C T anaiysis, formuiary deveiopment, 
review o f repeat prescribing systems, rationalising 
prescriptions, promoting evidence based  
prescribing

Medicines management
e.g. medication review, medicines use review, 
monitoring of patients with chronic illness, clinics, 
supplementary prescribing, concordance issues, 
secondary care liaison, disposal of waste 
medicines, domiciliary visits

Medicines management
e.g. clinics, supplementary prescribing, medication 
review, drug treatment protocol deveiopment, 
clinics, domiciliary visits, concordance issues, 
secondary care liaison, discharge medication 
review

Education e.g. patients, carers and pharmacy 
support staff

e.g. seminars, drug information, primary care staff 
training, helping patients cope with everyday 
health problems, ensuring pharmacy support staff 
are appropriately trained, supporting carers

Education e.g. o f GPs and primary care team

e.g. seminars, update sessions, drug information, 
primary care staff training, liaison with local 
pharmacists

Clinicai governance
e.g. audit, risk management

Clinical governance
e.g. dissemination of good practice

Support for self care
e.g. providing convenient access to health care, 
health promotion and disease prevention, minor 
ailments management, screening for diabetes, 
smoking cessation, supply of medicines under 
P C D

Strategic role
e.g. budget monitoring, service commissioning, 
performance management, allocation o f resources, 
co-ordination of policy

Having identified the roles of primary care and community pharmacists, and the generic 

skills required of all healthcare professionals through the review of the literature, the 

competency frameworks for pharmacists were reviewed to identify a set of behavioural 

statements relevant for these roles. At the time of developing the framework eleven 

competency frameworks for qualified pharmacists in the UK were identified. Eight of 

these frameworks were used in the review and one hundred and ten behavioural 

statements that were relevant to pharmacists working in primary care and community 

pharmacy were identified (Table 4.5).
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Table 4.5 Identification of relevant behavioural statements from the eight 
existing frameworks

Framework Number of behavioural statements identified as 
relevant from framework

A competency framework for pharmacy 41 behavioural statements
practitioners: General Level (McRobbie et a i, 2001) Framework does not include competencies around 

working within the NHS, or management 
competencies.

Competencies of the future pharmacy workforce 
(RPSGB, 2003b)

110 behavioural statements

Competencies for Pharmacists working in Primary 
Care, 2"'* Edition (National Prescribing Centre, 
2003a)

67 behavioural statements

Maintaining competence in prescribing -  an outline 
framework to help pharmacist supplementary 
prescribing (National Prescribing Centre, 2003b)

79 behavioural statements

A competency Framework for Community Health 60 behavioural statements
Pharmacy Services (The PCCP Network, 2003) Framework does not Include patient care/clinical 

element.

Outline Competencies for Mental Health 30 behavioural statements
Pharmacists (CMHP, 2001) Framework does not include management issues.

Plan and Record. Key to areas of competence. 49 behavioural statements
(RPSGB, 2003c) Framework does not include management 

competencies.

A competency framework for medicines information 35 behavioural statements
(Picton, 2001) Framework does not include patient care, or 

competencies around management issues and 
working within the NHS.

Although seven of the eleven frameworks were developed for specific areas of work 

within pharmacy, they had a generic content (Table 4.6). Three frameworks contained 

substantial sector or area specific competencies or behaviours and three applied to 

advanced practice and described strategic competencies rather than service provision 

competencies. These were the competency framework for advanced level pharmacy 

practitioners (Meadows et al., 2004), the framework for members of the faculty of 

prescribing and medicines management (Faculty of Prescribing and Medicines 

Management, 2002) and the framework for neonatal and paediatric pharmacists 

(Faculty of Neonatal and Paediatric Pharmacy, 2002). These frameworks were not 

used to identify behavioural statements for general level pharmacy practitioners.
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Table 4.6 Overview of the competency frameworks used to identify behavioural statements

Framework Purpose Structure Generic content

A competency framework for pharmacy practitioners: 
General Level (McRobbie et a i,  2001)

Describes the competencies that support the development of 
secondary care pharmacists as safe, effective general level 
practitioners.

Three clusters Behaviours in all three dusters are generic to any 
general level patient care role.

A competency framework for pharmacy practitioners: 
Advanced Level (Meadows et a i, 2004)

A generic framework for advanced practice phamadsts 
working in all sectors.

Six clusters All behaviours are generic to any advanced practice 
role.

Competencies of the future pharmacy workforce 
(RPSGB. 2003b)

Describes the competendes required of the future pharmacy 
workforce.

20 domains 118 generic behavioural statements.

Competencies for Pharmacists working in Primary Care, 
2™* Edition (National Prescribing Centre. 2003a)

To support pharmadsts working in primary care at all levels. Four dusters Majority of behaviours are generic to pharmadsts 
working within the NHS.

Maintaining competence in prescribing -  an outline 
framework to help pham adst supplementary prescribing 
(National Prescribing Centre. 2003b)

To support pharmadsts who have undertaken training to 
becomes a supplementary prescriber.

Three dusters Approximately half of framework could be generic, 
the remaining competendes relate spedfically to 
prescribing.

A competency Framework for Community Health 
Pharmacy Services (The PCCP Network. 2003)

To support pharmadsts who provide services to community 
health services.

Five dusters Four clusters are generic and relate to any 
pharmacist working within the NHS.

Outline Competencies for Mental Health Pharmacists 
(CMHP. 2001)

To define the standards of practice pharmacists must achieve 
to become a member of the College of Mental Health 
Pharmacists

Seven clusters Five clusters are generic to any service.

Faculty of Prescribing and Medicines Management. A 
Competency Framework for Members and Assodates 
(Faculty of Prescribing and Medicines Management. 
2002)

To define the competencies that members of the Faculty of 
Prescribing and Medidnes Management are expected to 
demonstrate.

Four dusters The behaviours describing the competencies are at 
an advanced practice level of working in primary 
care.

General Paediatric Competendes (Faculty of Neonatal 
and Paediatric Pharmacy. 2002)

Defines the standards of practice pharmadsts must achieve to 
become a member of the Faculty of Neonatal and Paediatric 
Pharmacy.

Three duster Contains knowledge and skills spedfic to paediatrics 
and advanced roles.

Plan and Record. Key to areas of competence. (RPSGB. 
2003c)

Describes the areas of competence expected of pharmacists 
to support CPD.

Eight general clusters
Five dusters spedfic 
to community 
pharmacy

Eight generic clusters.

A competency framework for medicines information 
(Picton. 2001)

To support all pharmacists working in medidnes information, 
whatever level of practise.

Four dusters Level 1 behaviours could be applied to any 
pharmadsts delivering any service within the NHS.
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4.3.4 Review panel
The 110 statements identified from the content analysis of existing competency 

frameworks and policy documents were refined to 70 behavioural statements by the 

review panel. The 40 statements discarded either overlapped with other statements, or 

were thought not to be relevant for primary care and community pharmacists.

4.3.5 Mapping the behavioural statements
Thirty nine of the 70 statements mapped directly onto the General Level Framework, 

requiring only minor modification to the terminology. The remaining 31 statements were 

added as new behavioural statements to the framework and represented competencies 

associated with working within the NHS and relating to the management function 

identified as relevant for primary care and community pharmacists. Table 4.7 shows 

the additions made to the GIF at this mapping stage. The most significant amendment 

to the GIF was the addition of a fourth cluster to describe the management roles of 

community and primary care pharmacists: the management and organisation cluster. 

The original GLF consisted of 58 behavioural statements and the resulting new 

framework contained 89 behavioural statements (Figure 4.5) organised into four 

clusters.

Table 4.7 Additions made to the Générai Levei Framework

Competency Cluster Behaviour added

Delivery of Patient Care Labelling of the medicine 

Patient assessment 

Quality assurance and audit 

The documentation of interventions 

Health promotion 

Health needs

Personai Communication with employing organisation 

Team-work with employing organisation 

inspires confidence

Quality and accuracy of documentation

CPD behaviours expanded to include evaluating 
learning

Probiem Soiving Keeps information needed on a day to day basis 
up to date

Management and Organisation Entire cluster added to include behaviours about 
clinical governance, service provision, budget 
setting and reimbursement, working with 
organisations, training, staff management and 
procurement.
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Figure 4.5 Results of the review panel and the drafting of the framework
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community and primary care 
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38 policy and strategy documents and 
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39 statements mapped directly to GLF 
31 new behavioural statements added 

Some minor amendments to terminology 
1 new cluster added

4.3.6 Consensus development panels
Nineteen pharmacists in total attended the meetings. These were: representatives from 

key stakeholder organisations, primary care trusts, local pharmaceutical committees, 

multiple pharmacy organisations and individual community pharmacists. Eleven of the 

panel members worked in positions relating to community pharmacy and eight worked 

in primary care roles. The MPC were unable to attend the consensus development 

panels but reviewed the draft framework in the final consultation phase.

The consensus development panels recommended that:

1. Thirty eight of the 89 statements reviewed required no change.

2. Forty behavioural statements should be maintained in the framework but 

required slight modification.

3. Ten statements represented two behaviours per statement and could be split 

into two.

4. Ten new behaviours needed to be added.

5. One behaviour could be removed as it was a duplicated elsewhere in the 

framework (Figure 4.6).

The draft framework resulting from this stage consisted of 108 behaviours organised in 

four clusters.
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Figure 4.6 Results of the consensus development panels
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38 statements required no change 
40 statements required minor 

modification of terminology 
10 statements to be split into two 

behaviours 
1 statement to be removed

Recommendations 
Of the 89 behavioural statements;

In addition:
10 new behaviours to be added

The changes agreed by the consensus development and confirming panels were 

categorised into three groups: minor changes, moderate changes and major changes. 

Minor changes were those required for clarification, for example changing the 

terminology in a statement, but which did not change the meaning of a statement or 

content of the framework. Moderate changes led to changes in the structure of the 

framework, for example a reordering of the competencies, but did not affect the content 

of the framework. Major changes impacted the content of the framework and included 

the addition of a new behaviour (Table 4.8).
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Table 4.8 

panels
Category of the changes agreed by the consensus development

Category of 
change

Description of change Exampie from framework

M inor
n=59

(Change for 
clarification)

Change of terminology in 
behaviour description

Change of behaviour title

Remove behaviour, 
duplicated elsewhere

Splitting one behaviour 
description into two

‘Clarity o f prescription is 
ALWAYS ensured changed to
‘ALWAYS ensures the prescribers 
intentions are clear'

‘Health promotion’ changed to ‘Public 
health’

Panels felt that ‘Provision of written 
information’ shou\6 be removed as it is 
included in ‘Medicine information’

‘Appropriate formulation and 
concentration is ALWAYS ensured’ split 
into ‘Appropriate formulation is ALWAYS 
ensured’ and ‘Appropriate concentration 
is ALWAYS ensured’

M oderate
n=4

(Change to 
structure of 
cluster but no 
change in 
meaning)

Change of competency title 
(but behaviours and content 
remain the same)

Review order of 
competencies in the cluster

Behaviour belongs to a 
different competency, or 
cluster

‘Patient consultation including responding 
to symptoms’ changed to just ‘Patient 
consultation’

Patient care competencies order changed 
to reflect a patient centred approach to 
patient care

‘Critical incidents are ALWAYS 
documented does not belong in personal 
cluster. Should be under ‘Clinical 
Governance’ in Management and 
Organisation cluster

M ajor
n=10

(Change in 
content)

Addition of behaviour to 
existing competency

Addition of new competency 
to cluster

A behaviour about patient consent should 
be added to the ‘Patient consultation’ 
competency

A competency about legislation affecting 
patient care needed
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The delivery of patient care cluster contained 31 behaviours, 18 required some change. 

The panels agreed 25 changes in this cluster; some behaviours requiring more than 

one change (Table 4.9). Twenty one of these changes were minor changes, 2 were 

moderate and included the need to review the order of the competencies in the cluster, 

whilst 2 were classified as major changes such as the addition of a new competency 

and a new behaviour around patient consent and knowledge of the legislation affecting 

patient care.

The personal competency cluster contained 25 behaviours of which 14 required 23 

changes. Nineteen changes were classified as minor, 1 moderate and 3 major (Table 

4.10).

Two of the 14 behaviours in the problem solving cluster required minor change and the 

panels agreed that two new behaviours needed adding to this cluster to reflect problem 

identification and understanding the mechanisms of drug-drug interactions. The total 

number of changes required for this cluster, therefore, was 4 (Table 4.11).

The majority of the behaviours in the management and organisation cluster required 

change (17/19) and 21 changes overall were recommended. Seventeen of these 

changes were minor, 1 moderate and 3 major, such as the addition of new behaviours 

relating to ensuring a safe working environment, risk management and mentoring 

(Table 4.12).
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Table 4.9 Results of the consensus development panels and expert panel review for the delivery of patient care cluster

Classification of 
change

Description o f change Num ber of
changes
(n=25)

Changes confirm ed by expert panel

M inor Change of terminology in behaviour description for 11 8 confirmed
(Change for 
clarification)

clarification 3 confirmed with minor changes to terminology to 
ensure consistency

Change of behaviour title for clarification 5 4 confirmed
1 confirmed with minor change to terminology to 
ensure consistency

Remove behaviour, duplicated elsewhere 1 Not confirmed. Behaviour left in

Splitting one behaviour into two for clarification 4 3 confirmed
1 left as one statement but clarified

M oderate
(Change to structure of

Change of competency title (but behaviours and content 
remain the same)

1 Confirmed

cluster but no change 
in meaning)

Review order of competencies in the cluster 1 Confirmed

M ajor Addition of behaviour to existing competency 1 Confirmed
(Change in content) Addition of new competency to cluster 1 Did not fit in this cluster. Added in Personal cluster
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Table 4.10 Results of the consensus development panels and expert panel review for the personal competency cluster

Classification of change Description of change Number of 
changes(n=23)

Changes confirmed by expert panel

M inor Change of terminology In behaviour description for 13 12 confirmed
(Change for clarification) clarification 1 left as It was

Change of behaviour title for clarification 4 3 confirmed 

1 left as It was

Splitting one behaviour Into two for clarification 2 Confirmed

Moderate
(Change to structure of cluster 
but no change In meaning)

Behaviour belongs to a different place 1 Confirmed

M ajor
(Change In content)

Addition of behaviour to existing competency 2 1 confirmed
1 not added as behaviour Is Implicit within the 
framework

Addition of new competency to cluster 1 Not added as competency Is covered In other 
areas

Table 4.11 Results of the consensus development panels and expert panel review for the problem solving cluster

Classification of change Description of change Number of 
changes(n=4)

Changes confirmed by expert panel

M inor
(Change for clarification)

Change of terminology In behaviour description for 
clarification

1 Confirmed

Change of behaviour title for clarification 1 Confirmed

M ajor
(Change In content)

Addition of behaviour to existing competency 2 Confirmed
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Table 4.12 Results of the consensus development panels and expert panel review for the management and organisation cluster

Classification of change Description of change Number of 
changes(n=21)

Changes confirmed by expert panel

M inor
(Change for clarification)

Change of terminology in behaviour description for 
clarification

12 9 confirmed
2 confirmed with amendments 

1 left as it was

Change of behaviour title for clarification 1 Confirmed

Splitting one behaviour into two for clarification 4 2 confirmed
2 left as one statement, with some changes to 
terminology

Moderate
(Change to structure of cluster 
but no change in meaning)

Behaviour belongs in a different place 1 Confirmed

M ajor
(Change in content)

Addition of behaviour to existing competency 3 2 confirmed
1 not appropriate for general level
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4.3.7 Expert panel review and final consultation
The function of the expert panel was to review the amendments and additions 

proposed by the consensus development panels to ensure consistency of terminology 

and approach. The expert panel confirmed the majority of the changes recommended 

by the consensus development panels. Of the recommendations made, eight 

behaviours were added to the framework, 7 existing behaviours were rewritten as 14 

behaviours and no behaviours were removed. The resulting framework consisted of 

104 behaviours organised into four clusters. No further amendments were made as a 

result of the final consultation (Figure 4.7).

In the delivery of patient care cluster 18 of the 25 changes suggested by the consensus 

development panels were agreed by the expert panel and a further 5 changes were 

agreed following minor amendments to the terminology. The consensus development 

panels had suggested a behaviour be removed from the delivery of patient care cluster 

as it was duplicated elsewhere in the framework. The expert panel, however, agreed 

that there was insufficient overlap to warrant its removal. In addition, they decided that 

one of the behaviours to be added would be more appropriate in the ‘Personal 

Competency Cluster’ (Table 4.9).

Nineteen of the 23 changes to the personal competency cluster suggested by the 

consensus development panels were agreed by the expert panel. Two of the minor 

changes to existing behaviours were not accepted as it was decided that they were not 

consistent with the rest of the framework. The expert panel agreed that two of the 

suggestions for additions were covered in other areas of the framework (Table 4.10).

In the problem solving competency cluster all four of the changes suggested by the 

consensus development panels were agreed (Table 4.11). Fifteen of the changes in 

the management and organisation cluster were made as suggested by the consensus 

development panels and 2 with minor changes to the terminology. The expert panel 

felt that three of the changes suggested by the consensus development panels should 

remain as they were, as the changes suggested by the panels were not consistent with 

the rest of the framework. In addition, one of the behaviours to be added was not 

appropriate for pharmacists working at a general level (Table 4.12).

No further amendments were made as a result of the final consultation. The final 

competency framework consisted of 104 behavioural statements, organised into four 

clusters (Table 4.13). For the purpose of this thesis, the final framework will be
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referred to as the new General Level Framework (nGLF). A handbook was produced 

to accompany the nGLF which provided background to the behavioural statements, 

including a description of how the behaviours apply to different pharmacy roles. The 

purpose of the handbook was to help pharmacists apply the nGLF to their work. Each 

behavioural statement in the nGLF had an assessment rating to allow pharmacists to 

assess their competence. These ratings were: always, usually, sometimes and never. 

The framework produced in the handbook contained space for four assessment ratings 

for each behaviour to allow consecutive assessments to be recorded and progress to 

be viewed (Figure 4.8). The full framework is shown in Appendix two.

Figure 4.7 Results of the expert panel and final consultation
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Figure 4.8 Basic structure of the Framework
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Table 4.13 Overview of the new General Level Framework

Competency Cluster Competencies Examples of Behaviours
Delivery of Patient 
Care

Patient Consultation

Need for the Drug
Selection of the drug
Drug specific issues
Provision of drug product
Medicines information and patient education
Monitoring drug therapy
Evaluation of outcomes

Obtaining relevant information, referring problems, documentation, and patient 
consent.
Drug histories, patient background.
Interactions, dose, formulation.
Ensures appropriate dose, dosing regimen, formulation and concentration 
Clarity and legality of prescription and labels.
Public health, health needs, information needs.
Medicines management problems, use of guidelines, documentation.
Assessing outcomes of contribution to patient care.________________________________

Personal
Competencies

Organisation
Effective communication skills 
Team work

Professionalism

Punctuality, efficiency and the ability to prioritise work.
With different groups of people e.g. patient, medical staff, nurses, immediate 
pharmacy team.
Ability to work effectively as part of different teams e.g. pharmacy team and multi
disciplinary team.
Confidentiality, recognising limitations, taking responsibility for own actions, 
legislation.

Problem Solving 
Competencies

Gathering information 
Knowledge 
Analysing information 
Providing information 
Follow up

Accessing information, summarising information.
Of pathophysiology, pharmacology, side effects and interactions needed for problem 
solving.
Evaluating information, identifying problems, appraising options, decision making 
Provision of accurate and relevant information 
Ensures resolution of the problem

Management and
Organisation
Competencies

Clinical Governance
Service Provision
Budget setting and reimbursement
Organisation
Training
Staff management 
Procurement

The application of clinical governance issues.
Quality of service and service development.
Service reimbursement and prescribing budgets.
Organisational structures.
Of staff and other healthcare professionals.
Performance management, staff development, employment issues. 
Stock management, supply problems, sourcing pharmaceuticals

117



Developing the Framework

4.4 DEVELOPING THE FRAMEWORK: DISCUSSION

This stage of the study aimed to develop a competency framework that could be used 

to support the continuing professional development (CPD) of pharmacists working in 

primary care and community pharmacy, which was grounded in the literature and policy 

and agreed by key stakeholder organisations and individual pharmacists. Key stages in 

the development of the framework will briefly be discussed. The limitations experienced 

in this stage of the study, and the implications of the study will be discussed elsewhere 

(Chapter 6).

4.4.1 Identification of behavioural statements
A literature review was chosen initially to identify the key roles of primary care and 

community pharmacists, and from this, the behaviours required to undertake these 

roles. A large volume of information about current and future roles was found in the 

literature and all types of documents contained considerable overlap in the roles 

described. Some of the research papers presented the roles of primary care and 

community pharmacists as described by the pharmacists themselves, and others 

examined the roles from the perspective of other health care professionals. It is 

unlikely that a job analysis, or interviews with primary care and community 

pharmacists, would have added any new roles to those already identified. The 

experience of the project team also ensured that the range of roles identified were 

comprehensive. The review of these policy and research documents shows the 

overlap between the roles of primary care and community pharmacists (Table 4.4) as 

both are involved in medicines management, cost effective prescribing, education, and 

clinical governance. This confirms that a competency framework can apply to those 

working in both sectors; whilst the competencies required for these roles are likely to 

be the same, it is the application of these competencies to the roles undertaken which 

may differ.

The review of the existing competency frameworks illustrates the considerable overlap 

which exists between sector specific frameworks (Table 4.6). Indeed, upon review, the 

majority of the frameworks are not sector or even service specific; when the references 

to specific services are removed the underlying competencies can be applied to any 

sector/service or role. This suggests that a generic framework can be developed for 

pharmacists working in any sector.
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4.4.2 Mapping of the behavioural statements
The behavioural statements identified from the literature mapped well onto the original 

General Level Framework so that very few amendments were required. The main 

addition to the framework was the introduction of the management and organisation 

cluster, which the expert panel deemed to be relevant for secondary care as well as 

primary care and community pharmacy. The original General Level Framework was 

developed before the publication of the NHS plan (Department of Health, 2000d) and 

the introduction of clinical governance. This was the start of reform in the NHS which 

meant that every employee, whatever their role, was responsible for the quality of the 

service. The review of the policy documents clearly showed the emphasis on the 

provision of healthcare within the whole system and the need for health care 

professionals to work within and across organisations. The management and 

organisation cluster reflects this emphasis on quality of service, accountability, and 

working within and across organisations. Thus the work carried out in the development 

phase of this project has served as a review to bring the General Level Framework up 

to date for other sectors of the profession.

4.4.3 Consensus development panels
The consensus development panels ensured that the new General Level Framework 

has content validity. A mixture of pharmacists from different backgrounds and 

organisations were represented in each panel, and all the stakeholder organisations 

(with the exception of the RPSGB and the NFC) were present in the panels. The 

panels ensured that the content of the framework was relevant for primary care and 

community pharmacists and that the full scope of their work at a general level was 

covered by the framework, through the recommendations to include new behaviours.

The majority of the changes suggested by the consensus development panels were 

minor, providing clarification of the statements (Tables 4.9-4.12). The major changes 

needed were additions of behaviours that the panels felt were necessary to cover the 

scope of the primary care and community pharmacists’ role. Moderate changes to the 

framework structure were agreed to reflect the patient-focussed nature of current 

health care policy. The majority (17 out of 19) of the management and organisation 

cluster behaviours required change. This is unsurprising as this cluster was added to 

the original framework and had not previously been reviewed. There were no 

disagreements in the consensus development panels about the changes needed, and 

indeed the three panels frequently suggested the same changes, independently of
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each other. The confirming panel reviewed these changes to produce one set of 

changes to be made to the framework. The expert panel ensured these changes were 

consistent with the flow and structure of the framework and that appropriate 

terminology was used throughout the framework. The expert panel consisted of 

academics and practitioners involved in the development of the original General Level 

Framework. Reassuringly the expert panel felt that the new General Level Framework 

maintained its applicability for secondary care, and that the additions to the framework 

were relevant. This highlights the need for regular review of the framework to ensure it 

captures new policies and new roles for pharmacists in all sectors.

4.4.4 Conclusion

This study has modified the General Level Framework originally designed for 

pharmacists working in secondary care to support pharmacists working in primary care 

and community pharmacy. The final framework consisted of four clusters containing 

104 behaviours in total that were relevant to primary care and community pharmacy 

and retained their applicability to secondary care.

The evaluation of the nGLF in stage 2 of this project will provide more information on 

the applicability of the framework, the feasibility of using it in primary care, the 

acceptability and effectiveness of the approach and the value of the framework to 

primary care and community pharmacists.
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Evaluating the Framework
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5 EVALUATING THE FRAMEWORK

This chapter describes in detail the methods used to evaluate the new General Level 

Framework (nGLF) in primary care and community pharmacy, and the results obtained.

5.1 AIMS AND OBJECTIVES
5.1.1 Aims of the study

This study aims to evaluate the nGLF as a tool to support the continuing professional 

development (CPD) of pharmacists working in primary care. In addition this study aims 

to investigate the accuracy of self assessment of performance by pharmacists working 

in primary care.

5.1.2 Objectives
In order to achieve the aims described above the following objectives were identified:

• To compare the change in performance over time between intervention 

and non-intervention groups.

• To compare the probability of practice pharmacists and community 

pharmacists achieving the desired performance level by the end of the 

study.

• To determine the acceptability of the intervention (i.e. the nGLF and 

facilitation) to pharmacists and facilitators.

• To compare performance in case scenarios with self assessment of 

performance at the start and the end of the study.

5.1.3 Hypothesis
The intervention will significantly improve the performance of pharmacists over time, 

when compared to individuals not employing the framework.
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5.2 EVALUATING THE FRAMEWORK: METHODS
5.2.1 Study design
The design of the study was based on that used during the evaluation of the GLF in 

secondary care, namely a randomised controlled trial (Antoniou et al., 2005). In the 

previous study, hospital trusts, rather than individual pharmacists, were recruited to 

take part and randomly allocated as either an active or control site. All junior grade 

pharmacists working in these trusts were then recruited into the trial and performance 

was assessed by senior pharmacists, using the GLF, at baseline, three, six and twelve 

months. Pharmacists at the control sites were blinded to the GLF, as assessments 

were undertaken by external appraisers; whereas pharmacists in the active sites used 

the framework to identify their training needs, which informed their development 

throughout the study period.

Although the infrastructure of community and primary care pharmacy necessitated 

some change to the detail of the study design, a controlled trial methodology was 

employed which ran for a twelve month period (Figure 5.1). Pharmacists were recruited 

and allocated into either an intervention or a non-intervention group. The major 

difference between the secondary care evaluation and the evaluation in primary care 

was the method of assessing the pharmacists’ performance. Community and primary 

care pharmacists often work in isolation and do not have a mentor or supervisor to 

support their professional development. As it would have been impractical and costly to 

use external assessors in this study the evaluation process adopted a self-assessment 

of performance against the nGLF as an outcome measure, facilitated by an external 

mentor. This approach best reflected the manner in which a competency framework 

might eventually be used in the primary care sector. Pharmacists could use it as a 

development tool to help identify their individual learning needs to support their CPD.

As the study relied on self-assessment, the outcome of this approach was compared to 

performance in resolving drug related problems captured in a number of written case 

scenarios, for both intervention and non-intervention pharmacists at baseline and at the 

end of the study.
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Figure 5.1 Overview of the study design

Intervention Group

Initial Assessment 
Time zero

Assessment of performance 
using questionnaire. 
Completion of case scenarios

Introduction to framework and 
explanatory handbook 
Initial meeting with facilitator

Non-Intervention Group

Assessment of performance 
using questionnaire 
Completion of case scenarios

Facilitation Visit 
4 months

Facilitator visit to facilitate self 
assessment of performance 
and progress CPD

Facilitation visit 
8 months

Facilitator visit to facilitate self 
assessment of performance 
and progress CPD

Final assessment 
12 months

Assessment of performance 
using questionnaire 
Completion of case scenarios

Assessment of performance 
using questionnaire 
Completion of case scenarios

In order to support the process of self assessment all intervention pharmacists were 

visited at four and eight months by a facilitator. Non-intervention pharmacists had no 

sight of the framework, received no facilitation and did not undertake a self assessment 

at four or eight months. Non-intervention pharmacists engaged with professional 

development in the normal manner.

Since the approach taken to measure performance in this study was self-assessment, 

further reference to ‘performance’ in this thesis implies self-assessed performance. The 

‘intervention’ refers to the use of the nGLF by the pharmacists to identify their learning 

needs for CPD with support from a facilitator.

5.2.2 Resources and ethics
Resources were required in this stage of the research to remunerate the facilitators, to 

cover pharmacists’ locum expenses, for the evening meetings, and for research related 

consumables as well as the researcher’s time. Funding for both stages of the research 

was obtained from North West London Workforce Development Confederation, Norfolk,
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Suffolk and Cambridgeshire Workforce Development Directorate, and North Central 

London Research Consortium (NoCLoR). In addition the researcher was awarded 

personal funding to attend training events and conferences by NoCLoR, and a small 

stipend was awarded by the Harold and Marjorie Moss Charitable Foundation.

The protocol for the evaluation stage of this research was submitted to Camden and 

Islington Local Research Ethics Committee for approval. Advice was that formal ethical 

approval was not required (Appendix three).

5.2.3 Study population

The study took place in London, Bedfordshire, Hertfordshire, Essex, Norfolk, Suffolk 

and Cambridgeshire. The study covered a substantial area of the South East of 

England which was primarily chosen for accessibility to key contacts in the project 

area. This approach allowed pharmacists and facilitators to be recruited and 

appropriate training sessions to be delivered. The study area comprised 68 PCTs and 

over 600 community pharmacy premises. Due to the practicalities involved in recruiting 

pharmacists and arranging the baseline assessments over such a large geography the 

area was divided into two cohorts: London, Bedfordshire, Hertfordshire and Essex 

(cohort 1), and Norfolk, Suffolk and Cambridgeshire (cohort 2) and recruitment was 

staggered.

5.2.4 Sample size

Using student power calculations with an effect size of d=0.5 (medium), significance 

level of p<0.01 and power of 0.8, a sample of 126 pharmacists was predicted to be 

adequate (Lenth, 2006). A sample size of 63 in each cohort was thought to be realistic 

given the time, money and resource constraints and would provide sufficient power to 

uncover statistical differences between the intervention and non-intervention groups.

5.2.5 Recruitment process

In total 65% of all pharmacists on the register in the UK work in community pharmacy 

and 7% work in primary care pharmacy whilst 22.4% of all pharmacists (38% of all 

community pharmacists) are locums (Hassell, 2003). The numbers of pharmacists 

working in the different sectors of community pharmacy are not available although the 

census showed that 10.5% of all pharmacists own their own pharmacy, 17.8% are 

managers and 5.3% are second pharmacists (Hassell, 2003). The study population 

should therefore comprise a mixture of owners, managers and locums from the 

different types of community pharmacies as well as practice pharmacists providing
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medicines management services. Pharmacists were recruited from the following 

groups:

1. Community pharmacists working in independently owned pharmacies 

(individual pharmacies and non-national chains), including owners and 

managers.

2. Community pharmacists working for large national pharmacy organisations.

3. Locum community pharmacists.

4. Practice pharmacists i.e. pharmacists working for the PCT (either employed 

or on a sessional basis) performing medication reviews for GP surgeries or 

carrying out domiciliary visits. This includes pharmacists who have a dual 

role, for example working on a sessional basis for the PCT, and also 

working in community pharmacy.

Local Pharmaceutical Committee (LPC) secretaries. Primary Care Trust (PCT) 

pharmacists and the area professional development managers of two large multiples 

were enlisted to help with the recruitment process. A recruitment pack was developed 

which included a covering letter, a leaflet about the study, a reply slip and a freepost 

envelope, and was sent to these recruiters who were asked to distribute the packs as 

follows (Figure 5.2):

LPC secretaries distributed packs to

-  All independent and small chain pharmacies in their area.

-  All locum pharmacists on their contact lists.

PCT pharmacists distributed packs to

-  Any pharmacist working for the PCT providing medicines management services 

(e.g. medication review), either employed or working on a sessional basis.

-  Any locum pharmacists on their lists.

Large pharmacy organisations distributed packs to

-  All pharmacists employed by them in the study regions. This included 

managers, second pharmacists and relief pharmacists.

In order to gain an insight into the reasons pharmacists did not wish to take part in the 

study, all pharmacists were asked to respond. Pharmacists were not paid a fee to 

participate in the study, but any expenses incurred as a result of participation were 

reimbursed. This included travel to the evening sessions or the facilitation sessions, 

and reimbursement of locum costs to provide cover for the facilitation sessions.
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Figure 5.2 The recruitment process

Recnjitment Pack containing letter, leaflet, reply slip and SAE

(London, Essex, Hertfordshire, Bedfordshire) + (Norfolk, Suffolk and Cambridgeshire)

PCT LPC Multiple

Practice
Pharmacists Locum Pharmacists Large national 

organisationsSmall ChainIndependents

Owners )-■• Managers

Locums

5.2.6 Randomisation

The reply slips returned generated a list of pharmacists interested in participating in the 

evaluation. Due to the practicalities of organising the trial over a large geographical 

area (i.e. cost and time implications for evening sessions and facilitation visits) and the 

possibility of ‘leakage’ of the framework in the same area from intervention to non

intervention pharmacists, allocation of pharmacists into the two groups adopted a 

mixture of cluster sampling and stratified random sampling. Initially the population was 

divided into clusters based on geographical location corresponding to the county 

boundaries. Within each geographical cluster stratified sampling was used to ensure 

adequate representation of each of the four groups of pharmacists described above. 

The clusters were then randomly allocated to intervention or non-intervention group. 

Sampled pharmacists were asked to complete a consent form to confirm participation 

in the evaluation and were invited to attend an evening session where the project was 

introduced and the baseline assessments made. Pharmacists were not informed about 

the outcome of the randomisation process until after the first evening session.

5.2.7 Consent

The consent form described what was expected of the pharmacists enrolled in the 

evaluation, and what the pharmacists should expect from the research team. The 

research team committed to reimburse the pharmacists any expenses incurred as a
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result of participating in the evaluation, and to anonymise any data entered into the 

database. The pharmacist was expected to read and understand the information 

leaflet, to attend the evening sessions where necessary, to use the framework for their 

CPD (if in the intervention group), and to inform the research team if they wished to 

withdraw from the evaluation. In addition the consent form contained a statement 

about the professional responsibility of the facilitator and the research team to act on 

any poor performance identified that might jeopardise patient care (Appendix four).
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5.2.8 Self-assessment of performance
The nGLF was formatted as a questionnaire to minimise the exposure of the non

intervention group to the framework content (Appendix five). The first section of the 

questionnaire collected demographic information from the pharmacists including 

gender, age, year of qualification, working hours, information about jobs and places of 

work, details of any formal study, the existence of a consultation room in the pharmacy 

and details of CPD undertaken including whether a record was kept.

The second section of the questionnaire contained the behavioural statements from the 

nGLF written in the first person. Pharmacists were asked to rate how often they felt 

they demonstrated the behaviour in the statement. The response categories in the 

questionnaire were the frequencies used for the assessment ratings in the framework: 

always, usually, sometimes, never. In order to gain more information about why 

pharmacists may not be able to provide a rating for any given statement, and to 

minimise the number of missing responses, two further response categories were 

given: ‘Not relevant or applicable to my work’ and ‘I do not understand this statement". 

The questionnaire had previously been piloted (Mills et al., 2004) and successfully 

used to investigate factors influencing the self-assessment of competence by 

community pharmacists (Mills et a!., 2005).

5.2.8.1 Baseline assessments
The baseline assessment evening sessions were held in September 2004 for Cohort 1, 

and in November 2004 for Cohort 2. At the baseline assessment sessions pharmacists 

were introduced to the project and asked to complete the self-assessment 

questionnaire. Pharmacists who could not attend the baseline session and who still 

wanted to participate in the project were sent the baseline assessments by post with a 

two week deadline for their return. At the end of the baseline session pharmacists were 

told into which group they had been randomised and those allocated to the intervention 

group were invited to attend a second evening session where the nGLF would be 

introduced. Attendance at this second session was mandatory to remain in the 

intervention group.

5.2.8.2 Intervention pharmacists

Intervention pharmacists attended a second evening session to introduce the nGLF 

and the facilitation process. Although the baseline assessment using the questionnaire 

covered all four clusters of the framework, pharmacists focussed their development on 

the ‘Delivery of Patient Care’ and the ‘Management and Organisation’ clusters as these

129



Evaluating the Framework

competencies were more easily demonstrated using written evidence, rather than by 

direct observation. Throughout the year pharmacists were asked to use the framework 

to achieve three overall aims:

1. To set the level of performance expected of their role (desired performance 

level).

2. To make a self assessment of performance at four, eight and twelve months.

3. During the course of the year to move towards the desired performance level 

through the process of CPD.

Five key steps, representing a cyclical development process, were described to the 

pharmacists in order to help them achieve these aims (Figure 5.3).

Figure 5.3 Using the General Level Framework to support CPD

step 1 
Familiarisation of 

materials

Step 5 
Demonstrate

Step 2 
Determine your desired 

performance level 
Make your self assessment 

Are you achieving the 
desired performance 

level?

Step 3 
Identify your learning 

and development needs 
Record these in ‘Plan 

and Record’

Step 6 
Evaluate a 
demonstrate

step 4 
Plan to meet these 

learning needs 
Action the learning 

needs

Step 4 
Summarise your 

learning needs In an 
‘Action Plan’
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Step 1 -  Familiarisation of materials
Intervention pharmacists were provided with the nGLF handbook which contained the 

framework and information about how the framework could be applied to different roles. 

For the duration of the trial pharmacists were expected to use a variety of additional 

materials to support their development: the RPSGB ‘Plan and Record’ CPD recording 

system, action plans and intervention recording forms to collect evidence of 

achievement. At the evening session pharmacists were provided with information on 

CPD, and how the nGLF linked to CPD.

Step 2 -  Determining desired performance levels and making a self assessment
In the secondary care trial, each individual hospital trust in the active cohort set the 

standard that they expected their junior pharmacists to be achieving. Where a 

pharmacist was not achieving this standard, a iearning need was identified. The 

current infrastructure of community and primary care pharmacy is such that 

pharmacists may need to decide on the appropriate standards for themselves 

depending on the level of service they provide. To support this process, guidance on 

appropriate desired performance levels for community pharmacy and guidance for 

practice pharmacists was provided. This guidance was based on the work from the 

secondary care trial, and produced in consultation with the members of the review 

panels involved in the development of the framework. Pharmacists were asked to 

consider how each behaviour related to their role, and then to decide on an appropriate 

performance level.

The grids in the nGLF handbook were individualised prior to distribution to the 

intervention group and contained their initial self assessment of performance. At four 

months and eight months the pharmacist was required to make further self 

assessments with the aid of the facilitator, and the agreed outcome was entered in their 

frameworks, thus allowing progression against the framework to be observed.

Steps 3 and 4 -  identify iearning needs, meeting the iearning needs
Where a pharmacist’s initial baseline self assessment showed they were not reaching 

the desired performance level this specific competency was deemed a learning need to 

be addressed as part of their CPD. This was recorded in the ‘Plan and Record’ CPD 

documentation as required by the RPSGB. The facilitator helped the pharmacist in this 

process, and asked to see some records to confirm this was being done. Pharmacists 

were encouraged to keep an action plan of their learning needs. They were not
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expected to action all learning needs at once, but they were expected to show that they 

had a plan of their learning over the year.

Step 5 -  Evaluate and demonstrate
The completed CPD record provided evidence to the facilitator that the pharmacist was 

achieving the desired performance level. Where a pharmacist was already achieving 

the desired performance level at baseline, without the need for CPD, they were asked 

to demonstrate this by providing evidence. This might be: keeping a record of 

interventions they had made on the form provided or in any other format they wished; 

legally required records; PMRs; or evidence from other staff.

5 2.8.3 Pharmacist support
Pharmacists were encouraged to support each other throughout the duration of the 

evaluation, and an e-mail group was set up for this purpose. The project team was 

included in this e-mail group which allowed recording of the issues raised via the e-mail 

group.

5.2.8.4 Recruiting the facilitators
Facilitators were recruited through word of mouth. Since facilitators were expected to 

meet with the pharmacists they needed to be local or be willing to travel. They were 

also required to be registered pharmacists and have experience of facilitating or 

teaching and an understanding of the requirements for professional development. All 

facilitators attended a training day before the first facilitation visits took place. The 

purpose of this session was to ensure a standardised approach to the facilitation 

sessions. In addition they attended a debriefing session in between the four and eight 

month facilitation sessions.

5.2.8.5 The role of the facilitator

The facilitator visited the pharmacist twice during the year, at month four and month 

eight. The aims of the visit were:

1. At the initial visit, to help the pharmacist set their desired performance 

levels.

2. To help the pharmacist make the self assessments.

3. To help the pharmacist move towards the desired standard by facilitating 

their CPD.

4. To feedback to the project team.
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The facilitator ensured that the self assessments made by the pharmacist were realistic 

by asking the pharmacist for evidence where they believed they met the required 

standards. If, based on the evidence discussed, the facilitator believed the pharmacist’s 

self assessment was too high or too low, a discussion was held and consensus 

achieved on the appropriate performance level. Figure 5.4 illustrates the role of the 

facilitator in the pharmacist’s development.

Figure 5.4 Overview of the roie of the facilitator in the pharmacist’s 

development (adapted from the RPSGB pre-registration training manual, RPSGB, 

2006b)

Assess your current competence

Identify learning objectives
Competent 
General Level 
Pharmacist

Provide 
feedback and 

review progress
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competence

Help
pharmacist
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performance

Develop action 
plan

FacilitatorPharmacist
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professional
development

Develop
competence

5.2.8.6 Facilitation visits
Facilitation visits were arranged in advance by the facilitators. This was the only 

contact between facilitator and pharmacist outside of the facilitation visits. The visits 

took two hours to complete and locum expenses were reimbursed to the pharmacist to 

allow the visits to take place away from the dispensary.

During the visits the facilitators reviewed the ‘Delivery of Patient Care’ and the 

‘Management and Organisation’ competencies with the pharmacist. The decision
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making tool used to help the facilitators during the visit is shown in Figure 5.5. 

Facilitators were encouraged to work through the framework discussing one behaviour 

at a time. Two documents were completed during the visit: the grids contained in the 

handbook (Appendix two) recording the pharmacist’s self-assessment; and a facilitation 

record to gather information about the pharmacist’s progress including details of 

evidence provided and CPD records made (Appendix six).

Figure 5.5 Facilitation visit decision making tool
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5.2.8.7 Facilitators and pharmacists
Intervention pharmacists were contacted shortly after the second evening session with 

the name of their provisional facilitator and were provided with the opportunity to inform 

the project team, in confidence, if they preferred an alternative facilitator.

5.2.8.8 Non-intervention pharmacists
The non-intervention pharmacists had minimal contact with the framework and no 

contact with the facilitators during the twelve months. Professional development for the 

non-intervention pharmacists proceeded as normal i.e. it was dependent on the 

individual pharmacist, the employer, the PCT and the support available to the 

pharmacist in the local area. Self-assessments were made at baseline and twelve 

months only. Contact with the non-intervention pharmacists was maintained through 

up date e-mails and letters. Pharmacists were asked to inform the project team if their 

contact details changed at any point during the year.

5.2.8.9 Twelve month assessments
All pharmacists (both intervention and non-intervention groups) were invited to attend a 

final evening session at twelve months where they completed a self-assessment of 

their performance using the whole framework. Intervention pharmacists used the grids 

from the facilitation visits to complete their self assessment. These grids contained their 

baseline, four month and eight month self assessments. Non-intervention pharmacists 

completed the questionnaire that included their baseline assessment. If a pharmacist 

was unable to attend the evening session the self-assessment was completed by post.

5.2.8.10 Contact with pharmacists
The project team kept regular contact with all pharmacists involved in the study 

predominantly by using e-mail, although individual phone calls were made to 

pharmacists where necessary, for example to help facilitators arrange visits, or to 

confirm attendance at the evening events.
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5.2.9 The acceptability of the intervention

Illustrative data was collected from pharmacists and facilitators to gain an insight into 

the process of using the nGLF to support CPD. This was collected through:

• Facilitation records made by the facilitators at each visit as described 

above (Appendix six)

• Feedback on the four month and eight month facilitation visit from the 

pharmacists using a standardised form (Appendix seven)

• A post evaluation questionnaire completed by intervention and non

intervention pharmacists at the end of the twelve month evaluation 

(Appendices eight and nine)

• A post evaluation questionnaire completed by the facilitators at the end 

of the twelve month evaluation (Appendix ten)

Additionally, a diary of all contact with pharmacists and facilitators, and a record of the 

issues raised by facilitators at the facilitator debriefing session were kept.

5.2.9.1 Standardised feedback form
The feedback form completed by the intervention pharmacists on the quality of the 

facilitation visits invited them to rate the visit on a scale of one to five (one being very 

poor and five very good). In addition, they were asked to note what they most liked 

about the session, what they least liked about the session and what they would like to 

see done differently.

5.2.9 2 Post evaluation questionnaires
Two post-evaluation questionnaires (for both intervention and non-intervention groups) 

were developed in order to elicit information about the pharmacists' attitudes to CPD 

before and after participation in the evaluation, and their views on the project itself. 

The statements in the questionnaires were developed using previous work on attitudes 

to CPD (Mottram et al., 2002), through discussion and review by the project group and 

from feedback on the project from pharmacists and facilitators throughout the year. 

Both questionnaires were divided into five sections: (1) perspectives of CPD, (2) 

engagement with CPD, (3) participation in this project, (4) aspects of this project, (5) 

future recommendations. Although questionnaires for the intervention and non

intervention pharmacists contained the same questions for sections 1,2,3 and 5, the 

questions in section 4 differed for the non-intervention pharmacists.

An additional questionnaire was distributed to the facilitators who were asked for their 

views relating to the pharmacists’ engagement with CPD and the project. This
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questionnaire contained four sections: (1) engagement with CPD, (2) participation in 

this project, (3) aspects of this project, (4) future recommendations. The questions for 

the facilitators reflected those in the pharmacists’ questionnaire. Pharmacists and 

facilitators were asked to respond to each question using a five point Likert scale and 

additional space was provided for written feedback. In order to analyse the data using 

statistical methods the responses on the five point Likert scale were given an numerical 

value (5=strongly agree, 4=agree, 3=neither agree nor disagree, 2=disagree, 

1=strongly disagree). The questionnaires were posted to all pharmacists who 

completed the twelve month self-assessments, with a freepost envelope for return, and 

were e-mailed to the facilitators.
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5.2.10 Case scenarios

Written case scenarios focussing on the delivery of patient care behaviours were used 

in an attempt to gain an assessment of pharmacists' intended performance (‘know 

how’) to compare with their self-assessment of performance (‘show how’). The case 

scenarios were developed by two academic pharmacists responsible for running and 

assessing both undergraduate and postgraduate pharmacy education programmes. 

Five cases were developed to reflect common situations in community and primary 

care pharmacy. For each case pharmacists were given brief information about the 

patient, including a patient medication record (PMR). They were asked to identify the 

potential problems that the case patient might experience, prioritise the most important 

problem, list any recommendations they would make, and provide detail of any follow 

up they would instigate (Appendix eleven). The case scenarios were completed with 

the aid of a British National Formulary (BNF) by all pharmacists at baseline and at 

twelve months.

The case scenarios and marking criteria were reviewed by three other members of the 

project team: a primary care pharmacist, a community pharmacist and a hospital 

pharmacist, and were deemed appropriate for primary care and community 

pharmacists. The case scenario marking criteria were piloted by the project team and 

amendments made in light of the feedback received. Baseline and twelve month case 

scenarios were then marked using the revised criteria by two assessors working 

together. Where disagreement between the assessors arose, a discussion took place 

and a decision was reached. Where discussion was needed, the resolution of the issue 

was added to the guidance for marking in order to be able to resolve similar issues in a 

consistent manner as they arose. This approach ensured consistency of marking and 

obviated the need for reliability analysis.

In order to allow comparison between performance in the case scenarios and self

assessed performance, the behaviours from the ‘Delivery of Patient Care’ cluster that 

were measured by the case scenarios were agreed by the project team in a consensus 

meeting. The sum of self assessed performance in these behaviours was used to 

correlate with performance in the case scenarios.
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5.2.11 Outcome measures
The main outcome measure was the pharmacists’ self assessment of performance 

using the framework for the intervention pharmacists and using the self-assessment 

questionnaire for the non-intervention pharmacists. In addition responses to the post

evaluation questionnaire including illustrative data collected measured the acceptability 

of the approach.

5.2.12 Data Analysis
The data from the baseline, four, eight and twelve month self assessments, along with 

demographic information from the pharmacists, was entered in to a database created 

with SPSS version 13.00. The database contained a variable for each behaviour in the 

framework assessed at the four points in time. For the case scenarios, the behaviours 

demonstrated by a pharmacist achieving the criteria were entered into the database to 

allow for comparison between self assessed performance and performance in the case 

scenarios. Separate databases were set up to record the data captured on the 

facilitation records and the responses to the post-evaluation questionnaires. The 

accuracy of data entry was checked by examining the frequencies for each variable. In 

addition, a 20% sample of the cases was randomly selected using SPSS and each 

variable checked for accuracy to ensure that the error rate was within acceptable limits.

5.2.12.1 Change in performance
The assessment ratings (always, usually, sometime and never) were given a numerical 

value when entered into SPSS (4=always, 3=usually, 2=sometimes, 1 =never). Mean 

self-assessment scores were calculated for each cluster, for all four clusters together, 

and for the ‘Delivery of Patient Care’ and ‘Management and Organisation’ clusters 

together. The competencies consisted of between one and eleven different behaviours 

with the majority of competencies consisting of four or five behaviours. The median 

score was calculated for each competency as this is a more appropriate summary of 

data containing a small number of variables and retains the ordinal nature of the 

original data.

5.2.12.2 Pre-analysis testing
Mean self-assessed performance, performance in the case scenarios and the 

responses to the post evaluation questionnaires were tested for normality using 

histograms, Q-Q plots and the Kolmogorov-Smirnov test. The self-assessed 

performance data and the responses to the post evaluation questionnaires were 

normally distributed and so parametric tests were applied to the data. The data,
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however, from the performance in the case scenarios was not normally distributed 

hence non-parametric tests were employed for this data.

5.2.12.3 Statistical analysis

The parametric tests employed to investigate performance and the data from the post

evaluation questionnaires included independent and paired t-tests, and repeat 

measures one way ANOVA. Non-parametric tests used to explore the demographic 

data and the performance in the case scenarios included Chi-squared, Mann-Whitney 

U, the Wilcoxon-signed rank sum test, and the McNemar test. Spearman's rho rank 

correlation was employed to compare performance in the case scenarios with self 

assessed performance. In addition survival analysis techniques, using the mode of the 

aggregated desired performance levels to define event status, were used to compare 

the achievement of desired performance levels between community and practice 

pharmacists. The data was analysed using the aggregated desired performance level 

for both sectors and also using the specific desired performance levels for each sector. 

Further detail about the tests employed at each stage of the statistical analysis is 

provided in Table 5.1 below.

5.2.12.4 Missing values
Reponses to the self-assessment questionnaire in the ‘I do not understand this 

statement’ and ‘Not relevant to my job’ were classed as missing values. The mean self 

assessment scores for the clusters were calculated using only the variables with a valid 

response. However, when calculating the aggregate scores for survival analysis, low 

numbers of pharmacists had valid aggregate scores due to one or more missing value. 

To overcome this problem, the missing values were forced. For missing values at 

baseline, the mode for that behaviour was used. For missing values at four months, 

eight months and twelve months the previous assessment for that behaviour for the 

individual pharmacist was used. This provided a more conservative estimate of the 

missing values than using the mode at each point in time and avoided falsely 

increasing the scores.

5.2.12.5 Level of significance
Due to small numbers of participants, the use of a subjective scale, and to ensure the 

robustness of the results, a significance level of p^O.01 was used throughout the 

analysis.
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Table 5.1 Statistical tests employed in the analysis of the data

Objective Data Purpose of test Test employed

To compare the change in 
performance over time between 
intervention and non-intervention 
groups

Demographic data

Self assessed performance
(mean cluster scores normally 
distributed)

To explore matching of groups at baseline

To explore change in demographic data over 
time

To compare between intervention and non
intervention groups

To compare change over time within groups

Chi-squared 
Mann-Whitney U 
Kruskal-Wallis H
Spearman’s Rho rank correlation

McNemar 
Paired t

Independent t (for mean cluster scores)
Mann-Whitney U (for median competency scores)

Paired t (for mean cluster scores)
Wilcoxon-signed rank sum (for median competency scores) 
Repeat measures one way ANOVA (intervention group only)

To compare the probability of 
practice pharmacists and 
community pharmacists achieving 
the desired performance level by 
the end of the study

Mode of aggregated desired 
performance level

Self assessed performance 
(aggregated score)

To compare desired performance level 
between practice and community pharmacists

To compare achievement of the desired 
performance level between practice and 
community pharmacists

Mann-Whitney U

Survival analysis -  Kaplan Meier plot and Log Rank test

To determine the acceptability of 
the intervention (i.e. the nGLF and 
facilitation) to pharmacists and 
facilitators

Responses to the post 
evaluation questionnaires 
(normally distributed)

To explore the reliability of the sections of the 
questionnaire

To compare the responses to the 
questionnaire between intervention and non
intervention pharmacists

Factor analysis 
Cronbach’s alpha

Independent t-test using standardized scores

To compare performance in case 
scenarios with self assessment of 
performance at the start and the 
end of the study

Case scenario score 
(not normally distributed)

Self assessed performance 
(aggregated score)

To compare case scenario score between 
intervention and non-intervention groups

To compare change in score over time within 
groups

To compare case scenario score with self 
assessed performance

Mann-Whitney U 

Wilcoxon signed rank sum 

Spearman’s rho rank correlation
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5.2.12.6 Analysis of illustrative data
All illustrative data gathered from the facilitation records, standardised feedback forms 

and post evaluation questionnaires were entered into a database created using Excel 

and then coded for meaning using thematic analysis. The thematic framework was 

developed in vivo with reflection through iteration. Credibility was ensured through the 

use of an independent reviewer to assess the validity of the themes.

5.2.13 Summary of methods

Summary
■ Intervention and non intervention pharmacists made a self assessment of 

performance against the nGLF in questionnaire format at baseline and at twelve 

months.

■ Intervention pharmacists focussed on the ‘Delivery of Patient Care’ and the 

‘Management and Organisation’ clusters for their development over the year.

■ Intervention pharmacists used the nGLF to identify their learning needs for 

CPD.

■ Intervention pharmacists collated evidence for their achievement of the desired 

performance levels.
■ Intervention pharmacists were visited at four and eight months by a trained

facilitator to help them make a self assessment in the ‘Delivery of Patient Care’

and the Management and Organisation’ cluster, and to review their evidence.

■ Non-intervention pharmacists had no contact with a facilitator, and minimal

contact with the nGLF.

■ Illustrative data was collected from all participating pharmacists and facilitators 

through the use of standardised feedback forms and a post-evaluation 

questionnaire.

■ Intervention and non intervention pharmacists completed written case scenarios 

at baseline and at twelve months.
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5.3 EVALUATING THE FRAMEWORK: ANALYSIS AND RESULTS
5.3.1 Recruitment of pharmacists
Recruiters in London, Bedfordshire, Hertfordshire and Essex (Cohort 1) were sent 1006 

packs in total to distribute, and 625 packs were sent to recruiters in Norfolk, Suffolk and 

Cambridgeshire (Cohort 2). One hundred and twenty three pharmacists were recruited: 

64 from cohort 1 and 59 from cohort 2. Sixty four pharmacists responded negatively to 

the recruitment letter, resulting in a response rate of 9.04% in cohort 1 and 15.36% in 

cohort 2.

Of the 123 pharmacists recruited, 23 were either unable to attend the evening 

sessions, or did not respond to the invitation to attend. One hundred pharmacists in 

total, across both cohorts, completed the baseline assessment. The distribution of 

pharmacists across the county boundaries used for clustering resulted in unequal 

group sizes for the intervention (n=69) and non-intervention (n=31) groups (Table 5.2).

Table 5.2 Final allocation of pharmacists to intervention and non
intervention groups

Non-intervention group 
(London, Beds, Herts, Suffolk)

Intervention group (Essex, 
Norfolk, Cambridgeshire)

Independents 11 (35.5%) 20 (30.0%)
Chain 8 (25.8%) 21 (30.4%)
Locum 5(16.1%) 6 (8.7%)
Practice
pharmacists

7 (22.6%) 22 (31.9%)

Totals 31 69

5.3.2 Recruitment of faciiitators
Nine facilitators were recruited to cover the project areas. Three of these facilitators 

had been involved in the development of the framework through attendance at the 

consensus development panels.
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5.3.3 Baseline demographic data
Of the hundred pharmacists participating in the study the majority were female (n=59), 

with a mean age of 44 years. The mean length of time since qualifying as a pharmacist 

was 20 years, although this ranged from those who were newly qualified to those who 

had been qualified for more than 40 years. Sixty five pharmacists worked entirely in 

community pharmacy, 14 were purely practice pharmacists and 21 had a dual role, 

working in both sectors. Forty pharmacists worked for independent pharmacies and 24 

of these were owners. Forty three pharmacists were managers or second pharmacists 

and 15 worked as locum pharmacists. Thirty four pharmacists held a postgraduate 

qualification, the most common type being a postgraduate diploma in a pharmacy 

related subject (n=15). Just over half the pharmacists (n=57) kept a record of their CPD 

at baseline.

The intervention and non-intervention groups were well matched: no differences could 

be detected between the demographic data of the two groups at baseline.

5.3.4 Practice pharmacists
The types of primary care roles described by practice pharmacists included; sessional 

medication review pharmacists, practice support pharmacists, prescribing advice 

pharmacists, non-medical prescribing facilitators, a pharmacist at a dispensing 

practice, provision of substance misuse services, PEC pharmacists, and locality 

support pharmacists.

Practice pharmacists were more likely to hold a postgraduate qualification (2) = 

21.324, p<0.001), be female (x  ̂ (2) = 7.642, p=0.022) and work part-time (x  ̂ (3) = 

17.345, p=0.001) than community pharmacists. Additionally, practice pharmacists 

scored higher than community pharmacists overall in the case scenarios at baseline 

(practice pharmacists Mdn=54.5, community pharmacists Mdn=45.00, U=701.000, 

p=0.005). This difference was not maintained at twelve months.

5.3.5 Community pharmacists
At baseline the mean number of additional services provided by the community 

pharmacists was 2.05. Pharmacists provided a range of additional services (Figure 

5.6). The number of services provided by the pharmacists increased significantly from 

baseline (mean=2.05) to twelve months (mean=3.5) (paired t-test t=-4.004, p<0.001).
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Figure 5.6 
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5.3.6 Comparing performance between intervention and non-intervention 

pharmacists

Intervention and non-intervention pharmacists were well matched at baseline; no 

significant differences (p>0.01) were found in performance overall, or for each 

individual cluster (Table 5.3).

Table 5.3 Baseline comparison of performance between intervention and 
non-intervention groups (mean cluster scores presented)

Cluster Intervention
pharmacists

Non-Intervention
pharmacists

Difference between 
groups?

Overall (all four clusters) 3.15 3.04 No
t=1.668, p=0.098

Delivery of patient care and 
management and organisation 
combined

3.14 2.99 No
t=2.101, p=0.038

Delivery of patient care 3.18 3.08 No
t= 1.389, p=0.168

Management and Organisation 3.09 2.89 No
t=2.191, p=0.031

Personal 3.25 3.20 No
t=0.741, p=0.461

Problem Solving 3.06 2.99 No
t=1.188, p=0.239

Table 5.4 Twelve month comparison of performance between intervention 
and non-intervention groups (Independent t-test and Mann-Whitney U)

Cluster Overall cluster score 
higher for Intervention 
group?

Number of competencies 
where intervention group 
scored significantly higher 
than non-intervention 
group

Number of behaviours
where Intervention 
group scored 
significantly higher than 
non-intervention group

Overall (all four Yes 14/24 competencies 47/104 behaviours
clusters) t=4.652, p<0.001 (p < 0 .0 1 ) (p < 0 .0 1 )

Delivery of Yes 13/15 competencies 39/59 behaviours
patient care and 
management and 
organisation 
combined

t=5.268, p<0.001 (p < 0 .0 1 ) (p < 0 .0 1 )

Delivery of Yes 8/8 competencies (p < 0 .0 1 ) 23/35 behaviours
patient care (t=4.345,p<0.001) (p < 0 .0 1 )

Management and Yes 5/7 competencies 16/24 behaviours
Organisation (t=5.219,p<0.001) (p < 0 .0 1 ) (p < 0 .0 1 )

Personal Yes
(t=3.832, p<0.001)

None 7/29 behaviours
(p < 0 .0 1 )

Problem solving Yes 1/5 competencies 1/16 behaviours
(t=2.921,p=0.005) (p < 0 .0 1 ) (p<G.01)
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At twelve months the performance of the intervention pharmacists was significantly 

higher than the non-intervention pharmacists overall, in each individual cluster, in 14 

out of the 24 competencies, and in 47 out of the 104 behaviours (p<0.01) (Table 5.4). 

This difference between performance of the intervention and non-intervention groups 

was most marked in the delivery of patient care and the management and organisation 

clusters.

The improvement in overall performance in both the intervention and non-intervention 

groups during the twelve months of the evaluation can be seen in Figure 5.7, and 

Figure 5.8 shows the improvements in performance for the ‘Delivery of Patient Care’ 

and ‘Management and Organisation’ clusters combined. Although both the intervention 

and non-intervention groups showed significant increases in performance over time 

(paired t-test, p<0.001), the intervention pharmacists have increased at a greater rate 

and to a greater extent than the non-intervention pharmacists.

Additionally, the results of a repeat measure one way ANOVA using the four time 

points confirm that performance in the intervention group in the ‘Delivery of Patient 

Care’ and ‘Management and Organisation’ clusters combined, increased significantly at 

each point in time (F(1.50, 76.70)=150.842, p<0.001).

At four months the intervention pharmacists were performing at the same level as the 

non-intervention pharmacists at twelve months (t=2.161, p=0.042). By eight months, 

however, the performance of the intervention group was significantly higher than the 

final performance of the non-intervention group (t=4.347, p<0.001), indicating that 

pharmacists who experienced the intervention achieved a greater and more rapid 

performance improvement compared with non-intervention pharmacists.
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Figure 5.7 Mean performance in all four clusters
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Figure 5.8 Mean performance in the ‘delivery of patient care' and 
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5.3.6.1 Delivery of patient care cluster

The perform ance in the delivery of patient care cluster, for both the intervention and 

non-intervention pharmacists, increased over twelve months (paired t-test, p <0 .001 ), 

(Figure 5 .9). Although no difference in perform ance between the two groups existed at 

baseline (Table 5 .3 ) this had becom e significant at twelve months (Table 5 .4), showing 

that (for this cluster) the intervention pharmacists had improved significantly more than 

the non-intervention pharmacists, despite both groups of pharmacists improving over 

the twelve month period.

Figure 5.9 Performance In the delivery of patient care cluster
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Additionally, the results of a repeat m easure one w ay A N O V A  using the four time 

points confirm that the perform ance of the intervention pharmacists in the delivery of 

patient care cluster increased significantly at each point in time (F(1 .71 , 

87.21 )= 1 13.343, p<0.001 ; post hoc Bonferroni test p<0.001 ).

At four months the intervention pharm acists were performing at the sam e level as the 

non-intervention pharmacists performed at twelve months (t=1.176, p =0 .243 ). By eight

149



Evaluating the Framework

months, however, the perform ance of the intervention group w as significantly higher 

than the final perform ance of the non-intervention group (t= 3 .947 , p < 0 .0 0 1 ), indicating 

that pharm acists w ho experienced the intervention achieved a g reater and m ore rapid 

perform ance im provem ent com pared with non-intervention pharm acists.

T h e  perform ance of the intervention pharm acists significantly increased overall, for all 

of the com petencies and for all but three of the behaviours in the delivery of patient 

care  cluster (Tab le  5 .5 ). T h ese  w ere  behaviours relating to the legality of prescriptions  

and to labelling m edicines. T he  perform ance of the non-intervention pharm acists  

increased overall, but for only one com petency and two behaviours.

Th e  perform ance of the intervention pharm acists at four and eight months was  

supported by evidence reviewed by the facilitators. T h e  most com m on form of evidence  

provided w as an intervention record e ither on paper or in the patient m edication record 

(P M R ). O ther form s of evidence included C P D  records and form s from local schem es  

the pharm acists w ere  participating in.
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T ab le  5 .5  C h an g e  in p erfo rm an ce  b e tw een  b as e lin e  and tw e lve  m o n th s  fo r  

the  d e live ry  o f p a tien t care  c o m p e ten c ies

Key: Shading represents a significant change in performance (p< 0.01)

Interv
(n=69

ention Pharmacists 
(Median score)

Non-Intervention Pharmacists 
(n=31) (Median score)

Delivery of Patient Care Cluster t=0 t=12 t=0 t=12
Patient consultation 3.50 4.00 (-4.556, p<0.001) 3.00 3.50
Patient assessment 4.00 4.00 (-3.392, p=0.001) 4.00 4.00
Consultation or referral 4.00 4.00 (-3.632, p<0.001) 3.00 4.00
Recording consultation 2.00 3.00(-5.110,p<0.001) 1.00 2.00
Patient consent 3.00 4.00(-3.945, p<0.001) 3.00 4.00

Need for the drug 3.00 4.00 (-4.972, p<0.001) 2.75 3.25
Relevant patient background 3.00 4.00 (-3.275, p=0.001) 3.00 4.00
Drug history 3.00 4.00 (-4.648, p<0.001) 2.00 3.00
Selection of the drug 3.00 4.00 (-5.135, p<0.001) 3.00 3.00
Identifying drug drug interactions 3.00 4.00 (-4.639, p<0.001) 3.00 3.00
Identifying drug patient interactions 3.00 3.00 (-4.181, p<0.001) 3.00 3.00
Identifying drug disease interactions 3.00 3.00 (-4.070, p<0.001) 3.00 3.00
Prioritising interactions 3.00 4.00 (-5.260, p<0.001) 3.50 3.00
Taking appropriate action for 
interactions

4.00 4.00 (-4.413, p<0.001) 4.00 4.00

Drug specific issues 4.00 4.00 (-4.007 p<0.001) 3.00 4.00
Ensures appropriate dose 4.00 4.00 (-3.207, p=0.001) 4.00 4.00
Ensures appropriate route of 
administration

3.00 4.00 (-5.933, p<0.001) 3.00 4.00

Ensures appropriate timing of the 
dose

3.00 4.00 (-4.292, p<0.001) 3.00 3.00

Ensures appropriate formulation 3.00 4.00 (-4.025, p<0.001) 3.00 3.00
Ensures appropriate concentration 4.00 4.00 (-3.827, p<0.001) 3.00 4.00
Provision of drug product 4.00 4.00 (-3.017, p=0.003) 4.00 4.00
The prescription is clear 4.00 4.00 (-4.264, p<0.001) 4.00 4.00

The prescription is legal 4.00 4.00 4.00 4.00
Labels medicine with required 
information

4.00 4.00 4.00 4.00

Labels medicines appropriately for 
the patient

4.00 4.00 4.00 4.00

Medicines information and 
patient education

3.00 4.00 (-5.289, p<0.001) 3.00 3.00

Public health 3.00 3.00 (-5.466, p<0.001) 3.00 3.00
Health needs 3.00 4.00 (-3.000, p=0.003) 3.00 4.00
Need for information is identified 3.00 3.00 (-5.058, p<0.001) 3.00 3.00
Medicines information 3.00 4.00 (-5.840, p<0.001) 3.00 3.00
Provision of written information 3.00 4.00 (-5.657, p<0.001) 3.00 3.00

Monitoring drug therapy 3.00 4.00 (-5.180, p<0.001) 3.00 3.00
Identification o f mm problems 3.00 4.00 (-4.643, p<0.001) 3.00 3.00(-2.646, p=0.008)
Prioritisation o f mm problems 3.00 4.00 (-4.956, p<0.001) 3.00 3.00
Use of guidelines 3.00 3.00 (-3.978, p<0.001) 3.00 3.00
Resolution o f mm problems 3.00 4.00 (-4.746, p<0.001) 3.00 3.00
Record o f contributions 3.00 4.00 (-4.614, p<0.001) 2.00 3.00)

Evaluation of outcomes
Assessing outcomes of

2.00 3.00 (-4.689, p<0.001) 2.00 2.50(-2.810,p=0.005)

contributions 2.00 3.00 (-4.689, p<0.001) 2.00 2.50(-2.810,p=0.005
Overall Delivery of Patient Care 
Cluster

3.00 4.00 (-5.324, p<0.001) 3.00 3.50 (-3.506,p<0.001)
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5.3.6.2 Management and organisation cluster
The perform ance in the m anagem ent and organisation cluster, for both the intervention 

and non-intervention pharmacists, increased over twelve months (paired t-test, 

p <0 .006 ), (Figure 5 .10). Although no difference in perform ance between the two groups 

existed at baseline (Table 5 .3 ) this had becom e significant at twelve months (Table  

5 .4), showing that (for this cluster) the intervention pharmacists had improved 

significantly more than the non-intervention pharmacists, despite both groups of 

pharm acists improving over the twelve month period.

Figure 5.10 Performance in the management and organisation cluster
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Additionally, the results of a repeat m easure one way A N O V A  using the four time 

points confirm that the perform ance of the intervention pharmacists in the m anagem ent 

and organisation cluster increased significantly at each point in time (F (1 .44 , 

7 3 .5 9 5 )= 9 7 .9 9 1 , p<0.001: post hoc Bonferroni test p<0 .001 ).

At just four months the intervention pharm acists’ perform ance was significantly higher 

than that of the non-intervention pharmacists at twelve months (t=3.337, p =0 .001 ), 

indicating that pharmacists who experienced the intervention achieved a greater and 

m ore rapid perform ance im provem ent com pared with non-intervention pharmacists.
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T h e  perform ance of the intervention pharm acists significantly increased overall, and for 

all the com petencies and behaviours (Tab le  5 .6 ). T h e  perform ance of the non

intervention pharm acists increased overall, but for only one com petency and one  

behaviour.

T h e  perform ance of the intervention pharm acists a t four and eight months w as  

supported by evidence reviewed by the facilitators. T h e  most com m on form s of 

evidence provided w ere  reports of case studies, C P D  records, copies of standard  

operating procedures, form s used for local schem es, copies of staff training certificates  

and copies of audits carried out.
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Table 5.6 Change in performance between baseline and twelve months for 
the management and organisation competencies
Key: Shading represents a significant change in performance (p< 0.01 )

Interv
(n=69

ention Pharmacists 
(Median score)

Non-Intervention Pharmacists 
(n=31) (Median score)

Management and Organisation t=0 t=12 t=0 t=12
Clinical governance 3.0 4.0 (-3.144, p<0.001) 3.00 3.50
Clinical governance issues 3.0 4.0 (-5.552, p<0.001) 2.00 3.00
Standard operating procedures 3.0 4.0 (-5.712, p<0.001) 3.00 3.50
Working environment 4.0 4.0 (-4.347, p<0.001) 3.00 4.00
Risk management: documentation 4.0 4.0 (-3.988, p<0.001) 3.00 4.00
Risk management: forwards reports 3.0 4.0 (-4.158, p<0.001) 3.00 3.50
Service Provision 3.0 3.5 (-5.272, p<0.001) 2.00 3.00(-2.636, p=0.008)
Quality o f service 3.0 4.0 (-3.841, p<0.001) 3.00 4.00 (-2.646, p=0.008)
Service development: key drivers 2.0 3.0 (-5.060, p<0.001) 2.00 2.00
Service development: identifies 
need

2.0 3.0 (-4.622, p<0.001) 2.00 3.00

Budget Setting and 
Reimbursement

3.0 4.0 (-5.196, p<0.001) 3.00 3.00

Service reimbursement: uses 
relevant reference sources

3.0 4.0 (-4.874, p<0.001) 3.00 3.00

Service reimbursement: claims 
appropriately

3.0 4.0 (-4.668, p<0.001) 3.00 4.00

Prescribing budgets 3.0 3.0 (-4.030, p<0.001) 3.00 3.00

Organisations 3.0 4.0 (-4.562, p<0.001) 3.00 2.50
Organisational structure 3.0 4.0 (-4.146, p<0.001) 3.00 3.00
Linked organisations 3.0 3.0 (-4.261, p<0.001) 2.00 2.00
Pharmaceutical industry 3.0 4.0 (-3.758, p<0.001) 3.00 3.00
Training 2.5 3.5 (-5.096, p<0.001) 2.75 3.00
Staff training 4.0 4.0 (-3.578, p<0.001) 3.50 4.00
Training other health care 
professionals

2.0 3.0 (-4.000, p<0.001) 2.00 2.00

Staff Management 3.0 4.0 (-3.452, p=0.001) 3.00 3.00
Performance management 2.0 3.0 (-3.411,p=0.001) 1.50 3.00
Staff development 4.0 4.0 (-3.419, p=0.001) 3.00 4.00
Employment issues 3.0 4.0 3.00 3.00
Procurement 3.0 4.0 (-4.264, p<0.001) 3.00 3.00
Pharmaceutical procurement: 
describe sourcing

3.0 4.0 (-4.416,p<0.001) 3.00 3.00

Pharmaceutical procurement: 
source in timely manner

3.0 4.0 (-4.264, p<0.001) 3.00 3.00

Supply problems 3.0 4.0 (-3.606, p<0.001) 3.00 3.00
Stock management 4.0 4.0 (-2,714, p=0.007) 4.00 3.50
Cost effectiveness 3.0 4.0 (-3.357, p=0.001) 3.00 4.00
Overall management and 
organisation cluster

3.0 4.0 (-6.380, p<0.001) 3.00 3.00(-3.233,p=0.001)
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5.3.6.3 Personal competencies cluster
Perform ance in the personal cluster improved significantly over the twelve month 

period for both the intervention and non-intervention group (paired t-test, p<0 .001 ), 

(Figure 5 .11). There was no significant difference between the groups at baseline  

(Table 5 .3), however the intervention group performed significantly better at twelve  

months than the non-intervention group (Table 5 .4) showing that (for this cluster) the 

intervention pharmacists had improved significantly more than the non-intervention  

pharm acists, despite both groups of pharmacists improving over the twelve month 

period.

The intervention pharmacists significantly increased in all of the com petencies and all 

but three of the behaviours; the non-intervention increased in only one com petency and 

four individual behaviours (Table 5.7).

Figure 5.11 Performance in the personal competencies cluster
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Table 5.7 Change in performance between baseline and twelve months for 
the personal cluster
Key: Shading represents a significant change in performance (p< 0.01 )

Intervention Group 
(n=69) (Median score)

Non Intervention Group 
(n=31) (Median score)

Personal Cluster t=0 t=12 t=0 t=12
Organisation
Prioritisation
Punctuality
Initiative
Efficiency

3.00
3.00
4.00
3.00
3.00

3.50 (-5.135,
4.00 (-5.444,
4.00 (-3.873,
4.00 (-4.243,
3.00 (-4.587,

p<0.001)
p<0.001)
p<0.001)
p<0.001)
p<0.001)

3.00
3.00
4.00
3.00
3.00

3.75
3.00
4.00
3.00 
3.50

Effective Communication Skills
..with patient and carer
..with medical staff
..with nurses
.. with other healthcare
professionals
..with other health staff
..with immediate pharmacy team
.. with mentor/tutor
.. with employing organisation
..with linked organisations

3.00
3.00
3.00
3.00
3.00

3.00
3.00
3.00
3.00
3.00

4.00 (-4.690,
4.00 (-4.359,
4.00 (-4.583,
4.00 (-4.600,
4.00 (-4.379,

p<0.001)
p<0.001)
p<0.001)
p<0.001)
p<0.001)

4.00 (-4.707, p<0.001)
4.00 (-5.379, p<0.001)
4.00
4.00 (-4.472 p<0.001)
3.00 (-4.179, p<0.001)

3.00
3.00
3.00
3.00
3.00

3.00
3.00
3.00
3.00
3.00

3.25
3.00
3.00
3.00
3.50

3.00
3.50
4.00
3.00
3.00

Team Work
Recognises the value o f other staff 
in the pharmacy team 
Works effectively as part o f a team 
Recognises the value o f other 
members o f the healthcare team 
Uses appropriate channels to refer 
patients to other members o f the 
healthcare team 
Organisational team

4.00
3.00

3.00
4.00

3.00

4.00

4.00 (-3.900, p<0.001)
4.00 (-3.162, p=0.002)

4.00 (-4.025, p<0.001)
4.00 (-2.714, p=0.007)

4.00 (-4.413, p<0.001)

4.00 (-3.260, p=0.001)

4.00
4.00

3.50
4.00

3.00

3.00

4.00
4.00

4.00
4.00

3.50

3.00

Professionalism
Confidentiality 
Recognition o f limitations 
Quality and accuracy of 
documentation 
Legislation

Responsibility for own action 
Confidence
Responsibility for patient care 
Maintains a CPD record 
Reflects on performance 
Identifies CPD learning needs 
Evaluates learning

3.00
4.00
3.00
4.00

3.00
4.00
3.00
4.00
2.00
3.00
3.00
2.00

4.00 (-5.217, p<0.001)
4.00
4.00 (-3.522, p=0.001)
4.00

3.00 (-3.398, p=0.001)
4.00
3.50 (-4.481, p<0.001)
4.00 (-3.689, p<0.001)
4.00 (-5.345, p<0.001)
4.00 (-4.990, p<0.001)
4.00 (-5.479, p<0.001)
3.00 (-5.747, p<0.001)

3.00
4.00
3.00
4.00

2.00
4.00
3.00
4.00
2.00 
2.00 
2.00 
2.00

4.00(-3.358,p=0.001)
4.00
3.00
4.00

3.00
4.00
3.00
4.00
3.00 (-2.859, p=0.004)
3.00 (-2.762, p=0.006)
3.00 (-3.035, p=0.002)
3.00 (-2.972, p=0.003)

Personal Cluster Overall 3.00 4.00 (-6.307, p<0.001) 3.00 3.00(-3.516,p<0.001)
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5.3.6.4 Problem solving competencies cluster
Perform ance in the problem solving cluster improved significantly over the twelve  

month period for both the intervention and non-intervention group (paired t-test, 

p <0 .001 ), (Figure 5 .12). There was no significant difference between the groups at 

baseline (Table 5 .3), however the intervention group performed significantly better at 

twelve months than the non-intervention group (Table 5 .4 ) showing that (for this 

cluster) the intervention pharmacists had improved significantly more than the non

intervention pharmacists, despite both groups of pharmacists improving over the twelve  

month period.

The perform ance of the intervention pharmacists significantly increased in all of the 

com petencies and all of the behaviours; the non-intervention only increased in two 

com petencies and two individual behaviours (Table 5.8).

Figure 5.12 Performance in the problem solving cluster
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Table 5.8 Change in performance between baseline and twelve months for 

the problem solving cluster
Key; Shading represents a significant change in performance (p< 0.01 )

Intervention Group (n=69) 
(Median score)

Non Intervention Group (n=31) 
(Median score)

Problem Solving Cluster t=0 t=12 t=0 t=12
Gathering Information 3.00 4.00 (-4.379, p<0.001) 3.00 3.50
Accesses information 3.00 4.00 (-4.234, p<0.001) 3.00 3.00
Summarises information 3.00 4.00 (-4.234, p<0.001) 3.00 3.00
Up to date information 4.00 4.00 (-3.300, p=0.001) 3.00 4.00
Knowledge 3.00 3.00 (-4.359, p<0.001) 2.75 3.00 (-2.271, p=0.023)
Pathophysiology 2.00 3.00 (-4.119, p<0.001) 2.00 2.00
Pharmacology 3.00 3.00 (-4.234, p<0.001) 3.00 3.00
Side effects 3.00 3.00 (-4.315, p<0.001) 3.00 3.00
Interactions 3.00 3.00 (-4.600, p<0.001) 2.00 3.00
Analysing information 3.00 3.00 (-5.099, p<0.001) 3.00 3.00
Evaluates information 3.00 4.00 (-4.899, p<0.001) 3.00 3.00
Problem identification 3.00 3.00 (-4.600, p<0.001) 3.00 3.00
Appraises options 3.00 4.00 (-4.916, p<0.001) 3.00 3.00 (-2.646, p=0.008)
Decision making 3.00 3.00 (-4.894, p<0.001) 3.00 3.00
Logical approach 3.00 3.00 (-5.014, p<0.001) 3.00 3.00

Providing information 3.00 4.00(-4.523,p<0.001) 3.00 4.00 (-2.646, p=0.008)
Provides accurate information 3.00 4.00 (-4.264, p<0.001) 3.00 4.00
Provides relevant information 3.00 4.00 (-4.630, p<0.001) 3.00 4.00 (-2.646, p=0.008)
Provides timely information 3.00 4.00 (-4.421, p<0.001) 3.00 4.00
Follow up
Ensures resolution o f problem

3.00
3.00

4.00(-4.811,p<0.001)
4.00(-4.811,p<0.001)

3.00
3.00

4.00
4.00

Problem Solving Cluster Overall 3.00 4.00(-6.327.p<0.001) 3.00 3.00 (-3.185,p=0.001)
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S.3.6.5 Summary of comparison of performance between intervention and non
intervention pharmacists

Summary

• The intervention and non-intervention group were well matched at 

baseline: no significant differences were found in demographic data or 

performance.

• In all clusters, and overall, the performance of the intervention 

pharmacists was significantly better than the non-intervention 

pharmacists after twelve months.

• Both intervention and non-intervention pharmacists made significant 

improvements in their performance.

• The intervention pharmacists improved to a greater extent and at a 

greater rate than the non-intervention pharmacists.

• The intervention pharmacists improved in more individual behaviours 

and competencies than the non-intervention pharmacists.

• The difference between the intervention and non-intervention 

pharmacists at twelve months was greatest in the ‘Delivery of Patient 

Care’ and ‘Management and Organisation’ clusters.
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5.4 THE ACHIEVEMENT OF DESIRED PERFORMANCE LEVELS
Of the 69 pharmacists in the intervention group, 27 were practice pharmacists and 42 

worked solely in community pharmacy. The difference in desired performance level 

between practice and community pharmacists was significant for the delivery of patient 

care cluster (U=10.500 p=0.001) (Table 5.9).

Table 5.9 Mode of the aggregated desired performance levels

Desired performance level

Cluster Maximum
aggregated

score
possible

Practice Community Mann- Whitney U
Pharmacists Pharmacists

Delivery of 
Patient Care 
Cluster

Combined 
Delivery of 
Patient Care and 
Management 
and
Organisation
Cluster

4 x 3 5 =  1 4 0  1 2 7

4 x 5 9  = 2 3 6  2 0 9

1 1 9

200

U = 1 0 .5 0 0  p = 0 .0 0 1

Not significant (p>0.01)

When an overall desired performance level (i.e. for both sectors) was used to define 

event status, the practice pharmacists were more likely to achieve the overall desired 

performance levels than the community pharmacists, demonstrating that the framework 

was able to detect differences between the performance of these two groups of 

pharmacists (Figures 5.13 and 5.14).

When specific desired performance levels (i.e. for each sector) were used to define 

event status, there was no difference in the probability of either group achieving their 

specific desired performance level, demonstrating that the framework achieved similar 

increases in performance in both groups, despite the use of different desired 

performance levels (Figures 5.15 and 5.16).

160



Evaluating the Framework

Figure 5.13 Probability of achieving the overall desired performance level for 
community and practice pharmacists for the delivery of patient care 

competencies
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Tabie 5.10 Comparison between practice and community pharmacists of the 

probability of achieving the overail desired performance level for the delivery of 
patient care cluster

Chi-Square df Sig.
Log Rank (Mantel-Cox) 8.759 1 .003

The practice pharmacists were significantly more likely to achieve the overall desired 

performance level for the delivery of patient care cluster than the community 

pharmacists (Table 5.10).
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Figure 5.14 Probability of achieving the overall desired performance level for 
community and practice pharmacists for the combined delivery of patient care 

and management and organisation competencies

Delivery of Patient Care and Management and Organisation Combined
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Table 5.11 Comparison between practice and community pharmacists of the 

probability of achieving the overall desired performance level for the combined 

delivery of patient care and management and organisation competencies

Chi-Square df SIq.
Log Rank (Mantel-Cox) 4.674 1 .031

Although practice pharmacists were more likely than community pharmacists to 

achieve the overall desired performance level for these two clusters combined (Figure 

5.14), this was not significant (Table 5.11).
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Figure 5.15 Probability of achieving the sector specific desired performance 

levels for the delivery of patient care competencies
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Table 5.12 Comparison between practice and community pharmacists of the 

probability of achieving the sector specific desired performance levels for the 

delivery of patient care cluster

Chi-Square df Sig.
Log Rank (Mantel-Cox) .023 1 .878

When the sector specific desired performance levels are applied, there is no difference 

between the probability of community pharmacists and practice pharmacists achieving 

the desired performance level for the delivery of patient care competencies (Table 

5.12).
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Figure 5.16 Probability of achieving the sector specific desired performance 

level for the combined delivery of patient care and management and organisation 

competencies

Combined Delivery of Patient Care and Management and Organisation
Competencies
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Tabie 5.13 Comparison between practice and community pharmacists of the 

probability of achieving the sector specific desired performance levels for the 

combined deiivery of patient care and management and organisation 

competencies

Chi-Square df Sig.
Log Rank (Mantel-Cox) .129 1 .719

When the sector specific desired performance levels are applied, there is no difference 

between the probability of community pharmacists and practice pharmacists achieving 

the desired performance level for the combined delivery of patient care and 

management and organisation competencies (Table 5.13).
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5.4.1 Desired performance levels
The desired performance levels reported by the pharmacists were compared with the 

guidance provided. The community pharmacists agreed entirely with the guidance 

desired performance levels provided for both clusters. The practice pharmacists, 

however, felt that the guidance provided for them was too low for some of the 

behaviours in each cluster (Table 5.14). These differences were not significant (Mann- 

Whitney U, p>0.275).

Table 5.14 The changes to the guidance desired performance levels made by 

the practice pharmacists

Cluster Behaviour Change in desired 
performance level

Delivery of Patient 
Care

Consultation or referral 
Relevant patient background 
Drug history
Timing of dosage regimen 
Prioritisation of medicines management 
problems
Resolution of medicines management 
problems

Usually — Always 
Usually Always 
Usually Always 
Usually -> Always 
Usually -+ Always

Usually -+ Always

Management and 
Organisation

Quality of service
Describes key drivers for service
development
Identifies and refers need for service 
development
Training other healthcare professionals 
Staff development
Describes sourcing of pharmaceutical 
products

Usually -» Always 
Usually - *  Always

Sometimes Usually

Sometimes —» Always 
Usually Always 
Usually -> Always

5.4.2 Summary of the achievement of desired performance levels

Summary

• The framework can detect differences in performance between different 

groups of pharmacists.

• The framework can be applied to different groups of pharmacists with 

different expectations of desired performance levels.

• Practice pharmacists set a higher desired performance levels than 

community pharmacists.
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5.5 THE ACCEPTABILITY OF THE INTERVENTION
5.5.1 Pharmacist post evaluation questionnaire

Evaluation questionnaires were sent to the 73 pharmacists who completed the twelve 

month evaluation. 49 completed questionnaires were received (a response rate of 

67%); 40 from intervention pharmacists and nine from non-intervention pharmacists.

Cronbach’s alpha was above the accepted limit (>0.7) for all five predetermined 

sections of the questionnaire (Table 5.15). Factor analysis revealed four factors, but 

the reliability of these factors was low, so that the five original sections of the 

questionnaire were maintained.

Section 1 of the questionnaire contained statements about general perspectives of 

CPD. There was no significant difference in perspectives of CPD between the 

intervention and non-intervention groups (Table 5.17, Figure 5.17). Most of the 

pharmacists either agreed or strongly agreed that CPD was important to maintain 

competence, improve confidence and improve practice (Table 5.16).

Section 2 of the questionnaire contained statements about engagement with CPD. The 

intervention pharmacists felt more engaged with CPD than the non-intervention 

pharmacists (Table 5.17, Figure 5.17). In particular, intervention pharmacists were 

more likely to agree that they found it easy to identify their learning needs for CPD than 

the non-intervention pharmacists (t(47)=3.191, p=0.003). The mean number of CPD 

records made by each group since the evaluation began was not significantly different 

(independent t-test, t(40)= 1.607, p=0.116). The wide confident intervals, however, 

particularly in the non-intervention group, suggest varied participation in CPD (Figure 

5.18).
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Table 5.15 Reliability analysis for the sections of the questionnaire
Section Cronbach’s

alpha Item
Scale 

Mean if 
Item  

Deleted

Scale 
Variance 

if Item 
Deleted

Corrected
Item-Total

Correlation

Cronbach's 
Alpha if 

Item 
Deleted

1
0.924

CPD is important to maintain competence 8.45 2.294 .805 .927
Participating in CPD improves competence 8.55 2.419 .868 .875
Participating in CPD improves practice 8.55 2.336 .871 .871

2 0.722 1 feel confident about engaging with the process of CPD 10.14 4.833 .551 .640
I find it easy to identify my development needs for CPD 10.37 4.029 .671 .555
! find it difficult to know what to do for my CPD (recoded) 10.31 5.342 .348 .750
1 need additional support with my CPD (recoded) 10.88 4.568 .494 .672

3 0.702 Before participating in this study 1 was struggling vwth my CPD 25.23 14.606 .142 .732
1 am still struggling with my CPD (recoded) 25.06 14.485 .202 .713
1 have completed more CPD records as a result of participating in this project 25.15 10.468 .645 .600
1 feel more confident about CPD now as a result of participating in this project 24.92 11.355 .759 .586
Being involved in this project has improved my practice 25.04 11.828 .679 .607
My competence has increased as a result of participating in this project 25.02 12.234 .653 .617
1 feel my self assessment at the start of this project was an accurate reflection of my practice 24.96 15.147 .115 .729
1 feel my self assessment at the end of this project was an accurate reflection of my practice 24.56 16.379 .000 .729

41 0.732 Using the competency framework helped me to prioritise my development needs 28.42 13.602 .757 .655
The competency framework was clear and easy to use 28.82 13.289 .571 .676
1 did NOT find the competency framework helpful (recoded) 28.45 12.957 .789 .641

The competency framework was relevant to my practice 28.42 17.223 .108 .747
1 would have used the competency framework even without the visits from the facilitator 29.53 14.256 .364 .720
The facilitator visits were NOT helpful (recoded) 27.82 17.722 -.014 .765
1 needed the facilitation visits to help me use the competency framework 28.68 16.222 .097 .773
1 intend to carry on using the competency framework for my CPD after the project is finished 28.66 13.204 .698 .655
1 feel able to provide peer support to another pharmacist using the competency framework 28.68 14.546 .452 .701

4 NI 0.715 If 1 had support for my CPD 1 would feel more confident about the process of CPD 10.38 1.982 .665 .541
1 would find it useful to have some guidance to help me identify my learning needs 10.00 2.571 .770 .563
1 would use a competency framework to help me identify my leaming needs for CPD 10.50 2.286 .535 .633
If 1 had a facilitator to help me with my CPD 1 would participate in the process more 10.38 2.839 .214 .830

5 0.712 A nationally agreed competency framework to identify development needs would help make my CPD applicable to my 
practice

11.71 2.764 .512 .648

A nationally agreed competency framework would ensure a consistent level of competence across the whole country 11.31 3.241 .611 .597
All phamacists should have access to a facilitator to help them achieve meaningful CPD 11.31 3.836 .243 .788
In the future, 1 would benefit from contact with a CPD facilitator 11.48 2.723 .699 .520

Section 1 = Perspectives of CPD 
Section 2 Engagement with CPD 
Section 3 Participation in this project

Section 41 Aspects of the project (intervention pharmacists only)
Section 4NI Continuing professional development needs (non-intervention pharmacists only) 
Section 5 Future recommendations
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Table 5.16 Descriptive statistics for questionnaire section scores

Intervention or 

non-intervention
N

Max.
score

possible

Min. scored 
by

respondents

Max. scored 
by

respondents Mean
Std.
Dev.

Intervention Section 1 40 15.00 6.00 15.00 13.0250 1.84651

Section 2 40 20.00 8.00 20.00 14.3750 2.62813

Section 3 40 40.00 16.00 38.00 29.4750 3.68634

Section 4 38 45.00 15.00 42.00 32.1842 4.25444

Section 5 40 20.00 7.00 20.00 15.5000 2.35339

Valid N 38

Non-
Intervention

Section 1 9 15.00 6.00 15.00 11.6667 3.50000

Section 2 9 20.00 8.00 15.00 11.7778 2.43812

Section 3 8 40.00 22.00 30.00 24.0000 2.77746

Section 4 8 45.00 24.75 36.00 30.9375 4.45964

Section 5 8 20.00 13.00 16.00 14.1250 1.24642

Valid N 8

Table 5.17 Comparison of responses of intervention and non-intervention
pharmacists In each section of the questionnaire (independent t-test)

Section of questionnaire t df Sig. (two-taiied)

Section 1 1.129 9.026 0.288

Section 2 2.711 47 0.009

Section 3 3.968 46 0.000

Section 4 0.747 44 0.459

Section 5 1.599 46 0.117
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Figure 5.17 Responses of intervention and non-intervention pharmacists to the 

five sections of the questionnaire (mean of standardised scores)

Section 1 G eneral perspective of CPD
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Section 3 pertained to the effect that participation in the project had had on the 

pharmacists’ engagement with CPD. Intervention pharmacists were more likely to 

respond positively about the effect of participation in the project on CPD than non

intervention pharmacists (Table 5.17, Figure 5.17) and this difference was not 

surprising, but was significant.

Section 4 for the intervention pharmacists related to specific aspects of the project 

including the framework and the facilitation visits. Section 4 for the non-intervention 

pharmacists contained statements about their personal CPD development needs, in 

particular relating to the two aspects of the project: the framework and facilitator. 75% 

of the intervention pharmacists either agreed or strongly agreed with the statements in 

this section, showing that they felt positive about specific aspects of the project i.e. the 

framework and facilitation. 62.5% of the non-intervention pharmacists agreed overall 

with the statements in the section; that they would benefit from more support for their 

CPD; that they would use a competency framework to help identify their learning needs 

and that a facilitator would encourage them to participate in CPD. There was no 

difference in the responses to section 4 between the intervention and non-intervention 

pharmacists (Table 5.17) and an interpretation of this is that, whilst the intervention 

pharmacists did find the two aspects of the project helpful (the framework and the 

facilitation visits), the non-intervention pharmacists feel they would find these helpful if 

they had access to them.

Section 5 related to future recommendations for CPD and contained statements about 

how a nationally agreed competency framework would benefit CPD, and whether 

pharmacists should have access to a facilitator. The majority of pharmacists either 

agreed or strongly agreed with the statements in this section (Table 5.16). There was 

no difference in responses between intervention and non-intervention pharmacists 

(Table 5.17)

Thematic analysis of the comments received on the post-evaluation questionnaires 

revealed the themes detailed in Table 5.18 which corroborate the responses to the 

statements in the questionnaire. Twenty eight comments were received in total, four 

from the non-intervention pharmacists and 24 from the intervention pharmacists.
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Table 5.18 Illustrative data from the pharmacist post evaluation questionnaires
Theme Expansion of theme Illustrative quote
Benefits of CPD Pharmacists generally agreed that it was important to keep leaming and keep up to date. The need to be aware of current knowledge and trends is more important than ever 

before'(Pharmacist 83)
The project 
helped with 
CPD

Eleven pharmacists commented on the fact that the project gave their CPD a ‘kick-start’, 
both in terms of identifying CPD needs and making CPD records and that they now 
enjoyed engaging in CPD. Some of these pharmacists expressed thanks to the project 
team for the support provided.

‘/ would like to thank you all for your help with this project. Without it 1 still wouldn't have 
started my CPD. ’ (Pharmacist 15)

The framework 
was helpful

Five phannacists specifically mentioned the framework and how working through the 
competencies in the framework had given them clear clarification atxDut what was expected 
of them in their roles. The framework was also mentioned in relation to the facilitation visits 
and that it provided a useful starting point for discussions on how to improve practice.

‘No idea where to start at baseline and before the project. Looked at general role. 
Focussed on service development- identified areas for CPD. Helps to have competencies 
as a prompt.. ..you need to know what you need to be able to do. ' (Pharmacist 68)

The facilitation 
visits were 
useful

Ten pharmacists stated that the facilitation visits were helpful and sometimes essential in 
order to interpret and apply the framework, and to get started with CPD. Additionally the 
pharmacists found the peer support provided by the facilitator to be reassuring, motivating, 
and confidence building and it was required in order to ‘move to a different level."

‘1 found the facilitation visit useful in interpreting and clarifying the competencies. It was 
also encouraging and built confidence in compiling CPD records and evidence required. ’ 
(Pharmacist 72)
The facilitator was the most important person, as they guided you. 1 think all pharmacists 
would t)enefit from a peer helping them along. ' (Pharmacist 2)

Positive effects 
of the project

A lack of confidence by the pharmacists in their skills and abilities at the start of the project 
was evident, particularly in pharmacists working in isolation, and six of the pharmacists 
reported that being involved in the project had increased their self confidence.

Working on my own, can feel very isolated and not sure that the skills 1 had developed 
were correct. ... 1 think 1 was doing lots of the skills but never put them together into a 
sequence step by step to actually realise that was how 1 was working. The project... has 
been beneficial to my self confidence, that 1 am working how 1 should be, ’ (anonymous)

Three pharmacists stated that their involvement in the project has given them an increased 
enthusiasm for their jobs and for their development, and has made them think about future 
options.

'/ found the facilitation visits very helpful giving me increased enthusiasm for my Job and
development.......Made me think about options for the future and helped me consider wider
pharmacy/development issues. ’ (Pharmacist 68)

Two pharmacists reported that the increase in confidence they had gained through 
participating in the project meant they felt able to provide peer support for CPD to other 
pharmacists.

‘Since Joining the study 1 have helped four other pharmacists get on line, and guided them 
through the CPD Joumey. ’ (Pharmacist 7)

Negative 
aspects of the 
project

Three pharmacists found that the framework was not always relevant to their practice, or 
was difficult to apply across all their roles.

‘As 1 am a PC T pharmacist much of the clinical aspect was not very relevant to my 
precf/ce' (Pharmacist 61 )

One pharmacist felt the current language used to describe development activities was 
unhelpful to pharmacists.

‘My criticism of the system as it has evolved is the use of esoteric language. This process 
is not new and started when normal interactive meetings became 'workshops'. ' 
(Pharmacist 83)

Two pharmacists showed a lack of engagement with the project, the project had not taught 
them anything they did not already know and ‘wasted their time’.

‘This exercise wasted my time. 1 took time finding examples and evidence of things 1 
already do, instead of doing something of use to me and actually leaming something. ’ 
(Pharmacist 79)

Lack of time and too much paperwork were seen as barriers to CPD and to the project by 
five pharmacists. However, of these five, three felt that the approach had worked for them, 
but should be incorporated into the working day or into other forms of continuing education 
in order to be of most benefit to pharmacists.

‘...Generally 1 feel 1 give enough of my time to reading Joumals/articles and attending 
evening meetings and this framework is yet another 'burden' on pharmacists free' time. If 
this could be incorporated into people's work schedule - marvellous. Despite ali the above 
/ view this as a positive experience. ’ (Pharmacist 87)

Barriers to CPD The four non-intervention pharmacists all commented that CPD was simply another 
burdensome paper exercise required of pharmacists in addition to the paperwork and other 
requirements of the new contract. They saw no benefit in it over traditional CE. In addition 
a lack of time and support for training added to the negative views.

’/ feel very strongly that CPD is a form filling exercise and adds nothing to the straight 
forward continuing education that i have been doing all my working life. There is simply no 
need for more paperwork’ (Pharmacist 94)
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5.5.2 Facilitator post evaluation questionnaire

All nine facilitators completed a post evaluation questionnaire. The facilitators, in 

general felt that participation in the project had encouraged the pharmacists to engage 

in CPD and that the framework provided a structured and clear process to the 

facilitation visits. The responses to the facilitator questionnaire and the themes 

identified from the comments received on the questionnaires are summarised in Table 

5.18 and 5.20.

5.5.3 The pharmacists’ experience

The facilitation visit feedback form was returned by 44.60% of the pharmacists who 

received the four month visit and 17.24% of pharmacists who received the eight month 

visit. The mean satisfaction rating by the pharmacists was 4.3 (good) for the four month 

visit and 4.4 (good) for the eight month visit. The themes identified from the data 

collected on the facilitation visit feedback form, and the facilitation records made by the 

facilitators, show the development process the pharmacists underwent during the 

course of the year. Initially pharmacists were uncertain about CPD, and much of the 

first visit included discussions about how to apply the framework to CPD and 

reassurance about the pharmacist’s practice (Table 5.21). By the second visit 

pharmacists were more confident with the process of using the framework to support 

their CPD, and this visit focussed on reviewing the evidence provided and identifying 

further learning needs (Table 5.22).

The quote below from an intervention pharmacist provides a summary of the 

pharmacists’ experience of taking part in the project.

'Initially the whole process seemed rather daunting and it took a little time to fully 
comprehend what was expected. Once I settled into the project and particularly after 
the first four month visit with the facilitator, I began to enjoy the challenge of setting 
myself tasks, documenting interventions and engaging in CPD. It really was quite 
satisfying having a portfolio validating my role as a pharmacist and also seeking to 
improve in that role. I even felt I had become more enthusiastic about engaging in the 
iearning process as I had goais to achieve, i personally felt it a worthwhiie project to 
participate in. I did enjoy having contact with a facilitator and I did feel the four monthly 
visits were a good motivation, i personaliy feel I would benefit from continued contact 
with a faciiitator, motivation apart, I found the faciiitator to be encouraging and heipfui. ’ 
(Post-evaluation questionnaire, intervention group, pharmacist 49, female, practice 
pharmacist)
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Table 5.19 Responses to sections 1 and 2 of the facilitator post evaluation questionnaire (n=9)
Section Statement No. of +ve 

responses
No. o f -v e  
responses

Themes from comments Illustrating quote

1
Pharmacists’ 
engagement with 
CPD at the start of 
the project

At the first facilitation visit the pharmacists 
were confident engaging with the process of 
CPD

1 8 Five facilitators commented on this 
section.
The themes reflect the responses to the 
statements in the section: there was a 
variation in the engagement with CPD at 
the start of the project; most pharmacists 
were keen to get started but didn’t know 
how and had volunteered for the project to 
help them get started; and the first 
facilitation visit was the key tuming point 
for them in their participation in CPD.

‘Most o f the pharmacists were apprehensive and 
concerned that they should have been completing CPD 
but didn't really understand what it was and how to make 
it happen. They were mainly very keen to understand 
and participate. Many had used the act of volunteering 
as a support mechanism to motivate themselves into 
making sure they did true CPD. The first visit was a key 
point in their motivation and galvanised the majority into 
actions that they would not have undertaken othenvise. 
By the end of the visit all understood more about CPD, 
competencies and the actions they needed to take to 
make progress. ’ (Facilitator 7)

At the first facilitation visit the pharmacists 
found it easy to identify their leaming needs 
for CPD

0 8

At the first facilitation visit the pharmacists 
found it difficult to know what to do for their 
CPD

5 3

At the first facilitation visit the pharmacists 
needed additional support with their CPD

8 1

2
The effect of 
participation in the 
project on the 
pharmacists

Before participating in the study the 
pharmacists were struggling with CPD

8 0 Four facilitators commented on this 
section.
The two key themes from this section 
were that participation in the project had 
encouraged pharmacists to make more 
CPD records and had increased their 
confidence about CPD. However, some 
pharmacists showed a lack of reflection 
over the year and hence a lack of 
development.

‘..All participants showed an increased awareness of 
understanding on CPD and competencies together with 
actually carrying out CPD to a degree many would have 
thought unlikely at the beginning. Several people 
reached a stage of unconscious competence and only in 
discussing their evidence did they realise what they 
were achieving... ’ (Facilitator 7)

‘Some pharmacists entered in to the project for the feel 
good' factor and did not demonstrate during the visits 
that they had reflected or developed, failures or lack of 
development were blamed on the project and the 
competency framework construct.... Those pharmacists 
who were aware of their shortcomings were successful 
in reflecting and developing their professionalism, and 
using the competency framework to guide them.' 
(Facilitator 2)

The pharmacists are still struggling with their 
CPD

3 5

Participating in this project encouraged the 
pharmacists to complete more CPD records

9 0

The pharmacists felt more confident about 
CPD as a result of participating in this project

9 0

Being involved in this project improved the 
pharmacists’ practice

7 0

The pharmacists’ competence increased as 
a result of participating in this project

6 0

At the start of the project the pharmacists 
were able to accurately self assess their 
competence

1 8

At the end of the project the pharmacists 
were able to accurately self assess their 
competence

9 0
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Table 5.20 Responses to sections 3 and 4 of the facilitator post evaluation questionnaire (n=9)
Section Statement No. of +ve No. of -ve Themes from comments

responses responses
Illustrating quote

Aspects of the 
project

The competency framework was clear and 
easy to use
The competency framework helped the 
pharmacists to identify and prioritise their 
development needs
The competency framework gave structure to 
the facilitation visits
The competency framework was NOT helpful 
for the facilitation visits
The competency framework was relevant to the 
pharmacists’ practice________________________
The pharmacists provided appropriate evidence 
to support their self assessments
Without the facilitation visits the pharmacists 
would have struggled to use the competency 
framework
The pharmacists benefited from the facilitation 
process

feel the pharmacists will now be able to 
provide peer support to another pharmacist 
using the competency framework

Five facilitators commented on this 
section.
The comments described how the 
facilitation visits were vital to help the 
pharmacists engage with the process of 
using the framework for their CPD.
They described how the facilitator’s role 
changed from one of helping 
pharmacists to engage with CPD at the 
first visit, to maintaining and sustaining 
the engagement at the second visit.
The facilitators commented that the 
framework provided a structured and 
clear process to the visit and that it 
encouraged pharmacists to move out of 
their ‘comfort zone’ for CPD. However 
the variety of roles amongst the 
pharmacists led to different amounts of 
the framework being used.

‘At the first visit, there was a range of understanding, by 
individual pharmacists, of competencies and how/why 
they can be used. Pharmacists tended to have a greater 
understanding of this after the second visit. I^ost of the 
first visit focused on familiarisation with the 
competencies and the process, in particular the 
concepts of self-assessment and gathering of evidence. 
Most pharmacists needed assistance in the collation of 
appropriate ev/dence’ (Facilitator 9)

'.... The framework gave a clear structure to the process 
and guided pharmacists towards 'knowing' what they 
should know!’ (Facilitator 2)

The variety of participants led to different amounts of 
the framework being of use. Those who spent all their 
time in community pharmacy used all of the framework 
whereas those in primary care or with specialist roles 
could only relate to the relevant parts’ (Facilitator 7)

4
Future
recommendations

A nationally agreed competency framework to 
identify development needs would help make 
pharmacists’ CPD applicable to their practice
A nationally agreed competency framework 
would ensure a consistent level of competence 
across the whole country____________________
All pharmacists should have access to a 
facilitator to help them achieve meaningful CPD
This approach (the competency framework and 
facilitation) should be rolled out nationally

Six facilitators commented on this 
section
The comments were positive about the 
roll out of this process on a national 
basis, but did discuss many of the 
practical Issues that would potentially 
be a barrier to this, for example; finding 
time for the facilitation visit, particularly 
in community pharmacy; finding enough 
suitably trained facilitators; funding the 
process; resistance from pharmacists if 
it were made compulsory; the fact that 
not all phannacists will need access to 
a facilitator. One comment stated that a 
framework will not ensure a consistent 
level of competence because 
pharmacists are able to disengage with 
the process and that there would need 
to be agreement about appropriate 
evidence to demonstrate competence.

‘It would be a very resource intensive approach, but I 
believe the benefits would be quantifiable and 
significant. However, there may be some debate about 
who would fund this (PCOs or employers?)’ (Facilitator 
5)

‘Having a competency framework will not ENSURE a 
consistent level of competency due to the individual 
being able to disengage with the process. Also, 
demonstrating a competence once or twice etc does not 
mean you are competent all of the time. There should be 
agreement of what is appropriate evidence to 
demonstrate a competence, rt may be that people 
develop an inappropriate portfolio of practice!’
(Facilitator 2)
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Table 5.21 Illustrative data from the pharmacists and facilitators at the four month facilitation visit
Data from Pharmacists (four month facilitation feedback forms) Data from Facilitators (comments on facilitation records)

Theme Expansion of theme Illustrative quote Expansion of theme Illustrative quote
Uncertainty 
about and 
difficult with the 
process

Initially many pharmacists were uncertain about 
what was required of them for the project and what 
they needed to do to prepare for the facilitation visit.

‘Having set a day aside to launch this 1 
find myself confused’

‘Wonrying about how much work 1 should 
have already done prior to the visit.'

Many of the pharmacists were having 
difficulty with CPD, either understanding 
the process, or recording it. Much of 
the facilitation visit included discussions 
on the relevance of the framework to 
the pharmacist.

‘Encouraging (pharmacist) to realise that 
each competency can be applied when 
appropriate’

‘(Pharmacist) has IT  problems recording 
CPD’

Good
engagement 
with process

Some pharmacists were clearly engaging in the 
process well as they had prepared evidence: 
however they were still unsure if what they were 
doing was acceptable. They needed the facilitator to 
confirm this.

'Very helpful to check that evidence was 
along the right lines and that self- 
assessment was appropriate. ’

Conversely, some pharmacists 
demonstrated a good understanding of 
CPD and the objectives of the project.

‘(Pharmacist) is already engaging with 
CPD and regularly uses the cycle . .. . ’

Difficulty in
providing
evidence

Pharmacists stated that they were uncertain about 
what evidence was required, and that the visit could 
have been better if they had prepared more 
evidence in advance.

‘(the visit) gave me an idea on what 
evidence was required. ’

‘For the next visit 1 will have more 
evidence gathered. ’

Despite some pharmacists engaging 
with CPD and the project, the majority 
of the facilitation records related to the 
lack of evidence or CPD records 
provided by the pharmacists.

‘(Pharmacist) seemed to understand the 
CPD structure. She did not have 
evidence with her... she will collect 
evidence prior to our next visit. ’

Reassurance Comments from the pharmacists clearly indicate 
how isolated their work can be and how little support 
for professional development is available to them. 
Pharmacists appreciated the facilitation visits for the 
reassurance they provided, not just about CPD and 
the project, but about their whole working practice. 
The facilitation visits built up their confidence.

‘(1 liked) the fact that someone who didn't 
know me recognised what 1 actually do 
and made me feel better about myself and 
my working practices. ’

‘..Makes me more confident. Knowing 
someone is out there for me. ’

This theme was not evident in the data 
from the facilitators.

Increased 
awareness of 
process

Pharmacists reported that the guidance provided by 
the facilitators during the visit gave them clearer 
direction and helped them understand what they 
needed to do.

‘It helped me to understand more about 
what and how 1 have to bridge the gap. ’

‘How to proceed with my training to 
become a better pharmacist’

As a result of the facilitation visit the 
pharmacists had a better understanding 
of the framework and the process.

‘Better understanding of framework 
gained’

Action plans Many of the pharmacists stated that the visit brought 
focus and direction to their development and helped 
to narrow down and identify specific teaming needs.

7 will now be able to focus on specific 
areas of development. Before the session 
it was a problem prioritising the work'

Many of the comments were summaries 
of teaming needs identified and action 
plans for the next four months.

‘Action plan: reflective practice, drug- 
disease and drug-patient interactions, 
shadow PC T pharmacist

Role
clarification

The pharmacists did not clarify their rotes as such. 
One pharmacist, however, did state that the other 
two clusters would be more appropriate to her work.

Comment is clarification of the 
pharmacist's rote and experience and 
how the framework applies to this.

‘(Pharmacists) role in different practices 
as a medication review pharmacist limits 
her role in service development so this 
has been assessed as not applicable. ’

Support The pharmacists valued the facilitation visits as an 
opportunity for one to one discussion about their 
individual needs. They also valued the approach the 
facilitators took, that the discussions were open, 
honest and non-judgemental.

‘It was personal -  time for my situation, my 
needs and my assessment. ’

‘...facilitators style was very good, relaxed, 
but challenging where appropriate. ’

Some pharmacists already had support 
for their professional development in 
place and this was described in the 
facilitation records.

‘As a company pharmacist gets lots of 
support from head office. ’
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Table 5.22 Illustrative data from the pharmacists and facilitators at the eight month facilitation visit
Data from Pharmacists (eight month facilitation feedback forms) Data from Facilitators (comments on facilitation records)

Theme Expansion of theme Illustrative quote Expansion o f theme Illustrative quote
Engaging with 
proœss

There were no comments relating to uncertainty 
about the process. Pharmacists seemed confident in 
the process and valued the discussions more as 
encouragement and opportunity for discussion with 
a peer rather than the need for guidance and 
understanding. The discussions centred around 
CPD and wider pharmacy issues, rather than the 
individual needs of the pharmacists.

‘(Facilitator) was extremely helpful in 
discussing the wider CPD issues e.g. on
line recording. It is always nice to have 
constructive peer review. '

The facilitators felt the pharmacists 
were fully engaging with the process of 
CPD, using the framework to enhance 
their CPD, and reflection.

‘(Pharmacist) has taken to the principle of 
CPD. She has excellent records which 
are fully written up. She has made this 
such a habit that she doesn't always 
realise she is practising CPD. ' 
‘(Pharmacist) has found using the 
framework a very positive experience 
and has helped in his practice. ’

Changes in 
practice

Pharmacists were more confident in their abilities 
after the eight month visit, and felt they had made 
progress, although they did not comment that they 
felt their practice had changed.

‘1 found 1 had made progress in the areas 1 
wanted to and had been able to provide 
evidence of my competence. ’

Nine of the comments described how 
the pharmacists had altered their 
practice as a result of participation in 
the project and the four month visit.

‘She has developed a new set of working 
practices that are becoming habits that 
she is using in her pharmacy in general’

Current learning 
needs met

The phannacists found the sessions a useful 
opportunity to reflect on CPD done and learning 
needs met to date.

‘Excellent opportunity to reflect on CPD  
done to date and to further identify areas 
for improvement and plan CPD  
accordingly’. ’

Many of the comments referred to the 
fact that the pharmacist was now 
achieving their desired performance 
level, or had met their learning needs.

‘(Pharmacist) has achieved all of her 
desired performance levels and now is 
more systematic in recording 
contributions....’

Further learning 
needs identified

In reflecting on \what has already been achieved, 
pharmacists were able to identify their learning 
needs for further improvement.

Although learning needs identified at 
four months had been met, the eight 
month visit identified further learning 
needs to concentrate on for the 
remainder of the project.

‘(Pharmacist) has improved all o f the 
behaviours she identified in visit one. Her 
next focus is to use the new support 
service assessment form... ’

Good evidence 
provided

The pharmacists did provide evidence this time, and 
comments related to the amount of time spent 
collating the evidence before the visit.

‘1 did spend quite a while digging out 
evidence. ’

Most pharmacists were providing 
evidence for the behaviours where they 
were achieving the desired 
performance levels.

‘Pharmacist has developed a series of 
case studies to highlight what he has 
done. He has really engaged with this.. ’

Lack of 
evidence

This theme was not evident in the comments from 
the pharmacists.

Conversely, some pharmacists still had 
not provided evidence for a variety of 
reasons, the most common being a lack 
of time to write up CPD.
A further issue around evidence was 
highlighted in one comment where the 
facilitator felt the level of practice was 
low, and the pharmacist had not really 
engaged with the process. She felt that 
clearer evidence was needed to support 
the claimed level of practice.

‘(Pharmacist’s) evidence for this cluster is 
mainly through discussion where she 
comes across as knowledgeable. She 
needs to record more often. ’

‘Maybe the competencies should have 
clearer evidence to support claimed 
levels o f practice. As a facilitator 1 could 
not question or protre this. 1 worry that 
the process would be considered too 
‘loose’ if all pharmacists engage at this 
level. ’
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As part of the process of understanding the framework and applying it to their work, 

and in light of the first facilitation visit, some of the pharmacists felt their baseline self 

assessment was inaccurate and needed review. The percentage of changes made to 

baseline assessments are shown in Table 5.23. Where a pharmacist decreased their 

self assessment by two, they may have gone from ‘always’ to ‘sometimes’, or ‘usually’ 

to ‘never’, for example. Where a decrease of one was recorded they pharmacist may 

have changed from ‘always’ to ‘usually’, or ‘usually’ to ‘sometimes’ for example. The 

opposite would be true for an increase by one, two or three.

Table 5.23 Percentage of changes to baseline assessment

Cluster Change in baseline % of baseline
assessment assessments adjusted

Delivery of patient care Decrease by two 0.45%

Decrease by one 1.45%

Increase by one 5.41%

Increase by two 0.66%

Increase by three 0.13%

Management and Decrease by three 0.13%
organisation Decrease by two 0.32%

Decrease by one 1.22%

Increase by one 4.42%

Increase by two 0.32%

Increase by three 0.13%

The adjusted baseline assessments were compared with the original baseline 

assessments using Mann-Whitney U tests. No significant differences were found 

(p>0.045). The original baseline assessments were used in the analysis presented 

above.

5.5.4 Applicability of the nGLF
The number of variables without an assessment rating (including ‘I do not understand 

this statement’ and ‘Not relevant or applicable to my work’) were compared between 

community and practice pharmacists. Practice pharmacists had significantly more 

missing variables than community pharmacists in both the delivery of patient care 

cluster and the management and organisation cluster at baseline and at twelve months 

(Table 5.24). The change in the number of missing variables within the groups 

between baseline and twelve months was not significant (p>0.012). Despite the higher
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number of missing variables, practice pharmacists were still able to apply the 

framework to their roles and showed significant improvements in performance.

Table 5.24 A comparison of the number of missing values between practice 

and community pharmacists

Mean num ber of missing values

Tim e Cluster Com m unity
pharm acist

Practice
pharm acist

Difference

Baseline Delivery of patient care 0.72 4.09 t=-4.136,
p<0.001

Management and 
organisation

1.75 7.68 t=-8.001,
p<0.001

Twelve
months

Delivery of patient care 0.20 3.50 t=-3.712,
p<0.001

Management and 
organisation

1.20 6.96 t=-6.784,
p<0.001

5.5.5 Demographic data
There was little change in demographic data from baseline to twelve months. There 

was, however, an increase in the number of pharmacists maintaining a CPD record in 

the intervention group (McNemarTestp<0.001),

5.5.6 Practical Issues
Data collected throughout the year from the pharmacists and facilitators revealed 

practical issues pertaining to the facilitation visits that will impact future use of this 

process. These issues included arranging the facilitation visits, the amount of time 

required for the visits, and the amount of papenA/ork required to be completed (Table

5.25). The source of the information in Table 5.25 included the pharmacist feedback 

forms, the debriefing session arranged for the facilitators between the facilitation 

sessions, and a diary of contact with facilitators and pharmacists.
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Table 5.25 Summary of the practical Issues experienced throughout the
project

Practical Issue Description Source

Arranging 
facilitation visits

The facilitators experienced difficulty in arranging 
the visits due to difficulty making contact with the 
pharmacists and then finding a time convenient to 
both parties. This difficulty was heightened 
because of the need for locum cover for some 
pharmacists. Some said they would arrange cover 
but then did not; others wanted to arrange the 
visits in the evening to avoid the disruption to 
work.

Diary
Pharmacist feedback forms 
Facilitator debriefing session

Time allowed for 
facilitation visit

Two hours was not enough time to complete the 
first facilitation visit due to the pharmacists’ need 
for more in depth discussions. Three hours would 
be more realistic. Conversely, some of the 
pharmacists found the first session too intense.
Time was not an issue for the second visit.

Pharmacist feedback forms 
Facilitator debriefing session

Venue for 
facilitation visits

Facilitators sometimes did not feel comfortable 
visiting the pharmacist in their own home.
However the pharmacists liked the meeting in their 
own home due to the informality.
Meeting in the pharmacy was sometimes 
advantageous as a lot of the evidence was within 
the pharmacy, but some pharmacists preferred a 
more private venue.

Diary
Pharmacist feedback forms 
Facilitator debriefing session

Paperwork Both pharmacists and facilitators found the 
papenA/ork required for the facilitation visits 
cumbersome

Pharmacist feedback forms 
Facilitator debriefing session

Financial
arrangements

The reimbursement for the facilitators needed to 
take into account a longer amount of time for 
preparation for and arranging the visits.

Diary
Facilitator debriefing session

5.5.7 Pharmacists who withdrew from the study
The study initially recruited 100 pharmacists; this had decreased to 73 after twelve 

months representing a drop out rate of 27%. Figure 5.19 shows the attrition at each 

stage of the evaluation. The overall drop out rate was higher in the non-intervention 

group, but this was not significant (x^(1)=5.085, p=0.024).
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Figure 5.19 Attrition rate at each stage of the evaluation

Initial Assessment 
Time zero

Facilitation visit 
4 months

Facilitation visit 
8 months

Final assessment 
12 months

Intervention Pharmacists 
Attrition of 20.3%

69 pharmacists completed 
assesments

65 pharmacists completed 
4 withdrew
(2 due to time issues and 2 
were unable to be contacted 
to arrange visit)

58 pharmacists completed 
7 withdrew
(2 were on maternity leave, 4 
withdrew due to personal 
circumstances and 1 changed 
jobs)

55 pharmacists completed 
3 withdrew
(1 left the profession and 2 did 
not return their final self 
assessments)

Non intervention pharmacists 
Attrition of 41.9%

31 pharmacists completed

18 pharmacists completed 
13 withdrew
(1 maternity leave, 1 time 
issues, 1 left the profession, 4 
were uncontactable, 1 
withdrew due to personal 
circumstances, 1 was 
travelling abroad at the time of 
the final assessments and 4 
did not return their final self 
assessments)

5.5.8 Pharmacists who did not want to participate
During the recruitment process, 64 reply forms from pharmacists who did not want to 

participate in the project were received. The reasons provided by these pharmacists for 

now wanting to take part were similar to the barriers to CPD raised by the project 

pharmacists: lack of time, other commitments, and negativity towards CPD (Table

5.26).
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Table 5.26 Reasons expressed by pharmacists for not wanting to take part in
the project

Theme Expansion of theme Illustrative quote

Lack of time Lack of time was either due to work commitments, 
family commitments or other unspecified 
commitments, whilst other pharmacists state inability 
to attend the evening sessions as a barrier to 
participation. Worf< commitments were described as 
the pressure of running a busy pharmacy and the 
other requirements expected of community 
pharmacists. Family commitments included small 
children, elderly relatives and an ill spouse.

7 am far too busy trying to write a SOP, 
attending CE courses and trying to practise 
CPD. A little social life would be nice. '

Attitudes 
towards CPD

CPD was generally seen as another time consuming 
demand on pharmacists. Two pharmacists, however, 
felt able to cope with requirements of CPD without 
the need for participation in the project.

The Society is increasingly making 
professional and amateur obligations....CPD 
recording is already ridiculously bureaucratic 
and time consuming. There seems to be no 
trust between the society and its members 
professionally anymore. '

V feel thoroughly prepared to comply with 
RPSGB CPD requirements. ’

CPD needs 
already met

Five pharmacists were already participating in some 
kind of study program that they felt provided them 
with the support they needed for CPD, either formal 
postgraduate courses or informal training provided by 
the PCT or employer.

'Our local PC T is keeping local pharmacists 
up to scratch with ongoing need for CPD and 
there would be overlap if 1 became involved in 
your study. ’

Changing
personal
circumstances

Twenty two pharmacists were unable to commit to 
the project due to changing personal or professional 
circumstances including retirement, relocation and 
maternity leave.

Loss of 
income

Three pharmacists felt that the lack of payment and 
potential loss of earnings from participation in the 
project prevented them from volunteering.

The time involvement with loss of income is a 
lot to ask of any self-employed pharmacist 
unable to receive compensation from 
elsewhere. '
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5.5.9 Summary of the acceptability of the intervention

Summary

• The intervention is acceptable to both pharmacists and facilitators.

• The intervention pharmacists felt they had benefited from the 

intervention, both in terms of increasing their confidence and changing 

their practice.

• Intervention pharmacists were more engaged with CPD at the end of 

the year than non-intervention pharmacists.

• The facilitators noted visible improvements in the pharmacists' practice

• Pharmacists and facilitators felt this intervention should be rolled out 

nationally.

• Pharmacists who did not benefit from the intervention were not 

engaging with CPD and viewed it as another burdensome demand on 

pharmacists' time.
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5.6 EVALUATING THE FRAMEWORK: TRIANGULATING THE DATA

This section attempts to triangulate the data presented so far in this chapter in order to 

provide an overview of the changes that occurred to the intervention pharmacists as a 

result of participation in this project. Four themes emerged from the data: the change 

in performance of the intervention pharmacists compared with the non-intervention 

pharmacists; the applicability of the framework to different sectors of practice; the 

engagement of the intervention pharmacists with the process of using the framework to 

support their CPD; and the practical issues that arouse throughout the year. These are 

summarised in Figure 5.20.
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Figure 5.20 Triangulation of the data

Baseline

Four months

Self assessed performance

Intervention and non-intervention 
pharmacists show no difference in self 

assessed performance.

Significant increase from baseline 
assessment for intervention pharmacists 

in both ‘delivery of patient care' and 
‘m anagement and organisation’ clusters 

Self assessment verified by facilitator.

Applicability of the framework

Framework can detect differences in 
performance between practice 

pharmacists and community pharmacists.

Practice and community pharmacists are 
able to apply the framework to their 
different roles and determine their 

desired performance levels.

Acceptability of the Process

Intervention pharmacists show a lack of 
understanding atxaut CPD.

Confusion about the process of identifying learning 
needs using competency framework.

Lack of confidence shown by pharmacists.

Little evidence collected for four month visit. 
Visits focussed on process of C P D  and identifying 

learning needs using competency framework. 
Pharmacists wanted to change baseline assessment 

as a result of better understanding o f framework  
through facilitation visit.

Practical Issues

Ability of pharmacists to 
attend evening sessions.

Facilitators report difficulties 
arranging visits and ensuring 

locum cover is arranged.

Facilitators and pharmacists 
felt the four month session 

was very rushed. 
Finding a  suitable venue 
proved difficult in some

Too much paperwork to be 
completed.

Eight months

Significant increase from four month 
assessment for intervention pharmacists 

in both delivery of patient care’ and 
management and organisation’ clusters 

Self assessment verified by facilitator and 
review of evidence.

Both groups of pharmacists show 
increases in their self assessed 

performance.

Lots of evidence collected at eight months. 
Pharmacists engaging with process of C P D  and 

identifying learning needs using framework. 
Pharmacists demonstrate a better understanding of 

the process.
Facilitators report change in practice.

Facilitators report difficulties 
arranging visits and ensuring 

locum cover is arranged.

Twelve
months

Delivery of patient care cluster: 
Intervention pharmacists self assess  

themselves higher than non-intervention 
overall and for all 8 competencies.

M anagem ent and organisation cluster. 
Intervention pharmacists self assess  

themselves higher than non-intervention 
overall and for all 5 /7 competencies.

Summary 
In all clusters and overall the self 

assessed performance of the intervention 
pharmacists has increased at a  greater 

rate and to a greater extent than the non
intervention pharmacists.

Both groups of pharmacists have made 
significant increases in their self 

assessed performance, and txath are  
achieving their desired performance 

levels.

Pharmacists report an increase in confidence in their 
practice.

Pharmacists are more enthusiastic atxaut their jobs. 
Pharmacists fell able to provide peer support to 

another pharmacists using the framework. 
Facilitators report change in practice and 

competence.
Non-intervention pharmacists still see C PD  as time 

consuming and a burden.

Ability o f pharmacists to 
attend evening sessions.
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5.7 PERFORMANCE IN THE CASE SCENARIOS

At baseline there was no difference in performance in the case scenarios for the 

intervention and non-intervention group (Mann Whitney U test, p>0.015). No 

correlations were found between self assessed performance and performance in the 

case scenarios for all the pharmacists analysed together, nor the intervention and non

intervention groups individually (Table 5.27)

Table 5.27 Correlation coefficients for performance in case scenarios versus 

self assessed performance at baseline

Range of Spearman’s rho correlation coefficient 
for Individual case scenarios and overall versus 
self assessed performance

All pharmacists 

Intervention pharmacists 

Non-intervention pharmacists

-0.077 to 0.072 (p>0.510) 

-0.020 to 0.161 (p>0.254) 

-0.247 to 0.071 (p>0.255)

At twelve months there were no differences in performance in any individual case 

scenario, or overall between intervention and non-intervention pharmacists (Mann 

Whitney U, p>0.015). No significant correlations between self assessed performance 

and performance in case scenarios were found at twelve months. The range of 

coefficients for all the pharmacists and the intervention and non-intervention 

pharmacists individually are shown in Table 5. 28.

Table 5.28 Correlation coefficients for performance In case scenarios versus 

self assessed performance at twelve months

Range of Spearman’s rho correlation coefficient 
for individual case scenarios and overall versus 
self assessed performance

All pharmacists 

Intervention pharmacists 

Non-intervention pharmacists

0.012 to 0.246 (p>0.054) 

-0.073 to 0.351 (p>0.015) 

-0.207 to 0.282 (p>0.308)

The change in performance in the case scenarios over time was compared for all the 

pharmacists and for intervention and non-intervention pharmacists. When comparing 

the baseline and twelve month scores for all the pharmacists there was a significant
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increase in case scenario 5 (Wilcoxon signed rank test z=-3.013, p=0.003). For the 

intervention pharmacists the increase in score between baseline and twelve months for 

case scenario 5 was significant (Wilcoxon signed rank test z=-2.880, p=0.004). There 

were no significant increases in performance in the case scenarios for the non

intervention group.

5.7.1 Summary of performance in the case scenarios

Summary box

• There is little correlation between performance in the case scenarios 

and self assessment of performance.

• There was no overall improvement in performance in the case 

scenarios in the intervention group.
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5.8 EVALUATING THE FRAMEWORK: DISCUSSION
This study aimed to evaluate the nGLF as a tool to support the continuing professional 

development (CPD) of pharmacists working in primary care. In addition the study 

aimed to evaluate the accuracy of self assessment of performance as undertaken by 

pharmacists working in primary care. The objectives of the study were to compare the 

change in performance over time between intervention and non-intervention groups; to 

compare the probability of practice pharmacists and community pharmacists achieving 

the desired performance levels by the end of the study; to determine the acceptability 

of the intervention to pharmacists and facilitators; and to compare performance in the 

case scenarios with self assessment of performance. This discussion will focus on the 

achievement of the aims and objectives. The discussion provided in Chapter 6 will 

consider the implications of the study for pharmacy practice and will include a 

discussion on the limitations of the work, and suggestions for further work.

5.8.1 Change in performance
The primary aim of the study was to compare the performance of pharmacists using 

the nGLF to support their professional development, with that of pharmacists not using 

the nGLF, the hypothesis being that use of the nGLF would significantly improve the 

performance of pharmacists over time when compared to individuals not employing the 

framework. At the start of the study the pharmacists were well matched, both in terms 

of demographic data and performance (Table 5.3). In each cluster, and overall, at 

baseline, there was no difference between intervention and non-intervention groups, 

but at twelve months the difference in performance between the two groups was 

significant overall and for each individual cluster (Table 5.4). The increases in 

performance that each group has made are clearly shown in Figures 5.7-5.12. The 

difference between the groups at twelve months is most noticeable for the delivery of 

patient care and the management and organisation clusters where the intervention 

pharmacists assess themselves higher than the non-intervention pharmacists in nearly 

all the individual competencies and behaviours (Table 5.4) compared to the personal 

and problem solving competency cluster where the intervention pharmacists assess 

themselves higher than the non-intervention pharmacists in only a few individual 

competencies and behaviours. This is unsurprising since it was the delivery of patient 

care and management and organisation clusters that the intervention pharmacists 

focussed on for development over the year.

In the delivery of patient care cluster the intervention pharmacists have improved in all 

but three of the individual behaviours (Table 5.5), these being related to the legality of
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the prescription and the labelling of medicines. These are behaviours described in the 

performance standards that pre-registration pharmacists must achieve in order to be 

able to register with the RPSGB (2006a) and are a fundamental part of the traditional 

dispensing service provided by community pharmacists. It is therefore, unsurprising 

that the pharmacists initially rated themselves highly for these behaviours and did not 

show improvement over the year. This finding is similar to that reported when the GLF 

was evaluated in secondary care (Antoniou et al., 2005); the only behaviour where the 

rating for the intervention pharmacists did not improve was ‘Ensures legality of the 

prescription.’ It is interesting to consider the behaviours where the non-intervention 

pharmacists showed significant improvements in the delivery of patient care cluster. 

These were ‘identification of medicines management problems’ and ‘evaluation of 

outcomes’. These may illustrate the development that all pharmacists were undertaking 

during the year as the opportunities available to community pharmacists for medicines 

management activities increased with the introduction of the new contract, and 

pharmacists became accredited for, and started undertaking, medicines use reviews.

In the management and organisation cluster, the intervention pharmacist improved in 

all competencies and behaviours but the non-intervention pharmacists only improved in 

one competency and one behaviour (Table 5.6). These related to service provision and 

ensuring the quality of service. Again this improvement is not surprising since the 

emphasis within the NHS is on quality of service and this will impact on both primary 

care and community pharmacy roles. It has particularly impacted on community 

pharmacy with the introduction of the pharmacy contract.

The intervention pharmacists have improved in all but three of the behaviours and all of 

the competencies in the personal cluster, whereas the non-intervention pharmacists 

have only shown an improvement in one competency and four behaviours within that 

competency (Table 5.7). This competency was ‘professionalism’ and the behaviours 

related to CPD. CPD became mandatory for all pharmacists on the practising register 

in January 2005, four months into the study. It would therefore be expected that all 

pharmacists would show improvements in performance for the behaviours relating to 

CPD. In the problem solving cluster, the intervention pharmacists have improved in all 

competencies and behaviours but the non-intervention pharmacists have only 

improved in two competencies and two behaviours (Table 5.8). These behaviours and 

competencies related to knowledge, decision making and provision of information. 

These are interesting to note since these are competencies that are required to 

undertake the medicines management requirements of the new pharmacy contract 

such as medicines use review. During 2005 the pharmaceutical press published many
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training articles to support pharmacists to develop their clinical knowledge and the skills 

required to undertake MURs.

The intervention pharmacists did not focus on the personal and problem solving 

competencies clusters for development, yet have shown significant improvements in 

performance in these clusters when compared with the non-intervention group. The 

patient care and management and organisation competencies do not exist in isolation. 

In focussing on improving patient care, the pharmacist will inevitably develop personal 

and problem solving skills such as communication skills, problem identification, 

decision making and problem solving skills. In reality, it is impossible to separate these 

areas of competence: the structure of a competency framework, in separating 

competencies and behaviours into clusters, is merely a method of simplifying the 

presentation of the data to aid the use of the framework.

The intervention pharmacists showed significantly greater improvements in their 

performance than the non-intervention pharmacists, but the non-intervention 

pharmacists did, nevertheless, improve in their performance. This is unsurprising since 

the non-intervention pharmacists should have been undertaking development activities 

throughout the year; moreover CPD became mandatory for all pharmacists on the 

practicing register in January 2005, just after the start of the study. Additionally, the 

changes occurring in community pharmacy throughout the duration of the study, such 

as the implementation of the new pharmacy contract and medicines use review have 

provided many more development opportunities (and indeed have necessitated 

development for many pharmacists) than in previous years. It is also expected that 

pharmacists’ performance would improve over a year simply by the benefit of having 

one more year’s experience. The mere action of going to work everyday will 

encourage some development. This effect was also seen in the evaluation of the GLF 

in secondary care (Antoniou et al., 2005) where both intervention and non-intervention 

pharmacists showed improvements over the year, but the intervention pharmacists 

improved significantly more than the non-intervention pharmacists.

5.8.1.1 Performance improvement
The study design used self assessment of performance and facilitators to support self 

assessment and an improvement in performance was observed with this approach. 

There are many elements that may have contributed to the improvement in 

performance: an increased understanding of the behaviours in the framework; a better 

understanding of the process; an increase in confidence; developing an ability to reflect 

on performance; a change in practice prompted by the behaviours in the framework;
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support provided by facilitation; and the effect of simply participating in the study (the 

Hawthorne effect). It is difficult to separate these elements. At the first facilitation visit 

some pharmacists did demonstrate a better understanding of the framework and how it 

relates to their role. This was demonstrated by some of the pharmacists wanting to 

adjust their baseline assessments in light of this better understanding (Table 5.23). The 

most frequent change in baseline assessment was an increase in performance rating 

by one (e.g. from sometimes to usually, or usually to always). This increase 

represented a better understanding of the framework rather than an actual increase in 

performance and could have been developed by the pharmacists reading the 

framework and handbook and reflecting on how it applies to their role and/or through 

discussions with the facilitator. The changes made to the baseline assessments, 

however, did not significantly change their overall performance at baseline (p>0.01): 

therefore this is unlikely to have contributed to the performance improvement in the 

intervention group.

Pharmacists did report an increase in confidence in their abilities as a result of 

participating in the study and this increase in confidence, rather than an actual 

improvement in performance, may have resulted in an improvement in self assessed 

performance. The self assessments, however, were substantiated with evidence 

provided by the pharmacists and reviewed by the facilitators. This provided an 

objective view of the pharmacists’ performance and the facilitators did report observing 

improvements in the pharmacists’ practice (Table 5.22). The process of collating 

evidence and maintaining a portfolio to share with another pharmacist may have 

encouraged the pharmacists to reflect and gain insight of their practice and profession 

in order to truly understand and develop professional practice (Fish and Coles, 1998; 

Schon, 1983). The framework was the catalyst for these reflections, providing the 

pharmacists with guidance on what they need to be able to do and the standard to 

which they should be doing it. The assessment ratings allowed them to observe their 

progress over the year.

Using the nGLF to support CPD, as with any new process, requires some degree of 

facilitation in its implementation. The pharmacists in the secondary care evaluation 

received facilitation as they used the framework with their tutors to identify areas for 

development. Previous studies suggest that such support is needed in order for new 

learning concepts to be understood and accepted (McMullan, 2006; Austin et al., 

2005a; Dornan et a!., 2002). This study evaluated the whole approach: the nGLF and 

facilitation, and this whole approach led to the improvement in performance in the 

intervention group.
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5.8.2 The probability of practice and community pharmacists achieving the 

desired performance levels
The study aimed to compare the probability of practice pharmacists and community 

pharmacists achieving the desired performance levels by the end of the study. 

Pharmacists were provided with guidance desired performance levels for the two roles 

but were asked to set their own desired performance levels for their own roles. The 

desired performance levels set by the community pharmacists did not differ from the 

guidance provided. The practice pharmacists, however, set their desired performance 

levels higher than the guidance provided. This suggests that practice pharmacists have 

higher expectations than the community pharmacists. This may be due to the level of 

qualification held by practice pharmacists (practice pharmacists were more likely to 

hold a post-graduate degree than community pharmacists), or due to the nature of the 

work undertaken by practice pharmacists. Practice pharmacists are more likely to work 

within a clinical team than community pharmacists who often work in isolation and do 

not have the opportunity for discussion with colleagues. The desired performance 

levels for practice pharmacists in the delivery of patient care cluster were significantly 

higher than for community pharmacists (Table 5.9). This is not surprising since the 

clinical role of practice pharmacists is currently more developed than that of community 

pharmacists.

The nGLF is able to detect difference in performance between different groups of 

pharmacists when one standard is applied (Figures 5.13 and 5.14), demonstrating the 

sensitivity of the framework. The practice pharmacists have a higher probability of 

achieving the desired performance levels than the community pharmacist in the 

delivery of patient care cluster as well as overall (Tables 5.10 and 5.11). This may be 

influenced by the practice pharmacists possessing more postgraduate qualifications 

than the community pharmacists and working in a clinical team environment that 

provides more opportunities for discussion and reflection on performance. Community 

pharmacists, by their own admission (Table 5.18) work in isolation, which can be 

demotivating and can reduce the pharmacists’ confidence in their abilities. Despite the 

benefits of the nGLF, and the facilitation visits, the community pharmacists did not 

reach the same level of performance as the practice pharmacists by the end of the 

year. Practice pharmacists still had a higher probability of achieving the desired 

performance levels at the end of the evaluation than community pharmacists. Use of 

the nGLF to support development does increase performance, but cannot replace the 

development opportunities provided by team working and peer support within the
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workplace. This suggests that the working environment is a very important factor in 

improving performance.

The nGLF can be applied to different groups of pharmacists with different expectations 

of performance (Figures 5.15 and 5.16). There is no difference between the probability 

of the practice pharmacists achieving their desired level of performance, and the 

community pharmacists achieving their desired level (Tables 5.12 and 5.13). This 

ability of different groups of pharmacists, with different expectations of desired 

performance to use the framework demonstrates the uniqueness of the nGLF. The 

evaluation of the GLF in both secondary care and now primary care clearly 

demonstrates that it can be applied to different sectors of work and this is due to the 

explicit assessment ratings allowing a standard to be applied within a sector of work, 

and the generic competencies within the framework allowing flexibility depending on 

the working situation.

5.8.3 The acceptability of the intervention
The intervention pharmacists received a tool to help them identify their learning needs 

(the nGLF) and support in engaging with a new process. Seventy five percent of the 

intervention pharmacists responded positively to the statements in section 4 of the 

questionnaire (Table 5.16, Figure 5.17) about these specific aspects of the project; the 

framework and the facilitation sessions. Pharmacists found the framework helpful in 

prompting their CPD. As one pharmacist stated *you need to know what you need to be 

able to do’ (Intervention pharmacist 68, Table 5.18). The facilitators felt that the 

framework helped give structure to the sessions and helped the pharmacists to identify 

and prioritise their learning needs: ‘the framework gave a clear structure to the process 

and guided the pharmacists towards knowing what they should know!’ (Facilitator 2, 

Table 5.20). The facilitation sessions were not only motivating for the intervention 

pharmacists, but led to a deeper understanding of CPD and the use of the nGLF to 

support it, such that some intervention pharmacists felt able to provide peer support to 

other pharmacists: 7 found the facilitation visit useful in interpreting and clarifying the 

competencies’ (Intervention pharmacist 72, Table 5.18); ‘Since joining the study I have 

helped four other pharmacists get on line, and guided them through the CPD journey’ 

(Intervention pharmacist 7, Table 5.18). The responses to the facilitator post

evaluation questionnaire reveal that the facilitators felt positively about the process and 

found it acceptable to work with. The facilitators felt that the facilitation session was a 

key element of the process as the pharmacists would have struggled without the visits:
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‘the first visit was a key point in their motivation and galvanised the majority into actions 

they would not have undertaken otherwise’ {FacMatov 7, Table 5.19).

The intervention pharmacists underwent a very clear development process during the 

year of the study. At the first facilitation visit they voiced a lack of confidence in their 

skills and abilities, some of which stemmed from the isolated nature of pharmacists’ 

work in the community: ‘Working on my own, can feel very isolated and not sure that 

the skills I had developed were correct’ (Intervention pharmacist, Table 5.18). This 

isolation also contributed to a lack of enthusiasm about pharmacy, and quite probably 

the lack of engagement with CPD. Initially the pharmacists were confused about CPD 

and how to use the nGLF and this is reflected in both the pharmacists’ and the 

facilitators’ comments: ‘Having set a day aside to launch this I find myself confused’ 

(Intervention pharmacist. Table 5.21); ‘Most of the pharmacists were apprehensive and 

concerned that they should have been completing CPD but didn’t understand what it 

was or how to make it happen’ (Facilitator 7, Table 5.19). Facilitators felt the 

pharmacists were not confident engaging with the process of CPD and identifying 

learning needs: they were keen to get started but didn’t know how: they needed some 

support and this was provided in the form of the first facilitation visit (Table 5.19). At the 

first facilitation visit pharmacists felt unsure about what was required and had not 

provided evidence. Even those pharmacists who were engaging with the process and 

had provided some evidence lacked confidence and needed the facilitation visit to 

confirm that what they were doing was right (Table 5.21).

The first facilitation visit served to initiate the pharmacists into the process of using the 

framework to identify their learning needs for CPD: ‘by the end of the visit all 

understood more about CPD, competencies and the actions they needed to take to 

make progress’ (Facilitator 7, Table 5.19). The eight month visit consolidated their 

progress; pharmacists were now providing evidence (Table 5.22). It was a useful 

opportunity to reflect on CPD done and learning needs met, and to identify further 

learning needs: 7 found I had made progress in the areas I wanted to and have been 

able to provide evidence of my competence’ (Intervention pharmacist. Table 5.22). By 

the end of the project the facilitators felt that the pharmacists were more engaged and 

confident about CPD, and that their practice had improved, for example ‘(Pharmacist) 

has developed a new set of working practices that are becoming habits that she is 

using in her pharmacy in general’ (Facilitator, Table 5.22). Pharmacists reported an 

increase in confidence in their skills and abilities and increased engagement with CPD 

as a direct result of participation in the project and this is illustrated in the following
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quote: Without it (the project), I still wouldn’t have started my CPD’ (Intervention 

pharmacist 15, Table 5.18).

The responses to the post-evaluation questionnaire revealed that the intervention 

pharmacists generally found the process beneficial and felt more engaged with CPD 

than the non-intervention pharmacists despite the fact that both intervention and non

intervention pharmacists felt CPD was important to maintain competence, improve 

confidence and improve practice (Table 5.16, Figure 5.17). The lack of engagement 

with CPD displayed by the non-intervention pharmacists is illustrated by the quote from 

pharmacist 94 (Table 5.18): 7 feel very strongly that CPD is a form filling exercise and 

adds nothing to the straight forward continuing education I have been doing all my 

working life. There is simply no need for more paperwork.’ The comments from the 

non-intervention pharmacists about CPD in the post evaluation questionnaire were 

similar to the comments received from pharmacists not wanting to participate in the 

project (Table 5.26), despite non-intervention pharmacists initially being motivated 

enough to join the project. CPD was described as ‘burdensome’, ‘bureaucratic’, ‘time 

consuming’, and ‘a form filiing exercise.’ The non-intervention pharmacists received no 

support during the year, but regular contact with them was maintained through e-mail 

and post informing them of the progress of the project and reminding them of the next 

stages of their involvement. It is possible that their disillusionment was due firstly to not 

receiving the encouragement and guidance provided by the nGLF and the facilitation 

visits, and furthermore knowing that the intervention group were receiving these 

benefits and they were not. The non-intervention group, therefore, despite being 

motivated enough to join a project to help them with their CPD, still did not feel 

engaged with CPD at the end of the project.

Although the majority of intervention pharmacists found the intervention beneficial, 

some negative comments were received, one of which was about the time consuming 

nature of the project and the amount of paperwork to be completed. Pharmacists felt it 

was unfair to expect completion of CPD in this form outside of work hours: that there 

were enough other 'burdens' on their time. At the time of the project the new pharmacy 

contract was being implemented and pharmacists were expected to attend a large 

number of evening meetings to support implementation. Additionally the new contract 

involved ever increasing amounts of paperwork for community pharmacy contractors 

and practice pharmacists. It is likely that, at the time of the project, pharmacists were 

feeling somewhat overwhelmed and pressured by the demands of their work and the 

requirements of CPD and the project added to this. The pharmacists who stated lack of 

time and the amount of paperwork involved in the project did, nevertheless, view
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participation in the project as a positive experience and thought that the approach had 

worked for them. They felt that time for CPD should be incorporated into the working 

day or into other, existing forms of continuing education such as CPPE workshops. 

This was also commented upon by a facilitator in the facilitator post evaluation 

questionnaire (Table 5.20): that pharmacists were unlikely to respond well to this 

approach if it were made compulsory and time was not put aside for the facilitation 

visits.

It would have been unrealistic to expect that all pharmacists would engage with the 

process. The pharmacists recruited to the project may have been at different stages in 

their engagement with CPD at the start of the project: some were already recording 

and wanted to use the project as extra support: some had not started and needed the 

project to help them. Moreover, the pharmacists would have different learning styles 

and this process may not suit all individuals. Whilst the pharmacists blamed their lack 

of engagement on aspects of the project such as the framework, the amount of 

paperwork or the time consuming nature of the project, the facilitators, however saw 

this lack of engagement as a failing in the pharmacists: 'Some pharmacists entered in 

to the project for the feel good factor and did not demonstrate during the visits that they 

had reflected or developed, failures or lack of development were blamed on the project 

and the competency framework construct.{FacWWaior 2, Table 5.19).

Section 5 of the questionnaire pertained to future recommendations for CPD. The 

majority of the pharmacists (both intervention and non-intervention) agreed that a 

nationally agreed competency framework would help make CPD more applicable, and 

the pharmacists should have access to a CPD facilitator. Despite the negative 

comments about CPD from the non-intervention group, they felt that they would benefit 

from support and guidance for CPD in the form of a competency framework, and 

facilitated sessions and that these would help them feel more confident about the 

process of CPD. The facilitators also agreed with these statements about future 

recommendations for CPD (Table 5.20). This suggests that pharmacists need more 

support with their CPD and the future implications of this, and the implementation of the 

framework will be discussed in Chapter 6.

In summary, the intervention evaluated in this project appeared to be acceptable to the 

majority of pharmacists and facilitators and the pharmacists clearly developed during 

the year, partly as a result of the facilitation visits provided to support the use of the 

framework.
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5.8.3.1 Applicability of the framework
Pharmacists with a range of roles and experiences participated in the framework 

development and it was agreed that all the behaviours and competencies in the nGLF 

were relevant for both practice and community pharmacists, but the desired 

performance levels might be different. The roles of the pharmacists participating in the 

study were diverse, and the description of ‘practice pharmacist' represented a range of 

different activities, for example, from those undertaking medication reviews in GP 

practices to pharmacists involved in prescribing. The availability of the ‘not relevant or 

applicable to my role' response to a behavioural statement in the questionnaire 

provided information about the applicability of the nGLF to the range of roles. The 

percentage of values without an assessment rating was high for the management and 

organisation cluster (Table 5.24) because many of the practice pharmacists did not 

have any management roles. They were purely involved in patient care; hence 

behaviours around training staff, performance management or claiming for 

reimbursement appropriately were not relevant to their role. Many of the practice 

pharmacists were not involved in dispensing medicines so behaviours describing 

dispensing activities such as ensuring the clarity and legality of prescriptions, or 

labelling dispensed medicines elicited a large number of ‘not relevant' responses. It is 

not surprising, therefore that the practice pharmacists rated significantly more 

behaviours as ‘not relevant' when compared to the community pharmacists in both the 

‘delivery of patient care' and the ‘management and organisation' clusters. There was 

no change in the number of ‘not relevant' responses between baseline and twelve 

months within the two groups of pharmacists, despite the expectation that the number 

of ‘not relevant' responses might reduce at twelve moths as a result of the facilitation 

visits and the opportunity to discuss how a behaviour might be relevant to a role.

Pharmacists and facilitators both commented on the applicability of the framework to 

their role: ‘as I am a PCT pharmacist, much of the clinical aspect was not relevant to 

my practice’ (Intervention pharmacist 61, Table 5.18); ‘the variety of participants led to 

different amounts of the framework being of use’ (Facilitator 7, Table 5.20). The ability 

of the pharmacists to still use the framework to support their development, despite 

some behaviours being ‘not relevant' to their role, demonstrates the flexibility of the 

framework. The assessment ratings allow the exclusion of certain behaviours as 

deemed appropriate for the role in question.
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5.8.4 Case scenarios

No correlation was found between self assessed performance and ability to complete 

case scenarios at either baseline or twelve months for intervention or non-intervention 

pharmacists. This lack of correlation could be for a number of reasons:

• The intervention pharmacists did not develop insight on their 

performance over the year.

• The framework did not improve actual performance.

• The case scenarios were not sensitive enough to detect change in

performance.

• The case scenarios did not measure the same competencies as the 

framework.

• Self assessment of performance in pharmacists is not accurate.

The illustrative data gathered and the responses to the post-evaluation questionnaires 

provide some evidence that most pharmacists did develop insight and the ability to

reflect during the course of the year. The self assessments at four and eight months

were backed up by evidence which was reviewed by the facilitators, and facilitators 

reported that pharmacists’ practice had improved as a result of participation in the 

project.

The case scenarios and the self assessment were measuring competence at different 

levels in Miller’s pyramid of assessment (Figure 1.1). Self assessed performance 

measured how the pharmacist actually performed in their job, whereas the case 

scenarios measured at the ‘know how’ level of assessment. Achieving a high score in 

the case scenarios does not imply that the pharmacist performs well in their role and 

vice versa. Objective Structured Clinical Examinations (OSCEs) are seen as the ‘gold 

standard’ for assessing performance in a standardised way and are used in many 

undergraduate and post-graduate courses. However, OSCEs do not measure at the 

‘does’ level of Miller’s pyramid; they show that the pharmacist can do, but not that they 

do do. Additionally OSCEs are expensive, labour intensive and time consuming to 

undertake. It would have been impractical to attempt to assess all the pharmacists on 

the evaluation using OSCEs and there was concern that the necessity for all 

pharmacists in the evaluation to participate in OSCEs would discourage pharmacists 

from volunteering to take part. Observation by an assessor of the pharmacist’s 

performance at work against the nGLF could have been employed as an objective 

measure of performance to compare with self assessment. This would have provided 

an objective assessment at the ‘does’ level. The problem of standardising assessment
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using observation has previously been discussed. Moreover it would have been too 

costly and impractical to organise. Given these limitations of OSCEs and observation 

written case scenarios were used to assess pharmacists’ performance as these were 

easier to administer and would be less discouraging for pharmacists. With hindsight, 

observation by an assessor may have been more appropriate as an objective measure 

of performance for this part of the study.

Two studies have found very poor correlation between self assessment and test or 

observed performance (Tracy et al., 2000; Barnsley et ai., 2004), whilst two have found 

modest but significant correlations (Weller et a!., 2005; Ward et a!., 2003) and one 

study has found that faculty ratings and student ratings correlate well (Mandel et a!., 

2005). Therefore the lack of correlation between the self assessed performance and 

performance in the case scenarios at baseline (Table 5.27) is consistent with the 

evidence. Other evidence, however, suggests that this lack of correlation between self 

assessed performance and test or observed performance is due to a lack of insight into 

the standard of their own performance by poor performers (Langendyk, 2006; Weller et 

a!., 2005; Kruger and Dunning, 1999) and that feedback on performance is needed to 

develop this insight and improve the ability to accurately assess performance (Fereday 

and Muir-Cochrane, 2006). The intervention pharmacists received this feedback in the 

form of the facilitation visits and so it might be expected that the self assessments of 

the intervention pharmacists would correlate with performance in the case scenarios at 

the end of the project but there would be little correlation for the non-intervention 

pharmacists. This was not the case (Table 5.28), nor did the intervention pharmacists’ 

performance in the case scenarios consistently improve from baseline. Variability in the 

job profile of participating pharmacists may have resulted in the scenarios being too 

generic to identify differences between pharmacists or change in performance over the 

year. The evidence from the facilitators and pharmacists suggests that intervention 

pharmacists’ performance did improve over the year. The cases needed to be more 

sophisticated in design to detect differences.

In summary, the evidence on the accuracy of self assessment of performance when 

compared with actual performance from this part of the study is inconclusive.
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5.9 CONCLUSION

Use of the framework to identify learning needs for CPD and the facilitation visits 

encouraged the pharmacists to develop their practice to such an extent that their 

performance improved significantly over the year when compared to the non

intervention group. This performance improvement was corroborated by written 

evidence, discussion and informal observation by an objective facilitator. The nGLF 

with facilitation was a successful and acceptable approach to support the CPD of 

pharmacists working in primary care.
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6 DISCUSSION
This chapter will review the main findings of the study and the implications of the 

results, firstly for adult learning theory and professional development, and secondly the 

impact of the results on practice. This part of the discussion will consider the 

application of the framework in practice and implementation issues. Prior to discussing 

the implications of the results, the limitations of the study and the impact of these on 

the study findings will be considered. The chapter will conclude with suggestions for 

further work based on the results of this study.

6.1 STAGE 1 : DEVELOPING THE FRAMEWORK

This study has successfully modified the General Level Framework to support 

pharmacists working in primary care and community pharmacy and produced a generic 

framework that describes the competencies of pharmacists working at a general level 

in any sector.

The majority of the documents identified in the literature review were policy documents 

developed by government or professional bodies which were analysed to identify 

current and future roles for community and primary care pharmacists so that the 

behavioural competencies required to carry out these roles could be identified. These 

behavioural statements mapped well onto the GLF, and the majority of changes made 

were changes to terminology. This has shown that the GLF already constituted generic 

competencies, despite being developed for secondary care.

During the development of the framework new policy documents were being produced, 

as the role of the community pharmacist was changing. Retrospective comparisons of 

the framework with new policy documents, for example, the service specifications for 

new contractual framework, have shown that the framework can be applied to these 

new roles without the need for amendment. The framework describes the generic 

competencies required of pharmacists working at a general level and should be 

applicable for any role the pharmacists has. The evaluation of the nGLF in primary 

care has shown it to be applicable to both practice and community pharmacists.

The identification of the behavioural statements from the literature is subject to bias as 

the researcher has experience in community pharmacy and not primary care 

pharmacy, and the identification of the behavioural statements is a subjective process. 

However, these statements have been subjected to 6 different panels throughout the 

development process, each panel consisting of a mix of experiences and performing a
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different function. This triangulation of methods used in the development of the 

framework aimed to reduce the limitations of each individual method and to ensure the 

content validity of the framework.

Consensus methods are used to establish or develop consensus in areas of 

uncertainty where there is a lack of definitive evidence. Some of the limitations of 

consensus methods include selection bias as the participants recruited for the panels 

may not represent the population who will use the framework; the views of the 

participants are subjective and may vary over time; and group dynamics may limit the 

participation of some panel members. The role of the panel facilitator is important in 

enabling all participants to voice their opinions and to ensure the panel all contribute to 

the discussions. Both facilitators used were familiar with the framework and had 

credibility with the group participants due to their work experience and roles. In addition 

the facilitators were involved in documenting the comments and changes discussed by 

the group. Despite the above limitations the consensus meetings were structured and 

focused in agreeing the competencies in the framework. The competencies in the 

framework were derived from the literature and the facilitators could describe why a 

particular behaviour had been included if necessary. The panel members represented 

the profession, consisting of stakeholder organisations, PCTs and individual 

pharmacists. The aims of the panels were clearly defined and the methods used were 

structured to achieve these aims. Agreement from all panel members was needed for 

any changes suggested. The fact that the outcomes of three separately held panels, 

consisting of different organisations and individuals, were very similar, suggests that 

even if the panels had enrolled different representatives, the final outcome would not 

have been significantly different.

A limitation to the development stage of the framework was the lack of input from the 

RPSGB. The project team invited the RPSGB to be involved in each stage of the 

research, and to attend the consensus development panels, but the RPSGB were 

unable to participate at the time. Work by the RPSGB was included in the literature 

reviewed to identify the behavioural statements, but input by the RPSGB might have 

ensured the work has more credibility amongst practitioners and other stakeholders. 

This is particularly pertinent in considering how this work could be implemented in 

practice. Nevertheless the project has support from the major stakeholders listed in 

Table 4.1.

202



Discussion

6.2 STAGE 2: EVALUATING THE FRAMEWORK

The evaluation of the nGLF in primary care and community pharmacy has shown the 

use of the framework with facilitation to be a successful and acceptable approach to 

support the CPD of pharmacists working in these sectors. Use of the framework to 

identify learning needs for CPD, and the facilitation visits, encouraged the pharmacists 

to develop their practice to such an extent that their performance improved significantly 

over the year when compared to the non-intervention group. This performance 

improvement was supported by written evidence, discussion and informal observation 

by an objective facilitator. The framework is applicable to, and can be used by, both 

community and practice pharmacists.

6.2.1 Evaluating educational Interventions
The study aimed to evaluate the impact of the intervention on behaviour and so a 

controlled trial methodology was used. Comparing change in performance between the 

intervention and non-intervention groups provided a greater degree of certainty that the 

intervention, rather than external factors, was responsible for the performance 

improvement in the intervention group than would have been achieved by trialling the 

intervention in just one group. The changes occurring in pharmacy during the time of 

the study such as the introduction of mandatory CPD, the implementation of the new 

pharmacy contract, and the opportunities offered by medicines use reviews, are all 

societal influences on the study participants that might impact on the effectiveness of 

the educational intervention. The non-intervention pharmacists, however, were 

exposed to the same environment as the intervention pharmacists and although they 

showed an improvement in performance, they did not improve to the same extent as 

the intervention pharmacists. It can therefore be argued that the external factors had 

minimal impact on the performance of the pharmacists in this study (Cohen et al., 

2000).

There are personal factors that are known to affect the outcome of an educational 

intervention (Figure 3.1). These include the motivation of the study participants and 

their prior experience. The study population, by definition, is likely to be more 

motivated than the rest of the population, so that the intervention might have more 

effect on this population compared to general pharmacists. This study was, however, 

designed to compare the effect of the educational intervention in one group with a 

group who did not have access to the educational intervention, both groups being self 

selected. Pharmacists volunteered to take part in the project without knowing which
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group they would be randomised into, so that non-intervention pharmacists were 

initially as likely to be as motivated as the intervention pharmacists, and yet the 

intervention pharmacists showed greater improvements in their performance than the 

non-intervention pharmacists.

The nature of the educational intervention and the method of delivery can influence its 

effectiveness. All the intervention pharmacists received the same training in the use of 

the framework, but there may have been some variability in the facilitation provided. 

Nine facilitators were used, all with previous experience of facilitating CPD. A training 

session was held for the facilitators to standardise the approach used in the facilitation 

sessions but, inevitably, each facilitator may have approached the session in a different 

way depending on their previous experience and personality and each pharmacist may 

have received the facilitation visit in a slightly different way. Facilitators were 

encouraged to talk to other facilitators and pharmacists to other pharmacists in order to 

share experiences and support each other, and the facilitators attended a debriefing 

session between the four and eight month visits to enable sharing of experiences and 

approaches to the visits. It was clear from the illustrative data collected in this study 

that there was variability in the engagement of the intervention pharmacists with the 

study (table 5.18). This may have been due to the facilitator's or the pharmacist’s 

personality and life views. The comment from facilitator 2 (table 5.19) provides insight 

into this. Whilst pharmacists blamed the project and the framework for their lack of 

development, the facilitator saw this failure to develop as a shortcoming in the 

pharmacists, that they were not able to reflect or had entered the project for the wrong 

reasons and with unrealistic expectations. This study has shown that, whilst the 

success of the nGLF in individual pharmacists may vary, its use has had an overall 

positive impact on performance.

6.2.2 Study design
The study design was based on previous research evaluating competency frameworks 

which had been shown to be successful. The major change between this study design 

and that previously used was the use of facilitators and self assessment, rather than 

objective assessment. This part of the study design was based on well recognised 

adult education theory, that adult learners need support to understand and engage with 

new processes (Brookfield, 1986). The study took place over a year; any less than this 

would have been too short to allow for any significant development to occur in either 

group, and any longer would have been too costly and risked a higher drop out rate.
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Recruitment packs were sent to all community and practice pharmacists in the study 

areas via LPC representatives, PCTs and multiple pharmacy organisations. This 

approach was taken to increase exposure of pharmacists to the project, and to 

demonstrate that the project had local support. It was hoped this would encourage 

pharmacists to volunteer. The response rate to the recruitment packs was 

disappointingly low, 9.04% in cohort 1 and 15.36% in cohort 2, but on reflection and 

given the timing of the study and the changes occurring in community pharmacy at the 

time, not unexpected. The reasons provided by respondents who did not want to 

volunteer reflect some of the difficulties of recruiting to a study such as this: the time 

commitment required both to attend the initial sessions and the ongoing work over the 

year; the lack of remuneration; the necessity to complete case scenarios; and attitudes 

to CPD in general. A higher response rate may have been achieved by personally 

contacting pharmacists rather than using the postal system. However this would have 

been impractical and costly.

The lower response rate resulted in a smaller sample size than initially planned. This 

inevitably will have an impact on the significance of the results and the likelihood of 

type 1 and type 2 errors. The smaller sample in this study increased the likelihood of a 

type 2 error, i.e. not finding differences when in fact they are there, but the differences 

between the intervention and non-intervention groups were significant at the 0.01 level, 

which, in a smaller sample size is more worthy of attention than in a larger sample size 

(i.e. less likely to be a type 1 error). Therefore, the smaller sample size and higher 

significance level used to interpret the results means we can be more certain that the 

differences found between the groups are true. Additionally, a smaller sample size and 

a higher level of significance will result in a larger effect size.

The most important requirement of sampling is that the study population is 

representative of the sample from which it was drawn. Of the hundred pharmacists 

participating in the study the majority were female (n=59), with a mean age of 44 years. 

The mean length of time since qualifying as a pharmacist was 20 years, and 

pharmacists ranged from newly qualified to having been qualified for 42 years. This 

compares with the general pharmacist population in which 56% of pharmacists who 

responded to the 2003 census were female and the age group with the largest number 

of respondents was 30-39 years (27.5%), closely followed by 40-49 years (26.0%) 

(Anon, 2004).

Primary care pharmacists in the study sample are slightly overrepresented (they 

constitute 9.8% of all community and primary care pharmacists responding to the
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census compared to 14% in this study) (Anon, 2004). It was necessary to include as 

many primary care pharmacists as possible in the study in order to draw inferences 

from the results. Owners, managers and second pharmacists were over represented 

whereas locum pharmacists (including those pharmacists with a dual role) were slightly 

under represented in this study. This is not surprising since recruitment packs were 

sent to pharmacy premises and most likely would have been opened by regular 

pharmacists. PCTs and LPCs were asked to send packs to locums on their lists, but 

since the nature of locum work is transient these lists may not have been up to date. 

Recruiting locums to studies is a particular problem in pharmacy practice research 

(Smith, 2002) and raises questions around the implementation of measures to improve 

quality such as the framework being evaluated here.

The randomisation of pharmacists into intervention and non-intervention groups was a 

difficult process due to the inequivalence in numbers recruited from the different areas, 

the need to cluster pharmacists within geographic boundaries and the possibility that, 

historically, there may be geographical differences between the motivation of the 

pharmacists. This may have been a reason for the higher response rate in cohort 2 

compared with cohort 1. Nevertheless preventing leakage of the framework to non

intervention pharmacists was felt to be more important for the validity of the study than 

the effect of geographical differences. Once clustered into groups, based on 

geography, the groups were randomly allocated as intervention and non-intervention.

The project originally aimed to recruit 63 pharmacists to the intervention group and 64 

pharmacists to the non-intervention group. When it became clear that recruitment 

would not yield this number of pharmacists, and that randomisation into the two groups 

was complicated by inequivalences in the number of pharmacists in the different areas, 

the decision was taken to include more pharmacists in the intervention group than the 

non-intervention group. This decision was based on two considerations. Firstly, the 

numbers in the intervention and non-intervention groups were similar to those in the 

secondary care evaluation (Antoniou et al., 2005) where n=74 in the intervention group 

and n=30 in the non-intervention group. This evaluation successfully showed that use 

of the nGLF significantly improved performance in the intervention group when 

compared to the non-intervention group. Secondly, the use of inequivalent group sizes 

in controlled trials has been discussed by Bowling (2002) and it is used particularly 

when more information is required about a new intervention. This study collected data 

about the acceptability of the process, as well as the self assessments of performance, 

which will be invaluable in considering the wider implications and possible 

implementation of the intervention: therefore the inequivalent group sizes were
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justifiable. The two groups were matched in terms of demographic data and initial self 

assessment and performance in case scenarios, thus minimising this risk to validity.

The attrition rate was lower than expected, especially when compared to the secondary 

care evaluation where only 39% of pharmacists remained at the end of the evaluation 

(Antoniou et al., 2005). The main reason for leaving in the secondary care study was 

early promotion to a higher post meaning they no longer fitted the inclusion criteria. 

This raised concern for the authors since many of these pharmacists had failed to 

attain a satisfactory level of competence within the study parameters at the time of 

promotion. Early promotion of these pharmacists may have reflected the shortage of 

pharmacists within the NHS at the time of the study. The study presented in this thesis 

did not encounter these problems. The inclusion criterion was any pharmacist working 

in a community pharmacy or practice pharmacist role; therefore change of job or 

promotion was unlikely to result in the pharmacist no longer being eligible to 

participate. Moreover, the primary care evaluation followed individual pharmacists and 

was not dependent on place of work. The number of pharmacists in the secondary care 

evaluation leaving for reasons other than promotion was 4 in the non-intervention 

group and 27 in the intervention group. In the primary care evaluation the figures were 

13 and 14 respectively. The lower drop out rate in the primary care intervention group 

compared with the secondary care group may be an effect of the motivation the 

facilitation visits provided for the pharmacists in primary care and demonstrates the 

positive impact of the intervention on them.

6.2.3 Assessment ratings
The assessment ratings used in the framework are ordinal: the categories of ‘always’, 

‘usually’, sometimes’ and ‘never’ can be ordered in that ‘always’ is more than ‘usually’ 

and ‘usually’ is more than ‘sometimes’ etc. but it is difficult to quantify the differences 

between these categories. In practice, what is the difference between a rating of 

usually (3) and always (4)? Evidence from the secondary care evaluation provided 

definitions for the assessment ratings which imply that quantification of the difference 

between the ratings is possible (Table 6.1). Usually (3) implies that the performance is 

not consistent, there are still lapses. Always (4) implies consistent performance. 

Consistent performance is required to ensure the quality of patient care. On a study 

population level the use of the nGLF has changed pharmacists’ performance from 

occasional lapses in standards to consistently meeting the required standards, but on 

an individual level the comments received from pharmacists and facilitators reveal that 

the use of the nGLF has had a much greater impact on practice and on the 

pharmacists’ confidence.
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Table 6.1 Definitions for the assessment ratings

Rating Definitions Percentage
expression

Always Demonstrates the expected standard practice with very rare 
lapses

85-100 %

Usually Implies standard practice with occasional lapses 51-84 %

Som etim es Much more haphazard than “usually" 21 -50%

Never Very rarely meets the standard expected. No logical 
thought process appears to apply

0-20 %

6.2.4 Case scenarios
The results from the comparison of self assessment of performance with performance 

in some case scenarios were inconclusive. Taking into account the illustrative data it 

would seem that the most likely explanation for the lack of correlation or improvement 

in performance in the case scenarios in the intervention group are the case scenarios 

themselves. It is possible that the case scenarios were not sensitive enough to detect 

improvements in performance over the year. Moreover, it was only possible to measure 

a sample of the patient care behaviours using the case scenarios, as many behaviours 

required direct observation. The increase in self assessed performance observed in the 

intervention group was global, across all behaviours, and the framework has been 

shown to be sensitive enough to detect differences in performance between different 

groups of pharmacists (Figure 5.13). The results of this part of the study highlight the 

difficulties in accurately measuring performance at the ‘shows how’ or ‘does' level of 

Miller’s pyramid of assessment, in a way that is acceptable to practitioners and feasible 

to organise.

6.2.5 Summary
This study has shown that, in this sample of pharmacists, use of the nGLF with 

facilitation improved self assessed performance. The sample of pharmacists 

participating in this study were self selected, and a small group, although it was 

representative of the population from which it was drawn. It would be inappropriate to 

generalise the results of the study to all pharmacists working in primary care, 

particularly as the pharmacists who did not volunteer to take part are likely to be less 

motivated than the study participants. Additionally, there are limitations to the study 

which have been described above. This research was ‘real world research’ which aims 

to investigate people in real life situations and it is therefore impossible to control for all 

conditions in the experiment. Nevertheless this study provides valuable evidence
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about the use of the nGLF in primary care. Moreover it complements the findings of the 

evaluation of the GLF in secondary care, and the results of these two studies could 

influence the professional development and regulation of pharmacists in all sectors. 

The implications of these findings on practice will be further discussed below.

6.3 ADULT LEARNING AND PROFESSIONAL DEVELOPMENT

The assumptions of andragogy were discussed in Chapter 1 and are summarised in 

table 1.2. Kolb’s learning cycle (Kolb, 1983; Kolb, 1981) was developed from these 

assumptions (Figure 1.3) and has formed the basis for the theory underpinning 

continuing professional development (CPD). The problems encountered by 

pharmacists with the pharmacy system of CPD were also discussed in Chapter 1. This 

study has developed a system to support pharmacists with their CPD that is consistent 

with the assumptions of andragogy. The process that the intervention pharmacists 

underwent during the year shows how these assumptions were met in practice (Table 

6 .2 ).

Pharmacists were provided with a tool that described what they needed to know and be 

able to do, to be a competent general level pharmacist. The pharmacists’ themselves 

acknowledged that before participating in the project they had no idea where to start 

with CPD, but the framework provided them with the ‘need to know’. Initially 

pharmacists were confused about the process; they did not understand how the 

competencies related to their work or how to use them for their own development. They 

may additionally have felt that, even though they had volunteered to take part in the 

study, they did not have autonomy over their learning. The role of the facilitator was 

vital in their development. The facilitators in this study empowered the pharmacists to 

become more self-directed in their learning by initially helping them to apply the nGLF 

to their own work situations and by encouraging and supporting them in their learning. 

The pharmacists developed an appreciation of why the competencies in the nGLF were 

important for their work and, as they gained experience in this process, became more 

self directing in their learning to the extent that by the end of the study some felt able to 

provide peer support to other pharmacists using the nGLF. As the year progressed 

pharmacists could see how using the framework to identify their learning needs would 

focus their training to help them become a better pharmacist. They were ‘ready to 

learn’ because they could see how the learning would help them in their jobs. The 

learning was related to their work and their roles and even helped them to realise the 

value of their existing skills. Pharmacists also developed motivation to learn over the
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year. Although motivated to participate in the study, the confusion and 

misunderstanding about the process may have demotivated the pharmacists initially, 

but the support and encouragement provided by the facilitators helped pharmacists to 

regain their internal motivation. Maintaining a portfolio of evidence to validate their 

pharmacists’ role became an important motivation for learning.

Table 6.2 How the assumptions of andragogy were met by the study

Assumption Description Quote

The need to know The framework helped pharmacists to 
identify areas for development.

‘No idea where to start at baseline and 
before the project. Looked at general 
role. Focussed on service 
development- Identified areas for CPD. 
Helps to have competencies as a 
prompt.. ..you need to know what you 
need to be able to do. ' (Intervention 
pharmacist 68)

The learner’s self 
concept

By the end of the year pharmacists felt 
they were directing their own 
development. They were setting their 
own goals.

7 even felt 1 had become more 
enthusiastic about engaging In the 
learning process as 1 had goals to 
achieve. ’ (Intervention pharmacist 49)

The role of the 
learner’s experience

The facilitation visits enabled the 
pharmacists to relate the competencies 
to their own role and experiences.

7 found the facilitation visit useful In 
Interpreting and clarifying the 
competencies. ’ (Intervention pharmacist 
72)

Readiness to learn Pharmacists could see how the 
framework linked with practice and that 
using the framework to identify their 
learning needs would help them 
become a better pharmacist.

'How to proceed with my training to 
become a better pharmacist’ 
(Intervention pharmacist)

Orientation to 
learning

Pharmacists could relate the skills that 
they already had, or were developing, 
to their roles.

“Worklng on my own, can feel very 
Isolated and not sure that the skills 1 
had developed were correct. ... 1 think 1 
was doing lots of the skills but never put 
them together Into a sequence step by 
step to actually realise that was how 1 
was work/ng' (Intervention pharmacist)

Motivation Pharmacists became more motivated 
because they could see how useful 
their role is, and how they could expand 
that role.

7 began to enjoy the challenge of 
setting myself tasks, documenting 
Interventions and engaging In CPD. It 
really was quite satisfying having a 
portfolio validating my role as a 
pharmacist and also seeking to Improve 
In fhafro/e.'(Intervention pharmacist)

6.3.1 Portfolios as evidence of competence
A portfolio is a record of activities that offers evidence of a professional’s competency 

and is considered a useful means of encouraging reflection and self-appraisal (Lysaght 

and Altshuld, 2000). Pharmacists have been required to maintain a CPD portfolio since 

January 2005, but studies have shown a great deal of misconceptions about the 

process amongst pharmacists and that it is not well practised, particularly amongst 

community pharmacists (Attewell et al., 2005; Bell et al., 2002; Mottram et al., 2002;
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Swainson and Silcock, 2004). Work by Austin and colleagues (Austin et al., 2005a; 

Austin et al., 2005b) in Ontario, Canada, showed that peer support and the opportunity 

to share reflections is required for pharmacists to truly understand the value of CPD 

and learning portfolios. Fish and Coles (Fish and Coles, 1998) advocate the sharing of 

written reflections and portfolios to learn from other’s experience and improve practice. 

This study has shown the benefit to pharmacists in the UK of writing down and sharing 

their experiences. Initially pharmacists found the process of maintaining a portfolio 

tedious but, by the end of the year many of them saw the value of writing down their 

experiences and this was primarily due to the encouragement provided and the 

opportunity to share experiences at the facilitation visits. This is exemplified by the 

quotes from both pharmacists and facilitators. Pharmacists made comments such as:

'It was also encouraging and built confidence in compiling CPD records and evidence required’ 
(Intervention pharmacist)

7 found I had made progress In the areas I wanted to and had been able to provide evidence of 
my competence. ’ (Intervention pharmacist)___________________________________________________

Facilitators saw the change in pharmacists over the course of the year:

‘Several people reached a stage of unconscious competence and only in discussing their 
evidence did they realise what they were ach/ewng...' (Facilitator 7)

‘Pharmacist has developed a series o f case studies to highlight what he has done. He has 
really engaged with this..’ (Facilitator)________________________________________________________

Some pharmacists did not see the value of writing down their experiences and 

evidence and facilitators saw this as a failure on the part of the pharmacist to reflect 

and develop:

‘This exercise wasted my time. I took time finding examples and evidence o f things I already do, 
instead of doing something o f use to me and actually learning something.’ (Intervention 
pharmacist 79)

‘Some pharmacists entered in to the project for the 'feel good' factor and did not demonstrate 
during the visits that they had reflected or developed, failures or lack of development were 
blamed on the project and the competency framework construct.... Those pharmacists who 
were aware of their shortcomings were successful In reflecting and developing their 
professionalism, and using the competency framework to guide them. ’ (Facilitator 2)___________

Devenport (Devenport, 1990) discussed pharmacists as adult learners and described 

how tasks should be broken down, how desired performance levels are needed and 

time for change in resistance to new ideas. Once change occurs the learning curve for 

the adult improves more rapidly. Perhaps the pharmacists that were resistant to the 

process in this study needed more time for change of ideas.
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The results of this study are consistent with research in other healthcare professions 

(McMullan, 2006; Tracy et al., 2000; Schaffer et al., 2005; Dahllof et al., 2004; 

Wilkinson et al., 2002; Dornan et al., 2002) that the value of portfolios is in sharing 

them with peers. A portfolio that is not shared with peers is unlikely to contribute to a 

pharmacist’s development.

6.3.2 Confidence and competence

A striking theme revealed in the comments made by the pharmacists was how isolated 

and unsupported some of them felt:

‘(I liked) the fact that someone who didn’t know me recognised what I actually do and made me 
feel better about myself and my working practices. ’ (Intervention pharmacist)

The role of the facilitator for these pharmacists was to build up their confidence. Lack of 

confidence, sensitivity to failure and poor self concepts are well documented barriers to 

adult learning (Staropoli and Walz, 1978). CPD is unlikely to be effective if the learner 

does not value their experiences and lacks confidence in their abilities. Experience is 

fundamental to adult learning and is the key to developing competence, but the role of 

confidence in the development of competence has not been well researched. The 

development of competence is not the sole product of accumulated experience; 

confidence in one’s own abilities should also grow with experience (Zollo and 

Gottschaig, 2004). However the problem arises when confidence and competence do 

not develop at the same rate, as was demonstrated by some of the comments received 

from the pharmacists. Many of the pharmacists were demonstrating Polayni’s "tacit 

knowledge’ that "people know more than what they are aware of, and can be confident 

about’ (Polanyi, 1966). One facilitator, however, experienced the opposite: a 

pharmacist whose confidence far outweighed his actual competence (table 5.20). This 

has been described by Levitt and March as "superstitious learning’ (Levitt and March, 

1988). The impact of experience on performance depends on the rate at which it leads 

to the development of competence and confidence. When competence and confidence 

are in balance the effect of experience on performance will be positive, but when the 

balance is disrupted, performance will suffer either through over confidence, or a lack 

of confidence limiting the ability to exploit existing competence. Stewart et al (2000) 

have explored the terms "confident’ and "competent’ in relation to self evaluation. 

"Competent’ represented what individuals knew about their ability based on previous 

experience and "confident’ described a judgement which influenced whether an 

individual was willing or not to undertake an activity and also involved an element of 

risk assessment.
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A major impact of the facilitation visits for the pharmacists in this study was the 

increase in confidence experienced after discussing their performance with a peer. This 

increase brought their confidence in line with their competence and this in turn had a 

positive effect on performance (Zollo and Gottschaig, 2004). The harder situation to 

address is over confident performance. The facilitator in the study faced with this 

situation did not feel that the use of the framework had bought the pharmacists 

confidence in line with his/her actual competence. She called for clearer guidelines on 

the evidence required that supports competent practice (table 5.20). This issue will 

need considering if this, or any framework, is used to define standards of practice.

6.3.3 Influences on self assessed performance
Confidence is one of a number of factors that influence the self assessment of 

performance. Many studies in different healthcare professionals have investigated how 

well self assessment correlates with an objective assessment of competence or 

performance. The results are mixed and have been discussed elsewhere in this thesis.

There are studies that have investigated the influences on self assessment. Sternberg 

(Sternberg, 1990) wrote that ‘At all points in life, it is one’s construct of reality, rather 

than reality itself, that most accurately predicts self-concept, goals, academic 

performance and overall mental health’. He looked at studies in children which showed 

that children who underestimated their ability sought less challenging tasks than those 

who accurately rated their ability and children who overrated their ability selected easy 

tasks that were in line with their actual ability. Under-raters believed their self 

perceptions and over-raters engaged in protective self preservation strategies. 

Pharmacists in this study were likely to be underrating their performance due to a lack 

of confidence in their abilities. This has implications for the development of the 

pharmacy profession in primary care. The new pharmacy contract and the creation of 

pharmacists with a special interest require pharmacists to have confidence in their 

abilities to take on new tasks and develop new services. Pharmacists need to be 

proactive to make the most of these opportunities.

Several studies have shown that poor performers often lack insight into their own 

performance and consequently overrate themselves (Langendyk, 2006; Weller et al., 

2005; Kruger and Dunning, 1999). Kruger and Dunning suggest that this over rating 

maybe directly related to the lack of competence resulting in a lack of metacognitive 

ability to realise it. They found that improving the skills of the participants improved 

their metacognitive abilities and enabled participants to recognise their limitations.
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Evans (2005) and co-workers suggest that, in dentists, impression management (i.e. 

the need to provide evidence of good performance) may be responsible for over rating 

of ability. CPD is a process used to ensure the competence of healthcare professionals 

and relies on self assessments, but if professionals are over rating their ability, either 

through lack of insight or the need to provide evidence of good performance, how can it 

be effective?

The ability to self assess does not come naturally, and, as discussed above is 

influenced by many factors. People who are taught to understand and use self- 

evaluation techniques are thus likely to become more questioning, more analytical, 

more self-challenging, more self-motivated and more curious (Sumner et al., 1992). 

Asadoorian and Batty (2005) have developed a model based on the literature, for 

conducting meaningful self assessments. It consists of four key categories which 

should occur within a supportive environment to carry our valid self assessments and 

positively influence learning. The first category describes the prerequisite 

competencies for self assessment and includes the need to be motivated to improve, to 

be open, receptive and curious and to be goal orientated. The second category is the 

process of making a self assessment i.e. collecting information; knowing the desired 

competencies; assessing present competency; interpreting the data and comparing 

and contrasting the data. The third category includes ‘things that can be applied’ to put 

the process in action, for example reflection, discussion, questioning and debating, and 

the final category is tools that can be used in the process and includes precisely stated 

standards and feedback on performance. These two tools are seen by many authors 

as essential for accurate self assessment (Asadoorian and Batty, 2005; Fereday and 

Muir-Cochrane, 2006). Working in isolation as a sole practitioner removes the key tool 

of performance feedback in remaining competent and Orest (1995) recommends that 

practitioners in solo practice make additional efforts to establish opportunities for 

feedback.

The approach taken in this study fits with the theory of self assessment: pharmacists 

were provided with standards of practice and some feedback on their performance, and 

the structure of the facilitation visits was designed to encourage critical self reflection. 

Yet, at the end of the study, there still remained no correlation between self assessed 

performance and ability to complete case scenarios. It may be due to the limitations of 

the case scenarios, or it may be that the process of self assessment is never objective 

or free from beliefs and values that the individuals hold about themselves. Stewart and 

colleagues conclude that self evaluation instruments are best used to help individuals 

analyse their work practices and promote reflection on performance, and not to judge
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the accuracy of the individual’s evaluation. This study has shown that self assessment 

using the nGLF does help individuals analyse their work practices and does improve 

self assessed performance.

6.3.4 Ensuring the competence of healthcare professionals

This study has shown that the use of the nGLF with facilitation, improved pharmacists 

self assessed performance when compared to not using the framework. The framework 

is a valuable tool to support pharmacists’ CPD, and the study has confirmed the need 

for defined standards and performance feedback in order to ensure the quality of 

professional development. It has not, however, provided answers to the dilemma 

currently facing all healthcare professions: how can we assure the competence of 

healthcare professionals? There is no doubt that the first step is to define the standards 

for the profession and the nGLF could be the standards for general level pharmacy, but 

there is evidence that CPD is not an adequate means of ensuring competence. The 

use of competency frameworks for assessment measures at the ‘shows how’ level of 

Miller’s pyramid. Portfolios of evidence, OSCEs, standardised patients, show that the 

practitioner can perform, but not that they do so all the time; ‘demonstrating a 

competence once or twice etc does not mean you are competent all of the time’ 

(facilitator, table 5.20). The assessment of performance in practice, at the apex of 

Miller’s pyramid (Figure 1.1), remains a well debated issue. For now, the value of 

competency based education remains its ability to make learning relevant to practice 

by concentrating it on an individuals needs (Dunn etal., 1985).

The last section of this chapter will discuss the implications of the results of this study 

for practice, and issues that need consideration for the implementation of this process.
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6.4 IMPLICATIONS FOR PRACTICE

The evaluation of the GLF in secondary care and the nGLF in primary care has shown 

that pharmacists can take charge of their CPD by using the framework. The nGLF is 

accompanied by a handbook describing how it can be used to support CPD and 

describes how each of the behaviours in the framework can be applied to the different 

sectors of practice. The framework makes CPD relevant to pharmacists’ practice and 

can easily be used with the RPSGB’s CPD recording system ‘Plan and Record’ 

(RPSGB, 2003c). There are numerous possibilities for the use of the nGLF in primary 

care. The nGLF could be used by individual practitioners, by commissioners, by 

employers, or by education and training providers to support development needs for 

service delivery (Figure 6.1). The use of one framework would achieve a common 

approach to demonstrating competence and minimise the use of different mechanisms 

to achieve the same aim: namely, to develop a safe and effective workforce.

6.4.1 The application of the nGLF for practitioners
Currently, it is the individual pharmacist’s professional responsibility to ensure that they 

remain competent and fit for practice through engaging with CPD. Without support, 

many pharmacists are struggling with their CPD. At the start of the evaluation, the 

pharmacists described the difficulties they had knowing what to do for their CPD; V will 

now be able to focus on specific areas of development Before the session it was a 

problem prioritising the work'(Intervention pharmacist. Table 5.21). Other studies have 

found a great deal of confusion amongst pharmacists about CPD, with few pharmacists 

using a systematic method to identify learning needs and many pharmacists seeing 

CPD as having little impact on their practice (Attewell et ai., 2005; Bell et ai., 2002; 

Swainson and Silcock, 2004; Mottram et ai., 2002).

The nGLF, used with facilitation or with peer assessment as in the secondary care 

evaluation, made CPD relevant for pharmacists and was effective at improving 

performance. Other frameworks exist that pharmacists can use to identify their learning 

needs, but performance measurement is the unique element of the nGLF. This is 

advantageous as the report into the regulation of the non-medical healthcare 

professionals proposes that revalidation should test performance, rather than 

competence (Department of Health, 2006d). The rating scale in the nGLF allows 

practitioners to see what is expected of them and where they are in comparison with 

the desired performance levels. Moreover the nGLF has been mapped to the essential 

and advanced services of the new pharmacy contract and was used as the basis of the
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nationally agreed competencies for accreditation to provide medicines use review as 

an advanced service of the new contract (Anon, 2005). Additionally the nGLF has been 

mapped onto the Knowledge and Skills Framework (KSF) for NHS employees 

(Department of Health, 2003c) and can be used to operationalise the KSF for general 

level pharmacists. Thus pharmacists using the nGLF to support their CPD will be 

developing the competencies in line with NHS requirements for service delivery.

Figure 6.1 The use of the nGLF in primary care

Overall aim:
To develop a safe and effective workforce to provide a safe and 

consistent service to patients

Common
approachMeaningful CPD

Standard setting

PG courses

Accredltlon

Application of the 
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Training for 
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development RecruitmentAppraisals Collaboration

Remedying
poor

performance^

'  Demonstrate ^  
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If the nGLF were promoted to support pharmacists’ CPD, use of this common approach 

would ease cross sector workforce movement as the basis for development would be 

the same. The nGLF has been demonstrated to apply equally to primary and 

secondary care. Additionally, in order to achieve consultant pharmacist level in 

secondary care, or become a pharmacist with a special interest in primary care, 

pharmacists must demonstrate their achievement of the competencies defined for 

these posts. A more recent development in the application of the original GLF is its
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uptake by specialist membership groups. The Faculty of Prescribing and Medicines 

Management have plans to use the GLF as the basis for membership. This requires 

expertise in building portfolios of evidence to support accreditation; expertise which 

pharmacists currently lack. Pharmacists are not familiar with competencies, the use of 

frameworks or maintaining portfolios of evidence. This study has shown that 

pharmacists benefit from one to one support with this and the advantages of facilitation 

for professional development have been discussed above. The pharmacists in this 

study, after a year of support for their development, did feel able to provide peer 

support to other pharmacists. Use of the nGLF might encourage pharmacists to 

develop peer support groups to enhance their CPD. In this way the nGLF could be 

used as a stepping stone for the higher level competency frameworks or membership 

of specialist membership groups.

6.4.2 The application of the nGLF for commissioners
Primary care trusts are responsible for commissioning services from local healthcare 

providers. Some of these services may be provided by pharmacists with a special 

interest, who will have provided evidence of their competence against the agreed 

national framework for PhwSI. Not all enhanced services will require PhwSI. For these 

services PCTs are expected to develop service specifications and specify the skills and 

competencies providers should have; ensure pharmacists have these skills and 

competencies through accreditation to provide these services; consistently monitor the 

quality of service provision; and identify poor performance and support practitioners to 

improve this.

Currently there is variation in standard setting, accreditation mechanisms and 

monitoring between PCTs (Elvey et al., 2006). This does not support the development 

of a consistent quality of service in different areas and provides difficulties for 

pharmacists who work in a number of PCTs as they must be accredited in each PCT. 

There is also concern that current accreditation systems do not ensure ‘fitness for 

practice.’ Work has been completed mapping the nGLF to some enhanced service 

specifications and suggests that the nGLF could be used to define the standards for 

these services (Farmer, 2006). PCTs could specify the skills and competencies 

required from the nGLF and use these as the basis for accreditation. Pharmacists 

would be expected to develop a portfolio of evidence for the service that could be used, 

along with discussion with the provider, by the PCT to monitor the service. A portfolio 

could contain the accreditation certificate, a standard operating procedure for the 

service, examples of completed paperwork for the service, and evidence that 

demonstrates performance against the nGLF competencies relevant to the service.
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This would form a section in a broader portfolio of evidence for service provision. The 

evidence of performance links closely with delivering the service against the service 

specification and required standards. This would enable to PCTs to provide clear 

guidance and support to pharmacists not achieving the desired standards. Using one 

framework to define the standards for service delivery across the country would 

improve the consistency of services, and simplify the accreditation and monitoring 

process for pharmacists who move between PCTs.

6.4.3 The application of the nGLF for employers

The applications of competency frameworks for employers are well documented and 

are summarised on table 1.1. Employers could use the nGLF to set the standard of 

performance expected of their pharmacists, and applicants would need to provide 

evidence of their performance against the nGLF. Using the framework to underpin the 

appraisal process would ensure a common approach to objective setting and 

identification of development needs based on employee aspirations as well as 

pharmacy service requirements. The training and development of pharmacists, 

particularly newly registered pharmacists, could be co-ordinated using the nGLF as it 

would provide a platform to achieve consistent performance from staff across all 

services they deliver as the employer can define the detailed interpretation of the 

competencies and evidence required for their employees. The nGLF could easily be 

integrated into existing training programmes through mapping of the elements of the 

training to the framework. A further advantage of the use of the nGLF, particularly for 

small businesses, is the opportunity for individual employers in a geographical area to 

work collaboratively to provide training for their staff.

6.4.4 The application of the nGLF for education and training providers

There is an increasing need for education and training, both formal postgraduate 

programmes and ad hoc training selected by practitioners, to relate more obviously to 

what practitioners are required to do in practice i.e. to ensuring that practitioners not 

only ‘can do’ but ‘do do’. The application of knowledge and skills is becoming 

increasingly important as many PCTs are using attendance at training sessions as part 

of accreditation for advanced services. Additionally training that directly improves 

practice represents value for money; an important factor in the current climate of the 

NHS.

There are examples of the framework being used successfully in both local and formal 

postgraduate education. In secondary care the original GLF is currently being used for 

training in over 120 hospital trusts. In primary care the nGLF has been used to develop
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training for MUR across London, Eastern and the South East. The workshops focus on 

the practical aspects of delivering the service including communication and 

consultation skills. This model could easily be adapted for other services and current 

training programmes could be mapped to the nGLF which may change just the 

perspective of the outcome rather than the content of the training. In formal 

postgraduate education, a new diploma in general pharmacy practice based on the 

GLF and suitable for pharmacists working in both primary and secondary care has 

been developed. This is being delivered by six higher education institutes across 

London, Eastern and South East. The GLF is the basis for assessment via a portfolio 

approach that incorporates self assessment, objective assessments such as OSCEs 

and peer review, and co-ordinated tutor/facilitator support. It is a student led 

programme and the central aim is for students to be able to plan and implement their 

CPD based on their day to day practice. The standards for performance are set against 

the GLF competencies and this provides a common aim for achievements in practice. It 

is expected that the course will promote consistency of general level training across the 

area and in turn ensure a consistency of service delivery.

6.4.5 Implementation Issues
The nGLF clearly has many applications for individual practitioner development and for 

assessment of quality, but there are many issues that will need consideration for the 

nGLF to achieve its potential. The issues are interlinked, but for the purpose of this 

discussion can be summarised in four categories: what should it be used for; who will 

be responsible for its use; what resources are needed for it to be used; and the cost 

impiications of its use (Figure 6.2).
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Figure 6.2 Considerations for implementation of the nGLF
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The first question to be considered is around its use. Should it remain a tool available 

to individual pharmacists and training providers to support development, or should it be 

used for accreditation and revalidation? It could be used to define the standards for the 

profession for revalidation and the advantage of using this framework for revalidation is 

that it maps easily to service delivery. PCTs and employers are likely to be involved in 

the revalidation of pharmacists to remain on the register, and a simplified process 

might be to link revalidation with accreditation of pharmacists to provide services by 

applying the same framework to both. If the nGLF was used for revalidation and 

accreditation education and training providers would have to start linking their training 

to the nGLF, and pharmacists would have to chart their CPD against the framework. 

The introduction of the nGLF needs to be carefully considered. One suggestion has 

been to allow PCTs and training providers to start to use it and to gather feedback on 

its use, similar to the evaluation of the UKMI competency framework described in 

Chapter 3 (Picton, 2001). Lessons would be learnt from its use that might aid national 

implementation. The danger is that this approach might lead to considerable variation 

in how the framework is applied and would not solve the problem of a lack of 

consistency in standards and quality of service across the country. To ensure 

consistency, a unified approach to use of the nGLF must be taken. Additionally, 

pharmacists have got to want to use the framework in order for it to have a positive
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effect on their practice. How it is implemented will have an impact on the success of 

implementation.

In order for the nGLF to be used in a unified way, one group needs to take 

responsibility for implementation. This would include taking responsibility for updating 

the framework to avoid numerous versions with slightly different modifications existing; 

providing guidance on its use; ‘selling’ it to practitioners; developing resources; and 

providing support to those using it. In addition, the standards for each area of the 

profession would need to be agreed. The organisation taking responsibility for the 

nGLF would need to be a national body, reaching the whole profession and with the 

resources required for implementation. If the nGLF were to be used to define the 

standards for the profession it would seem sensible for the RPSGB to co-ordinate its 

use. The project team have been in discussions with the RPSGB and it is a possibility 

that the nGLF will be included on the ‘Plan and record" website so that pharmacists wiil 

have the option of using it to identify their learning needs for CPD. This will ensure that 

it is available nationally, but using the framework will depend on the support 

practitioners receive.

Competencies are being increasingly developed for the pharmacy profession and the 

NHS in order to ensure a consistent level of service; however, pharmacists are still not 

familiar with the process and need support in using a framework and developing a 

portfolio of evidence. Only with such support is the nGLF, or indeed any competency 

framework, likely to be successful. The body taking responsibility for the 

implementation of the framework would be expected to provide support for its use. This 

could be in the form of facilitation, a resource pack for different uses of the framework, 

examples of suitable evidence, a website, the provision of protected time for 

pharmacists for professional development and training tailored round the nGLF (both 

for individuals and organisations using it). Some of these resources are already in 

existence. The nGLF is published with an accompanying handbook to support its use 

and the project team are currently developing a website where pharmacists can 

complete an on line self assessment. The CPPE have a network of local tutors and the 

RPSGB have employed CPD facilitators to provide support to pharmacists struggling 

with their CPD. Alternatively, pharmacists familiar with the nGLF would provide peer 

support for other pharmacists and so the process would then cascade through the 

profession. Pharmacists in the study felt able to provide peer support to other 

pharmacists after only a year of using the framework so that it would not take long to 

assemble a network of peer support. There is potential for these existing networks to 

be employed to support pharmacists to use the nGLF for their CPD and in providing

222



Discussion

suitable evidence. However, there would need to be some quality assurance built into 

the facilitation network.

The potential resources required for implementation have major cost implications. In 

this study each facilitation visit cost approximately £100 plus travel expenses plus 

locum cover if the pharmacist worked in community pharmacy, and two facilitation visits 

were needed. There are also the costs of the additional resources required such the 

development and production of a resource pack and the website. Who should bear 

these costs? Since professional development is the individual pharmacist’s 

responsibility should the individual pharmacist pay or would this increase resentment 

for such a system? If the RPSGB take on the task of implementing the nGLF, perhaps 

they should find the resources for it, or would this just be reflected in the annual 

retention fee for pharmacists? Alternatively, the NHS, or the individual employer could 

contribute to the cost of facilitation. The value to the profession, the NHS, the individual 

practitioner and the public in terms of the improvement of the quality of service that 

would stem from such a system for development would be immense.

6.5 FURTHER WORK

There are three areas for further work relating to this study. The first is around the 

accuracy of self assessed performance. This study found no correlation between self 

assessed performance and performance in the case scenarios and was unable to draw 

conclusions about the accuracy of self assessed performance. This is an essential 

question to answer if CPD and self assessment are to be used in a system for 

revalidation. Of particular importance for the use of the framework in practice is the 

ability to detect over confident self assessors. A more accurate assessment method 

that measures at the 'does’ level of Miller’s pyramid (Figure 1.1) such as overt or covert 

observation should ideally be used.

The second area for further work is the link between CPD and performance. There is 

little evidence that the CPD system as required by the RPSGB ensures competence. 

This study and the secondary care study have shown that using the nGLF with support 

in the form of facilitation improves self assessed performance, but CPD relies on self 

assessment, and this study has shown that pharmacists need support in making a self 

assessment and maintaining portfolios of evidence.

The third are of work is around the use of the framework in practice. There is a need to 

review the framework in light of the results of this study and other developments in
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practice. The nGLF has the potential to be used as a tool for accreditation of services 

on a local level and even revalidation of pharmacists on a national level, but this needs 

further investigation before being implemented. Finally, if we consider Kirkpatrick’s 

framework for the evaluation of educational interventions (Figure 3.2) (Kirkpatrick, 

1967) the nGLF has been evaluated at the first three levels of the framework. The 

reaction of the pharmacists and the facilitators to the nGLF was assessed using 

feedback forms and the post evaluation questionnaires; the evaluation of learning was 

through working on and achieving specific competencies; and the evaluation of 

behaviour was through assessment of evidence and observations of the facilitators 

who reported a change in practice of the pharmacists. What is now needed is an 

evaluation at the organisational level. For example, does use of the framework change 

the way PCTs approach accreditation and ensure it is standarised across geographical 

locations?

6.6 CONCLUSION - VALUE OF THE STUDY

The nGLF is the only competency framework for pharmacists to have been evaluated 

for its effect on performance. This study provides empirical evidence that the nGLF can 

be used to support CPD in primary care and that use of the framework improves 

pharmacists’ self assessed performance. In addition, the improvements in performance 

were seen in a relatively short amount of time. The framework has positive benefits for 

pharmacists working in primary care as well as secondary care. It has the potential to 

provide a unified approach to demonstrating competence across both sectors of the 

profession and minimises the need to use different mechanisms to achieve the same 

aim, namely the safe and effective delivery of services to patients. The nGLF could be 

used to define the standards for the pharmacy profession.
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Appendix one Literature reviewed in the development of the framework

Government documents Stakeholder documents Research into the role 
of community or 
primary care 
pharmacists

Attitudinal
research

Review articles

The New NHS; Modem and Dependable (Department of 
Health, 1997)

The Kennedy Report (The Bristol Royal Infinnary Inquiry, 
2001)

(Abduelkarem et al., 
2003)

(Bell at a!., 2000) (Anon, 2000b)

Information strategy for a Modem NHS (NHS Executive, 
1998)

GP Prescribing Support -  a practical guide for community 
pharmacists (PSNC, 2001)

(Blom and Rens, 1989) (Bleiker and Lewis, 
1998)

(Anon, 2000a)

The NHS Plan (Department of Health, 2000d) GP Prescribing Support -  a Resource Document and 
Guide for the new NHS(National Prescribing Centre and 
NHS Executive, 1998)

(De-Jong-Van-den-Berg 
eta!., 1999)

(Edmunds and 
Calnan, 2001)

(Anon, 2001)

An Organisation with a Memory (Department of Health, 
2000a)

A Room for Review (Medicines Partnership and the 
National Collaborative Medicines Management Services 
Programme, 2002)

(Ewan eta!., 1998) (Hamilton, 1998) (Avery, 2000)

Saving Lives -  Our Healthier Nation (Department of 
Health, 2000c)

Realising the potential of pharmacists (RPSGB, 2002c) (Gahir and Lamer, 2004) (Jesson at a!., 
2002)

(Cherry, 1996)

National Service Frameworks (NSFs) Better management of minor ailments; using the 
pharmacist (RPSGB, 2003a)

(Hawksworth and 
Chrystyn, 1997)

(McDermott at a!., 
1997)

(Jesson and Wilson, 1999)

Pharmacy in the Future (Department of Health, 2000b) Supplementary prescribing by pharmacists (RPSGB, 
2004)

(Jones at a!., 2000) (Muijrers at a!., 
2003)

(Mullen, 2003)

Building a safer NHS for patients(Department of Health, 
2001b)

Pharmacists and the modem NHS (RPSGB, 2002b) (Lakhani eta!., 2003) (Sheppard at a!., 
1995)

(Silcock at a i,  2004)

Working together, teaming together (Department of 
Health, 2001a)

Pharmacists -  a vital contribution to the new 
NHS(RPSGB, 2002a)

(Maslen eta!., 1996) (Spencer and 
Edwards, 1992)

Medicines and Older People (Department of Health, 
2001d)

Achieving excellence in pharmacy through clinical 
govemance (RPSGB, 1999)

(Wermeille eta!., 2004)

Clinical Govemance of Community Pharmacy(Department 
of Health, 2001c)

Care at the Chemist (The Community Pharmacy Research 
Consortium, 2001)

Health Informatics Competency Profile (NHS Information 
Authority, 2001)

Evolution and Change in Community Pharmacy (Bond, 
2003)

The DoH response to the BRI inquiry (Department of 
Health, 2002a)

Response to A vision for pharmacy in the new NHS’ 
(National Pharmaceutical Association, 2003)
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Government documents Stakeholder documents Research Into the role 
of community or 
primary care 
pharmacists

Attitudinal
research

Review articles

Primary Care Workforce Planning Framework (Department 
of Health, 2002c)

Pharmacy Workforce in the New NHS (Department of 
Health. 2002b)

The Knowledge and Skills Framework (Department of 
Health, 2003c)

Supplementary Prescribing by Nurses and Pharmacists 
(Department of Health, 2003b)

A Vision for Phamnacy in the New NHS (Department of 
Health, 2003a)

Framework for a new pharmacy contract (Medicines 
Pharmacy and Industry Group: Pharmacy and 
Prescriptions Branch, 2003)

Building a Safer NHS for Patients (Chief Pharmaceutical 
Officer, 2004)

Saving time, helping patients (National Prescribing 
Centre, 2004)

Modemising medicines management (National 
Prescribing Centre, 2002)

Improving Quality in Primary Care (Cantrill et a i, 1999)

NSF for older people -  a guide for community 
pharmacists(PSNC, 2002)

Community pharmacy medicines management (The 
Community Pharmacy Medicines Management Project, 
2003)
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services NHS

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Patient C onsultation

Patient Assessment
ALWAYS uses appropriate 
questioning to obtain 
relevant information from 
the patient

a b USUALLY uses 
appropriate questioning to 
obtain all relevant 
infomiation from the 
patient

a b SOMETIMES uses 
appropriate questioning to 
obtain all relevant 
information from the 
patient

a b Does NOT use appropriate 
questioning to obtain all 
relevant information from 
the patient

a b

c d c d c d c d

Comment

Consultation or 
referral

Pharmaceutical or health 
problems are ALWAYS 
appropriately referred

a b
Pharmaceutical or health 
problems are USUALLY 
appropriately referred

a b
Pharmaceutical or health 
problems are SOMETIMES 
appropriately referred

a b
Does NOT appropriately 
refer pharmaceutical or 
health problems

a b

c d c d c d c d

Comment

Recording
Consultations

ALWAYS documents 
consultation where 
appropriate in the patient’s 
records

a b USUALLY documents 
consultation where 
appropriate in the patient’s 
records

a b SOMETIMES documents 
consultation where 
appropriate in the patient’s 
records

a b Does NOT document 
consultation where 
appropriate in the patient’s 
records

a b

c d c d c d c d

Comment

Patient consent
ALWAYS satisfactorily 
obtains patient consent if 
appropriate

a b
USUALLY satisfactorily 
obtains patient consent if 
appropriate

a b
SOMETIMES satisfactorily 
obtains patient consent if 
appropriate

a b
NEVER satisfactorily 
obtains patient consent

a b

c d c d c d c d

Comments
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Need for the drug

Relevant Patient Retrieval of ALL relevant

a b
Retrieval of MOST relevant

a b
Retrieval of SOME relevant

a b
Does NOT retrieve 
relevant or available 
information

a b

Background and available information c d and available information c d and available infomiation c d c d

Comment

Drug History
ALWAYS documents an 
accurate and 
comprehensive drug 
history when required

MOSTLY documents an 
accurate and 
comprehensive drug 
history when required

SOMETIMES documents 
an accurate and 
comprehensive drug 
history when required

Does NOT document a 
drug history for any patient

a b

c d

Comment

Selection of drug

Drug -  drug interactions

Drug-drug interactions 
are ALWAYS identified

a b
Drug-drug interactions 
are USUALLY identified

a b Drug-drug interactions 
are SOMETIMES 
identified

a b
Does NOT identify any 
drug-drug interactions

a b

c d c d c d c d

Drug-drug interactions 
are ALWAYS 
appropriately prioritised

a b Drug-drug interactions 
are USUALLY 
appropriately prioritised

a b Drug-drug interactions 
are SOMETIMES 
appropriately prioritised

a b
Does NOT prioritise any 
drug-drug interactions

a b

c d c d c d c d

Appropriate action is 
ALWAYS taken

a b
Appropriate action is 
USUALLY taken

a b
Appropriate action is 
SOMETIMES taken

a b
Does NOT take any 
appropriate action

a b

c d c d c d c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Selection of Drug

Drug-patient 
interactions are 
ALWAYS identified

a b
Drug-patient interactions

a b Dnjg-patient interactions 
are SOMETIMES  
identified

a b
Does NOT identify any

a b

c d are USUALLY identified c d c d drug-patient interactions c d

Drug -  patient
Drug-patient 
interactions are

a b Drug-patient interactions 
are USUALLY 
appropriately prioritised

a b Drug-patient interactions 
are SOMETIMES 
appropriately prioritised

a b
Does NOT prioritise any

a b

interactions ALWAYS appropriately 
prioritised

c d c d c d drug-patient interactions c d

Appropriate action is
a b

Appropriate action is
a b

Appropriate action is
a b

Does NOT take any
a b

ALWAYS taken c d USUALLY taken c d SOMETIMES taken c d appropriate action c d

Comment

Drug -  disease 
interactions

Drug-disease 
interactions are 
ALWAYS identified

a b Drug-disease 
interactions are 
USUALLY identified

a b Drug-disease 
Interactions are 
SOMETIMES identified

a b Does NOT identify any
drug-disease
interactions

a b

c d c d c d c d

Drug-disease 
interactions are 
ALWAYS appropriately 
prioritised

a b Drug-disease 
interactions are 
USUALLY appropriately 
prioritised

a b Drug-disease 
interactions are 
SOMETIMES 
appropriately prioritised

a b Does NOT prioritise any
drug-disease
interactions

a b

c d c d c d c d

Appropriate action is 
ALWAYS taken

a b
Appropriate action is 
USUALLY taken

a b
Appropriate action is 
SOMETIMES taken

a b
Does NOT take any 
appropriate action

a b

c d c d c d c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Drug Specific Issues

Ensures Appropriate dose is
a b

Appropriate dose is
a b

Appropriate dose is
a b

Does NOT ensure 
appropriate doses for any 
patient

a b

appropriate dose ALWAYS ensured c d USUALLY ensured c d SOMETIMES ensured c d 0 d

Comment

Selection of dosing 
regimen

Appropriate route is 
ALWAYS ensured

a b
Appropriate route is 
USUALLY ensured

a b
Appropriate route is 
SOMETIMES ensured

a b
Does NOT ensure 
appropriate route for any 
patient

a b

c d c d c d c d

Appropriate timing of dose 
is ALWAYS ensured

a b
Appropriate timing of dose 
is USALLY ensured

a b
Appropriate timing of dose 
is SOMETIMES ensured

a b
Does NOT ensure 
appropriate timing of dose

a b

c d c d c d c d

Comment

Selection of 
formulation and 
concentration

Appropriate formulation is 
ALWAYS ensured

a b
Appropriate formulation is 
USUALLY ensured

a b
Appropriate formulation is 
SOMETIMES ensured

a b
Does NOT ensure 
appropriate formulation for 
any patient

a b

c d c d c d c d

Appropriate concentration 
is ALWAYS ensured

a b
Appropriate concentration 
is USUALLY ensured

a b
Appropriate concentration 
is SOMETIMES ensured

a b
Does NOT ensure 
appropriate concentration 
for any patient

a b

c d 0 d c d c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c  = Eight month facilitation d = Twelve month self assessment

Provision of drug product

1 The prescription is 
1 clear

ALWAYS ensures the 
prescriber s intentions are 
clear

a b
USUALLY ensures the 
prescriber s intentions are 
clear

a b
SOMETIMES ensures the 
prescriber’s intentions are 
clear

a b Does NOT ensure the 
prescriber s intentions are 
clear for any patient

a b

c d c d c d c d

Comment

-
The prescription is 
legal

Legality of prescription is 
ALWAYS ensured

a b
Legality of prescription is 
USUALLY ensured

a b
Legality of prescription is 
SOMETIMES ensured

a b
Does NOT ensure 
appropriate regimen for 
any patient

a b

c d c d c d c d

Comment

The label on the dispensed 
medicine ALWAYS

a b
The label on the dispensed 
medicine USUALLY

a b
The label on the dispensed 
medicine SOMETIMES

a b
The label on the dispensed 
medicine NEVER includes 
required infomiation

a b

Labelling of the

includes required 
information

c d includes required 
information

c d includes required 
information

c d c d

medicine
The dispensed medicine is 
ALWAYS labelled

a b
The dispensed medicine is 
USUALLY labelled

a b
The dispensed medicine Is 
SOMETIMES labelled

a b
The dispensed medicine is 
NEVER labelled

a b

appropriately for the 
patient

c d appropriately for the 
patient

c d appropriately for the 
patient

c d appropriately for the 
patient

c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c  =  Eight month facilitation d = Twelve month self assessment

Medicines information and patient education
------ 1 IB ............. 1 —

P u b lic  H ealth ALWAYS provides lifestyle 
advice appropriately

a b USUALLY provides 
lifestyle advice 
appropriately

a b
SOMETIMES provides 
lifestyle advice 
appropriately

a b
Does NOT provide lifestyle 
advice appropriately

a b

c d c d c d c d

Comment

H ea lth  N eeds
ALWAYS takes into 
account the patient’s 
individual circumstances

a b
USUALLY takes into 
account the patient’s 
individual circumstances

a b
SOMETIMES takes into 
account the patient’s 
individual circumstances

a b
Does NOT take into 
account the patient’s 
individual circumstances

a b

c d c d c d c d

Comment

N eed  fo r  
in fo rm atio n  is 
id en tified

Patient need for 
information is ALWAYS 
accurately identified

a b
Patient need for 
information is USUALLY 
accurately identified

a b Patient need for 
information is 
SOMETIMES accurately 
identified

a b
Did NOT identify the need 
for infomiation in any 
patient

a b

c d c d c d c d

Comment

M ed ic in es Accurate and appropriate 
medicines information is 
ALWAYS communicated

a b
Accurate and appropriate 
medicines information is 
USUALLY communicated

a b Accurate and appropriate 
medicines information is

a b
Did NOT communicate 
accurate and appropriate 
.medicines infomiation

a b

In fo rm atio n c d c d SOMETIMES
communicated

c d c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

M edic ines In form ation  and  patien t education

Provision of written Appropriate information is
a b

Appropriate infomation is
a b

Appropriate information is
a b

Did NOT provide
a b

information ALWAYS provided c d USUALLY provided c d SOMETIMES provided c d appropriate information c d

Comment

M onitoring  drug th e rap y

Identification of 
medicines Medicines management 

problems are ALWAYS 
identified

a b
Medicines management 
problems are USUALLY 
identified

a b
Medicines management 
problems are SOMETIMES 
identified

a b
Does NOT identify any 
medicines management 
problems

a b

management
problems

c d c d c d c d

Comment

Prioritisation of 
medicines Medicines management 

problems are ALWAYS 
accurately prioritised

a b
Medicines management 
problems are USUALLY 
accurately prioritised

a b
Medicines management 
problems are SOMETIMES 
accurately prioritised

a b
Does NOT accurately 
prioritise any medicines 
management problems

a b

management
problems

c d c d c d c d

Comment

Use of Guidelines
Current clinical guidelines 
are ALWAYS applied as 
appropriate

a b
Current clinical guidelines 
are USUALLY applied as 
appropriate

a b
Current clinical guidelines 
are SOMETIMES applied 
as appropriate

a b
Does NOT apply recent

a b

c d c d c d clinical guidelines c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Delivery of Patient Care
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Monitoring drug therapy

Resolution of 
medicines 
management 
problems

Appropriate action is 
ALWAYS taken to resolve 
or refer medicines 
management problems

a b Appropriate action is 
USUALLY taken to resolve 
or refer medicines 
management problems

a b Appropriate action is 
SOMETIMES taken to 
resolve or refer medicines 
management problems

a b Does NOT appropriately 
resolve or refer any 
medicines management 
problems

a b

c d c d c d c d

Comment

Record of 
contributions

Appropriate documentation 
of the intervention is 
ALWAYS completed

a b
Appropriate documentation 
of the intervention is 
USUALLY completed

a b
Appropriate documentation 
of the intervention is 
SOMETIMES completed

a b
Does NOT complete 
appropriate documentation 
of the intervention

a b

c d c d c d c d

Comments

E valuation  o f o u tcom es

Assessing 
outcomes of 
contributions

Outcomes of contributions 
are ALWAYS appropriately 
assessed

a b
Outcomes of contributions 
are USUALLY 
appropriately assessed

a b
Outcomes of contributions 
are SOMETIMES  
appropriately assessed

a b
Did NOT appropriately 
assess outcomes of 
contributions

a b

0 d c d c d 0 d

General comments
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal Competencies
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Organisation

P rio ritis a tio n ALWAYS prioritises work

a b

USUALLY prioritises work

a b

Does NOT prioritises work

a b
POOR prioritisation results 
in work not being 
completed

a b

well c d well c d well c d c d

Comment

1 a b a b a b a b

1 Punctuality ALWAYS punctual USUALLY punctual SELDOM punctual NEVER punctual
c d c d c d c d

Comment

initiative
ALWAYS demonstrates 
appropriate initiative

a b
USUALLY demonstrates 
appropriate initiative

a b
SOMETIMES 
demonstrates appropriate 
initiative

a b

Does NOT demonstrate

a b

c d c d c d initiative c d

Comment

E ffic ie n c y 1 ALWAYS uses time

a b

USUALLY uses time

a b Inefficient use of time 
SOMETIMES results in

a b
Inefficient use of time 
results in tasks NEVER  
being completed

a b

1 efficiently c d efficiently c d tasks not being 
satisfactorily completed

c d c d

Comment
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A Competency Framework for Pharmacy Practitioners: London, Eastern and South East
General level Specialist Pharmacy Services f R /  /T

Personal C om petencies
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Effective Communication Skills

a b

c d

a b

c d
Patient and Carer

Communication is 
ALWAYS clear, precise 
and appropriate

Communication is 
USUALLY clear, precise 
and appropriate

Communication is 
USUALLY clear, precise 
but NOT appropriate

Communication is unclear 
and inappropriate

Comment

1 Medical Staff
Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b
Communication is unclear 
and inappropriate

a b

c d c d c d c d

Comment

1 Communication is 
Nurses 1 ALWAYS clear, precise 

1 and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b
Communication is unclear 
and inappropriate

a b

c d c d c d c d

Comment

Other Healthcare 
Professionals

Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b
Communication is unclear 
and inappropriate

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services f7m

Personal C om petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Effective C om m unication  skills

O th er H ealth  S ta ff
Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b

Communication is unclear 
and inappropriate

a b

c d c d c d c d

Comment

Im m ed ia te Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b

Communication is unclear

a b

P h arm acy  Team c d c d c d and inappropriate c d

Comment

Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b

Communication is unclear

a b

M G nior/iu io r
c d c d c d and inappropriate c d

Comment

Em ploying Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b

Communication is unclear

a b

O rg an isa tio n c d c d c d and inappropriate c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Effective C om m unication  Skills

Linked Communication is 
ALWAYS clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
and appropriate

a b
Communication is 
USUALLY clear, precise 
but NOT appropriate

a b

Communication is unclear

a b

O rg an isa tio ns c d c d c d and inappropriate c d

Comment

Team  w ork

P h arm acy  Team

ALWAYS recognises 
value of other staff

a b
USUALLY recognises 
value of other staff

a b
SOMETIMES unaware 
of value of other staff

a b
Does NOT value other 
members of staff

a b

c d c d c d c d

ALWAYS works 
effectively as part of a 
team

a b USUALLY works 
effectively as part of a 
team

a b SOMETIMES an 
ineffective member of 
team

a b
Disruptive in team

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Team  w ork

M ulti-d isc ip lin a ry  team

ALWAYS recognises 
value of other 
members of the 
healthcare team

a b USUALLY recognises 
value of other members 
of the healthcare team

a b SOMETIMES unaware 
of value of other 
members of the 
healthcare team

a b Does NOT value other 
members of the 
healthcare team

a b

c d c d c d c d

ALWAYS uses 
appropriate channels 
to refer patients to 
other members of the 
healthcare team

a b USUALLY uses 
appropriate channels to 
refer patients to other 
members of the 
healthcare team

a b SOMETIMES uses 
appropriate channels to 
refer patients to other 
members of the 
healthcare team

a b NEVER uses 
appropriate channels to 
refer patients to other 
members of the 
healthcare team

a b

c d c d c d c d

Comment

O rg an isa tio na l ALWAYS recognises the 
roles of non-clinical staff 
within the organisation

a b USUALLY recognises the 
roles of non-clinical staff

a b SOMETIMES recognises 
the roles of non-clinical

a b Does NOT recognise the 
roles of non-clinical staff

a b

Team c d within the organisation c d staff within the organisation c d within the organisation c d
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Professionalism

C o nfiden tia lity ALWAYS maintains

a b

(ALWAYS maintains

a b

(ALWAYS maintains

a b

Does NOT always maintain

a b

confidentiality c d confidentiality) c d confidentiality) c d confidentiality c d

Comment

R ecognition  o f ALWAYS recognises

a b

USUALLY recognises

a b

SELDOM Recognises

a b

UNABLE to recognises

a b

lim itation limitations c d limitations c d limitations c d limitations c d

Comment

Q u a lity  and  
a ccu racy  o f  
d ocum enta tio n

Legally required 
information is ALWAYS 
documented

a b
Legally required 
information is USUALLY 
documented

a b
Legally required 
information is
SOMETIMES documented

a b

Does NOT document 
legally required information

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal C om petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Professionalism

Leg is lation
Can describe ALL the 
legislation that affects 
patient care

a b Can describe MOST of the 
legislation that affects 
patient care

a b Can describe SOME of the 
legislation that affects 
patient care

a 1 b

1
Can NOT describe any 
legislation that affects 
patient care

a b

c d c d c 1 d

1

c d

Comment

R espo ns ib ility  fo r ALWAYS takes 
responsibility for own 
action

a b
USUALLY takes 
responsibility for own 
action

a b
FAILS to accept 
responsibility for own 
action

a b

Fails to recognises

a b

ow n action c d c d c d personal responsibility c d

Comment

C o nfiden ce ALWAYS inspires

a b
USUALLY inspires 
confidence

a b
SOMETIMES inspires 
confidence

a b
FAILS to inspire 
confidence

a b

confidence c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Personal Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

P rofessionalism

R esp o n s ib ility  fo r ALWAYS takes 
responsibility for patient 
care

a b
USUALLY takes 
responsibility for patient 
care

a b
SOMETIMES fails to 
accept responsibility for 
patient care

a 1 ̂ FAILS to recognise 
responsibility for patient 
care

a b

patien t care c d c d c 1 ̂ c d

Comment

CRD

ALWAYS maintains a CPD 
record

a b
USUALLY records some 
evidence

a b
SOMETIMES records 
come evidence

a b
Does NOT maintain a CPD 
record

a b

c d c d c d c d

ALWAYS reflects on 
performance

a b
USUALLY reflects on 
performance

a b
SOMETIMES reflects on 
performance

a b
NEVER reflects on 
performance

a b

c d c d c d c d

ALWAYS identifies CPD 
learning needs

a b
USUALLY identifies CPD 
learning needs

a b
SOMETIMES identifies 
CPD teaming needs

a b
NEVER identifies CPD 
learning needs

a b

c d c d c d c d

ALWAYS evaluates 
learning

a b
USUALLY evaluates 
learning

a b
SOMETIMES evaluates 
leaming

a b
NEVER evaluates learning

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Problem  Solving C om petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Gathering Inform ation

A ccesses
In fo rm ation

ALWAYS able to access 
information from 
appropriate information 
sources

a b USUALLY able to access 
information from 
appropriate information 
sources

a b SOMETIMES able to 
access information from 
appropriate infonnation 
sources

a b NEVER able to access 
information from 
appropriate information 
sources

a b

c d c d c d c d

Comment

S u m m arises
in fo rm ation

ALWAYS able to 
summarise key points from 
information gathered

a b
USUALLY able to 
summarise key points from 
information gathered

a b
SOMETIMES able to 
summarise key points from 
information gathered

a b
NEVER able to summarise 
key points from information 
gathered

a b

c d c d c d c d

Comment

Up to  date ALWAYS keeps 
information needed on a

a b
USUALLY keeps 
information needed on a 
day to day basis up to date

a b
SOMETIMES keeps 
information needed on a 
day to day basis up to date

a b
NEVER keeps information 
needed on a day to day 
basis up to date

a b

in fo rm ation day to day basis up to date c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Problem  Solving Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Know ledge

P atho ph ys io log y
Knowledge of 
pathophysiology is 
EXCELLENT

a b

Knowledge of

a b
Knowledge of 
pathophysiology is 
REASONABLE

a b

Knowledge of

a b

c d pathophysiology is GOOD c d c d pathophysiology is POOR c d

Comment

P h arm aco log y ALWAYS able to discuss

a b

USUALLY able to discuss

a b

SOMETIMES able to

a b

NEVER able to discuss

a b

how drugs work c d how drugs work c d discuss how drugs work c d how drugs work c d

Comment

S ide effects
ALWAYS able to describe 
the major side effects of 
drugs

a b
USUALLY able to describe 
the major side effects of 
drugs

a b
SOMETIMES able to 
describe the major side 
effects of drugs

a b
NEVER able to describe 
the major side effects of 
drugs

a b

c d c d c d c d

Comment

Interac tions ALWAYS able to describe 
mechanisms of interactions

a b

USUALLY able to describe 
mechanisms of interactions

a b
SOMETIMES able to 
describe mechanisms of 
interactions

a b

NEVER able to describe 
mechanisms of interactions

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Problem  Solving C om petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

A nalysing inform ation

E valuates Is ALWAYS able to 
evaluate information 
gathered

a b
Is USUALLY able to 
evaluate information 
gathered

a b
Is SOMETIMES able to

a b

Is NEVER able to evaluate

a b

in fo rm ation c d c d
evaluate infoiniation 
gathered c d information gathered c d

Comment

P rob lem ALWAYS able to identify

a b

USUALLY able to identify

a b

SOMETIMES able to

a b

NEVER identifies problems

a b

iden tifica tion problems c d problems c d identify problems c d c d

Comment

A p pra ises  o ptions ALWAYS appraises

a b

USUALLY appraises

a b

SOMETIMES appraises

a b

NEVER appraises options

a b

options c d options c d options c d c d

Comment

D ecis ion  m aking ALWAYS demonstrates

a b

USUALLY demonstrates

a b
SOMETIMES 
demonstrates clear 
decision making

a b

NEVER demonstrates

a b

clear decisions making c d clear decision making c d c d clear decision making c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Problem  Solving C om petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

A nalysing Inform ation

L og ica l A p proach
ALWAYS demonstrates a 
logical process to problem 
solving

a b
USUALLY demonstrates a 
logical process to problem 
solving

a b
SOMETIMES 
demonstrates a logical 
process to problem solving

a b
NEVER demonstrates a 
logical process to problem 
solving

a b

c d c d c d c d

Comments

Provid ing inform ation

P rov id es  accurate ALWAYS provides

a b

USUALLY provides

a b

SOMETIMES provides

a b

NEVER able to provide

a b

In fo rm ation accurate information c d accurate information c d accurate information c d accurate information c d

Comment

P rov id es  re levant Always provides relevant

a b

USUALLY provides

a b

SOMETIMES provides

a b

NEVER able to provide

a b

In fo rm ation information c d relevant information c d relevant information c d relevant information c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

Problem  Solving Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Providing inform ation

P rov ides  tim e ly ALWAYS provides timely

a b

USUALLY provides timely

a b

SOMETIMES provides

a b

NEVER able to provide

a b

in fo rm ation information c d information c d timely information c d timely information c d

Comment

Follow  up

E n sures  reso lution ALWAYS ensures

a b

USUALLY ensures

a b

SOMETIMES ensures

a b

NEVER able to ensure

a b

o f p rob lem resolution of problem c d resolution of problem c d resolution of problem c d resolution of problem c d

Comment

General comments on the assessment of problem-solving competencies
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Clinical G overnance

C lin ical Can ALWAYS demonstrate 
the application of clinical 
governance issues

a b Can USUALLY 
demonstrate the

a b Can SOMETIMES 
demonstrate the

a b
NEVER demonstrates the 
application of clinical 
governance issues

a b

G overnan ce  Issues c d application of clinical 
governance issues

c d application of clinical 
governance issues

c d c d

Comment

Standard  O perating  
Proced ures

ALWAYS uses relevant 
and up to date procedures 
for practice

a b
USUALLY uses relevant 
and up to date procedures 
for practice

a b
SOMETIMES uses 
relevant and up to date 
procedures for practice

a b
NEVER uses relevant and 
up to date procedures for 
practice

a b

c d c d c d c d

Comment

W o rk ing
E n v iro nm ent

ALWAYS implements legal 
and professional 
requirements for a safe 
system of work

a b USUALLY implements 
legal and professional 
requirements for a safe 
system of work

a b SOMETIMES implements 
legal and professional 
requirements for a safe 
system of work

a b NEVER implements legal 
and professional 
requirements for a safe 
system of work

a b

c d 0 d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
C o m p eten c ies R ating

a = initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Clinical G overnance

R isk M an agem ent

ALWAYS documents 
critical incidents

a b
USUALLY documents 
critical incidents

a b
SOMETIMES documents 
critical incidents

a b
NEVER documents critical 
incidents

a b

c d c d c d c d

ALWAYS forwards critical 
incident reports to the 
appropriate organisations

a b
USUALLY forwards critical 
incident reports to the 
appropriate organisations

a b
SOMETIMES forwards 
critical incident reports to 
the appropriate 
organisations

a b
NEVER forwards critical 
incident reports to the 
appropriate organisations

a b

c d c d c d c d

Comment

Service Provision

Q u a lity  o f S erv ice
ALWAYS looks to improve 
the quality if the services 
offered

a b
USUALLY looks to improve 
the quality if the services 
offered

a b
SOMETIMES looks to 
improve the quality if the 
services offered

a b
NEVER looks to improve 
the quality if the services 
offered

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Service Provision

S erv ice
D eve lo p m en t

Can ALWAYS describe the 
key drivers for national and 
local service development

a b Can USUALLY describe 
the key drivers for national 
and local service 
development

a b Can SOMETIMES 
describe the key drivers for 
national and local service 
development

a b
Can NEVER describe the 
key drivers for national and 
local service development

a b

c d c d c d c d

ALWAYS identifies and 
refers the need for new 
services

a b
USUALLY identifies and 
refers the need for new 
services

a b
SOMETIMES identifies 
and refers the need for 
new services

a b
NEVER identifies or refers 
the need for new services

a b

c d c d c d c d

Comment

B udget setting and re im bursem ent

S erv ice
R e im b u rsem en t

ALWAYS uses relevant 
reference sources to 
ensure appropriate and 
accurate reimbursement

a b USUALLY uses relevant 
reference sources to 
ensure appropriate and 
accurate reimbursement

a b SOMETIMES uses 
relevant reference sources 
to ensure appropriate and 
accurate reimbursement

a b NEVER uses relevant 
reference sources to 
ensure appropriate and 
accurate reimbursement

a b

c d c d c d c d

ALWAYS claims 
reimbursement 
appropriately for services 
provided

a b
USUALLY claims 
reimbursement 
appropriately for services 
provided

a b
SOMETIMES claims 
reimbursement 
appropriately for services 
provided

a b
NEVER claims 
reimbursement 
appropriately for services 
provided

a b

c d c d c d c d

Commnet
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

B udget setting and re im bursem ent

P rescrib ing Can ALWAYS interpret 
how prescribing affects 
prescribing budgets

a b
Can USUALLY interpret 
how prescribing affects 
prescribing budgets

a b
Can SOMETIMES interpret 
how prescribing affects 
prescribing budgets

a b
CANNOT interpret how 
prescribing affects 
prescribing budgets

a b

budgets c d c d c d c d

Comment

O rganisations

O rg an isa tio na l
s truc tu re

Can ALWAYS describe the 
structure of employing 
organisation

a b
Can USUALLY describe 
the structure of employing 
organisation

a b
Can SOMETIMES 
describe the structure of 
employing organisation

a b
CANNOT describe the 
structure of employing 
organisation

a b

0 d c d c d c d

Comment

L inked Can ALWAYS describe the 
key organisations that 
affect service delivery

a b
Can USUALLY describe 
the key organisations that 
affect service delivery

a b Can SOMETIMES 
describe the key

a b
CANNOT describe the key 
organisations that affect 
service delivery

a b

O rg an isa tio n c d c d organisations that affect 
service delivery

c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
C o m p eten c ies R ating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

O rganisations

P h arm aceu tica l
Ind ustry

ALWAYS follows local and 
national guidance when 
working with the 
pharmaceutical industry

a b USUALLY follows local 
and national guidance 
when working with the 
pharmaceutical industry

a b SOMETIMES follows local 
and national guidance 
when working with the 
pharmaceutical industry

a b NEVER follows local and 
national guidance when 
working with the 
pharmaceutical industry

a b

c d c d c d c d

Comment

Training

S taff
ALWAYS ensures staff are 
competent to undertake 
the tasks allocated to them

a b USUALLY ensures staff 
are competent to 
undertake the tasks 
allocated to them

a b SOMETIMES ensures staff 
are competent to 
undertake the tasks 
allocated to them

a b
NEVER ensures staff are 
competent to undertake 
the tasks allocated to them

a b

c d c d c d c d

Comment

O th er hea lthcare  
p ro fess ion a ls

Is ALWAYS active in 
training other healthcare 
professionals

a b
Is USUALLY active in 
training other healthcare 
professionals

a b
Is SOMETIMES active in 
training other healthcare 
professionals

a b
Is NEVER active in training 
other healthcare 
professionals

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and O rganisation Com petencies
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Train ing

P erfo rm ance ALWAYS carries out staff 
appraisals on a regular 
basis

a b
USUALLY carries out staff 
appraisals on a regular 
basis

a b
SOMETIMES carries out 
staff appraisals on a 
regular basis

a b

NEVER carries out staff

a b

m an agem en t c d c d c d appraisals c d

Comment

S ta ff d eve lo pm en t ALWAYS supports staff in 
their development

a b

USUALLY supports staff in 
their development

a b

SOMETIMES supports 
staff in their development

a b

NEVER supports staff in 
their development

a b

c d c d c d c d

Comment

E m p lo ym en t issues ALWAYS correctly applies 
employment issues

a b

USUALLY correctly applies 
employment issues

a b

SOMETIMES correctly 
applies employment issues

a b

NEVER correctly applies 
employment issues

a b

c d c d c d c d

Comment
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A Competency Framework fo r Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Procurem ent

P h arm aceu tica l

Can ALWAYS describe 
how pharmaceuticals can 
be sourced

a b
Can USUALLY describe 
how pharmaceuticals can 
be sourced

a b Can SOMETIMES 
describe how 
pharmaceuticals can be 
sourced

a b
Can NEVER describe how 
pharmaceuticals can be 
sourced

a b

c d c d c d c d

Can ALWAYS source 
pharmaceuticals in a timely 
manner

a b
Can USUALLY source 
pharmaceuticals in a timely 
manner

a b
Can SOMTIMES source 
pharmaceuticals in a timely 
manner

a b
Can NEVER source 
pharmaceuticals in a timely 
manner

a b

c d c d c d c d

Comment

S u p p ly  p rob lem s
Supply problems are 
ALWAYS resolved 
promptly

a b
Supply problems are 
USUALLY resolved 
promptly

a b
Supply problems are 
SOMETIMES resolved 
promptly

a b

Supply problems are

a b

c d c d c d NEVER resolved promptly c d

Comment

S tock  m an agem en t ALWAYS ensures stock is

a b

USUALLY ensures stock is

a b

SOMETIMES ensures

a b

NEVER manages stock

a b

managed c d managed c d stock is managed c d c d

Comment
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A Competency Framework for Pharmacy Practitioners:
General level

London, Eastern and South East
Specialist Pharmacy Services

M anagem ent and Organisation Com petencies
Competencies Rating

a = Initial self assessment b = Four month facilitation c = Eight month facilitation d = Twelve month self assessment

Procurem ent

C o st e ffec tiven ess
ALWAYS ensures stock 
purchased maximises cost 
effectiveness

a b
USUALLY ensures stock 
purchased maximises cost 
effectiveness

a b SOMETIMES ensures 
stock purchased 
maximises cost 
effectiveness

a b
NEVER ensures stock 
purchased maximises cost 
effectiveness

a b

c d c d 0 d c d

Comments:
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Appendix three: Ethical approval

Camden & Islington Community Local Research Ethics Committee
Room 3/14 

Third Floor, West Wing 
St Paneras Hospital 

4 St Paneras Way 
London 

NW1 OPE

Telephone: 020 7530 3799 
Faesimile: 020 7530 3931

03 August 2005

Ms Lizzie Mills
Department of Praetiee and Poliey 
The Sehool of Pharmaey 
University of London 
29-39 Brunswiek Square 
London 
WC1N 1AX

Dear Ms Mills

Full title of project: Development and Evaluation of the General Level 
Competency Framework for Pharmacists delivering NHS services In Primary 
Care and Community Pharmacy

Thank you for seeking the Committee’s advice about the above project.

You provided the following documents for consideration:

Document: Proposal 
Version:
Date:
Date Received: 29/07/2005

These documents have been considered by the Chair who has advised that the project 
is not one that is required to be ethically reviewed under the terms of the Governance 
Arrangements for Research Ethics Committees in the UK as it is evaluation.

Although review by a Research Ethics Committee is not required, you should check 
with the R&D Department for the relevant NHS care organisation(s) whether 
management approval is required before the project starts.

Yours sincerely

Kathryn Simpson 
Committee Co-ordinator
E-mail: Kathryn.Simpson@Camdenpct.nhs.uk
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Appendix four: Consent form

Appendices

NHSLondon, Eastern and South East
Specialist Pharmacy Services

CONSENT FORM

THE EVALUATION OF A FRAMEWORK FOR PROFESSIONAL DEVELOPMENT FOR PHARMACISTS 
WORKING IN PRIMARY CARE AND COMMUNITY PHARMACY

Project Organisers: Denise Farmer, Associate Director of Clinical Pharmacy Services, Eastern 
Lizzie Mills, Project Manager, School of Pharmacy, University of London

What you can expect from the project team:

1. We will reimburse any reasonable locum costs incurred as a result of your participation in this 
study, on receipt of an appropriate invoice.

2. We will ensure that the results of questionnaires, case scenarios, facilitation visits and OSSAs are 
kept confidential and anonymised when entered into the database.

3. Although the study is to evaluate the framework, not the Individual pharmacist, the facilitator will 
work with you to help you improve your practice. In the unlikely event that the practice of an 
individual raises concerns for patient safety, the facilitator has an ethical duty to inform the project 
team about what further action might be taken.

What we expect from you:

1. To have read and understood the participant information leaflet for the above study Included with 
this form, and to make sure that you raise any questions or concerns with a member of the project 
team.

2. As your participation in this study is voluntary you are free to withdraw at any time, without the 
need to justify your decision. However should you wish to withdraw from the study we would 
expect you to inform one of the project team.

3. Attendance at the evening events organised throughout the study.

4. If you are in Group A, you will be required to:
use the framework to identify your learning needs 
keep a record of your leaming
prepare yourself for a visit from your allocated facilitator, twice during the study 
arrange locum cover for the visit from your facilitator, or accept the locum arranged by 
the study team.

5. If required, to complete a skills assessment. This will involve completing a series of workstations
where you will be observed performing a range of routine pharmaceutical tasks.

I have read and understand the above, and I agree to take part in the study.

Name of Pharmacist Signature Date

Please return this form In the pre-pald envelope provided (no stamp required) by Friday 19 
November 2004.

th

Elizabeth Mills
Department of Practice and Policy
School of Pharmacy, 29 -  39 Brunswick Square
London WC1N 1AX
Freepost LON 5212 Or fax back to: 01353 668936
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Appendix five: Self assessment questionnaire

C O M M U N IT Y  P H A R M A C IS T S ’ ID E N T IF IC A T IO N  O F  L E A R N IN G  N E E D S  F O R  C P D

This questionnaire aims to explore your views on a list o f  statem ents about com m unity pharm acy practice. It is based 
on a grid designed to help comm unity pharmacists identify learning needs to aid their continuing professional 
developm ent. Your responses are confidential and will be made anonymous.

This questionnaire consists o f  TW O sections. Please follow the instructions given at the start o f  each section. 

S E C T IO N  1

T his section will help us learn a little bit about you.
Please tick a box or fill in the answers as appropriate.

\ .  A re  you: [  ]  Male

2. H ow  old are y o u ? _______ years

]Female

3. In what yea r did you qualify as a pharm acist in the United K ingdom ?_______________________

4. Where did you  study you r pharm acy d eg ree? _____________________________________________

5. /  work: [ ] Full- time [ ] Part-tim e (<25 hours/week)

6. /  am currently working as: (Please tick the appropriate box. You may tick more than one box)

In an independent community 
pharmacy (not part of a chain 

of 5 or more)

In a medium sized (non
national) chain of 

pharmacies.

In a large 
national 

organisatio 
n

Salaried pharmacy manager
A salaried/second pharmacist
A locum pharmacist

A community pharmacy 
owner
A P C T pharmacist (sessional 
or employed)
Please describe your role
O ther (Please describe)

7. H ow long have you  been in your current post?_

8. Do you  have any postgraduate qualifications? ( I f  you  have m ore than one P G  qualification, p lease  tick 
the highest)

[ ] Doctorate 
[ ] Postgraduate Diploma 
[ ] No further qualifications

[ ] Postgraduate Masters 
[ ] Postgraduate Certificate 
[ ] O ther (please state)_____

Please describe the subject/field

9. A re you  currently studying fo r  any o f  the fo llow ing  PG qualifications?

[  ]  Doctorate 
[ ] Postgraduate Diploma 
[ ] Not currently studying

[ ] Postgraduate Masters 
[ ] Postgraduate Certificate 
[ ] other (please s ta te )_____

Please describe the subject/field
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10. Have you completed, or are about to enrol on a supplementary prescribing course?
[ ] Yes, Completed [ ] Yes, Enrolling [ ] No

11. Have you been accredited to provide Medicines Use Review under the new pharmacy contract?

[ ] Yes [ ] No

12. Do you hold any additional appointments e.g. LPC representative, CPPE tutor:
[ ] Yes [ ] No

Please describe

\3 . Do you provide any additional services from your pharmacy?
[ ] Yes [ ] No [ ] Not applicable

Please tick from the following to describe the additional services you offer:
[ ] PCT/GP led medication review
[ ] Qualified smoking cessation advisor
[ ] Screening/monitoring e.g. blood pressure/blood sugar levels
[ ] Supervised consumption of methadone
[ ] Minor ailments scheme
[ ] Weight management
[ ] Osteoporosis testing
[ ] Needle exchange
[ ] Supply of medicines under a PGD
[ ] Other (please describe)_____________________________________

14. Did you receive any training to provide these services?
[ ] Yes [ ] No

Who provided this training?
[ ]P C T  
[ ] CPPE
[ ] Other (please describe)____________

[ ] Not applicable

15. Do you have a consultation area in the pharmacy?
[ ]Y e s [ ] No [ ] Planned for the future [ ] Not applicable

16. Do you keep a CPD record?
[ ] Yes [ ] No

17. Please tick the activities you have undertaken in the last year? (you may tick more than one box)

] CPPE workshops 
] CPPE distance learning 
] CPPE e-leaming
] Reading relevant professional journals 
] Other distance learning material (e.g. N P A ) please state
] Other (Please give details)___________________________
] No learning activities

[ ] Conference attendance 
[ ] Other e-leaming 
[ ] Local workshops and training 
[ ] Other relevant reading matter

276



Appendices

SECTION 2

This section consists of statements about working practices. Please place a tick in ONE of the boxes to 
indicate how often you feel you show these behaviours in your current pharmacy role. If  you feel the 
behaviour is not relevant to your role, or you do not know how to interpret the statement, please tick the 
relevant box in the right-hand column.

STATEMENT Always Usually Sometimes Never

1 use appropriate questioning to obtain 
reievant information from the patient in 
order to recognise and interpret the 
condition.
i appropriately refer pharmaceutical or 
health problems.
1 document consultations where 
appropriate in the patient’s records.
i satisfactorily obtain patient consent 
where appropriate.
1 retrieve all relevant and available 
patient information e.g. from the PMR, 
medical notes, the patient or carer.
i document an accurate and 
comprehensive drug history when 
required.
i identify drug-drug interactions.

1 identify drug-patient interactions e.g. 
allergies, pregnancy.
i identify drug-disease interactions i.e. 
contra-indications and cautions.
i prioritise interactions appropriately 
according to the severity.

Not
reievant or 
applicable 
to my work

i do not
understand
this
statement

STATEMENT Always Usually Sometimes Never

i take the appropriate action to resolve 
interactions once identified.
i ensure the dose is appropriate for the 
patient.
i ensure the route of administration is 
appropriate for the patient.
i ensure the timing of the dose is 
appropriate.
1 ensure the formulation is appropriate.

1 ensure the concentration is appropriate.

i ensure the prescriber’s intentions are 
clear on the prescription.

1 ensure the prescription is legal e.g. 
controlled drugs, date, signature.
i label dispensed medicines with ail the 
required information e.g. BNF warnings.
1 label dispensed medicines appropriately 
for the patient.

Not
reievant or 
applicable 
to my work

1 do not
understand
this
statement
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STATEMENT Always Usually Sometimes Never

1 provide lifestyle advice as appropriate.

1 take into account the patient’s individual 
circumstances when delivering patient 
education (e.g. elderly, young mother, 
disability, health beliefs).
1 accurately identify a patient’s need for 
information.
i communicate accurate and appropriate 
information about medicines and drugs.
1 provide appropriate written information.

1 identify medicines management 
problems e.g. adverse drug reactions.

1 prioritise medicines management 
problems.
1 apply current clinical guidelines where 
appropriate.
1 take appropriate action to resolve or 
refer medicines management problems.
1 complete appropriate documentation of 
the intervention.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement

STATEMENT Always Usually Sometimes Never

1 appropriately assess the outcome of my 
contribution to the patient’s care.
1 prioritise my work well.

1 am punctual.

1 demonstrate appropriate initiative.

1 use my time at work efficiently and 
complete all my tasks.
1 communicate cleariy, precisely and 
appropriately with the patient or carer.

1 communicate clearly, precisely and 
appropriately with doctors and dentists.
1 communicate dearly, precisely and 
appropriately with nurses.
i communicate clearly, precisely and 
appropriately with other healthcare 
professionals.
1 communicate clearly, precisely and 
appropriately with other health staff.

Not
reievant or 
applicabie 
to my work

1 do not
understand
this
statement
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STATEMENT Always Usually Sometimes Never

1 communicate clearly, precisely and 
appropriately with my Immediate 
pharmacy team.
1 communicate clearly, precisely and 
appropriately with my mentor/tutor.
1 communicate clearly, precisely and 
appropriately with my employing 
organisation.
1 communicate clearly, precisely and 
appropriately other pharmacy 
organisations.
1 recognise the value of other staff In the 
pharmacy team.
1 work effectively as part of a team.

1 recognise the value of other members 
of the healthcare team.
1 use appropriate channels to refer 
patients to other members of the 
healthcare team.
1 recognise the role of non-cllnlcal staff 
within organisations (e.g. company or 
PCT).
1 maintain patient confidentiality.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement

STATEMENT Always Usually Sometimes Never

1 recognise my limitations.

1 document all legally required 
Information e.g. private prescriptions, CD 
register.
1 can describe the legislation that affects 
patient care
1 accept personal responsibility for my 
own actions.
1 Inspire confidence.

1 take responsibility for patient care.

1 maintain a CPD record.

1 reflect on my performance.

1 Identify my CPD learning needs.

1 evaluate my learning.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement
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STATEMENT Always Usually Sometimes Never

1 am able to access information from 
appropriate information sources.
i am able to summarise the key points 
from information gathered.
i keep information needed on a day-to- 
day basis up to date e.g. malaria chart.
My knowledge of pathophysiology is 
excellent i.e. the effect of disease state 
on normal organ function.
1 am able to discuss how drugs work.

1 am able to describe the major side- 
effects of drugs.

1 am able to describe the mechanisms of 
drug interactions.
1 am able to evaluate information 
gathered.

1 am able to identify problems.

1 appraise the options available.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement

STATEMENT Always Usually Sometimes Never

1 demonstrate clear decision making.

1 am able to demonstrate a logical 
process to problem-solving.

1 provide accurate information (e.g. to 
patients, GPs, staff).

1 provide relevant information (e.g. to 
patients, GPs, staff).
1 provide timely information (e.g. to 
patients, GPs, staff).
1 ensure problems 1 have Identified are 
resolved.

1 can demonstrate the application of 
clinical governance issues.
1 use relevant and up to date procedures 
for practice.
1 implement legal and professional 
requirements for a safe system of work.
1 document critical incidents.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement
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STATEMENT Always Usually Sometimes Never

1 forward critical incident reports to the 
appropriate organisations.
1 look to improve the quality of the 
services offered.
1 can describe the key drivers for national 
and local service development.
1 am able to identify and refer the need 
for new services.
1 use the reievant reference sources to 
ensure appropriate and accurate 
reimbursement e.g. drug tariff.
1 claim reimbursement appropriately for 
services provided.

1 am abie to interpret how prescribing 
affects prescribing budgets.
1 can describe the structure of my 
employing organisation.
1 can describe the key organisations that 
affect service delivery e.g. PSNC, NPC.
1 foliow local and national guidance when 
working with the pharmaceutical Industry.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement

STATEMENT Always Usually Sometimes Never

1 ensure all staff are competent to 
undertake the tasks allocated to them.
1 am active in training other healthcare 
professionals e.g. staff at care homes.
1 carry out staff appraisals on a regular 
basis.
1 support staff in their development.

1 correctly apply employment Issues.

1 can describe how pharmaceuticals are 
sourced.

1 source pharmaceuticals in a timely 
manner.
1 resolve supply problems promptly.

1 ensure stock Is managed i.e. the 
balance between owing medicines and 
date expired stock.
1 ensure that the stock purchased 
maximises cost effectiveness.

Not
relevant or 
applicable 
to my work

1 do not
understand
this
statement

Thank you very much for your time and co-operation in completing this questionnaire.
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Appendix six: Example of facilitation record

Pharmacist’s name:
Behaviour Desired Perform ance level achieved? Learning need 

identified?
General Comments

At
baseline

With
CPD?

Type of Evidence? y/n In action 
plan?

Patient
Assessment

Consultation or 
referral

Recording
Consultations

Patient consent

Relevant Patient 
Background

Drug History
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Appendix seven: Pharmacist facilitation visit feedback form

London, Eastern and South East 
Specialist Pharmacy Services

NHS
Facilitation Visit Feedback Form
This questionnaire aims to explore your views about the facilitation session. Your views will be 
used to identify areas for improvement for future work. This form is anonymous, if you have 
any concerns about your individual facilitator please do not use this form, but contact Lizzie or 
Denise directly.

Please com plete as appropriate;

1. Overali, how would you rate the facilitation session? (please circle) 

l= v e ry  poor 2=poor 3=adequate 4 = good 5=very good

2. What did you most like about the session?

3. What did you least like about the session?

4. If we were to run the project again, how could the facilitation session be improved?

Please return this form in the pre-paid envelope provided (no stam p required)
Elizabeth Mills 

Department of Practice and Policy 
School of Pharmacy 

29 -  39 Brunswick Square 
London W C1N 1AX 
Freepost LON 5212

Thank-you very much for your time
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Appendix eight: Intervention pharmacist post evaluation questionnaire

Evaluation of a fram ework for professional developm ent for pharm acists working in 
primarv care and com m unitv pharm acv

This questionnaire contains statements that aim to explore your views about Continuing Professional 
Development and your experiences of participating in this project.
Please place a tick in the appropriate box. Please tick ONE box only for each statement. 

Your responses will be treated in confidence. 

Section 1 : Perspectives of Continuing Professional Developm ent

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

CPD is important to maintain competence
□ □ □ □ □

Participating in CPD improves confidence
□ □ □ □ □

Participating in CPD improves practice
□ □ □ □ □

Section 2: Engagem ent with Continuing Professional Developm ent

Since September 2004 approximately how many CPD ‘Pian and Record' records 
have you made?______________________________________________________

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

1 feel confident about engaging with the 
process of CPD □ □ □ □ □

1 find it easy to identify my development 
needs for CPD □ □ □ □ □

1 find it difficult to know what to do for my 
CPD □ □ □ □ □
1 need additional support with my CPD

□ □ □ □ □

Section 3: Participation in this project

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

Before participating in this study 1 w as  
struggling with m y CPD □ □ □ □ □

1 am  still struggling with my CPD
□ □ □ □ □

1 have com pleted m ore CPD records as a 
result of participating in this project □ □ □ □ □

1 feel more confident about CPD now as a 
result of participating in this project □ □ □ □ □

Being involved in this project has  
improved m y practice □ □ □ □ □

My com petence has increased as a result 
of participating in this project □ □ □ □ □

1 feel my self assessm ent at the start of 
this project w as an accurate reflection of 
my practice

□ □ □ □ □

1 feel my self assessm ent at the end of 
this project w as an accurate reflection of 
my practice

□ □ □ □ □
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Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

Using the competency framework helped 
me to prioritise my development needs □ □ □ □ □

The competency framework was clear and 
easy to use □ □ □ □ □

1 did NOT find the competency framework 
helpful □ □ □ □ □

The competency framework was relevant 
to my practice □ □ □ □ □

1 would have used the competency 
framework even without the visits from the 
facilitator

□ □ □ □ □

The facilitator visits were NOT helpful
□ □ □ □ □

1 needed the facilitation visits to help me 
use the competency framework □ □ □ □ □

1 intend to carry on using the competency 
framework for my CPD after the project is 
finished

□ □ □ □ □

1 feel able to provide peer support to 
another pharmacist using the competency 
framework

□ □ □ □ □

Section 5: Future recom m endations

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

A nationally agreed competency 
framework to identify development needs 
would help make CPD applicable to my 
practice

□ □ □ □ □

A nationally agreed competency 
framework would ensure a consistent level 
of competence across the whole country

□ □ □ □ □

All pharmacists should have access to a 
facilitator to help them achieve meaningful 
CPD

□ □ □ □ □

In the future, 1 would benefit from contact 
with a CPD facilitator □ □ □ □ □

If you would like to make any comments about your experience participating in this 
project please do so here:
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Space for comments:

Thank you very much for your time and co-operation in completing this questionnaire. Please return 
it to us in the envelope provided. This is a Freepost address. There is no need to use a stamp.

The address is:

Elizabeth Mills 
Department of Practice and Policy 

School of Pharmacy 
29-39 Brunswick Square 

London 
W C1N 1AX 

Freepost LON5212

If you have any questions regarding the study or this questionnaire please contact Lizzie Mills or
Denise Farmer on: - 

competencies@pharma-technics. co. uk

Code:
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Appendix nine: Non-Intervention pharmacist post evaluation questionnaire

Evaluation of a fram ework for professional developm ent for pharm acists working in 
primarv care and com m unitv pharm acv

This questionnaire contains statements that aim to explore your views about Continuing Professional 
Development and your experiences of participating in this project.
Please place a tick in the appropriate box. Please tick ONE box only for each statement. 

Your responses will be treated in confidence. 

Section 1: Perspectives o f Continuing Professional Developm ent

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

CPD is important to maintain competence
□ □ □ □ □

Participating in CPD improves confidence
□ □ □ □ □

Participating in CPD improves practice
□ □ □ □ □

Section 2: Engagem ent with Continuing Professional Developm ent

Since September 2004 approximately how many CPD ‘Plan and Record’ records 
have you made?______________________________________________________

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

1 feel confident about engaging with the 
process of CPD □ □ □ □ □

1 find it easy to identify my development 
needs for CPD □ □ □ □ □

1 find it difficult to know what to do for my 
CPD □ □ □ □ □

1 need additional support with my CPD
□ □ □ □ □

Section 3: Participation in this project

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

Before participating in this study 1 was 
struggling with my CPD □ □ □ □ □
1 am still struggling with my CPD

□ □ □ □ □
1 have completed more CPD records as a 
result of participating in this project □ □ □ □ □
1 feel more confident about CPD now as a 
result of participating in this project □ □ □ □ □
Being involved in this project has 
improved my practice □ □ □ □ □
My competence has increased as a result 
of participating in this project □ □ □ □ □
1 feel my self assessment at the start of 
this project was an accurate reflection of 
my practice

□ □ □ □ □

1 feel my self assessment at the end of 
this project was an accurate reflection of 
my practice

□ □ □ □ □
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Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

If 1 had support for my CPD 1 would feel 
more confident about the process of CPD □ □ □ □ □

1 would find it useful to have some 
guidance to help me identify my learning 
needs

□ □ □ □ □

1 would use a competency framework to 
help me identify my learning needs for 
CPD

□ □ □ □ □

If 1 had a facilitator to help me with my 
CPD 1 would participate in the process 
more

□ □ □ □ □

Section 5: Future recom m endations

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

A nationally agreed competency 
framework to identify development needs 
would help make CPD applicable to my 
practice

□ □ □ □ □

A nationally agreed competency 
framework would ensure a consistent level 
of competence across the whole country

□ □ □ □ □

All pharmacists should have access to a 
facilitator to help them achieve meaningful 
CPD

□ □ □ □ □

In the future, 1 would benefit from contact 
with a CPD facilitator □ □ □ □ □

I f  you w ould like to m ake any com m ents about you r experience participating in this project 
please do so here:

Thank you very much for your time and co-operation in completing this questionnaire. Please return 
it to us in the envelope provided. This is a Freepost address. There is no need to use a stamp.

Elizabeth Mills 
Department of Practice and Policy 

School of Pharmacy 
29-39 Brunswick Square 

London, W C1N 1AX 
Freepost LON5212

If you have any questions regarding the study or this questionnaire please contact Lizzie Mills or Denise
Farmer on: - 

comDetencies(S).Dharma-technics. co. uk 
Code:
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Appendix ten: Facilitator post evaluation questionnaire

Evaluation of a fram ework for professional developm ent for pharm acists working in 
primarv care and com m unitv pharm acv

This questionnaire aims to explore your experiences as a facilitator on this project. The questionnaire 
is divided in to four sections, each section containing a series of statements about your experience 
as a facilitator and inviting you to express your level of agreement using a 5 point scale. In addition, 
under each individual section, there is space for your comments.

For each section please place a tick in the appropriate box, and include your comments as 
appropriate. Please tick ONE box only for each statem ent.

Y o u r resp o nses  w ill be treated  in confidence.

S ection  1: E ng ag em en t w ith  C ontinu ing  P ro fess ional D eve lo pm ent

When responding to the statements In this section, please think about the pharmacists’ 
attitudes to and engagement with CPD at the FIRST facilitation visit

In general: strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

The pharmacists were confident 
engaging with the process of CPD □ □ □ □ □

The pharmacists found it easy to 
identify their learning needs for CPD

□ □ □ □ □

The pharmacists found it difficult to 
know what to do for their CPD □ □ □ □ □

The pharmacists needed additional 
support with their CPD

□ □ □ □ □

General comments on the pharmacists’ attitudes to and engagement with CPD at the FIRST 
facilitation visit:
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S ection  2: P artic ipation  in th is  p ro ject 

When responding to the statements in this section please think about the effect that 
participating in this project had on the pharmacists.

In g en era l: Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

Before participating in the study the 
pharmacists were struggling with CPD □ □ □ □ □

The pharmacists are still struggling with 
their CPD □ □ □ □ □

Participating in this project encouraged 
the pharmacists to complete more CPD 
records

□ □ □ □ □

The pharmacists felt more confident about 
CPD as a result of participating in this 
project

□ □ □ □ □

Being involved in this project improved the 
pharmacists' practice □ □ □ □ □

The pharmacists’ competence increased 
as a result of participating in this project □ □ □ □ □

At the start of the project the pharmacists 
were able to accurately self assess their 
competence

□ □ □ □ □

At the end of the project the pharmacists 
were able to accurately self assess their 
competence

□ □ □ □ □

General comments on the effect that participating in this project had on the pharmacists:
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S ection  3: A spects  o f the  p ro ject 

When responding to the statements In this section please think about your experience as 
a facilitator using the framework to support the pharmacists

In general: Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

The competency framework was clear and 
easy to use □ □ □ □ □

The competency framework helped the 
pharmacists to identify and prioritise their 
development needs

□ □ □ □ □

The competency framework gave 
structure to the facilitation visits □ □ □ □ □

The competency framework was NOT 
helpful for the facilitation visits □ □ □ □ □

The competency framework was relevant 
to the pharmacists' practice □ □ □ □ □

The pharmacists provided appropriate 
evidence to support their self 
assessments

□ □ □ □ □

Without the facilitation visits the 
pharmacists would have struggled to use 
the competency framework

□ □ □ □ □

The pharmacists benefited from the 
facilitation process □ □ □ □ □

1 feel the pharmacists will now be able to 
provide peer support to another 
pharmacist using the competency 
framework

□ □ □ □ □

General comments about your experience as a facilitator using the framework to support the 
pharmacists:
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S ection  4: Future  reco m m en d ation s  

When responding to the statements In this section please think about the future 
implementation o f this approach

Strongly
Disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly
Agree

A nationally agreed competency 
framework to identify development needs 
would help make pharmacists’ CPD 
applicable to their practice

□ □ □ □ □

A nationally agreed competency 
framework would ensure a consistent level 
of competence across the whole country

□ □ □ □ □

All pharmacists should have access to a 
facilitator to help them achieve meaningful 
CPD

□ □ □ □ □

This approach (the competency 
framework and facilitation) should be 
rolled out nationally

□ □ □ □ □

General comments about the implementation of this approach:

Thank you very much for your time and co-operation in completing this questionnaire. 
Please return it to Lizzie and Denise at competencies@pharma-technics.co.uk
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Appendix eleven: Case scenarios

Case 1

Please review the following prescription and complete the associated paperwork.

Mr GF, a 75-year-old gentleman, presents a new prescription for amiodarone 200mg 
tds, supply 84 tablets.

His PMR indicates that he presented with a prescription for the following medicines 3 
weeks ago:-

Digoxin 250 meg in the morning 
Warfarin 6mg daily 
Ramipril 1.25mg daily

Case 2

Please review the following prescription and complete the associated paperwork.

Mr LT is a 53-year-old, overweight man, with a 5 year history of type 2 diabetes, who 
presents to his General Practitioner with a blood pressure of 145/90 mmHg. He stopped 
smoking almost 2 years ago and has a recent total serum cholesterol concentration of 
5.6 mmoles/1 and a HDL cholesterol concentration of 0.8 mmoles/1. His current 
prescription is:-

Gliclazide 80mg daily 
Bendroflumethiazide 2.5mg daily

Case 3

Please review the following prescription and complete the associated paperwork.

Mrs GH is a 68-year-old smoker with a long-standing history of bronchitis. She has 
experienced 2 chest infections in the last year and has smoked 15 cigarettes a day for the 
last 30 years. She presents to your pharmacy complaining of increasing nausea and 
insomnia over the last week or so. A drug history reveals the following medicines:-

Salbutamol and Ipratropium Combihaler 2 puffs qds 
Beclometasone inhaler 500 micrograms bd 
Aminophylline slow release tablets 450mg bd 
Ciprofloxacin 500mg bd
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Case 4

Please review the following prescription and complete the associated paperwork.

Mrs FB is a 72-year-old lady with a history of rheumatoid arthritis, affecting multiple 
joints, and congestive cardiac failure. She was recently commenced on naproxen as a 
replacement for diclofenac, which was proving ineffective. She now complains of 
dyspepsia and feeling weak and lethargic. Her PMR indicates that she is taking the 
following medication:-

Methotrexate 17.5mg once weekly 
Prednisolone 5mg daily 
Furosemide 40mg bd 
Aspirin 300mg daily 
Naproxen 500mg bd

Case 5

Please review the following prescription and complete the associated paperwork.

Miss AL is a 22 year-old woman who presents to your pharmacy with a prescription 
for:-

Salbutamol Inhaler IxOP 
Becloforte Inhaler IxOP

She asks you if she can have an additional salbutamol inhaler instead of the Becloforte 
inhaler.
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Answer Sheet

Q1 Please list the potential problems which this patient might experience.

Q2 Select the most important problem and list any recommendation(s) you 
might make.

Q3 Provide brief detail of any follow-up you might instigate following the 
recommendation(s) made above.
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