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Abstract

In England, community pharmacies serve the public, by dispensing medications and providing
pharmaceutical care services. Whilst the provision of community pharmacy services has
developed and extended rapidly over past decades, the future of this sector is uncertain. The
purpose of the research presented in this thesis was to explore perspectives of the future of
community pharmacy in England, providing evidence to support the creation of a strategy for

the future development of the community pharmacy sector.

Three interrelated studies were conducted. Firstly, a review was conducted to explore the
representation of community pharmacy in policies. In total, 25 policies were included, 18 state
and seven professional policies. The Walt and Gilson policy framework underpinned the analysis,
which was conducted using a combination of reflexive thematic analysis and qualitative content
analysis. Areas of convergence (e.g. the need for wider use of technology and community
pharmacists’ integration in primary care, their role in long-term conditions management, urgent
care and prevention), and divergence (e.g. community pharmacists’ role in tackling health
inequalities and mental health) were identified. Areas where improvement is needed with

future professional policymaking (e.g. policy evaluation) were also identified.

An interview study was conducted to explore stakeholders’ perspectives regarding the future of
pharmaceutical care in the community. In total, 25 interviews were completed with 15 ‘key
informants’ (e.g. pharmacy organisation representatives and service commissioners) and 10
community pharmacists. Reflexive thematic analysis was applied. Interviewees’ perspectives
were aligned with policy areas of convergence but also included additional opportunities (e.g.
pharmacogenomics). Community pharmacy was ideally described as a healthcare hub for

patients, but multiple factors are required to achieve this (e.g. access to medical records).

The final empirical component was a reconvened focus group study to explore the public’s
perspectives of the future of pharmaceutical care in the community. Eleven community
pharmacy users described their views on their current and anticipated future use of community
pharmacy services. Reflexive thematic analysis was undertaken. The participants tended to have
positive perceptions about existing community pharmacy services but had limited awareness
about the range of services provided. They were also receptive towards expanding community

pharmacists’ future role if barriers are overcome (e.g. pharmacy workforce training).

These studies indicate that the future of community pharmacy services in England consists of
different services (e.g. clinical, social and digital) and depends on multiple processes (e.g.
financial reform and improved representation). Technology and community pharmacists’
integration into primary care are fundamental for sustainability. Unity, engagement and

coordinated efforts from a wide range of stakeholders are required.
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CHAPTER ONE: Introduction

1.1 Chapter outline

This introductory chapter provides an overview of the programme of research. It describes
community pharmacy and community pharmacists (Section 1.2), the development of the sector
in the UK since 1930 (Section 1.3) and the current Community Pharmacy Contractual Framework
(Section 1.4). It also outlines the current operational context for community pharmacy (Section
1.5), the evolution of perspectives about its future (Section 1.6), the importance of health policy
to pharmacy practice research (Section 1.8) and concludes with the aims and structure of the

programme of research (Section 1.9).

1.2 Description of community pharmacy and community pharmacists

Community pharmacy is one of the four fundamental sectors of primary care in England
alongside general practice, dentistry and eye health that provides medication dispensing
services and services for broader health and well-being (Baird and Beech, 2020). Pharmacies
provide services without the need for an appointment and many have extended opening hours
at times when general practitioner (GP) services are not available (NHS England, 2013; RPS,
2016). The Pharmaceutical Services Negotiating Committee (PSNC) Pharmacy Advice Audit 2020
analysed data from 9,441 community pharmacies and indicated that approximately 15
consultations per day take place in a community pharmacy which account for 75 minutes per
day spent on providing consultation services (Brown, R., 2020). Community pharmacy services

are also discussed in Section 1.5.

Community pharmacies can be found in various locations including high streets, supermarkets,
shopping centres, health centres, rural and deprived areas (PSNC, 2020a). The number of
community pharmacies in England was around 9,700 without great fluctuations from the mid-
1990s until 2005-2006 (NHS England, 2013). The latest available official figures indicate that
there are 11,539 community pharmacies in England (NHS Digital, 2019). In England, more than
60% of community pharmacies belong to multiple contractors (community pharmacy

contractors that own six or more pharmacies) (NHS Digital, 2018).

It is estimated that about 1.6 million people in England visit a community pharmacy every day
(PSNC, 2020a). It is also estimated that 1.2 million of these daily visits are health-related (Royal

Society for Public Health, 2016). On average, a person living in England visits a community
9



pharmacy 14 times per year, with 11 of these visits being health-related (NHS England, 2013).
The majority of the population living in England (89%) is estimated to have access to a
community pharmacy within a 20-minute walk of their home (Todd et al., 2014). Access is also
greater in highly deprived areas (99.8% can access a community pharmacy within a 20-minute
walk) where people might not be able to access general practices (Todd et al., 2014). Community
pharmacists are frequently described as the most accessible healthcare professionals

(Department of Health, 2008; Bush, Langley and Wilson, 2009).

Pharmacists comprise the third largest healthcare profession globally after nurses and
physicians (International Pharmaceutical Federation, 2012). Similarly, pharmacists represent the
third largest healthcare profession the UK (Public Health England, 2017). In December 2018,
there were 57,225 registered pharmacists in the UK (General Pharmaceutical Council, 2019a).
In most countries, community pharmacists are the largest group in the wider pharmacy
workforce (Hawthorne and Anderson, 2009; International Pharmaceutical Federation, 2017).
The latest figures from the pharmacy regulator indicate a similar pattern for Great Britain, where
63% of registered pharmacy professionals work in a community pharmacy setting (General
Pharmaceutical Council, 2019b). Pharmacists are recognised for their training and expertise
(Mossialos, Naci and Courtin, 2013). Qualifying as a pharmacist in the UK requires a minimum of
five years of education; a four-year undergraduate Masters of Pharmacy qualification (MPharm)
followed by a year of pre-registration training, including a national registration examination
(Sosabowski and Gard, 2008). Moreover, pharmacists develop and update their professional
skills throughout their career (e.g. by undertaking Continuing Professional Development,
engaging in peer discussions and writing reflective accounts of their practice) and are expected
to keep annual records of such activities through the revalidation framework (General
Pharmaceutical Council, 2018). Pharmacists are trained in medicine use and in how to help
people adopt healthier behaviours (Local Government Association, 2016). Hence, community
pharmacists are a substantial workforce that could aid in responding to the National Health
Service (NHS) current challenges. However, the role of the community pharmacy has developed

constantly over the last 100 years.

1.3. The development of community pharmacy in the United Kingdom since 1930

Historically, community pharmacy has undergone continuous transformations. Community
pharmacies were traditionally involved with the production of medicinal compounds (Traulsen

and Almarsdottir, 2005). In 1930s, the pharmacist’s role in Great Britain included manufacturing

10



of medicines and occasional dispensing, but also an informal advisory role for various healthcare
issues (Anderson, S., 2007). Pharmacists were respected for providing advice, particularly from
members of the community that could not afford doctor visits. The establishment of the NHS in
1948 created a substantial increase in the number of prescriptions written by doctors and hence
the items dispensed by community pharmacists (Anderson, S., 2007). As a result, dispensing-
related activities were prioritised over the previously established advisory role of community

pharmacy.

By the 1950s, in addition to the NHS establishment that increased dispensing volumes, the large-
scale manufacturing of medicines by the pharmaceutical industry transformed the traditional
role of the community pharmacist (Pearson, 2007; Bush, Langley and Wilson, 2009). The rising
role of the industry has restricted pharmacists’ involvement in medicine production, moved it
away from previous cornerstone activities such as drug procurement, storage and compounding

and left them with the task of dispensing (Traulsen and Bissell, 2004).

By the 1970s, there was general uncertainty about the role of community pharmacists
(Anderson, 2007). Community pharmacy in the UK at the time was described as being “in
trouble” (Bush, Langley and Wilson, 2009). Criticism was received from sociologists in the US,
arguing that pharmacy is not a “true” profession because it does not have control over the
“social object” of its practice (i.e. medicine) and is guided by commercial interests that
contradict the anticipated “altruistic values” in the service orientation of professions (Denzin
and Mettlin, 1968). According to Anderson (2007), in Great Britain, the climate of uncertainty
and doubt about community pharmacy was also expressed via a ministerial intervention in 1981

when Dr Gerard Vaughan (i.e. Minister of Health) stated:

“One knew there was a future for hospital pharmacists, one knew there was a future for
industrial pharmacists, but one was not sure that one knew the future for the general

practice [community] pharmacist.”

This statement provided the stimulus for pharmacy organisations to arrange a number of
campaigns in order to define, establish and demonstrate community pharmacists’ role as
essential members of primary care (Anderson, S., 2001, 2007). An independent report from the
Nuffield Foundation advocating that community pharmacy is capable of further development
was particularly influential, as 26 out of 96 recommendations were targeted at community
pharmacists (Nuffield Foundation, 1986). Since this time, community pharmacists have
progressively incorporated more activities that promote healthcare, alongside their role in

medication supply. The exploration of community pharmacists’ changing role in the UK,

11



indicated that they had the knowledge base required to transform medicines into “social
objects” in contrast with previous criticisms (Harding and Taylor, 1997). It was also argued that
services beyond dispensing have the potential to enhance community pharmacists’ professional
status in the UK (Agomo, 2012). The sector has evolved in a more patient-oriented direction in
contrast with its previous focus on medicines, where prescribed medications can be collected,
over the counter health products can be purchased but also clinical services and health advice
are provided (Public Health England, 2017). The revised Community Pharmacy Contractual
Framework (CPCF) in 2005 contributed to the development of community pharmacists’ role in

England as it introduced remuneration for non-dispensing service provision.

1.4. The Community Pharmacy Contractual Framework and service commissioning

Most healthcare services in the UK are provided through the tax-funded NHS model with
devolved responsibilities among each nation. NHS England is the largest health service as more
than 80% of the population live in England (OECD and European Observatory on Health Systems
and Policies, 2019). Healthcare commissioning includes assessing the population’s health needs,
ensuring the availability of responsive services and accountability for health outcomes (PSNC,
2020j). NHS England has been responsible for commissioning NHS pharmaceutical services since
15t April 2013 (NHS Digital, 2018). An inclusive definition of the professional services provided in

pharmacies was constructed by Moullin et al. (2013):

“A professional pharmacy service is an action or set of actions undertaken in or organised
by a pharmacy, delivered by a pharmacist or other health practitioner, who applies their
specialized health knowledge personally or via an intermediary, with a patient/client,
population or other health professional, to optimize the process of care, with the aim to

improve health outcomes and the value of healthcare.”

Every NHS service provided by community pharmacies is outlined in the national CPCF. It
includes three tiers of services: Essential, Advanced and Enhanced services. Essential and
advanced services are negotiated and agreed nationally among the Department of Health and
Social Care (DHSC), the NHS England and pharmacy representative bodies. Enhanced services
are negotiated and delivered locally via NHS England local teams. NHS England is responsible for

the remuneration elements and the DHSC for the medicines reimbursement elements and

12



required changes to the legislative framework (Murray, 2016; NHS Digital, 2018). Community
pharmacy services currently included in the CPCF can be found in Figure 1.1. The most recent

CPCF was launched in July 2019 and outlines arrangements until 2023/2024.

Essential services

Dispensing medications, Repeat dispensing, Disposal of unwanted
medications, Promoting public health (healthier lifestyles),
Signposting patients, Supporting self-care, Clinical governance

Advanced services

Community

Pharmacy Medicines Use Reviews (MUR), Stoma Appliance Customisation
Contractual (SAC), Appliance Use Reviews (AUR), New Medicine Service (NMS),
Framework National Influenza (flu) Adult Vaccination Services (NIAVS),

Community Pharmacist Consultation Service (CPCS)

Enhanced services

A wide range of services are commissioned, based on local
population needs. Some of these services are: management of
minor ailments, palliative care, smoking cessation, alcohol misuse
services, sexual health, NHS health checks and weight management

Figure 1.1: Services under the current NHS England Community Pharmacy Contractual Framework

1.4.1. Essential services

Essential services are provided by all community pharmacists in England. They are responsible
for supplying medications prescribed on NHS prescriptions and offering advice and information
for their optimal use. Approximately 90,000 prescription items were dispensed per community
pharmacy in 2017-2018 (NHS Digital, 2018). Up to 410 million repeat prescriptions are generated
annually in England (NHS England, 2015). In order to improve efficiency, the Repeat Dispensing
Service was introduced as an essential service in 2005. It is also conducted electronically, as
electronic repeat dispensing enabled patients to obtain their repeat medications without a hand
signed authorisation from their prescribers (NHS England, 2015). In 2018-2019, around 65% of
the prescription items dispensed by a community pharmacy were via the Electronic Prescription
Service (NHS Digital, 2019). This was an overall increase of 50% since 2014-2015 (NHS Digital,
2019). The latest CPCF also highlighted the importance of community pharmacists’ role in
promoting public health and prevention as every community pharmacy will be required to
obtain Healthy Living Pharmacy (HLP) Level 1 status (Department of Health and Social Care et
al., 2019).
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1.4.2. Advanced services

Advanced services include mainly services that support the safe and effective use of
medications: Medicines Use Reviews (MUR) introduced in 2005; Stoma Appliance Customisation
(SAC) introduced on 2010; Appliance Use Review service (AUR) introduced on 2010; New
Medicine Service (NMS) introduced on 2011; National Influenza (flu) Adult Vaccination Services
(NIAVS) introduced on 2015; Community Pharmacist Consultation Service (CPCS) introduced on
2019. Unlike essential services, community pharmacists are not obliged to provide advanced
services but can provide them once they meet accreditation requirements (PSNC, 2020a). To
encourage their provision the 2005 CPCF introduced remuneration for advanced services. These
services must be provided in a confidential environment. It is estimated that more than 90% of
pharmacies have a consultation room (Local Government Association, 2016). Consultation
rooms must be clearly designated areas where a private discussion can take place, separate from

the general public accessed areas of the premises (Anderson, C. and Sharma, 2020).

The Medicines Use Reviews (MUR) service includes a structured consultation between the
patient and the pharmacist aiming to improve medication adherence, knowledge and use of
medicines, and reduce medicine waste (PSNC, 2020g). National target groups were introduced
for MURs in 2011 including patients on high-risk medications (e.g. anticoagulants, antiplatelets,
diuretics and NSAIDs), recently discharged patients with altered medications while hospitalised
and patients on certain respiratory medications (NHS Digital, 2018). In 2015, patients with risk
of cardiovascular disease were also added to the national target groups for MURs (PSNC, 2020g).
According to the current CPCF the MUR service will be decommissioned from community
pharmacy contract by the end of 2020-2021 (Department of Health and Social Care et al., 2019).
Until decommissioning, community pharmacists will be able to provide up to 100 MURs

annually, only related to patients on high-risk medications and post-discharge (PSNC, 2020h).

The New Medicine Service (NMS) is another medication-related advanced service that aims to
improve medication adherence, focusing on patients who receive a new medicine for a long-
term condition (LTC) for the first time. It was initially a time-limited service that was continued
following successful evaluation (NHS Digital, 2018). The NMS includes three stages: patient
engagement, where the pharmacist provides information and advice based on patient eligibility;
intervention, where the patient and pharmacist discuss the treatment and self-management of
the condition; and follow up, where a date is mutually agreed and the pharmacist reassesses

and reviews treatment issues where appropriate (PSNC and NHS Employers, 2013). Eligible
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patient groups for NMS include patients starting a new medicine from a specific list of
medications, for a respiratory disease, diabetes, hypertension and antiplatelet or anticoagulant

therapy (NHS Digital, 2018).

Each year community pharmacies run a seasonal influenza vaccination service aiming to
enhance protection of high-risk patients by providing more convenient access for eligible
patients and improve the capacity of general practice (PSNC, 2020d). Community pharmacists
need to demonstrate their competence by providing a Declaration of Competence to provide
the service (PSNC, 2020d). The service focuses on vaccinating eligible patients between 1°
September and 31% January every year (NHS Digital, 2018). Eligible groups for influenza
vaccination include people over 65 years old, people under 65 but with specific medical
conditions (e.g. cardiovascular diseases), pregnant women, carers, contacts of
immunocompromised individuals or individuals living in care homes (NHS Digital, 2018). Official
figures indicate that 3.4 million MURs, 927,318 NMSs and 1.3 million influenza vaccination

services were provided in community pharmacies in England in 2017-2018 (NHS Digital, 2018).

The Stoma Appliance Customisation service (SAC) and Appliance Use Reviews (AURs) are
additional advanced services provided by community pharmacists in England. SAC includes the
customisation of a stoma appliance according to patient measurements aiming to ensure the
required fitting, optimising its use and duration, and is provided by trained and qualified persons
(PSNC, 2020i). AURs can be conducted by either a pharmacist or a specialist nurse in community
pharmacy premises or the patient’s home, aiming to enhance knowledge and use of the
specified appliance (PSNC, 2020b). Official figures indicate that 50,449 AURs and 1.4 million

SACs were provided in community pharmacies in England in 2017-2018 (NHS Digital, 2018).

1.4.3. Enhanced services

Enhanced services are mostly related to community pharmacists’ role in public health and social
care, and their specifications vary according by area (PSNC, 2020f). Enhanced services are locally
commissioned, based on the health needs of local populations. Such services can be contracted
via different commissioning routes including local authorities (LAs), Clinical Commissioning
Groups (CCGs) and local NHS England teams (PSNC, 2020f). LAs are responsible for services
related to public health and social care, which they either commission directly or by outsourcing
the contracting administration to other organisations such as Local Pharmaceutical Committees
(LPCs) (Murray, 2016). CCGs also commission community pharmacy services such as minor

ailments services, palliative care services or medicines optimisation services (PSNC, 2020;j).
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Medicines optimisation is defined as “a person-centred approach to safe and effective
medicines use, to ensure people obtain the best possible outcomes from their medicines”
(National Institute for Health and Care Excellence, 2016). The PSNC database (2016) recorded
182 services commissioned by CCGs, although actual numbers were believed to be higher than
that (Murray, 2016). LAs and CCGs plan commissioning decisions through Health and Wellbeing
Boards and use Joint Strategic Needs Assessments and Joint Health and Wellbeing Strategies to
prioritise local needs (PSNC, 2020j). Local Pharmaceutical Services contracts (LPS) enable NHS
England to commission services according to local needs more flexibly as they include dispensing

elements but also a broader range of services (Murray, 2016).

1.4.4. Service-related changes in the latest Community Pharmacy Contractual

Framework

The current CPCF brought changes to community pharmacy services and is negotiated on an
annual basis. The Community Pharmacist Consultation Service (CPCS) is the latest advanced
service added to the CPCF, under which community pharmacists receive referrals of lower acuity
conditions from the NHS 111 helpline, Integrated Urgent Care Clinical Assessment Services or
GPs. The service aims to alleviate the workload of GPs and Emergency Departments, to provide
more convenient and accessible urgent care to patients and to support community pharmacy
integration into urgent care systems (NHS England and NHS Improvement, 2019 ). The CPCS is
an amalgamation of the previous NHS Urgent Medicines Supply Service (NUMSAS) and Digital
Minor lliness Referral Service (DMIRS) local pilots. The Hepatitis C Antibody Testing Service was
also added under the current CPCF as a new advanced service where community pharmacists
will signpost patients positive for antibodies to local services. However, its introduction (planned
for April 2020) has been delayed due to the unforeseen circumstances created by the Covid-19
pandemic (PSNC, 2020e). Moreover, the Discharge Medicines Service (DMS) will enable
pharmacists to receive hospital referrals for patients who require support with newly prescribed
medications, aiming to avoid hospital readmissions. It was announced in the second-year update
of the CPCF in February 2020, but its introduction as a new essential service (planned for July
2020) was delayed until 15" February 2021 (PSNC, 2020c). Additionally, the CPCF includes plans
for expanding community pharmacists’ roles in the early diagnosis of cardiovascular disease,
smoking cessation support, immunisation and vaccination, reducing antimicrobial resistance

and palliative care (Department of Health and Social Care et al., 2019).

16



1.5. The current operational context for community pharmacy in England

The context within which community pharmacies in England currently operate is both complex
and challenging and includes financial restraints, tense relationships with the Government,
pharmacy closures, rapid evolution of technology, political and demographic changes, the

increased prevalence of diseases and work pressures in general practice.

In December 2015, the DHSC announced a 6% reduction of the total funding available for the
2016-2017 CPCF in England. Funding levels were maintained for 2018-2019 without further
reductions. This announcement led to the Pharmaceutical Services Negotiating Committee
(PSNC) and the National Pharmacy Association (NPA) initiating legal proceedings 2016 (PSNC,
2018a). A judicial review was launched to investigate the lawfulness of the Government’s
decision-making process to restrict funding. On May 2017, the High Court ruled against the PSNC
and NPA, stating that the consultation process had been unfair but not unlawful (PSNC, 2018a).
The PSNC and NPA appealed the decision unsuccessfully in August 2018 (PSNC, 2018b).

Demonstrating high-quality evidence to community pharmacy service payers is an increasing
requirement for community pharmacists (Sanyal and Husereau, 2019). The cost-effectiveness of
some community pharmacy services related to public health was indicated by a systematic
review, but this could not be generalised to other services (Perraudin, Bugnon and Pelletier-
Fleury, 2016). Another systematic review of economic evaluations of community pharmacy
services, including mostly UK-based studies, indicated various methodological issues with these
studies (i.e. quality of methodologies and reporting) suggesting cautious interpretation from
policymakers (Sanyal and Husereau, 2020). A PSNC-commissioned Pricewaterhouse Coopers
(PwC) report aiming to explore the economic contribution of community pharmacy in England
demonstrated positive results (Pricewaterhouse Coopers, 2016). The study demonstrated that
community pharmacists contribute a net increase of £3 billion to the NHS, public sector, patients
and wider society through the provision of 12 services (Pricewaterhouse Coopers, 2016). It
indicated that community pharmacy provides value to the DHSC by delivering more than its
compensation and described a net benefit of more than £250,000 per pharmacy for 2015
(Pricewaterhouse Coopers, 2016). The study also indicated that over the next 20 years, a further
£1.9 billion was expected to accrue. Moreover, there was a fear of community pharmacy
closures deriving from the impact of the funding restraints. The Government’s impact analysis
stated that there was no reliable way to assess the number of pharmacy closures deriving from

the measures (Department of Health, 2016).
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A more recent view of the financial state of the sector was launched by the NPA, which
commissioned Ernst and Young (EY) to conduct an economic analysis based on data from 105
community pharmacies in England. This study indicated a deteriorating financial situation, with
up to 38% of the community pharmacy network being in financial deficit, 52% of owners
planning to sell their businesses and the financial deficit predicted to rise up to 85% by 2024 if
financial arrangements remain unaltered (Ernst and Young, 2020). Financial pressures were
found to impede community pharmacists’ role expansion, as the community pharmacy sector
currently receives less than 3% of the total NHS England spend (Ernst and Young, 2020). Closures
continue to be an issue for the sector and patient care provision as 155 community pharmacies
closed in England within the first eight months of 2020, a 77% increase in net closures compared

with the same period in 2019 (Wickware and Wilkinson, 2020).

Within this difficult financial environment, community pharmacies face additional technological
and political challenges. Digital technologies provide many opportunities that could transform
healthcare provision and how people experience health services (The King's Fund, 2019). The
digital health market consists of different elements such as telehealth, mHealth (mobile health
apps and wearable devices), health analytics software and digitised health systems (Deloitte,
2015a). The UK has potential to be a global digital health leader and its market size is expected
to widen, particularly for mHealth apps (Deloitte, 2015a). Use of digital technologies in primary
care is expanding rapidly (e.g. apps for faster GP access, assisting smoking cessation or providing
nutritional information) (OECD and European Observatory on Health Systems and Policies,
2019). Additionally, digital services, infrastructure and innovation are among national policy
priorities (Department of Health and Social Care, 2018). There is recognised potential for the
development of genomics and personalised medications (Deloitte, 2015b) while artificial
intelligence and data is one of the four “Grand Challenges” for the UK (Department for Business
Energy and Industrial Strategy, 2019). Within this evolving digital environment, interconnectivity
between community pharmacy in England and the rest of the healthcare systems had been slow

but has gained momentum recently (Goundrey-Smith, 2018).

Additionally, the process of withdrawal of the UK from the European Union (EU) (commonly
called Brexit) also contributes to an uncertain future for healthcare. An initial evaluation of
Brexit's impact on health services indicated profound threats both for economic performance
and patient care (Fahy et al., 2017). Access to pharmaceuticals was also endangered, as 73% of
pharmaceutical imports come from the EU (Great Britain. Parliament. House of Commons,
2018). In their updated evaluation, Fahy et al. could not identify any Brexit scenario to be more

beneficial for the NHS than remaining in the EU (Fahy et al., 2019). Similarly, there were no
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significant benefits to the UK pharmaceutical sector from Brexit as the additional costs and loss
of market access would prevail over potential small gains (Great Britain. Parliament. House of
Commons, 2018). Moreover, the COVID-19 pandemic has also contributed to this pressing
environment by adding more challenges for community pharmacy in the UK (Zaidi and Hasan,
2020). The pandemic and pharmaceutical care will be explored in more detail in Chapter Seven,
nonetheless it has undoubtedly increased the pressures, service demand and the financial

challenges facing the sector.

The number of older people living in the UK is increasing. In 50 years’ time it is expected that
the 65 years or over age group will constitute more than 25% of the population, accounting for
an additional 8.2 million people (Office for National Statistics, 2019). In England, the population
growth rate is faster than the other UK countries and projections indicate that 3.5 million people
will be in the 85 years and over age group in 2034 (Department of Health, 2012; Office for
National Statistics, 2019). Generally, life expectancy in the UK is expected to continue rising,
although around 20% of the life years of an individual are considered to be “unhealthy life years”
(Raleigh, 2020). Despite the fact that the number of deaths attributed to behavioural risks in the
UK (e.g. smoking, dietary habits, alcohol consumption and physical inactivity) is below average
when compared with the EU, more than one third of total deaths in the UK can be attributed to
such behavioural factors (OECD and European Observatory on Health Systems and Policies,
2019). There has been little progress observed in avoiding preventable mortality since 2011,
despite the UK’s considerable expenditures on preventative services (OECD and European

Observatory on Health Systems and Policies, 2019).

Prevalence of chronic conditions adds to the demographic changes and preventable mortality.
In England, around 60% of people aged 65 and over report having one chronic disease (e.g.
hypertension) and among those, 16% of people report having at least two chronic diseases
(OECD and European Observatory on Health Systems and Policies, 2019). Future estimates
indicate that around 18 million people in England will have one or more LTCs in 2025 (Great
Britain. Parliament. House of Commons, 2014). At the same time, a national health survey
examining the use of prescribed medications, indicated that 48% of adult population had taken
at least one prescribed medication over a week, while 24% took three or more (NHS Digital,
2017a). More than 40% of adults aged 75 years and over reported taking at least five types of
medications (NHS Digital, 2017a). Moreover, it is estimated that a range of 30-50% of
medications prescribed for patients with LTC are not taken correctly (National Institute for
Health and Care Excellence, 2015a). This has repercussions for patients’ health but also on the

economy, as around £500 million could be generated by medicines optimisation in the following
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areas: asthma, diabetes, hypertension, cardiovascular disease and schizophrenia (York Health
Economics Consortium and University of London, 2010). The most common intervention in the
NHS is medication prescribing; in 2016 the cost of prescriptions dispensed in the community was
£9.2 billion (National Institute for Health and Care Excellence, 2015b; RPS, 2016; NHS Digital,
2017b).

This environment with an ageing population with increased prevalence of chronic conditions
and concurrent LTCs and polypharmacy increases demands for healthcare services and
generates pressures on general practice. European health systems have found it difficult to
respond to these demands (Abbing, 2016). Similar demands are observed in the UK; leading to
the development of policies aiming to strengthen primary care (NHS England, 2016; OECD and
European Observatory on Health Systems and Policies, 2019). Consequently, general practices
experience profound workload pressures (Primary Care Foundation and NHS Alliance, 2015).
Analysis of data from 177 practices from 2010-2011 to 2014-2015 indicated an increase of 13%
in the number of face-to-face consultations and of 63% in the number of telephone
consultations (Baird et al., 2016). At the same time recruitment and retention of GPs is an
additional challenge, as across the UK for the first time since the 1960s there is a sustained
decrease in the number of GPs, particularly observed in North West London and the East of
England (Palmer, 2019). Within this multifactorial environment with many competing
challenges, community pharmacy has the potential to add considerable value to healthcare

provision (NHS England, 2013; Mossialos et al., 2015).

1.6. The evolution of perspectives about the future of community pharmacy

The future of community pharmacy has been a matter of concern for many years. In 1974,
Schwartz who was based in the United States, stated that it had been difficult to predict the
future of community pharmacy compared with other pharmacy sectors and that “a clinical role
is the only acceptable future for pharmacy” (Schwartz, 1974). He expressed his own views and
explained that the transition of community pharmacy to a more clinical role required four
elements: the separation of pharmacy and commercial items, the upgrade of the societal value
of community pharmacy services, interpreting and communicating services to the public and
political action (Schwartz, 1974). In the next decade, the influence of technology on community
pharmacy became evident. Based on his educational and professional experience in the English
pharmacy sector, Cronin (1986) provided a description of pharmacy practice in England. The

broader acceptance of computers was seen as a facilitator of pharmacists’ clinical role (Cronin,

20



1986). Changes, including technological changes, were inevitable in the future of community
pharmacy and the need for “reprofessionalisation” of the sector both at individual and
organisational level was highlighted (Hepler, 1990). Hepler did not provide a definition for this
term, however this was later defined by Edmunds and Calnan (2001) as “strategies used by

pharmacists to enhance their professional status”.

Together with Strand, Hepler published a seminal paper that developed the concept of
pharmaceutical care as a development of the role of community pharmacists beyond medication
supply (Hepler and Strand, 1990). The concept of pharmaceutical care was of fundamental
significance, changed the philosophy of pharmacy practice and characterised a whole era (1980-
2009) (Urick and Meggs, 2019) so it will be discussed in detail in Section 1.7. In 1995, based on
information from a pharmacy journal and personal recollections, Stewart reflected on the
previous 35 years of community pharmacy in the US, explaining that there had been constant
discussions about the “demise” of the sector (Stewart, 1995). The “demise” included various
“threats” such as mail-order dispensing in the 1960s, the increase of multiple pharmacies in the
1970s, the need to enhance the clinical role of community pharmacists in the 1980s and
concerns about failing to embrace pharmaceutical care or pharmacists being replaced by

dispensing robots in the 1990s (Stewart, 1995).

In 2001, Edmunds and Calnan evaluated a series of pilot projects about extended roles of
community pharmacists, including dispensing-related and pharmaceutical care-related schemes
through interviews with community pharmacists and GPs. They reported that community
pharmacists had demonstrated an overall commitment to their new, patient-oriented roles.
However, this enthusiasm cannot be considered general, since many community pharmacists
participated voluntarily in the pilots and were thus self-selected (Edmunds and Calnan, 2001).
Moreover, strategies such as changing remuneration or patient registration with community
pharmacies were described as attempts for the sector’s survival rather than encroaching on the
roles of GPs (Edmunds and Calnan, 2001). In a discussion of primary care pharmacy in the UK,
factors such as the commercial atmosphere, inadequate professional confidence, increased
workload due to dispensing, unsuccessful integration in the NHS and competition with doctors
were seen as inveterate obstacles to community pharmacy development (Silcock, Raynor and
Petty, 2004). This aligns with earlier suggestions that some doctors were resistant to the
expanded role of community pharmacists, enhancing the division between the two professions
by delegating “low-status” responsibilities rather than actual control to community pharmacists

(Edmunds and Calnan, 2001).

21



In 2005, an important milestone for the future of community pharmacy was reached as the CPCF
introduced in England and Wales (Section 1.4) reflected the role of community pharmacists in
pharmaceutical care provision. It widened the range of services that community pharmacists
provided but concurrently increased their workload and stress (Hassell, 2006; Bond et al., 2008).
The effect of the new contract on the job satisfaction of the workforce, explored by surveys of
registered pharmacists, was either neutral or negative, with some thinking of leaving community
pharmacy or being more reluctant to practice compared with pharmacists in other sectors
(Hassell, 2006; Bond et al., 2008). It should be acknowledged that the sample in Hassell (2006)
included more female participants than the anticipated norm, but the findings of Bond et al.
(2008) can be considered generalisable due to the good response rate. In his narrative about
patient care provision through community pharmacies in the UK, Noyce (2007) described the
new contract as an enabler of pharmaceutical care as it introduced remuneration for non-
dispensing services, established community pharmacists’ role in pharmaceutical care and
provided a framework for service quality. A number of priorities for the future were proposed,
including integration into primary care and embedding quality management into community

pharmacists’ culture (Noyce, 2007).

In a discussion about community pharmacy practice in America, a paradox between what the
workforce had been trained to do and what it actually did was described, highlighting that the
future of pharmacy should utilise the sector’s capabilities in patient care provision (Brown, D.,
2012). In the UK, the need to develop services beyond the dispensing role was also
acknowledged by community pharmacists (Wilcock and Harding, 2015). However, Wilcock and
Harding (2015) conducted two focus groups with 16 self-selected participants that were mostly
community pharmacists without representation from other key stakeholder groups (e.g. GPs).
The funding model and inadequate time continued to be viewed as impediments to further
development, while there was a need for a clear and unified vision for the future of community
pharmacy sector (Brown, D., 2012; Wilcock and Harding, 2015). The study also noted that
community pharmacists should be prepared for a future including technological innovations

(Wilcock and Harding, 2015).

The topic of the reprofessionalisation of community pharmacies in England reappeared with the
examination the introduction of the Electronic Prescribing System in the community pharmacy
sector (Petrakaki, Barber and Waring, 2012). These authors suggested that technology could
shape the sector’s future by concurrent reprofessionalisation and deprofessionalisation, as
technology interferes with the profession’s nature, roles, daily routines, communication and

boundaries. Digitalisation and information sharing could provide numerous possibilities for
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community pharmacists, depending on how the profession would embed them into practice
(Petrakaki, Barber and Waring, 2012). A management consulting firm exploring the future of
community pharmacy in England also anticipated that technology would be among the factors
affecting the future and also suggested further integration to primary care, behavioural change,
rearranged funding and reimbursement, unified representation, education and mindset change
as some of the enablers for community pharmacy’s sustainability in the future (Anscombe,

Thomas and Plimley, 2012).

Apart from technology, studies described that the role of the community pharmacists in the
future could include a paradigm shift through which the sector should aim to become further
integrated into primary care (McMillan et al., 2013; Mossialos, Naci and Courtin, 2013; Mossialos
et al.,, 2015; Almarsdottir and Babar, 2016). A systematic review and a review of evidence
indicated that enabling communication structures among healthcare professionals was
considered important (Mossialos, Naci and Courtin, 2013; Wright, 2016). Additionally, there was
international consensus including UK representation from a systematic review, a policy review
and a qualitative study regarding the wider development of community pharmacists’ role in the
management of chronic conditions (McMillan et al., 2013; Mossialos, Naci and Courtin, 2013;
Mossialos et al., 2015). A report commissioned by the RPS and conducted by the Nuffield Trust
including data from interviews with a range of stakeholders and a survey with pharmacists also
described consensus for expanding community pharmacists’ role. Factors such as shared patient
records and wider use of technology, stronger sector leadership and contract changes to
enhance pharmacists’ patient-oriented role were viewed as important enablers for the future

of the sector (Smith, Picton and Dayan, 2014).

From 2016 onwards, there were more multifaceted studies exploring community pharmacy
services and its determinants, particularly in Australia and Canada. Some Australian studies
applied various theories (e.g. the COM-B model of behavioural change or role theory) or
examined community pharmacy practice at the micro- (individual pharmacists) meso-
(community pharmacy sector) and macro- (healthcare system) levels (Hermansyah, Sainsbury
and Krass, 2017; Hattingh et al., 2020; Yong et al., 2020). A common finding among these studies
was the complexity underpinning both the current role of community pharmacists and also their
role expansion. Hermansyah, Sainsbury and Krass (2017) in particular, stated that there was a
need to understand the dynamic, complex system of community pharmacy and its interrelated
influences, as this could be the explanation for the sector being underused. In a scoping review
exploring the factors affecting community pharmacists work (including strong UK

representation), the multifactorial environment of community pharmacy was acknowledged,
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where individual, interpersonal and social factors were considered to affect the implementation
of community pharmacists’ role expansion (Yong et al., 2020). Interviews with 26 pharmacists
indicated that successful service provision was also considered multifaceted, based on a variety
of factors including pharmacists’ characteristics (e.g. leadership skills and proactive approach),
local needs (e.g. local demand and information sharing) and enabling frameworks (e.g. being a
health hub and part of healthcare team) (Hattingh et al., 2020). The growing shift towards
further integration of community pharmacy in primary care and the need to extend the
utilisation of technology in service provision continued to be of fundamental importance

(Hermansyah, Sainsbury and Krass, 2017; Melton and Lai, 2017).

Similarly in Canada, a survey of pharmacy leaders and professionals described a multifactorial
future consisting of nine action items that would optimise community pharmacy practice:
education, enabling regulations, policies and reimbursement, role awareness among
stakeholders and the public, workplace environment, technology, collaborations for care
provision and evidence-based research (Jorgenson et al., 2017). Jorgenson et al. described a
three-level future vision of community pharmacy similar to Hermansyah, Sainsbury and Krass
(2017). An overview of Canadian pharmacy based on experts’ opinions aimed to enhance the
impact of pharmacy in future healthcare, describing organisational changes and improved
external relationships as suitable directions for the future, while multilevel changes (e.g.
technological, cultural and professional) were considered fundamental for the sector’s future
survival (Dolovich et al.,, 2019). Moreover, a comparative case study combining data from
document review, observations and interviews highlighted the need for a change in the status-
quo towards supporting the expanding role of community pharmacy into primary care (Hughes,
C.A., Breault and Schindel, 2020). A combination of surveys and interviews exploring factors for
adopting the full scope of Canadian community pharmacy practice, utilising the Theoretical
Domain Framework, described that enabling regulations are inadequate for changing practice,
and highlighted the importance of other factors (e.g. professional identity and decision-making
skills) and overcoming barriers (e.g. lack of skills, confidence, training and time) (Hussein et al.,

2020).

In 2019, it was observed that pharmaceutical care is expected to be a concept of international
concern in the future. In their vision for community pharmacy in 2030, the Pharmaceutical
Group of European Union (PGEU) considered the continuity of pharmaceutical care as a
necessity (Pharmaceutical Group of the European Union, 2019). It was presented as an integral
part of collaborations in primary care, while community pharmacy access to medical records and

appropriate remuneration were part of future recommendations that would facilitate
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pharmaceutical care. Additionally, the Council of Europe recognised the contribution of
pharmaceutical care to patient benefit and defined a framework for promoting its
implementation (Council of Europe, 2020). The ultimate target should be to recognise
community pharmacists as providers of professional pharmacy services in addition to providers
of products (Moullin et al., 2013). At the same time, expanding community pharmacy services
in England has recognised potential for relieving GP work pressures if a system approach is
applied (Hindi, Schafheutle and Jacobs, 2019). UK-based visions for community pharmacy
according to expert opinions are either pessimistic describing “mortal” opportunities for the
sector’s future (Cooper, 2020) or describe multiple challenges including inadequate time,
ineffective dispensing, inappropriate funding, need for skill development and training and joined

workforce strategies (Anderson, C. and Sharma, 2020).

The present review of 50 years’ of studies on the future of community pharmacy indicates that
this topic has been a matter of concern for many years. As time has passed, the sector has faced
on-going multifactorial challenges and some patterns have been repeated. Urick and Meggs
(2019) described the period from 2010 until the present as the transitional phase from the
pharmaceutical care era to a new patient-centred era and observed that the profession evolves
in 30-year periods. Additionally, the frequent discussions of “demise” of pharmacy described by
Stewart (1995) are evident in the present, where Cooper (2020) uses the same word for the
future of community pharmacy in the UK. Another repeated pattern was the fear of
replacement, as initially industrialisation removed the manufacturing duties, whereas there is
concern that the fourth industrial revolution will remove the dispensing role from community

pharmacists (Baines et al., 2019).

As a result, this is considered a crucial time for community pharmacy, particularly in England
where the development of a national vision and strategy was recently recommended as a
priority (Wright et al., 2020). In England, visions for the future of community pharmacy have
been explored by focusing on only one area of activity (e.g. community pharmacists’ role in
managing chronic conditions), by narratives provided by experts in the field (Noyce, 2007;
Anderson, C. and Sharma, 2020; Cooper, 2020), by external organisations (Anscombe, Thomas
and Plimley, 2012) or by state and pharmacy representative organisation policies (discussed
further in Chapters Three and Four). Thus, this programme of research aims to explore the future
of community pharmacy practice in England holistically, considering all the sector’s roles and

the opinions of a diverse range of stakeholders.
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1.7. Pharmaceutical care: definition, evolution, benefits and implementation

The concept of pharmaceutical care has been acknowledged as essential for healthcare for more
than thirty years and as discussed in the previous section has been influential on the
development of community pharmacy. It was first introduced in 1975 in the US, developed
further in 1980 and its most popular definition was provided in 1990 by Hepler and Strand as
“the responsible provision of drug therapy for the purpose of achieving definite outcomes which
improve a patient’s quality of life.” (Hepler and Strand, 1990; Mohammed, Moles and Chen,
2016). The pharmaceutical care concept was also adopted in Europe and in 1994 some European
pharmaceutical care researchers established the Pharmaceutical Care Network Europe (PCNE)
aiming to develop pharmacy along the lines of pharmaceutical care (Pharmaceutical Care
Network Europe, 2020). Concerns have been raised about the clarity of this definition, such as
what interventions it includes and who provides pharmaceutical care (Van Mil and Fernandez-
Llimos, 2013). As a result, the PCNE and international experts developed a more recent
definition, where pharmaceutical care is described as “the pharmacist’s contribution to the care
of individuals in order to optimise medicines use and improve health outcomes.” (Allemann et

al., 2014).

Pharmaceutical care is a holistic term that can be used to include pharmacy practice activities
beyond dispensing (Hepler and Strand, 1990; Van Mil and Schulz, 2006; Moullin et al., 2013).
The concept of pharmaceutical care aligns with a joint statement by the International
Pharmaceutical Federation (FIP) and the World Health Organisation (WHO): “the mission of
pharmacy practice is to contribute to health improvement and to help patients with health
problems to make the best use of their medicines” (International Pharmaceutical Federation
and World Health Organisation, 2011). There is growing evidence that the broad range of
services that pharmacies provide has a positive impact on patients. More specifically, a Cochrane
review evaluating the impact of pharmacist-delivered, non-dispensing services on non-
hospitalised patients that included UK representation, demonstrated positive effects on patient
outcomes (de Barra et al., 2018). However, the trials included in the review had heterogenous
study populations, outcomes and types of interventions. Systematic reviews and meta-analyses
suggest that pharmaceutical care services can be cost-effective and improve quality of life, but
also highlight insufficient evidence (Mohammed, Moles and Chen, 2016; Perraudin, Bugnon and

Pelletier-Fleury, 2016).

Previous research attempted to provide a holistic representation of pharmaceutical care
provision in Europe, including participation from England (Van Mil, De Boer and Tromp, 2001;

Hughes, C.M. et al., 2010; Costa et al., 2017). It should be acknowledged that data from Van Mil,
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De Boer and Tromp (2001) are derived from interviews with either one national pharmacy
organisation representative or one researcher from each participating country while Hughes et
al. (2010) and Costa et al. (2017) distributed questionnaires to community pharmacists,
indicating more representative results. Inadequate time and money were the most important
factors that impede pharmaceutical care development, while additional barriers included
education, inappropriate remuneration and pharmacists’ attitudes (Van Mil, De Boer and
Tromp, 2001). Nearly ten years later, pharmaceutical care provision was still limited, not
incorporated in community pharmacists’ daily routines and time and funding remained major
barriers (Hughes, C.M. et al.,, 2010). The later repetition of this survey, indicated a slight
improvement in pharmaceutical care provision and its slow progress was attributed to a variety
of factors such as the persistent lack of time and resources, increased community pharmacy
workload and lack of documentation (Costa et al., 2017). Pharmaceutical care facilitators
included support from professional bodies, patient-centred pharmacy contracts, appropriate
remuneration, software and community pharmacy participation in multidisciplinary teams

(Costa etal., 2017).

Data that can be attributed specifically to England showed that some of the main barriers to
pharmaceutical care implementation were lack of reimbursement, education in communication
and skills for communication, documentation and management while factors such as availability
of clinical data, inertia of pharmacists or inadequately trained staff were not very prominent
(Van Mil, De Boer and Tromp, 2001). In contrast with other countries, the UK scored high on
documentation in the subsequent study (Hughes, C.M. et al., 2010). Overall pharmaceutical care
provision in England was facilitated when support from other pharmacists and dispensing staff
was available in the pharmacy. England was also one of the countries with the highest scores for
activities such as information provision and competency improvement, but had lower scores for
evaluating pharmacist performance and patient satisfaction with pharmaceutical care provision
(Hughes, C.M. et al., 2010). Unfortunately, data for England were not available from the follow-

up study as it had the lowest response rate (Costa et al., 2017).

1.8. The importance of health policy to pharmacy practice research

The research reported in this thesis involved extensive consideration of health policies, so it is
important to define the complex concept of policy. There are varying definitions that are

dependent upon the scope of each study (Lewis, 2006; Navarro, 2007). One of the most inclusive
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health policy definitions was provided by the World Health Organisation (World Health
Organisation, 2017):

“Health policy refers to decisions, plans, and actions that are undertaken to achieve
specific health care goals within a society. An explicit health policy can achieve several
things: it defines a vision for the future which in turn helps to establish targets and points
of reference for the short and medium term. It outlines priorities and the expected roles

of different groups; and it builds consensus and informs people.”.

Pharmaceutical policy can refer to public health, healthcare and the pharmaceutical industry
and has a fundamental effect on both the present and the future state of the profession
(Traulsen and Almarsdottir, 2005). Research and policy have a two-way interaction where
research informs policy but also supports policy implementation and priority setting (Kavanagh
et al., 2020). Pharmaceutical policy analysis can therefore play an important role in pharmacy
practice research (Almarsdottir and Babar, 2016) and the engagement of the pharmacy
profession with national health policymakers is of utmost importance (Morrow, 2015). Among
other findings, Kavanagh et al., highlighted the need for better comprehension of both national
and international policies so that research projects can relate to these and drive forward the
pharmacy policy agenda (Kavanagh et al., 2020). Moreover, a systematic review identified that
policies are one of the factors that affect pharmacy workforce retention (Hawthorne and

Anderson, 2009).

Therefore, having a greater influence on healthcare policymaking is a recognised challenge that
pharmacists need to address (Traulsen and Almarsdottir, 2005; Morrow, 2015). This is
considered to be fundamental for the pharmacy profession to achieve recognition, power and
autonomy (Traulsen and Almarsdottir, 2005). Research on policy change was important for
community pharmacist stakeholders participating in an international study (with UK
representation) exploring the future of pharmacy practice research (Babar et al.,, 2018).
However, although pharmacists have been acknowledged for their contribution to
pharmaceutical care provision and medicines management, nonetheless they are frequently
detached from policy development (Morrow, 2015). This was described in New Zealand
although the UK is considered to be in a more advantageous position due to the appointment
of pharmacy advisors at policymaking level (e.g. Chief Pharmaceutical Officer) (Scahill, 2011;
Morrow, 2015).
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Pharmacy practice research is part of health services research (Bond and Tsuyuki, 2019). It is
also one of the factors that can shape the future of the pharmacy profession (Garcia-Cardenas
et al., 2020). Just as the pharmacy profession needs to adapt to drivers of change such as
demographics, technology and expectations from healthcare, pharmacy practice researchers
also need to adapt to the same forces. One of the strategies to achieve this is to embed a
“broader palette of methods” including methods and theories from the social sciences
(Almarsdottir and Babar, 2016). Traditional approaches (e.g. randomised controlled trials
evaluating a pharmacy intervention) may be inadequate in achieving changes in policy (Garcia-
Cardenas et al., 2020). A large proportion of pharmacy practice research emphasises the role of
pharmacists rather than applying a theoretically based approach to develop the profession’s

position in healthcare (Bond and Tsuyuki, 2019).

It was highlighted that researchers in pharmacy practice should focus not only on pharmacy
practice research, but incorporate a multidisciplinary approach with a wider scope of including
either other professions (e.g. doctors and nurses) or different sciences (e.g. sociology and
epidemiology) (Almarsdottir, Kaae and Traulsen, 2014). Kavanagh et al. (2020) confirmed the
existing appetite for multidisciplinary research for the future of pharmacy practice research.
However, in their sample academics and research-active pharmacists were overrepresented,
implying potential research positive bias. Additionally, in their qualitative meta-synthesis,
Hossain et al. described the importance of exploring the perspectives from a variety of
stakeholders (e.g. policymakers and other healthcare professionals), which can provide insights
into factors influencing the implementation of community pharmacy services (Hossain et al.,
2017). Moreover, focus group discussions and interviews were considered suitable methods
that should identify a high number of barriers or facilitators related to healthcare (Krause et al.,
2014). As a result, this programme of research aims to incorporate this necessary shift towards
a wider scope and different approaches by conducting a series of three interrelated studies
including a policy review based on a social science theoretical framework and qualitative studies

with a wide array of stakeholders and members of the public.

1.9 The aims and structure of the programme of research
1.9.1. Aims and objectives

The aim of this programme of research was to explore perspectives on the future of community
pharmacy in England, in order to provide evidence to support the creation of a strategy for the

future development of the sector. The scope of this project is restricted to England because
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devolution and the different contractual frameworks within the UK mean that what is relevant
in England might not be relevant in Scotland, Wales & Northern Ireland. The specific objectives

of this programme of research were to explore:

1. how community pharmacy is represented in state and professional health policies.

2. the perspectives of professional stakeholders regarding the future of pharmaceutical care in

the community.

3. the perspectives of the public regarding the future of pharmaceutical care in the community.

The term “pharmaceutical care in the community” was deliberately chosen to acknowledge the
fact that whilst pharmaceutical care will be necessary in the future, some stakeholders may have
the view that in the future community pharmacies in their current form might not exist. To
achieve these objectives, this programme of research comprises three interrelated studies
(Figure 1.2). Initially it investigates the representation of community pharmacy in health policy
by comparing state and professional policies (Objective 1). The results from this study informed
a qualitative interview study that aimed to explore opinions and aspirations of key professional
stakeholders for the future of community pharmacy (Objective 2). The first two studies then
informed the third, a qualitative focus group study with members of the public, that explored
their opinions and aspirations for the future of community pharmacy (Objective 3). The results
of these three studies were then synthesised to identify areas of convergence and divergence
that are important to address in an evidence-based vision for the future of community pharmacy

services in England.
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Study 1

Policy review

Study 2 Study 3
Interviews Focus groups
with with members
stakeholders of the public

Figure 1.2: The interrelated studies of this programme of research

1.9.2. Structure of the thesis

Chapter Two describes the methodology underpinning this programme of research and provides
relevant information regarding the theoretical framework selected for policy analysis, the

qualitative methods applied and concepts such as stakeholder mapping.

Chapter Three describes the first part of the policy review, which explored the content of

relevant state and professional health policies.

Chapter Four describes the second part of the policy review, which explored the context, actors

and policymaking process of the same state and professional health policies.

Chapter Five describes the second study, interviews with non-pharmacy, pharmacy and
community pharmacist stakeholders which explored their perspectives about the future of

pharmaceutical care in the community.

Chapter Six describes the third study, focus groups with members of the public to explore
community pharmacy users’ perspectives about the future of pharmaceutical care in the

community.

Chapter Seven synthesises the findings described in Chapter Three to Six and makes

recommendations and for policy, practice and future research deriving from the key findings.
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CHAPTER TWO: Methodology

2.1. Chapter outline

This chapter provides an overview of the methodology used for this programme of research. It
describes policy analysis (Section 2.2), including the theoretical framework used (Section 2.3)
and stakeholder mapping (Section 2.4). It also explains the qualitative methodologies used and

concludes with the philosophy underpinning this project.

2.2. Policy analysis

The need for multidisciplinary approaches in pharmacy practice research and the previously
discussed importance of policy for pharmacy (Section 1.8), led to the use of policy analysis as
part of this programme of research. Dunn (2016) defines policy analysis as “a process of
multidisciplinary inquiry aiming at the creation, critical assessment and communication of
policy-relevant information”. It utilises methods from the social sciences to provide practical
solutions to problems. Policy analysis developed in the 1960s, mainly in the United States, and
includes elements from the disciplines of economics, political science, sociology, public
administration and history (Walt and Gilson, 1994). In the latest edition of their policy analysis
textbook, Weimer and Vining (2017) describe two important dimensions of policy-relevant
knowledge; firstly, whether it relates to the content (the “what” of the policy) or the process
(the “how” of the policy) and secondly, the identification of its primary audience (e.g. a client,
defined as an individual or an organisation participating in policymaking; or an epistemic

community, defined as a network of professional experts in their domain).

Based on these two dimensions, policy-relevant knowledge was categorised into four activities:
policy research, policy analysis, policy process research and stakeholder analysis (Table 2.1)
(Weimer and Vining, 2017). The first activity, policy research, targets mostly academic circles
and utilises social science methods. There is a fine line distinguishing policy research and policy
analysis. The latter is more relevant to policy decision-makers and usually involves tighter time
constraints than academic policy research. It frequently involves considering alternatives and
their prospects of successful implementation, making it more directly applicable to policy
problems. Thirdly, policy process research focuses on how the content of policy changes in
response to the political climate and the fourth activity is stakeholder analysis, which involves
understanding influential and potentially influential stakeholders and can be separate or

incorporated into policy analysis.
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Table 2.1: The four types of policy-relevant knowledge as described by Weimer and Vining (2017)

Primary audience

Clients Epistemic community
(e.g. government, commissioners, pharmacy (academic networks,
representative bodies, pharmacists, patients) other researchers)
Content Policy analysis Policy research
Primary
focus ) .
Process Stakeholder analysis Policy process research

The programme of research presented in this thesis combines elements of all of these activities.
It is naturally related to policy research, as the first study was a policy review that aimed to
interact with an academic community. However, it also aims to be useful beyond the epistemic
community by incorporating policy analysis elements, relevant to policymakers and clients
beyond academia. Moreover, it focuses on both the “what” and “how” by using a holistic
theoretical framework that includes both policy content and the policymaking process, while

also employing stakeholder analysis to identify appropriate participants.

2.2.1. Partial and comprehensive policy analysis

One of the main challenges of policy analysis is its complexity (Cairney, P., 2020). In their review,
De Araujo and Filho (2001) identified two types of policy analysis; the partial and the
comprehensive. Partial analysis focuses on a specific aspect or stage of a policy. Examples of
partial policy analysis include the analysis of identifying and forming policy problems and
agenda-setting (meso-analysis), or analysing implementation, outcomes and evaluation
(delivery analysis) (Parsons, 1995). In comprehensive analysis, policies are viewed from a wider
angle. Examples of comprehensive policy analysis include examining health policy reform as a
political process, developing a political mapping technique (Reich, 1995); analysing health
system reform by exploring policy elements such as problems, principles, purposes, proposals
and protagonists (Frenk, 1995); or analysing health policies by examining elements such as the
content, the process, the context and the actors of a policy and their interconnectivity (Walt and

Gilson, 1994). Comprehensive analysis was selected for this study.

2.2.2. Approaches to policy analysis

Another important aspect of a policy analysis is the approach used, which refers to the selection

of either a suitable framework or theory. Frameworks are fundamental for generating
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knowledge as they provide an outline and an organised structure to an inquiry, identify the
necessary categories that describe it and the relationships among them (Ostrom, 2007). They
do not explain or predict phenomena, they are descriptive (Schlager, 2007). Among others,
examples of commonly used frameworks for health policy analysis include the stages heuristic
framework, the policy triangle framework, and the advocacy coalition framework (Gilson and
Raphaely, 2008). The concept of a theory is more difficult to define, although a practical
definition could be: “a set of analytical principles or statements designed to structure our
observation and explanation of the world” (Cairney, P., 2020). The concept of arranging a set of
relationships that aim to explain a phenomenon is present in other definitions of theory and
provides a key difference to frameworks (Sabatier, 2007; Walt et al., 2008; Silverman, 2013;
Nilsen, 2015). Among others, examples of commonly used theories in policy analysis include the
multiple streams theory (Kingdon, 1984) and the punctuated equilibrium theory (Baumgartner
and Jones, 1993). These various frameworks and theories are described in the following

paragraphs.

The stages heuristic model is one of the oldest and more enduring frameworks for policy analysis
(Kulac and Ozgur, 2017). When it was introduced it originally consisted of seven stages but over
time it has been reformulated by scholars and now includes the following stages: agenda setting,
formulation, legitimation, implementation and evaluation (Kulac and Ozgur, 2017). It has
received criticism for an underlying oversimplification of the policy process and assuming a non-
existent linearity in policymaking (Sabatier, 2007). However, the stages heuristic framework has
been considered practical and beneficial for researchers to position their research (Walt et al.,

2008).

Walt and Gilson described a growing health system crisis despite a shift towards primary
healthcare in the late 1970s. They observed similar challenges to those described in Chapter One
(e.g. economic recession and increased prevalence of chronic diseases) (Walt and Gilson, 1994).
They argued that the health policy environment was becoming more uncertain (e.g. periods of
substantial health system change and reform) and observed that the analysis of health policies
mostly focused on the content, neglecting the policymaking processes, the actors involved and
contextual factors (Walt, 1996). Hence, they suggested a simple policy triangle of a framework
that incorporates these categories, acknowledges their interrelations and views policy as a

dynamic, complex and constantly evolving environment.

Another framework under consideration for this review was the advocacy coalition framework,
developed in 1988 and referring to changes in policymaking processes over time periods of a
decade or more (Sabatier, 1988; Weible, Sabatier and McQueen, 2009). With this framework,
policy is understood by focusing on the analysis of policy subsystems (i.e. interactions of policy-
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interested actors from different organisations) and conceptualising belief systems (i.e. sets of
values, priorities, problem assumptions and causal relationships) (Sabatier, 1988). This
framework was built on a critique of the stages heuristic framework but has also received
criticism for either “stating the obvious”, not considering the collective action of actors or due
to its frequent revisions (Sabatier and Weible, 2007). However, it remains a framework that has
been applied in various fields including pharmaceutical policy (Larsen, Vrangbaek and Traulsen,

2006; Sabatier, 2007).

The multiple streams theory was developed by Kingdon in 1984 and describes the policy process
as consisting of three independent streams: the problems stream (including the wider problems
of society), the policy stream (including ideas, proposals and alternatives for addressing the
problems) and the politics stream (including aspects such as political transitions and elections)
(Sabatier, 2007). As Kingdon describes, when these three streams concurrently merge, they
create a “window of opportunity” where actions can result in successful policy change (Kingdon,
1984; Sabatier, 2007). This theoretical approach has had many applications, including health-
related analyses (Walt et al., 2008). This theory remains influential; however, it should be
considered as a starting point for policy analysis as many studies that have applied this theory

lack the requested level of depth (Cairney, P. and Jones, 2016).

The multiple streams theory contributed to the development of other theories, including
punctuated equilibrium theory (Cairney, P. and Jones, 2016). This theory was developed by
Baumgartner and Jones who argued that policymaking processes consist of periods of stability
(i.e. minimal policy change, “stasis”) and change (i.e. transformation outbursts, “crisis”)
(Baumgartner and Jones, 1993; Sabatier, 2007). Policy change occurs when new “policy venues”
(sets of decision-making actors) or “policy images” (sets of societal problems, their solutions and
alternatives) emerge and challenge already established policy images (Sabatier 2007, Walt et al.,
2008). Previous theories for policy analysis focused mostly on explaining either the stability or
the change of policymaking, while the punctuated equilibrium theory incorporates both
(Sabatier, 2007). This is also an example of a theory used in health-related analyses (Walt et al.,

2008).

2.3. Theoretical framework of the present research programme

Taking into consideration the different types and approaches to policy analysis, a comprehensive
approach using the Walt and Gilson policy framework (Figure 2.1) was selected for the present
policy review (Walt and Gilson, 1994). Given the wide array of services provided by community

pharmacists and the need to utilise the full scope of their potential, exploring the sector’s
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representation in policymaking with a broad perspective rather than focusing on specific aspects
was considered relevant. Additionally, the use of a framework was preferred to a theory as the
review did not aim to explore causalities in policymaking and can be characterised as a ‘mapping
exercise’. The use of a framework facilitates in-depth analysis and cohesive research (Green,
2014). The Walt and Gilson policy framework was selected as it was designed specifically for the
analysis health policies and is considered more inclusive that others (De Araujo and Filho, 2001).
It can be used both retrospectively and prospectively, can be linked to a systematic review and
has been the most commonly used framework for analysing health policies in low- and middle-
income countries (Walt, 1996; Gilson and Raphaely, 2008). Despite being originally generated
and used for health policy analysis in these countries, it has been applied to investigate a wide
array of health topics in various countries. Examples include palliative care in Ireland (May et al.,
2014), diabetes management in Saudi Arabia (Alharbi, Alotaibi and De Lusignan, 2016), nursing
practice law in Lebanon (El-Jardali et al., 2014), perinatal mortality in the Netherlands (Vos et
al., 2016), e-health in Denmark (Benneke et al., 2018), primary healthcare system reforms in Iran
(Doshmangir et al., 2019) and health integration into foreign policy in the UK (Gagnon and
Labonte, 2013). To the best of the author’s knowledge, the Walt and Gilson policy framework

has not previously been applied with studies related to the community pharmacy sector.

Context

e Socioeconomic and
political factors

Actors

e Individuals
e Groups
e Organisations

Content Process
e The substance e How policies are
of a policy initiated,
formulated,

implemented

and evaluated
Figure 2.1:The Walt and Gilson policy triangle framework (1994)
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2.3.1. Unravelling the Walt and Gilson policy framework

To enable data extraction using the Walt and Gilson policy triangle, its four main categories
needed to be defined as each of them consists of different elements. De Araujo and Filho (2001)
developed an operational framework explaining the different elements of each category, to

facilitate its application in practice. Each category is explained based on their work:

e Content: The content constitutes the body of a policy and it refers to multiple
components such as aims, objectives, problems it attempts to address, proposals
and targets. Understanding the content of each policy is one of the most
fundamental steps in policy analysis (De Araujo and Filho, 2001). Policies should
identify main problems of society and also focus on its proposals. The content
category is particularly related to the context category as it should facilitate the
generation of inferences on whether the policy content responds to the needs

highlighted in the context category.

e Context: Every policy is generated in a particular context with which it aims to
interact and create an impact. Context provides information about the reality that
each policy aims to interact with. De Araujo and Filho (2001) referred to macro-
context and micro-context in health policy. Macro-context consists of political,
economic and social elements with reference to society as a whole, while the micro-
context consists of the political, economic and social elements of the health sector
of interest. Considering the aim and objectives of the present policy review, the
context separation is inbuilt as it compares policies from the state (macro-context)

and policies from the profession (micro-context).

e Process: The policymaking process is described as a series of decisions. Decision-
making includes a wide array of decisions such as which problems were significant
to address, which measures should be activated, when and how actions should take
place or with whom to operate (De Araujo and Filho, 2001). Alternatively, the
process category is related to problem recognition, policy formulation, policy

implementation and policy evaluation.

e Actors: This category refers to the agents of each policy. Any group of institutions,
organisations or individuals that are involved in policymaking can be considered as
actors (De Araujo and Filho, 2001). They are considered key determinants of policy

change that possess varying degrees of power.
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This selected approach describes a simplified model of a complex set of interrelationships
between its four main categories, enabling a holistic view of the policies under analysis.
Therefore, as De Araujo and Filho (2001) explained: “In practice these categories are linked

components of a complete phenomenon”.

2.3.2. Transparency framework used for the process category

For this thesis, the process category of the Walt and Gilson policy framework was investigated
with the aid of a transparency framework published by Sense about Science and supported by
the Institute for Government and Alliance for Useful Evidence (Sense about Science, 2016,
2018). Sense about Science is an independent charity that aims to reduce the misinterpretation
of evidence and science. One of their recent reports assessed the evidence used in policymaking
by scoring 96 policy documents from different UK government departments (including the
Department of Health and Social Care), aiming to assess how transparent they had been about
the decision making and evidence behind their policies. Practically, the underlying question
behind this framework is: “could someone outside government (and pharmacy organisations in
this case) see what you’re proposing to do and why?” (Sense about Science, 2018). Evidence is
important in the policymaking process as its better use is considered to improve decision making
(Parkhurst, 2017). Therefore, in this project, the policymaking process was analysed by making
use of an evidence transparency framework. This transparency framework was considered a
suitable approach to examine the process category as the areas examined are related to the
Walt and Gilson policy triangle, it does not require subject expertise, can be easily and
consistently applied and enables comparisons (Sense about Science, 2018). Being able to
identify and explore the sources used for policymaking can affect a policy’s impact. The adopted

framework explores the following areas:

o Diagnosis: the issue addressed in each policy, including what was known about it

and the sources from where that knowledge was derived.

e Proposal: the clarity of interventions aiming to address an objective, including the
intervention of choice, the presence of alternatives, the evidence that choices were

based on, how they were assessed, and any cost and benefit related assumptions.

e Implementation: the plans to make the intervention happen, including how they
were chosen, any evidence behind them and any cost and benefit related

assumptions.
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o Testing and evaluation: the plans for testing the policy efficiency including
measuring outcomes and any attempt for systematic and objective gathering of

information about a policy’s effect (e.g. timetables).

Based on this rationale, the four areas have been translated into elements that would facilitate
the practical application of the transparency framework to the policies included in the policy

review. These elements are described under Section 4.2.1.

2.4, Stakeholder mapping

Stakeholder analysis is “an approach, a tool or set of tools for generating knowledge about
actors, individuals and organisations, so as to understand their behaviour, intentions,
interrelations and interests; and for assessing the influence and resources they bring to bear on
decision-making or implementation processes” (Varvasovszky and Brugha, 2000). Stakeholder
analysis is alternatively known as stakeholder mapping (Franco-Trigo et al., 2017). It originates
from the fields of management, development, politics and health policy (Varvasovszky and
Brugha, 2000). The importance of stakeholders or actors in policymaking has been
acknowledged by many policy frameworks including the Walt and Gilson framework (Brugha
and Varvasovszky, 2000). Engaging with stakeholders is considered critical for strengthening the
research-policy interface (Hyder et al., 2010). Thus, stakeholder mapping was conducted as an
intermediate step to link the policy review and the subsequent interviews with stakeholders,

with the aim of adopting a thorough approach to stakeholder identification.

Stakeholder mapping is an advantageous process as it provides opportunities to gain useful
knowledge for future policy changes, explore solidarity among stakeholders and reveal potential
complexities of the research question at an early stage (Hyder et al., 2010; Franco-Trigo et al.,
2017; Franco-Trigo et al., 2019). It has recognised advantages for research related to community
pharmacy services. Participatory approaches that promote collaboration and include pharmacy
service planners, researchers and individual pharmacists are seen as fundamental for successful
implementation of pharmacy services and wider integration of pharmacists in the healthcare
system (Vozikis, Stavropoulou and Patrinos, 2015; Sabater-Hernandez et al., 2016). Additionally,
stakeholders’ involvement in health planning at the earliest possible timeframe has been
considered vital for a seamless translation of health service planning into practice and has been
inadequately described in health research (Franco-Trigo et al., 2017). The timely identification
and involvement of stakeholders in pharmacy service design processes is necessary, even when

it precedes the actual service design (Franco-Trigo et al., 2019). The involvement of a broad

53



stakeholder group that incorporates health, policy, community leaders, pharmacy and non-
pharmacy stakeholders, is considered fundamental for developing pharmacy services that

respond effectively to healthcare demands (Sabater-Hernandez et al., 2016).

Stakeholder mapping can be described as a three-step procedure that can be adjusted according
to the different stages, resources and purposes of each project (Brugha and Varvasovszky, 2000;
Varvasovszky and Brugha, 2000). The three steps of stakeholder mapping consist of: planning,
conducting and analysing. Firstly, preliminary work is essential for stakeholder mapping. This
planning step includes determining factors such as the purpose, scope, context, timeframe,
team involvement, researcher’s position and other practicalities. Planning is followed by
conducting the mapping of stakeholders which encompasses identifying the stakeholders and
assessing their position, interest and influence for the intervention in question (Varvasovszky
and McKee, 1998). Stakeholders can be considered as individuals or organisations that either
have an interest in the intervention in question, are affected by it, or have an influence on the
intervention due to their position (Varvasovszky and Brugha, 2000). Stakeholder identification
does not provide an ‘ideal’ list of stakeholders but rather reflects the situation at the time.
Stakeholders’ position refers to the extent to which they might support the intervention in
question; interest refers to the extent to which they might be willing to contribute to it and
influence refers to the extent to which they could create an impact on it. Lastly, stakeholder
mapping includes analysis where the results from the conducting step are integrated and
visualised using matrices, charts or maps. More details about that application of stakeholder

mapping in the present project are provided in Chapter Five.

2.5. Qualitative methodology

Qualitative research methods have been long used in the social sciences and unlike quantitative
research aim to answer questions that facilitate the understanding of meanings, experiences,
behaviours, attitudes, perceptions or the views of participants (Gilchrist and Engel, 1995; Pope
and Mays, 1995). Typically, they are used when researchers aim to either explore the “why” of
processes or actions or when they aim to understand “how” a subject is perceived (Rosenthal,
2016). The suitability of qualitative methods for developing effective health services has been
acknowledged, and their popularity is increasing (Smith, 1998; Rosenthal, 2016). Healthcare
includes complex human interactions which can be explored in detail using qualitative methods
(Pope and Mays, 1995; Anderson, 2010). Despite being time-consuming, challenging to
complete in a rigorous manner and very dependent on researchers’ skills, well-conducted

qualitative research enables in-detail examinations of an aspect and its findings can be
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transferrable to other settings (Anderson, 2010). Among other benefits, qualitative methods for
health services research are useful for exploring patients’ and professionals’ points of view on
the impact of policies (Pope and Mays, 1995). Additionally, qualitative methods are also useful
for policymakers as they often provide valuable information for policy implementation
(Anderson, 2010). Therefore, qualitative methods were considered suitable for this research

programme to explore different perspectives.

Document analysis was the selected qualitative method for exploring the representation of
community pharmacy in health policy in England. It is considered advantageous, as it is practical,
time and cost efficient and effective as policies are publicly available documents (Bowen, 2009).
It can support research either as a primary or supplementary method of data collection as it
provides background information to conceptualise a research project and enables the tracking
of changes and developments in society (Bowen, 2009). Document analysis has some
limitations, as some documents might not provide adequate details to answer research
guestions, might be difficult to access or include biased assumptions as they reflect the values

of the organisation that generating them (Bowen, 2009).

Semi-structured interviews and reconvened focus groups were the selected qualitative methods
for exploring the views of stakeholders and members of the public and are also the two most
commonly used methods in qualitative research (Pope and Mays, 1995; Anderson, 2010). Both
methods provide depth to research and enable participants’ voices to emerge, hence they are
important for healthcare service design, commissioning and pharmacy practice research in order
to achieve the improvement of health status and provide healthcare that is responsive to the
needs of the society (Smith, 1998; Barker, 2015). Semi-structured interviews were the method
selected to explore the views of a wide array of stakeholders and included flexible, open-ended
questions that are answered by the interviewees (Jamshed, 2014). They are considered a useful
method as they are compatible with different methods of data analysis and do not include many
logistical requirements, but require careful preparation and good interviewing skills from the

researcher (Willig, 2008).

Qualitative reconvened focus groups were the method selected to explore the views of
members of the public on how pharmaceutical care could be provided in 2030, as the third study
did not aim to focus on individual views, but on gaining a broader understanding of thoughts
and feelings by obtaining data generated through participants’ interaction. Focus group studies
originated in social and market research and are defined as a planned series of discussions
aiming to obtain perceptions about an area of interest in a permissive environment (Krueger
and Casey, 2015). Focus groups were considered as a useful method for providing knowledge
for pharmaceutical care practice (Bislew and Sorensen, 2003). Reconvened (or repeated) focus
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groups are an approach where participants meet more than once, with a time interval between
the sessions (Morgan, Fellows and Guevara, 2010; Krueger and Casey, 2015). This approach was
selected as it was considered beneficial to identify the initial views of participants, establish
rapport with them and then explore their thoughts after they had learned more about
community pharmacy. Previous systematic reviews have indicated low awareness about
community pharmacists and their services (Anderson, Blenkinsopp and Armstrong, 2004; Eades,
Ferguson and O’Carroll, 2011; Hindi, Schafheutle and Jacobs, 2018). Therefore, it was preferred
to provide some education, in order to obtain potentially more informed opinions. To facilitate
this learning, informative material about community pharmacy services was provided to

participants between the sessions.

2.5.1. Thematic analysis

Qualitative data were analysed using Thematic analysis (TA). TA was applied in all three studies
of this programme of research: analysis of content- and context-related data from the policy
review and analysis of transcripts from interviews and focus groups. TA is a method used for
identifying, organising, interpreting and reporting patterns within data in a systematic manner
(Braun and Clarke, 2006). According to Braun and Clarke’s more recent work, the patterns within
data (also known as themes) are key features of TA that share meanings and are united by
central ideas rather than summaries of commonly identified topics (Braun and Clarke, 2020). TA
appeared as a method in the 1970s but its more consistent use as a named method in the social
and health sciences occurred after 2006, when the seminal paper by Braun and Clarke was
published (Braun and Clarke, 2006, 2014). TA is a rigorous method and friendly to use for
researchers. It generally offers theoretical flexibility and can be applied to either essentialist or
constructivist approaches and also inductively and/or deductively (Braun and Clarke, 2006,
2019). The fact that it can highlight similarities and differences across a data set and concurrently
allow the generation of unanticipated insights is particularly useful for the whole programme of
research (Braun and Clarke, 2006). An additional reason for selecting TA was its suitability for
applied health research and qualitative research that aims to communicate findings outside
academia and inform the development of policies (Braun and Clarke, 2006, 2014). Despite the
criticism it has received, particularly about validity, many of TA’s limitations are related to the
quality of its implementation or inappropriate choices of research question (Braun and Clarke,
2014; Nowell et al., 2017). Overall, it has been widely used in health-oriented studies and is
considered a method that can accommodate the different needs of health and wellbeing

research when it is well-conducted (Braun and Clarke, 2014).
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Based on their most recent TA evaluations and reflections, Braun and Clarke renamed and
classified it into three variations: ‘coding reliability’, ‘codebook’ and ‘reflexive’ TA (Braun and
Clarke, 2019, 2020). Reflexive TA was used on every study. However, the version of TA applied
in the policy review includes elements of ‘codebook TA’ due to the use of the Walt and Gilson
policy framework and its philosophical roots in qualitative pragmatism. The analysis of the policy
review maintained the core values of reflexive TA as the researcher was central in producing
knowledge in a transparent way (Braun and Clarke, 2020). The refined, non-linear, six-phase
process of reflexive TA is described in Table 2.2 and was adopted throughout this project (Braun

and Clarke, 2006, 2020).

Table 2.2: The six-phase process of reflexive thematic analysis based on Braun and Clarke (2006, 2020)

Phase Description
1. Data familiarisation and Includes data transcription (if necessary), repeated reading
writing familiarisation notes of data and keeping notes of initial ideas
Systematic coding of interesting features across whole
dataset
3. Generating initial themes Development of potential themes by collating codes and
from coded and collated data | relevant data
Check that themes work across each coded extract and
across the data set, and create a thematic ‘map’ of the
analysis
Refining each theme’s specifics and overall story through
ongoing analysis and generating theme names and
definitions
Final analysis, selection of examples, production of a
scholarly report relating to the research question

2. Systematic data coding

4. Developing and reviewing
themes

5. Refining, defining and
naming themes

6. Writing the report

2.5.2. Qualitative content analysis

Qualitative content analysis (QCA) was applied in the analysis of the process and actors in the
policy review. QCA is a method used to describe the meaning of qualitative material
systematically, by assigning parts of the material to the categories of a coding frame (Schreier,
2012). The coding frame is a fundamental feature of QCA, as it includes the elements that
provide meaning to the analysis (i.e. the main categories and subcategories), providing structure
and clarity to the material examined (i.e. policy documents for this programme of research). It
can be considered as a “filter” for the data, whose complexity depends on the research question
(Schreier, 2012). Content analysis was developed in the 1940s, but QCA was observed as a
distinct method in the early 2000s (Schreier, 2012). It can be applied both inductively and
deductively (Elo and Kyngas, 2008). QCA is an advantageous method as it is systematic, as all
material is examined and classified where appropriate in the coding frame following the same

sequence of steps. It is also flexible as it allows the use of other theories and coding frames in
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the analysis, but also ensures it is driven by the data due to its continuous revision of the coding
frame (Elo and Kyngas, 2008; Schreier, 2012). Moreover, it helps to manage large datasets and
maintain focus on relevant, selected aspects when the material under analysis is rich, but its loss
of a holistic view of the material examined can be a limitation (Schreier, 2012). The flexibility it
provides was particularly useful as it allowed use of the policy triangle and the Sense About
Science transparency framework. The eight-phase process of QCA used is described in Table 2.3

(Schreier, 2012):

Table 2.3: The eight phases of qualitative content analysis based on Schreier (2012)

Phase Description

QCA works better with descriptive questions of comparative
nature (e.g. “How is a certain issue represented in a certain
type of source”)

QCA can be applied to a variety of verbal and visual materials
2. Select your material (e.g. interview or focus group transcripts, documents,
websites, advertisements, articles and more)

Usually includes several main categories, each with their own
set of subcategories. It requires a balance of adequately
abstract categories (to allow comparisons) which are also
adequately concrete (to maintain many specifics)

Includes dividing the material undergoing QCA to meaningful
units using either formal criteria (e.g. inherent structure of a

1. Decide on a research
question

3. Build on a coding frame

4. Divide material into units of

coding document) or thematic criteria (e.g. change of topic)

5. Try out the coding frame Includes a pilot phase where the coding frame is tested

6. Evaluate and modify the Based on the pilot phase, the coding frame is evaluated and
coding frame modified accordingly, in terms of the consistency and validity

Includes the assignment of all the material to the categories
of the coding frame, using its revised version.

8. Interpret and present When the main analysis is complete, the findings need to be
findings presented and interpreted in a meaningful way

7. Main analysis

The combination of QCA and reflexive TA was selected as both methods are compatible since
they both provide philosophical flexibility and also share common features (Braun and Clarke,
2019, 2020). Despite being separate methods, they had been used interchangeably in the past
(Vaismoradi, Turunen and Bondas, 2013). Their application to the policy review is based on a
clear rationale distinguishing their use on the grounds of semantic and latent content. Although
reflexive TA can be used for both types of content, QCA was considered more suitable for the
analysis of the policymaking process and actors as more quantifiable elements rather than
patterns within data were the areas of interest. In contrast, the more interpretive lens of
reflexive TA was more appropriate for exploring relationships between the content and its
interaction with the context from state and professional policies. Other commonly used
qualitative analysis approaches such as discourse analysis or grounded theory were not
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considered for this programme of research as they are not independent of theoretical and
epistemological approaches and also not appropriate for addressing the objective (e.g. discourse
analysis focuses on language) (Braun and Clarke, 2006). Framework analysis was considered for
this programme of research as it belongs to the same broad family of methods as reflexive TA
and QCA, is theoretically compatible, shares common features with them and is also related to
policy research (Gale et al., 2013). However, its unique feature of managing summarised data
was considered to add unnecessary complexity, and the required depth of analysis for each

study’s data set was considered adequately provided by reflexive TA.

2.6. Research philosophy

Research philosophy includes a system of beliefs and assumptions. The assumptions considered
include ontology (i.e. assumptions about reality), epistemology (i.e. assumptions about the
knowledge of this reality) and axiology (i.e. assumptions about values associated with
knowledge) (Saunders, Lewis and Thornhill, 2019). Moreover, research philosophy encompasses
philosophical paradigms such as positivism, realism, interpretivism, postmodernism and
pragmatism. It has been suggested that pharmacy practice research operates in a complex
system where research philosophy should be explained more clearly (Gray, Smit and Seneque,
1999). A more recent commentary reiterated its importance and outlined research philosophy
for pharmacy practice research (Winit-Watjana, 2016). The paradigms that were considered
relevant for pharmacy practice research were positivism, postpositivism, interpretivism and

pragmatism.

2.6.1. Philosophical assumptions in relation to philosophical paradigms

Ontology is concerned with what constitutes reality and describes how the researcher views the
world (Guba and Lincoln, 1994). From a positivist perspective, there is one true reality that can
be observed. This reality exists and is driven by natural laws (Guba and Lincoln, 1994; Winit-
Watjana, 2016). Postpositivism acquires a similar ontology where reality exists, however
acknowledges that it cannot be fully understood by human intellectuality and some degree of
critical examination is needed to achieve the best possible levels of understanding (Guba and
Lincoln, 1994; Winit-Watjana, 2016). On the contrary, from an interpretivist perspective, reality
is more complex and can have multiple meanings as it is constructed through social interactions
and experiences (Guba and Lincoln, 1994; Winit-Watjana, 2016). For pragmatists, realities are
related to the practical effects of ideas (Winit-Watjana, 2016; Saunders, Lewis and Thornhill,

2019). Realities can be multiple and are a result of practical ideas and complex processes. The
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concept of objectivism and subjectivism is also relevant with the realities of philosophical
paradigms. From an objectivist point of view, reality is external to social actors, cannot be
influenced by them and hence it is more closely related to positivist assumptions (Saunders,
Lewis and Thornhill, 2019). However, from a subjectivist point of view, reality is constructed by
the perceptions and actions of social actors, hence is more closely related to interpretivist
assumptions (Saunders, Lewis and Thornhill, 2019). The objectivist-subjectivist distinction is not
the area of focus for pragmatism where variations within the spectrum of objectivism and

subjectivism are accepted (Saunders, Lewis and Thornhill, 2019).

Epistemology is concerned with what constitutes knowledge (Saunders, Lewis and Thornhill,
2019). Quantitative research methods are mostly deriving from positivist epistemological
assumptions that objective facts provide high-quality scientific evidence (Guba and Lincoln,
1994; Saunders, Lewis, and Thornhill, 2019). Acceptable knowledge for positivist paradigms can
include scientific, measurable facts or causal explanations and are related to the natural
sciences. Similarly, in postpositivism objectivity continues to be fundamental and knowledge can
derive from confirming or rejecting previous knowledge, scientific facts and validations (Guba
and Lincoln, 1994). In contrast, acceptable knowledge for interpretivist paradigms includes more
subjectivism and derives from perceptions, stories or interpretations (Saunders, Lewis and
Thornhill, 2019). Pragmatism’s epistemology focuses on the practical meaning of knowledge

such as applying theories that can be used to solve problems or enable further actions.

Axiology is another research philosophy assumption that includes the role of the researcher’s
values in research (Saunders, Lewis and Thornhill, 2019). Axiology is reflected in decisions about
data collection and data analysis (Winit-Watjana, 2016). Positivists exclude the influence of
researchers, considering them independent and research as value-free (i.e. no influence from
researchers; researchers are objective), while postpositivists view research as ‘value-laden’ (i.e.
researchers influence the research to some extent, but research biases are acknowledged and
attempts are made to control them; researchers as objective as possible) (Winit-Watjana, 2016;
Saunders, Lewis and Thornhill, 2019). Interpretivists can utilise value-laden research, however
interpretivist research is mostly value-bound where researchers are directly involved through
data interpretation which is key to their contribution in research (Winit-Watjana, 2016;
Saunders, Lewis and Thornhill, 2019). Pragmatism also acknowledges researchers’ influence on
the data and can be value-driven (i.e. research initiated and sustained by researcher’s doubts

with variations to how objective and subjective it can be) (Saunders, Lewis and Thornhill, 2019).
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2.6.2. Philosophical assumptions of this programme of research

Philosophically, this programme of research can be considered a pragmatic version of
interpretivism (Table 2.4). There is influence from interpretivism as it includes solely qualitative
methods of analysis which are related to subjectivism and knowledge is derived from exploring
the views of individuals. Additionally, the influence of interpretivism is evident axiologically in
the personal interaction when collecting data from stakeholders and members of the public.
Apart from interpretivism, this programme of research was also significantly influenced by
pragmatism. Pragmatism is usually linked with mixed method studies, (which combine
quantitative and qualitative methods), which was not the case for this programme of research
(Johnson and Onwuegbuzie, 2004; Feilzer, 2009; Bishop, 2015). The present programme of
research is influenced by pragmatism because policy analysis is based on pragmatic rationales
as it is utilised to solve practical problems (Dunn, 2016). Pragmatism was relevant to this
programme of research as it attempts to contribute to the practical problem of the evolution of
the role of community pharmacy and combines multiple views, emphasising people’s

experiences to create an impact to society.
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Table 2.4: The research paradigms, philosophies, techniques and procedures

research

Study

1. Policy
review

2. Interviews
with
stakeholders

3. Focus
groups with
members of

the public

Research
paradigm

Pragmatism

Interpretivism

Interpretivism

Philosophical realms

Ontology: Aspects related to the
representation of community
pharmacy in policy

Epistemology: Knowledge of these
aspects through comparison of state
and professional policy documents

Axiology: value-bound to some extent
Ontology: Aspects related to the
development of pharmaceutical care
in the community

Epistemology: Knowledge of these
aspects through the views of multiple
stakeholders

Axiology: value-bound to some extent
Ontology: Aspects related to the
development of pharmaceutical care
in the community

Epistemology: Knowledge of these
aspects through the views of members

of the public

Axiology: value-bound to some extent

of this programme of

Techniques and
procedures

Document analysis
using reflexive
thematic analysis
(with elements of
codebook analysis)
and qualitative
content analysis

Semi-structured
interviews using
reflexive thematic
analysis

Focus groups using
reflexive thematic
analysis

The next four chapters will describe the methods and the findings of the studies outlined in Table
4.
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CHAPTER THREE: The content of policies relevant to community

pharmacy in England

3.1. Introduction
3.1.1. Chapter outline

A policy review examining policies from the state and pharmacy organisations was undertaken
in order to meet the objective 1 of the PhD, a policy review exploring how community pharmacy
is represented in state and professional health policies. Due to the volume and complexity of
the data generated, the findings are presented in two chapters. This chapter focuses on policy
content. Analysis of the context, process and actors of these policies is described in Chapter
Four. The current chapter includes descriptions of previous policy analyses related to community
pharmacy services (Section 3.1.2), the policy search strategy, eligibility and management of the
policy content data (Section 3.2), the characteristics of included policies and their content
(Section 3.3) and discussion of areas of convergence, divergence, continuity in policy

developments and considerations for policy implementation (Section 3.4).

3.1.2. Previous policy studies related to community pharmacy services

There are limited previous studies related to policy analysis and community pharmacy services.
Between 2006-2017, 15 policy studies of community pharmacy services from 10 countries were
identified (Table 3.1). For six of them, policy analysis was the main objective (Jesson and Bissell,
2006; Paudyal et al., 2011; Mossialos et al., 2015; Romain, Kohler and Young, 2015; Barragan et
al., 2017; MacLure and Stewart, 2017) and for the remaining nine, policy analysis was only one
among other objectives (Noyce, 2007; Sodergard, 2008; Aslani and Krass, 2009; Fikri-Benbrahim
et al., 2009; Haugbglle and Herborg, 2009; Schneider et al., 2009; Bell, Enlund and Vainio, 2010;
Clifford et al., 2010; Rickles et al., 2010). Policy studies recognised the importance of financial
arrangements for the remuneration of cognitive pharmacy services (Schneider et al., 2009;
Clifford et al., 2010; Schneider and Aslani, 2010; Romain, Kohler and Young, 2015; Barragan et
al., 2017) and the need for more research to investigate gaps between policy and practice
(Schneider and Aslani, 2010; Paudyal et al., 2011; MacLure and Stewart, 2017). The studies
reviewed different aspects of policy related to community pharmacy services and were

conducted in different countries and healthcare systems.
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As described in Chapter One, the UK was considered to be in an advantageous position regarding
policy and community pharmacy services compared to other countries (Section 1.8). Particularly
in England, the legislative changes, the three-tier pharmacy contract and the existing
reimbursement mechanisms for non-dispensing community pharmacy services constitute an
enabling environment for policy developments that aim to expand the community pharmacist’s
role (Noyce, 2007; Clifford et al., 2010; Schneider and Aslani, 2010; Mossialos et al., 2015). Gaps
were identified in existing policies in terms of the inclusion of humanistic outcomes, quality
management, better community pharmacy integration in primary care and public health (Jesson

and Bissell, 2006; Noyce, 2007; Paudyal et al., 2011; Mossialos et al., 2015).

A general observation about the methods of these 15 studies was that policy identification and
clarity of methods varied. Some studies did not provide information related to how they
identified the policies included in their reviews (Noyce, 2007; Aslani and Krass, 2009; Schneider
et al., 2009; Romain, Kohler and Young, 2015). The remaining studies referred to either national,
regional or professional websites or archives, consulted key informants or were based on
authors’ professional experience. It should be noted that only one review provided with clarity
the number and titles of policy documents they examined (MacLure and Stewart, 2017).
Additionally, some studies did not have a clearly distinguished method section (Jesson and
Bissell, 2006; Noyce, 2007) while others did not include any policy information in their method
sections (Sodergard, 2008; Aslani and Krass, 2009). Most studies provided a narrative of policy
developments and events (Noyce, 2007; Sodergard, 2008; Aslani and Krass, 2009; Fikri-
Benbrahim et al., 2009; Haugbglle and Herborg, 2009; Schneider et al., 2009; Clifford et al., 2010;
Rickles et al., 2010). Recent studies followed a more structured methodology by including more
details related to the approach or framework used and how they analysed data deriving from
policies. It should be highlighted that a framework was used in the first study by Jesson and
Bissell (2006), which may be explained as the authors were sociologists, thus potentially more

familiar with the use of frameworks for research.

Analysis of these studies reveals that there is no recent comprehensive review of general
community pharmacy policy in England. Such a policy review might be useful, as previous
research has identified both a variety of strategies and visions for the community pharmacy
sector, but also a lack of policy evaluation studies in developed and developing countries
(Mossialos, Naci and Courtin, 2013; Hermansyah, Sainsbury and Krass, 2018). The expansion of
community pharmacists’ role had not always been supported by policy-relevant evidence
(Mossialos et al., 2015) while a lack of information for intercountry comparisons of policy
interventions has also been observed (Scahill, Atif and Babar, 2017). Therefore, this policy

review aims to address this knowledge gap by exploring the extent to which community
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pharmacy is represented in health policy. Such policies may be produced by both state and
pharmacy organisations. As these bodies might have different objectives, the comparison of
these two policy types might lead to meaningful inferences (as it did in the work of Fikri-
Benbrahim et al. (2009) discussed above) and so this is also considered in this policy review.
Fikri-Benbrahim et al. (2009) identified that there were professional policies related to non-

adherence but no national policies on this topic.
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Table 3.1: Summary of previous community pharmacy services-related policy studies

Author(s)
Country Study aim Policy-related findings
and year
Review of key pharmacy relevant policies, , . - .
o . Pharmacy’s agenda remained very medicines-focused regarding
1. Jesson and aiming to develop a public health strategy . o - .
UK for the pharmacy profession through public health. Focus was maintained on providing services for the

Bissell, 2006 P yp & NHS in a corporatised environment rather that greater contribution

critical assessment of pharmacy’s

. to humanistic outcomes such as health inequalities.
response to the public health agenda.

Description of community pharmacy
patient service provision in the UK (focus
on England), aiming to explore research
2. Noyce, 2007 UK evidence and policy developments for
enhancing community pharmacy’s
contribution to primary care and public

Important policy drivers for expanding community pharmacists’ role
in primary care include legislative changes and the newly proposed
pharmacy contract. Challenges such as integration in primary care
and quality management should be overcome.

health.
3. Sodergard, Identification of practice, education and Identified no national policies related to non-adherence but some
5008 Sweden research of pharmacists regarding promising initiatives from multidisciplinary projects regarding raising
medication adherence to treatment. awareness for medication adherence.
4. Aslani and Description of education, research, Significant activity in producing national drug policies related to
Australia practice and policy developments related quality use of medicines. Medication adherence was a recognised
Krass, 2009 to medication adherence, focusing on community pharmacist activity and government policy was
community pharmacists. supportive of role expansion.
National policies were starting to meet needs of chronic disease
5. Schneider et _ Description of a decade of developments E:ixgjisZﬁEEZOdUCIng pharmacy cognitive services and their
al, 2009 Switzerland i education, research, practice and '

policy related to medication adherence.
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6. Firkri-

Review covering key aspects of
community pharmacists’ role in

Identified no national policies related to non-adherence but role was
recognised by professional policies. Local collaborative initiatives

Benbrahim et Spain medication adherence through describin
. 8 . 8 described were important contributions towards the development
al 2009 a decade of developments in education, .
’ . . of government non-adherence strategies.
practice, research and policy.
7. Haugbolle Description of community pharmac
initiatif)/es related to med\iICZtion ¥ Identified no official medication non-adherence policies but it was a
and Herborg, Denmark ) i key topic included in strategies for chronic conditions. Adherence
adherence practice, education and o .
2009 initiatives were expected to continue.
research.
Description of education, research, . . . —
. . P . Identified adherence policies and enabling legislation changes (e.g.
8. Rickles et al, practice, and policy developments related L SRS
USA . . . technology and optimising outcomes service initiation). State
to community pharmacists’ interventions . ; .
2010 . . - support by pharmacist reimbursement for providing adherence
that aim to improve medication L .
activities to patients.
adherence.
Narrative review aiming to identify and
9. Clifford et describe the current national policies and  Current policies, reimbursement and service development were
al 2010 England guidelines, education development and viewed as a conducive environment required for expanding
’ research related to community pharmacy pharmacists’ involvement in medication adherence.
and medication adherence.
10. Bell, Description of community pharmacy
Enlund and Finland education, research, practice and policy National policies recognised importance of medication adherence.
o developments related to medication More emphasis expected in upcoming policies.
Vainio, 2010 adherence since the year 2000.
Review aiming to provide a historical Identified a lack of reviews on health policies in the context of
11. Paudyal et perspective of key events and evolution pharmacy assisted self-care. Need for research to address gaps
UK

al, 2011

of UK health policies regarding self-care
of minor ailments through community
pharmacies.

between policy and practice. Long-term economic and humanistic
outcomes should advise future policy needs for pharmacy assisted
minor ailment services.
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England,

Scotland,
12. Mossialos
Netherlands,

Cross-national comparative review of
strategies that expand the role of
community pharmacists, aiming to
understand the emergence of policy

Recognised that community pharmacists were under-utilised, but
future policies should emphasise their effective integration into

et al, 2015 changes related to expanding primary care. England had provided initiatives to equip community
USA, Canada, oharmacists’ role and contribution o pharmacists’ for a role beyond medicines supply.
Australia chronic disease management.
13. Romain Qualitative study aiming to examine how Identified issues to be addressed in future policy development for
existin harmaZeutica;gadministration serving local patient needs, such as tackling financial responsibilities
Kohler and Canada and disgtrﬁbution olicies and practices for pharmaceuticals, losses due to unclaimed medications,
. ) P . P appropriate distribution of retail products and balancing risks due to
Young, 2015 impact patient care in a remote area. . ) o
lack of policies for safe disposal of controlled medications.
A three-part needs assessment (focus on
Los Angeles) including context scan of . . N . . .
. & ) . & Identified supportive legislation, strategies and political will for
14. Barragan regional policies and efforts, a
' 8 8 P " - advancing pharmacist-led medication management but lack of
USA stakeholder survey and a public opinion
et al, 2017 . y . p . b infrastructure such as appropriate reimbursement mechanism is a
internet panel survey aiming to improve
. key barrier.
hypertension management through ¥
pharmacist-led interventions.
15. Maclure Policy analysis aiming to describe the Described unanimous emphasis on supporting the role of the
policy and strategy-driven use of e-health  pharmacy team through e-health technology and that future
and Stewart Scotland

2017

in an evolving pharmacy practice
landscape.

research should focus on identifying cohesion between policy and
implementation.
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3.1.3. Aims and objectives

The aim of this policy review was to explore the representation of community pharmacy in

health policy in England since 2008.

The objectives of this review (based on the Walt and Gilson policy framework) were to:
1. compare the content of policies produced by the state and professional sectors.

2. explore the changing context of policymaking for community pharmacy.

3. examine the transparency of evidence use during the policymaking process.

4. identify the actors involved in policymaking.

The present chapter describes the work required to meet objective 1, objectives 2 to 4 are

described in Chapter Four.
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3.2. Methods

3.2.1. Search strategy

A wide range of sources of information was searched for policies published between April 2008
and July 2017, including organisational websites; relevant policy timelines; and a pharmacy news

platform.

There was no uniformity across the sources of information searched, as each had a unique
structure. However, similar steps were followed for every source of information where
applicable. Initially relevant sections of every website were searched (e.g. “publications”,
“policies”, or “resources”) and policy documents potentially eligible for inclusion were noted.
Secondly, a step of free text searching was applied. Terms such as “policy” and/or “community
pharmacy”, “community pharmacist” were used in search text boxes. When available,
chronological, geographical and status filters were applied according to inclusion criteria for
more targeted document identification. The number of documents described and presented is

the result of combining both approaches for each source.

Organisational websites

Websites of institutions and organisations that were considered to represent the state and
pharmacy profession were searched. These sites were agreed between the researcher and
supervisory team. The main negotiators that share responsibility for the community pharmacy
contractual framework are the Department of Health and Social Care and NHS England, thus

these were the institutions of choice representing the state (Section 1.4).

Pharmacy is a very diverse profession, and this is evident from the variety of organisations that
represent pharmacists in the UK (Connelly, 2017). There are 17 organisations that represent the
pharmacy profession based on Connelly (2017) (Table 3.2). The stated purpose of each
organisation, as described on their official website, was reviewed to identify three important
characteristics: whether its members potentially include community pharmacists, if the
organisation represents community pharmacists and if they refer to England geographically. All
three of these characteristics applied to seven organisations (marked in green on Table 2), which
were thus suitable information sources for this review. Four of these organisations selected did
not provide publicly available publications from their websites, thus the Royal Pharmaceutical
Society (RPS), Pharmaceutical Services Negotiating Committee (PSNC) and Pharmacy Voice (PV)

were included as the professional bodies that represent community pharmacy.
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Table 3.2: Pharmacy organisations in the UK and the criteria for their inclusion as policy sources for this
review (shaded rows indicate the organisations included)

Organisations

1. Pharmaceutical Services
Negotiating Committee
(PSNC)

2. Royal Pharmaceutical
Society (RPS)

3. Boots Pharmacists’
Association (BPA)

4. Pharmacy Voice (PV)

5. National Pharmacy
Association (NPA)

6. Company Chemists’
Association (CCA)

7. Association of Independent
Multiple Pharmacies (AIMp)
8. Guild of Healthcare
Pharmacists (GHP)

9. Academy of
Pharmaceutical Sciences
(APS)

10. Pharmacists’ Defence
Association (PDA)

11. Primary Care Pharmacy
Association (PCPA)

12. Primary and Community
Care Pharmacy Network
(PCPN)

13. Community Pharmacy
Wales (CPW)

14. Community Pharmacy
Scotland (CPS)

15. Community Pharmacy
Northern Ireland (CPNI)

16. British Pharmaceutical
Students’ Association (BPSA)

17. Association of British
Pharmaceutical Industry
(ABPI)

Policy timelines

Members

11,700
pharmacies

Over
46,000
1,646

App.11,000

pharmacies

App.6,500

pharmacies

Over 6,500

pharmacies
132

4,483

350

Over
26,000
2,470

230

717
pharmacies
1,253
pharmacies
Not
disclosed
15,000

Over 150

Year

established

1946

1841

1973

2010

1921

1898

2002

1923

2001

2003

1999

1986

1948

1912

1948

1942

1891

Members
include
community
pharmacist

s
v

Represents Covers
community = England
pharmacy

v v
v v
v v
v v
v v
v v
v v
« v
« v
« v
« v
« v
v X
v X
v X
X v
X v

Two interactive online policy timelines from independent charities were examined. The “Policy

Navigator” available from The Health Foundation (navigator.health.org.uk), aimed to describe

the development of the current health policy landscape and inform future implementation,

focusing primarily on developments in England and domestic policy. Links to open-access,

electronic sources were provided where available. Policies had been classified within six
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different timelines or themes. “Hospitals and Healthcare Providers” and “Public Health” were
considered the most relevant timelines for community pharmacy. Additionally, a policy timeline
from the Nuffield Trust provided information about the history of NHS reforms. This timeline
demonstrated significant events and documents that had shaped the NHS through the years

(nhstimeline.nuffieldtrust.org.uk).
Pharmacy news platform

The Pharmaceutical Journal is a platform that aims to inform pharmacists about the latest
advances in pharmacy practice (pharmaceutical-journal.com). Relevant news from this platform
could lead to policy identification. Its list of categories included relevant subjects (e.g. policy and
politics, public health, pharmacy practice, health and care policy, community pharmacy and its
services). Additional approaches for policy identification included cross-checking the reference
lists of a published literature review from the RPS and a report from the Nuffield trust (“New
models of pharmacy: what is emerging and what is possible” (2013), “Now more than ever: why
pharmacy needs to act”, 2014). Both studies provided information for a time-relevant health
policy context. News updates from relevant organisations (e.g. PSNC, NICE, RPS and the

Pharmaceutical Journal) enabled newly published policy documents to be identified.

3.2.2. Eligibility criteria
Documents were eligible for inclusion if:

1. They fulfilled the definition of a health policy (Section 1.8);

2. Their content was specifically related to community pharmacy, or considered strategic
plans and directions for the future of general healthcare provision;

3. They were published after April 2008 (i.e. after the publication of the seminal policy,
Pharmacy in England: Building on Strengths, Delivering the Future, (Department of
Health and Social Care, 2008)

4. They were England-specific.

Documents were excluded if their content focused on a specific, non-community pharmacy
aspect of healthcare (e.g. technology, finance or pharmaceuticals) or focused mainly on a non-

primary care sector of healthcare.
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3.2.3. Policy selection

Potential policy documents were screened against the eligibility criteria by the researcher. The
number of excluded documents and reasons for this were recorded. Documents that were
identified when applying the search strategy were screened by their title and accompanying
documents or introductory sections. Given the nature of the sources, the identification of the
policy documents and screening step of title and abstract were conducted concurrently to make
searching more feasible. Each policy’s accompanying document on its source of identification,

summary, forword or introductory section acted as an abstract equivalent.

3.2.4. Data extraction

Data from each policy were extracted into spreadsheets to reflect the four categories of the
Walt and Gilson policy triangle and maintain consistency (Section 2.3). Data extraction was
conducted by the researcher and checked by the supervisory team. Each spreadsheet included
an “identity box” with useful information about each policy (i.e. full title, link to the actual
document, date of publication, total number of pages, total word count, and the links to relevant
accompanying documents such as impact assessments). Each spreadsheet had the following
columns: ‘data extraction’ category including each policy’s aims and objectives, substantive
sections, challenges addressed, and recommendations; ‘policy excerpt’ including verbatim
policy sections relevant to each data extraction category; ‘open coding’ including the codes
allocated to each policy excerpt during analysis (see below) and ‘notes’ for additional relevant

information and researcher’s observations.

3.2.5. Policy content data analysis

Data relating to policy content were analysed using reflexive TA, with elements of codebook TA
(Section 2.5.1). Data analysis was conducted both deductively due to the use of the policy
triangle framework, but also inductively as codes and themes were developed based on data
from the policies. The six-phase process (Section 2.5.1) was followed (Braun and Clarke, 2006,

2020).

Initially, data immersion was achieved by repeated active reading of each policy in their entirety,
multiple times, in various timeframes to enhance the researcher’s understanding of each policy
whilst noting initial observations and ideas (“data familiarisation”). For “systematic data coding”
relevant policy excerpts were inserted on the relevant column of each spreadsheet and a

descriptive code was allocated by the researcher. Where possible, exact words from the policy
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excerpt were included in the codes to facilitate accurate description. The entire policy was
included in the coding process and every section was examined as thoroughly as possible. Coding
was an iterative phase. Policy excerpts that described more than one concept were allocated
multiple codes. Coding was conducted by the researcher and checked by the supervisory team.
There were some frequently encountered codes that facilitated the “generating initial themes
from coded and collated data” phase. Due to the large number of codes, each spreadsheet was
imported to qualitative data analysis software (NVivo version 12) to facilitate the visualisation
of data, hence the management of themes. Similar codes were grouped together under a main
idea, generating themes and subthemes. The frequency of similar codes was considered, but
theme generation was mainly based on the relevance to the exploration of policy content. In
the next phase, “developing and reviewing themes”, themes were checked iteratively for
cohesiveness. Theme development was facilitated by the creation of thematic maps (a map for
challenges and a map for recommendations was created for each policy). Coding refinement
was also undertaken concurrently where needed. Codes from a ‘miscellaneous’ theme were
allocated to other themes as much as possible. During “refining, defining and naming themes”,
themes achieved their final form by adding definitions. Theme and subtheme generation,
development and refining were discussed and agreed in supervisory team meetings. In the last

phase of analysis the findings and interpretations of data were written (“writing the report”).

The analysis of policy context, process and actors is described in Chapter Four.

3.2.6. Ethical approval

No ethical approval was required for this study, as policies are publicly available documents.
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3.3. Results

3.3.1. Selected policies and their characteristics

Figure 3.1 is a flow diagram illustrating the steps followed to include relevant policies. In total,

25 policies were included, 18 from the state and seven from the pharmacy profession.

Total number of records identified Records excluded
(n=444) (n=338)
c
'% DHSC and NHSE websites: DHSC and NHSE websites:
é n=151+75=226 L ]| n=124+71=195
'E RPS, PSNC and PV websites: RPS, PSNC and PV websites:
_g n=46+51+8=105 n=35+43+6=384
= Policy timelines: n=51 Policy timelines: n=38
Pharmacy news platform: n=62 Pharmacy news platform: n=21
— Total number of records eligible for Duplicate records
inclusion after screening (n=81)
(n=106)
= DHSC and NHSE websites: n=17
'E DHSC and MHSE websites: n=2449=31 |———| RPS, PSNC and PV websites: n=1
ﬁ RPS, PSNC and PV websites: Policy timelines: n=6
A n=11+8+2=21 Pharmacy news platform: n=29
Policy timelines: n=13
Pharmacy news platform: n=41 Duplicate records removed across
— information sources: n=28
S
o
o Records included in policy review
< (n=25)
=
| —

Figure 3.1: Flow diagram of policy selection

The documents in this final selection are listed chronologically and referenced numerically
(Table 3.3). The ID number allocated to each policy document will be used to refer to it

throughout this chapter.
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Table 3.3: Policy documents included in policy review (blue colour refers to the state and green to
pharmacy profession)

ID . A . .
Number Title Publication date Policy origin
$-08-1 Pha.rma?cy in England: Building on strengths - April 2008 State
Delivering the future
5-08-2 ngh Quiality Care for All - NHS next stage review June 2008 State
final report
s.10-3  Equity and Excellence: Liberating the NHS July 2010 State
$-10-4 HeaITchy lees,_ Healthy People: Our strategy for November 2010 State
public health in England
P-11-5 Community Pharmacy - A blueprint for better February 2011 Pharmacy Profession
health
The Mandate: A mandate from the Government
S-12-6  to the NHS Commissioning Board: April 2013 to  November 2012 State
March 2015
P-13-7 The V|5|9n for NHS Co.mmunlty Pharmacies - The August 2013 Pharmacy Profession
path to improved patient care
A Mandate from Government to NHS England
S-13-8 9014-2015 November 2013 State
High quality care for all, now and for future
$-13-9 generations: Tran.sfor.mlng urgent  and November 2013 State
emergency care services in England - Urgent and
Emergency Care Review End of Phase 1 Report
P-13-10 Now or never: Shaping pharmacy for the future November 2013 Pharmacy Profession
$-14-11 Transformmg Primary Care: Safe, Proactlve, April 2014 State
personalised care for those who need it most
| i h h
P-14-12 mproving urgent and.emergency care throug September 2014 Pharmacy Profession
better use of pharmacists
S-14-13  NHS Five Year Forward View (5YFV) October 2014 State
$-14-14 Com.mumty Pl.wgrmacy-helplng prow.de better November 2014 State
quality and resilient urgent care (Version 2)
$-14-15 The Government's Mandate to NHS England December 2014 State
2015-16
$-15-16 Quick Guu?e: Extending the role of community November 2015 State
pharmacy in urgent care
$-15-17 The Government’s mandate to NHS England for December 2015 State
2016-17
S-16-18 General Practice Forward View April 2016 State
P-16-19 Community Pharmacy Forward View August 2016 Pharmacy Profession
$-16-20 C(?mmunlty pharmacy in 2016-2017 and beyond October 2016 State
(Final Package)
P-16-21 Imprq\{lng care for people with Long Term November 2016 Pharmacy Professior
Conditions
S$-16-22  Community Pharmacy Clinical Services Review December 2016 State
P-17-23 Com.muplty Pharmacy Forward View Part Il- January 2017  Pharmacy Profession
Making it happen
$-17-24 The Government's Mandate to NHS England for March 2017 State
2017-18
S-17-25 Next Steps on the NHS Five Year Forward View March 2017 State
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3.3.2. Findings from the content comparison of stare and professional policies

Three overarching themes were generated by the analysis: improving capacity and capability,
managing chronic conditions and providing high quality healthcare services (Table 3.4). Each
theme included the subthemes illustrated in Table 3.4. Theme definitions are provided at the

beginning of each theme.

Table 3.4: Themes and subthemes developed from codebook thematic analysis of policy content
Themes Subthemes

Healthcare workforce
Behaviour and collaborations
Improving capacity and capability Utilising technology
Building an inquiry-driven culture
Transforming urgent care
Long-term conditions and medicine use
Managing chronic conditions Providing care for cancer
Providing care for mental health
Service commissioning
Providing high quality healthcare services Service provision
Quality in healthcare

3.3.2.1. Theme: Improving capacity and capability

This theme described the NHS and community pharmacy as organisations by defining resources
required for their optimal performance. It included human, information and intellectual
resources and strategic behaviour and networking. This wider theme contained findings from
five subthemes: healthcare workforce, behaviour and collaborations, utilising technology,

building an inquiry-driven culture and transforming urgent care.

Each subtheme description below is followed by an overview table summarising its key findings
of the challenges addressed and recommendations identified. The left column describes
statements identified from state policies only, while the right column from the profession

policies. The statements bridging both columns were common to the two policy types.

3.3.2.1.1. Subtheme: Healthcare workforce

This subtheme was drawn from 21 policy documents; 15 from the state (S-08-1, S-08-2, S-10-3,
S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-14, S-15-16, S-16-18, S-16-20, S-16-22, S-
17-25) and six from pharmacy profession (P-11-5, P-13-10, P-14-12, P-16-19, P-16-21, P-17-23).
Both policy types recognised some common challenges which included recognising the historical

ineffective use of the workforce in healthcare provision (P-13-10, S-14-13) and emphasising the
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underuse of community pharmacists (S-08-1, P-11-5, S-13-9, P-13-10, P-14-12, S-14-14, S-16-18,
P-16-19, P-16-21, S-16-22). Similarly, both policy types described an oversupply or an expected
increase in pharmacy graduates (P-13-10, S-16-22).

“Community pharmacies are an under-used resource: many are now open 100 hours a
week with a qualified pharmacist on hand to advise on minor illnesses, medication
queries and other problems. We can capitalise on the untapped potential, and
convenience, that greater utilisation of the skills and expertise of the pharmacy

workforce can offer.”

5-14-14

Additionally, state policies identified more workforce-related challenges including an imbalance
between increasing healthcare demand and staff growth (S-14-13, S-16-18, S-17-25), the need
to improve national training and education to meet patient demands (S-08-2) and maintain
health and well-being by supporting healthcare professionals at their workplace (5-08-1, S-08-2,
S-12-6, S-13-8). State policies described inadequate opportunities for flexible working and

uncertainty about the maintenance of international healthcare staff numbers (S-17-25).

Future recommendations from state policies referred to more effective use of the current
workforce in healthcare provision (S-08-1, S-08-2, S-10-4, S-13-9, S-16-18, S-16-20), including
community pharmacists (5-08-1, S-10-4, S-13-9, S-16-18, S-16-20). There were
recommendations for involving community pharmacy in new healthcare plans and models of
care (S-08-1, S-16-20) and utilising the skills, expertise and accessibility of community
pharmacists for public health and urgent and emergency care (S-10-4, S-13-9). Profession
policies were also responsive to this, as utilising the sector’s skills particularly for releasing

capacity in primary care was recommended (P-11-5, P-13-10).

There were also recommendations for healthcare staff levels (S-08-1, S-08-2, S-10-4, S-13-9, S-
14-11, S-16-18, S-16-22, S-17-25). State policies recommended increasing healthcare
professional numbers by enabling more people to work (S-10-4) and promoting employment in
the primary care workforce (S-14-11, S-16-18), GP workforce (S-08-2, S-16-18, S-17-25) and
cancer and mental health workforce (5-17-25). Staff level recommendations about pharmacy
included an increase in the pharmacy workforce due to demand (S-08-1) and an investment in
clinical pharmacist employment (S-16-18, S-17-25). Both types of policies recommended
developments in the role of pharmacy technicians (S-08-1, P-11-5, P-13-10, S-16-22, P-17-23).
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Moreover, recommendations referred to providing training for the healthcare workforce in
general (S-14-11, S-16-18), including commitment to creating a well-trained workforce (S-08-2,
S-10-4, S-16-18), encouraging autonomy, leadership programmes and personal development (S-
08-2, S-10-3). Training recommendations were mostly targeted to GPs (S-14-11, S-16-18) and
nurses (S-14-11, S-16-18, S-17-25). State policies recommended training support for community
pharmacists and pharmacy staff where appropriate (5-08-1, S-16-22) and encouraged
continuous professional development for community pharmacists (S-08-1). Empowering the
community pharmacy workforce to develop its skills was also mentioned in a professional policy
(P-16-19). State policies provided some more specific recommendations for community
pharmacists such as an education programme for urgent and emergency care (S-15-16, S-16-

20).

“In addition to the urgent care work streams, this will include a workforce development
package for community pharmacy professional teams, deployment of pharmacy teams
into care homes, and development of the pharmacist role in integrated urgent care

clinical hubs, such as NHS 111.”

S-16-20

Recommendations for training not only related to qualified healthcare professionals but also to
undergraduate education. State policies recommended an overall improvement of
undergraduate training in primary care by reforming education funding (S-08-2). A state policy
recommended enhancing the clinical content of the pharmacy undergraduate curriculum (S-08-
1). Similarly, profession policies emphasised the need for a more clinically focused training

curriculum (P-11-5).

Moreover, state policies described the importance of keeping the workforce healthy at
workplace (5-08-2, S-17-25) and included recommendations such as psychological talking
therapies (5-08-2), musculoskeletal services (5-08-2) and preventative approaches for mental
health (S-10-4), and planning health programmes for employees were planned (S-14-13),
particularly for the GP workforce (S-16-18, S-17-25).

Workforce-related recommendations from state policies included providing support for modern
workforce to increase their productivity and flexible working (S-17-25), to help them get and
stay in employment (S-14-13) and to empower clinicians and staff that work in community

services (S-08-2). Additionally, state policies recommended financial incentives for GPs return to
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employment and more modernised primary care premises to respond to the needs of both

patients and staff (5-17-25).

Table 3.5: Summary of key healthcare workforce-related findings from the comparison of the two policy
types

Healthcare workforce
State

Community pharmacists being underutilised

Oversupply-increase in pharmacy graduates
Inadequate support in the workplace
Imbalance in demand and staff growth
Increase in pharmacy staff due to demand

Develop pharmacy technicians’ role
Emphasis in training workforce — focus on
GPs and nurses
Support community pharmacy training
Enhance clinical content of pharmacy undergraduate degree

Measures for maintaining health and well-
being at workplace

3.3.2.1.2. Subtheme: Behaviour and collaborations

This subtheme was drawn from 21 policy documents; 15 from the state (S-08-1, S-08-2, S-10-3,
S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-15, S-15-17, S-16-18, S-16-22, S-17-24, S-
17-25) and six from pharmacy profession (P-11-5, P-13-7, P-13-10, P-16-19, P-16-21, P-17-23)
and mainly referred to integrated care and leadership. Both policy types mostly identified
challenges related to GPs. State and profession policies identified the rising pressures on general
practices and the need to release GP workload capacity (P-13-7, S-13-9, S-14-11, S-14-13, S-16-
18, P-16-19, P-16-21, S-16-22). State policies referred to increased workload caused by
unnecessary consultations (S-08-1, S-13-9, S-16-18) and repeat prescriptions (S-08-1, S-14-14).
Additionally, both types recognised the need to increase GP recruitment (P-13-7, S-14-11, S-14-
13, S-16-18). State policies raised the issues of variations in and growing demands for access to
GPs (S-13-9, S-17-25). The negative behaviour from GPs due to the perceived competition of
services between general practice and pharmacy was also identified from a professional policy

(P-13-7).

Recommendations provided by state and professional policies expanded beyond general
practices and referred to integrated care (S-08-1, S-08-2, S-10-3, S-10-4, P-11-5, S-12-6, P-13-7,
S-13-8, S-13-9, P-13-10, S-14-11, S-14-13, S-14-15, S-15-17, P-16-19, P-16-21, P-17-23, S-17-24,
S-17-25) and leadership (S-08-1, S-08-2, S-10-4, P-11-5, P-13-10, S-14-13, S-16-18, S-16-22, P-17-

23, S-17-25). Integrated care recommendations included various forms. The most commonly
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described form of integrated care from both policy types was a ‘virtual’ integration, including
teamwork, federations, partnerships or networks of care, present in 20 policies (S-08-1, S-08-2,
S-10-3, S-10-4, P-11-5, S-12-6, P-13-7, S-13-8, S-13-9, P-13-10, S-14-11, S-14-13, S-14-15, S-15-
17, S-16-18, P-16-19, P-16-21, P-17-23, S-17-24, S-17-25). Enhancing teamwork for healthcare
provision, (i.e. creating hubs or networks) was recommended by state policies (5-08-1, S-14-13,
S-16-18, S-17-25). Pharmacies were mentioned as a way of relieving workload in general
practices (S-16-18). GPs working collaboratively in practice groups or federations was also
encouraged (S-16-18). Similarly, professional policies suggested teamwork in primary care and
building partnerships with healthcare professionals at a local and national level (P-11-5, P-13-7,
P-13-10, P-16-19, P-16-21, P-17-23). Professional policies also recommended creating
federations of pharmacists to improve their influence on healthcare and their collaboration with
GPs (P-13-10). Additionally, both policy types recommended networks of services and
collaborations for urgent care (S-13-9, P-16-19). State policies emphasised multidisciplinary
teams and their expansion (5-08-2, S-17-25), suggested GP-led health centres or teams for LTC
management or elderly patients (S-08-2, S-13-9) and announced investments in working
collaboratively describing local and national partnerships (5-08-2, S-10-3, S-10-4, S-12-6, S-13-8,
S-14-15, S-15-17, S-17-24, S-17-25).

“This clinical expertise can be used more widely to help create new ‘health community
clinical pharmacy teams’. These ‘virtual’ teams will build clinical networks to provide an
infrastructure for hospital and community pharmacists, primary care pharmacists,
pharmacy technicians and, potentially, other healthcare professionals to oversee and

monitor medicines usage and effectiveness.”

S-08-1

Another form of integrated care described in recommendations from 12 policies of both types
was to create closer working relationships among healthcare professionals (S-08-1, S-10-3, S-10-
4,P-11-5, P-13-7, S-13-9, P-13-10, S-14-11, S-14-13, S-16-18, S-16-22, P-17-23). Both policy types
referred to building stronger relationships with commissioners from the NHS and local
authorities (S-10-3, S-10-4, P-11-5, P-13-10, P-17-23). State policies suggested that such
relationships would facilitate meeting patient demands (S-10-3, S-10-4) and particularly
recommended pharmacy and medical professional bodies to explore together how closer
working relationships could be achieved between professions (S-16-22). Similarly, professional

policies recommended building stronger relationships with national and local commissioners
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and included the wider primary care team (P-11-5, P-13-7, P-13-10). Moreover, state policies
recommended building stronger relationships with charitable and voluntary sector
organisations that could play an important role in healthcare provision (S-14-11, S-14-13, S-16-
18).

Providing integrated care out of hospital or integrated care for health and social care services
was mentioned by the state policies (S-08-1, S-08-2, S-10-3, S-10-4, S-13-8, S-13-9, S-14-15, S-
15-17, S-17-24, S-17-25). State policies referred to making progress in providing integrated
services outside hospitals (5-13-8, S-15-17, S-17-24) and removing barriers for improved transfer
of care (S-13-8, S-13-9, S-14-15, S-17-25). Providing discharge information to community
pharmacies was considered as an effective way to enhance continuity of care (S-08-1). State
policies also referred to the need to support integration in health and social care services (S-10-
3, 5-10-4, S-14-15) and provide timely, responsive and seamless transitions between health and
social care in the community (S-17-25). Recommendations related to transitions of care or

health and social care integration care were not encountered in professional policies.

Policies also provided recommendations related to leadership (S-08-1, S-08-2, S-10-4, P-11-5, P-
13-10, S-14-13, S-16-18, S-16-22, P-17-23, S-17-25). State policies acknowledged improved
leadership as an element that could enhance healthcare provision overall (S-08-2, S-17-25), but
also in public health (S-10-4, S-14-13) and integrated care (S-16-18). State policies referred to
the development of educational resources to strengthen pharmacists’ clinical leadership skills
(5-08-1). Both policy types stated that pharmacists needed to be proactive in leadership (P-11-
5, P-13-7, P-13-10, P-16-19, P-16-21, S-16-22, P-17-23). State policies recommended active
engagement from community pharmacists to explore ways to integrate with primary care (S-16-
22) while professional policies referred to attitude, commitment for collaborative working, a
‘can-do approach’ and adoptability (P-11-5, P-13-7, P-13-10, P-16-21, P-16-19, P-17-23).
Professional policies also suggested that pharmacists required more effective leadership in
order to become more visible nationally and locally (P-13-10) and that professional bodies
should ensure the profession is represented in a unified way (P-17-23). Pharmacist

representation on Health and Wellbeing boards was also recommended (P-11-5).

“Pharmacy needs to be proactive in setting out what it can do, how and for what
resource ... if pharmacy waits to be asked to the negotiating and policy development

table, it will be waiting for a long time.”

P-13-10

88



Table 3.6: Summary of key behaviour and collaborations-related findings from the comparison of the
two policy types

Behaviour and collaborations
State
Pressures on GPs —workload and recruitment
Variations in GP demand and access
Competitive behaviour from GPs
Virtual integration —teamwork and networks in primary care
Build stronger relationships with national and local commissioners
Stronger relationships with voluntary sector
Suggested integration for transfer of care
and health and social care
Community pharmacists’ proactivity
More effective leadership-visibility

3.3.2.1.3. Subtheme: Utilising technology

This subtheme was drawn from 21 policy documents; 16 from the state (S-08-1, S-08-2, S-10-3,
S-12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-15, S-15-16, S-15-17, S-16-18, S-16-20, S-16-22, S-
17-24, S-17-25) and five from pharmacy profession (P-11-5, P-13-7, P-13-10, P-16-19, P-17-23).
State policies described an ineffective approach to harnessing technology in healthcare and a
slow digital progress (S-13-9, S-14-13, S-17-25). Inadequate information access to clinicians was
a recognised challenge (S5-08-2, S-14-11) and included community pharmacists (5-15-16, S-16-
22). Access was a mutually recognised challenge as professional policies asserted that poor
information availability to community pharmacists was a critical barrier for their utilisation and
mentioned the need for an integrated IT system (P-13-10). State policies recognised the need
for community pharmacists to have direct access to their Directory of Services (central
information directory that provides NHS 111 call handlers real-time information about services)
(5-15-16), while professional policies were cautious that technology could replace pharmacists

unless they establish its role (P-13-10).

“..to unlock the full potential of community pharmacy requires a step change in the
availability of information to inform clinical decision making...it will require greater
digital maturity and interconnectivity to allow pharmacy staff to see, document and
share clinical information about patient care with the clinical records held by other

healthcare professionals.”

S-16-22
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Technology-related recommendations included state policies recommending an improved
information flow between healthcare providers (S-13-9, S-14-11). Both policy types mentioned
that providing patient records access to community pharmacists would be beneficial for clinical
service provision (5-08-1, P-11-5, P-13-10, P-16-19, S-16-22, P-17-23). Both types also recognised
the importance of community pharmacists’ access to Summary Care Records (SCRs) (S-08-1, P-
11-5, S-15-16, S-16-18). Additionally, both policy types suggested wider use of technology in
service provision and described the use of technology advancements such as Skype
consultations, calls or text messages and health mobile applications (apps) (S-08-1, S-10-3, S-12-
6, P-13-7,5-13-8,5-13-9, P-13-10, S-14-11, S-14-13, S-14-15, S-15-17, S-16-18, S-17-24, S-17-25).
Promoting NHSE-approved health apps was also mentioned for managing mental health and
diabetes (S-17-25). Professional policies suggested a role for community pharmacists to support

patients’ independent living by helping them using health mobile applications (P-13-7, P-16-19).

“Technology is the potential saviour of community pharmacy, if the profession is able to
design and embrace new forms of supply and dispensing and roles for staff, whilst
advocating for, and persuading commissioners to purchase, its role in advice and support
on medicines use, prescribing, management of long-term conditions, treatment of minor

ailments, and support for public health work.”

P-13-10

State policies included recommendations for wider use of technology aiming to enhance patient
empowerment. They described a modernised, digital healthcare service outside secondary care
(5-12-6, 5-13-8, S-13-9, S-14-15, S-16-18, S-16-20), that would facilitate access to services (e.g.
booking online primary care appointments (S-16-18, S-17-25) and provide more self-care

information online (S-08-2, S-16-18).

Table 3.7: Summary of key utilising technology-related findings from the comparison of the two policy
types

Utilising technology

State

Slow digital progress
Need for information access to community pharmacists
Cautious of role replacement by technology
Importance of information access for community pharmacists
Importance of community pharmacists’ access to SCR
Utilising technology for service provision

Technology for patient empowerment
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3.3.2.1.4. Subtheme: Building an inquiry-driven culture

This subtheme was drawn from 17 policy documents (S-08-1, S-08-2, S-10-3, S-10-4, S-12-6, S-
13-8,5-13-9,S-14-11, S-14-13, S-14-15, 5-15-17, S-16-18, S-16-22, S-17-24, S-17-25); 15 from the
state and two from pharmacy profession (P-11-5, P-16-19). State policies identified the need to
enhance and widen the use of evidence (S-10-4) and tools for measuring outcomes such as
surveys and audits (S-10-3). There was also a general need to simplify and update guidance and
frameworks (S-08-2, S-14-11, S-16-18). Regarding pharmacists, state policies mentioned their
limited use in delivering clinical research and identified the need to sustain research capacity for
pharmacy practice (5-08-1). The need for a stronger evidence base for community pharmacy
interventions (S-08-1, S-16-22) was a challenge to be addressed. Professional policies did not

identify any challenges related to building an inquiry-driven culture.

“At present, ...outcome measures, patient experience surveys and national clinical audit

are not used widely enough.”

S-10-3

Recommendations related to building an enquiry-driven culture were present in both policy
types. State policies recommended focusing on research and innovation and committed to
support it (S-08-1, S-08-2, S-10-3, S-13-8, S-14-13, S-14-15, S-15-17, S-17-24). Promoting
research to patients to enhance their participation was also recommended (S-10-3). Both policy
types expressed positive perceptions of pharmacy and research. State policies described the
commissioning of qualitative research initiatives aiming to generate insights for pharmacy’s
contribution to healthcare provision (5-08-1) and intended to explore further how the
contribution of the pharmacy network to research development and pharmacovigilance could
be enhanced (5-08-1). Professional policies recommended pharmacy inclusion in NHS research

and committed to participate in research that promotes healthcare provision (P-16-19).

Additionally, both policy types recommended the use of metrics (S-08-1, S-08-2, S-10-3, P-11-5,
S-12-6, S-13-8, S-13-9, S-14-11, S-14-15, S-15-17, S-16-18, P-16-19, S-17-24). State policies
recommended the development of uniform measures of success addressing patient outcomes,
care variations and health inequalities (S-12-6, S-13-8, S-13-9, S-14-11, S-14-15). Performance
assessment by yearly deliverables and metrics was also recommended (S-15-17, S-17-24) and
use of audits and patient experience measurements was encouraged (5-10-3, S-13-8, S-14-15, S-
16-18). Regarding pharmacy, state policies recommended the development of useful metrics

and indicators that would demonstrate the value of community pharmacy services and that the
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use of audits could enhance service effectiveness and safety (S-08-1). Professional policies
suggested supporting ‘PharmaBase’, a system used as a mechanism of recording community
pharmacy interventions (P-11-5) and the systematic collection of evidence regarding the impact

of pharmacy services (P-11-5, P-16-19).

“As the experts in medicines, pharmacy and pharmacists should own this pathway, and
the pharmacy profession should collate the research evidence for health outcomes and

benefits from interventions at various points on the patient’s medicine journey.”

P-11-5

State policies provided additional recommendations related to the development and use of
metrics in healthcare as they were described as improving transparency and thus service
performance (5-08-2, S-10-3, S-12-6, S-13-8, S-14-11, S-14-13, S-14-15, S-15-17, S-17-24). State
policies recommended comprehensive transparency, reporting and publishing results and
provided pharmacy-targeted recommendations such as the monitoring of MUR delivery,
outcomes and long-term impact, providing evidence for community pharmacy public health

interventions and commissioned research for medicines waste and adherence (S-08-1).

Table 3.8: Summary of key Building an inquiry-driven culture-related findings from the comparison of
the two policy types

Building an inquiry-driven culture
State
Need to promote evidence and measuring
outcomes
Limited use of pharmacists in clinical
research
Need stronger evidence-base for community
pharmacy interventions
Focus and commitment towards research
Supportive statements for pharmacy and research
Use of metrics-recording community pharmacy interventions
Use of metrics for increased transparency

3.3.2.1.5. Subtheme: Transforming urgent care

This subtheme was drawn from 19 policy documents; 14 from the state (S-08-1, S-08-2, S-10-3,
S-12-6, 5-13-9, S-14-11, S-14-13, S-14-14, S-15-16, S-15-17, S-16-18, S-16-20, S-17-24, S-17-25)
and five from pharmacy profession (P-11-5, P-13-10, P-14-12, P-16-19, P-16-21). Both types of

policy identified the rise in pressure on urgent and emergency care provision (S-13-9, P-13-10,
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P-14-12, S-14-13, S-14-14, S$-15-17, S-16-20, P-16-21, S-17-25). State policies identified a
confusing, outdated and isolated urgent care provision that needed a solution (S-13-9). Both
policy types highlighted that there could be improvements in NHS 111, the helpline that provides
advice for citizens’ urgent medical problems, such as relieving unnecessary workload (P-13-10,
S-15-16). State policies also asserted that community pharmacists were underutilised in relation

to urgent and emergency care provision (S-15-16).

“Only 1% of (NHS 111) calls currently end with a pharmacy disposition.”

S-15-16

Regarding recommendations, state policies described structural reforms that would enhance
the convenient access to and cohesion of urgent care services provision (S-10-3, S-15-17, S-17-
24, S-17-25). Recommendations included creating integrated care networks for urgent care (S-
13-9, S-16-18, S-17-25), providing urgent care for extreme ages, LTC patients and deprived
communities (S-13-9) and allowing access to GP records from urgent care providers (S-14-11).
Professional policies referred to inclusion of pharmacists in accident and emergency

departments (P-14-12).

Both policy types referred to the NHS 111 helpline (S-08-2, S-10-3, S-12-6, S-13-9, P-14-12, S-15-
16, P-16-19, S-17-24, S-17-25). Apart from introducing the helpline, (5-08-2, S-10-3, S-12-6), its
enhancement and update were recommended by state policies (5-13-9, S-17-24, S-17-25). Both
policy types recommended the inclusion of community pharmacy to the NHS 111 triage system
(P-14-12, S-15-16, P-16-19). State policies provided more details, such as utilising pharmacists in
NHS 111 call centres and initiating pilot services for referring non-urgent dental pain to

community pharmacy (S-15-16).

Additionally, both state and professional policies recommended the expansion of community
pharmacists’ role in urgent care provision (S-08-1, P-11-5, P-13-10, S-14-11, S-14-14, S-15-16, S-
16-18, P-16-19, S-16-20). State policies described an enhanced role aiming to avoid preventable
hospital admissions (5-08-1, S-14-11, S-14-14, S-16-20) and professional policies recommended
that community pharmacy could become the first port of call for urgent care (P-11-5, P-13-10,
P-16-19). Moreover, state policies asserted that community pharmacies could provide
emergency supplies of repeat prescriptions (S-14-14) and prompted GPs to enhance the role of
community pharmacists in this area (S-16-18). State policies also initiated some pilot services

related to community pharmacy and urgent care: the Pharmacy Urgent Repeat Medicine
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Services pilot (S-15-16), the Urgent Medicines Supply pilot and the Urgent Minor Iliness Care
pilot (S-16-20).

“In the prevention of illness and urgent care, community pharmacies are providing new

ways of meeting people’s needs.”

P-11-5

Table 3.9: Summary of key transforming urgent care-related findings from the comparison of the two
policy types

Transforming urgent care
State
Rise in urgent care pressures
Need to improve NHS 111
Community pharmacists underutilised in this
area
Structural reforms for urgent care
Allow GP record access to urgent care
providers
Pharmacists in A&E departments
Introducing and updating NHS 111
Community pharmacists’ inclusion to NHS 111
Enhancing community pharmacists’ role in urgent care

3.3.2.2. Theme: Managing chronic conditions

This theme described the management of long-term conditions that have an impact on either
the physical or mental well-being. It included conditions such as cardiovascular diseases,
diabetes, cancer or dementia. This wider theme contained findings from three subthemes: long-
term conditions (LTCs) and medicine use, providing care for cancer and providing care for mental

health.

3.3.2.2.1. Subtheme: Long-term conditions and medicine use

This subtheme was drawn from 17 policy documents; 12 from the state (S-08-1, S-08-2, S-10-4,
S-12-6, S-13-8, S-14-11, S-14-13, S-14-14, S-14-15, S-15-17, S-16-18, S-16-22) and five from
pharmacy profession (P-11-5, P-13-7, P-13-10, P-16-19, P-16-21). Both policy types identified
similar challenges related to LTC patients and their medicines management which included
existing care inconsistencies and the need for improving the quality of care and support for them

(5-08-1, Ss-12-6, P-13-10, S-14-11, S-14-15, S-15-17, P-16-21). Additionally, both policy types
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acknowledged the high cost of LTCs (S-14-13, P-16-21) and various challenges related to safe
medicines use (e.g. avoidable harm, non-adherence and unnecessary waste) (S-08-1, P-11-5, P-
13-10, S-14-14, P-16-19, P-16-21). Both policy types recognised that LTC patients were more
prone to suffering from a concurrent mental health condition (S-12-6, S-14-15, P-16-21) and
professional policies identified LTCs as the greatest NHS challenge (P-13-10, P-16-19, P-16-21).

“More than a quarter of people who have long-term conditions say that they are not well
cared for by the NHS, and two fifths expect their care to get worse over the coming

years.”

S-14-11

State and professional policies also described some common LTC-related recommendations.
Both policy types recommended supporting patients by enhancing self-care. State policies
asserted that enhancing self-care would be effective (S-08-1, S-14-13, S-14-14, S-16-18) and
referred to support from pharmacies (S-16-22). Professional policies were responsive to this and
recommended building support plans for LTC patients and enhancing self-care (P-16-19, P-16-
21). Another area of convergence between the two types of policy was medicines optimisation.
State policies included statements for personalised plans that would reflect patient preferences
in managing their LTCs (S-08-1, S-08-2, S-12-6) and pharmacists were mentioned for
implementing medicines optimisation (S-16-22). Professional policies responded with potential
strategies such as focusing on one disease area initially (e.g. hypertensive patients) (P-11-5, P-
13-7, P-13-10, P-16-19, P-16-21). Providing integrated care for LTC patients was also common
between the two policy types. State policies suggested joint care for patients with complex
needs and proposed pharmacists as members of multidisciplinary teams for their care (S-08-1,
S-14-11). A professional policy also agreed on collaborating between healthcare professionals

for LTCs management (P-13-10).

“The safe and efficient supply of medicines will remain as the foundation of community
pharmacy practice, on which a wider range of services to help people optimise their use

of medicines and management of LTCs is built.”

P-16-19
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Additional recommendations included state policies describing the roles of community
pharmacists for specific services such as enhancing their role for diabetic patients and vascular
NHS health checks (5-08-1, S-08-2, S-10-4, S-12-6, S-13-8, S-14-15, S-15-17). Professional policies
did not provide recommendations referring directly to these services but recommended
advanced service provision to patient cohorts and suggested patient registration with their
community pharmacies (P-13-7, P-16-19). Moreover, state policies recommended enhancing
prevention and the use of telehealth as a facilitator for managing these conditions (S-08-2, S-12-

6, S-13-8, S-14-15).

Table 3.10: Summary of key long-term conditions and medicine use-related findings from the
comparison of the two policy types

Long-term conditions and medicine use
State
Inconsistent care provision for LTC patients
High cost and medicine-use related challenges
LTC patients more prone to concurrent mental health condition
LTCs the greatest NHS challenge
Enhance self-care
Community pharmacy for medicines optimisation
Integrated care for LTC patients
Creating patient cohorts-community
pharmacy registration
Prevention of LTCs and use of telehealth

3.3.2.2.2. Subtheme: Providing care for cancer

This subtheme was drawn from eight policy documents; six state policies (5-08-1,5-14-13, S-14-
14, S-15-17, S-17-24, S-17-25) and two policies from pharmacy profession (P-11-5, P-16-21).
State policies raised the issues of persistent service pressures for cancer patients, the need for
faster diagnosis and more uniform treatment and an expected rise in prevalence (S-14-13, S-17-

25). Cancer-related challenges were absent from the professional policies.

“Cancer remains one of the public’s most feared illnesses, affecting more than one in
three of us in our lifetimes, meaning most of us will face the anxiety of ourselves or a

loved one receiving this diagnosis at some point.”
S-17-25

Providing cancer care, including cancer prevention, was a recognised priority in state policies (S-
15-17, S-17-24, S-17-25). Both policy types asserted that the role of community pharmacists
would be important in providing access to palliative care medication (S-08-1, P-11-5, S-14-13, S-
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14-14, P-16-21). State policies proposed a preventative role for community pharmacists in
facilitating detection of some cancers by recognising symptoms (S-08-1, S-14-14). Professional
policies did not describe a similar role but recommended communication between a

multidisciplinary team for palliative care (P-16-21).

“...there are often problems in accessing palliative care medicines in the last few days of
life as the needs of the patient change rapidly, especially for opioids, or for injectables
for syringe drivers. The access to medicines needs managing effectively to avoid
medicines wastage, but within an area a network of pharmacists could be established

that hold such supplies and have expertise within this area of care.”

P-16-21

Table 3.11: Summary of key providing care for cancer-related findings from the comparison of the two
policy types

Providing care for cancer
State
Consistent pressures in cancer care
Expected rise in prevalence
Cancer prevention as a priority
Community pharmacy for access to palliative care medication

Community pharmacy for early detection

Multidisciplinary communication for

palliative care

3.3.2.2.3. Subtheme: Providing care for mental health

This subtheme was drawn from 13 policy documents; 11 from the state (S-08-1, S-10-4, S-12-6,
S-13-8, S-14-11, S-14-13, S-14-14, S-14-15, S-15-17, S-17-24, S-17-25) and two from pharmacy
profession (P-16-19, P-16-21). State policies recognised the need for improved quality of mental
health services (5-08-1, S-13-8, S-14-13, S-14-15, S-17-25), enhanced services for the prevention
of mental illnesses, an expected rise in the prevalence of mental health problems and the need
for concurrent management of both physical and mental health conditions (S-10-4, S-12-6, S-13-
8, S-14-15, S-17-25). The need for improved dementia care and its expected rise were also
identified (S-10-4, S-12-6, S-13-8, S-14-15). Policies from the profession did not identify any

challenges relating to mental health conditions.
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“According to the World Health Organization, by 2020 depression is expected to be the
second most common cause of disability worldwide. It is the third most common reason

for consultation in general practice and occupies about a third of GPs’ time.”

S-08-1

State policies recommended focusing on supporting mental health patients and treating physical
and mental health equally (5-12-6, S-13-8, S-14-11, S-14-15, S-15-17, S-17-24, S-17-25). Specific
measures included improving access to services, reducing suicide and self-harm rates,
promoting independent living and providing psychological talking therapies with concurrent
physical health checks (S-12-6, S-13-8, S-14-15, S-17-25). Dementia care recommendations
included improved diagnosis, treatment and raising awareness through a dementia challenge
(5-12-6, S-13-8, S-14-15, S-15-17, S-17-24). Moreover, state policies recommended focusing on
specific target groups for mental health service provision, including children, adolescents, young
people, veterans and perinatal mental health (S-10-4, S-13-8, S-14-15, S-15-17, S-17-24, S-17-
25). Within state recommendations, pharmacy’s role was mentioned in supporting healthier
behaviours and earlier symptom detection for mental health conditions (S-14-14). Professional
policies were responsive to this proposed role, stating they could support the well-being of

mental health patients and facilitate symptom detection (P-16-19, P-16-21).

“For those experiencing or at risk of mental health problems, their community pharmacy
team — familiar with the individual’s circumstances and usual routines — operates as part
of their extended community support network, observant and responsive to any changes
in mood or behaviour and offering signposting and referral for further support if

required.”

P-16-19
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Table 3.12: Summary of key providing care for mental health-related findings from the comparison of the
two policy types

Providing care for mental health
State
Need to improve quality of mental health
services
Expected rise in prevalence
Need for equal attention with physical care
Need for improved dementia care
Focus on equal attention with physical care
Variety of support measures
Measures for improved dementia care
Service provision to specific target groups
Community pharmacy for promoting healthy living and early detection

3.3.2.3. Theme: Providing high quality healthcare services

This theme described the quality of healthcare combined with the three levels of essential,
advanced and enhanced services provided from community pharmacy premises. It explained
different dimensions of quality such as care planning, patient-centred care, safety and equity
and community pharmacy services targeted at specific populations. This wider theme contained
findings from three subthemes: service commissioning, service provision and quality in

healthcare.

3.3.2.3.1. Subtheme: Service commissioning

This subtheme was drawn from 23 policies; 17 from the state (5-08-1, S-08-2, S-10-3, S-10-4, S-
12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-14, S-14-15, S-15-17, S-16-18, S-16-20, S-16-22, S-
17-24, S-17-25) and six from pharmacy profession (P-11-5, P-13-7, P-13-10, P-14-12, P-16-19, P-
17-23). Both types of policies agreed on the complexity of community pharmacy commissioning
and the need for faster development (5-08-1, P-11-5, P-13-10, S-16-22). State policies recognised
that community pharmacy had not been involved in local commissioning (S-08-1) and that drug
reimbursement could be improved (5-16-20). Professional policies asserted the absence of a
cohesive approach to commissioning (P-13-10). Additionally, they raised the issue of the current
dispensing-oriented community pharmacy contractual framework and described its quality
elements as problematic (P-11-5, P-13-10). A professional policy also stated that GP-led
commissioning following the introduction of Clinical Commissioning Groups could become a

challenge (P-13-10).
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“The complexity of current commissioning routes risks being a barrier to integrating
community pharmacy alongside general practice. It also risks leaving community
pharmacy on the outside as new care models develop, thereby leaving it a relatively

standalone service.”

S-16-22

State policies generally recommended improved, joint and coordinated commissioning of
services that would empower patients and enhance local autonomy (S-08-1, S-08-2, S-10-3, S-
10-4, S-12-6, S-13-8, S-14-11, S-14-13, S-14-15, S-15-17, S-17-24). There were also areas of
convergence, as both policy types recommended that the minor ailments service should be
incorporated in the community pharmacy contractual framework as a national service (S-08-1,
P-13-7, P-14-12, S-16-22, P-17-23). Moreover, both policy types explained that involving
community pharmacists in developing commissioning plans would facilitate their wider

integration within the health system (S-08-1, P-11-5, P-13-10, S-14-14, S-16-22).

Both state and professional policies provided recommendations for specific but different
services. State policies suggested providing future guidance for commissioning related to urgent
and emergency care and reforming mental health services (S-13-9, S-17-25). They also
recommended the community pharmacy-led smoking cessation service for national
commissioning (S-08-1, S-16-22). Professional policies recommended influenza vaccination,
supervised substance consumption and emergency hormonal contraception for national
commissioning (P-11-5, P-13-7) and suggested that the framework for healthy living pharmacies
could provide a successful example for guiding commissioning (P-11-5). Professional policies also
referred to commissioning occupational services from community pharmacy premises (P-16-19),
while state policies suggested enhancing the commissioning of community pharmacy services
by promoting more national services and reforming the community pharmacy contract to
promote clinical activities and reward quality instead of volume of dispensing (S-08-1).
Professional policies recommended alignment of community pharmacy and GP contracts and
suggested that services could be commissioned nationally once they had been locally evaluated

(P-13-7, P-13-10).

“The Government believes that future contractual arrangements should encourage and

reward pharmacy as clinical, not just retail, entrepreneurs.”

S-08-1
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Table 3.13: Summary of key service commissioning-related findings from the comparison of the two
policy types

Service commissioning
State
Complex commissioning for community pharmacy
Community pharmacy not involved in local
commissioning
Problematic pharmacy commissioning
Joint-coordinated commissioning
Minor Ailments service nationally commissioned
Community pharmacy involvement in commissioning as an integration enabler
Different services proposed for national commissioning
Occupational services from premises
Quality instead of volume focus
Alignment with GP contract

3.3.2.3.2. Subtheme: Service provision

This subtheme was drawn from 21 policies; 16 from the state (5-08-1, S-08-2, S-10-3, S-10-4, S-
12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-15, S-15-16, S-15-17, S-16-18, S-16-22, S-17-24, S-
17-25) and five from pharmacy profession (P-11-5, P-13-7, P-13-10, P-14-12, P-16-21). State
policies recognised that healthcare provided a “factory” model of care (S-14-13, S-16-18, S-17-
25) that provided short-term management without investing in prevention (S-08-2, S-10-4, S-14-
13) or avoiding premature deaths (S-12-6, S-13-8, S-14-13, S-14-15). Within these challenges,
state policies stated there was room for improving pharmacy services (S-08-1), while profession
policies mentioned that advanced pharmacy services did not fit with the national LTC pathways

(P-13-7).

Both policy types agreed on the problematic provision of MURs. State policies referred to the
inconsistency in MUR quality and its focus on volume (S-08-1). Similarly, the profession stated
that MUR provision to patients was episodic (P-13-7) and proposed a shift from dispensing
services to non-dispensing service provision (P-13-10). Professional policies also described
inconsistent provision of the minor ailments service and limited signposting options (P-13-10, P-
14-12, P-16-21). Additionally, both policy types recognised increased service pressures (S-13-8,
S-13-9, P-13-10, S-16-22, S-17-25) that required faster responses (P-13-10, S-16-22), including
increased demand due to an ageing population (S-08-2, S-13-8), bureaucracy (S-10-3, S-14-11,
S-16-18), difficulties in measuring demand and workload in general practice (S-16-18), and
unnecessary hospital admissions (S-08-1, S-13-8, S-13-9, S-14-11, S-15-16, S-17-25). Public
expectations and disease patterns had led to an overall healthier population that uses the NHS

more often (5-13-9, S-17-25).
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“This growth in demand is set to continue as people live longer with increasingly

complex, and often multiple, long-term conditions.”

S-13-9

Moreover, state policies identified more challenges related to either providing public health-
related services or services for specific target groups. State policies raised concerns about drug
misuse-related harm (S-10-4), chlamydia being the most common sexually transmitted infection
(5-08-1), preventable deaths caused by unhealthy lifestyles and lifestyle-driven increased
demands such as unhealthy eating patterns (S-08-1, S-08-2, S-10-4, S-15-17, S-17-24), alcohol
death rates and the rise in heavy drinking (S-08-1, S-10-4), smoking and vascular conditions (S-
08-1, S-08-2). The challenge of providing services to specific target groups included populations
such as older, frail patients (S-08-1, S-10-4, S-12-6, S-13-9, S-13-8, S-14-13, S-17-25), young
adults and young adults with disabilities (S-10-4, S-12-6, S-13-8), maternal depression and
maternal lifestyle problems (S-10-4) was also recognised by state policies. The need for services

targeted to carers’ health was identified by both policy types (5-10-3, S-10-4, P-16-21).

Service provision recommendations referred to the three tiers of community pharmacy services
and to specific target groups. Regarding essential services, state policies recommended the
enabling, acceleration (S-08-1, S-16-18) and full use of the electronic prescription service (S-14-
13, S-14-14, S-15-16, S-16-22, S-17-25). State policies also provided recommendations related
to supporting self-care (5-08-1, P-13-7, S-13-8, S-13-9, S-14-11, S-14-13, S-14-14, S-14-15, S-16-
18, P-16-19, P-16-21) and described that the role of community pharmacists as the supporters
of healthy living and behaviour. Community pharmacists’ role in safe medicine use and helping
people live independently was important to continue, which was an area of convergence
between the two policy types (P-13-7, P-16-19, P-16-21). Another area of convergence was
enhancing the role of community pharmacists for early detection and prevention of diseases
and signposting (5-08-2, P-11-5, S-12-6, S-13-8, P-13-10, S-14-11, S-14-13, S-14-15, S-15-17, P-
16-19, P-16-21, S-16-22, S-17-24). State policies suggested focusing on premature deaths and
prevention (5-08-2, S-14-13, S-15-17, S-17-24) and improved diagnostics (S-08-2, S-12-6, S-13-8,
S-14-15). Community pharmacists were considered important for diagnosing and signposting
patients (S-14-11, S-16-22). Professional policies also mentioned the significance of their role in

diagnosis and signposting (P-11-5, P-13-10, P-16-19, P-16-21).
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“The pharmacy team can also ensure that individuals are signposted to trusted resources
and groups, both national and local, for further information about their physical and

mental health.”

P-16-21

Regarding advanced services, state policies described a more patient-centred approach in the
MUR service (S-08-1) and its targeted provision to LTC patients (S-15-16) or after a patient’s
discharge (S-14-14). MUR service redesign was recommended (S-16-22) and support was stated
for both MUR and NMS services (S-14-14, S-15-16). Moreover, state policies recommended that
community pharmacists had a role in providing influenza vaccinations (S-14-14, S-15-16).
Professional policies were responsive to MUR and NMS recommendations by suggesting the
introduction of the NMS service (P-11-5), the redesign of the MUR service (P-17-23) and an
increased frequency in providing advanced services from community pharmacies (P-13-7).
Professional policies also suggested that they could support other immunisation programmes

(P-13-7).

Recommendations from both policy types also related to enhanced services. State policies
provided a variety of recommendations related to the role of community pharmacists in public
health including included providing services such as chlamydia screening, smoking cessation,
alcohol services, sexual health services and children’s weight management (5-08-1, S-10-4, S-14-
14, S-15-17). State policies also suggested a role for community pharmacies in recommending
healthier lifestyles for their local populations (S-12-6, S-13-8, S-14-15) and tackling physical
inactivity (S-15-17, S-17-24). This was an area of convergence with professional policies as
recommendations included continuing public health service provision especially through
Healthy Living Pharmacies (P-11-5, P-13-7, P-13-10, P-16-19, P-16-21). Both policy types
suggested minor ailments service provision through community pharmacy premises (5-08-1, P-

13-10).

Additionally, state policies in general recommended providing services to target groups such as
families, children, people who are homeless, veterans, victims of abuse and violence, end of life
patients, immigrants (S-10-4, S-15-17, S-17-24), the elderly and other vulnerable groups (S-10-
4,S-12-6, S-13-8, S-14-15). Providing services for carers was also frequently mentioned (S-08-2,
S-10-3, S-10-4, S-14-11, S-14-13, S-15-17, S-17-24). Providing maternity services and improving
maternal health was proposed (S-10-4, S-12-6, S-13-8, S-14-15, S-15-17, S-17-24, S-17-25).
Recommendations for providing service to children, young adults and people with learning

disabilities for improving both physical and mental well-being were given (S-10-4, S-12-6, S-13-
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8, S-14-15, S-17-25). Community pharmacists were included in state recommendations for
providing services to target groups such as vulnerable adults or providing access to medications
for end of life patients (S-08-1, S-14-14). Professional policies did not include specific target

groups in their recommendations.

Both policy types agreed in recommending a shift towards providing more clinical than supply-
based community pharmacy services (S-08-1, P-11-5, P-13-10). Both policy types also
recommended service provision closer to people’s homes (e.g. direct delivery of medicines and
domiciliary visits) (5-08-1, P-13-10). Professional policies also recommended provision of other
specific services from their premises such as NHS Health Checks (P-11-5), blood monitoring
services (P-13-10) and services that would include other healthcare professionals such as

dieticians, podiatrists, nurses and health educators (P-13-10).

Table 3.14: Summary of key service provision-related findings from the comparison of the two policy
types

Service provision
State
Problematic model of care
Problematic Medicines Use Review provision
Inconsistent Minor Ailments service and
signposting
Increased pressures on service provision
Public health-related challenges
Service provision for specific target groups
Electronic service prescription expansion
Community pharmacy to support self-care
Community pharmacy for early detection-prevention-signposting
Redesign Medicines Use Reviews
Community pharmacy for influenza vaccination
Expand immunisation programmes
Recognition of community pharmacists’ role in public health
Service provision for specific target groups
Clinical than supply shift in community pharmacy services
Service provision closer to houses
Other healthcare professionals in premises

3.3.2.3.3. Subtheme: Quality in healthcare

This subtheme was drawn from 18 policies; 15 from the state (5-08-1, S-08-2, S-10-3, S-10-4, S-
12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-15, S-15-17, S-16-18, S-16-20, S-17-24, S-17-25) and
three from the pharmacy profession (P-11-5, S-13-19, P-16-21). Challenges for quality in
healthcare were described by state policies, including the recognised failure in quality of care

and the need for improvement through coordinated, integrated and systematically provided
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care (S-08-2, S-10-3, S-10-4, S-12-6, S-13-8, S-14-11, S-14-13, S-14-15, S-16-20, S-17-25). State
policies also referred to the need for tackling health inequalities and variations of care (S-08-1,
S-08-2, S-10-4, S-12-6, S-13-8, S-14-13, S-14-15, S-15-17, S-17-25) and recognised the need for
more personalised, patient-centred care (S-10-3, S-12-6, S-13-8, S-14-11, S-14-15, S-17-25).
Additional challenges from state policies referred to the need to improve patients’ experience
from their care (S-10-3, S-12-6, S-13-8, S-14-15), acknowledge their raised concerns, respond to
their needs and empower their choices (5-10-3, S-12-6, S-13-8, S-14-11, S-14-15, S-17-25). Other
challenges identified from state policies included addressing social factors that could affect
healthcare quality (e.g. loneliness and malnutrition) (S-10-4, S-14-11) and environmental factors
(e.g. the need to ensure a safe and clean clinical environment for service provision (S-12-6, S-13-
8, S5-14-15), the environmental impact of unused medications and monitoring of carbon
emissions for pharmacies (S-08-1). Professional policies did not identify any specific challenges

related to quality in healthcare.

“High quality care involves a wide range of services, reflecting the wide range of needs
individuals have. Coordination between these services is therefore crucial. However, in

too many areas, services are fragmented.”

S-14-11

Recommendations regarding quality in healthcare were mostly identified in state policies. The
need to improve quality of services was addressed by suggesting timely access to services (S-12-
6, S-13-8, S-13-9, S-14-15, S-15-17, S-17-24), particularly access to GP services and extended
working hours (5-13-9, S-15-17, S-16-18, S-17-24, S-17-25). State policies also recommended a
more personalised approach to providing healthcare by measuring effectiveness based on
patient and clinical outcomes (5-10-3, S-14-11), a “getting it right first time” methodology (S-17-

25) and rewarding quality instead of volume in primary care (S-10-3).

“The community pharmacy contract, through payment for performance, will incentivise
and support high quality and efficient services, including better value in the use of

medicines through better informed and more involved patients.”

S-10-3

105



Both policy types included statements proposing holistic, patient-centred care (S-08-1, S-08-2,
S-10-3, P-11-5, S-12-6, S-13-8, S-14-11, S-14-13, S-14-15, S-16-18, P-16-19, P-16-21). State
policies recommended having a named GP for the overall care of a patient (S-14-11),
personalised care plans (5-13-9, S-14-15) and personalised health budgets (5-08-2, S-10-3, S-12-
6, S-13-8, S-14-11, S-14-15). Patient-centred care recommendations from profession policies
included a holistic approach to pharmaceutical care services and collaborating with other

healthcare professionals to improve service quality (P-16-19, P-16-21).

State policies recommended tacking health inequalities and variations of care by describing
equal opportunities in healthcare employment (S-14-13, S-17-25) and equal provision of clinical
services to all populations in order to reduce health inequalities and quality variations (S-08-1,
S-10-3, S-12-6, S-13-8, S-14-15, S-15-17), especially for under-doctored areas and patients with
life threatening needs (S-13-9, S-14-13). Environment recommendations from state policies
included developing new premises and improve existing ones to ensure clinical safety (5-13-18,
S-17-25) whilst also reducing impact on the environment and surrounding (e.g. improving energy

efficiency) (S-10-3, S-10-4, S-14-11).

Moreover, empowering patient choice was described by state policies as a way of improving
quality (S-08-2, S-10-3, S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-14-15, S-15-17, S-17-24, S-17-
25). Recommendations included expanding patients’ choice for healthcare provider, diagnostics,
LTCs, end of life care, maternity, (S-08-2, S-10-3), and access to a wider range of self-care
information (S-10-3, S-13-9, S-14-11). Patient safety recommendations included reducing

avoidable harm (S-08-2, S-12-6, S-13-8, S-14-15) and reducing medication errors (S-17-25).

Table 3.15: Summary of key quality in healthcare-related findings from the comparison of the two policy
types

Quality in healthcare
State
Need for improvement in quality of care
Need to tackle health inequalities
Need to acknowledge public concerns
Recognising social factors affecting quality
Providing timely access to services
Provision or more patient-centred care
Providing equal healthcare opportunities
Description of measures for patient
autonomy
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3.4. Discussion

This review of policy content demonstrates similar emphasis between state and professional
policies for some but not all areas. Data analysis indicated areas of convergence, but also areas
of divergence in which improvements could enhance community pharmacists’ contributions to

the needs of society.

3.4.1. Areas of convergence between state and professional policies: links with

successful implementation

The major areas of convergence included the recognition of mutual challenges such as
community pharmacists being underutilised, pressures in urgent care and general practice and
frequent support for community pharmacists’ role in long-term conditions management, urgent
care provision, involvement with technology and further integration in primary care. A shift to

community pharmacy services other than dispensing is reflected in policies from both sectors.

Previous studies have also reported policy coverage of these areas. For example, an analysis of
the challenges imposed on community pharmacy due to primary care policy reforms in New
Zealand, found that promoting further integration and collaboration between community
pharmacy and primary care had been a common theme in the policy agenda of New Zealand,
Australia, United States, Canada and the UK (Scahill et al., 2010). Similarly, New Zealand policies
recognised increased demands on services and challenges with GP recruitment (Scahill et al.,
2010). Studies of policies in England have observed the desire for increased utilisation of
community pharmacists and highlighted the need for a focus on information technology and
data sharing, as well as enhancing integration with primary care (Noyce, 2007; Mossialos, Naci

and Courtin, 2013).

Findings from the current study corroborate other studies that recognise policy as a driver for
change in community pharmacy services (Roberts et al., 2005; Hall, Donovan and Wilkes, 2018).
Policy is not necessarily translated into service implementation, as the reaction of pharmacy
leadership is fundamental (Roberts et al., 2005). The progress achieved in the areas mentioned
above illustrates this point. In areas where good “communication” was observed between the
two policy types, further developments have also occurred. The mutually recognised role of
community pharmacists in providing urgent care may have facilitated the commencement of
various pilot services (e.g. Digital Minor lliness Referral Service (DMIRS)) (Nazar et al., 2020) and
the launch in October 2019 of a new advanced service, the Community Pharmacist Consultation
Service (CPCS) where pharmacists receive referrals from NHS 111 (Section 1.4.4). In addition,

community pharmacists have been provided with access to Summary Care Records since 2016,
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following a pilot in 2014 (PSNC, 2015). Community pharmacists are also members of Primary
Care Networks (PCNs), a recently introduced NHS structure for providing collaborative care in
communities (Primary Care Pharmacy Association, Association of Pharmacy Technicians and

NHS, 2019).

3.4.2. Areas of divergence between state and professional policies: contribution to

society

Additionally, the study findings indicate some areas of divergence, where professional policies
could have focused more on priority areas and broader directives outlined by the state policies
as there have been fewer substantive developments in these areas of divergence. The policy
content comparison indicated some areas such as mental health, cancer care, service provision
to specific target groups (e.g. maternal and children care) that remained underexplored by
professional policies. Despite some mutual recommendations (e.g. community pharmacists’ role
in accessing palliative care medications, early detection of symptoms and well-being support for
mental health patients) these areas were not widely mentioned by profession policies. The UK
health profile for 2019 indicated that cardiovascular disease and cancer are the biggest causes
of death and a high prevalence of depression, particularly among women (OECD and European
Observatory on Health Systems and Policies, 2019). It is important to acknowledge recent
progress, as the RPS published recent policies related to the role of community pharmacy in
mental health and cancer care (RPS England, 2018; RPS, 2020). In addition, the new CPCF
includes a pilot of palliative care (Department of Health and Social Care et al., 2019) and training
on suicide prevention was offered to community pharmacists for the first time from September
2019 due to reported lack of formal training (Gorton et al., 2019). Despite being positive
developments, challenges and recommendations for these diseases or populations have been
present in policies since 2008, implying that these initiatives could have occurred earlier had the

profession responded more quickly.

Meanwhile, areas of divergence indicated a partial response to state policies from community
pharmacy not only for the specific populations or diseases described above, but also for broader
issues, such as tackling health inequalities, promoting integration of health and social care,
collaboration to improve transfer of care, acknowledging patient concerns and facilitating their
autonomy. Professional policies did not refer to health inequalities. Empowering patients,
acknowledging their frustration and providing them with a range of choices and information was
important for state policies as it was mentioned under three subthemes (commissioning,

technology and quality in healthcare) while similar references were not highlighted in policies
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from the profession. Addressing these issues might have strengthened the sector’s relevance to

society’s needs, adding to their contributions derived from areas of convergence.

These findings related to areas of divergence align with previous UK studies describing the need
for community pharmacy to demonstrate more relevance to society. A critical review examining
the public health agenda of pharmacy policies concluded that there was a focus on providing
NHS services without adopting broader public health elements such as social disadvantage,
health inequalities and health divide (Jesson and Bissell, 2006), while Cooper (2020) recognised
the need for pharmacy to embrace the “social object of the medicine”. Moreover, a critical
examination of how patient perspectives had been incorporated in medicines optimisation
policies in England also reported variation in inclusion of patient perspectives and values in such

documents (Heaton et al., 2017).

3.4.3. Continuity in policy developments

Policy-related documents published after the period included in this review (i.e. April 2017
onwards), have important links to the findings of the current study, indicating a degree of
continuity in policy. Similarities can be observed in the NHS Long Term Plan, where community
pharmacy is particularly mentioned again in relation to areas of convergence from the present
study (e.g. under PCNs, pre-hospital urgent care, provision of cardiovascular disease services
and greater use of the community pharmacy workforce) (NHS, 2019). The CPCF launched in July
2019, was responsive to state policies, focusing on urgent care, prevention, medicines
optimisation and technological transformation was also described as an inevitability

(Department of Health and Social Care et al., 2019).

Similarly, areas of divergence from the present study were identified in policy-related
documents published after March 2017. The NHS Long Term Plan included recommendations
for cancer care and adult mental healthcare as well as plans plans to empower patients in its
digital care chapter (NHS, 2019). It also provided a separate chapter for health inequalities and
described approaches for achieving wider social goals. Action on health inequalities was
considered necessary to relieve pressures on other public health services (NHS, 2019). The
“Community pharmacy: promoting health and wellbeing” guidance document from the National
Institute for Health and Care Excellence (NICE) recommended further research to explore health
and wellbeing interventions from community pharmacy in underserved groups as well as how
to address health inequalities (National Institute for Health and Care Excellence, 2018). The
National Institute for Health Research (NIHR) also proposed a funding call for further research

exploring the expansion of community pharmacists’ role in response to the initiative from NICE.
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Moreover, recommendations for maternity care and children were continuously described in
state policies, following the trends of international policy statements (International
Pharmaceutical Federation, 2013; Public Health England, 2017; NHS, 2019). A recent systematic
review examining the involvement of community pharmacists in providing services to mothers
and children, described that the most commonly provided services included pregnancy and
breastfeeding guidance, diarrhea management in children and medication counselling but only
one study examined was from England (Ayele et al., 2021). A Public Health England community
pharmacy document described greater public health involvement for community pharmacists
(Public Health England, 2017). The new CPCF also focused on public health services and also
described activities contributing to early cancer diagnosis and tackling health inequalities

(Department of Health and Social Care et al., 2019).

3.4.4. Evidence and sustainable policy implementation

Other underexplored areas from the professional policies identified by this study were related
to mechanisms that would aid sustainability in policy. Professional policies were considerably
less elaborate in areas related to the workforce training needs, generating evidence for
interventions and ways to improve quality of care. The links between evidence and policy
making have been discussed in previous studies. Recognising the expanding role of community
pharmacists, a review of systematic reviews of evidence for community pharmacy services
described mostly mixed results with unclear policy relevance (Mossialos, Naci and Courtin,
2013). Another systematic review examining pharmacy services acknowledged that despite lack
of resources, pharmacy services would be benefited in the long-term if supported by evidence-
based studies (Perraudin, Bugnon and Pelletier-Fleury, 2016). Similar conclusions were outlined
by another systematic review recognising that coherent research streams would provide better
information about cognitive pharmaceutical services to policymakers (Patwardhan, Amin and

Chewning, 2014).

The importance of training for high-level service provision and to embed quality management
into pharmacy’s culture, has also been described 14 years ago (Noyce, 2007). Focusing on quality
evidence-based services was described as an international policy theme, while mandatory audits
were expected to be embedded into the working routines of community pharmacists in New
Zealand (Scahill et al., 2010). Active participation in research was proposed to enable the
demonstration of community pharmacists’ achievements rather than potential (Scahill et al.,

2010). Findings of the current study align with previous policy-related research and reiterate the
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need to promote high-quality services by building an inquiry-driven culture in pharmacy practice

for long-term benefits, beyond services that respond to specific diseases or populations.

To illustrate this point, the community pharmacy sector can learn from the decommissioning of
the MUR service to allow more successful implementation of policy in the future. Previous
studies reported no evidence of the efficacy of the MUR service (Perraudin, Bugnon and
Pelletier-Fleury, 2016) and limited evidence that it responded to state policy aims (Latif,
Boardman and Pollock, 2013). Data from the present study confirmed that both state and
profession policies recognised the need for service redesign, identified a problematic focus on
volume and episodic MUR provision. Despite this policy convergence, there was inadequate
focus on actions that might have avoided the loss of one of the sector’s oldest advanced services.
The CPCF stated that MURs will be gradually phased out and replaced by Structured Medication
Reviews (SMRs) delivered by clinical pharmacists, GPs and advanced nurse practitioners
(Department of Health and Social Care et al., 2019). Such actions could have a negative impact
on the sector’s profile to the NHS. The loss of the MUR service was described as sending

“warnings of an occupation struggling still to find viable new roles” (Cooper, 2020).

Community pharmacy policy representation in the UK has been considered advanced as there
are facilitators for successful policy implementation including the different tiers of services
(Noyce, 2007; Mossialos et al., 2015; Perraudin, Bugnon and Pelletier-Fleury, 2016), the
appointment of a Chief Pharmaceutical Officer for community pharmacists’ representation
(Scahill et al., 2010) and the provision of reimbursed services to the public that are not related
to medication supply (Clifford et al., 2010; Scahill et al., 2010). The findings of the present study
comparing the content of state and profession policies reiterate that community pharmacy
representation is somewhat developed, as areas of policy convergence and consequent
implementation were identified, which contradicts in part Cooper’s findings of a failure to act
upon policy recommendations (Cooper, 2020). However, responding to the areas of policy
divergence could contribute to the development of a more substantial public health role of
community pharmacists in England (Mossialos, Naci and Courtin, 2013). The observed continuity
in policy indicates a real opportunity for the profession to address the state’s concerns and
develop a range of new services to build for the future. Further findings from the current policy
review will be described in the next chapter, where the findings related to policy context,

process and actors, strengths and limitations and overall conclusions will be described.
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CHAPTER FOUR: The context, process and actors of policies

relevant to community pharmacy in England

4.1. Introduction

4.1.1. Chapter outline

The previous chapter described the analysis of the content of English community pharmacy
policies from 2010 to 2017. This chapter focuses on the context, process and actors related to
these same policies, providing information on “how” policymaking was conducted. The current
chapter describes the necessity of exploring policymaking beyond policy content (Section 4.1.2)
and reinstates the aims and objectives of the policy review (Section 4.1.3). It also describes data
extraction (Section 4.2.1) and analysis (Section 4.2.2), the key findings for context (Section 4.3.1),
process (Section 4.3.2) and actors (Section 4.3.3) and their discussion (Section 4.4). The chapter
concludes with the strengths and limitations (Section 4.4.3) and the conclusion of the policy

review as a whole (Section 4.5).

4.1.2. The necessity of exploring policymaking beyond policy content for community
pharmacy

Walt and Gilson described the incorrect focus of health policy on content, neglecting the
importance of processes, actors and the context of policymaking (Section 2.2.2). Expanding
attention beyond policy content can improve understanding of whether a policy can achieve the
intended outcomes (Walt and Gilson, 1994). Policy decisions are influenced by various factors
including evidence, ideas, interests and external factors (e.g. recessions), reiterating the need
for analysis that extends beyond policy content (Oxman et al., 2009). Danish studies related to
physical activity that have explored either the use of research evidence in health policymaking
(Jakobsen et al., 2018) or the involvement of external stakeholders in health policymaking
process (Karlsson et al., 2017), concluded that evidence use in policies is difficult to trace with
inadequate transparency and that policymaking is a “closed” decision-making process
respectively. Transparency of evidence and “openness” to policy actors and citizens are

recognised as issues of importance (Hawkins and Parkhurst, 2016; Jakobsen et al., 2018).

As described in Section 3.1.2, the expansion of community pharmacists’ role had not always
been supported by policy-relevant evidence (Mossialos, Naci and Courtin, 2013). Evidence-
based policymaking can help with drawing important conclusions for the sector’s reforms

towards a more patient-oriented role (Mossialos, Naci and Courtin, 2013). Strong evidence is
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also required for more influential and credible community pharmacy policies and strategies
(Cooper, 2020). The 15 community pharmacy-related policy studies identified and described in
Section 3.1.2 did not provide any information about policymaking processes, actors or context.
Therefore, this chapter describes the first review of general community pharmacy policymaking
in England to include factors beyond the content of each policy. It is based on an analysis of the

same 25 policies identified in the previous chapter
4.1.3. Aims and objectives

The aims and objectives are restated from Section 3.1.3. The aim of this policy review was to
explore the representation of community pharmacy in health policy in England since 2008. This

chapter is examining objectives 2-4.

The objectives of this review were to:

1. compare the content of policies produced by the state and professional sectors.
2. explore the changing context of policymaking for community pharmacy.

3. examine the transparency of evidence use during the policymaking process.

4. identify the actors involved in policymaking.
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4.2. Methods

The description of search strategies, eligibility criteria, policy selection and ethical approval that
was given in Section 3.2. also applies to this chapter. Therefore, the 25 policies identified
(Section 3.3.1) were also analysed in the current chapter using the additional data extraction

and data analysis techniques that are described below.

4.2.1. Data extraction

4.2.1.1. Context

Data relating to policy context were extracted with the use of spreadsheets. The context of the
identified policies was investigated by reading each policy and extracting statements about the
political, economic and social context at the time of writing (Section 2.3). The spreadsheet for
each policy included the following columns: ‘data extraction’ including each policy’s political,
economic and social context; ‘policy excerpt’ included verbatim policy sections relevant to each
data extraction; ‘open coding’ including the codes allocated to each policy excerpt during
analysis and ‘notes’ for additional relevant information and researcher’s observations. Data

extraction was conducted by the researcher and checked by the supervisory team.

4.2.1.2. Process

Data relating to the policymaking process were investigated with the aid of a four-area
transparency framework used by Sense about Science (Sense about Science, 2016, 2018). The
four areas of the transparency framework are: ‘Diagnosis’, ‘Proposal’, ‘Implementation’ and
‘Testing and evaluation’ as explained in Section 2.3.2. Each of the four areas was translated into
measurable elements to facilitate the application of the transparency framework to data
extraction and analysis (Table 4.1). Policies were examined by the researcher for data relevant
to the elements described in Table 4.1 (either presence/absence or a count) which were
recorded in spreadsheets for analysis. Policy documents and relevant accompanying documents

(e.g. impact assessments or consultation documents) were examined where available.

Qualitative Content Analysis (QCA) phases 1-6 (Section 2.5.2) relate to data extraction. The
coding frame for the policymaking process consisted of the elements included in Table 4.1. The
coding frame was piloted on a subset of five policies from both the state and the pharmacy
profession by the researcher and discussed with supervisory team. Modified features and
clarifications to avoid overlap, included alternative plans and cost-benefit assumptions. They

were considered relevant for inclusion in both ‘Proposal’ and ‘Implementation’.
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Table 4.1: Elements examined for the policymaking process (based on Sense about Science 2016, 2018)

Diagnosis

Presence of clear
aims and objectives

Presence of clearly
defined substantive
policy sections

Number of
references used

Number of
unavailable
documents when the
source of reference
was searched?

Number of
references that did
not direct readers to
a specific source, but
provided further
information as
explanations

Presence of citations
as footnotes in policy

pages

Presence of a
separate chapter for
challenges

Proposal

Use of systematic
reviews as evidence

Use of randomised-
controlled trials as
evidence

Use of observational
studies as evidence

Use of national
statistics documents
as evidence

Use of other policies
as evidence

Use of case studies as
evidence

Presence of
alternative proposals
considered

Presence of indicators
for cost or benefit
considerations

Implementation

Presence of specific
action plans or tables

Use of consultations
with experts or the
public

Presence of plans for
further publications

Presence of specific
dates or timeframes
for either action
plans, consultations
or publications

Presence of
alternative
implementation
plans considered

Presence of
indicators for cost or
benefit
considerations

Presence of a
separate chapter for
implementation

Testing and
Evaluation

Presence of clear
plans for
measuring
success

Presence of
timetables for
evaluation

Presence of a
separate chapter
for evaluation

! Unavailable source refers to links that did not work and did not allow identification of the document

referenced

4.2.1.3. Actors

Data relating to policy actors were extracted with the use of spreadsheets. QCA phases 1-6 relate
to data extraction (Section 2.5.2). The coding frame for actors consisted of a spreadsheet with
columns for specified authors, target audience and professional and public involvement. Upon

preparation, the coding frame was piloted on a subset of five policies from both the state and
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the pharmacy profession. No modifications were made on the coding frame for actors. Policies
were examined in their entirety by the researcher for data relevant to the elements of the coding
frame (presence/absence) and recorded in spreadsheets for analysis. Professional and public
involvement were classified under actors since the point of interest was whether professionals
or the public had been actively involved in policy formulation (e.g. via consultations, patient
surveys, discussions, open events). However, their involvement is also closely related to the
policymaking process and was considered when process results were analysed, showing the

interrelationships between the four main categories of the Walt and Gilson policy framework.

4.2.2. Data analysis

4.2.2.1. Context

Data relating to policy context were analysed using reflexive TA, with elements of codebook TA
(Section 2.5.1). Data analysis was conducted deductively, using the policy triangle framework.
The six-phase process (Section 2.5.1) was followed (Braun and Clarke, 2006, 2020). “Data
familiarisation” and “systematic data coding” phases were conducted as described in data
analysis of policy content (Section 3.2.5). Similarly, coding was conducted by the researcher and
checked by the supervisory team. Phases 3-5 refer to theme generation. Development and
definition were different from content analysis as context analysis was deductive. Therefore,
themes were predefined, based on the context of the Walt and Gilson policy framework. The
named themes consisted of political context (including indicators of political changes, political
ideas or ideologies), economic context (including indicators of financial conditions, the current
economic situation or potential financial changes), and social context (including indicators of
demographics, population health or social conditions). Due to the limited amount of data and
inadequate codes there was no need to import spreadsheets into qualitative data analysis
software (NVivo version 12). Findings and interpretations of the data (“writing the report”),

including some repeated patterns are described in Section 4.3.

4.2.2.2. Process

Data relating to policy process were analysed using QCA (Section 2.5.2). Data analysis was
conducted deductively based on the previously mentioned transparency framework. The eight-
phase process (Section 2.5.2) was followed over both the extraction and analysis stages
(Schreier, 2012). Phases 7 and 8 relate to data analysis. The main analysis included the scoring
of each of the four areas described in Table 4.1 using a system that enables comparisons across

policies (Sense about Science, 2016). The adopted scoring system is as follows:
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- Not clearly enough for level 1
1 Some of the relevant fields were complete and explained with a degree of transparency
- As in level 1 but most relevant fields were complete and/or more transparent
As in level 2 but all relevant fields were complete with a more detailed justification and
consistency in transparency

During the main analysis, the researcher applied the coding frame to every policy and allocated
a score based on its transparency, clarity and level of detail for each of the elements that
constituted the coding frame. Scores for each area were summarised for both policy types (state
or professional body) with the median and interquartile range. Differences in the distribution of
scores for the state and professional policies were compared using Mann-Whitney U tests.

Results were interpreted and presented.

4.2.2.3. Actors

Data relating to actors involved in policymaking were also analysed using QCA (Section 2.5.2).
Phases 1-6 were covered in data extraction and phases 7 and 8 relate to data analysis. Data
analysis was conducted deductively by the researcher. The presence of named author(s) for the
policy, a clear description of its target audience, and any indication of the involvement of
experts, professionals or members of the public in policymaking were counted and transferred

to a summative spreadsheet to allow their visualisation.
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4.3, Results

The 25 policies included in this study were described in Section 3.3.1.

4.3.1. The context of state and professional policies

The purpose of the context analysis was to explore how the policy described the environment
at the time of the publication. There were both diverse and limited discussions for the political,
economic and social contexts, however similarities and differences were identified between

both policy types, as described below.

4.3.1.1. Political context

Figure 4.1 provides an overview of the political context described by both types of policy in
chronological order. State policies included many more references to the political context at the
time of publication compared with professional policies. However, both policy types
acknowledged current government choices or previous government priorities (5-10-3, P-11-5, P-
13-10, S-15-17). State policies also mentioned that their recommendations would require
support from the next government (S-14-13). Additionally, state policies referred to the
relationship between the NHS and politicians by clarifying that healthcare delivery
responsibilities and budget allocation lay with the NHS and were politically independent (S-10-
3,5-12-6, S-13-8, S-14-15, 5-15-17, S-17-24).

Policies of both types published towards the end of inclusion period, acknowledged a new
political era. State policies specifically referred to Brexit and the importance of preserving NHS
values under the upcoming new political relationships while policies from the profession

referred to a climate of uncertainty (19,25).

“The Health Service’s founding principles — of care for all, on the basis of need not ability
to pay — have stood the test of time. During one of the most vigorous debates our country

has seen — over Brexit — the NHS was centre stage.”

S-17-25
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Figure 4.1: Overview of the political context to community pharmacy policymaking from 2008 to 2017

4.3.1.2. Economic context

Figure 4.2 provides an overview the economic context described from both types of policy in a
chronological order. Similarities between state and professional policies in terms of the
economic context included mutual acknowledgements of the state of the economy (e.g. global
recession, financial pressures on the NHS, funding pressures for community pharmacy sector),
limited public finances and climate of economic uncertainty for the future (S-10-3, P-11-5, S-12-
6, P-13-7, S-13-8, P-13-10, S-14-13, S-14-15, S-16-18, P-16-19, S-16-20, S-16-22, P-17-23, S-17-
25).

“These questions come, of course, at a time of great uncertainty and challenge for
community pharmacy owners and their teams. After a year which ended with funding
cuts and contract changes imposed on the sector, it is no surprise that pharmacy teams
are looking for a different set of answers to those recently received from Government

and the NHS.”

P-17-23
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The economic context was different at the start of the study period as state policies referred to

spending growth and adequacy in NHS financial resources (S-08-1, S-08-2), while over time,

economic deficit and a growing debt in healthcare, alongside limited public health budgets were

described (S-10-3, S-10-4, P-13-10). Professional policies included some more medicine-related

references to the economic context at the time of publication, such as the high cost of medicines

and the high costs of admissions and management of LTCs (P-11-5, P-16-21).

“Treatment and support for people with long-term conditions is placing significant

demands on the NHS and other public services. With £15 billion being spent on medicines

in 2015/16 they are the most common intervention in the management of LTCs.”

State policies

NHS funding growth
Sufficient financial resources 2008
|
2009
|
Limited public peficitand |
health budget growing debt 2010
|
2011
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national economy n“.":-"“w
e 2012
R e
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Figure 4.2: Overview of the economic context to community pharmacy policymaking from 2008 to 2017
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4.3.1.3. Social context

Figure 4.3 provides an overview of the topics associated with social context throughout the years
of investigation for this review. In total, 14 social context-associated topics were identified:
ageing population and life expectancy, preserving NHS values, pressures on NHS services,
technology and science developments, patient demands and expectations, premature mortality
and unhealthy lifestyles, LTC prevalence, multimorbidity and disease complexity, rates of public
health problems, existing health inequalities, GP crisis, society of information, mental health and

cancer prevalence, diversity in England and patient satisfaction with the NHS.

State policies contained more statements related to the social context, as all topics were present
throughout the study period in policies from the state. In contrast, only nine topics were present
in the professional policies: ageing population and life expectancy (P-13-7, P-13-10), pressures
on NHS services (P-11-5, P-13-7, P-13-10), technology and science developments (P-16-19),
patient demands and expectations (P-11-5, P-13-10, P-16-19), LTC prevalence, multimorbidity
and disease complexity (P-16-19, P-16-21), existing health inequalities (P-13-10), GP crisis (P-16-
19), society of information (P-16-19) and mental health (P-13-7). However, over time
professional policy documents included an increasing amount of information about their social

context.

Topics such as the ageing population and life expectancy, preserving NHS values, and patient
demands and expectations were present more frequently in state policies since 2008, while
others such as the GP crisis and patient satisfaction with the NHS appeared mostly during the
later years of investigation. Topics identified from both policy types with the same year of
publication related to ageing population and life expectancy, LTC prevalence, multimorbidity

and disease complexity and GP crisis. There were no policies included for year 2009.

“Yet our ageing population also poses a challenge to the sustainability of the NHS. By
2031, the number of over 75-year-olds in the British population will increase from 4.7

million to 8.2 million.”

S-08-2

“Which is why it’s no great surprise that a recent international survey revealed British
GPs are under far greater pressure than their counterparts, with rising workload

matched by growing patient concerns about convenient access.”

S-16-18
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Figure 4.3: Overview of the social context to community pharmacy in policymaking from 2008 to 2017 (Blue colour represents presence in state policies, green represents
presence in professional policies and orange colour represents presence in both policy types)
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4.3.2. The transparency of evidence used during policymaking process examination
The process of policy making was investigated using a transparency framework (Sense about
Science, 2016, 2018) which included four areas: Diagnosis, Proposal, Implementation and

Testing and Evaluation. The results for each area are summarised below.

4.3.2.1. Diagnosis

Figure 4.4 shows the diagnosis scores for the two policy types and reveals that professional
policies tended to have lower scores than state policies. The median (interquartile range) score
for state policies was 2 (1-3) and for pharmacy policies was 1 (0-2). However, this difference was

not significant (p=0.081).

Diagnosis for state policies (n=18)

Diagnosis for professional policies (n=7) 1
B Number of policies that scored 0 Number of policies that scored 1
B Number of policies that scored 2 Number of policies that scored 3

Figure 4.4: Comparison of diagnosis scores for both policy types
. Not clearly enough for level 1

1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3 Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency

All policies had clear aims and objectives explaining their purpose, apart from one professional
policy (P-14-12). All state policies had clearly defined substantive sections usually in the form of
a content list, but this was seen in only four of seven professional policies (P-11-5, P-13-7, P-13-
10, P-16-19). All state policies apart from two (S-14-13, S-16-18) provided a list of references
where the sources used to create the policy were clearly presented. Two professional policies
did not provide references (P-13-7, P-17-23). One professional policy (P-13-10) provided a

considerably larger number of references than the remaining policies from the profession.
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Within those reference lists, the number of unavailable sources was very low for both policy
types. Among the references there were statements that provided further information or
explanations linked to the main body of the policy apart from four state policies (S-14-13, S-16-
18, S-16-20, S-16-22) and four professional policies (P-11-5, P-13-7, P-16-19, P-17-23). Most
policies from both types provided visible citations in the form of footnotes at the end of the
pages of each policy. Ten policies, eight from the state (5-08-1, S-08-2, S-10-4, S-13-9, S-14-13,
S-14-14, S-16-20, S-16-22) and two from the profession (P-13-10, P-16-21) provided a clearly

distinguished chapter with the challenges they identified.

4.3.2.2. Proposal

Figure 4.5 shows the proposal scores for the two policy types and reveals similarities between
the two policy types as both had a small number of documents that scored 0 and 33% of state
policies and 43% of profession policies scored 1. The median (interquartile range) score for state
policies was 2 (1-3) and for pharmacy policies was 1 (1-2). This difference was not significant

(p=0.392).

Proposal for state policies (n=18) . -
Proposal for professional policies (n=7) - -

B Number of policies that scored 0 = Number of policies that scored 1

B Number of policies that scored 2 ® Number of policies that scored 3

Figure 4.5: Comparison of proposal scores for both policy types
. Not clearly enough for level 1

1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3 Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency

Other policies and observational studies were most commonly used as evidence for both policy

types; 15 state policies (S-08-1, S-08-2, S-10-3, S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-14-14,
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S-14-15, S-15-16, S-15-17, S-16-22, S-17-24, S-17-25) and five professional policies (P-11-5, P-13-
10, P-16-19, P-16-21, P-17-23) referred to other policy documents; nine state policies (S-08-1, S-
08-2, S-10-3, S-10-4, S-13-9, S-14-11, S-14-14, S-16-22, S-17-25) and four professional policies
(P-11-5, P-13-10, P-14-12, P-16-21) referred to observational studies. Randomised-controlled
studies were the least commonly referenced sources for both policy types; five state policy
documents (S-08-1, S-08-2, S-13-9, S-14-14, S-16-22) and one policy from the profession (P-13-
10).

Less commonly used sources of evidence for both policy types were systematic reviews, national
statistics publications and case studies. Systematic reviews were found in eight state (5-08-1, S-
08-2, S-10-3, S-10-4, S-13-9, S-14-14, S-15-16, S-16-22) and two professional policies (P-13-10,
P-14-12). National statistics publications were found in seven state (S-08-1, 5-08-2, S-10-4, S-13-
9, S-14-11, S-14-14, S-17-25) and three professional policies (P-11-5, P-13-10, P-16-21). Case
studies were also present in seven state (5-08-1, S-10-4, S-13-8, S-14-11, S-14-14, 5-15-16, S-16-
18) and two professional policies (P-13-10, P-16-21). Both policy types provided a variety of
proposals for addressing challenges identified, while 11 state policies (S-10-3, S-10-4, S-13-8, S-
13-9, S-14-14, 5-14-15, S-15-16, S-15-17, S-16-22, S-17-24, 5-17-25) and two professional policies
(P-11-5, P-16-21) included some indicators of cost or benefit considerations. While examining
the sources of evidence used, publications from the pharmacy profession was used by five state

policies. However, every policy from the profession referred to at least one state policy.

4.2.3.3. Implementation

Figure 4.6 shows the implementation scores for the two policy types and reveals that
professional policies tended to have lower scores than state policies, as 71% of professional
policies scored 1, whereas no state policy scored less than 2. The median (interquartile range)
score for state policies was 2 (2-3) and for pharmacy policies was 1 (1-3). This difference was

significant (p=0.023).
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Implementation for state policies (n=18) —

Implementation for professional policies (n=7)

B Number of policies that scored 0 Number of policies that scored 1

B Number of policies that scored 2 B Number of policies that scored 3

Figure 4.6: Comparison of implementation scores for both policy types
. Not clearly enough for level 1

1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3 Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency

Specific action plans as further steps towards the implementation of their proposals were
presented mostly in the form of tables in 12 state policies, (5-08-1, S-10-3, S-10-4, S-13-9, S-14-
13, S-14-14, S-15-17, S-16-18, S-16-20, S-16-22, S-17-24, S-17-25) but none from the profession.
Details about either previous or upcoming consultations with the public or experts were
described in 16 state policies (S-08-1, S-08-2, S-10-3, S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-
14-14, S-14-15, S-15-16, S-15-17, S-16-20, S-16-22, S-17-24, S-17-25) and six policies from the
profession (P-11-5, P-13-7, P-13-10, P-16-19, P-16-21, P-17-23). Specific dates for further actions
such as future consultations or events were present in 15 state policies (S-08-1, S-08-2, S-10-3,
S$-10-4, S-12-6, S-13-9, S-14-11, S-14-14, S-14-15, S-15-16, S-15-17, S-16-18, S-16-20, S-17-24, S-
17-25) and two professional policies (P-13-10, P-17-23). A clearly distinguished chapter with
steps towards the implementation of proposals was present in 12 state policies (S-08-1, S-08-2,
S-10-3, S-10-4, S-13-9, S-14-11, S-14-13, S-16-18, S-16-20, S-16-22, S-17-24, S-17-25) and four
profession policies (P-13-7, P-13-10, P-16-19, P-17-23). All policies considered some alternative
plans for implementation, apart from one professional policy (P-14-12). Some indicators of cost
or benefit considerations were included in 11 state policies (5-08-1, S-08-2, S-10-4, S-12-6, S-13-
9, 5-14-11, S-14-13, S-14-14, S-15-16, S-16-20, S-17-25) and four policies from the profession (P-
11-5, P-14-12, P-16-21, P-17-23).
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4.3.2.4. Testing and evaluation

Figure 4.7 shows the testing and evaluation scores for the two policy types and reveals that
professional policies tended to have lower scores than state policies. Approximately 67% of the
state policies scored 2 and 3 while no profession policy exceeded a score of 1. Therefore, the
median (interquartile range) score for state policies was 2 (1-2) and for pharmacy policies was 0

(0-1). This difference was strongly significant (p=0.006).

Clear plans for measuring policy success were provided by 16 state policies (S-08-1, S-08-2, S-
10-3, S-10-4, S-12-6, S-13-8, S-13-9, S-14-11, S-14-13, S-14-14, S-14-15, S-15-16, S-15-17, S-16-
20, S-17-24, S-17-25) and three policies from the profession (P-13-10, P-16-21, P-17-23).
Timetables for evaluation were described in 11 state policies (S-08-1, S-08-2, S-10-4, S-12-6, S-
13-8, S-13-9, S-14-15, S-15-16, S-15-17, S-16-20, S-17-24) and three of them had a clearly
distinguished chapter including steps towards testing and evaluation (5-10-4, S-13-9, S-14-14).
However, no policy from the profession mentioned any timeframe for testing and evaluation or

had a clearly distinguished chapter describing evaluation steps.

Testing and evaluation for state policies (n=18) -
Testing and evaluation for professional policies (n=7) —

H Number of policies that scored 0 = Number of policies that scored 1

B Number of policies that scored 2 ® Number of policies that scored 3

Figure 4.7: Comparison of testing and evaluation score for both policy types
. Not clearly enough for level 1

1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3  Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency
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4.3.2.5. Summative evidence assessment

Figures 4.8 and 4.9 provide a summative assessment of the four areas of the framework from
both policy types. ‘Diagnosis’ and ‘Implementation’ were the sections where no state policy
scored zero. ‘Testing and evaluation’ was the area where the most policies from both groups
scored zero and no professional policies scored 2 or 3 for this characteristic. The majority of
scores for professional policies were 1 or less, indicating room for improvement. Overall, the
highest-scoring document for the profession was “Now or never: shaping pharmacy for the
future” (P-13-10) but “Community Pharmacy Forward View Part II-Making it happen” (P-17-23)
had a high score on implementation. There were more high scoring state policies. In particular
“Healthy Lives, Healthy People: Our strategy for public health in England” (S-10-4) and “High
quality care for all, now and for future generations: Transforming urgent and emergency care
services in England - Urgent and Emergency Care Review End of Phase 1 Report” (S-13-9) scored
3 for all the four framework areas. Additionally, policy documents S-08-1, S-08-2, S-14-14 and S-

15-16 also achieved a consistent high score.

Diagnosis _

B Number of policies that scored 0 = Number of policies that scored 1

B Number of policies that scored 2 m Number of policies that scored 3

Figure 4.8: State policies summative evidence assessment (n=18)

Not clearly enough for level 1
1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3 Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency
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Diagnosis

Proposal

Implementation

B Number of policies that scored 0 = Number of policies that scored 1

B Number of policies that scored 2 m Number of policies that scored 3

Figure 4.9: Professional policies summative evidence assessment (n=7)
. Not clearly enough for level 1

1 Some of the relevant fields were complete and explained with a degree of transparency
. As in level 1 but most relevant fields were complete and/or more transparent

3 Asinlevel 2 but all relevant fields were complete with a more detailed justification and consistency in transparency

4.3.3 Findings from the identification of actors involved in policymaking

The actors involved in the policymaking process were investigated by searching for the “agents”
involved in policymaking by state and professional bodies, including specified authors, target
audience and professional and public involvement. All types of actors were identified from 28%
of state policies and 43% of professional policies. Table 4.2 provides a summary of the actors

involved in each policy document.
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Table 4.2: Actors’ identification in each policy [Highlighted state (blue) and professional (green) policies have

identified all types of actors]

View

ID . Specified Target Professional Public
Policy title . . .

number author | audience | involvement | involvement

5-08-1 Phar.mac‘y in England: building on strengths < x v v
- delivering the future

$-08-2 ngh QU?'Ity Care for All - NHS next stage *
review final report

S-10-3 | Equity and Excellence: Liberating the NHS x

$-10-4 Healthy.lees, He.althy People: Our strategy " *
for public health in England

P-11-5 Community Pharmacy - a blueprint for " * v v
better health
The Mandate: A mandate from the

S-12-6 | Government to the NHS Commissioning v v v v
Board: April 2013 to March 2015

P-13-7 The vision fc?r NHS Comm%mity Pharmacies - v v v <
The path to improved patient care

$-13-8 A Mandate from Government to NHS v < v v
England 2014-2015
High quality care for all, now and for future
generations: Transforming urgent and

S-13-9 | emergency care services in England - 4 v v v
Urgent and Emergency Care Review End of
Phase 1 Report

P-13-10 Now or never: shaping pharmacy for the v v v v
future
Transforming Primary Care: safe, proactive,

S-14-11 | personalised care for those who need it v x v v
most

P-14-12 Improving urgent and emergen.cy care " < < <
through better use of pharmacists

S-14-13 | NHS Five Year Forward View (5YFV) v * v v
Community Pharmacy-helping provide

S-14-14 | better quality and resilient urgent care v v v v
(Version 2)

$-14-15 The Government's Mandate to NHS v < < v
England 2015-16

$-15-16 Quick Gu'|de: Extendlng the role of v v v v
community pharmacy in urgent care

$-15-17 The Government’s mandate to NHS England % < v v
for 2016-17

$-16-18 | General Practice Forward View v x v x

P-16-19 | Community Pharmacy Forward View 4 v v v

$-16-20 Communl'Fy pharmacy in 2016-2017 and v v v v
beyond (Final Package)

P-16-21 Imprt?\{lng care for people with Long Term v v < <
Conditions

$-16-22 Communlty Pharmacy Clinical Services v v v <
Review

P-17-23 Com.muruty Pharmacy Forward View Part II- v v v v
Making it happen
The Government's Mandate to NHS

-17- v x v x
S-i7-24 England for 2017-18
$-17-25 Next Steps on the NHS Five Year Forward v < v v
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4.3.3.1. Identified policy authors

A specified author was identified in eight documents from both policy types; six from the state
(33%) (S-08-2, S-13-9, S-14-14, S-15-16, S-16-20, S-16-22) and two (29%) (P-13-7, P-13-10) from
the profession. Some state policies were transparent by providing a clear description of their
author in the first pages using NHSE “Information Reader Boxes” (S-13-9, S-14-14, S-15-16) or
DHSC “ID Boxes” (S-16-20). The remaining 17 policies provided a “corporate author”, the name
of the organisation publishing the document (e.g. DHSC or RPS) instead of indicating a particular
person as responsible for policy authorship or as a person to contact. A foreword section signed
by key stakeholders of each organisation were included in most policies from both types,

however they were not considered as authors for the purposes of this review.

4.3.3.2. Identified target audience

A specified target audience was identified in 11 documents from both policy types; six from the
state (33%) (S-12-6, S-13-9, S-14-14, S-15-16, S-16-20, S-16-22) and five (71%) from the
profession (P-13-7, P-13-10, P-16-19, P-16-21, P-17-23). Some state policies were transparent
by providing a clear description of their target audience in their first pages using NHSE
“Information Reader Boxes” (S-13-9, S-14-14, S-15-16) or DHSC “ID Boxes” (S-16-20). Target
audience information was identified from consultation documents accompanying the policies S-

12-6, 5-13-8, S-15-17, when they were available.

4.3.3.3. Professional involvement in policymaking

All but one state policy (94%) (S-14-15) provided information about the professionals involved
in their development. There was considerable variation in the extent to which this information
was presented. Variation was observed as some policies referred to professional involvement in
a more general way, others provided detailed plans, dates and names of individuals involved,
while others included professional involvement either before or after publication and in some

cases at both stages. Examples are provided in Table 4.3.

One of the most transparent examples of professional involvement was from the state policy
“High quality care for all, now and for future generations: Transforming urgent and emergency
care services in England - Urgent and Emergency Care Review End of Phase 1 Report” (S-13-9),
as separate appendices were published indicating that it was informed by extensive engagement
with patients, clinicians and commissioners from across the NHS. Some policy documents
provided the names of experts from many different bodies forming advisory groups. Other state

policies mentioned the names of the organisations contacted during policy development, while
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others provided statements that indicated professional involvement such as working with

leaders or reflecting views of clinicians and profession.

Five policies from the profession (71%) included statements that indicated professional
involvement in policymaking (P-11-5, P-13-7, P-13-10, P-16-19, P-17-23). Policies from the
profession did not provide separate documents with detailed descriptions of professional
involvement, however “Now or never: shaping pharmacy for the future” (P-13-10) was very
transparent about events, interviews, consultations, surveys and lists of people involved with
policy development. Other policies from the profession included statements indicating that the
sector’s opinions had been taken into consideration and requesting more ideas and feedback

after policy publication.

Table 4.3: Examples of statements indicating professional involvement in policymaking

ID Professional

Policy title . Quotation
number involvement
“We have begun to sketch this picture of the
. future th h di i ingi h
Community uture through discussions brjlnglng together
our members, local community pharmacy
Pharmacy Forward | Acknowledgements
View leaders, the RPS and colleagues from the

wider health and care system. But we have
only made a start...”

“The findings and conclusions set out in this
report have been informed by extensive
engagement with patients, clinicians and
commissioners across the NHS, including a
formal period of engagement between June
and August 2013 on our research evidence

High quality care for
all, now and for
future generations:
Transforming urgent

nd emergen r Transparen
$-13-9 @ d.e e. gency care ansparent base and emerging principles and objectives
services in England - statements . .
for how an improved service should be
Urgent and . .
designed. Our updated evidence base
Emergency Care . . .
. (Appendix 1), revised principles and
Review End of . .
objectives (Appendix 2) and a full summary
Phase 1 Report .
of engagement responses (Appendix 3) all
form an important part of this report.”
. “In 2012 PSNC confirmed via a survey of all
The vision for NHS . Y .
. community pharmacy contractors that this
Community . o . .
. Previously planned | aspiration for community pharmacy is
Pharmacies - The . L.
. involvement supported by the majority of the sector (98%
path to improved
atient care of survey respondents agreed - 37% agreed
P strongly and 61% agreed).”
“The Department will take forward work to
Equity and . manage the transition and flesh out further
Upcoming plans for . S L
S-10-3 Excellence: involvement policy details in partnership with external
Liberating the NHS organisations, seeking their help and

expertise.”
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4.3.3.4. Public involvement in policymaking

Public involvement in the policy document was evident in all but three policies from the state
(83%) (S-13-18, S-16-22, S-17-24). Once again, transparency and the amount of detail provided
varied. Table 4.4 provides some examples to illustrate this. Statements indicating public
involvement were usually present in the same document excerpts as professional involvement.
Policies mentioned the use of public surveys or that plans had been developed in discussion with
patients, carers and members of the general public. A number of policies mentioned that their
proposals had been developed on behalf of patients without providing further details, while
other documents mentioned the name and number of patient groups that commented on an

initial version of the policy.

Four policies from the profession (57%) included references to public involvement (P-11-5, P-
13-10, P-16-19, P-17-23) indicating the use of surveys or involvement of members of the public

in expert panels.

Table 4.4: Examples of statements indicating public involvement in policymaking

ID

Policy title Public involvement Quotation
number
“It represents the shared view of the NHS’
NHS Five Y ional | hi fl i
$-14-13 S Five Year Acknowledgements national leadership, and reflects an emerging

Forward View (5YFV) consensus amongst patient groups, clinicians,

local communities and frontline NHS leaders.”

“To this end, we ensured that we had effective
patient and professional involvement in the work
of the Commission, and we undertook extensive
engagement work including: a launch event in
London attended by over 100 people from across
pharmacy... and patient groups, an online

Now or never: shaping consultation, via a survey questionnaire that was

pharmacy for the Transparent open for eight weeks and yielded over 130
statements
future responses, two stakeholder workshops... three

meetings of the Commission’s expert advisory
group, an additional two meetings of a sub-group
that focused on detailed analysis of submissions
received, interviews with key stakeholders...
follow-up interviews, presentation and discussion
to RPS conference.”

“These visions are the product of the work
High Quality Care for previously planned more than 2,000 clinicians and other staff in
S-08-2 All - NHS next stage . vp health and social care, who have shown
. ) involvement . . .
review final report tremendous leadership in creating, shaping and
forming the conclusions...”

Transforming Primary “NHS England will be working closely with the
Care: safe, proactive, . health professions, patients and carers to
. Upcoming plans for . .
S-14-11 personalised care for . consider how best to provide a clear focus for
. involvement . . . . .
those who need it quality and patient experience, while also giving
most professionals space to innovate.”
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4.4. Discussion

The results of this policy review indicate the need for a different approach to professional
policymaking that might increase policy credibility. Less than 30% of the state policies (n=5) used
published material from the pharmacy profession. Overall, professional policies had lower
scores for transparency about the use of evidence during the policymaking process, particularly
for policy implementation and evaluation. Exploring professional descriptions of changing
context for community pharmacy policymaking indicated areas for improvement while
variations in information about policy actors indicated the need for professional policies to

enhance transparency about professional and public involvement.

4.4.1. Political and socio-economic context

The exploration of the context from both policy types indicated that professional policies were
generally aware of the developments described by the state policies. From a political
perspective, both policy types acknowledged previous or next government plans. From an
economic perspective, both policy types referred to trends such as global recession and limited
NHS budgets, and from a social perspective they both recognised changing demographics, rising

multimorbidity and the challenges in general practice.

Changes to the way that the context is considered might increase the credibility of professional
policies by improving their relevance to the current situation. The policy process is
acknowledged to have a fundamentally political nature that is usually given insufficient account
in evidence-based policymaking (Hawkins and Parkhurst, 2016). A study interviewing key
stakeholders about facilitators and barriers of evidence use in public health policymaking
including UK representation stated that political momentum and political relevance were
recognised as influential factors that should not be missed (van de Goor et al.,, 2017). One
illustrative example of this phenomenon from previous studies was when a state shift towards
targeting health inequalities and public empowerment was identified by a Labour government,
but was not reflected in pharmacy’s agenda (Jesson and Bissell, 2006). Interestingly, the same
shift continued during the coalition government years (2010-2015) examined in this present
review, where patient autonomy and health inequalities were emphasised (S-10-3, S-10-4).
Despite the fact that policies from the profession acknowledged this shift in the political context,
the focus on health inequalities and patient autonomy is still an issue to be addressed in
professional policy content (Section 3.4.2), indicating the need for faster responses to changing

context and the embracing of political opportunities.
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Despite the similar recognition of the socio-economic context of the two policy types,
professional policies did not refer to their social context as extensively as state policies.
Parkhurst describes that good evidence for policy can be considered as a combination of
credibility, salience and legitimacy (Parkhurst, 2017). If professional policy documents aim to be
used as evidence by state policies, salience (usefulness to achieve a social goal) could be an area
of valuable contribution. Enhancing the consideration of the social context when policymaking
could improve community pharmacists’ contributions to the needs of the society. This is similar
to findings about the content of these policies, as discussed in Section 3.3.2.3.3. where

professional policies referred less extensively to factors about quality in healthcare.

Although mutual acknowledgements of the wider economic context existed, professional
policies could have also acknowledged more extensively any evidence related to cost-
effectiveness, to address better these recognised financial pressures. Sometimes commissioners
have to make decisions with negative or absent evidence due to urgency of delivering a
financially viable plan (Wye et al., 2015). They also face the challenge of attempting to utilise
community pharmacists more, with concurrent control of healthcare budgets (Hermansyah,
Sainsbury and Krass, 2018). Professional policies included some relevant statements (e.g.
financial benefit of the minor ailments service provision in community pharmacy rather than GP
premises) however, these were limited. However, the limited policy references to cost-
effectiveness might be explained by lack of evidence. The decommissioning of the MUR service
was discussed in Section 3.4.4., but this service also lacked evidence of cost-effectiveness
(Wright, 2016). A systematic review including mostly studies from the UK described the need to
evaluate the cost-effectiveness of pharmacy services to facilitate stakeholders in decision-
making (Perraudin, Bugnon and Pelletier-Fleury, 2016) while a lack of evidence for cost-effective
community pharmacy services has also been acknowledged (Cooper, 2020). The publication of
an economic evaluation of the NMS service is a positive development that can be utilised and

promoted by future profession policies (Elliott et al., 2017).

4.4.2. Policymaking process transparency and actors’ involvement

Professional policies tended to be less transparent about their use of evidence, with statistically
significant differences between state and professional policies for the ‘Implementation’ and
‘Testing and Evaluation’ areas. Focusing on implementing defined agendas and processes for
change has been a recognised challenge for healthcare policy and community pharmacy
worldwide, while pharmacists’ commitment to evaluation was considered necessary to
demonstrate their abilities, not only their potential (Scahill et al., 2010). Setting clear timelines

when addressing issues and including monitoring and evaluation plans is thought to help
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policymakers with setting priorities (Lavis et al., 2009). Professional policies could become more
credible to the state if they increased their transparency by providing practical information
about the implementation of their proposals (e.g. clearly detailed and dated action plans).
Similarly, professional policies could also include a more informed evaluation strategy by
describing more specific plans and timeframes for measuring the success of each policy. A study
exploring how healthcare commissioners in England access and use information for ‘real-life’
decision-making concluded that commissioners are “highly pragmatic” and would utilise
information that helps build strong cases for action, particularly due to the rapidly changing
environment in which they work (Wye et al., 2015). Professional bodies could acknowledge this
fast-paced working environment with pressured timeframes and aid decision-making by
providing more transparency with a standardised structure for policies. This might enhance

communication and relatability with policymakers.

Additionally, increased transparency and more detailed description of public and expert
involvement in professional policymaking would be an enhancement that might make them
more legitimate. Legitimacy includes democratic representation and public deliberation and is
an important element of what constitutes good evidence for policy (Parkhurst, 2017). Factors
such as experts’ opinions are also influential on policy decisions (Oxman et al., 2009), while
pharmacists’ active involvement in policymaking was also considered to strengthen the
profession in developing countries (Hermansyah et al., 2020). Considering public involvement, a
study examining the centrality of patients in medicines optimisation policies in England reported
variation in the inclusion of patient perspectives (Heaton et al., 2017). Public consultations and
stakeholder events are considered examples of ‘good governance’ of evidence in health policy
(Hawkins and Parkhurst, 2016). However, even if professional policies were developed using
such processes, only “Now or never: shaping pharmacy for the future” (P-13-10) provided a

transparent description as evidence of these actions.

The adoption of a more transparent and detailed approach in policymaking has the potential to
create real-world impact. Adapting health information for a policy-oriented audience ensures
both engagement in shaping the future and that the “voice is heard” (Wong et al., 2017). A
successful example of this was the Now or Never report, the professional policy that had
consistently high scores for transparency and clarity (10). The sector could use this as a paradigm
for future policies, since this was subsequently referenced by the state in the Community
Pharmacy Clinical Services review (S-16-22). It was transparent, legitimate and followed by an

evaluation report, assessing the progress made over a year (Smith, Picton and Dayan, 2014).
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4.4.3. Strengths and limitations

To the best of the author’s knowledge, this is the first study comparing state and professional
policies for their content and policymaking taking into account the full range of activities of
community pharmacists in England. The strengths and limitations of this policy review are
discussed in the following section. The trustworthiness of the research methods were
considered when designing this review. Previous studies described techniques to increase
trustworthiness when using qualitative content analysis and thematic analysis, respectively
(Graneheim and Lundman, 2004; Nowell et al., 2017). Both studies referred to trustworthiness
criteria based on Lincoln and Guba (1985) such as credibility, transferability and dependability,

which will be used to consider these strengths and limitations.

Credibility includes study validity. Some practical techniques to address credibility, including
prolonged engagement, persistent observation, triangulation of data collection, researcher
triangulation and peer debriefing (Lincoln and Guba, 1985). In the present study, data analysis
was conducted over several months and the process was conducted iteratively for every step,
including constant refinements and reviews. As far as possible, equal amounts of time were used
to analyse state and professional policies, taking into consideration the number of pages for
each document. Triangulation of data collection will be achieved over the whole research
project by triangulation of findings from three studies. However, triangulation of data collection
was also achieved for this study by including various sources for policy identification (e.g. policy
timelines, organisational websites and news platforms) and considering different aspects of the
included policies, such as content, context, process and actors. Researcher triangulation has
been achieved through the involvement of the supervisory team. Additionally, policy briefing
documents from the PSNC were utilised to confirm the main policy findings relevant to
community pharmacy, resembling the role of a second researcher as much as possible during
policy content analysis. Twelve policies of both types included in this review had an associated
PSNC briefing document (S-08-2, P-13-7, S-13-8, S-13-9, S-14-11, S-14-13, S-15-17, S-16-18, P-
16-19, S-16-20,5-16-22, S-17-25). Peer debriefing was attempted as each supervisor checked

data extraction for a different policy document.

Transferability includes the degree of generalisability of the enquiry (Nowell et al., 2017). The
generalisability of context depends on the reader (Graneheim and Lundman, 2004). The review
has chronological and geographical limitations described in inclusion criteria in the previous
chapter. However, a detailed rationale for methodological decisions and procedures followed
has been provided, enabling other researchers to judge whether the approach of this review is
applicable to other fields. This was also the first time the Walt and Gilson policy triangle has

been applied in the community pharmacy services field (Walt and Gilson, 1994). However, policy
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review is a time-consuming task especially the thorough iterative analysis of 1,032 pages of data.
The inevitable time taken to complete the review imposes another limitation, as policymaking
is a fast-paced environment. To address this limitation, important policies published after 2017

were considered as much as possible in the Discussion.

Dependability includes considering the degree of data change and the researcher’s decisions
over time and providing a traceable and logical research process (Graneheim and Lundman,
2004; Nowell et al., 2017). There was a clear description of the decisions and steps followed
throughout the research process, from unravelling the elements of the Walt and Gilson policy
triangle, to the practicalities of the steps followed for thematic analysis and qualitative content
analysis. Both the addition of the policy triangle and the transparency framework from Sense
About Science aimed to provide more structure to the research and the ability to produce a
transparent process. Equal time was also devoted to the different research phases and reflexive
notes were kept including conclusions, observations and relations of the data, and personal

thoughts.

An additional limitation is the researcher’s positionality. Data analysis could also have been
affected by researcher’s professional identity as a pharmacist. The background of the
supervisory team consists of two pharmacists and one with a social policy background. The lack
of an electronic database for policy identification was another study limitation, as it increases

the risk of missing important policy documents.
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4.5. Conclusion

The exploration of how community pharmacy was represented in state and professional policies
was firstly explored by examining the content of policies related to community pharmacy. The
exploration of content indicated areas of convergence between state and professional policies,
as both recognised mutual challenges (e.g. the sector being underutilised), support for
community pharmacists’ role in long-term conditions management, urgent care provision, and
the significance of technology and primary care integration. The exploration of content also
indicated areas of divergence between the two policy types, as topics such as tackling health
inequalities, mental health, cancer care and service provision to specific target groups (e.g.
maternal and children care) were underexplored by professional policies. Considering the
degree of continuity observed in policies published after 2017, findings can be used to promote

healthcare provision from community pharmacies.

The representation of pharmacy in health policy in England was also explored from a
policymaking perspective. The exploration of “how” policymaking was conducted indicated that
published material from pharmacy policies was rarely used by state policies. These findings can
be utilised by policymakers from the state and pharmacy organisations to enhance policymaking
for the benefit of patients and to advance the profession’s integration and inclusion in
healthcare decisions. The analysis of the context, transparency of evidence and actors involved
in policymaking indicated areas where improvement for pharmacy professional policies is
needed. More transparent professional and public involvement in policymaking, increased
clarity of context and greater focus on policy implementation and evaluation could become
enablers to improve the credibility and influence of the community pharmacy sector. Not every
challenge can be addressed through policy alone, and support from pharmacists and
stakeholders is essential for achieving change. Thus, the next chapter describes interviews with
pharmacy, non-pharmacy and community pharmacist stakeholders aiming to achieve more in-
depth knowledge of other perspectives relevant to support the creation of a strategy for the

future development of community pharmacy.
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CHAPTER FIVE: The views of stakeholders on pharmaceutical care
provision in the community

5.1. Introduction
5.1.1. Chapter outline

This chapter describes the rationale for exploring stakeholder perspectives (Section 5.1.2) and
the aims and objectives of the study (Section 5.1.3). It provides information about how
participants were identified (Section 5.2.1), selected (Section 5.2.2), their eligibility (5.2.3) and
recruitment (Section 5.2.4). It also describes how data were extracted (Section 5.2.5) and
analysed (Section 5.2.6). Participant characteristics and study findings are described in Section
5.3 and discussed in Section 5.4. The chapter concludes with the strengths and limitations

(Section 5.4.4) and the conclusion of the interview study (Section 5.5).

5.1.2. The rationale for exploring stakeholder perspectives

The evolution of perspectives on the future of community pharmacy described in Section 1.6
indicated the changes that community pharmacy practice has undergone since the 1970s and
that it has been a matter of concern internationally. The operational environment for
community pharmacy in England can also be considered as complex (Section 1.5) while the
concept of pharmaceutical care is an important concept both for the present and the future of
the sector (Section 1.7). Chapters three and four described a review of policies relevant to
community pharmacy in England. These will have an influence on how the sector develops in
the future. However, policies are not the only influential factor in healthcare development. Key
stakeholders will also have a significant influence on the future, so their perspectives also need
to be considered. Stakeholder mapping was also described (Section 2.4). Therefore, this chapter
describes a qualitative study in which professional stakeholders were interviewed about the

future of community pharmacy.
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5.1.3. Aims and objectives

This study aimed to explore the views of different stakeholders on how pharmaceutical care in

the community could be provided in 2030.
The study objectives were to explore stakeholders’:
1. expectations of the provision of pharmaceutical care in the community by 2030.

2. perceptions of the factors that will influence the development of pharmaceutical care in the

community.
3. opinions of the ideal model for the provision of pharmaceutical care in the community in 2030.

4. perceptions of the facilitators and barriers to the development of pharmaceutical care in the

community.

148



5.2. Methods

Semi-structured interviews were used for this study. The rationale for using this method was

explained in Section 2.5.

5.2.1. Participant identification

Stakeholder mapping is a three-step procedure which was used for the identification of relevant
stakeholders (Section 2.4). The development of pharmaceutical care provision in the community
includes a wide array of stakeholders. The nature of stakeholder mapping does not make it
applicable for identifying stakeholders working in community pharmacies. This technique was
applied for identifying stakeholders operating at a ‘higher level’ such as service commissioners
or pharmacy organisation representatives. For greater clarity, the term ‘key informants’ is used
for pharmacy and non-pharmacy stakeholders where stakeholder mapping was applied, while
the term ‘community pharmacist stakeholders’ is used for professionals working from

community pharmacy premises.

5.2.1.1. Identification of key informants (stakeholder mapping)
Step 1: Planning stakeholder mapping

The purpose of the stakeholder mapping was to provide a systematic and comprehensive
identification and understanding of key informants before interviews were conducted. The
necessity for a broad scope was evident from the policy review but also from the fact that the
programme of research explores the development of pharmaceutical care holistically, rather
than focusing on a specific service. To facilitate future implementation of findings, it was decided
that stakeholders should operate at the same national level as the policy review, i.e. England.
Stakeholder mapping was carried out by the researcher with the involvement of the supervisory
team. The researcher’s position should also be considered. The researcher can be classified as
‘neutral’, since there were no close relationships with any of the organisations involved in the
study. Due to the policy review preceding the interview study, the researcher can be considered
partly as an ‘insider’, as the review provided knowledge of community pharmacy representation
in policymaking but also as an ‘outsider’ related to the study aims. It should also be

acknowledged that the researcher is a pharmacist.

Step 2: Conducting stakeholder mapping
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Identifying stakeholders

Interviewing key informants resembles ‘elite interviewing’ (Harvey, 2011; Mikecz, 2012). The
definition of ‘elite status’ is ambiguous, however it relates not only to individuals with senior
positions within their organisations, but also to knowledgeable individuals that can affect
decision-making or hold significant social networks in a specific geography (i.e. England) (Harvey,
2011; Mikecz, 2012). An initial list of 54 potential key informants in senior positions was created,
based on knowledge derived from the policy review, the expertise of the supervisory team and
related experiences (e.g. researcher’s attendance at key conferences). In addition, a snowballing
approach was adopted, whereby all participants were asked to nominate any individuals or
organisations that they would consider influential on pharmaceutical care provision in the
community. Profiles were created for each stakeholder in order to enhance their identification
and the upcoming selection. The profiles included each stakeholder’s contact information (i.e.
name, organisation, contact details, location, position, age and gender), number of years in

current position, previous professional experience, education and involvement in politics.

Assessing stakeholders’ position, interest and influence

Following identification, determinants such as each stakeholder’s position, interest and
influence (as defined in Section 2.4) were assessed for each stakeholder by the researcher.
Quantification (e.g. the use of ordinal or Likert scales) is commonly used for stakeholder-related
data (Varvasovszky and Brugha, 2000; Hyder et al., 2010). Details of the definition of each
determinant and how it was assessed can be found in Table 5.1. The assessment was conducted
using mostly secondary sources. More specifically, the assessment of position was conducted
through examining sources such as publicly expressed opinions, articles and interviews in the
pharmacy media, identified during the policy review (e.g. when stakeholders used strongly
positive words, such as “passionate”, or “confident”, to express their views were classified as
strongly supportive). The assessment of interest was conducted through examining previous
networking opportunities where possible, provided by meeting potential stakeholders at
important pharmacy events and conferences. Stakeholders were proactively approached for
brief discussions of the wider programme of research. The willingness of each stakeholder’s
responses was used to assess their potential interest (e.g. stakeholders that voluntarily offered
business cards for further contact were classified as strongly interested). The assessment of
influence was not conducted for each stakeholder individually as for position and interest, but
on an organisational level, with the aid of the policy review. The examination of each policy’s

used references provided an insight into which publications, hence which organisations had
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made an impact by being used as evidence in policy formulation (e.g. policies from NHS England

were frequently used from both policy types so were classified as high influence).

Table 5.1: Definining and assessing important determinants of stakeholder mapping

Stakeholder mapping
determinants

Position

Interest

Influence

Determinant definition used
in the study

The extent to which

stakeholders would support

the development of

pharmaceutical care in the

community

The extent to which
stakeholders would be
willing to contribute to the
development of
pharmaceutical care in the
community

The extent to which
stakeholders could create an
impact on the development
of pharmaceutical care in the

Determinant scale used in

the study

Five-point scale:

1=in opposition

2= negative opinion

3= neutral-unaware

4= positive opinion

5= strongly supportive

Five-point scale:

1=in opposition

2= not interested

3= neutral-unaware

4= interested

5= strongly interested

Colour-coding:

Red= low influence

Yellow= medium influence

Green= high influence

community

Step 3: Analysis of stakeholders

The last step of stakeholder mapping includes integrating and visualising the determinants
assessed. To enable a meaningful visualisation and facilitate practical application, the mean
scores for position and interest were also calculated to generate a score for each organisation
combining individual scores. Position, interest and influence were visualised in a matrix

(Appendix 1).

5.2.1.2. Identification of community pharmacist stakeholders

Community pharmacist stakeholders were identified by purposive sampling restricted to
England. A brief statement including a description of aim of the study and the researcher’s
contact details was advertised in the RPS online community pharmacy forum. Additionally,
various LPCs advertised the study via email, thus ensuring that participants from different areas
in England would be informed. The study was also advertised through the pharmacy network of
the supervisory team, including use of social media (Twitter or LinkedIn profiles). Community
pharmacists were asked to contact the researcher and provide their contact details so they could
be formally invited to participate via letter or email.
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5.2.2. Participant selection

5.2.2.1. Selection of key informants

The completed stakeholder mapping revealed a variety of key informants, provided information

about their background and facilitated prioritisation. Key informants with experience in politics
and when their professional experience and education were related to healthcare were
preferred. There were no low scores for position and interest from stakeholder mapping (i.e. 1-
2); nonetheless, there were more variations in influence. Therefore, not all key informants were
contacted simultaneously but a mixture of more and less influential was preferred to allow the

researcher to gain experience. Overall, a maximum of five key informants per organisation were

identified. When a participant declined to participate, other participants were selected based

on their profile or organisation. Categories and organisations of key informants can be found in

Table 5.2.

Table 5.2: Key informant categories and organisations contacted for inclusion

Key informant categories

Public representatives

Health professionals

Commissioners and policymakers

Experts and collaborators

Organisations contacted for inclusion

e Healthwatch

¢ National Voices

e The Patients’ Association

e Royal Pharmaceutical Society (RPS)

e Pharmaceutical Services Negotiating
Committee (PSNC)

e National Pharmacy Association (NPA)

e Company Chemists’ Association (CCA)

e The Association of Independent Multiple
Pharmacies (AIMp)

e Pharmacists’ Defence Association (PDA)

¢ Boots Pharmacists’ Association (BPA)

¢ Royal College of General Practitioners
(RCGP)

e British Medical Association (BMA)

¢ Royal College of Nursing (RCN)

e Association of Pharmacy Technicians UK
(APTUK)

e Department of Health and Social Care
(DHSC)

o All Party Parliamentary Group on Pharmacy
(APPG)

e NHS England (NHSE)

® NHS Clinical Commissioning (NHSCC)

e Academics from UK Universities (Academia)

e The King’s Fund (Think-tanks)

¢ Pharmacy-related press (Media)
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5.2.2.2. Selection of community pharmacist stakeholders

Community pharmacist stakeholders were selected from a variety of community pharmacy
settings when possible (i.e. independent and multiple community pharmacies) and different
geographical areas within England, with the aim of collecting a diverse range of opinions. A
sampling matrix that included variables such as type of community pharmacy, locum status,

gender and geographical region of the pharmacists was created using Microsoft Excel.

5.2.3. Eligibility criteria

Eligible participants for the study were key informants identified by the stakeholder mapping,
for example policymakers, representatives of pharmacy professional bodies, representatives of
other health care professionals, commissioners, patient representatives, relevant academics
and community pharmacists who were registered with the General Pharmaceutical Council
(GPhC) and regularly worked in community pharmacy premises. Any participants that did not

wish their interview to be recorded were unable to participate.

5.2.4. Participant recruitment

The key informants identified from the stakeholder mapping were recruited via letter or email.
Most contact details were publicly available. Reminder letters or emails were sent when a reply
was not received. When a participant did not reply to invitation emails, the same invitation was
sent to their LinkedIn individual professional profile. When no response was obtained from any
individual within an organisation, the organisation was contacted via telephone. Finally,
alternative individuals or organisations with a similar profile were invited to achieve adequate

representation.

Every stakeholder received an invitation briefly introducing the researcher and the programme
of research, stating clearly the study aims, what was expected from their participation and that
participation was voluntary. A Participant Information Sheet and a detailed consent form were
attached to each invitation (Appendices 2 and 3). Having read this information, potential
participants were asked to contact the researcher to arrange an interview. In qualitative
research, participant recruitment is often continued until data saturation is reached. However,
the usefulness of data saturation principles in health research has been challenged (Wray,
Markovic and Manderson, 2007). Participants in this study were not recruited based on data

saturation estimates as every stakeholder’s view was considered useful for the future
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development of pharmaceutical care. Interviewing stopped when all the identified participants

had either taken part or said ‘no’.

5.2.5. Data collection

Interviews were carried out by one interviewer (i.e. the researcher) either face to face or by
telephone. Telephone interviews should not be considered as ‘second-best’ options, as they can
produce valuable and rich data (Trier-Bieniek, 2012; Ward, Gott and Hoare, 2015). Telephone
interviews were also suitable for elite interviewing as they provide more flexibility to the
interviewees and can increase the response rate (Harvey, 2011). Stakeholders were interviewed
between November 2018 and April 2019. An interview topic guide (Appendix 4) was developed
based on findings from the policy review, previous research and supervisory team discussions.
The Walt and Gilson policy framework was applied to frame data collection (Walt and Gilson,
1994) (Section 2.3) The four elements of the policy triangle (content, context, process and
actors) informed the topic guide.The final interview guide included 11, broad, open-ended
questions and probes to allow a flexible conversation with participants, with the aim of
understanding their views on how pharmaceutical care in the community would be provided in
2030 (Table 5.3). The topic guide and interviewer’s technique were checked in advance by
conducting a pilot interview with a key informant who was not included in the study as a
participant. The pilot provided useful insights and feedback on interview conduct (e.g. ensuring
availability for the interview duration before commencing it). The topic guide evolved
progressively as interviews were carried out, to ensure that findings informed subsequent
interviews. Questions 7, 8 and 9 (Table 5.3) were added to the topic guide as many participants

referred to these topics during their interviews.

154



Table 5.3: Summary of questions included in the interview topic guide

Summary of questions included in interview topic guide
1. Participants’ role in relation to pharmaceutical care in the community.
2. In what ways might pharmaceutical care be provided in 2030.
3. Which of the previously mentioned developments were more likely to happen and why.
4. Their ideal model of pharmaceutical care in the community, without increasing the total
cost.
5. Why their expectations for pharmaceutical care in the community were different to their
ideal model (if applicable).
6. Ways that would make their ideal model more likely to happen.
7. The biggest barrier to current pharmaceutical care provision.
8. Thoughts about the role of pharmacy technicians in pharmaceutical care.
9. Thoughts about community pharmacy merges/closures due to sustainability.
10. Any other influential individual/organisation for pharmaceutical care in the community.
11. Additional thoughts they would like to add.

Thorough pre-interview preparation is of fundamental importance as the researcher being
knowledgeable about the interviewees is central to elite interview success (Mikecz, 2012). Apart
from the profiles described in the second step of stakeholder mapping that provided knowledge,
each interview topic guide was personalised for each key informant aiming to build rapport.
Prior to the interviews, the researcher added opening lines related to each key informant or
their organisation before they started describing their role in pharmaceutical care (Question 1)
and/or to other questions and probes where possible. Information for the opening lines derived
from the profiles created or related recent information from the social media profiles of key
informants (i.e. Twitter or LinkedIn accounts). Interview topic guides were also personalised for

community pharmacist stakeholders where possible.

Each stakeholder gave informed consent before participation, either in written or audio
recorded format. Each interview began with an introduction to the interviewer and a brief
overview of the purpose and aim of the study. The term “pharmaceutical care in the community”
was explained to ensure that all participants were aware of the definition used in the study.
Every participant was asked to specify their available time in advance and the subsequent topic
guide questions were planned accordingly. Interviews were audio recorded using two
encrypted, password-protected audio recorders to prevent loss of data and transcribed
verbatim by two transcribers from the University of Bath. All interview transcripts were checked
by the researcher for accuracy and to ensure participant anonymity was maintained. Any
identity-related information was replaced. Hand-written notes with key points and observations

of the interview were also made by the researcher.
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5.2.6. Data analysis

Each interview transcript was analysed using Braun and Clarke’s reflexive TA as described in
Section 2.5.1 (Braun and Clarke, 2006, 2020). In contrast to the policy review, reflexive TA was
used only inductively for this study as themes were generated from the data without using any
‘lens’ for interpretation. Data analysis was conducted iteratively, based on the six-phase process

described in Chapter Two (Braun and Clarke, 2006, 2020).

The first phase was “data familiarisation” where transcripts were read by the researcher and
initial ideas were kept as notes. Initially, data immersion was achieved as the researcher was
also the interviewer. Once transcripts were received, they were cross-referenced with the audio
recordings to confirm accuracy, followed by repeated readings of transcripts and researcher’s
notes to gain greater familiarity. Once adequate familiarity was achieved, the “systematic data
coding” phase included a line-by-line coding of each transcript. Initial codes were allocated as
an attempt to encapsulate the meaning of each sentence without interpreting participants’
words but summarising their content with precision. Where possible, exact words from the
transcript were included in the codes to facilitate accurate description. Frequently encountered
codes had already started to develop. Transcript sentences that described more than one

concept were allocated multiple codes. Initial coding was done manually.

The next phase of “generating initial themes from coded and collated data” consisted of the
codes being interpreted on a broader level to generate the initial themes and subthemes of the
study. Due to the large number of codes generated, each transcript was uploaded to qualitative
data analysis software (NVivo version 12) to facilitate generation of themes. Each transcript was
named with a unique identification code based on participant’s characteristics, to facilitate
analysis. The frequency of codes was acknowledged, but themes were generated based on their
relevance to the research question rather than on quantifiable measures. Similar codes were
grouped under a wider idea creating a variety of themes and subthemes. At this stage, the
themes resembled the broad questions on the interview topic guide, (e.g. ideal model of
pharmaceutical care) and the subthemes were more descriptive, (e.g. community pharmacy as
a healthcare hub). Then, codes were allocated into broader themes and any code that could not
be obviously allocated to themes at this stage was classified under a group of codes named

floating ideas.

The fourth phase of “developing and reviewing themes” included reviewing such as merging

closely related themes or merging similar subthemes. Themes were iteratively checked to
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ensure cohesiveness. There was an attempt for themes to be cohesive among their subthemes,
but also linked with the other themes. A thematic map that would lead to the final themes of
the study was also staring to develop. Codes were also refined where appropriate. During the
“refining, defining and naming themes” phase meaningful and descriptive names were allocated
to the final themes, reflecting their main ideas and the links with their subthemes. A brief
definition of each theme was written. Theme and subtheme generation, development and
refining were discussed in supervisory team meetings. The last phase was about “writing the
report” where the findings, inferences and last interpretations of the analysis were reported

with appropriate use of quotations to provide an insight into the data.

5.2.7. Ethical approval

This study was approved by the Research Ethics Approval Committee for Health (REACH) of
University of Bath under the Reference number: EP 17/18 204 in August 2018.
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5.3. Results
5.3.1. Participant characteristics

A total of 25 interviews were conducted including 15 key informants and 10 community
pharmacist stakeholders. Five interviews were conducted in person at a location convenient to
participants (e.g. participants’ offices), 19 by telephone and one by Skype using videocall.
Interview duration varied from 35 to 75 minutes with a mean duration of one hour. The 25
participants included in the study and their characteristics are described in Tables 5.4 and 5.5.
No interviewees were recruited from the following groups: public representatives; pharmacy
and allied healthcare professionals (AIMp, BPA, RCGP, BMA, RCN); commissioners and
policymakers (DHSC, APPG); and experts and collaborators (The King’s Fund). Where possible,
replacement stakeholders were recruited with experience in organisations that represented
other allied healthcare professionals such as New NHS Alliance and National Association of
Primary Care and an academic general practitioner. A key informant representing the
pharmaceutical industry was also considered appropriate to include due to involvement in
community pharmacy service provision beyond medication supply. The most common reasons
for non-recruitment were either no responses received or time restrictions of interviewees.
There were also occasions where some stakeholders from all backgrounds were positive in the
first contact, but then did not proceed to arranging an interview date and time. Two key
informants worked in the same organisation. Two community pharmacist stakeholders also held
senior positions in LPCs, representing areas that had approximately 400 community pharmacies.
Two of the community pharmacist stakeholders were also involved in pharmacists’ education.
Community pharmacist participants worked in a mixture of both rural and urban locations and
one was based in a health centre. The links between ID numbers and the organisation of key

informants cannot be provided for confidentiality reasons.
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Table 5.4: Key informants participating in the study

Key informants participating in the study and their organisations

o NHS England (NHSE)

® NHS Clinical Commissioning (NHSCC)

e General Practice

¢ National Association of Primary Care (NAPC)
e New NHS Alliance

¢ Academics from UK Universities (Academia)
e Pharmacy-related press (Media)

Non-pharmacy stakeholders

¢ Royal Pharmaceutical Society (RPS)

e Pharmaceutical Services Negotiating
Committee (PSNC)

Pharmacy sector stakeholders e National Pharmacy Association (NPA)

e Company Chemists’ Association (CCA)

e Pharmacists’ Defence Association (PDA)

e Association of Pharmacy Technicians UK
(APTUK)

e Industry partner
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Table 5.5: Demographics and characteristics of stakeholders from all backgrounds

E Key informants Community pharmacist stakeholders
:
& T o T e oS
1 v v v Male North
2 v Male
3 v Female
4 v Male
5 v Male
v v Female = Midlands and
6 East
7 Male North
8 v Female
9 v Female
v Male Midlands and
10 East
11 v Female
12 v Male
13 v v Male North
14 v Male South
15 v Male
16 v Female
17 v Female
18 v Female
19 v Male South
20 v Male
21 v v Female South
North and
v v v Male Midlands and
22 East
23 v Female
24 v Male North
25 v Female
2 s it
:é ¢ 8 Female / / 4 Female e
(n=9) (n=2)

1 A multiple community pharmacy (CP) contractor was defined as consisting of 6 pharmacies or more; contractors
with 5 or fewer pharmacies were regarded as independent. (General Pharmaceutical Services in England 2008/09 -
2018/19, NHS Digital).
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5.3.2. Study findings

Data analysed from interview transcripts were organised into the themes illustrated in Table 5.6.
Theme definitions are provided at the beginning of each theme. Additional quotations can be
found in Appendix 5.
Table 5.6: Themes and subthemes developed from reflexive thematic analysis

Themes Subthemes

Collaboration: expected, ideal and a

Creating collaborations for wider facilitator
pharmaceutical care provision from
community pharmacy Transforming relationships with general
practices

Technology expected to change community
pharmacy practice

) ) Dispensing technology
Integrating new technology into

pharmaceutical care Making technology work for patients
Information-sharing technology

Increasing responsibilities with a decreasing
workforce

Building workforce competency Enhancing the skills of the workforce

Role of pharmacy technicians

Community pharmacists’ role in managing
chronic conditions, urgent care and
prevention

Creating the environment for future
Community pharmacy services in the future  jeyelopments

Opportunities for further community
pharmacy development

5.3.2.1. Theme: Creating collaborations for wider pharmaceutical care provision from

community pharmacy

This theme describes the need for transforming pharmaceutical care by creating collaborations
for its provision, particularly between community pharmacists, GPs and practice pharmacists, as

described by the following two subthemes.
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5.3.2.1.1. Subtheme: Collaboration: expected, ideal, and a facilitator

Many participants described a future where pharmaceutical care in the community would be
provided collaboratively. Stakeholders referred to the importance of the community pharmacy
sector creating collaborations for providing healthcare, involvement in PCNs and a culture

change that would promote future collaborations.

Most stakeholders from all backgrounds referred that collaborations in providing healthcare
were not only expected, but also crucial for community pharmacists’ survival and beneficial for
patient care. One GP emphasised the importance of collaborations by stating that they would

ensure community pharmacy advice would not be neglected.

“Absolutely essential... There is a coming together of health and social care and all the
bits around it and | think pharmacy has to be in that tent not outside trying to get in. |
don’t see any future actually for a pharmacy as a kind of standalone... there is no room

for isolationism in pharmacy anymore it has to be seen as part of a wider team.”

ID12 — Non-pharmacy stakeholder

Additionally, participants expected community pharmacists to work within PCNs. They were
aware of the current involvement of community pharmacy in PCNs and described it as an
encouraging step towards the sector’s integration into primary care. Closer collaborations
between pharmacists and PCNs were considered more likely, but also ideal by some
stakeholders. Many stakeholders described community pharmacists participating more actively
at a strategic level, either in national or local structures as part of an ideal model of care.
Collaborations with general practitioners and practice pharmacists were commonly mentioned

by stakeholders from all backgrounds and will be explored in detail in the next subtheme.

Collaborations were also described as a facilitator for change. Participants referred to the
importance of a changed mindset for collaboration. They envisaged developing a culture where
boundaries between different professions are more permeable. In addition, participants also
aspired to a culture where each profession were aware of other professionals’ skills and
understood that services could be provided in a different way. Participants referred to
collaborations between pharmacists and healthcare professionals, but also working with other

groups such as voluntary organisations.
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5.3.2.1.2. Subtheme: Transforming relationships with general practices

This subtheme included a number of contradictions in participants’ views when they described
their relationships with colleagues in primary care, particularly practice pharmacists and GPs. A
minority referred to them positively, suggesting that they would be beneficial for patient care
and for enhancing the relationships between community pharmacists and GPs. Only non-
pharmacy stakeholders described practice pharmacists as facilitators. A non-pharmacy
stakeholder also expressed the expectation of closer working between community and practice
pharmacists; however, this might be challenging considering the conflicting perceptions that

pharmacy stakeholders expressed for their primary care colleagues.

Conversely, community pharmacist stakeholders referred to practice pharmacists as a barrier to
pharmaceutical care provision from community pharmacies. Pharmacy stakeholders expressed
their negative feelings about NHSE investing mostly in practice pharmacists instead of exploiting
the existing community pharmacy workforce. Participants described missed opportunities
explaining there has been more investment in services provided by practice pharmacists than
community pharmacists. There was also disappointment over the state’s implied division of the
profession between ‘clinical’ and ‘community’ pharmacists. A community pharmacist
stakeholder also referred to the advantages that community pharmacists had over practice

pharmacists, including better practical knowledge of the patients’ medicines.

“..patients speak the language of medicines in terms of the blue ones or the pink ones,
the ones they take in the morning or the ones they take in the evening... community
pharmacists sort of straddle a divide between how patients think and talk and how the
system thinks and talks... | deal with medicines every day of the week but somebody who

is sat at their desk [practice pharmacist] wouldn’t have a clue where they start with that.”

ID14 — Community pharmacist stakeholder

In addition to the competition described between practice pharmacists and community
pharmacist stakeholders, they also had negative perceptions of their relationships with GPs.
Community pharmacist stakeholders mentioned competitive relationships resulting from
conflicting financial incentives and GPs’ lack of understanding of their skill set. Participants
described a “them and us attitude” (ID20) and a reluctance to share medical records with
community pharmacists. Many community pharmacists talked about competitive relationships

between the two professions and used the flu vaccination service as an example. However, a
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minority of community pharmacist stakeholders and a non-pharmacy stakeholder believed that
GPs valued community pharmacists and their potential and were optimistic about their

relationships.

“You only need to look at the debacle with the flu service at the moment, both GPs and
pharmacists think they are in competition with each other and rather than working
collaboratively to deal with the flu system for the whole population, for their common

patients, they are looking at it as competition.”

ID10 — Community pharmacist stakeholder

Community pharmacist stakeholders also referred to the dominance of GPs in primary care.
Unfair distribution of services and “lack of parity” (ID14) were mentioned and the need for an
alignment of contracts between the two healthcare professions was also highlighted. The GP
contract was considered as one of the most influential factors driving pharmaceutical care
development alongside the pressures that GPs faced. More specifically, the increasing workload,
limited capacity and workforce shortage in general practice were considered the most influential
factors in pharmaceutical care for many participants. Community pharmacists’ skills and
capability as a sector were mentioned only by a minority of participants as a driver for changes

in pharmaceutical care, while the focus remained on the power of their medical colleagues.

5.3.2.2. Theme: Integrating new technology into pharmaceutical care

In addition to collaborations, technology was another overarching theme. This theme describes
participants’ perceptions of the role of new technology in the provision of pharmaceutical care.
Technology was considered to have an impact on dispensing medications, patient interactions

and information sharing, as described in the following four subthemes.

5.3.2.2.1. Subtheme: Technology expected to change community pharmacy practice

Most participants referred to technological advancements as being integral to pharmaceutical
care provision within the next decade. The increased use of digital technologies in the future of
pharmaceutical care was one of the key concepts that were evident in the data. Participants
from all backgrounds described how technological advancements were a part of healthcare and

they would evolve further.
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“Technology will take over whether we want it or not.”

ID6 — Community pharmacist stakeholder

Some participants highlighted the fast and unprecedented pace at which technology would be
developed but expressed their certainty that digital developments would have a great impact
on healthcare. The influence of digital development was attributed to either patient
expectations, anticipation that technological companies would enter the medicines” market or
the state’s intentions. However, a community pharmacist stakeholder explained that did not
trust state to implement its digital plans and was pessimistic about their future success and

pharmacy’s digital involvement.

5.3.2.2.2. Subtheme: Dispensing technology

Participants outlined technological developments that would transform the dispensing process.
Many participants of all backgrounds described the hub and spoke dispensing model. More
specifically, they described a model where the dispensing of medications would be conducted
remotely in a central location, away from community pharmacy premises. This was a model that
many participants both expected and pictured as an ideal model of pharmaceutical care
provision. Many community pharmacist stakeholders also expected increased use of robotics

for the automation of dispensing.

“If we can use IT robotics just to take care of certain aspects which are more tedious and

laborious, ... the pharmacists will have much more time to devote to patient care.”

ID15 — Non-pharmacy stakeholder

This model was nearly always inextricably linked with the relief of the dispensing workload.
Participants connected the notion of hub and spoke dispensing with a move away from a supply
model to an enhanced clinical role for community pharmacies. This concept was recognised by
participants of all backgrounds. However, the hub and spoke model was not always perceived
positively. Community pharmacists expressed concerns about delays to patient care and costs,
such as a potential increase in the cost of medicines from wholesalers and unaffordable

automation.
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Participants discussed other forms of technological advancements including home delivery of
medications and online pharmacy. Home deliveries of medications and increasing use of online
pharmacy were also two ideas that were commonly connected by participants. Stakeholders of
all backgrounds referred to a technological future driven by patients’ convenience. Participants

mentioned “click and collect” systems and drone deliveries of medications.

Beyond the different systems for dispensing medications that community pharmacy might
adopt, some participants discussed the role that community pharmacy would have in electronic
prescribing and artificial intelligence. Community pharmacist and non-pharmacy stakeholders
discussed electronic prescribing. They acknowledged that electronic prescribing would expand
at a faster pace in the future and encouraged more involvement from community pharmacists.
Artificial intelligence was expected mostly by non-pharmacy stakeholders but also one
community pharmacy stakeholder and was anticipated to grow and have an impact on
dispensing. It was expected to help with providing personalised medicines (e.g. influence the
choice of medication, facilitate more accurate prescribing and reduce dispensing errors) or by

using virtual tools that would help patients make decisions about their care.

While elaborating on their expectations for the future, many participants highlighted the impact
that these developments might have on the role of community pharmacists. They referred to
the necessity of establishing a role in the medicines use process through patient interaction, due

to fear of being replaced by large technological wholesale companies dominating the market.

“... by 2030 Amazon could be delivering peoples’ prescriptions door-to-door so where
does pharmacy fit, if pharmacy hasn’t got a more defined and a more developed clinical

care role then, where is pharmacy? Where is it? Is it anywhere?”

ID12 — Non-pharmacy stakeholder

5.3.2.2.3. Subtheme: Making technology work for patients

Technological advances were perceived as inextricably linked with a transformation in patient
interaction. A prominent topic was the wider use of health applications (apps), devices and
digital consultations. All stakeholders described the growing role that apps and devices would
have in pharmaceutical care. Many participants referred to the NHS app as an initial stage in the
development of more healthcare apps. Participants expressed their views that apps and devices
would transform interactions with patients by transforming not only the ordering and supply of

medications, but also by changing the way illnesses are diagnosed and patient data obtained.
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Participants from all backgrounds referred to apps that would facilitate the monitoring of
medication adherence and remind patients about health tests such as blood pressure

measurements.

“However in 2030 you know, | think that the interaction will be changed yet again,
wearable technology perhaps even technology implanted in us to allow, enable clinicians
to deal remotely with the way that you are feeling... the fact that you are unwell can be
detected at distance and then dealt with either at distance or by face-to-face

interaction.”

ID4 — Pharmacy sector stakeholder

Participants described a future where community pharmacists would receive data from their
patients without contacting or interacting with them; patients would be able to send
information about their health from any location. Stakeholders envisaged a future where
remote diagnosis would be possible. They provided examples for conditions such as atrial
fibrillation that would be detected by systems that provide electrocardiogram information via a
mobile phone, or urinary tract infections detected by kits that would be sent to patients’ homes.
It was recognised that patients would increasingly have more access to applications and devices,
and it was mentioned that community pharmacists of the future need to be able to understand
these sources of information and assist patients with potential queries about them. Pharmacy
sector stakeholders encouraged community pharmacists to become more familiar with the use

of applications due to patients’ expectations.

Virtual consultations were another technological development affecting interaction with
patients. Stakeholders from all backgrounds expected an increasing use of online consultations
with community pharmacists by 2030. It was mentioned that many patients would expect and
prefer quick provision of healthcare advice through digital means. Online consultations,
frequently described as telehealth, were one of the technological advancements that many
community pharmacist stakeholders indicated as the most likely to happen. Some limitations of
online consultations were highlighted by a non-pharmacy stakeholder who referred to
contradictory evidence about increased workload. The same participant challenged the
effectiveness of online consultations, justifying that the current development of virtual
consultation technology does not conform with the complexity of health for some patients.
These points will be addressed further in Chapter Seven in the context of the COVID-19

pandemic and its effect on driving rapid change as a matter of necessity.
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Additionally, community pharmacy stakeholders expressed concerns about the online
consultation model, explaining the clinical benefits of a human consultation. The view that
telecommunications should not replace face-to-face communications was mentioned, but the
importance of maintaining the human contact was prominent beyond that. Stakeholders from
all backgrounds highlighted the effectiveness of human contact and the need to maintain visits
to community pharmacies. Pharmacy sector and non-pharmacy stakeholders described a

“mixed model” of digital and human communication as ideal for pharmaceutical care provision.

“But it’s how patients use that medicine and how they become effective with the
medicine that is going to require the clinical expertise of the community pharmacist and
that clinical expertise has to be done really face-to-face so that you can see the patient
more effectively. And that is the role | think where community pharmacy needs to be

prevalent.”

ID10 — Community pharmacist stakeholder

All types of stakeholders described the impact that human interaction from a community
pharmacist could have, particularly for the elderly population. Additionally, participants raised
the importance and positive effect of local knowledge of community pharmacists’ regular
patients. They feared that a systematised, transactional and supply-only model for community

pharmacy would have consequences on patients’ health and wellbeing.

Many participants referred to the elderly not only to highlight the importance for human
interaction, but also to raise concerns regarding IT literacy. All types of stakeholders were
cautious about the way the new technologies might exclude older generations from healthcare
provision. The role of the community pharmacist was considered fundamental for preventing
inequalities towards a population that might not be familiar with digitalisation and in ensuring

IT literacy in society.

“Looking at the demographic at the moment ... we have to be careful we don’t generate

technology poverty, so we don’t want to exclude a sector of the population.”

ID23 — Pharmacy sector stakeholder
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5.3.2.2.4. Subtheme: Information-sharing technology

Participants also expressed their thoughts about how technology would reform the sharing of
information, referring to medical records and pharmacogenomics. Providing access to medical
records for community pharmacists was described as part of the ideal model of pharmaceutical

care provision by a minority of community pharmacist stakeholders.

“... | think once that link [read and write access] is created and established... in terms of

what we can then do... it opens it up to sort of anything and everything really.”

ID21 — Community pharmacist stakeholder

All stakeholders referred to access to records as a facilitator. Participants explained that it would
facilitate seamless patient care and relieve the workload of GPs. It was also explained that it
would enable community pharmacists to have a clinical role in providing patient care and
managing LTCs more effectively. They also acknowledged that access to Summary Care Records
(SCR), an electronically available summary of patients’ key clinical information such as allergies,
had been a positive step towards this direction but suggested that further steps were required.
Specifically, write access to SCRs was highlighted but also considered inadequate. A minority of
non-pharmacy and pharmacy sector stakeholders mentioned the importance of community
pharmacists’ ability to communicate changes to medications. That was considered a way to
ensure that community pharmacists’ advice would not be neglected, while GPs would obtain a
more accurate picture of community pharmacists’ interventions. Additionally, access to records
was thought to facilitate care provision for mental health patients and the management of

supply problems, including those related to Brexit.

Beyond the advantages of access to care records, participants expressed their thoughts about
how crucial this might be for the future of community pharmacy. The need for “better systems
that speak to each other” (ID2) was considered very important and it was mentioned that some
community pharmacists still did not realise its necessity. One community pharmacist
stakeholder described the access to records as the greatest obstacle for pharmacy and another
community pharmacist stakeholder raised the issue that community pharmacists would also
benefit from having access to the clinical and educational resources that some of their medical

colleagues have access to.

Participants expected that there will be new sources of information available, providing new

data to healthcare professionals about their patients. Pharmacogenomics was described as a
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rapidly evolving field that would provide genetic data about individuals, affecting how their
medication would be prescribed. It was highlighted that professionals need to understand these
data, interpret them for patients and that community pharmacists should be prepared for this
evolving role. Particularly for one community pharmacist stakeholder “getting hold of genetic
profile data” (ID24) would be part of the ideal model of pharmaceutical care. The role that
pharmacogenomics was expected to play in healthcare provision and the necessity for
community pharmacists to be prepared for it was mentioned by nearly all the pharmacy sector

stakeholders.

“The personalised care and the genomics is something that as pharmacists they need to
make themselves really familiar with because that is the future direction of travel. It
may not be now but look how far things have moved so quickly... before we know it it’s

there, so already now they need to be thinking about it.”

ID18 — Pharmacy sector stakeholder

5.3.2.3. Theme: Building workforce competency

This theme describes the factors perceived to affect the development of the community
pharmacy workforce and how it might respond to future challenges and consists of three

subthemes.

5.3.2.3.1. Subtheme: Increasing responsibilities with a decreasing workforce

The first subtheme indicated potential future contradictions for the community pharmacy
workforce. Participants expressed concerns regarding pharmacy closures and a potential decline
in the community pharmacy workforce. Concurrently, participants described a future where

community pharmacists’ clinical role and responsibilities would be more prominent.

Most community pharmacist stakeholders expressed insecurity about their future and felt their
value had not been recognised. They described a situation where government policies were
aiming to reduce the number of pharmacies and expected further pharmacy closures as a result
of funding cuts (Section 1.5). Interestingly, a reduced number of community pharmacies and a
decline in the community pharmacy workforce was expected from a pharmacy sector

stakeholder, who suggested that this would be a sustainable solution for the future, while the
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potential for pharmacy closures and the unrecognised value of community pharmacy was also

strongly perceived by a non-pharmacy stakeholder.

“The current Government agenda in relation to the closure of high street pharmacy, the
so-called oversupply, | think that was scary, | saw that first-hand; scary... | have had a
very senior person say to me we need to close these pharmacies because all they do is
sell shampoo. | think the complete misunderstanding by senior Government officials is

very scary.”

ID8 — Non-pharmacy stakeholder

Community pharmacy closures were not the only explanation that participants provided for
their predictions of a future with a declining workforce. Participants expected that some
community pharmacists would find new employment in primary care, thus further reducing the
available community pharmacy workforce. Participants often predicted that pharmacists would
provide care from GP practices. Additionally, it was mentioned that pharmacists were expected
to provide care from care homes, nursing homes, schools for checking medications and patients’

homes for domiciliary visits.

Lack of career development and incentives for community pharmacists to remain in the sector
was also recognised as another factor that might contribute to a declining workforce.
Community pharmacist stakeholders referred to a tired workforce with community pharmacists
that had been working in tough conditions, warning that many people might choose alternative
careers. Many participants referred to the current workforce being disillusioned by the
profession, without motivation and discussed “brain-drain”, warning about an upcoming
situation where particularly the younger generations would choose career pathways away from
community pharmacy. The potential impact of Brexit on the size and the emotional wellbeing of

the pharmacy workforce was also considered as a factor contributing to a declined workforce.

Despite the political, financial and motivational reasons that led many participants express their
perception that the community pharmacy workforce would decrease, concurrently, they
expected that community pharmacy responsibilities would increase as they would be utilised
more, particularly in a clinical role. Stakeholders from all backgrounds referred to community
pharmacies becoming an increasingly clinical environment with a reduction in their medicines
supply function. A minority of community pharmacist stakeholders mentioned an expected shift

of services from GP practices to community pharmacies. Recognising their increased role, many
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participants envisaged that pharmaceutical care in 2030 would be provided by more than one
pharmacist per community pharmacy. For some community pharmacist and pharmacy sector
stakeholders, this would be the ideal model of care, relieving pressures deriving from the
increasing medicines supply workload, thus providing more time for patient interaction and a

more clinical role inside and outside the premises.

5.3.2.3.2. Subtheme: Enhancing the skills of the workforce

The previous subtheme described the possibility of the community pharmacy sector having
increased responsibilities but its workforce decreasing. Stakeholders discussed how the
community pharmacy workforce should develop in the future to respond to such challenges.

Stakeholders referred to education, independent prescribing, training and adaptability.

Many stakeholders believed that the future of pharmaceutical care would be shaped differently
by reforming the education for undergraduate students. All types of stakeholder mutually
agreed on the need to shape a pharmacy workforce that could respond to pharmaceutical care
challenges. It was important to introduce the background knowledge, skills and experiences
required for this at an early stage. Stakeholders suggested an increase in the clinical component
of the curriculum (e.g. increase in patient management modules). However, the need to ensure
pharmacy students were still taught enough science to understand medicines and how they

work, was also highlighted.

Beyond clinical knowledge, stakeholders also raised the importance of cross-sectional
experiences for pharmacy students. Particularly non-pharmacy stakeholders referred to the
need for a culture change among healthcare professionals that could be achieved if the different
disciplines started working together at early stages. Moreover, the notion of gaining confidence
and thinking as a pharmacist before getting qualified was discussed by a community pharmacy

stakeholder who had experience of working with pre-registration students.

The concept of independent prescribing for community pharmacists was considered a very
important facilitator for pharmaceutical care provision and was also described as part of the
ideal model of pharmaceutical care for many stakeholders. A non-pharmacy stakeholder
suggested that training for independent prescribing should be incorporated in the pharmacy
undergraduate curriculum, aiming to create a generation of pharmacists ready to provide
pharmaceutical care. There was a clear message that more community pharmacists should

become independent prescribers with appropriate funding and training support.
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“It is a no brainer to me that all pharmacists should be independent prescribers as an
absolute pre-requisite...| think the independent prescribing as it currently stands is
patchy it’s not many community pharmacists doing it and it is not joined up, it is not

really getting us anywhere.”

ID12 — Non-pharmacy stakeholder

Prescribing for community pharmacy was described as a real opportunity, a qualification that
would allow community pharmacists to improve LTC management. It would enable community
pharmacists to provide more clinical consultations by changing prescriptions where required
and would prepare the workforce for running clinics for specific diseases such as hypertension.
Some participants referred to models in Scotland and Canada where pharmacists are prescribers
that could have an impact on respiratory or cardiovascular conditions. It was also mentioned
that independent prescribing would provide more GP time for more complex patient cases. The
competency of pharmacists for this role was also supported by some non-pharmacy
stakeholders. Supporting the role of community pharmacists as independent prescribers was

also considered to strengthen patients’ confidence in community pharmacists.

Stakeholders from all backgrounds referred to the need to train the community pharmacy
workforce as there was a recognised need to ensure they were prepared for more clinical
responsibilities in the future. Training recommendations included physical skills, clinical
assessments and data management. Other participants referred to the need to upgrade
consultation skills, especially for multimorbidity management and mental health services.
Additionally, community pharmacy workforce training was considered crucial for success by
many pharmacy sector stakeholders. They highlighted the necessity of continuous professional
development, improving the profession’s clinical capacity and were also aware of potential skill

differences between different generations of pharmacists.

A non-pharmacy stakeholder suggested that the experiences of practice pharmacists could
become a template for the training needed in the community pharmacy sector. Moreover, the
concept of pharmacists spending more time with healthcare colleagues was not only viewed as
educationally beneficial. Some stakeholders suggested that community pharmacists should train
alongside healthcare professionals, particularly doctors. It was mentioned that the idea of
having compulsory training events with both medical and pharmacy attendance, would
significantly raise the level of mutual understanding between these disciplines. This was

reinforced by a non-pharmacy stakeholder who mentioned that in Scotland community
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pharmacists work successfully from GP practices some days a week, developing their patient-

facing skills.

Mostly community pharmacist stakeholders described significant barriers to their training, such
as time, funding and accessibility. They explained that there were unrealistic expectations from
government since they did not have any protected time or funding for training like their hospital
colleagues and GPs and highlighted the need for making training resources more easily available

to them.

“I think at the moment the training for pharmacists working in community pharmacy is very

piecemeal and there is also the problem of maybe getting released from work to find the time.”

ID3 — Pharmacy sector stakeholder

Another area where stakeholders thought the community pharmacy workforce could be
improved was in their willingness to change. All types of stakeholders referred to the limited
adaptability of the sector to change as one of the biggest barriers to pharmaceutical care, which
would need to be overcome to deliver more effective patient care and future change in the
sector. In general, stakeholders described a workforce consisting of pharmacists that would be
willing to change, some that would gradually develop, but also a part of workforce that would
cause problems by being reluctant to change, preferring to accept the status-quo or being

reluctant to risk change to a profitable business.

“Some pharmacists are their own worst enemy. So a lot of them want to hold onto the

dispensing process... they’re quite happy with how things are in terms of the model.”

ID1 — Community pharmacist stakeholder

Moreover, lack of adaptability made some non-pharmacy stakeholders highlight the importance
of understanding community pharmacists’ motivations. They described the need for reflection
on the values motivating the community pharmacy workforce. Understanding what causes
pharmacists’ behavioural change was considered important for current workforce viability by
some community pharmacy stakeholders and also future generations of pharmacists. It was
clear that the businesses of professionals unwilling to engage would suffer, while some

pharmacy sector stakeholders referred to the different views of the future between older
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generations and young, newly qualified professionals. Younger generations tend to advocate for
a more clinical role for the profession, thus some participants viewed the older generation’s
focus on services based on dispensing as inconsiderate of their legacy to the future generations

of pharmacists.

5.3.2.3.3. Subtheme: Role of pharmacy technicians

Some participants described better utilisation of the skill mix of community pharmacy staff as
part of their ideal model in pharmaceutical care provision. Participants from all backgrounds
recognised pharmacy technicians as underused and suggested enhancing their role. Some
pharmacy sector and non-pharmacy stakeholders compared community pharmacy technicians’
role both with technicians in hospitals and with the role of nurses in general practices. A variety
of roles were suggested for pharmacy technicians. Most stakeholders referred to enhancing
their role in medication supply with the aim of releasing more clinical time for community
pharmacists. Additionally, some stakeholders discussed roles for pharmacy technicians beyond
dispensing, in medicines optimisation (Section 1.4.3), such as providing patient consultations
(e.g. as a first point of contact for low level advice for medicine use) and patient tests referring
to smoking cessation, weight management, and providing flu vaccinations and other injections.
Participants also described domiciliary visits as another role for pharmacy technicians.

Enhancing their role was also considered more cost-effective for the NHS.

However, there were some barriers to their development, such as the need for training and
funding. Further training was essential for taking on more clinical responsibilities such as
consulting with patients, while some community pharmacist stakeholders expressed their
concerns about existing variability in the skills of pharmacy technicians. The variability in skills
was highlighted by a pharmacy sector stakeholder who suggested a standardised accreditation
and a standardised training programme for the pharmacy technician workforce. Funding for
their training was another concern discussed by a minority of community pharmacist
stakeholders. They referred to the impact that the funding cuts would have on investment in
technicians. A community pharmacist stakeholder suggested that inadequate funding and

investment in pharmacy technicians might affect their existence as a workforce.
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“..there are massively differing standards of technicians. There are some that | would
trust to run a pharmacy with my life and there are others that | would not let near a

pharmacy with a bargepole...”

ID21 — Community pharmacist stakeholder

5.3.2.4. Theme: Community pharmacy services in the future

This theme describes current expectations and future opportunities for the services provided
from community pharmacies and the steps required to achieve them and consists of three

subthemes.

5.3.2.4.1. Subtheme: Community pharmacists’ role in managing chronic conditions, urgent

care and prevention

Stakeholders from all backgrounds referred to the role of community pharmacy in medicines
optimisation for the management of LTCs. It was expected that this role would be enhanced in
the future as it was considered a valuable contribution to secondary and primary care through
saving costs by reducing medicine-related hospital admissions and through releasing GP time
for more complex patients. Participants explained that the role of community pharmacists for
promoting medication adherence had already been beneficial and LTC management was seen
as a big opportunity that would evolve by 2030. More specifically, participants talked about
opportunities for providing services that would enhance medicines safety, reduce inappropriate

polypharmacy, and an increased role in monitoring and screening.

Beyond cost-savings, GP workload relief and improved patient care, some participants described
further reasons for developments in this area. Community pharmacy was already considered
successful in this area and there was a team of capable staff to help with the role. Rising
multimorbidity, life expectancy and polypharmacy were also considered. Additionally, having a
more prominent role in LTC management was described as an ideal model of pharmaceutical
care, but only by some community pharmacy stakeholders. They envisaged a future where more
community pharmacists would care for LTCs, whilst being adequately resourced to do this.
Community pharmacists described managing people with asthma, diabetes and cardiovascular

disease, monitoring and interpreting their test results and adjusting their doses.
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“These [long-term conditions] probably need to be dealt with now it cannot be dealt with
by general practice alone and therefore pharmacy is the obvious person to come on and

take on those roles so | can see that aspect growing significantly.”

ID20 — Non-pharmacy stakeholder

A minority of stakeholders had opposing views, explaining that further developments for the
role of community pharmacy in LTC management were not anticipated in the near future. A non-
pharmacy stakeholder was also not optimistic about LTC developments, warning of a “difficult

journey” (ID12) requiring collaborations with healthcare professionals.

Additionally, participants referred to urgent and emergency care provision as one of the areas
where further developments were expected. Stakeholders from all backgrounds identified
urgent care as a great opportunity where the community pharmacist’s role had already
progressed and would be moving forward at a fast pace. Participants referred to community
pharmacy being included in the NHS 111 triage system, pilot services, national services such as
NUMSAS and encouraging local services. Stakeholders explained that they would expect to see
community pharmacy involvement in ensuring that people receive the right care at the right
place, avoiding unnecessary visits to emergency departments and preventing rising costs. Many
stakeholders referred to urgent care provision as one of the most likely developments, due to
its strong presence in national policies, indicating the direction of NHSE. However, it was clear
that participants did not view community pharmacies as emergency drop-in centres, as they
could deal with a specific set of symptoms and conditions, depending on the nature of the

emergency.

Moreover, it was expected that community pharmacists would have a role related to minor
ailments. Community pharmacies were described as the first port of call for minor illnesses such
as skin complaints and eye infections that did not require GP consultations. However, a minority
of pharmacy sector stakeholders highlighted that community pharmacies would contribute
more to the healthcare system if the minor ailments service would be commissioned nationally,
reflecting on the success of such a service in Scotland. A role in providing care for minor ailments
was perceived as a limitation for some participants considering the capability of the sector to
provide more advanced services. A facilitator that could offer a new dimension to urgent care
provision from community pharmacy was independent prescribing. Community pharmacist
stakeholders and non-pharmacy stakeholders referred to independent prescribing as the next

level in urgent care provision.
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When discussing training for urgent care, participants did not refer solely to independent
prescribing but to wider training needs. The competence of some community pharmacists was
questioned and variability in the skills of the workforce was noted negatively. This recognition
of training needs was mutual among some pharmacy sector stakeholders, some non-pharmacy
stakeholders but mostly community pharmacist stakeholders themselves. A community
pharmacist stakeholder referred to “advanced assessment skills” (ID7) where community

pharmacists would gain consultation and examination skills.

“There would need to be a change in the sort of training that a pharmacist gets where it
becomes more of a hybrid between being a pharmacist and being a doctor-physician’s
assistant... without that additional clinic support it’s difficult to see how emergency
services offered through community pharmacies would grow much beyond the current

minor ailment type model.”

ID20 — Non-pharmacy stakeholder

The community pharmacy network was also expected to have a prominent role in promoting
wellness and preventative care. Participants from all backgrounds referred to the role that
community pharmacists already had through Healthy Living Pharmacies and by providing a
variety of services in their communities, such as smoking cessation, weight management, blood
pressure monitoring, sexual health, drug misuse and also suggested opportunities for new

services or collaborations.

Apart from the established role of public health services, stakeholders expected an enhanced
role for community pharmacists because they have a well-equipped team including pharmacy
technicians, healthcare assistants and health champions promoting wellness. Other reasons
provided included community pharmacies’ accessible location and the unique advantage of
providing care to healthy and unhealthy individuals. Community pharmacists’ role in prevention
was described as a very likely development particularly by pharmacy sector and non-pharmacy
stakeholders, who justified their views mentioning prevention being an important item of the
NHSE policy agenda and because of the cost-efficiency impact it could have on the healthcare

system.
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“I would expect to see definite growth... as much as NHS England talks about the
prevention agenda they’ll start to engage with community pharmacy which is the largest

single healthcare provider of both patients and people before they get ill”

ID14 — Community pharmacist stakeholder

Some participants explained that preventative services from community pharmacy could have
two dimensions: to prevent disease through public health services, lifestyle advice and patient
consultations and to prevent a potential deterioration of an already diagnosed disease.
However, it was thought that community pharmacy would require improved remuneration for
this role. A non-pharmacy stakeholder added a societal perspective, suggesting that community

pharmacists could reduce health inequalities by enhancing their public health role.

5.3.2.4.2. Creating the environment for future developments

Stakeholders from all backgrounds acknowledged the demanding context in which the
healthcare system was functioning. Participants referred to increased patient expectations, high
demand for services, the increasing prevalence of multimorbidity and life expectancy, and
insufficient capacity in general practices (Section 1.5). Recognising this context, many
stakeholders anticipated an increased role for community pharmacy. Stakeholders described
the circumstances under which future developments could be achieved and referred to the

factors required, grouped under resources, representation and recognition.

Resources

Resources were viewed as an essential component for creating the environment required for
community pharmacy services in the future. Participants referred to funding, the CPCF and

commissioning.

All stakeholders were asked about their ideal model of pharmaceutical care, considering that
the amount of funding allocated to community pharmacy could not be altered. Interestingly,
most community pharmacist stakeholders, some pharmacy sector stakeholders and a minority
of non-pharmacy stakeholders could not envisage any ideal scenario without referring to the
need for more financial resources. Some participants suggested a necessary shift in the
allocation of resources from secondary to primary care, reflecting a focus on disease prevention.

Funding was considered a major driver of pharmaceutical care, thus they argued that it would

179



prove more cost-effective for the healthcare system to promote care from community

pharmacy.

The current financial situation for the pharmacy sector was directly linked with pharmacy
closures for some stakeholders. Many community pharmacist stakeholders expected more
pharmacy closures, while for others closures had already had an impact on their lives. Pharmacy
closures due to poor financial sustainability were also considered inevitable from sector

representatives.

“Money, it is bloody tough our there right now. Budgets are, have been sliced to a
minimum you know... the reason that | am now not working in store is because my

pharmacy closed on Friday.”

ID21 — Community pharmacist stakeholder

Beyond the actual amount of funds provided to the community pharmacy sector, the
distribution of the current funding package was also described as one of the biggest barriers to
pharmaceutical care provision and was inevitably linked with the CPCF. Stakeholders from all
backgrounds argued that reimbursement based on the volume of items dispensed instead of the
quality of services was not considered fit for purpose. The nature of the current CPCF was
thought to hinder the community pharmacy workforce from using its clinical expertise. Some
community pharmacist stakeholders also expressed their disappointment at providing clinical
services out of willingness, without being reimbursed, as opposed to other primary healthcare
professionals. Additionally, some participants argued that a contractual change to
reimbursement would be beneficial for patient care. Rearranging the CPCF was also described
as a facilitator for pharmaceutical care in the community, mutually recognised by stakeholders
from all backgrounds. Some participants described inadequate changes to the framework since
2005 and highlighted once more the need to reward patient care services, away from the current
situation described as “95% around dispensing basically and it’s 5% around face to face patient

care” (1D9).
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“We are not really too concerned about the level of care that we give to our patient and
again that purely goes down to the way we are funded... but if we were to pay
pharmacies more for hitting quality targets for looking after patients... If we were to go

down that route | think then we would see better care of our patients.”

ID22 — Community pharmacist stakeholder

A revised contractual framework was described as the ideal model of pharmaceutical care in the
community for pharmacy sector and non-pharmacy stakeholders. Participants referred to the
need to redesign the contract and described some of the components they would ideally like to
see incorporated. Beyond the already mentioned reimbursement shift to reflect clinical
expertise, they referred to remote supervision arrangements empowering pharmacy
technicians, increasing prescription length with the aim of increasing adherence, aligning the
pharmacy contractual framework with the GP contract and provided examples for payment

according to clinical outcomes.

Funding and contractual arrangements made participants refer to commissioners. The need for
support from commissioners at all levels was acknowledged by stakeholders of all backgrounds.
Some community pharmacist stakeholders described feeling lost and provided details about the
lack of commissioning direction, referring to the Murray review (Murray, 2016) as an abandoned
review or to unfulfilled plans for newly commissioned services. Some community pharmacist
stakeholders expressed concerns about commissioners who had not had contact with patients
for a long time or who focus only on lowering costs and highlighted the disadvantaged position

of England compared to commissioning models in Scotland and Wales.

Additionally, community pharmacy sector stakeholders described a bleak commissioning
landscape that required commissioners to define a clear direction for the role of the sector. They
referred to a need for commissioning long-term plans that would allow investments in the
future. Some mentioned that the sector had lost valuable negotiating time with the Government
due to the judicial review launched to investigate the lawfulness of the government’s decision-
making process to restrict funding (Section 1.5) and also highlighted the high level of influence
of local commissioners and the importance of consistency in commissioning for the community

pharmacy sector.
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“I think one of the challenges for pharmacy is consistency and continuity... if we’ve got
lots of disparate offerings from lots of different pharmacies that confuses patients,
whereas what | want to see is a more standardised nationalised commissioning of

services.”

ID23 — Pharmacy sector stakeholder

Interestingly, the need for improved commissioning of community pharmacy was also
acknowledged by non-pharmacy stakeholders. Similarly, non-pharmacy stakeholders from a
commissioning background stated that a coherent commissioning model was one of the biggest
challenges for pharmaceutical care, highlighting the current model’s complexity. Commissioning
for community pharmacy was described as fragmented compared with the commissioning

landscape for other primary care providers and more integrated thinking was required.

Representation

Representation was another component contributing to the creation of the environment
required for community pharmacy services in the future. Participants referred to inadequate

representation of community pharmacy in the healthcare system and policy.

Community pharmacist stakeholders referred to the lack of a “true voice for pharmacists” (1D12)
in influential bodies. It was considered important to have pharmacists working in strategic
positions in CCGs and the Department of Health and Social Care in order to be able to drive
changes in the future. Support from senior representatives such as the RPS, PSNC, and Chief
Pharmaceutical Officer was considered essential. Many community pharmacy stakeholders felt
dissatisfied with their representation both at the state and professional level. Many community
pharmacy stakeholders criticised the Royal Pharmaceutical Society as a representative body,
stating that it did not advocate for the workforce beyond medicines supply and questioned
whether it would be fit for purpose in the future. Community pharmacist stakeholders also
expressed concerns about inadequate representation at every level of the NHS, other healthcare

professionals and the public.

Interestingly, some pharmacy sector stakeholders themselves also identified representation of
the sector as a barrier. Some identified that the community pharmacy sector had been
undersold both at a national level and among healthcare professionals (especially GPs) and the
public. Similarly, some non-pharmacy stakeholders also referred to community pharmacy

representation as a barrier to pharmaceutical care and highlighted the need for the profession
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to speak with one voice. Despite the fact that presence in policy had been acknowledged as a
significant driver of pharmaceutical care by stakeholders of all backgrounds, some non-
pharmacy stakeholders with policy experience were still unaware of the role of community

pharmacy. They highlighted the need to define the role of community pharmacy in policy.

“Improve our image with the community, within the population as well, because if you
ask a patient well what do pharmacists do they just think we pop up in the back of a
pharmacy, wear lab coats and hand them out... this is one of the reasons why other
healthcare professionals don’t even trust us as much as they should. It is because our

professional body hasn’t done enough to demystify our skills.”

ID22 — Community pharmacist stakeholder

Recognition

Recognition was viewed as another necessary component for creating the right environment for
community pharmacy service provision in the future. Participants referred to recognising the
need for a better evidence-base for community pharmacy, the need for focusing on patients

when providing care and an overall required recognition of the sector’s value from the state.

Evidence was considered an important factor that would contribute to community pharmacy
recognition. Stakeholders from all backgrounds acknowledged the importance of strengthening
the evidence base for community pharmacist interventions. More research and recording of
interventions and outcomes were identified as key steps. While it was seen as important to
ensure that community pharmacy “success stories” were widely communicated and publicised,
some stakeholders made it clear that evidence should not highlight only positive outcomes
achieved by community pharmacy but also outcomes that would be of interest to the NHS.
Creating evidence responsive to NHS challenges was significant for pharmacy sector and non-
pharmacy stakeholders. A non-pharmacy stakeholder with commissioning experience referred

” A

to the need for “jterative”, “applicable at a wider scale,” “affordable” and

i

‘timely” evidence
(ID17), while another non-pharmacy stakeholder identified a “huge research gap” (ID8) for

community pharmacy interventions with an impact on social care.

183



“I think the best way to provide the evidence is to work with our payer which is the NHS
to understand what do they want to do and so how do we work collaboratively with
them to then find the evidence that they are specifically looking for because evidence on

its own is never going to lead to commission of services...”

ID5 — Pharmacy sector stakeholder

Some stakeholders from all backgrounds provided more details about how the community
pharmacy sector could approach the creation of an evidence base to enhance its visibility. There
was a suggestion of capturing patient data and recording interventions in a similar way to GPs.
Stakeholders talked about a change in habits for community pharmacists, resembling a culture

that had been successful for GPs, acknowledging practical difficulties hindering its adoption.

“Collecting and analysing this sort of data takes time and money and unfortunately time
and money it is chicken and egg you know pharmacies don’t have enough money to pay
for staff to be able to do these things then they won’t get the data but if you don’t have

the data you won’t get more money.”

ID24 — Community pharmacist stakeholder

Some stakeholders also suggested that it would be beneficial if all community pharmacy
contractors came together to create the evidence base. Multiple chain pharmacies were
described as “big data power houses” (ID15) for facilitating the collection of patient data. It was
acknowledged that some pharmacies might have slightly different ways of providing services,
but it was seen as important to collate data gathered across the sector. A minority of participants
also suggested involving academic institutions. They mentioned that higher education institutes
could help develop, collect and independently evaluate evidence. However, there was a contrast
among participants’ responses regarding the influence of evidence. Despite most stakeholders
recognising that developments in areas such pilot services, trials, local schemes and incidents of
good practice would be factors that could lead to change by replication on a national level, some

community pharmacist stakeholders were not optimistic.

Beyond the evidence base for interventions, participants also believed that recognition of
patient needs would be important for pharmaceutical care in the future. Stakeholders from all
backgrounds highlighted the significance of a future where services would work around patients

and the importance of involving patients in the future planning of their healthcare. Non-
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pharmacy stakeholders referred to misunderstanding patient needs or even potentially

incorrect assumptions that healthcare professionals might make for their patients.

“You know the public have expectations which may be very different from NHS managers
in terms of what is deliverable or what’s a priority... you can’t have an unelected

manager making decisions of that nature with no democratic public oversight.”

ID14 — Community pharmacist stakeholder

The need to understand patients’ needs and preferences was also considered to benefit the
community pharmacy sector. A non-pharmacy stakeholder questioned whether patients valued
pharmacies beyond dispensing services and recognised that patient preferences could influence
change. A pharmacy sector stakeholder reinforced the need for a focus on patients’ needs from

the sector for successful pharmaceutical care provision.

“..we need to be very careful of patients... if they don’t understand or want a care that
we’re offering and providing then it won’t do what it’s meant to... we need to ensure
that everybody is aligned on what it is that’s being proposed and requested and delivered

if it’s going to be successful.”

ID5 — Pharmacy sector stakeholder

It was also discussed that the previously described poor representation can lead to poor
recognition from the state towards the community pharmacy sector. Community pharmacist
stakeholders and pharmacy sector stakeholders referred to inadequate support at a national
level. Non-pharmacy stakeholders and community pharmacy stakeholders referred to the need

IM

for the government to see community pharmacy as “integral” and to have more faith in the
abilities of the sector. More community pharmacist stakeholders expressed their
disappointment regarding recognition at a national level. Some referred to not having the right
leadership for community pharmacy at a governmental level, expressing concerns about a
disconnection between what the government sees in the sector and what the sector sees for

itself, and were not optimistic about this a changing.
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“..in my 13 years as a qualified pharmacist, | have not seen anything from either NHS
England, the Chief Pharmaceutical Officer, the Department of Health and Social Care or
Her Majesty’s Government, | have seen no action that actually backs up their nice words
for community pharmacy. | don’t see that they trust community pharmacy to do
anything other than simply dole out medicines. In fact, that is the precise term that NHS
England Chief Executive said, why are we spending all this money doling out medicines

which was really quite an offensive thing to say but that is all the NHS sees us for.”

ID24 — Community pharmacist stakeholder

5.3.2.4.3. Subtheme: Opportunities for further community pharmacy development

Beyond the factors that would aid in creating the environment for future developments in
community pharmacy, participants described opportunities that should be pursued, referring to
the community pharmacy becoming a hub for healthcare, the social contribution of pharmacy
to the community, social prescribing, signposting options, care for people with mental health

conditions, administering injectable medications and contributions to specialist areas.

Some participants explained their views about the expansion of clinical services in community
pharmacies in the future, describing community pharmacies as healthcare hubs for
pharmaceutical care provision as an ideal model of care for the future. Participants mentioned
that community pharmacy was ideally located for serving the needs of the community and
would like to see it becoming a centre where people can obtain advice and support for their
health in one location. However, a minority of pharmacy sector stakeholders suggested that in
order to become a health hub the pharmacies needed more space, less emphasis on retail and

a more professional environment.

“...pharmacies become health hubs in the future and if they did, do they need to be bigger

than they are today, do they need to have a different look, feel, access information”

ID9-Pharmacy sector stakeholder

Some stakeholders envisaged a future for pharmaceutical care where community pharmacy’s
role would include tackling health inequalities. The ideal model of care for a minority of non-
pharmacy stakeholders included ensuring that care provision through community pharmacy

would be continued for lower social economic groups and socially deprived areas. Enhancing
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communication between community pharmacists and marginalised groups was seen as a way

to tackle health inequalities.

“..so for which ever patient you are dealing with, whether they are from a certain
community, whether they have a certain mental health issue, whatever it might be, how
do you ensure that community pharmacy has the enabling environments and that the

person is treated in the best possible way and the most effective way.”

ID4 — Pharmacy sector stakeholder

The same stakeholders referred to a change in emphasis, explaining that it would be beneficial
to have people going to a community pharmacy with a prescription not only for medications,
but a prescription for a pharmaceutical care service such as an MUR. However, they expressed
a fear that medications might replace solutions that do not have a clinical outcome, creating a
situation where there would be a “pill for every ill” (ID8). This was described as a mechanistic

approach and it was feared that this would dominate the national policy agenda.

“My biggest one [hope] would be that community pharmacy would be recognised as a
part of a social solution and not just a clinical solution and would they be able to sell
itself to those other partners within an integrated care system...thinking about what the
social value could be exploited out of community pharmacy in terms of people, place and

planet.”

ID8 — Non-pharmacy stakeholder

Social prescribing was also discussed by pharmacy sector and non-pharmacy stakeholders in
contexts other than health inequality. Social prescribing is defined as the ability of healthcare
professionals to refer people to workers providing a variety of non-clinical services, aiming to
promote their health and wellbeing (Buck and Ewbank, 2020). Pharmacy sector stakeholders
referred to a shift towards preventative services in the NHS and part of this would be education
and advice for patients through social prescribing. It was mentioned that some areas in England
already provided social prescribing successfully and it was thought this would increase. Some
stakeholders thought that community pharmacists’ involvement in social prescribing would be

increased, despite being “outside its remit” (ID23).
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“...so if social prescribing takes off we have to make sure that pharmacists are part of
that cohort of prescribers because we already do that this is what | mean, we already

give that kind of advice verbally.”

ID23 — Pharmacy sector stakeholder

Another suggestion included providing the ability for community pharmacists to signpost to
other resources in the community. A non-pharmacy stakeholder suggested pharmacies including
online information for local services through their webpages, to signpost patients appropriately
within the community for their broader needs. Moreover, the opportunity of signposting to
community pharmacy beyond medicinal reasons, a concept of “advice prescriptions”, was also

suggested as part of an ideal model of pharmaceutical care.

Participants from all backgrounds recognised the need for tackling mental health related
problems, for which there was both an increase in demand and increased recognition at a
national level. Mental health care provision from community pharmacy was mostly presented
as an opportunity for the future. Some community pharmacist stakeholders mentioned that
mental health services were already happening in community pharmacies in specific CCGs,
included advice and reassurance to patients and signposting when required. Participants from
all backgrounds also referred to the care provided by community pharmacists to dementia
patients. There was recognition that community pharmacies had a positive impact on patients’

lives, and it was anticipated that this role in dementia would evolve further.

“Absolutely there is opportunity for us to help people with mental health needs both
from a chronic and low level to the more acute; there’s definitely stuff that community

pharmacy can do.”

ID5 — Pharmacy sector stakeholder

Moreover, participants perceived that community pharmacies would be an advantageous
environment for providing mental health care due not only to their convenient location but also
due to their valuable local knowledge and patient relationships that could facilitate early
detection of symptoms and low-level interventions. Some referred to a role in doing some initial
assessment of symptoms and low-key interventions for conditions such as depression or
providing Cognitive Behavioural Therapies, being given the ability to signpost appropriately to

mental health specialists within networks in the community, providing appropriate monitoring
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of adherence, side-effects of antipsychotics and lifestyle advice, having mental health specialists
working from community pharmacy consultation rooms and being more closely connected with
mental health trusts. Adding mental health support to the Healthy Living Pharmacy scheme was
also suggested. Some stakeholders expressed strong feelings about including antidepressant
medications in the NMS, characterising the current lack of inclusion as “appalling” (ID23) and

this suggested initiative as a “no brainer” (ID21), and “obvious” (ID9).

Despite all these considerations, participants expressed concerns about the development of this
role for community pharmacists. A minority of participants described it as the least likely
development for community pharmacy in the next decade, referring to lack of resources and the
need for further training. Care for mental health patients was described as complex, requiring
subtlety and as probably the most overlooked group of patients for some stakeholders. A
community pharmacist stakeholder suggested that mental health was still seen as taboo and a
minority of community pharmacist stakeholders did not expect any mental health care provision

from community pharmacy.

Another opportunity for consideration regarding the future role of community pharmacists was
the administration of injections. Enhancing pharmacists’ role was suggested by community
pharmacist and pharmacy sector stakeholders. Community pharmacist stakeholders referred to
the success of flu vaccinations from community pharmacy premises, highlighting that it provided
convenience to patients (e.g. easier access for pregnant working women) and reduced GP
workload. Based on this, participants referred to opportunities to expand community
pharmacists’ role in vaccinating and administering injectables including examples such as:
denosumab, vitamin B12, antipsychotic depot injections, steroids and various vaccines (measles,
pneumonia, shingles, yellow fever, hepatitis A and B, travel vaccinations). However, some
participants were reluctant for community pharmacists to be responsible for vaccinating
children or administering cosmetic implants and injections. To conclude, another opportunity
was identified only by a non-pharmacy stakeholder who suggested involving community
pharmacies in providing care in specialist areas such as cancer and described the intervention of

a large multiple pharmacy company.
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5.4. Discussion

This study provided an insight into stakeholders’ views on how pharmaceutical care could be
provided in the community in 2030. It was evident that the future development of
pharmaceutical care will be multifaceted, multifactorial and will require a variety of synergistic
actions. Participants anticipated long-term conditions management, urgent care and
preventative public health services as future directions for community pharmacy services. They
viewed pharmacogenomics, artificial intelligence, expanding the minor ailment service,
independent prescribing and the provision of services to socially deprived populations as
potential next steps. They also described additional opportunities for role development such as
social prescribing. Additionally, collaborations with colleagues in primary care and incorporating
technology into service provision were of fundamental importance. Participants also referred to
structural changes required at both state (e.g. financial and contractual reforms) and sector

levels (e.g. generating evidence for interventions and upgrading workforce training).

Although all of these areas have been discussed in previous research, the unique contribution
of this study was to consider all of these areas (and the relationships between them) alongside
each other in the context of their importance for the future of community pharmacy. In addition,
this study reflects the opinions of a wide range of systematically selected stakeholders and is
based on a comprehensive analysis of recent policy, making it more representative and
generalisable than some previous work. However, there was also one specific finding that was
unique in its own right: the perception of competition with GP practice pharmacists reported

by most community pharmacists, which has not been reported before in England.

5.4.1. Directions for community pharmacy services development

5.4.1.1. Expectations for long-term conditions management, urgent care and preventative public

health services

The stakeholders expected a future where community pharmacists will manage LTCs through
medicines optimisation, urgent care and preventative public health services. This was
anticipated as these roles are already established for community pharmacy and these areas are
present in both the NHS and community pharmacy agenda (Department of Health and Social
Care et al., 2019; NHS, 2019). Participants also expected these roles to continue due to their
contribution to well-recognised challenges (Section 1.5), such as multimorbidity and GP
pressures (NHS England, 2016; OECD and European Observatory on Health Systems and Policies,

2019). The findings are supported by data from previous systematic reviews with UK
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representation that have identified the effectiveness of interventions by community
pharmacists in managing LTCs such as diabetes and cardiovascular diseases (George et al., 2010;
Evans et al., 2011) and the feasibility of screening role for conditions such as COPD (Ayorinde,
Porteous and Sharma, 2013). Changes in urgent care are already evident with the introduction
of Community Pharmacist Consultation Service, (Sections 1.4.2 and 1.4.4) (NHS England and NHS
Improvement, 2019 ; Nazar et al., 2020). Regarding preventative public health services, the
Healthy Living Pharmacy (HLP) concept is growing (Section 1.4.1) and a previous systematic
review and a review of reviews identified positive effects on health outcomes from the
expansion of community pharmacists’ role in health promotion and disease prevention (Brown,

Portlock and Rutter, 2012; Thomson et al., 2019).

5.4.1.2. Evolution of expected long-term conditions management, urgent care and preventative

public health services

Beyond the established role in LTCs management, participants discussed what directions could
be explored for the next steps in community pharmacy medicines optimisation. Participants
discussed the rapid evolution of pharmacogenomics and artificial intelligence (Al). It is
anticipated that genome screening will imminently become the new normal (NHS Health
Education England, 2019). Additionally, data from the present study corroborate previous
studies highlighting the necessity of community pharmacy involvement in these fields if the
sector is to remain relevant (Yau, Abd Aziz and Haque, 2015; Baines et al., 2019). Previous
research suggests that pharmacogenomics could support medicines adherence, medication
(de)prescribing and decision-making, and thus improve medicines optimisation (Youssef,
Mostafa and Wright, 2020). Therefore, obtaining and being able to interpret genetic information
could be tools for developing community pharmacy services further. Al has also been described
as a tool with potential to improve both time efficiency and medication safety (Krittanawong,
2018; Vyas et al., 2018). In the present study both Al and pharmacogenomics were mostly
described by key informants rather than community pharmacist stakeholders, implying a
potential lack of community pharmacists’ awareness of these fields. Poor knowledge was also
identified in a systematic review examining awareness and attitudes about pharmacogenomics
among pharmacists, which included UK studies (Yau, Abd Aziz and Haque, 2015). This is
important, because Baines et al. (2019) in their scoping review highlight the necessity of
adopting such innovations by suggesting that pharmacists could either become “the playmasters

of tomorrow” or be replaced.
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Additionally, stakeholders described the next steps in urgent care provision. Findings from this
study suggest stakeholders might support an extended role in minor ailments services or its
national commissioning. The effectiveness of services for minor ailments and their potential for
national commissioning are supported by previous research (Watson et al., 2014; Murray, 2016;
Aly et al., 2019). This study also indicates that community pharmacy workforce training and
promotion of independent prescriber role would provide a new dimension in urgent care
provision. Both the need for investment in workforce training and exploring community
pharmacy prescribing strategies in this area have been identified in previous UK studies (Aly et

al., 2019; Nazar et al., 2020).

Stakeholders also described next steps in wellness and prevention services. Although evidence
for impact of community pharmacy interventions is limited, the sector could play an important
role in this area as its accessibility increases in areas of greater deprivation in England (Todd et
al.,, 2014; Thomson et al.,, 2019). Moreover, findings from the present study indicated that
community pharmacists could create a more inclusive environment for marginalised groups (e.g.
by expanding use of consultation rooms). Despite community pharmacy’s recognised potential,
previous research indicated that marginalised populations experience significant medication-
related problems and have variable experiences with pharmacy services due to their status (Latif
et al.,, 2018). Similarly, despite the reported willingness of pharmacists to provide care for
populations such as the homeless, the lack of awareness of the contribution of community
pharmacy services to health inequalities requires more attention in the UK (National Institute

for Health and Care Excellence, 2018; Paudyal et al., 2019; Hui et al., 2020).

5.4.1.3. Additional opportunities for community pharmacy services development

An opportunity for further development was social prescribing. There is a plan to enhance social
prescribing in the wider NHS as indicated by the NHS Long Term Plan and the launch of the
National Academy for Social Prescribing in October 2019 (NHS, 2019; Clews, 2020). The
involvement of community pharmacists in this scheme has been previously suggested (Taylor,
D. et al.,, 2017; Taylor, D.A., Nicholls and Taylor, 2019). However, in this study, involvement in
social prescribing was seen as a future direction only by some key informants rather than
community pharmacists, which aligns with the suggested need to raise its awareness among

them (Taylor, D.A., Nicholls and Taylor, 2019).

Another opportunity discussed by participants was an enhanced role in administering injectable
medications. Findings from the present study align with the aspirations of Anderson and Sharma

(2020) for a future where the community pharmacists’ role in vaccinations will be wider.
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Participants from the present study described an opportunity for community pharmacists to
administer a variety of injectables and vaccines due to their accessibility and the successful
outcomes of the influenza vaccination service introduced in 2015 (Section 1.4.2). Previous UK
studies have confirmed patient satisfaction and location convenience (Atkins et al., 2016;
Perman, Kwiatkowska and Gjini, 2018; Rai and Wood, 2018). However, there is conflicting
evidence about the usefulness of pharmacist vaccination, as there was no reported impact on
flu vaccination uptake or access to previously unvaccinated population (Atkins et al., 2016;
Perman, Kwiatkowska and Gjini, 2018; Rai and Wood, 2018). Additionally, Perman, Kwiatowska
and Gjini (2018) in their review of evidence exploring the added value of community pharmacy
immunisation in the UK, report inadequate and poor-quality evidence of pharmacy
immunisation programmes, the need for more research including uptake, inequalities and cost-
effectiveness. No studies were found for immunisation services other than flu. Before promoting
a wider role in administering injectables or vaccinations, stakeholders in this country could
explore developments from the US, acknowledging the differences in healthcare setting. A
systematic review characterised community pharmacists as capable of providing cost-effective

immunisation services that engage with under-vaccinated populations (Burson et al., 2016).

Even though mental health and cancer care are constantly among national health priorities,
community pharmacy involvement in these areas was not strongly anticipated. However, while
most participants were positive about community pharmacists’ contribution in this field there
were mixed responses regarding anticipated future services. It should be highlighted that there
is a recognised lack of evidence focusing on how community pharmacy can improve mental
health, as the need for more focus on this area has been previously identified (Brown, Portlock
and Rutter, 2012; Thomson et al., 2019). However, community pharmacy interventions for
preventing depression are now being explored in UK (Littlewood et al., 2019). Despite the degree
of ambiguity regarding the future role of community pharmacies in this area, one of the most
frequent suggestions related to including antidepressants to the existing New Medicines Service.
This suggestion aligns with previous studies (Gorton et al., 2019; Anderson and Sharma, 2020).
Making mental health part of existing services is also supported by the Royal Pharmaceutical

Society (RPS England, 2018).

Additionally, only one stakeholder identified a role for community pharmacists in cancer care.
Community pharmacists’ role had been discussed in national policies since 2008 (Department of
Health, 2008) (Section 3.3.2.2.2). Limited involvement of community pharmacy despite policy
recommendations was also previously identified in a study exploring community pharmacists’
role in cancer pain management in England (Savage et al., 2013). In their systematic review,
Lindsay et al. (2015) confirm the potential of community pharmacies for early cancer detection
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but highlight need for more evidence. This is more imperative for England in particular, as no
study from the UK was included (Lindsey et al., 2015) and palliative care plans have been

announced in the CPCF (Section 1.4.4).

5.4.2. Fundamental role of collaborations and technology in pharmaceutical care

provision

None of these future directions will be achieved without essential changes, especially in relation
to collaborations and technology. The collaboration of community pharmacists with primary
care professionals was seen as fundamental. Findings in this study indicated that an inability to
collaborate would increase community pharmacy’s isolation and even threaten its survival. The
significance of community pharmacy integration within primary care had been previously
recognised (Mossialos et al., 2015; Hall, Donovan and Wilkes, 2018; Hindi, Jacobs and
Schafheutle, 2019). However, Hindi, Jacobs and Schafheutle (2019) in their systematic review
described poor collaborations between GPs and community pharmacists in the UK despite
mutual recognition of its importance. Established working relationships between the two
professions were recognised as a facilitator for collaboration (Bradley et al., 2008). Thus, the
involvement of community pharmacy in Primary Care Networks was positively perceived by the
present study participants’ as an important step towards establishing relationships and fruitful
collaborations (Primary Care Pharmacy Association, Association of Pharmacy Technicians and

NHS, 2019).

Previous UK studies suggest that GPs and community pharmacists have a background of
competitive relationships (Hughes and McCann, 2003; Bradley, Ashcroft and Noyce, 2012). Data
from the present study corroborate that negative attitudes between the two professionals still
exist. While some participants acknowledged some improvements in their relationships, they
were mostly described negatively. Additionally, findings from the present study suggest the
need for more permeable boundaries between the two professions (e.g. acceptance that roles
can vary among healthcare professionals). Previous UK studies have identified tight professional
boundaries as a common barrier to collaboration between community pharmacists and GPs

(Bradley et al., 2008; Maidment et al., 2016; Bollen et al., 2019).

Moreover, findings from this study highlight that competition extends to relationships between
community pharmacists and practice pharmacists. Key informants considered practice
pharmacists as a facilitator for community pharmacists’ collaboration within primary care, a
view also described in policy documents (NHS Alliance and RPS, 2014; RPS and Royal College of

General Practitioners, 2015). On the contrary, most community pharmacists perceived this role
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as a barrier for their development, referring to missed opportunities and misplacement of
investment. To the best of the author’s knowledge, this is the first study that indicates negative
relationships between community pharmacists and practice pharmacists in England. A recent
qualitative study highlights that the perceptions of community pharmacists about practice
pharmacists’ role in primary care have been underexplored, but their findings did not suggest

significant oppositions to practice pharmacists’ role development (Karampatakis et al., 2020).

Stakeholders viewed collaboration as being inextricably linked with digital integration. As in
previous studies, these findings suggest that community pharmacists need access to their
patients’ medical records in order to improve pharmaceutical care through both collaboration
with other primary health professionals and the further expansion of their role (Savage et al.,
2013; Mossialos et al., 2015; Tucker and Stewart, 2015; Wood et al., 2015; Ogunbayo et al.,
2017; Hindi, Jacobs and Schafheutle, 2019). Access to records was described as a facilitator, a
current barrier and element of ideal pharmaceutical care provision. Community pharmacists’
access to the NHS Summary Care Records in 2016 (PSNC, 2015) was recognised by stakeholders
as a positive development, however it was considered inadequate. Increased community
pharmacy access to patient information, such as authorisation to read and write in records is
also supported by previous research as a way of greater integration of pharmacists into primary

care (Hindi, Schafheutle and Jacobs, 2019).

Medical records access was just one aspect of the future of digital technology in community
pharmacies. It was clear that participants also expected a future where technological
advancements such as hub and spoke, robotics and online pharmacies would have a great
impact on medication dispensing and advances such as mobile health applications and
telehealth would affect pharmacists’ interaction with the public. Such findings were already
anticipated, as the national plans for expanding hub and spoke dispensing exist (Department of
Health, 2016). In their scoping review, Baines et al., identified the term pharmaceutical care
technologies, including telehealth and mobile health apps, stating that they could provide

improved patient outcomes (Baines et al., 2018).

The present study confirms previous research findings describing that technological
advancements should be used to provide more time for pharmacists’ non-dispensing duties and
to maintain the valued relationships between community pharmacy staff and members of the
public (Lea, Corlett and Rodgers, 2012). Previous studies suggest that workload has been
increasing for community pharmacy, generating stress (Gidman, 2011; Hassell et al., 2011).
Studies indicate that community pharmacists spent most of their time in dispensing-related
activities (Bond et al., 2008; Gidman, 2011; Hassell et al., 2011; Lea, Corlett and Rodgers, 2012).

A more recent systematic review evaluating the evidence of automation systems in outpatient
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and community pharmacy settings confirmed the benefits on errors and efficiency and cost-
effectiveness, but with reduced staff satisfaction. While patient waiting times and prescription
times were found to be reducing by automation, staff did not perceive savings in time or
workload reduction (Sng, Ong and Lai, 2019). Increased workload and the dominance of
dispensing duties make the suggestion of utilising technology to provide more time to

pharmacists crucial.

Moreover, the current study highlights the influence of technology on patient interaction when
pharmaceutical care is provided and the need for community pharmacists’ wider involvement
with technology. Previous research suggests low awareness amongst community pharmacists
regarding the use of mobile health apps and telehealth (Kayyali, Hesso, et al., 2017; Kayyali,
Peletidi, et al., 2017). The present study was conducted three years later and suggests people
are increasingly learning about this issue, as community pharmacist stakeholders expected
wider use of such digital tools in pharmaceutical care. However, increased awareness does not
imply their wider utilisation. Data from this study corroborate that telehealth should not replace
face-to-face interaction with patients (Kayyali, Hesso, et al., 2017). Findings also corroborate
that wider use of such tools might increase digital inequalities particularly with elderly
populations (Kayyali, Hesso, et al., 2017). Similarly, findings corroborate with the need for wider
use of mobile health apps from community pharmacy. A study examining sources from which
the public seek health information indicated that digital media were the second port of call, after
GPs (Crilly et al.,2019). Community pharmacists were the third most popular option for the
public when seeking health advice, surpassed by digital tools (Crilly et al., 2019). Thus,
considering the increasing popularity of telehealth and health apps amongst members of the
public, findings from the present study support the need for a mixed model of pharmaceutical
care. Technological advancements should be used in a way that supplement and do not replace

human interaction (Kayyali, Hesso, et al., 2017; Crilly et al., 2019).

5.4.3. Structural changes to promote pharmaceutical care provision

Beyond collaborations and technology, participants identified a number of structural changes
that are required both from a state and a sector level. The most commonly discussed facilitators
and barriers included financial allocation, remuneration, evidence and training as priority action

items for pharmaceutical care development.
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5.4.3.1. Change required at state level

One fundamental change was thought to be at the state level, specifically reforming existing
financial and contractual mechanisms. Interestingly, most participants could not envisage any
ideal model of care without referring to the need to allocate more financial resources to the
community pharmacy sector. Additionally, a redesigned contractual framework with a shift in
reimbursement towards rewarding clinical roles rather than medicines supply was seen as

enabling improved pharmaceutical care provision.

Previous research highlights the need for remuneration mechanisms that balance income from
retail and cognitive activities (Mossialos et al., 2015). This suggestion is also evident in other
European countries, where authors have suggested remunerating pharmaceutical care models
which demonstrate value and quality of service (Bernsten et al.,, 2010). Funding and
remuneration have been described as essential for areas of community pharmacy service
developments such as collaborations, telehealth, mental health and minor ailments (Mossialos
et al., 2015; Kayyali, Hesso, et al., 2017; Aly et al.,, 2019; Gorton et al., 2019). The recently
announced Pharmacy Quality Scheme has been described as an illustration of a shift of
remuneration from dispensing volume towards quality, but findings from the present study

indicate the need for further steps towards this direction (Anderson and Sharma, 2020).

Such a remuneration shift could contribute to making community pharmacists feeling more
valued by the state, as enhancing support for community pharmacy from the state was another
essential change indicated by this study. Moreover, inadequate representation was also
identified at a professional level, as participants expressed disappointment at their
representation by professional bodies and lack of community pharmacists in strategic positions.
It should be noted that Pharmacy Voice, a body uniting multiple and independent contractors,
was disbanded in 2017 (Andalo, 2017). A survey from pharmacy organisations confirmed low
levels of community pharmacy involvement in local strategic planning and commissioning

(PSNC, Pharmacy Voice and RPS, 2017).

5.4.3.2. Change required at sector level

The present study highlights the need for generating evidence for community pharmacists’
interventions as an essential change for pharmaceutical care development. Similarly, previous
research described how creating evidence for community pharmacy interventions was
considered an important factor that would contribute to its recognition (Anderson and Sharma,
2020). A systematic review, which mostly included UK studies of community pharmacists’ views,

identified that willingness and awareness for involvement in research exists (Awaisu and
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Alsalimy, 2015). Similarly, the need for a stronger evidence-base was widely acknowledged in
the present study. Additionally, another systematic review exploring the dispensing process
referred to appropriate documentation as a necessity in pharmaceutical care as it could benefit
both patients and pharmacists (Cerqueira Santos et al., 2016). Correspondingly, participants in
the present study referred to the need to promote a culture of recording. Some participants
described that generating evidence responsive to NHS challenges has the potential to influence
policy. The decommissioning of MURs explained in Section 3.4.4 can be a recent example as a
review of evidence identified several problems with MURs including lack of clinical and cost-
effectiveness evidence (Wright, 2016). On the contrary, the NMS that is still provided in

community pharmacies was perceived to have better evidence (Wright, 2016).

Upgrading pharmacists’ training (e.g. consultation skills) to prepare them for their clinical
responsibilities was an important change highlighted in this study. The need for further training
and upgrading of the workforce’s skills has been previously identified in a variety of studies
related to the roles of community pharmacies in urgent care, minor ailments, mental health and
pharmacogenomics (Aly et al., 2019; Gorton et al., 2019; Nazar et al., 2020; Youssef, Mostafa
and Wright, 2020). In particular, the need for the development of consultation skills was
highlighted by previous studies (Da Costa, Corlett and Dodds, 2019; Jalal et al.,, 2019).
Community pharmacists referred to the need for protected time and support that would enable
them to develop their skills. These findings corroborate with the findings of the Pharmacy
Learner Engagement research project, which investigated current pharmacy workforce
education, training and views on preparedness for future roles. Community pharmacists were
more likely to complete training in their own time without the support reported by their hospital
colleagues (Seston et al., 2019). Another significant result from this previous study that aligns
with the present study was the importance of training in independent prescribing. Previous
participants referred to it as a piece of impactful training that would promote autonomy, while
participants from the present this study could identify multiple benefits from its promotion
(Seston et al., 2019). The expected decrease in the community pharmacy workforce identified
by the present and previous studies should act as leverage to accelerate these reforms

(Anderson and Sharma, 2020).

5.4.4. Strengths and limitations

This qualitative study demonstrated both strengths and limitations which will be discussed

based on criteria for assessing its quality. Criteria for assessing the quality of qualitative health
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research have been described (Yardley, 2000, 2016). Fundamental qualities consist of sensitivity

to context; commitment and rigour; transparency and coherence; impact and importance.

Sensitivity to context refers to factors such as knowledge of previous research, empirical data,
socio-cultural setting and participants’ perspectives. In the present study, context sensitivity was
demonstrated as the research described in Chapter One and the policy review in Chapters Three
and Four provided the necessary insights and setting for this interview study. In particular, the
use of the Walt and Gilson policy framework and its categories helped in providing a more
holistic picture to understand the context on a state and pharmacy organisation level before
examining the views of individual stakeholders. Sensitivity was also demonstrated by the use of
stakeholder mapping. This tool enabled the inclusivity of different perspectives. The wide array
of participants involved was one of the strengths of this study. To the author’s knowledge, this
is the first study to apply a participatory approach, such as stakeholder mapping, to examine the
development of pharmaceutical care services in England as a whole instead of individual

services.

Additionally, sensitivity of context was demonstrated by the thorough preparation and
personalisation of each interview, aiming to build the required rapport for minimising the status
imbalance between interviewer and interviewee and eliciting useful information based on the
views of stakeholders rather than a “public relations version of events” (Mikecz, 2012). Positive
indications for building rapport included some stakeholders mentioning the interviewer by
name during the interview (ID 8,12,15,22,25); others offering to introduce the interviewer to
other potential stakeholders or network groups (ID 2,11,14,15,21); or others volunteering to be
contacted again if further clarifications were required (ID 1,5,7,14). Lastly, context sensitivity
was demonstrated by being ‘open’ to participants not only by using open-ended questions, but
also by being responsive to the information they provide (e.g. the addition of questions to topic

guide).

Commitment, rigour, coherence and transparency refer to values expected to be demonstrated
throughout methodology, data collection and data analysis. Theoretical approaches have been
explained in the methodology chapter (Chapter Two). Reflexive TA phases were followed
according to Braun and Clarke and taking into account their latest reflections on the method
(Braun and Clarke, 2006, 2020). Guidance and practical examples for rigorous and trustworthy
TA have also been provided (Nowell et al., 2017). In the present study, there was prolonged
engagement with the data and recording of initial thoughts (Phase one). Although there was no
researcher triangulation, the supervisory team had been involved in checking and discussing the
coding procedure, theme generation, review and definition acting as peer debriefing to enhance

credibility (Phases two-five). An adequately coherent and transparent report was aimed to be
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produced (Phase six) and the additional quotations in Appendix 5 were provided to emphasise

links between study results and the raw data.

Impact and importance refer to enhancing the understanding of a phenomenon and to the
practical utilisation of study findings from policymakers, health professionals and the wider
community. The links of this present study with policymaking, health professionals and the
community were evident when the study design of the programme of research was explained
(Chapter One). At the time of writing, the study findings have not been written to be submitted
for publication in peer-reviewed journals yet. There were indications that the study could be
well received by participants. Every participant was positive in receiving the study results (e.g.
“great” (ID 1,3,5,9,14,22); “would love to” (ID 4,11,12); “absolutely” (ID 2); “of course” (ID 15);
“interested to see” (ID 16,20,21); “lovely” (ID 24); “very helpful” (ID 10). Some key informants
were also interested to know about the progress of the programme of research and the
researcher’s plans and timescales (ID 4,8,11,12,17). An invitation to present the study findings

to a pharmacy organisation’s annual conference was also received.

The Consolidated Criteria for Reporting Qualitative Research (COREQ) that include quality
markers for interview studies were overall represented in the present study (Tong, Sainsbury
and Craig, 2007). The only deviations from the checklist were items 23 and 28 as the interview
transcripts were not returned to participants for comments due to time restrictions and
participants have not provided feedback on the results as they have not been disseminated yet.
Additional limitations to this study include some limitations inherent to stakeholder mapping.
This technique presents a “snapshot” of reality in a rapidly evolving context where stakeholders
change positions, therefore it requires constant updates. It should also be acknowledged that
an ad-hoc approach was used only for stakeholder identification instead of every step due to
time restrictions. The study could have also been improved by the participation of more key
informants from the government and organisations that represent the public. Alternatively, the
addition of pharmacists working in other sectors (e.g. practice pharmacists) could have added

useful insights to the provision of pharmaceutical care in the community in 2030.
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5.5. Conclusion

Overall, key informants and community pharmacy stakeholders described a future for
pharmaceutical care provision from community pharmacy in 2030. Stakeholders expected that
community pharmacists would contribute to patient outcomes and the health system by
managing long-term conditions, providing urgent care and preventative public health services.
Stakeholders also described factors that would facilitate service provision for their anticipated
responsibilities and described further opportunities for community pharmacists’ service
provision that could be explored. It was also evident that collaborations with colleagues in
primary care and incorporating technology in service provision were fundamental for providing
care beneficial to patients and the survival of the sector and should be incorporated into the
daily routine of community pharmacists. However, the implementation of community
pharmacists’ future role would be facilitated by required changes on both state and sector level.
Support in terms of funding needs to be negotiated at a state level, while the sector needs to
ensure changes such as skills upgrade, creating evidence for its interventions and its effective
representation to the state level. The ideal environment of community pharmacy being a
healthcare hub in the community that would provide a variety of sustainable services to its
patients can be created by synergistic changes from both state and pharmacy for achieving
incremental improvements and high-quality patient care. The next chapter will describe the

views of public stakeholders.
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CHAPTER SIX: The views of members of the public on

pharmaceutical care provision in the community

6.1. Introduction
6.1.1. Chapter outline

This chapter describes the necessity of exploring public perspectives (Section 6.1.2) and the aims
and objectives of the study (Section 6.1.3). It provides information about participants’
identification, eligibility (Section 6.2.1) and recruitment (Section 6.2.2) and describes how data
were collected (Section 6.2.3) and analysed (Section 6.2.4). Participant characteristics and study
findings are described in Section 6.3 and discussed in Section 6.4. The chapter concludes with
the strengths and limitations (Section 6.4.4) and the conclusion of the focus group study (Section

6.5).

6.1.2. The necessity of exploring public perspectives

The importance of including public views and perspectives in healthcare was highlighted both in
the previous studies of this programme of research but and previous research. The comparison
of state and professional policies described in Chapters Three and Four concluded that there
were variations in the transparency of public involvement in policymaking. Enhancing public
involvement in policymaking was identified as a facilitator that could make pharmacy policies
more influential. The importance of public perspectives was also highlighted in stakeholders’
interviews (Chapter Five). Healthcare service design that values and responds to patient needs
and preferences was identified as an important factor for creating the environment for future

developments in pharmaceutical care.

In the UK, previous exploration of public perceptions or attitudes related to pharmaceutical care
has focused on either specific services such as MURs, long-term conditions such as diabetes, or
public health (Eades, Ferguson and O’Carroll, 2011; Latif, Boardman and Pollock, 2013; Twigg et
al.,, 2013; Hall, Donovan and Wilkes, 2018). A systematic review of public and patient
perspectives of community pharmacies in the UK, provides the most recent and holistic picture
because most included studies were published from 2010 i.e., five years after the introduction
of the Community Pharmacy Contractual Framework (CPCF) (Section 1.4) (Hindi, Schafheutle
and Jacobs, 2018). According to Hindi, Schafheutle and Jacobs (2018) only three UK studies have

explored perceptions of community pharmacy services in general; one conducting interviews
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with pharmacy users in England focusing on community pharmacy accessibility and two focus
group studies in Scotland which explored the views of general public or perspectives of older
populations, respectively (Gidman and Cowley, 2013; Wood et al., 2015; Lindsey et al., 2017).
An additional focus group study published after Hindi, Schafheutle and Jacobs (2018) systematic
review, described the perspectives of the public on the role of community pharmacists in Wales,
indicating recognition of community pharmacists’ supply role and willingness to engage with
community pharmacists for extended service provision despite limited awareness for their role
in public health (Kember, Hodson and James, 2018). Limited awareness about the services of
community pharmacy has been commonly described (Gidman and Cowley, 2013; Wood et al.,
2015; Lindsey et al., 2017), while the public acknowledged the relationship with community
pharmacists (Wood et al., 2015; Lindsey et al., 2017) and their professionalism (Kember, Hodson

and James, 2018) some still preferred services provide by their GPs (Gidman and Cowley, 2013).

In England, public perceptions, views or experiences were explored for specific services such as
medicines management (Bissell et al., 2008), MUR and NMS (Latif, Boardman and Pollock, 2013;
Rodgers et al., 2016), cardiovascular screening (Taylor, Krska and Mackridge, 2012) long-term
conditions (Twigg et al., 2013; Ogunbayo et al., 2017; Hindi, Schafheutle and Jacobs, 2019) or
public health (Krska and Morecroft, 2010; Saramunee et al., 2015) while Lindsey et al. (2017)
explored public perceptions in England more generally, focusing on community pharmacy
accessibility. Therefore, this study aims to explore public views of current and future general

community pharmacy service provision in England, as this has not been previously described.

6.1.3. Aims and objectives

This study aimed to explore the views of members of the public on how pharmaceutical care will

be provided in 2030.
The study objectives were to explore:
1. Current use and views of community pharmacy services

2. Views on the future of community pharmacy services
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6.2. Methods

Conducting qualitative reconvened focus groups was the method of choice for exploring the

views of members of the public (Section 2.5).

6.2.1. Participant identification and eligibility

Purposive sampling was used to identify participants with a range of different experiences of
community pharmacy as the scope of the study was not to provide inferences with the larger
population, but insights about how people perceive pharmaceutical care in the community.
Participant inclusion criteria consisted of members of the public who were regular community
pharmacy users in England (at least once a month) on behalf of themselves or someone else
(e.g. carers), able to speak English to a sufficient level to take part and having capacity to
consent. Registered health professionals and participants that did not wish to be recorded were
not considered eligible for the study. A sampling matrix with participants’ characteristics was
created to facilitate purposive sampling. Variables such as frequency of, and reason for,
community pharmacy use, type of community pharmacy most often used, personal use or on
behalf of someone else, age, gender were noted in order to achieve diverse membership in each
focus group. The aim was to recruit five to eight participants per focus group, representing the

different variables.

6.2.2. Participant recruitment

Participants were identified through multiple and independent community pharmacies in the
City of Bath and local health charity organisations using recruitment leaflets (Appendix 6). The
leaflet included a brief description of the study and the researcher’s contact details. Participants
who contacted the researcher were invited to participate via telephone or email. Once
contacted, participants were sent a personal invitation letter or email including a participant
information sheet describing the study in detail and an informed consent form (Appendices 7
and 8). To facilitate recruitment, participants were offered a £10 shopping voucher for each
focus group attended. Participants were also reimbursed for travel expenses where applicable.
In qualitative research data collection is ongoing until data saturation is reached. However, its
usefulness of data saturation principles in health research have been challenged (Wray,
Markovic and Manderson, 2007). Based on experts’ opinions, the focus groups conducted in the

present study are not anticipated to have reached data saturation (Onwuegbuzie and Leech,
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2007). Every available participant was recruited and one participant dropped out for medical

reasons.

6.2.3. Data collection

Data were collected using a reconvened focus group approach (Section 2.5) between June and
July 2019. Each group met twice over a two-week period. Each focus group meeting was
conducted by a moderator (the researcher) with the aid of a facilitator (a fellow researcher from
the Department of Pharmacy and Pharmacology, University of Bath). Due to time and cost
restrictions, the study site was the area of Bath. Each focus group meeting was conducted on
University of Bath premises in Bath city centre, to provide a safe and convenient venue. The
duration of each focus group meeting was 60 minutes. The aim of the first meeting for both
focus groups was to discuss opinions about current use of community pharmacies. Between the
two focus group meetings, participants were given a five-page document which included
statistics related to community pharmacy services, service definitions and key findings from the
policy review (Chapters Three and Four) and stakeholders’ interviews (Chapter Five) (Appendix
9). As a result, participants were able to attend the second meeting having had the opportunity
to gain more information on community pharmacy services and pharmaceutical care and reflect

on their own experiences.

Two different topic guides were prepared, one for each focus group meeting, to ensure that
discussions remained focused. A summary of topics discussed in each focus group meeting is
provided in Table 6.1 and the full topic guides can be found in the Appendix 10. Each topic guide
was prepared using a semi-structured approach. Broad, open-ending questions and probes to
be used when required were included. Each topic guide was informed by the findings of the
policy review, stakeholders’ interviews and discussions with the supervisory team. The Walt and
Gilson policy framework categories and findings from the policy review and the interview study
informed the topic guides and the informative material provided to participants. The topic guide
of the second meeting of each group was also informed by participants’ responses in their first
meeting. Topic guides were used flexibly to enable a creative discussion. They were sent to

facilitators in advance, to ensure they were familiar with the discussion topics of each meeting.
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Table 6.1: Topic summary of questions included in the focus group topic guides

Topic summary of the first focus group
meeting

1. Current use of community pharmacies
(frequency, services, reasons for choosing
community pharmacy)
2. Awareness about community pharmacy
services and stakeholders
3. Thoughts about the premises and
relationships with pharmacy staff

4. Involvement in the development of
community pharmacy services (feelings,
interest, concerns)

Topic summary of the second focus group
meeting
1. Thoughts and feedback on informative
material

2. Expectations for pharmaceutical care
provision in the future

3. Thoughts about future service provision
(urgent care, mental health, technology,
long-term conditions)

4. Thoughts about community pharmacist-
general practitioner relationships
(collaborations, moving services, access to

medical records)
5. Ideal service provision from community
pharmacies (barriers, merges, changes)

A pilot focus group was used to test logistics and practicalities, (such as time, conversation flow,
facilitator role and moderator technique) and the content of the topic guides. This consisted of
university postgraduate students with various educational backgrounds and different
experiences of community pharmacy use. Following the pilot, participant feedback was used for
revisions (e.g. addition and simplification of some probes). The pilot participants also shared the
informative material their family members in order to obtain further feedback as a form of
public involvement. Every focus group meeting had a similar format. Every participant was
provided with the information sheet and consent form. Informed consent was obtained before
the commencement of the first focus group meeting. Each session was audio recorded using
two encrypted, password-protected audio recorders to prevent loss of data and anonymously
transcribed verbatim by experienced transcribers from the University of Bath. Transcripts were

checked by the researcher for accuracy and confidentiality.

6.2.4. Data analysis

Each focus group transcript was analysed using Braun and Clarke’s reflexive thematic analysis
(TA) as described in Section 2.5.1. (Braun and Clarke, 2006, 2020). In a similar manner to the
interview data analysis, reflexive TA was used for iterative, inductive analysis of data following

the six-phase process described in Chapter Two (Braun and Clarke, 2006, 2020).

The first and second phases of “data familiarisation” and “systematic data coding” were similar
to the interview study (Section 5.2.6). The third phase of “generating initial themes from coded

and collated data” also included the grouping of similar codes under a wider idea creating a
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variety of themes and subthemes. Codes that could not be allocated to themes at this stage was
classified under a group of themes named floating ideas. To facilitate the visualisation of theme
generation, each transcript was uploaded to qualitative data analysis software (NVivo version
12). A difference with the previous interview data analysis was that at this stage, themes were
generated separately from transcripts related to the first meeting (e.g. transcripts of first
meeting of first focus group, first meeting of second focus group and the interview transcript of
ID 11) and transcripts related to the second meeting (e.g. transcripts of second meeting of first
focus group, second meeting of second focus group). The fourth phase of “developing and
reviewing themes” included reviewing such as merging closely related themes or merging similar
subthemes. At this stage, themes were shaped by examining together the previously separated
themes generated from each meeting. Themes were also “refined and named” (phase five) and
discussed in supervisory team meetings. Findings, interpretations and illustrative quotations will

be provided in the results section (phase six, “writing the report”).
6.2.5. Ethical approval

This study was approved by the Research Ethics Approval Committee for Health (REACH) of
University of Bath under the Reference number: EP 17/18 256 in March 2019.
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6.3. Results

6.3.1. Participant characteristics

A total of 11 community pharmacy users were recruited, who reported utilising the services of
both multiple and independent pharmacies for either themselves or on behalf of another
individual. Every available participant was recruited. Table 6.2 includes more information about
the participants. Two sets of reconvened focus groups were conducted consisting of six and five
members, respectively. Participant 11 was unable to attend his first focus group meeting, so was
interviewed at the same venue in lieu of his presence at the first focus group. The moderator
took notes and there was no facilitator. The previously described format was used as the
moderator provided a summary of the responses for each question from the focus group to
which the participant was initially allocated. The participant joined the second focus group

meeting with other participants as expected.

Table 6.2: Demographics and characteristics of study participants

Community

F ID i h A
ocus TETEE G Commun.lty pharmacy Gender ge category
group | number services used (years)
frequency
Weekly to Regular prescriptions
1 Mal -7
monthly Occasional OTC! advice ale 60-70
Regular prescriptions
Weekly to t . . .
2 eexlytotwo Occasional signposting Female 60-70
months .
Retail purchases
Regular prescriptions
3 Monthl . . F | 40-50
1 onthly Occasional OTC advice emate
4 Weekly Regulr.:\r prescr!pt!ons Female 60-70
Walk-in prescriptions
Regular prescriptions
> Monthly Occasional OTC purchase Male >0-60
Regular prescriptions
6 Monthly Occasional OTC advice Female 70-80
Regular prescriptions
7 Monthly Occasional OTC and retail Male 80-90
purchases
Advanced service
Regular prescriptions
8 Monthly Occasional OTC purchase Female 70-80
Regular prescriptions
2 9 Weekly Occasional phone Female 60-70

consultation
Regular prescriptions
10 Monthly Occasional OTC advice Female 40-50
Advanced service
Regular prescriptions
Monthly to Occasional OTC advice
two months Occasional retail purchases
Advanced services
1The term OTC refers to over-the-counter medications that can be purchased without a prescription
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6.3.2. Study findings

Data analysed from the transcripts were organised into the themes and subthemes illustrated
in Table 6.3. Theme definitions are provided at the beginning of each theme. Additional

quotations can be found in Appendix 11.

Table 6.3: Themes and subthemes developed from reflexive thematic analysis

Themes Subthemes
Perceptions about community pharmacy
services and workforce
Community pharmacist role awareness
Development of community pharmacy
Expanding community pharmacy services in = services

the future Facilitators of community pharmacy services
Concerns about community pharmacy
services
Technology for dispensing medicines
Technology for sharing patient information
Making technology work for patients

Current community pharmacy service
provision

Future development of technology in
community pharmacy

6.3.2.1. Theme: Current community pharmacy service provision

This theme outlines the current service provision from community pharmacy by describing what
participants thought about the community pharmacy workforce, the services they provide and

their awareness.

6.3.2.1.1. Subtheme: Perceptions about community pharmacy services and workforce

Participants expressed positive perceptions of community pharmacy services and the
community pharmacy workforce. Features that added value to community pharmacies included
convenience, proximity, relationships with the workforce and service provision that could be
useful for specific target groups. Participants valued the convenient location of community
pharmacies that allowed visits to become part of their routine. The provision of non-
appointment-based services and accessibility were also highly valued among participants. Some
participants also referred to their relationship with their community pharmacists with some
describing a valuable, seamless communication with mutual understanding. Communication
with community pharmacists was also a factor affecting participants’ choice of community

pharmacy.
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“I think you made a key point about appointments... even if you have to wait, the notion
is that you can walk into a pharmacy and ask... that ease of access which is the key thing

that pharmacy has to offer.”

ID1

“I do like the fact that there [the participant’s community pharmacy] are people you can
relate to really, they’re quite approachable that’s what | choose. | think in healthcare you
have to think that somebody is actually interested in you really, that they don’t just want

to fob you off.”

ID10

Additionally, some participants referred to pharmacists’ professional behaviour and rapport.
Friendly, kind and personalised service provision was important for them. Participants referred
to support provided by their community pharmacists and most of them highlighted community
pharmacies as a useful healthcare access point particularly for the elderly population and for

mothers and children.

“I feel this young man [community pharmacist] cares and recognises me as well which is
quite good... | think personalisation is very important actually and you know the positive

and trusting aspect of your community, of your pharmacist.”

ID2

“I was thinking actually... when my children were small... | was probably at the chemist

asking for advice more then, than at any other time.”
ID2
6.3.2.1.2. Subtheme: Community pharmacist role awareness

Despite positive perceptions, participants lacked overall awareness of community pharmacy
services. None of them referred to advanced community pharmacy services such as MURs and
NMS which were commenced in 2005 and 2011, respectively. Some participants were unclear

about the general role of the community pharmacist and the services they could provide.
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“The Medicines Use Reviews are they basically a statistical analysis of what’s dispensed
or do they mean something else?... [following MUR service description] ... | have never even

thought of it, never thought of it really.”

ID5

“I don’t know what a pharmacist can do, | mean they’ve gone through rigorous training,
one assumes they’ve done anatomy, physiology and all the other things that you’d have
to do to be a medical healthcare professional, but | wouldn’t know what to take myself

to the pharmacy for unless we had some more information about what they can do.”

ID10

Participants were aware of enhanced community pharmacy services related to medication
supply and public health such as smoking and alcohol cessation, weight management,
methadone dispensing service, blood pressure checks and travel services. However, public
health related interventions were mostly associated with general practice for one participant.
Participants were also aware of an advanced community pharmacy service, the influenza
vaccination service, but despite awareness and the positive experience of its provision from a

community pharmacy, one participant had chosen not to use the service again.

“I was aware that we could have a flu jab and so one year | went and had my flu jab
there [in community pharmacy], which was actually quite handy but last year | had it done

in the surgery.”

ID6

Participants were more informed about community pharmacy services after having read the
informative material provided, thought the services were valuable and wished they were aware
of them before. Participants also reported that their expectations of healthcare challenges such
as the ageing population and pressures on general practice were confirmed, but mostly
mentioned that they acknowledged the value and breadth of service provision opportunities

from a community pharmacy.
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“..it is interesting because... | wouldn’t really have known this; | don’t think the general
public is aware of all of this and it gives you a very different perspective.... particularly...
just how dependent on pharmaceutical services we are and how much we actually use

them... so it all becomes much more real and much more concrete.”

ID1

Participants were mostly aware of community pharmacy services either from posters and notice
boards in community pharmacy premises or from media advertising. Public unawareness of the
sector was highlighted as a challenge to be addressed. Participants thought that raising public
awareness of community pharmacists should be a responsibility for pharmacy professional
bodies. They were also mostly unaware of organisations or individuals related to community
pharmacy. Some could recall information about the RPS and the PSNC because they had
prepared themselves before joining the first focus group meeting. Other participants, related

community pharmacy to the NHS but expressed hesitation in their answer.

“..that [raising public awareness] is what these professional bodies are for apart from

protecting pharmacists and their interests.”

ID5

Despite being unaware about many aspects of either the role of community pharmacist or the
services provided in community pharmacy services, participants expressed positive views about
being involved in expressing opinions about community pharmacy services in the future. They
had not been asked to provide their opinions about the services of their community pharmacy
in any systematic form (e.g. feedback forms or surveys). However, participants would welcome
such an initiative and would be willing to respond, particularly when their voices would benefit

the community and be heard by the relevant stakeholders.

“I would be interested if | could do it to the people who were making the decisions and |

doubt whether the feedback forms or anything will put me in contact with them.”

ID11
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6.3.2.2. Theme: Expanding community pharmacy services in the future

This theme describes perceptions about the future of community pharmacy services.
Participants suggested future directions for the development of pharmaceutical care in the
community, provided opinions about factors that would enable expansion of services and

expressed their concerns about service provision.

6.3.2.2.1. Subtheme: Development of community pharmacy services

Participants provided opinions about the future development of community pharmacy services
for the provision of urgent care, LTC management and mental health support. Participants
identified a role for community pharmacy in urgent care provision. Some described a role where
community pharmacists identified certain symptoms and signposted appropriately.
Additionally, some were positive about visiting their community pharmacy for minor ailment
services instead of going elsewhere and would like its expansion. Some discussed the potential
of other healthcare professionals such as paramedics to provide their urgent care services using

community pharmacy premises.

However, some participants were cautious about expanding the role of community pharmacists
in this area. They suggested that urgent care provision is more appropriate for GPs and
mentioned that they could use their community pharmacy for urgent care at times when the GP
would not be available. They also suggested that the role of community pharmacists in urgent
care should be limited to symptom identification, signposting and the minor ailment services.
Some participants could not see community pharmacies providing urgent care due to lack of

training and increased workload, referring to the NHS 111 helpline triage service.

“..a bit like the NHS helpline... where you can effectively ring up and that takes you
through a list of questions, | don’t see that working within the community pharmacy
though. If you are pushing through your 2000 prescriptions a month you are simply not
going to have the time to do that,... you actually need a switchboard with people who

know what is going on... you can’t actually do it in a shop environment.”

ID11
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“I am quite unnerved at the idea of pharmacy or pharmacists providing urgent or
emergency medical care, | think it is too specific an area of medical practice... it is just
too unique a moment to take to the chemist, | can’t even imagine how it would be, how

it would be applied actually.”

ID3

The management of LTCs was another area of development for community pharmacists
according to participants. Some described it as ideal since community pharmacists were already
providing support to patients with LTCs. It was described as a role that could relieve excessive

pressures on GPs for more stable patients.

“... something repeated like that, there is no reason the doctors do get involved and as
far as | can see their involvement is pretty token, when you get your annual check-up
well maybe we need to make a change and consult the doctor then but just going on

from month to month that could be done straight through the pharmacist.”

ID5

Some participants thought that the annual medication review should be provided from general
practices, explaining that the communication between GPs and nurses was better than
communication between GPs and community pharmacists. There were participants who viewed
community pharmacists as the experts in medications and who would prefer a medication
review from them. Additional suggestions from participants included the possibility of
community pharmacists doing more non-invasive or public-health related tests and having
healthcare specialists such as phlebotomists working from the premises for patients’

convenience.

“...a lot of long-term medications... you still need regular blood tests and | don’t see why
they can’t have phlebotomists working in pharmacies, it seems silly to have an
appointment with my nurse and go and have a blood test when | could if the services
was there nip into the chemist get my blood test done and they could do the ordering of

the medication so that would be a sensible thing | think.”

ID3
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Another area of potential development was care provision for mental health patients.
Participants described mixed feelings about community pharmacists’ role in this area. Some
identified a role for community pharmacists in providing advice on mental health-related
medications and appropriate signposting. Additionally, there were some participants who
recognised a role in mental health provision but could not describe its details. Provision of
mental health care was recognised as a challenging area; thus, some participants were unclear
about what the contribution of community pharmacists could be. Some participants were also
unsure about how a community pharmacist’s intervention that aims to support mental health
patients could be quantified and remunerated. Participants with negative perceptions
mentioned that the workload of community pharmacists could not allow them to provide care,
particularly because mental health interventions were perceived as time-consuming and

expressed their disapproval of community pharmacies becoming “crisis centres”.

“..Ithink this is a huge area a huge, huge area and | don’t know what the answer is and
pharmacists are obviously part of the picture but what part they will be, | wouldn’t want

to say.”
ID11

“I would be very apprehensive about the development of mental health services in the
environment of a pharmacy for various reasons really... it would be quite a lot of work
and can be quite intense for a pharmacy to try and develop these services with people

who are under a huge strain themselves really.”

ID6

6.3.2.2.2. Subtheme: Facilitators of community pharmacy services

Participants also referred to factors that would facilitate pharmaceutical care from community
pharmacies in the future. Most participants referred to the need for workforce training,
collaborations with GPs and reforming community pharmacy premises. Other facilitators
included financial support from the government, access to records and ability to prescribe,

investment in community pharmacy and adaptability to change.

Participants referred to the training required for community pharmacists to expand their clinical
role in pharmaceutical care. Skill upgrading for pharmacists and staff was particularly important
for tasks such as taking blood and having an expanded role in providing urgent care and mental

health. Some participants explained that increased training of community pharmacists would
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aid with their current hesitancy over the provision of mental health service, as they recognised
the complexity of mental health interventions. Many participants mentioned that community
pharmacists could have an enhanced role in mental health provision if they get better

consultation training.

“..just upskilling the staff generally really so they [community pharmacists] can see a minor
complaint and people know that they can be seen by the pharmacist with a minor

complaint.”

ID10

“..the pharmacist is qualified pharmacologically but will not perhaps be qualified in

terms of counselling and that type of support which may be more appropriate...”

ID11

Another facilitator for pharmaceutical care was collaboration between community pharmacists
and GPs. Participants were positive about community pharmacists being integrated in primary
care and particularly about them having closer working relationships with GPs. They mentioned
that closer collaborations would be rewarding for community pharmacists, patient care and GPs,
highlighting community pharmacists’ potential of relieving their excessive work pressures.
However, one participant was pessimistic that closer collaboration between community

pharmacists and GPs would not happen.

“But it is quite clear that the two health professionals should work together as a team

with the GPs and if that was improved upon that would be a big plus.”

ID8

Most participants provided suggestions that would facilitate collaboration between the two
professions. Some referred to improved communication explaining that it would be beneficial
to inform GPs about interventions taking place in community pharmacies or describing tele-
conferencing between them. Technology was also considered a requirement to enhance
community pharmacy integration into primary care as participants highlighted the need for
improved digital systems to link professionals.
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“I think if you are going to ask somebody to work in the team and obviously take some
of the pressure off the GPs you need to provide them with some information because
then they won’t be able to treat you the way you want to be treated because they need

to have some background information.”

ID10

Some participants mentioned that co-location of GPs and community pharmacists would
promote collaborations and benefit patient care. Co-location had been a criterion for choosing
a community pharmacy for some participants who would like this to expand. Physical proximity
was perceived to promote valuable informal interaction between GPs and community
pharmacists. Collaboration-related suggestions also included allocating the provision of some
services from GP surgeries to community pharmacies such as some contraception-related
services and minor surgical interventions (e.g. skin tags). Additionally, some participants
described an analogy between community pharmacists and practice nurses. They explained that

pharmacists could become responsible for some of the services that nurses currently provide.

“When you think about how teams work, it’s often the unprofessional meetings when
you come together in the staff room at coffee break and have your informal interaction

which can be crucial in the quality and the amount of communication that goes on.”

ID11

Beyond training and collaborations, another important facilitator for pharmaceutical care
provision was redesigning community pharmacy premises. Many participants highlighted a
general shortage of space in community pharmacy and the need for larger premises. This need
was characterised as a prerequisite for expanding service provision. However, participants
acknowledged that it might be challenging for some community pharmacies due to the high cost
required and practical constraints. Moreover, the need to provide more space to community
pharmacists was also linked with the need to reduce the number of retail items available in
community pharmacy premises. Some preferred to keep some amount of retail items but for
others it was important to remove them entirely. The change in retail space was predicted to
have an impact on how participants perceive community pharmacies, as currently some
perceived them more as a profit-based business than a healthcare service. Comparisons with

general practices made this acknowledgement more obvious.
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“l would rather see more space for the chemist to work in than rows of empty shelves, if
they could shrink the retail space down and give the pharmacists and the staff in there
more space to work, they might be able to get the job done better but there is a lot of

empty shelves, | don’t think there is the need for so much retail.”

ID3

“The other feeling | get sometimes with the pharmacy chain is that it is all very driven to
selling rather than providing healthcare.... Selling things, you know, getting money

through the door.”

ID1

“..I deliberately use that term chemist shop because | still think of it as a retail space

more than as a health service in terms of my own use.”

ID3

Thoughts about reforming community pharmacy premises were also related to enhancing
privacy. Some participants mentioned that they would appreciate more privacy in a community
pharmacy both for services over the counter but also for consultation rooms. Participants were
aware of their existence and some of them had used one, but lack of privacy made them hesitant
to use them more. Other participants mentioned that community pharmacy would benefit from

seating spaces.

More participants considered support from Government important, particularly for financial
aspects, as funding was inextricably linked with enhancing pharmaceutical care. Participants
mentioned that more resources would be required for community pharmacists. They
highlighted that protecting the funding of community pharmacy would be fundamental to
utilising its potential. A participant also expressed thoughts about changing community
pharmacists’ remuneration. They suggested that it should become possible to run an
economically viable community pharmacy based on income from prescriptions, without retail

items.
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“.that there won’t be any more funding cuts to the poor old pharmacy, | mean that is
the crux of the matter isn’t it, | mean in an ideal world they can do X, Y and Z but if they

are, they are tied with funding political issues and things it is never going to happen.”

ID3

Other facilitators mentioned by fewer participants included improved investment in community
pharmacy sector, adaptability to change and the ability for prescribing by community
pharmacists. In addition to remuneration, participants described a vision where investing in
community pharmacy would make it an attractive employment sector and their role would be
promoted better. One participant described the pharmacists’ attitude as a facilitator, explaining
it would be necessary to adapt to changes in order to achieve a better future in healthcare, while
another participant discussed the benefits of pharmacists gaining authority for limited

prescribing and access to full medical records by using a hypothetical urgent care scenario.

“..what | would like to see is... that more money is invested in people so that the sector
becomes a really attractive employment sector for well-paid pharmacists who can
remain in post if they want to for years and develop relationships with their customers...
what | would like to see is it [community pharmacy] becoming a really great employment

sector for lots of professionals.”

ID3

“Whether for some conditions and some situations pharmacists could be allowed to do
a limited amount of prescribing just like some nurses can now prescribe in certain areas...
so for instance if | turned up at my pharmacy dripping blood and was patched together
and the pharmacist said when did you last have a tetanus checked it on a computer with
my NHS records if the pharmacist was able to say roll up your sleeve and give me the jab
and go home that would relieve the GP and that sort of diagnosis could be within a
competence of a pharmacist but other prescriptions where it needs the GP to do it
because the GP has the overview of the patient’s total history so that’s a limited

suggestion.”

ID11
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6.3.2.2.3. Subtheme: Concerns about community pharmacy services

Participants were concerned about the future provision of community pharmacy services,
describing pressures on community pharmacy services due to changes in society and concerns

about community pharmacy workforce.

Participants expressed concerns about challenges in society that could inevitably affect
pharmaceutical care, including an ageing population living with multimorbidities. Technological
advancements, including genome screening, were predicted to contribute to an increase in
survival rates, thus increasing demand for healthcare services. Participants were also concerned
about the effect of politics and economics on services. A participant was particularly concerned
about the “destruction of public health services” (ID11) due to lack of funding and its resultant
effects on society. Politics-related concerns included government policy changes, a potentially
tense relationship between pharmacy bodies and the government and the intention to increase
use of automated services. Brexit was perceived to create uncertainty, particularly for

medication shortages.

“..the whole of austerity is impacting on homelessness, drug abuse, smoking, obesity
etc. there are symptoms of poverty in many places ... is on the rise and that is storing up
uncontrollable pressures on the future of any health service... And it worries me

enormously.”

ID11

“I gather the PSNC refused to talk to the Government for two years after 2016, because

they had funding pulled so there are obviously political issues here too.”

ID1

Additionally, participants expressed concerns about health inequalities in society. Equal
healthcare provision was predicted to add more pressures to community pharmacy services. It
was important to ensure that equal healthcare provision was achieved for all population groups,
especially focusing on people with disabilities, vulnerable groups, citizens in lower
socioeconomic areas and rural areas with limited transportation and lower income populations.
A participant was pessimistic about expectations for developments in the social aspects of care
while another suggested community pharmacists to reach out isolated populations by visiting

community centres.
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“You could sum that bit of the discussion up by saying what we would like to see is the
facilities that the pharmacies offer, are offered to the whole population... rather than

just pockets of privilege.”

ID5

“As a society we want services for everybody, not just the mainstream, easy, and that is

going to make demands on chemists more complex.”

ID3

Participants were also concerned about the closures of community pharmacies, their workforce
numbers and their heavy workload. Participants had observed that many community
pharmacies had already closed. Some referred to government plans for closures without
consultations. Participants were concerned that more pharmacies were expected to close due
to anincrease in warehouse dispensing. However, one participant stated clearly that they would

prefer to maintain community pharmacy service provision.

“I think the government... is pushing those and trying to close down, | gather they are
trying to close down a lot of pharmacies because they think we have too many of them

but no one is actually being consulted about this...”

ID1

“We would rather have an imperfect pharmacy than no pharmacy at all in our village.”
ID3

Some participants also expressed concerns regarding a potential problem with inadequate
pharmacy graduates. They described a decline in the numbers of people entering medical
schools and expressed uncertainty whether a similar pattern would be seen in the pharmacy
profession. Brexit also raised concerns in relation to its unpredicted effects on the pharmacy
workforce. The need to improve working conditions to maintain the workforce in community

pharmacy was also mentioned.
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“[community pharmacy] just doesn’t sound like a great place to work and | think that really
needs to be improved, | think it needs to be a better place because pharmacists will
inevitably go into the private sector and into working for pharmaceutical companies if

working in the chemist shop isn’t a satisfactory place...”

ID3

“I think it is also possible with Brexit you may find that your pharmacists are running out.
I mean our local pharmacist is from Alicante in Spain... aspects of health service are
heavily dependent on very skilled people coming in from Europe who are increasingly

disinclined to come into Brexit Britain.”

ID1

Community pharmacy workload was another concern for participants. Many talked about
pressures caused by community pharmacists’ working conditions. They described busy
community pharmacists, with increased workload that would prevent them from providing non-
dispensing services. They were also concerned about the effects of this intense workload on the
quality of working life of community pharmacists, either referring to maintaining their safety
while working in the premises or to occasional harassment of community pharmacists. It should
be highlighted that the increased workload of community pharmacists was observed to have an
impact on participants’ decisions for their healthcare. Some referred to avoiding visiting

community pharmacies for previously useful consultations or enhanced services.

“Occasionally you can tell they are harassed... just that they have got more work to do

than they have got time to do it in and that is not their fault, it is the managers.”

ID11

“My feeling is quite often a community pharmacist, they are so busy trying to get
everything ready... they get things ready really quickly actually and they are very good, |
always sort of think | don’t want to bother them too much with my minor ailments and

soon.”

ID6
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6.3.2.3. Theme: Future development of technology in community pharmacy

This theme describes participants’ perceptions about the involvement of technology in
community pharmacy services in the future. They described a future where technology would
be developing at an unprecedented pace and would provide a variety of opportunities for
community pharmacy services. Technology was expected to have an impact on medication

supply, patient communication and the sharing of information.

6.3.2.3.1. Subtheme: Technology for dispensing medicines

Some participants expected changes related to the dispensing of their medication. They
described a future where medication supply would involve more automation, robotics and
warehouses. Automated dispensing was positively perceived for some repeat prescriptions.
Beyond the current hub and spoke model, one participant expected robots within the retail

environment of a community pharmacy.

“...when my father was a pharmacist he used to count out the tablets in a little triangular
thing... now they don’t do that and you could presume just getting rid of the basics...
taking the tablets off the shelf etc... could be mechanised within a shop environment...
50 when you give the prescription they could actually make it up without the pharmacist
doing more than actually supervising to make sure it is right... but you could take a lot of

that mechanical work.”

ID1

Some participants also described changes in how patients obtain medications. They expected
the expansion of online pharmacy and medication deliveries. Some perceived there was a
government intention to promote the use of online pharmacies. However, they expressed
concerns about the safe use of medications and lack of personal service. Expected changes in

deliveries included the increasing use of drones for medication deliveries.

“They advertise on television, Pharmacy2U and they want people who have four or more
medicines and they will just pop it through to you and it’s so remote... | am not saying

it’s inaccurate, it is so remote and impersonal.”
ID4
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“Maybe they will be able to do drone deliveries, honestly if Amazon can do drone
deliveries why can’t pharmacies do drone deliveries... the package that you pick up from

the pharmacist is generally small and light... it could be easily delivered.”
ID3
6.3.2.3.2. Subtheme: Technology for sharing patient information

Participants also expected technology to change the way their information is shared with
community pharmacists. Most participants were positive about community pharmacists gaining
access to their medical records. Some also mentioned that it would aid with the integration of
community pharmacy into primary care and would be beneficial for providing care to mental
health patients. While some participants were positive about community pharmacist access to
their full medical records, others were worried about privacy issues. It was important to them
to maintain confidentiality and discussed the option of filtering the information provided to
community pharmacists. They were confident about providing full access for medication
information but hesitated for more personal information such as the content of GP
consultations. Discretion was particularly highlighted for patients suffering from specific
conditions (e.g. mental health). One participant described that the regular use of the same

community pharmacy might overcome confidentiality problems.

“If it had a filtration system on it whereby the pharmacists could see my medication
history, blood test result history, but | wouldn’t want them seeing some of the other
things | have had chats with my doctor about so if there was a filtration system on that

information sharing...”
ID6

“...if you are hopping to Boots, to Lloyds, to GP there wouldn’t be continuity... | was just
thinking you know you could ask the patient if you are sticking to one pharmacy, the

pharmacist go ‘would you mind your GP letting me refer to your records?’ and if you’re

g

sensitive about anything then you say ‘no | don’t wish to grant that authority’.

ID7

6.3.2.3.3. Subtheme: Making technology work for patients

Participants also referred to expectations about technology having an impact on their

interactions with community pharmacists. Participants referred to more extensive use of health
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applications and online consultations with their community pharmacists. However, there were
mixed feelings about such services as some participants were positive about the option of online
consultations while others considered it impersonal. Additionally, some participants highlighted
that digital communication might be more prone to misinterpretation. It was also mentioned
that online consultations might require an increase in the number of staff working in a

community pharmacy.

Participants also thought there might be a misalignment between their actual preferences and
needs and the government’s perceptions of them. Human interaction was important for
participants. They mentioned that despite technological advances they would like to maintain
the option of face-to-face interaction with their pharmacists, justifying that technology could
not replace human communication. Participants explained their concerns about losing face-to-
face interaction by mentioning medication advice. They discussed that technology might be
beneficial for medication dispensing but not for understanding the use of medicines. It was also
perceived that human interaction with a pharmacist would benefit more vulnerable groups in
the society. Participants thought that the loss of personal interactions might lead to reduced

medicines adherence.

“..but most people want interaction, they want to go into a chemist and have a chat
with a pharmacist who we know and they know us and they can see if we are not feeling
very well... but policy and economic drives and corporation, corporate drives are away

from that so that is where the conflict is | think.”

ID1

Additionally, participants were concerned about the impact of the wider use of technology on
some populations that might not be able to use it. Participants were worried that population
groups such as the elderly, vulnerable, disadvantaged populations, cancer patients, patients
with impaired vision, mental health patients and isolated communities would be excluded if

technology dominates pharmaceutical care.

“I think one of the big divides is between people who are IT literate and people who are
not because that is largely an age population but it is also the poor who may or may not

be so literate and may not have equipment and that is quite worrying really.

ID5
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6.4. Discussion

To the best of the author’s knowledge, this was the first focus group study to explore the public
stakeholders’ current and future views of community pharmacy services in general in England.
Their current views were consistent with previous research, confirming the positive perceptions,
the low awareness about community pharmacy services and the dominance of GPs in healthcare
provision. This study adds that participants would like to see investment in community
pharmacy and were more receptive towards expanding community pharmacists’ role and their
integration in primary care. Future directions discussed included LTCs management, urgent care
and mental health. Participants also confirmed the existence of well-recognised barriers such as
the need for community pharmacists’ training, workload relief and privacy in the premises and
added the need for tackling health inequalities. The dominant role of technology in service
provision was also expected but would prefer to maintain the option of face-to-face interaction

with community pharmacists.

6.4.1. Current community pharmacy service provision

Findings from this study indicate that most participants have positive perceptions but low
awareness of community pharmacists and their services. This phenomenon had been
continuously described for more than twenty years in previous UK-based systematic reviews
(Anderson, Blenkinsopp and Armstrong, 2004; Eades, Ferguson and O’Carroll, 2011; Hindi,
Schafheutle and Jacobs, 2018). It is encouraging to observe that positive features described as
facilitators for more extensive use of community pharmacy services such as convenience and
accessibility (Hindi, Schafheutle and Jacobs, 2018), continue to be valued by participants in the
present study. Data from the present study corroborate with previous studies acknowledging
convenience and accessibility being the main factors that shaped the public’s positive
perceptions for community pharmacy (Krska and Morecroft, 2010; Taylor, Krska and Mackridge,
2012; Gidman and Cowley, 2013; Twigg et al., 2013; Saramunee et al., 2014, 2015; Tucker and
Stewart, 2015; Wood et al., 2015). Relationships and communication with the pharmacist were
also valued by the public both in the present study and previous studies (Bissell et al., 2008).
Additionally, findings from the present study not only confirm, but also enhance the already
described positive public perceptions for community pharmacists, by adding that participants
would like to see community pharmacists being supported financially by the state and the sector
becoming more attractive for employment, protected from current pharmacy closures and a

future workforce decline. Positive perceptions were also highlighted by participants that
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acknowledged the impact of pharmacy workload on community pharmacists’ quality of working

conditions.

Findings from the present study confirm that public awareness of community pharmacists’ roles
and services has not improved (Krska and Morecroft, 2010; Taylor, Krska and Mackridge, 2012;
Gidman and Cowley, 2013; Latif, Boardman and Pollock, 2013; Twigg et al., 2013; Saramunee et
al.,, 2014, 2015; Wood et al., 2015; Rodgers et al.,, 2016; Lindsey et al., 2017). Krska and
Morecroft (2010) described that the public visited a community pharmacy mostly for dispensing
purposes and for purchasing products. Data from the present study corroborate with this finding
as all participants used community pharmacy for collecting medications. It should also be
highlighted that no participant referred to MUR or NMS services, while others became aware of
the MUR service only after reading the informative material, implying that the previously
identified low awareness of these services still exists (Rodgers et al., 2016). Participants from
the present study were aware of pharmacy services mostly from material provided in
community pharmacies or from the media, but also mentioned that awareness should be
enhanced by professional bodies and the state. A recent focus group study including public
perspectives in England, highlighted the necessity for national promotion of community

pharmacy services (Hindi, Schafheutle and Jacobs, 2019).

Participants were also unaware of organisations related to community pharmacy but responded
positively when they became more informed about community pharmacists’ role in
pharmaceutical care. Data confirms the previously identified general public unawareness of
pharmacy organisations (Hindi, Schafheutle and Jacobs, 2019). None of the participants in the
present study had been asked previously about their opinions on community pharmacy services,
but all were positive in providing their views in the future if it would benefit patient care. The
need to incorporate the “unheard patient voice” in planning, designing and implementing
community pharmacy services was also highlighted by a study exploring the perspective of
people with long-term conditions on using community pharmacy for self-care in England and

Scotland (Ogunbayo et al., 2017).

Previous research has suggested that the public’s perception of the predominance of physicians
necessitates the integration of community pharmacy services with primary care (Hindi,
Schafheutle and Jacobs, 2018). Findings from the present study imply that physicians’
dominance exists as some members of the public continue to prefer their GPs for urgent care
provision, related public health with general practices, debated the suitability of annual
medicines review in community pharmacy premises and were reticent about the role of
community pharmacy in less complex diagnoses. There was a noticeable positive shift as most
participants in the present study were supportive of community pharmacists becoming more
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integrated into primary care. These findings show a change in the public’s willingness to
recognise community pharmacists as essential team members from previous UK studies (Krska
and Morecroft, 2010; Twigg et al., 2013; Wood et al., 2015). Participants in the present study
were particularly positive about collaborations between community pharmacists and GPs and
provided suggestions about services that could be moved from a GP setting to community
pharmacy premises. As identified in a focus group study, some participants in the present study
similarly suggested community pharmacist and GP co-locations as beneficial (Hindi, Schafheutle

and Jacobs, 2019).

6.4.2. Expanding community pharmacy services in the future

Participants in the current study identified potential for future expansion of community
pharmacy services in urgent care, long-term conditions management and mental health. A
common barrier described for further developments was the need for training, which was also
seen in a Scottish study exploring public opinions on the role of community pharmacists (Gidman
and Cowley, 2013). Members of the public confirmed that the role of community pharmacists in
providing minor ailments services is well-received (Latif, Boardman and Pollock, 2013), but these
findings suggest that national plans related to community pharmacy and urgent care will require

a focus on training in order to gain public confidence for services beyond minor ailments.

Community pharmacy workload is a well-recognised barrier to pharmaceutical care provision.
Previous studies have highlighted inadequate time for non-dispensing services (Gidman and
Cowley, 2013; Twigg et al., 2013; Saramunee et al., 2014; Hindi, Schafheutle and Jacobs, 2018,
2019). Findings from the present study confirm that concern and highlight the impact of
workload in healthcare provision as many participants observed the busy environment of
community pharmacies and sometimes avoided utilising them for non-dispensing services. The
concern has been recognised recently in the UK (Hall, Donovan and Wilkes, 2018). Another
barrier that had an impact on participants’ views about developing community pharmacy
services related to pharmacy premises. Creating a less retail-based environment could improve
perceptions of community pharmacists as healthcare providers. Previous focus group studies in

England and Scotland support this suggestion (Hindi, Schafheutle and Jacobs, 2019).

The need for privacy and confidentiality was another barrier to expanding community pharmacy
services. Participants highlighted that privacy for both over the counter services and
consultation rooms could be improved. Inadequate privacy and confidentiality remains an
unresolved issue for community pharmacy as it had been widely acknowledged in previous

studies (Krska and Morecroft, 2010; Taylor, Krska and Mackridge, 2012; Gidman and Cowley,
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2013; Twigg et al., 2013; Saramunee et al., 2014; Tucker and Stewart, 2015; Wood et al., 2015;
Hindi, Schafheutle and Jacobs, 2019). Previous studies indicate low use of consultation rooms,
while some participants from the present study stated they would use the consultation room
more frequently if there was more privacy (Rodgers et al., 2016). Privacy was also considered by
members of the public as an element that indicates high-quality service provision in another UK-
based qualitative study (Watson, Silver and Watkins, 2019). Confidentiality was also important
to the sharing medical records with community pharmacists. Participants were mostly positive
about community pharmacists’ obtaining access to medical records, but some participants
suggested access should be limited to information about medications. Recognition of the
necessity of records access but the need for confidentiality was also identified in focus groups
with people with long-term conditions (Hindi, Schafheutle and Jacobs, 2019). Fewer participants
referred to community pharmacists limited capability to prescribe as a barrier, however, it was

a recognised barrier in a Scottish focus group study (Gidman and Cowley, 2013).

Equal healthcare provision was another point that emerged, especially with the challenges faced
by the healthcare system such as an ageing population, multimorbidities and service demand.
Although all participants lived in a relatively affluent area, they considered it important that
vulnerable groups, socially unprivileged groups, older people and children had access to
community services. The “positive pharmacy care law” indicates that community pharmacy
accessibility increases in most deprived areas making them a suitable environment for
addressing health inequalities (Todd et al., 2014). However, the physical proximity of pharmacies
to areas of deprivation does not necessarily translate into more equal access. Marginalised
groups were excluded from the MUR service through lack of translators, wheelchair access and
domiciliary visits (Hui et al., 2020). Other researchers have found that lack of training and
appropriate guidelines had a negative influence on the care provided to homeless patients in
community pharmacy (Paudyal et al., 2019). Community pharmacists’ potential in engaging with
marginalised groups has been acknowledged, tackling health inequalities utilising community
pharmacy requires more careful planning and evidence (National Institute for Health and Care
Excellence, 2018). Participants from the present study highlighted that as the use of technology

increase, technological inequalities should be avoided.

6.4.3. Future development of technology in community pharmacy

Participants expected technology to have a more major role in future pharmacy services. Data
indicate expectations for technological advancements in healthcare including automated

dispensing and the wider use of health apps and online consultations. This aligns with national
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plans to expand hub and spoke dispensing, telehealth and use of mobile health apps
(Department of Health, 2016; Baines et al., 2018). Previous research has suggested that
members of the public prefer using digital media to obtain health advice instead of visiting
healthcare professionals, suggesting that community pharmacists should embed digital media
into their practices (Crilly et al., 2019). In contrast, data from the present study suggest that
most participants prefer the face-to-face interaction with their pharmacists and would like to
protect this service. A potential explanation of this contrast could be the over-representation of
younger generations in the study by Crilly et al. (2019). Data from the present study corroborate
with the need for pharmacists to embed digital media into their services for assisting and
promoting safer use of medications. Some participants were concerned about misinterpretation
when using technology and this could be an area where community pharmacists can assist their

patients.

6.4.4. Strengths and limitations

The quality of this study will be assessed using qualitative criteria to discuss its strengths and
limitations. Criteria for assessing the quality of qualitative health research include sensitivity to
context; commitment and rigour; transparency and coherence; impact and importance (Yardley,

2000, 2016).

Sensitivity to context refers to factors such as knowledge of previous research, empirical data,
socio-cultural setting and participants’ perspectives. As explained in Section 5.4.4, sensitivity to
context was demonstrated as the research described in Chapter One and the findings of the
policy review (Chapters Three and Four) and the perspectives of professional stakeholders
(Chapter Five) provided valuable information before exploring the perspectives of the public.
Sensitivity of context was also demonstrated using reconvened focus groups as an attempt to
obtain more informed views (Section 2.5). Participant continuity was maintained despite the
recognised recruitment complexity created by this approach (Morgan, Fellows and Guevara,
2010). Focus groups were carried out in an inclusive and welcoming environment to overcome
potential anxiety among participants and create a dynamic discussion with balanced
participation. Participants provided voluntarily positive feedback on the conduct of the focus

groups both to the researcher and the lead supervisor.

Commitment, rigour, coherence and transparency refer to values expected to be demonstrated
throughout methodology, data collection and data analysis. Theoretical approaches have been
explained in Chapter Two, while Reflexive TA phases were followed according to Braun and

Clarke and taking into account their latest reflections on the method (Braun and Clarke, 2006,

239



2020). Although there was no researcher triangulation, the supervisory team had been involved
in checking and discussing the coding procedure, theme generation, review and definition acting
as peer debriefing to enhance credibility. An adequately coherent and transparent report was
aimed to be produced. The additional quotations in Appendix 11 were provided to emphasise

links between study results and the raw data.

Impact and importance refer to enhancing the understanding of a phenomenon and to the
practical utilisation of study findings from policymakers, health professionals and the wider
community. The study design of the research programme provides links of this present study
with policymaking, health professionals (Chapter One). At the time of writing, the study findings
have not been written to be submitted for publication in peer-reviewed journals yet. However,
some major limitations regarding impact that need to be acknowledged, include the fact that all
participants came from one city and did not have particularly diverse backgrounds. There was
also a small overall sample size which suggests that the full range of public views is unlikely to
be represented in the study findings. It should also be acknowledged that participants were
regular community pharmacy users. Therefore, further research with a greater diversity of

participants is required.

The Consolidated Criteria for Reporting Qualitative Research (COREQ) that include quality
markers that apply to focus group studies were overall represented in the present study (Tong,
Sainsbury and Craig, 2007). The only deviations from the checklist were items 23 and 28 as the
focus group transcripts were not returned to participants for comments due to time restrictions
and participants have not provided feedback on the results as they have not been disseminated

yet.

240



6.5. Conclusion

Overall, this study generated insights about the current and future views of public stakeholders
and community pharmacy service provision. Participants’ perceptions of community
pharmacists and their services continue to be positive despite the persistent low awareness
about their role and services. Findings from this study indicate that members of the public are
more receptive towards expanding community pharmacists’ role and collaboration with GPs.
Pre-existing barriers such as the need for training and privacy, reforming pharmacy premises
and the dominance of GPs remain unsolved. Beyond these well-established barriers, this study
highlights public concerns for health inequalities, the willingness for more investment in
community pharmacy and the need for appropriate integration of technological advancements
in community pharmacy services. Community pharmacists should ensure that face-to-face
interaction with patients is maintained, no populations are excluded due to technological
growth, continue educating patients about their health and find ways of demonstrating to the
public that they can be trusted with confidential data. These findings indicate the views of the
public and can be considered by policymakers and pharmacy stakeholders when designing
community pharmacy services. Before providing recommendations of what can be done for the
future development of pharmaceutical services, the perspectives of policy and professional
stakeholders need to be taken into consideration alongside the perspectives of the public. The
next chapter does that by triangulating data and providing recommendations for

implementation.
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CHAPTER SEVEN: General discussion

7.1 Chapter outline

This chapter discusses the key findings of this programme of research. It summarises and
triangulates the findings (Section 7.2). In addition, it describes the findings in relation to the
context created during the COVID-19 pandemic (Section 7.3) and the professionalisation of
pharmacy (Section 7.4). This chapter outlines the overall strengths and limitations of this
research programme (Section 7.5), provides conclusions and a series of recommendations for
policy, practice and future research (Section 7.6) and a conclusion (Section 7.7). The interrelated

studies of this programme of research are illustrated in Figure 7.1.

Figure 7.1: Overview of the three studies combined for the programme of research
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7.2. Summary of findings

The aim of this programme of research was to explore perspectives on the future of community
pharmacy in England, in order to provide evidence to support the creation of a strategy for the
future development of the sector. The specific objectives of this programme of research were

to explore:

1. how community pharmacy is represented in state and professional health policies.

2. the perspectives of professional stakeholders regarding the future of pharmaceutical care in

the community.

3. the perspectives of the public regarding the future of pharmaceutical care in the community.

Findings from the three empirical studies were triangulated using the Walt and Gilson policy
triangle. The themes, subthemes and concepts developed during the analysis of each study were
taken into consideration. Those that referred to expectations, developments and opportunities
were grouped under content; mechanisms or facilitators were grouped under process. The
context consisted of themes, subthemes and concepts that referred to either society in general
or the pharmacy profession, and actors consisted of stakeholders that were identified
throughout the different studies. Data from the three studies were collated under these four
headings and scrutinised to identify whether they were present in all three studies. Topics
mentioned in all studies were judged as important (marked in bold in Figure 7.2). Topics present
in all three studies did not necessarily imply convergence. Mental health can be considered as
an example of a topic mentioned in all studies, but diverse options and opinions were outlined.
Nonetheless, topics mentioned in one or two empirical studies undertaken for this PhD, were
also acknowledged and considered to have a degree of importance as they could indicate areas
where more planning is required. Findings from each of the four headings (content, context,
process and actors) were synthesised with the existing literature in the current section, in the
context of community pharmacy and COVID-19 (Section 7.3) and also in the context of the

professionalisation of pharmacy (Section 7.4).

The triangulation of the findings, taking into account the three objectives provides an overview
of what pharmaceutical care provision in England might comprise in 2030. Despite
acknowledging that the future of the community pharmacy sector has been challenging to

predict, as was first described almost 50 years ago (Schwartz, 1974), the most frequently
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mentioned vision for community pharmacy was to become a ‘healthcare hub’ offering digital
services and utilising technology, while maintaining regular contact with patients. Collaboration
with other healthcare professionals would be commonplace. Technology and collaborations are
perceived as both expectations and opportunities but also as mechanisms for change.
Technology is thought to have the potential to relieve community pharmacy workload and closer
collaborations are considered to facilitate further integration of community pharmacists in

primary care. Findings from the three studies are discussed in more detail in sections 7.2.1-7.2.4.

The triangulation of findings has also indicated a rather multifactorial and multifaceted future
for community pharmacy in England, resembling studies from Australia and Canada
(Hermansyah, Sainsbury and Krass, 2017; Jorgenson et al., 2017; Dolovich et al., 2019; Hattingh

|ll

et al., 2020; Hussein et al., 2020; Yong et al., 2020) despite description of “mortal” opportunities
for the sector in the UK where community pharmacists’ future professional role was considered
under threat (Cooper, 2020). Studies described the need for a multifaceted service provision
(Hattingh et al., 2020), with developments and changes that need to happen on multiple levels
(Hermansyah, Sainsbury and Krass, 2017; Jorgenson et al., 2017; Dolovich et al., 2019). Similarly,
this programme of research with the aid of the Walt and Gilson policy framework has described
the complex system in which community pharmacy operates in addition to the complex
environment described in Section 1.5. Similarly, the exploration of perspectives on the future of
community pharmacy in England indicated a complex set of interrelationships, where a
sustainable future would consist of targeting ‘content’ expectations or opportunities, focusing
on creating and developing suitable ‘process’ mechanisms for it, in a way that indicates that
‘context’ has been considered by involving a wide range of ‘actors’. The need to understand this
dynamically complex environment and interrelated influences has been described as a possible
explanation for the underutilisation of community pharmacy (Hermansyah, Sainsbury and Krass,

2017).

Overall, the results of the interrelated studies, the different levels of recommendations and the
application of the Walt and Gilson policy framework indicated the complexity of the
interventions required for the future development of community pharmacy. In 2001, Edmunds
and Calnan referred to the concept of limited professional autonomy for community
pharmacists in the UK, explaining that the sector has some degree of economic autonomy (i.e.
remuneration control) through its independent negotiation body (PSNC); limited political
autonomy (i.e. degree of influence on policy decisions) as the British Medical Association was
considered more influential than pharmacy representation and limited clinical autonomy (i.e.
ability for clinical judgments) as it can control over the counter sales but not medication

prescribing (Edmunds and Calnan, 2001). Twenty years after this study, the present research
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programme indicates progress in professional autonomy for community pharmacists but also
aims to contribute to initiating discussions about how this can be enhanced in the future. These
discussions are considered timely as the development of a national vision and strategy for
community pharmacy in England was recommended as a priority (Wright et al., 2020) and
internationally there is an observed transition from pharmaceutical care to a more patient-
centered era (Urick and Meggs, 2019) influenced by technological advancements deriving from

the fourth industrial revolution (Baines et al., 2019).

The Walt and Gilson policy framework (Walt and Gilson, 1994) was used for the analysis in the
policy review, informed the interview and focus group studies and was used to visualise the
overall findings (Figure 7.2). In order to interpret Figure 7.2, the interrelated elements are
defined as follows: content describes ‘what’ services could be provided; context describes the
environment in which the services described under content need to operate; process describes
‘how’ (the mechanisms that could facilitate change) and actors describes ‘with whom’ (the
people and organisations who should participate in shaping the future of pharmaceutical care

in the community).
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Society

e Political: influence of government priorities, uncertainty

e Economic: global recession, NHS financial pressures and constraints for the
community pharmacy sector

e Social: ageing population, service demands, multimorbidities etc

Community pharmacy workforce
o High workload with additional responsibilities
e Disconnect between government and sector views
e Insecurity about the future
e Competitive relationships in primary care
e Undervalued contributions
e Unsupported at workplace
e Cautious over technology

CONTEXT

ACTORS

Need for unity, engagement
and coordinated efforts from a
wide range of stakeholders

CONTENT PROCESS
Expectations Technology - Collaborations
o Utilising technology for dispensing and ¢ Providing access to medical records
service provision ¢ Financial changes - remuneration
e Managing long-term conditions ¢ Training community pharmacy
e Enhancing prevention and public health workforce
e Expanding urgent care provision ¢ Focus on patients’ needs when
o Further collaboration in primary care developing services

¢ Improving the sector’s representation

Opportunities
PP ¢ Changing attitude and professional

o Tackling health inequalities — social role boundaries

e Providing care for mental health and cancer e Improving service commissioning

e Administering injectables e Enhancing evidence-base for

e Other healthcare professionals in pharmacies community pharmacy interventions

e Providing care to target groups e Reforming undergraduate education

e Role in pharmacogenomics & artificial e Promoting independent prescribing
intelligence e Enhancing policymaking

Figure 7.2: Summary of key findings following triangulation of the three studies based on Walt and Gilson
policy triangle. Bold font indicates presence in all three studies.
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7.2.1. Content: directions for service provision

Data triangulation revealed some mutual expectations for areas of development in service
provision from community pharmacists in the next decade. Expectations included a future
dominated by digital technologies but also the continuation of well-established roles such as
managing long-term conditions and focusing on enhancing prevention and public health.
Additionally, an increasing role in providing urgent care and collaboration with other healthcare

professionals in primary care was also expected.

Policies anticipated greater use of technology when providing services and public and
professional stakeholders expected increased use of automated dispensing (hub and spoke),
online pharmacies, home deliveries of medicines, extended use of mobile health apps and more
digital consultations. The dominance of technology in the future of community pharmacy
described in the present research programme had been previously identified. Technological
innovations were described both as a fundamental factor for shaping the future (Anscombe,
Thomas and Plimley, 2012; Petrakaki, Barber and Waring, 2012; Wilcock and Harding, 2015;
Hermansyah, Sainsbury and Krass, 2017; Jorgenson et al., 2017; Melton and Lai, 2017) and as an
enabler for change (Cronin, 1986; Smith, Picton and Dayan, 2014).

Additionally, further integration of community pharmacists within primary care was expected
and seen as desirable, particularly due to community pharmacists working in primary care
networks. The necessity of collaboration and a growing shift towards further integration of
community pharmacists in primary care had also been previously identified (McMillan et al.,
2013; Mossialos, Naci and Courtin, 2013; Mossialos et al., 2015; Almarsdottir and Babar, 2016;
Hermansyah, Sainsbury and Krass, 2017; Jorgenson et al., 2017; Melton and Lai, 2017; Hughes,
C.A., Breault and Schindel, 2020). Unsuccessful integration had been recognised as an obstacle
in community pharmacy development (Silcock, Raynor and Petty, 2004), a priority for the future

(Noyce, 2007) and an enabler for sustainability (Anscombe, Thomas and Plimley, 2012).

There was a general recognition in earlier studies about expanding the clinical, patient-oriented
role of community pharmacists as service providers (Edmunds and Calnan, 2001; McMillan et
al., 2013; Mossialos, Naci and Courtin, 2013; Moullin et al., 2013; Mossialos et al., 2015; Wilcock
and Harding, 2015). A more clinical role for community pharmacists was also anticipated in data
deriving from this research programme including long-term conditions, urgent care and
prevention. Future management of long-term conditions including responsibility for medicines
optimisation was a well-received role that both public and professional stakeholders expected
to continue. Moreover, it was anticipated that community pharmacists would continue to have

arole in preventing not only the deterioration of chronic conditions but also by promoting public
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health by supporting self-care and wellbeing in the community. Public awareness of community
pharmacy services is still limited. This is a persisting problem confirmed by previous systematic
reviews (Anderson, Blenkinsopp and Armstrong, 2004; Eades, Ferguson and O’Carroll, 2011;
Hindi, Schafheutle and Jacobs, 2018). Urgent care provision was another area with strong policy
presence in this research, leading to developments such as community pharmacists’ inclusion in
patient triage systems. Professional stakeholders were aware of this and expected expansion of
this role. Public stakeholders were also positive about expanding minor ailments services, but
some public and professional stakeholders referred to the need to upgrade pharmacists’ skills

in this area.

Tackling health inequalities and providing care for mental health as opportunities for further
service development were discussed in all three studies. State policies highlighted this need,
although it was under-represented in professional policies. Some stakeholders also discussed
that the social role of community pharmacists required more attention, while health inequalities
was a topic that concerned public stakeholders. A study in England co-producing a digital
intervention aiming to improve the intention of community pharmacy staff to provide
medication reviews to medically underserved populations was found to be effective (Latif et al.,
2019). However, changes on organisational and policy level were required to improve care for
these populations (Latif et al., 2019). Policies from the state discussed mental health care more
extensively than professional policies, although both policy types recognised that people with
long-term conditions were more likely to suffer from mental health conditions. However, in
2018 the RPS published a policy about community pharmacists and their role in mental health
(RPS England, 2018). Only some stakeholders suggested that community pharmacists already
provide mental health support (e.g. signposting and low-level interventions) and provided
suggestions for future development. Public stakeholders had mixed opinions as some were
positive, some unclear about the role and some negative due to the increased workload. Policies
from the state also referred to providing both physical and mental health services to target
groups such as mothers and children. This area was underexplored from professional policies
and not discussed from stakeholders, but public stakeholders had positive perceptions. A recent
systematic review confirmed that community pharmacists had been involved in providing
maternal and child health services however, inadequate time and incentives were among the

barriers for further service provision (Ayele et al., 2021).

Another opportunity discussed by policies and professional stakeholders was the expansion of
the community pharmacist’s role in administering injectables. Policies from the profession
referred to expanding immunisation programmes while stakeholders recommended a variety of

medications, including vaccinations, that community pharmacists could offer. Some public
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stakeholders had also received flu vaccinations from their pharmacies. A review evaluating
community pharmacy immunisation services in the UK indicated that such services were
positively perceived by users, however evidence was found only for influenza vaccination
services (Perman, Kwiatkowska and Gjini, 2018). Providing community pharmacy premises to
other healthcare professionals was described in professional policies (for occupational services).
The provision of consultation rooms to other healthcare professionals for long-term conditions

management or urgent care was also considered beneficial by some public stakeholders.

Pharmacogenomics and artificial intelligence were also discussed as opportunities for future
development for community pharmacists in the present research and previous studies
(Krittanawong, 2018; Vyas et al., 2018; Youssef, Mostafa and Wright, 2020). Artificial intelligence
was expected mostly by non-pharmacy stakeholders and pharmacogenomics mostly by
pharmacy sector stakeholders. The fact that these two areas were expected by key informants
transforms them into opportunities to be further explored to prepare the public and community

pharmacists for future roles and responsibilities.

7.2.2. Context: environment for service provision

Data triangulation revealed some descriptions of the political, economic and social context
(deriving mostly from the policy review) that inevitably constitute the wider context within
which community pharmacy operates. However, the qualitative exploration of opinions of public
and professional stakeholders, revealed perceptions and feelings that also constitute the
operational context for community pharmacists and should be taken into account (e.g.

competitive relationships in primary care).

In the wider political context, policies from both the state and profession acknowledged the
influence of previous and current government choices and new political eras with uncertain
repercussions for healthcare. Some professional and public stakeholders also expressed
concerns over the withdrawal of the United Kingdom from the European Union, particularly in
relation to medicine shortages and effects on the community pharmacy workforce (e.g.
workforce wellbeing or staff shortages). A study interviewing key stakeholders about facilitators
and barriers of evidence use in public health policymaking highlighted that political momentum
and political relevance were influential factors that should not be missed in policymaking (van
de Goor et al.,, 2017). From an economic perspective, both policy types acknowledged the
previous global recession, financial pressures on the NHS and restricted funding for community
pharmacy sector. Some professional stakeholders referred to the sector’s financial constraints

and public stakeholders also expressed concerns about the impact on society of reduced public
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health funding. In the wider social context, despite the fact that professional policies did not
refer that extensively to the social context compared to the state, both policy types, and public
and professional stakeholders recognised an operating environment including an ageing
population with increased life expectancy, rising service demands and patient expectations for
healthcare (especially general practice), the increased prevalence of multimorbidity and the
complexity in diseases and a variety of technological advances. This complex and challenging
economic and social context pre-existed (Section 1.5) but was also evident from the studies of

this research programme.

Within this multi-pressured context, both policy types and stakeholders described the
community pharmacy workforce as underutilised and anticipated an increasing role that would
include more clinical responsibilities. However, public and professional stakeholders perceived
that community pharmacists were already working with a high workload, experiencing
competition in primary care and feeling insecure, undervalued, unsupported at work or cautious
about technology. This high workload was in many cases the motive for support of dispensing
technologies and more pharmacists per community pharmacy. It was discussed that community
pharmacy workload had been increased due to dispensing (Silcock, Raynor and Petty, 2004;
Costa et al., 2017) and consequently stress levels for pharmacy workforce had increased causing
either neutral or negative job satisfaction (Hassell, 2006). The resultant lack of time was also
observed by some public stakeholders, leading to a reluctance to utilise the community
pharmacy sector for extra services or hesitation about how community pharmacists could
expand their clinical role. Inadequate time was considered as a well-known barrier that impedes
further developments for the sector for more than 20 years (Van Mil, De Boer and Tromp, 2001;

Hughes, C.M. et al., 2010; Costa et al., 2017; Crilly et al., 2017; Hussein et al., 2020).

There were some public and professional stakeholders who described a state of “disconnection”
with the government, explaining their concerns using pharmacy closures as an example. Both
public and professional stakeholders expected more pharmacy closures in the imminent future,
creating additional insecurity. Such closures were seen as a deliberate government intention.
Insecurity was enhanced as many stakeholders expected a decrease in workforce numbers
despite increasing responsibilities, due to community pharmacists moving to different settings
in primary care or younger generations choosing career pathways away from community

pharmacies.

Additionally, whilst collaboration was seen as desirable, expected and recommended, there
were community pharmacist stakeholders that described competitive relationships with GPs
due to financial incentives, lack of understanding of the pharmacists’ role and an overall
dominance of GPs in primary care. A barrier to collaborations in primary care could be the
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competitive relationships between some GPs and community pharmacists which were also
discussed in studies of more than 20 years (Edmunds and Calnan, 2001; Silcock, Raynor and
Petty, 2004). There were also public stakeholders who described a lack of understanding of
pharmacists’ roles and would prefer to visit GPs for services such as a medication review.
Similarly, there were conflicting perceptions of practice pharmacists, as many community
pharmacist stakeholders viewed their responsibilities as a missed opportunity and missed
investment in community pharmacy, whereas non-pharmacy stakeholders described them as a
facilitator for expanding the role of community pharmacists. A recent qualitative study
recognised the need for exploring the views of community pharmacy teams about practice
pharmacists and did not identify significant oppositions to this role (Karampatakis et al., 2020).

However, participants were recruited only from one area in England.

These problems made some community pharmacist stakeholders feel undervalued and
unrecognised by either the state or other healthcare professionals. A recent systematic review
referred to the lack of government support as a main barrier for not incorporating professional
pharmacy services in daily practice (Varas-Doval et al., 2021). Some findings from this research
indicated inadequate support for community pharmacists including workplace conditions. State
policies described measures for maintaining health and wellbeing at workplace only for doctors
and nurses, while the working conditions of community pharmacists were a concern for some
public stakeholders. Despite the overall positive perception of technology, there were some
community pharmacist stakeholders who were cautious and expressed fear of being replaced.

This was also mentioned in some professional policies.

7.2.3. Process: mechanisms that could facilitate change

Data triangulation revealed that policies, public and professional stakeholders described some
factors or situations that were considered important facilitators for community pharmacy care

provision in the future.

The importance of community pharmacists’ access to information was mentioned by policies
both from the state and the profession. Some stakeholders described access to records as a
facilitator but also as an ideal component of future provision of care. Public stakeholders were
mostly positive, but confidentiality was important for them. It was recognised that generally
community pharmacists had worked on a “silo basis” without being involved in healthcare
information sharing (Goundrey-Smith, 2018). Previous research has highlighted the need for
structures that enable communication among healthcare professionals (Mossialos, Naci and

Courtin, 2013; Wright, 2016; Brewster et al., 2020) and digital information sharing through
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patient record access would facilitate pharmaceutical care provision (Moullin et al., 2013;

Hattingh et al., 2020).

Moreover, the need for financial support for community pharmacists was described as
necessary by professional stakeholders while additional remuneration for future clinical
community pharmacy services was considered important. Similarly, some public stakeholders
wanted the state to invest in community pharmacy and acknowledged service remuneration
problems. Role expansion had been hindered by the need for financial changes. Inadequate
remuneration had consistently been considered a barrier to developing the role of community
pharmacists (Van Mil, De Boer and Tromp, 2001; Hughes, C.M. et al., 2010; Costa et al., 2017;
Anderson and Sharma, 2020). A sustainable future that includes more patient-oriented roles
would be facilitated by contract changes, creating a different funding model that would reflect
the significance of this role through appropriate reimbursement (Edmunds and Calnan, 2001;
Van Mil, De Boer and Tromp, 2001; Anscombe, Thomas and Plimley, 2012; Smith, Picton and
Dayan, 2014; Wilcock and Harding, 2015; Costa et al., 2017; Jorgenson et al.,, 2017;
Pharmaceutical Group of the European Union, 2019). A recent systematic review referred to
remuneration for service provision as a main barrier for not incorporating professional

pharmacy services in daily practice (Varas-Doval et al., 2021).

Both types of policies supported additional community pharmacy training, however state
policies emphasised training for doctors and nurses. Some professional stakeholders also
referred to the need for training community pharmacy workforce (e.g. in consultation skills) to
avoid unwarranted skill variation and some public stakeholders perceived that training would
be needed in order to expand community pharmacists’ role (e.g. in urgent care). It was also
acknowledged that the profession lacked confidence and enhancing skills and training would
enable practice change (Silcock, Raynor and Petty, 2004; Anderson and Sharma, 2020; Hussein
et al., 2020). Additional training was considered useful for preparing community pharmacists for
research-related activities (Crilly et al., 2017) and further integration to multidisciplinary teams

(Brewster et al., 2020).

Policies from the profession suggested that more effective leadership could enhance the sector’s
visibility, while stakeholders highlighted that community pharmacists’ voice should be
strengthened at every level. Focus groups with public stakeholders indicated that community
pharmacy is not adequately represented to the public, due to unawareness of pharmacy services
other than supply of medicines. Earlier studies highlighted the need for a clear vision and unified
representation for the sector (Anscombe, Thomas and Plimley, 2012; Wilcock and Harding,

2015) and that stronger leadership would enable practice change in the future (Smith, Picton
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and Dayan, 2014). Inadequate recognition of community pharmacists’ expertise was a

recognised barrier to their role development (Brewster et al., 2020).

A more ‘open to change’ culture and a proactive mindset was also described in all three studies
as both policy types referred to the need for community pharmacists to be more proactive, while
professional and public stakeholders referred to the need for an individual change in community
pharmacists’ mindset that makes them more receptive to changes in practice. This changed
attitude would be beneficial among healthcare professionals and better understanding of the
boundaries of different professional roles was important for professional stakeholders.
Behavioural and mindset change have been identified as enablers leading to a sustainable future
over the past 20 years (Van Mil, De Boer and Tromp, 2001; Anscombe, Thomas and Plimley,
2012). The need for better leadership skills and a proactive approach from community
pharmacists was previously acknowledged (Hattingh et al., 2020). A change of mindset and
culture to focus on patients when developing services was also suggested by all three studies.
Policies of both types promoted more patient-centred care, while state policies described
measures to promote patient autonomy and highlighted the need to acknowledge patient
concerns. The need to recognise and understand patient needs was mentioned by key
informants and some public stakeholders also described that the state did not understand their

needs.

Service commissioning, the evidence-base for community pharmacy and reforms in
undergraduate education were mentioned by both policy types and professional stakeholders.
The complexity of commissioning and the need for stronger relationships between community
pharmacists and commissioners was mutually acknowledged by state and professional policies,
while stakeholders also highlighted that a more defined direction in commissioning for
community pharmacy would enhance cohesion in service provision. The complexity of
commissioning for community pharmacists was considered a barrier for their integration in
models for diabetes care (Brewster et al., 2020). The need to record community pharmacists’
interventions was mentioned by both policy types and stakeholders thought that strengthening
the evidence-base for community pharmacy and the need for incorporating evidence in the daily
culture of community pharmacists would contribute towards improved recognition. Lack of a
documentation culture was previously described as a factor for slow progress of pharmaceutical
care (Costa et al., 2017) while evidence-based research was also seen as important for
community pharmacy future development (Jorgenson et al.,, 2017) and incorporating
professional service provision into the daily practice of community pharmacists (Varas-Doval et

al., 2021). A UK-based study indicated that community pharmacists were willing to be more
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involved in research, recognised its importance but are hindered by lack of time, remuneration

and training (Crilly et al., 2017).

Areform in undergraduate education to prepare future community pharmacists for clinical roles
was a mutual facilitator for both policies and stakeholders. The ability of community pharmacists
to prescribe was considered enabling mostly by professional stakeholders and some public
stakeholders. The recently launched standards for pharmacy education for 2021 include
prescribing for newly qualified pharmacists (General Pharmaceutical Council, 2021). Although
policies were not widely discussed in focus groups with public stakeholders, they were
recognised as a significant driver for change by professional stakeholders and in the policy
review, as the presence of a topic in a policy shapes expectations. The need to incorporate
guality management into community pharmacy culture was described as a priority for the future
(Noyce, 2007). The need to enhance a quality-based culture was particularly highlighted in the
policy review by indicating that the community pharmacy sector could enhance its visibility and
credibility if a different approach is adopted for policymaking, including more transparent

processes and a focus on policy implementation and evaluation.

7.2.4. Actors: participants in shaping the future

The policy review indicated that increased transparency for public and expert involvement in
policymaking might enhance the legitimacy of professional policies. A scoping review examining
the involvement of the public in decision making for health services indicated that this is a topic
that required further research about the aim and the ways of public involvement (Djellouli et
al., 2019). Professional stakeholders acknowledged a variety of influential individuals or groups
that could shape the future of pharmaceutical care. Examples included government
representatives, NHS leaders, national and local commissioners, pharmacy professional bodies,
community pharmacists, patients and their representative bodies. The need for unity,
engagement and coordinated efforts from all stakeholders for an agreed direction of travel was
highlighted. Unity was seen as particularly important for pharmacy organisations (Wright et al.,
2020). Public stakeholders also acknowledged the importance of the government, NHS,

pharmacy professional bodies and services users themselves.
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7.3. Findings in the context of current research about community pharmacy and COVID-

19

In December 2019, the first case of coronavirus pneumonia (COVID-19) was detected in Wuhan,
China leading to a global outbreak (Zheng et al., 2020). Since then, the severe acute respiratory
syndrome coronavirus 2 (SARS CoV-2) has transformed every aspect of life and was
characterised as a pandemic by the WHO on 11 March 2020. At present, the total number of
confirmed cases exceeds 130 million globally (Dong, Du and Gardner, 2020). Europe is one of
the most affected regions in the world and the United Kingdom is one of the worst affected
countries, having the fifth highest number of deaths (more than 127,000) and the sixth highest
number of total confirmed cases (more than 4 million) at the time of writing (April 2021)
(Worldometers.info, 2021). Hospital admissions related to COVID-19 in England had been rising
(UK Government, 2020 ). Hence, pharmaceutical care provision in England has been profoundly
affected (Koster, Philbert and Bouvy, 2020). It is predicted that the COVID-19 pandemic will lead
to future reorganisation of health services (Cadogan and Hughes, 2020). It is Therefore, it is
important to consider the findings from this programme of research in relation to this very
different context. As discussed in the following sections, the COVID-19 pandemic has reinforced
the findings of the present research programme and in some cases has accelerated the
implementation of anticipated changes. The topics where similarities with the present

programme of research were identified are explained in this section’s subthemes.

7.3.1. COVID-19 affecting the context of community pharmacy services: additional

socioeconomic pressures, workload stressors and feeling undervalued and unsupported

The described socioeconomic pressures that form the operational environment for community
pharmacies have been worsened by the COVID-19 pandemic which has increased demands on
health systems and community services (Emanuel et al., 2020). The pandemic imposes risks
particularly on elderly populations and those with pre-existing conditions (The Lancet
Respiratory, 2020). From an economic perspective, the global economic damage is described as
four-times worse than the financial crisis experienced in 2009 (OECD, 2020). Primary care in
England has implemented rapid changes in a short period of time, but the COVID-19 pandemic-

imposed challenges are expected to worsen (Majeed, Maile and Bindman, 2020).

The COVID-19 pandemic imposed additional workload stressors and new challenges for service
provision. Earlier studies describe community pharmacists facing changes in logistic procedures
including reforming premises to implement social distancing and different working practices
including additional hygiene measures, staff shift rotation or working in smaller teams (Hayden
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and Parkin, 2020; Koster, Philbert and Bouvy, 2020). Medication-related challenges such as
stockpiling by patients and increased prescriptions for regular medications have also been
identified (Hayden and Parkin, 2020). Harassment of community pharmacists by patients was an
additional challenge identified (Elbeddini, Wen, et al., 2020), also observed in the UK, where
more than 60% of pharmacists reported inappropriate patient behaviour (Zaidi and Hasan,
2020). This patient-community pharmacist relationship is contradictory to the findings of the
present programme of research but it was mostly due to medication shortages, which is as a

potential explanation for this contrast (Zaidi and Hasan, 2020).

The present research programme found that some community pharmacist stakeholders felt
undervalued, which is in agreement with COVID-19 studies describing pharmacists being often
overlooked and underrepresented (Elbeddini, Prabaharan, et al., 2020). A national COVID-19-
related UK survey identified that 90% of respondent community pharmacists felt that “their
contribution is unrecognised by the NHS, government, public, or pharmacy owners” (Zaidi and

Hasan, 2020).

The present study also emphasises the necessity for community pharmacists’ support at
workplace considering their already increasing workload. A systematic review and meta-analysis
indicated that the prevalence of depression, anxiety and insomnia is high for front-line
healthcare professionals during the pandemic (Pappa et al., 2020). The additional challenges of
responding to COVID-19 have exacerbated this situation, creating an additional burden on the
pharmacy workforce, worsening their mental health and exposing them to the risk of “burnout”
(Elbeddini, Wen, et al., 2020; Hayden and Parkin, 2020). Providing support for mental wellbeing
and emotional exhaustion is considered crucial (Elbeddini, Wen, et al., 2020; Hayden and Parkin,

2020).

7.3.2. COVID-19 affecting the content of community pharmacy services: chronic disease
management, enhancing self-care and prevention, telehealth, urgent care, health

inequalities, mental health and administering injectables

Considering the pandemic context, community pharmacy services should not only ensure
medicines supply, but also manage and provide guidance for chronic conditions (Watson et al.,
2019; Hayden and Parkin, 2020). Medication shortages, physical distancing and less frequent
visits from patients to community pharmacies are additional barriers that make medicines
optimisation even more fundamental (Cadogan and Hughes, 2020). In China, the importance of
medicines optimisation has been a priority, particularly to prevent unnecessary hospitalisation

(Zheng et al., 2020). More than 50% of the respondents to a national UK survey described critical
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medication shortages of regular medications, making the medicines optimisation role even
more imperative for avoiding health consequences (Zaidi and Hasan, 2020). Fewer medication
reviews were reported in the Netherlands not only due to social distancing or self-isolation
requirements, but also due to the lack of privacy caused by redesigned premises (Koster, Philbert
and Bouvy, 2020). This could be significant for England and indicates the need for more emphasis
on medicines optimisation as public stakeholders in the present study were concerned about

privacy and confidentiality.

Beyond medication supply and optimisation, community pharmacists’ role in educating patients
and enhancing self-care continues to be important (Watson et al., 2019; Zheng et al., 2020). A
scoping review reported that patient counselling was among community pharmacists’ main
activities during the pandemic (Visacri, Figueiredo and Lima, 2020). Accurate information
dissemination for COVID-19 prevention, early detection and response was essential and valuable

(Elbeddini, Prabaharan, et al., 2020; Elbeddini, Wen, et al., 2020; Zheng et al., 2020).

The COVID-19 imposed stressors have hastened the development of telehealth (Cadogan and
Hughes, 2020; Elbeddini, Wen, et al., 2020). Remote access to community pharmacy including
mobile health apps and virtual online consultation services had been successfully applied in
China and are considered commonplace in Ireland (Hayden and Parkin, 2020; Liu et al., 2020;
Zheng et al., 2020). In contrast, assessment of the impact of COVID-19 on pharmaceutical care
in the Netherlands indicated limited use of video communications in community pharmacy and
government and professional bodies were encouraged to facilitate it (Koster, Philbert and
Bouvy, 2020). During the pandemic the RPS also issued a new policy including priorities towards
a sustainable future for the sector. It also includes digital infrastructure and virtual consultation
among its principles (RPS, 2020). To the author’s knowledge no study has yet described the user
of telehealth in English community pharmacies during the pandemic, but participants in the
present study had expressed their anticipation and awareness of telehealth, and the need for
its wider use. Public and professional stakeholders also stated that technological advances
should be used to supplement and not to replace valued face-to-face interaction, but the current

situation means that telehealth implementation over physical contact is a matter of necessity.

Another similarity relates to the role of community pharmacists in providing urgent care. COVID-
19-related studies highlighted the importance of community pharmacists alleviating the burden
on urgent care services, by being the first point of contact for patients hesitating to visit a
hospital and triaging patients appropriately (Watson et al., 2019; Cadogan and Hughes, 2020;
Elbeddini, Wen, et al., 2020). Community pharmacists’ role in management of minor ailments

was considered important as beyond the obvious priority of responding to COVID-19 related
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symptoms, as populations will continue to suffer from low-acuity conditions that require

pharmaceutical care provision (Cadogan and Hughes, 2020).

Opportunities described in the present study such as care provision for vulnerable populations,
mental health and administering vaccinations have also been seen in the current pandemic. The
importance of tackling health inequalities was evident in the present study, while vulnerable
and socially disadvantaged populations had been recognised as widely affected due to the
challenges imposed by pandemic (Watson et al., 2019; Hayden and Parkin, 2020; Koster, Philbert
and Bouvy, 2020; Zheng et al., 2020). The pharmacy workforce would have an important role to
play in their support (Hayden and Parkin, 2020). The RPS policy also refers to enabling

pharmacists contribute to reducing health inequalities (RPS, 2020).

People with mental health conditions were similarly identified as a high-risk target group for
whom pharmaceutical care provision would be crucial during the pandemic (Hayden and Parkin,
2020); (Elbeddini, Wen, et al., 2020). COVID-19 related studies described an expected increase
in emotional concerns, psychologic problems and increased risks of non-adherence or
medication misuse due to less frequent human interaction and other sudden changes imposed
(Hayden and Parkin, 2020; Zheng et al., 2020). Providing psychological support (e.g. identifying
alarming behaviour, signposting and encouraging the public) was one of the main domains of
pharmaceutical care provision during the pandemic in China, while expanding community
pharmacists’ role in mental health management post-pandemic was also recommended
(Hayden and Parkin, 2020; Zheng et al., 2020). Pharmacists’ role in providing behavioural and
mental health support did not reach consensus from a panel of experts where opinions were
split (Watson et al., 2019). In the present study, there were also mixed opinions regarding
mental health provision and it was an underexplored area in professional policies that has

recently gained more attention (RPS England, 2018).

Expanding community pharmacists’ role in administering injectables was also discussed. The RPS
policy included vaccination provision among their principles (RPS, 2020). Administering
vaccinations was considered part of community pharmacists’ role in prevention, including
vaccinations against COVID-19 (Watson et al., 2019; Hayden and Parkin, 2020). At present,
legislative changes have occurred in the UK, so that pharmacists are able to administer COVID-
19 vaccines (Fiore, 2020). Some community pharmacies in England have started offering
vaccinations against COVID-19, as announced by the NHS on 14™" January 2021 (NHS England,
2021).
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7.3.3. COVID-19 affecting the process of community pharmacy services: training,
financial change, independent prescribing, collaborations, evidence-based culture,

premises reform and access to records

Pharmacy workforce training was one of the facilitators for pharmaceutical care provision during
the pandemic. Workforce training to extend pharmacists’ roles in disaster response was
highlighted in a consensus exercise with experts (Watson et al., 2019). Pharmacists training was
seen as essential for pharmaceutical care provision, including providing care responsive to the
pandemic (Zheng et al., 2020). The RPS policy also refers to the need to invest in foundation
training and support independent prescribing (RPS, 2020). The national UK survey described that
pharmacists were willing to assist in antibody testing for COVID-19 if there was adequate
training and reimbursement (Zaidi and Hasan, 2020). Reimbursement and financial change were
facilitators described from the present study. Moreover, the role of community pharmacists as
prescribers was also considered to provide relief and efficiency in the healthcare system

(Cadogan and Hughes, 2020; Hayden and Parkin, 2020).

Collaborations and better integration of community pharmacists in primary care was also
considered important under the current circumstances as pharmacists in China had successfully
collaborated with local committees and were encouraged to develop closer relationships with
surrounding clinics (Zheng et al., 2020). The RPS policy also recognised the need to further
integrate community pharmacists as a valued provider of healthcare (RPS, 2020). The panel of
experts also highlighted the need for community pharmacists to work closer with welfare teams

in order to expand their roles (Watson et al., 2019).

The same study also emphasised the importance of documentation of what has or has not
worked, and the participation in research post-disaster (Watson et al., 2019), while the
importance of an evidence-based culture was a significant facilitator described by the present
study. The need to support pharmacists to participate in research quantifying their value was
also among the principles described by the RPS (RPS, 2020). Redesign of community pharmacy
premises is as another common facilitator, as during pandemic there was limited space to
implement social distancing while before the pandemic there were reported shortage of space
due to retail items (Zaidi and Hasan, 2020). Finally, the RPS reinforced the need for access to

patients’ medical records (RPS, 2020).

7.3.4. COVID-19 affecting the actors of community pharmacy services: co-ordination

In the present study, stakeholders emphasised the need for co-ordinated efforts in order to

provide high-quality pharmaceutical care in the future. Similarly, co-ordinated responses from
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all stakeholders including pharmacy organisations and service commissioners were encouraged
to implement new roles either for managing a disaster or for ensuring safety during a pandemic

(Watson et al., 2019; Zaidi and Hasan, 2020).

7.4 Findings in the context of the professionalisation of pharmacy

In order to understand the developments needed for the profession’s evolution by 2030, there
are important lessons that can be learned from earlier discussions of the professionalisation of
community pharmacy. Professionalisation has various definitions, most commonly described
either as the process of acquiring shared attributes or traits within members of an occupation
(e.g. altruism) or as the process of providing knowledge-based, highly-valued services that
contribute to maintaining the social system (Harding and Taylor, 1997). Sociological debates
date back to 1968 when Denzin and Mettlin viewed pharmacy as an “incomplete profession”
and questioned pharmacists’ professional status. They claimed that pharmacy failed to:
maintain mandate as medicines experts to other stakeholders such as nurses and physicians;
recruit committed persons that would enter the profession for humanitarian purposes; become
completely self-governing with a consistent voice and secure its social object as drugs were not
fully controlled by the profession (Denzin and Mettlin, 1968). These statements were challenged
by Dingwall and Wilson (1995) stating that they lacked evidence and failed to discern that drugs
transform from “material objects” to a “basis for social action” when pharmacists utilise their
knowledge and consult patients on safe medicines use. Harding and Taylor (1997) also echoed
that pharmacists obtain the required knowledge to symbolically transform drugs (i.e.

pharmaceutical entities) into medicines (i.e. entities with a social function).

More recently, pharmacists have gained more recognition for their ability to ingrain that social
function into drugs. In addition to the pharmaceutical care concept (Section 1.7), findings from
the present study indicate that expanding pharmacists’ roles to include more clinical
responsibilities has been widely accepted and is also anticipated (Section 7.2). Most participants
visualised community pharmacy as a healthcare hub for people in their communities, utilising
technology and working closely with other healthcare professionals. This echoes previous
research (McMillan et al., 2013) while community pharmacists had been recognised as
“neighbourhood health advisers” due to their knowledge of people in their communities
(Dingwall and Wilson, 1995). The present study indicated mutual expectations relating to
managing long-term conditions, urgent care provision and enhancing roles in prevention and
public health described by policies, professional and public stakeholders (Sections 3.3.2.2.1,
3.3.2.1.5,3.3.2.3.2,5.3.2.4.1, 6.3.2.2.1). These strategies have also been previously identified as
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opportunities for occupational status development as they provide opportunities to reinforce
professional judgement (e.g. enhancing service delivery) (Harding and Taylor, 2016). Advanced
services (e.g. NMS) also enhance the profession’s jurisdiction, moving community pharmacists
from a dispensing to a more clinical, advisory role (Waring et al., 2016). Despite the fact that
some strategies outlined in the present study were previously identified, this study has newly
identified them as being areas of convergence between policies, professional and public
stakeholders. Pharmacists can “be clinicians” when they and others see themselves in this

pathway (Kellar et al., 2020).

In contrast to these positive developments there are some factors that might undermine the
future of the profession that are also evident in the present study. Internal conflicts within
pharmacy profession had a negative effect on its status (Morgall and Almarsdottir, 1999), while
stakeholders from the present study highlighted the need for unity. Other factors include
technology, corporatisation, consumerism, commercialism, failure to achieve social closure and

incomplete control over medicines (Harding and Taylor, 2016).

Technology and resultant changes in practice have traditionally been considered as a factor that
threatens to de-skill pharmacists (Harding and Taylor, 1997). The existence of computers in
pharmacies has caused reconfiguration of pharmacists’ activities. The increase in automated
tasks driven by technological changes has been considered to cause “deprofessionalisation” of
pharmacy’s status (Birenbaum, 1982; Holloway, Jewson and Mason, 1986; Harding and Taylor,
2016). Conversely, the exploration of the introduction of technology to English community
pharmacies has indicated that it can cause concurrent deprofessionalisation and
reprofessionalisation processes (Petrakaki, Barber and Waring, 2012). Data from the present
study align closer to this view, as technology was mostly described as a component that could
reprofessionalise the sector. In particular, automation of dispensing tasks could release
pharmacists’ time to undertake more clinical duties, access to medical records could improve
professional judgement and enhance autonomy, while interconnectivity would aid pharmacists
in becoming more integrated in the NHS. Although technology was expected, seen as an enabler
and also ideal part of the future, it can still be described as a deprofessionalising factor. In the
present study, its deprofessionalising effect was evident by the focus on automation as
participants described a ‘hub and spoke’ model of dispensing, online pharmacies and home
deliveries of medicines; by the emphasis placed on a mixed model of technology and human
interaction in service provision and by some participants who were still cautious about

technology replacing pharmacists’ role.

Another factor that threatens community pharmacists’ professional status is corporatisation.
The increase of employee pharmacists rather than proprietors might affect professional status
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by challenging professional autonomy (Harding and Taylor, 2016). The division between
pharmacists working in multiple and independent community pharmacies was not widely
mentioned by professional and public stakeholders in this study. However, the effects of
corporatisation on the sector might still exist as the majority of community pharmacies in
England belong to multiple contractors (Section 1.2) and the corporate culture might impede
the development of pharmacists’ clinical identity (Kellar et al., 2020). The rise of corporate
pharmacies is related to the rise of tasks executed as sequences of steps through standardised
procedures undermining professional judgement (Bush, Langley and Wilson, 2009). The
concepts of efficiency, predictability, calculability and control, referred as ‘McDonaldization’ of
healthcare have also been applied to community pharmacies (Taylor and Harding, 2002; Bush,

Langley and Wilson, 2009; McDonald et al., 2010).

Consumerism is considered to impose significant challenges on community pharmacists’
professional work (Hibbert, Bissell and Ward, 2002). Medicines have undergone a
commodification process where they are somewhat perceived as products that do not require
pharmacists’ expertise as some can be purchased even outside community pharmacy premises
(Hibbert, Bissell and Ward, 2002). Although there were assertions that commercial and
professional imperatives can co-exist in community pharmacies (Holloway, Jewson and Mason,
1986), the consumerism in societies creates the notion of the public being willing to challenge
professional knowledge and authority (Harding and Taylor, 2016) for both medicines and service
provision (McDonald et al., 2010; Waring et al., 2016). Even though the pharmacists’ expertise
was not profoundly challenged by stakeholders in the present study, public unawareness of
community pharmacy services was acknowledged while the need to understand patients’ actual

needs when developing services was evident in all three studies.

Commercialism is another factor recognised to undermine the professional status of community
pharmacists and is related to consumerism (Hibbert, Bissell and Ward, 2002; Harding and Taylor,
2016). Commercialism was not often seen in the findings of the present study, however there
were some professional and public stakeholders that acknowledged the need for redesign of
pharmacy premises to reflect the shift towards more clinical responsibilities. Providing advanced
services in a commercial environment was previously recognised as creating tensions with

altruistic practice (Waring et al., 2016).

Since other professions can provide dispensing services, failure to achieve social closure is
another factor that impedes pharmacists’ professionalisation (Harding and Taylor, 2016). This
was not very evident in the present study, although many stakeholders saw the need for more
pharmacists to become independent prescribers to increase their autonomy. Lastly, incomplete
control of pharmacists over medicines (Harding and Taylor, 2016) and their subordination to
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medicine has been a persistent factor undermining their professional status (Cooper, Bissell and
Wingfield, 2009; McDonald et al., 2010). Findings in the present study indicated that GPs and
their contract have been important drivers for the future of pharmaceutical care, while the
dominance of GPs in service provision was also described by many public stakeholders. This idea
of subordination could be particularly important as the need for collaborations and pharmacists’

wider integration in primary care was identified in all three studies of the present research.

Although some directions and roles are not entirely novel (e.g. harnessing technology), findings
have shown how they evolve as they interact with the environment around them (e.g. the need
for computer access on the premises and access to pharmacogenetics data), indicating that
community pharmacy might need to change the way and the pace at which it embraces these
roles. An extended role for pharmacists should enhance their professional standing rather than
creating the impression of pharmacy workforce lacking knowledge (Atkin et al.,, 2021).
Therefore, pharmacy workforce evolution might be achieved by focusing on mechanisms and
processes outlined in the present study such as enhancing workforce skills through training and
education or changing pharmacists’ remuneration. These mechanisms have also been previously
described as factors that can induce movement from a dispensing-oriented to a clinically-

oriented pharmacist identity (Kellar et al., 2020).

This combination of factors that might undermine the profession’s future indicates that
pharmacy as a profession is encountering the concurrent drivers of deprofessionalisation and
reprofessionalisation. The findings of the present study indicate that the future of community
pharmacy in England consists of a complex set of interrelationships that could enhance
professional status and form a stronger base for pharmaceutical care service provision. It has
provided a “snaphot” of where the community pharmacy profession stands regarding
perceptions for its future and indicated potential developments. The most significant novel
findings are the areas of convergence and uncertainty between policies, professional and public
stakeholders. The most important areas of convergence were utilising technology, enhancing
collaborations, managing long-term conditions, urgent care provision and enhancing roles in
prevention and public health, while significant areas of uncertainty include tackling health
inequalities and mental health. The process of reprofessionalisation will be accelerated by
ensuring that actions are taken to enable development in areas of convergence, while further
work is undertaken to reach consensus in areas of uncertainty and appropriate mechanisms are
in place (e.g. training and remuneration). Community pharmacy is entering an era with plentiful
opportunities, provided that the essential infrastructure will be generated. Suitable
recommendations for these processes, derived from the findings of this study, will be provided

in Section 7.6.

267



7.5. Strengths and limitations

As explained in Section 1.6, the future of community pharmacy in England has previously been
explored either by focusing on services related to one area of activity, narratives by experts in
the field, external organisations or policies. This present research programme aimed to combine
perspectives of policies, professional and public stakeholders (Section 1.8). The application of
the Walt and Gilson policy framework (Walt and Gilson, 1994) is one of the key strengths of this
programme of research as it provides a more holistic “lens” that enhanced the understanding of
all aspects of this multifaceted system. It is also a novel approach as this framework has not
been previously utilised to explore pharmacy practice. Additionally, the use of methodological
triangulation (achieved by the use of different data collection techniques) and data triangulation
(achieved by collecting data from different sources) provided a more comprehensive set of

findings.

The strengths and limitations for each study have been explained in the relevant chapter based
on trustworthiness criteria (Section 4.4.3 for the policy review, Section 5.4.4 for the interviews
with stakeholders and Section 6.4.4 for focus groups with members of the public). Authenticity
criteria are also important for assessing the quality of qualitative pharmacy research, are more
recent and not as widely discussed (Amin et al., 2020). Therefore, the application of authenticity
criteria (Table 7.1) is discussed for the overall programme of research (Lincoln and Guba, 1986;

Guba, 2004).
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Table 7.1: Authenticity criteria for judging quality or research (based on Guba, 2004)

Authenticity criteria Definition
The extent to which all competing constructions of reality, as well
as their underlying value structures, have been accessed, exposed,

Fairness deconstructed, and taken into account in shaping the research
product, that is, the emergent reconstruction
The extent to which individual respondents' (and the researcher's)
. early constructions are improved, matured, expanded, and
Ontological

elaborated, so that all parties possess more information and
become more sophisticated in its use and get their consciousness
raised

The extent to which individual respondents (and the researcher)
possess enhanced understanding of, appreciation for, and
tolerance of the constructions of others outside their own
stakeholding group

The extent to which action (clarifying the focus at issue, moving to
Catalytic authenticity = eliminate or ameliorate the problem, and/or sharpening values) is
stimulated and facilitated by the research process

The degree to which participants are empowered to take the
action(s) that the research implies or proposes

authenticity

Educative authenticity

Tactical authenticity

Fairness is considered as the most significant criterion of authenticity (Guba, 2004). The attempt
to embed fairness to the research programme was firstly indicated by the study design that
aimed to provide the opportunity to different voices from different levels (e.g. national
commissioners, community pharmacists and community pharmacy users) to be heard. Fully
informed consent was obtained from every participant. In addition, the topic guides used for
professional and public stakeholders were influenced by the Walt and Gilson policy framework
and policy review findings but adjusted based on the type of stakeholder (e.g. informative
material provided to public stakeholders) maintaining a balance between providing equal
opportunities to express an informed view but not to lead stakeholders’ answers. Member
checks and peer debriefing are other ways of incorporating fairness to research and PSNC
briefing documents for policies were checked for policy content as peer debriefing, statistical
tests in assessing policymaking process transparency and supervisory team was also involved for

data checking in the three studies.

This research programme aims to achieve ontological authenticity by enhancing the
understanding of how changes could be achieved in pharmacy practice. However, ontological
authenticity was achieved while conducting the interview study by establishing clarity of
participants in advance using stakeholder mapping (Section 5.2.1.1). This research programme
aims to achieve educative authenticity as it overall aim is to provide information for informing
evidence-based strategies for the future of the sector and there are also plans to disseminate

the results to relevant stakeholders in addition to academic journals. Educative authenticity was
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also attempted throughout the research programme using conference presentations. Catalytic
authenticity will be attempted as this research programme is providing a set of specific
recommendations aiming to contribute to initiating discussions about community pharmacy
practice change (Section 7.6). To enhance its potential for catalytic authenticity, comparisons
with important policies published after data analysis were included (e.g NHS Long Term Plan)
and research about community pharmacy and the impact of COVID-19 pandemic (Section 7.4).
The best indicator of tactical authenticity is testimonials from participants and stakeholders
themselves (Amin et al., 2020). The willingness of stakeholders to receive study results and also
asking for the overall timescale for research progress (Section 5.4.4) and the voluntarily positive
feedback received from public stakeholders during and after focus group conduction (Section

6.4.4) can be considered promising indicators for tactical authenticity.

This programme of research also has limitations, most of which have been discussed in the
relevant chapters. The use of a different theoretical framework could have provided different
insights for the development of a strategy for the future. The Walt and Gilson policy framework
was selected as more holistic (Walt and Gilson, 1994). However, the Kingdon model (Kingdon,
1984) could have provided more information on the political context. Other researchers could
have interpreted the four interrelated elements of the framework differently (e.g. more
emphasis for financial measures for content). Moreover, a mixed methods approach including
guantitative studies (e.g. surveys of public or professional opinion) could have provided more
generalisable conclusions. Another key limitation was time constraints. If there were no time
limitations, a co-production approach, including workshops where all stakeholders could have
interactive discussions about the study findings, would have been beneficial for engaging with
stakeholders (tactical authenticity) and accelerating actions (catalytic authenticity). It should
also be highlighted that study design, data collection and most of data analysis occurred before
COVID-19 pandemic. This might be considered as a limitation, as participants might currently

hold different perceptions due to this substantial change in context.

7.6. Recommendations for implementation

Based on the findings of this programme of research, a series of recommendations that could
contribute to creating a strategy for the future of community pharmacy in England have been
developed. Overall, the exploration of policy, professional and public stakeholders’ perspectives
indicated the need to build capacity by creating conditions that enable community pharmacists
to be utilised successfully as service providers. Additionally, it requires multi-stakeholder

engagement and co-ordinated efforts from a variety of actors working towards a coherent vision
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for action. The recommendations generated from this research aim to contribute to creating

capacity and the co-ordinated engagement of the required stakeholders.

The recommendations are targeted at different levels: recommendations for the state (Table
7.2), for pharmacy organisations (Table 7.3), community pharmacists (Table 7.4) and the
research community (Table 7.4). These recommendations are grouped into 10 topics:
integration, technology, enabling regulations, representation, policymaking, patient orientation,
additional opportunities, skills and education, evidence and research culture and proactive
attitude. The recommendations are not presented in any form of hierarchy as all are considered
important for developing the future and derive from areas of convergence, uncertainty and

processes from the three empirical studies.
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Table 7.2: Recommendations for implementation for the state

Topic

INTEGRATION

TECHNOLOGY

ENABLING

REGULATIONS

SKILLS AND
EDUCATION

Recommendations for the state
Action required

Promote = community  pharmacy  workforce
integration in primary care by enforcing closer
collaborations within the pharmacy sector and with
other healthcare professionals for seamless patient
care provision, in a way that includes more
permeable professional boundaries, does not create
competitive relationships among them and is based
on aligned incentives both clinically and financially.

Incorporate technology into the daily practice of
community pharmacists for dispensing activities (e.g.
hub and spoke dispensing) designed to relieve
pressures from dispensing workload and provide
more time for clinical responsibilities.

Ensure that technological innovations (e.g.
telehealth) are in place to enhance interaction with
patients, not to replace human interaction or cause
digital inequalities.

Accelerate community pharmacy interoperability by
enabling community pharmacists’ access to medical
records in a way aligned with patient preferences.

Implement remuneration changes to reflect the shift
from dispensing volume to more patient-oriented
services.

Reform and simplify service commissioning for
community pharmacy services.

Upgrade the skills of the community pharmacy
workforce to make it better equipped for current
and anticipated roles but also for other opportunities
(e.g. artificial intelligence), with a particular focus on
expanding independent prescribing.
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Section on which
recommendation
is based
3.3.2.1.2
33221
3.3.2.2.2
3.3.23.1
3.3.23.2
5.3.2.1
6.3.2.2.1
6.3.2.2.2
6.3.2.1

3.3.2.13
5.3.2.2

6.3.2.2.2
6.3.2.3

3.3.231
5.3.24.2
6.3.2.2.2

33.2.11
53.2.24
5.3.2.3.2
53.2.33
53241
6.3.2.2.2



Table 7.3: Recommendations for implementation for pharmacy organisations

Topic

INTEGRATION

TECHNOLOGY

REPRESENTATION

POLICYMAKING

PATIENT
ORIENTATION

ADDITIONAL
OPPORTUNITIES

SKILLS AND
EDUCATION

EVIDENCE-
RESEARCH
CULTURE

Recommendations for pharmacy organisations
Action required

Advocate for expanding community pharmacists’ role
in collaborative care provision to support teamwork,
health and social care integration.

Increase professional and public stakeholders’
awareness of community pharmacists’ role to support
a more integrated role in primary care.

Support initiatives that incorporate technological
advancements in service provision and so as not to
replace face-to-face interaction with community
pharmacists.

Ensure that community pharmacy sector s
represented effectively to multiple audiences (state,
other healthcare professionals and the public) and
presents a unified voice and shared visions.

Increase the credibility of the pharmacy sector by
improving the policymaking skills of the profession
and introducing more transparent policymaking
processes. Utilise policies as leverage to strengthen
communication between the state and the profession
through faster and more comprehensive responses to
government and NHS challenges.

Empower patients by involving them and their
representatives as equal partners in transparent
decision making for community pharmacy policies and
service design.

Explore the requirements and support the
development of community pharmacists’ role in
providing care for vulnerable populations, tackling
health inequalities, vaccination and providing support
for mental health conditions and cancer.

Monitor the development of independent prescribing
in undergraduate pharmacy curricula and aim to
prepare future pharmacists for a more clinical role,
maintaining the focus on medicines.

Promote research participation, enhance service
evaluation and embed an evidence-informed culture
into the daily practice of community pharmacists, by
investing in data collection related to their
interventions in a realistic, non-time-consuming way,
to generate an evidence-base responsive to NHS
challenges.
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Section on which
recommendation
is based
3.3.21.2
3.3.2.21
3.3.2.2.2
3.3.2.3.1
3.3.2.3.2
5.3.2.1
6.3.2.2.1
6.3.2.2.2
6.3.2.1

3.3.2.13
5.3.2.2

6.3.2.2.2
6.3.2.3

33211
5.3.2.4.2

431

4.3.2

433
5.3.24.2

4334
5.3.2.4.2
6.3.2.1

3.3.2.3.2
3.3.2.23
3.3.2.2.2
3.3.233
53.243
6.3.2.2.1
6.3.2.2.3
3.3.21.1
53.2.24
5.3.2.3.2
5.3.233
53241
6.3.2.2.2

3.3.2.14
5.3.2.4.2



Table 7.4: Recommendations for implementation for community pharmacists

Recommendations for community pharmacists

Topic Action required Section on which
recommendation
is based
Understand the need for change in community 3.3.2.1.2
PROACTIVE pharmacy practice by being proactive for new 3.3.2.13
ATTITUDE opportunities, incorporate the use of technology in 5.3.2.3.2
service provision and improve collaborations with 6.3.2.2.2

other healthcare professionals.

These recommendations provide a map for future research directions that could also benefit

patients. An overall suggestion is the need for more “holistic lenses” and system approaches

examining the full scope of community pharmacists’ role (resembling Australia and Canada).

More specific suggestions about further research that could be conducted based on the findings

of this research programme are related to policy, technology, commissioning and workforce as

described in Table 7.5.

Table 7.5: Recommendations for implementation for the research community

Policy:

Recommendations for the research community

Exploring community pharmacy representation in policymaking in policies targeting
specific areas related to the policy review (e.g. comparing state and professional
policies based on policies specifically for technology).

Compare the development of community pharmacy policies and state policies
including documents published after March 2017 or applying a different theoretical
framework.

Compare the development of community pharmacy policies and state policies in
England and Scotland, Wales and Northern Ireland or internationally, aiming to
identify drivers for change and causes of variations.

Assess how patients can be more involved in service design and policymaking

Technology:

Explore how technology can be incorporated in pharmacy practice without being
time-consuming or excluding patient contact.

Commissioning:

Explore commissioning of community pharmacy services to understand how it can be
simplified.

Workforce:

Explore community pharmacy workforce job satisfaction and motivation to ensure
the sector is engaged with future developments.

Explore ways that community pharmacy workforce can achieve culture change
towards an evidence-based practice.

Explore training needs and system requirements for expanding service provision in
mental health, health inequalities, vaccinations and cancer are through community
pharmacy.
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7.7. Conclusion

The aim of this programme of research was to explore perspectives on the future of community
pharmacy in England, to support the creation of a strategy for the future development of the
sector. The objectives for this aim included exploring the perspectives deriving from state and

professional policies and perspectives described by professional stakeholders and the public.

Findings from this programme of research indicated that the future of community pharmacy in
England consists of different services and multiple factors. There is an increasing appetite for
utilising community pharmacists particularly for managing long-term conditions, expanding
urgent care provision and further collaborations with healthcare professionals and their
integration in primary care. The social role of community pharmacists through service provision
that tackles health inequalities was also highlighted as important for the future, while mental
health care was another opportunity that needs to be explored. It was also evident that
technology will be crucial for future developments as it will affect medication dispensing,
interaction with patients and information sharing. Stakeholders described their vision of
community pharmacy becoming a ‘healthcare hub’ in the community. However, multiple factors
need to be addressed to achieve sustainability including digital interoperability, enabling
financial and commissioning regulations, effective representation of the sector, upgraded
training, reformed education and change of mindset. The sector’s credibility could also be
improved by improving its policymaking skills, particularly by incorporating transparent
processes and focusing on evaluation. These factors would require coordinated efforts from a

wide range of stakeholders.

Furthermore, findings from this research programme highlighted the importance of context not
only politically, financially and socially but also the operational context perceived by the
stakeholders involved in pharmaceutical care. Some participants described feeling undervalued,
unsupported, disconnected with the government and insecure about their future. However, a
successful and sustainable future requires high levels of workforce engagement. The future will
require realistic action plans, designed and executed collectively (actors) taking into
consideration the direction of service provision (content), the current operating environment
(context) and the mechanisms for achieving change (process) at every phase of planning future
initiatives. The COVID-19 pandemic has introduced some novel problems for the delivery of
community pharmacy services but can also be seen as an opportunity to rethink, rearrange and
reform the future of the profession and ensure that community pharmacists’ role is evolving to

improve patient care, contribute to the sustainability of services and meet the needs of the NHS.
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Appendix 2 — Participant information sheet (Interview study)

Department of W/fé\\ bl gtal L A
wmiot | @& BATH
Pharmacology =S

Bath BA2 7AY - United Kingdom

Participant Information Sheet

Producing a vision for the future of community pharmacy in England

Researcher :Evina Paloumpi Lead supervisor: Dr

Matthew Jones Email: E.Paloumpi@bath.ac.uk Email:

M.D.Jones@bath.ac.uk

Telephone: 01225 383829

This information sheet forms part of the process of informed consent. It should
give you the basic idea of what the research is about and what your
participation will involve. Please read this information sheet carefully and ask
the researcher named above if you are not clear about any details of the project.

1. What is the purpose of the study?

In the last decade community pharmacist’s role has developed from traditional
medication supply to a more clinical service. However, community pharmacy is
still not utilised to its fullest potential. This study aims to understand the views of
professional stakeholders on how community pharmacy services should
develop, to ensure the provision of the highest possible quality of pharmaceutical
care in the community. This study is part of a wider PhD project, which is also
looking at health policies and patient views.

2. Who is carrying out the study?

The study is carried out by Evina Paloumpi, a PhD student from the
Department of Pharmacy and Pharmacology at the University of Bath. It is
supervised by:

e Dr Matthew Jones, Department of Pharmacy and Pharmacology
e Dr Piotr Ozieranski, Department of Social & Policy Sciences
e Professor Margaret Watson, Department of Pharmacy and Pharmacology

The PhD scholarship is supported by Dr Bharat Shah and Sigma Pharmaceuticals.

3. Who can take part in this study?

It is completely up to you to decide if you would like to participate. | am looking
for community pharmacy stakeholders and registered community pharmacists
that are interested in a confidential discussion about their opinions related to
how pharmaceutical care in the community will be provided in the future.

4. What does the study involve?

Participants volunteering for this study will be asked to take part in a confidential
interview. During our discussion | will ask about your expectations of how
pharmaceutical care in the community is likely to be provided in 2030, your
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perceptions regarding influential factors for pharmaceutical care development,
your opinions on the ideal model for pharmaceutical care provision and your
perceptions regarding facilitators and barriers of its development.

If you decide you would like to be involved, the interviews will be arranged at a
convenient time and place for you. You also have the option of a phone or Skype
interview if you prefer. Every interview will be audio-recorded. Unfortunately you
will not be able to participate if you do not wish to be recorded. | may also be
keeping some hand-written notes during the interview that will help my data
analysis. Both the recordings and the notes will be treated as confidential and
used only by researcher and supervisory team.

5. How much time will the study take?

Each interview will last no longer than 60 minutes. A shorter interview can also
be arranged if you are very busy. The minimum duration of an interview will be
30 minutes.

6. What are the possible benefits of taking part?

There are no direct benefits to you from taking part in this study. However, the
findings from the study may help to develop a more informed vision for the
development of pharmaceutical care in the community. This could facilitate
our understanding of the best contribution that community pharmacy can
make to the NHS and inform future policy making.

7. What are the possible disadvantages of taking part?

There are not any expected disadvantages from your participation apart from the
amount of time that you need to set aside for our interview. If for any reason you
feel distressed during our discussion, the interview will be paused or even
stopped if you wish to do so.

8. Can | withdraw from the study?

Your participation is entirely voluntary and you are under no obligation to
consent. You can always withdraw from the study at any point without
providing reasons for doing so. If you have attended your interview and you
wish to withdraw your data you can contact the researcher and ask for your
data to be removed. This can be done within the first two weeks of your
participation. After this date it may not be possible to withdraw your data as the
data analysis will have proceeded.

9. What happens if there is a problem?

If you have a concern about any aspect of this study, you should speak to the
researcher. You can find my contact details in the first page of this information
sheet and I will try my best to answer your queries. If you feel | was unable to
resolve your query, or for any reason you wish to make a formal complaint, you
can contact Dr Matthew Jones, my lead supervisor. You can find his contact
details in the first page of this information sheet.

10. Who will have access to the information that | provide?

All the data deriving from the interviews will be stored safely and securely at
University of Bath. All the information you provide will be treated as
confidential. Every recording will be typed up for word by someone from the
University of Bath. Every piece of personally identifiable information will be
removed from these typed files and the hand-written notes from the researcher
to ensure that all written documents are anonymous. However, if you are
interviewed as a representative of a stakeholders’ organisation (e.g.
professional body), it may be possible to identify the body you work for, due to
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the limited number of such groups. A typed up copy of your interview will be
sent to you to ensure that this is a fair, confidential record of what you said.

Only the researcher and supervisory team will have access to the identifiable
information you provide. Interviews will be transcribed by employees from
University of Bath. Thus, transcribers will have access only to your audio
recordings.

Anonymous information may be made publicly available via the University of
Bath Research Data Archive. Information will be retained for ten years and will
then be securely destroyed (Further information provided under Privacy Notice
at the end of the document).

11. What will happen to the results of the study?

The results of this study may be written and submitted for publication in scientific
journals or presented at scientific conferences. Any publication or presentation
material will maintain your individual anonymity at all times. Individuals will not
be mentioned and will be protected by the use of numbers. However, quotes
from your interviews may be used but any identifiable information will have been
removed to prevent future readers or audience from identifying your identity.

12. Who has reviewed the study?

This project has been given a favourable opinion by the University of Bath,
Research Ethics Approval Committee for Health (REACH) [reference: EP 17/18
204].

13. What if | require further information?

If you require further information once you have read this information sheet, do
not hesitate to contact the researcher; | will be happy to address any questions
you may have. My contact details can be found on the first page of this sheet. If
you are interested in participating in my study you can continue reading the
separate consent form provided.

Thank you in advance for your time.
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Privacy Notice

The University of Bath is carrying out this study based in the United Kingdom.
We will be using information from you in order to undertake this study and will act
as the data controller for this study. This means that we are responsible for
looking after your information and using it properly. The University of Bath will
keep most identifiable information about you for 3 months after the study has
finished. Your consent form will be kept for 10 years.

Your rights to access, change or move your information are limited, as we need
to manage your information in specific ways in order for the research to be
reliable and accurate. If you withdraw from the study, we may keep the
information about you that we have already obtained. To safeguard your rights,
we will use the minimum personally-identifiable information possible.

You can find out more about how we use your information
www.bath.ac.uk/data- protection/GDPR/GDPR_May 2018.pdf or by
contacting Evina Paloumpi (contact using researcher details on first page).

The University of Bath will collect information from you for this research study.

The University of Bath will use your name, contact details and interview recording
to contact you about the research study, make sure that relevant information
about the study is recorded and to oversee the quality of the study. Individuals
from the University of Bath and regulatory organisations may look at your
research records to check the accuracy of the research study. The only people in
the University of Bath who will have access to information that identifies you will
be people who need to contact you to organise the research or audit the data
collection process.

The University of Bath will keep most identifiable information about you from this
study for 3 months after the study has finished. Your consent form will be kept for
10 years.

When you agree to take part in a research study, the anonymous information
collected may be provided to researchers running other research studies in this
organisation and in other organisations. These organisations may be universities,
NHS organisations or companies involved in health and care research in this
country or abroad. Your information will only be used by organisations and
researchers to conduct research in accordance with the UK Policy Framework for
Health and Social Care Research.

This information will not identify you and will not be combined with other
information in a way that could identify you. The information will only be used for
the purpose of health and care research, and cannot be used to contact you.
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Appendix 3 — Consent form (Interview study)
UNIVERSITY OF

) BATH

Participant Consent form Bath BAZ TAY - Urited Kingdam

Denartnent of
Pharmacy &
Pharmacaology

Producing a vision for the future of community pharmacy in England

Researcher: Evina Paloumpi Lead Supervisor: Dr Matthew lones

Email: e.paloumpi@bath.ac.uk Telephone: 01225 383829

Email: M.D Jones@bath.acuk

Please
initial box

| confirm that | have read the participant information sheet for the above study. | have had
the opportunity to consider the information, ask guestions and have had these answered
satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw my consent
at any time without having to give a reason for withdrawing.

| understand that this project has been reviewed and received approval from the
University of Bath, Research Ethics Approval Committee for Health (REACH) [reference: EP
17/18 204].

| understand who will have access to personal data | provide, how the data will be stored,
and what will happen to the data at the end of the project.

| understand that my interview will be audio-recorded and that parts of the interview may
be quoted verbatim in future publications or presentations and that such quotes will be

anonymised.

| understand that the anonymous information collected about me and my interview may
be used to support other research in the future, and may be shared anonymously with

other researchers.

| consent to take part in the above study.

Mame of participant Date Signature
Mame of researcher securing Date Signature
consent

When completed, one copy will be given to participant and one copy will be kept by the researcher.
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Appendix 4 — Interview topic guide

Producing a vision for the future of community pharmacy in England -
Interview Schedule

Opening

e Researcher introduction and brief overview explaining purpose of the
study and describing the term “pharmaceutical care in the community”
used for the study

“‘My name is Evina and | am a PhD student from University of Bath. As you
already know, my research aims to develop a more evidence-based vision
for the future of community pharmacy services in England. We are having
this conversation to discuss your views on how pharmaceutical care will be
provided in the community in the year 2030. And when | say
pharmaceutical care, | would describe this discipline as helping patients
use and manage medicines effectively, but also providing wider
interventions that could create an impact on their quality of life.”

e Check participant has read Participant Information Sheet (provide a copy
and time to read if they haven't)

e Ask participant if they have any questions about the study

e Explain to the participants about the informed consent

e Ask how much time do the participants have available and plan
guestions — “Our interview is not expected to last more than one hour but
if you have other commitments, we can finish earlier than that.”

e Secure consent

e Start recording the interview — ensure recorders are on rec

Main Discussion

Probes will be used flexibly, in response to participant’s answers.

1. How would you describe your Role:
[members’] role in relation to this
sort of pharmaceutical care in the
community?

2. Inyour view, in what ways might Ways:
pharmaceutical care in the
community be provided in the year
20307
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Probe common topics from
policy review:

e urgent and emergency
care

e mental health
(dementia friend)

e closer collaborations
with primary care
professionals

¢ long-term conditions

e patient-centred care

e new models of care

3. Which of these developments are More likely to happen &why:
more like likely to happen and
why?

Probe common drivers from
policy review:

e unnecessary workload
in general practice

e increased service
demands

¢ funding allocation

e increased hospital
admissions

4. We have already discussed the Ideal Model:
different ways you think that
pharmaceutical care will be
provided in the year 2030. Suppose
that you had an opportunity to
create the ideal model of
pharmaceutical care in the
community, but without increasing
the total cost. What would this ideal
model include?

5. [If answer to Q4 different to Q3] Why expectation different to
Your ideal model is different to ideal:
what you think will actually happen.
Why do you think your ideal model
is unlikely to come about?
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6. What would make your ideal model | What would make ideal more
more likely to come about? likely:

Probe common facilitators and
barriers for Q5 and Q6:

e individual behaviour
utilising technology
supporting workforce
providing evidence
facilitate commissioning

7. Do you feel there is anything else Additional:
you would like to add?

Closing

e Summarise main points of the discussion

e One last question from me “What other organisation or individual would
you consider influential for the future of pharmaceutical care in the
community?

o Ask if they would like a copy of the results to be sent to them

e Thank participants for their time
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Appendix 5 — Additional quotations (Interview study)

Theme 1: Creating collaborations for wider pharmaceutical care provision from
community pharmacy

“Absolutely... for pharmacy and patient care to be successful, professionals will need to stick with
each other, communicate and collaborate and the systems need to be in place to allow that to
happen.”

ID18 — Pharmacy sector stakeholder

“I think it’s essential that pharmacists do work more closely with other primary care services
because we know at the moment that a lot of recommendations and advice that are offered by
pharmacists are often not actioned properly.”

ID20 — Non-pharmacy stakeholder

“..the primary care network guidance absolutely allows for an expansion and roll out of
community pharmacists into supporting networks and practices... so | think the case for change
is absolutely been proven and tested”

ID25 — Non-pharmacy stakeholder

“So at the moment you have got GPs taking on pharmacists etc... they think they can manage
patients more effectively within the GP practice. But understanding the same pharmacists could
do the same job in the community pharmacy and actually it may be a much better option to do
it in the community than in the GP practice.”

ID10 — Community pharmacist stakeholder

“NHS England sees pharmacists in GP surgeries as being the solution to all problems, but it is
here to supplement community pharmacy not to replace it.”

1D24 — Community pharmacist stakeholder

“..anything exciting, anything new is going through the general practice pharmacists and there
is nothing on the horizon for community pharmacy to get excited about, absolutely nothing.”

ID14 — Community pharmacist stakeholder

“I would see more links | suppose between the pharmacists that are working in community
pharmacy and those that are working within general practice, says that they would potentially
refer patients into their colleagues in general practice, if they felt that they were reaching a
threshold and were becoming more complex or harder to control, then they would refer them
into their colleagues working in general practice.”

ID3 — Pharmacy sector stakeholder

“...GPs taking on ‘normal’ pharmacists to do more of these roles..., as opposed to understanding
it would be much more effective by getting patients to go to other centres of clinical care in the
community as opposed to coming to a primary healthcare centre.”

ID10 — Community pharmacist stakeholder

“We are reluctant to consider a new role for the pharmacists because we don’t want to take on
the medical profession.”
ID15 — Non-pharmacy stakeholder
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“I think the contractual nature of both GP and pharmacist contract has to be amalgamated... not
amalgamated, aligned so that no one wins or loses from the other person doing the role and that
we work together collaboratively. And | think that is probably going to be one of the biggest
challenges...”

ID10 — Community pharmacist stakeholder

“So there are more forces of change around now than there were five years ago so even the
multiples are receptive, the doctors are receptive but not for good reasons they’re receptive
because the stick is now so big that they’re starting to gravitate towards the carrot.”

ID2 — Pharmacy sector stakeholder

Theme 2: Integrating new technology into pharmaceutical care
“I think it’s inevitable that we’ll see more stuff happening in an electronic sense.”
ID20 — Non-pharmacy stakeholder

“I think technology plays an increasing part because people use it all the time... health services
is one of the areas where maybe they don’t and | think that will change... So all of a sudden you
have got people being kind of aware of all what technology can do in terms of keeping them
healthy and screening...”

ID12 — Non-pharmacy stakeholder

“...Amazon are interested in getting into the market and we don’t know what shape or form that
would take, everybody is expecting they’ll just buy Pharmacy2U and just come into the market.”

ID13 — Community pharmacist stakeholder

“I think technological progress is likely to be the most, the most dramatic in the next few years
we’ve got now a Secretary of State that is quite keen on pursuing technology as the answer to
the NHS’s problems and consequently that is where the investment is going to be made. So |
think that is the area that is most likely to see a change in the next decade.”

ID14 — Community pharmacist stakeholder

“So | mean some pharmacies are still large enough that could automate their processes with a
robot... but most pharmacies can’t go down that route anyway so this is the thing | can’t see by
2030 to have this in place under the same envelope.”

ID7 — Community pharmacist stakeholder

“And the broader question of home delivery which is expanding... mail orders how you regulate
this, this is going to grow in the future. All direct delivery of pharmaceuticals by wholesalers
bypassing pharmacists. The transformation is happening so it’s not something we are just
imagining; the pace is going to be faster in this country compared to other countries.”

ID15 — Non-pharmacy stakeholder

“I’'m not happy with the Government; they want like an Amazon type of service, so drugs being
delivered to a patient’s door, | think that’s dreadful but yeah | definitely think that technology
has a massive part.”

ID1 — Community pharmacist stakeholder
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“I think in the future we will have technology which will provide information and allow
information to go to a clinician without the patient having to do anything and that clinician may
well be a community pharmacist for certain conditions. That can be done and blood pressure
monitoring is the prime example of where we can do that. We have got systems being used in
many pharmacies, a simple hand-held system that fits on the back of a phone, patients hold onto
the system and it basically gives you a basic ECG. So that is being used at the moment and that
will only develop.”

ID10 — Community pharmacist stakeholder

“I think that we need to encourage community pharmacy to use apps, there are some apps out
there already that are quite interesting. Either to order medicines or to have reviews of
medication, optimisation of medication or actually having face to face virtual consultations with
pharmacists.”

ID4 — Pharmacy sector stakeholder

“At the moment there is a huge drive to increase the amount of electronic and online
consultations and stuff despite the fact that the evidence scientific evidence to date suggests
that it actually increases workload and isn’t something that really works in many cases but that
doesn’t stop the politicians wanting to drive it forward.”

ID20 — Non-pharmacy stakeholder

“I think that to facilitate this [pharmaceutical care] we would need to have moved much further
along the line and hopefully would finally have got to having a proper care record that all
clinicians offering patient care would have access to read, write access, and that care record
would clearly detail of patient care across primary and secondary care, so that everybody could
know the whole picture.”

ID3 — Pharmacy sector stakeholder

“Going right back to the interoperability of the patient records at that point in time then the
pharmacist can send a task to the GP to say look supply problem, have supplied x instead please
note in the patients records, so the GP is kept fully informed at all times of any medicinal changes
that the pharmacist might make in the community pharmacy and that is how | see the picture
going forward.”

ID23 — Pharmacy sector stakeholder

“You just don’t have any access to patient records and that is the biggest stumbling block, lack
of access to patient records | mean we have access to the summary care records but the summary
care records is a copy of what you’ve got on your prescription anyway; so simple example you
get a prescription for a medicine for somebody with Diabetes you have no way of knowing
whether they are Type 1 or Type 2; | mean they could be on insulin and you don’t know.”

ID7 — Community pharmacist stakeholder

“I just think it’s resources | mean I’'m lucky enough that | have family members that are doctors
so we share our resources as it is; we ask each other but | know there is a lot of people out there
that don’t have that same advantage they don’t know they have to ask a lot of people before
they get an answer so we share the textbooks for instance, we share websites, access, those
types of things. There is a lot of people that can’t have access to the same resources that | do, so
I think if we can change that, it will make a difference.”
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ID6 — Community pharmacist stakeholder

“Pharmacogenomics because we’ll be getting onto personalised medicine and healthcare we’ll
be using our clinical skills to make sure that medicine is right for that patient, how the patient
takes that medicine and to give that patient confidence in taking that medication and that’s
something | increasingly see pharmacists will do.”

ID23 — Pharmacy sector stakeholder
Theme 3: Building workforce competency

“I think there is also a greater expectation of having different roles the pharmacists in the future
which might not just be community pharmacy based and we are having reduced numbers
entering the register so our numbers on this are staying stagnant or decreasing rather than
increasing and with the expectations that we might have, pharmacists in GP surgeries,
pharmacists working in multidisciplinary teams, in care homes and it really does put a strain on
the numbers in our workforce.”

ID19 — Community pharmacist stakeholder

“So if you are to transform you have to develop the right incentives within the health system to
attract talent but then you need to define careers within the system because if the pharmacist
perceives themselves that they are just support staff and it’s a 9-5 work and your boss will always
be a doctor ... how can you move on... there are better career defined pathways for doctors so
you need to define them for pharmacists.”

ID15 — Non-pharmacy stakeholder

“I suppose there is a real worry for me about brain drain from community pharmacy that we are
starting to see, all of the best people reach off into general practice... in fact there is not longevity
in terms of their security of employment because they [NHSE] could change their positions in 6
months’ time, they are notorious for short-term positions,... that is a worry for me, the more we
lose good people the less we are able to fill some of those long term needs for service delivery
from a community pharmacy setting.”

ID14 — Community pharmacist stakeholder

“So | think education is important so personally then I've got three pre-regs [pre-registration
pharmacists] coming to my practice so we are working at the hospital and also community pre-
regs to make sure they have a cross sector experience and also to ensure that they actually see
the role of the pharmacist in different settings but the core of what they do actually is the same,
to give them confidence to try new things.”

ID16 — Non-pharmacy stakeholder

“I think the role of prescribing has to be enhanced, it’s not only about repeat prescribing, not only
prescribing for minor illnesses and ailments it has to be extended... but a person who has been
trained in pharmaceutical medicine for five years is very well qualified to prescribe more...”

ID15 — Non-pharmacy stakeholder

“If every pharmacy is able to do independent prescribing and change the medication as
appropriate for the patient, patients will have more confidence and will come to pharmacy first
because they’ll appreciate the care that they’re getting and the recognition that they’re actually
dealing with a very highly informed and qualified healthcare professional.”
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ID23 — Pharmacy sector stakeholder

“We need to train the workforce more effectively... | think there needs to be a shift in the way
pharmacists actually deliver services at the moment so there needs to be training for pharmacists
to deliver things like physical skills training, clinical assessments, data management kind of stuff.
There needs to be how to run various clinics so for example pharmacists will need to get used to
getting reports off their system and then doing things like call and recall, which they don’t do at
the present.”

ID10 — Community pharmacy stakeholder

“I guess the analogy is almost like what we may see in general practice; here GPs have been
taking on delegating some of the more clinical role they used to take on has now been delegated
to nurses for example and you may find that the same thing happens with pharmacists if
pharmacists delegate some of their roles to technicians. So I think the role will almost certainly
grow.”

ID20 — Non-pharmacy stakeholder

“I would like to see pharmacy technicians responsible for the supply of medicines... as a
pharmacist | did not do 4 years of training along with a year’s pre-registration training to make
sure what it says on the box is what it says on the prescription which is what it says on the label.
This is something that accuracy checking technicians can do perfectly safely and perfectly well
as long as there is a pharmacist there to intervene with any expert advice as necessary.”

1D24 — Community pharmacist stakeholder

“Technicians do have a role to play but unfortunately if there is not enough funding to pay for it
then pharmacies aren’t going to invest in technicians, in new technicians, if they are struggling
to pay their wholesaler bills.”

ID24 — Community pharmacist stakeholder
Theme 4: Community pharmacy services in the future

“Interestingly | see it less perhaps to do with long term conditions... pharmacists having an
enhanced role in long term conditions, was actually less | thought in the NHS Long Term plan
than | have seen in other kind of Government documents over the last decade or so... | don’t see
in England anyway long-term conditions being quite so prominent.”

ID12 — Non-pharmacy stakeholder

“Certainly, because NHSE have already announced through the general practice contracts that
we want community pharmacy to take a much bigger role in urgent care, relieving pressure on
both the urgent care and primary care systems and especially for some of the minor ailments,
minor illnesses.”

ID17 — Non-pharmacy stakeholder

“I think community pharmacists because of their access are very well placed to play a greater
role in prevention and not only pharmacists either their whole teams and there has been some
great work that has gone on | think with healthy living pharmacies... keeping people healthy is a
key part of what they do and | think that perhaps wasn’t the case you know 5 years, 10 years
ago it has become a lot more structured a lot more focussed and it is underutilised resource and
| would like to see the Government put its money where its mouth is.”
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ID12 — Non-pharmacy stakeholder

“Because of the current funding envelope there is just no way, | think it is not sustainable to carry
out those services that we have talked about with the current numbers of bricks and mortar
pharmacies. | just don’t see that that is possible, so if we are saying what is it going to look like
in 2030, then is fewer pharmacies.”

ID4 — Pharmacy sector stakeholder

“I think the sector will change if the contract changes, so we are volume driven at this minute in
time, but | think there is a desire to kind of move to more of a patient care approach and role; |
think, everybody is keen to go to that.”

ID9 — Non-pharmacy stakeholder

“Community pharmacy needs direction from commissioners... but they keep their cards close to
their chest and expect us to come up with the solutions; that’s a waste of time... there is not
clarity from NHS England about which direction they want us to move in, whether they want us
to be low cost providers of medicines or high-quality providers of care and those are two
fundamentally opposed questions.”

ID14 — Community pharmacist stakeholder

“I think we have got a Chief Pharmaceutical Officer who is blinkered when it comes to community
pharmacy full stop. | think leadership is a huge problem here and | think that is the thing that
fundamentally could make a massive difference.”

ID14 — Community pharmacist stakeholder

“Unfortunately, | don’t see RPS doing enough... they need to be championing, pharmacists need
to be championing themselves as experts in medicines, not simply expert suppliers of medicines.”

ID24 — Community pharmacist stakeholder

“I think at the moment everybody is just trying to generate income. That's their focus, nobody is
trying to be the leaders of change and | think that’s what we need from individuals even in senior
positions of pharmacy. I've seen some horrendous behaviours from them, and | cannot see any
role models in any singular person.”

ID6 — Community pharmacy sector stakeholder

“If we are trying to make the profession more visible then we have to ensure that we are
communicating to citizens and politicians and other healthcare providers about the capabilities
of community pharmacists.”

ID4 — Pharmacy sector stakeholder

“I think what we need to continue to do is keep getting evidence of the care that we are providing.
I think community pharmacy is very, very bad at showing its value... You know we tend to do all
these amazing things and no one ever hears about them.”

ID21 — Community pharmacist stakeholder

“If we can get a body of research that shows the benefits then | think it becomes more and more
difficult to ignore or say no; that’s really interesting.”

ID3 — Pharmacy sector stakeholder
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“There is a role for improved gathering of evidence and | think that’s one of the things the sector
is not so good at... they do lots of little trials and pilots but there is no thought to designing an
evaluation...”

ID5 — Pharmacy sector stakeholder

“You know the public have expectations which may be very different from NHS managers in
terms of what is deliverable or what’s a priority... you can’t have an unelected manager making
decisions of that nature with no democratic public oversight.”

ID14 — Community pharmacist stakeholder

“I just think there is not that much value placed on community pharmacy by the Government. |
think the Government doesn’t see the clinical value of community pharmacy and | don’t think it’s
going to change by 2030 I'll be completely honest.”

ID1 — Community pharmacist stakeholder

“...so for which ever patient you are dealing with, whether they are from a certain community,
whether they have a certain mental health issue, whatever it might be, how do you ensure that
community pharmacy has the enabling environments and that the person is treated in the best
possible way and the most effective way.”

ID4 — Pharmacy sector stakeholder

“..social prescribing | don’t know how much is coming towards community pharmacy but
because of its accessibility and because some of the pharmacists know the community fine well,
that they should be able to be paid for that sort of role.”

ID8 — Non-pharmacy stakeholder

“Well | think that giving injections is obviously a very, very sensible thing bearing in mind that we
currently give flu vaccinations, | think it’s perfectly reasonable to offer travel vaccination clinics.”

ID13 — Community pharmacist stakeholder
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Appendix 6 — Recruitment leaflet (Focus group study)

‘rfa) UNIVERSITY OF
& BATH

Bath BA2 7AY - United Kingdom

Producing a vision for the future of
community pharmacy in England

Department of
Pharmacy &
Pharmacology

For my PhD, | am trying to find out how members of the public think services
provided by community pharmacies should develop in the future.

If you are interested in taking part in a confidential group discussion and use
community pharmacies regularly either for yourselves or on behalf of someone
else, please contact me:

Evina Paloumpi (PhD student)
e.paloumpi@bath.ac.uk

You can also contact my supervisor, Dr Matthew Jones, 01225 383829. Please
leave a message if no answer.

Participants will be given a £10 shopping voucher after each meeting.

Thank you

This project has been given a favourable opinion by the University of Bath, Research Ethics Approval
Committee for Health (REACH) [reference: EP 17/18 256].
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Appendix 7 — Participant information sheet (Focus group study)

Department of

Participant Information Sheet Pharmacy &

Pharmacology

\m UNIVERSITY OF

&) BATH
>

Bath BA2 7AY - United Kingdom

Producing a vision for the future of community pharmacy in England — Study 3

Researcher : Evina Paloumpi Lead supervisor: Dr Matthew Jones

Email: E.Paloumpi@bath.ac.uk Email: M.D.Jones@bath.ac.uk
Telephone: 01225 383829 (please leave a message if no answer)

This information sheet forms part of the process of informed consent. It should give you
the basic idea of what the research is about and what your participation will involve.
Please read this information sheet carefully and ask the researcher named above if you
are not clear about any details of the project.

1. What is the purpose of the study?
This study aims to understand the views of members of the public on how the services
provided by community pharmacies (chemists’ shops) should develop in the future.

2. Who is carrying out the study?
The study is carried out by Evina Paloumpi, a PhD student from the Department of
Pharmacy and Pharmacology at the University of Bath. It is supervised by:

¢ Dr Matthew Jones, Department of Pharmacy and Pharmacology
e Dr Piotr Ozieranski, Department of Social & Policy Sciences
e Professor Margaret Watson, Department of Pharmacy and Pharmacology

The PhD scholarship is supported by Dr Bharat Shah and Sigma Pharmaceuticals.

3. Who can take part in this study?

It is completely up to you to decide if you would like to participate. | am looking for
members of the public who use pharmacies regularly either for themselves or someone
else. If you are a health professional, you will not be able to take part.

4. What does the study involve?

Volunteers for this study will be asked to take part in a confidential small group
discussion. During our discussion | will ask about your opinions on how the services
provided by community pharmacies should develop in the future. Groups will include 5-
8 participants.

The small group discussions will be held in the centre of Bath. Every discussion will be
audio-recorded. Unfortunately you will not be able to participate if you do not wish to be
recorded. | may also be keeping some hand-written notes during the conversation.
Both the recordings and the notes will be treated as confidential and used only by
researcher and supervisory team.

Your attendance is required for two small group discussions approximately one month
apart. After the first small group discussion you will be given some information to read
before attending our second discussion. You will also be given feedback on what we
discussed on our first group discussion.
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5. How much time will the study take?
Each discussion will last approximately 60-90 minutes.

6. What are the possible benefits of taking part?

After each discussion, you will be given a £10 Amazon or Love2Shop voucher (which
can be spent on a variety of high street shops). In total each participant will receive two
£10 vouchers. We will also pay your travel expenses.

7. What are the possible disadvantages of taking part?

There are not any expected disadvantages from your participation apart from the
amount of time that you need to set aside. If for any reason you feel distressed during
our discussion, the conversation will be paused or even stopped if you wish to do so.

8. Can | withdraw from the study?

Your participation is entirely voluntary and you are under no obligation to take part. You
can always withdraw from the study at any point without providing reasons for doing so.
If you have attended your small group discussion and you wish to withdraw your data
you can contact the researcher and ask for your data to be removed. This can be done
within the first two weeks of your participation. After this date it may not be possible to
withdraw your data as the data analysis will have proceeded.

9. What happens if there is a problem?

If you have a concern about any aspect of this study, you should speak to the
researcher. You can find my contact details in the first page of this information sheet
and | will try my best to answer your queries. If you feel | was unable to resolve your
query, or for any reason you wish to make a formal complaint, you can contact the
Research Ethics Approval Committee for Health (REACH) at the University of Bath.
Their contact details are: 01225 384714, health-ethics@bath.ac.uk.

10. Who will have access to the information that | provide?

All the data derived from the discussions will be stored safely and securely at
University of Bath. All the information you provide will be treated as confidential. Every
recording will be typed up for word by someone from the University of Bath. Every
piece of personally identifiable information will be removed from these typed files and
the hand-written notes from the researcher to ensure that all written documents are
anonymous.

Only the researcher and supervisory team will have access to the identifiable
information you provide. Discussions will be transcribed by employees from University
of Bath. Thus, transcribers will have access only to your audio recordings. Anonymous
information may be made publicly available via the University of Bath Research Data
Archive. Information will be retained for ten years and will then be securely destroyed.

11. What will happen to the results of the study?

The results of this study may be published in scientific journals or presented at
conferences using anonymized data. Any publication or presentation material will
maintain your individual anonymity at all times. Individuals will not be mentioned and
will be protected by the use of numbers. Quotes from your discussions may be used
but any identifiable information will have been removed to prevent people from
identifying you.

12. Who has reviewed the study?
This project has been given a favourable opinion by the University of Bath, Research
Ethics Approval Committee for Health (REACH) [reference: EP 17/18 256].
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13. What if | require further information?

If you require further information once you have read this information sheet, do not
hesitate to contact the researcher; | will be happy to address any questions you may
have. My contact details can be found on the first page of this sheet. If you are
interested in participating in my study you can continue reading the separate consent
form provided.

Thank you in advance for your time.
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Appendix 8 — Consent form (Focus group study)

ffis, UNIVERSITY OF
P
e ——

Participant Consent form Bath BAZ TAY - United Kingdom

Degartrmesnt of
Pharmacy &
Pharmacology

Producing a vision for the future of community pharmacy in England — Study 3

Researcher: Evina Paloumpi Lead Supervisor: Dr Matthew lones
Email: g paloumpi@bath.ac.uk Telephone: 01225 383829
Email: M.D Jones@bath.ac.uk
Please
initial box

| confirm that | have read the participant information sheet for the above study. | have had
the opportunity to consider the information, ask questions and have had these answered

satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw my consent
at any time without having to give a reason for withdrawing.

| understand that this project has been reviewed and received approval from the
University of Bath, Research Ethics Approval Committee for Health (REACH) [reference:
XX].

| understand who will have access to personal data | provide, how the data will be stored,
and what will happen to the data at the end of the project.

| understand that the discussions will be audio-recorded and that parts of the discussions
may be quoted verbatim in future publications or presentations and that such quotes will

be anonymised.

| understand that the anonymous information collected about me and my focus group
discussion may be used to support other research in the future, and may be shared
anonymously with other researchers.

| consent to take part in the above study.

Name of participant Date Signature
Name of researcher securing Date Signature
consent

When completed, one copy will be given to participant and one copy will be kept by the researcher.
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Appendix 9 — Informative material (Focus group study) Deparmert o
Pharmacy

Informative Material Pharmacology

@& BATH

Bath BA2 7AY - United Kingdom
Informative Material may be modified based on what participants say in the first focus group discussion.

Producing a vision for the future of community pharmacy in England- Study 3

Researcher : Evina Paloumpi Lead supervisor: Dr Matthew Jones

Email: E.Paloumpi@bath.ac.uk Email: M.D.Jones@bath.ac.uk
Telephone: 01225 383829 (please leave a message if no answer)

Community pharmacies (chemists’ shops)
are situated in high street locations, in
neighbourhood centres and in
supermarkets. There are several different
types and sizes of community pharmacies,
ranging from the large chains with shops
on every High Street or in edge of town
supermarkets, to small individually owned
pharmacies in small communities, in the
suburbs and often in deprived areas or
rural settings.

Information about community pharmacy
in England

- The number of community pharmacies
is above 11,600.

- About 1.6 million people visit a
community pharmacy daily.

- About 89% of people can access a
community pharmacy within a 20 minute
walk.

- Over 90% of pharmacies have a private
consultation room.
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The traditional role of the community
pharmacist as the healthcare
professional who dispenses
prescriptions written by doctors has
changed.

In recent years community
pharmacists have been developing
clinical services in addition to the
traditional dispensing role to allow
better team working with the rest of
the NHS.

The NHS Community Pharmacy
contract for England and Wales was

Table 1: Examples of current services provided by community pharmacies

" esemial | dwned | Gnbanced |

Dispensing
Repeat dispensing

Unwanted medicines
disposal

Healthy lifestyle
promotion

Signposting and self
care support

Clinical Governance

Medicines Use Reviews (MURs) Stop smoking services
New Medicines Service (NMS)  Sexual health services

Appliance Use Reviews (AURs)  Weight management
services

Stoma Appliance Customisation Minor ailments
(SAC) management

Flu vaccination NHS Health Checks (aged
40-74 years)

Alcohol misuse services

Information about community
pharmacy services in England (2017-
2018)

- Approximately 90,000 prescription
items were dispensed per community
pharmacy.

- 3.4 million Medicines Use Reviews were
provided by community pharmacies.

- 927,318 New Medicines Services were
provided by community pharmacies.

- 1.3 million flu vaccinations were
provided by community pharmacies.
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NHS England national contract p—

NHS England local — Enhanced

services s ' Local Authorities (LAs)
---------------------- ) A

CCGs are starting to commission

— together via Accountable Care
Systems and Accountable Care

Organisations

The NHS Healthcare system might be confusing to understand. Overall, NHS England (at different
levels) is responsible for the essential and advanced services through the pharmacy contract.
Local Authorities (LAs) are mostly responsible for public health services. Clinical Commissioning
Groups (CCGs) are also responsible for services that make use of medicines better.

There are many organisations that
represent community pharmacy.
Some of them are:

i >_fg: *K\L;
é ROYAL

SOCIETY - Royal Pharmaceutical Society (RPS)

- Pharmaceutical Services

c c A @ a':' Negotiating Committee (PSNC)

- Company Chemists’ Association
ggw%q-g' he ph / (CccA) pany
the pharmacists’
defence association
ASSOCIATION - Association of Independent

Multiple Pharmacies (AIMp)

AlM Association of Independent , o
Multiple Pharmacies - Pharmacists’ Defence Association

(PDA)

- National Pharmacy Association
NPA R

Mational Pharmacy
Association E
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For my PhD project | also worked with
health policies.

Overall, a health policy is a document
that helps with making decisions about
the future. It explains a plan that will
help achieve its goal.

For my research | examined 25 policies
from the Government (eg. Department
of Health and Social Care) and some
organisations that represent community
pharmacy.

Main policy findings are:

- Government and pharmacy policies
agree on many topics but mostly for
providing services for long-term
conditions and using technology.

- Both Government and community
pharmacy policies were unclear about
who helped in making the document.
- Both Government and community
pharmacy policies thought of the
economic and social situation at the
time of writing.

- “Community pharmacy” was
mentioned in a way in all Government
policies.

For my PhD project | also did some
interviews and asked for the views of
people involved with community
pharmacy.

Overall, | discussed with X number of
people from the Government, NHS
England, Community Pharmacy
organisations, other healthcare
professionals and community
pharmacists.
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Main interview findings are:

Once interview transcripts are analysed,
include a lay summary of main points
similar to health policy review results
format.

Thank you for the time you spent reading the information.

Looking forward to our next group discussion.

References

1.  About Community Pharmacy, PSNC, Available from: https://psnc.org.uk/psncs-work/about-community-pharmacy/

2. Learn More About Community Pharmacy, PSNC, Available from: https://psnc.org.uk/services-
commissioning/commissioners-portal/learn-more-about-community-pharmacy/

3. NHS Community Pharmacy Services — A Summary, PSNC, Available from: https://psnc.org.uk/wp-
content/uploads/2015/06/CPCE-summary-June-2015.pdf

4. General Pharmaceutical Services in England - 2007/2008 to 2017/2018, NHS Digital, National Statistics, Available from :
https://files.digital.nhs.uk/2F/BD5269/gen-pharm-eng-201718-rep.pdf

5.  PSNC Presentation — a simple guide to the health and care system, Available from: https://psnc.org.uk/the-healthcare-
landscape/healthcare-whos-who/
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Appendix 10 — Focus group topic guide

Producing a vision for the future of community pharmacy in England — Study 3
Focus Group Questioning Route
Opening

“Hello everyone, my name is EP (introduce facilitator). Thank you for agreeing to
participate in my study, it is greatly appreciated. My role today is to conduct our
discussion and take notes (Describe that facilitator’s role would be to observe and take
notes.).

You are all invited to discuss your views about the services provided by community
pharmacies (chemists’ shops). | will be asking you various open questions. | want to
reassure you that there are no right or wrong answers and please feel free to express
your own personal views and it is very important for me to learn from your opinions.

Our discussion will be audio recorded. The recording will only be used for research
purposes. Names and any information that could reveal your identity will be removed
by experts in the University of Bath and checked by myself. No names will be used in
my report. Our discussion will last about an hour. | would like to ask you to give
everyone the opportunity to express their views. | am here only to assist your
conversation. It would also be very helpful if you could switch your mobile phones to
silent. Does anyone have any questions so far?”

¢ Following the opening the researcher will check if participants have read
Participant Information Sheet (provide a copy and time to read if they haven’t)

e Ask participants if they have any questions about the study

¢ Invite participants to sign consent form

e Start recording

Initially participants will be prompted to speak to the person next to them and introduce
themselves. Then they will be asked to briefly introduce the person next to them to the
rest of the group. (“It would be great if you could find out their name, some information
about their background and something that they enjoy doing”.)

Exercise: Participants will be asked to write down the first three words that they think of
when they hear the term “community pharmacy services”. (Participants will be given
pen and paper. This exercise may be repeated in the beginning of the second focus
group discussion after participants have read the informative material given to them.)
Key-words will be noted on a flipchart by the facilitator and will aid summary of main
points at the end of the focus group discussion.
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Main Discussion

Probes will be used flexibly, in response to participant’s answers.

Questions for first focus group discussion

Current use

1. How do you use your community
pharmacy at the moment?

Probe
Medicines supply/ dispensing or also
services

2. How regularly do you visit your
community pharmacy?

3. If you use your community
pharmacy for its services would you
please describe the procedure that
is followed for this service?

Probe

Is it arranged in advance? How/who
booked it? Who contacted you? Were you
given any advice? Confidential
environment? Did you have a follow up
appointment?

4. If you use community pharmacy
only for dispensing would you
please describe the procedure you
would like to see being followed for
a service?

Same probes as Q3

5. What makes you choose the
community pharmacy you usually
Visit?

Probe

Convenient access/ Opening times/
individual relationships/Trustworthiness/
Multiple or independent

6. Are you aware of any other services
that are provided from your
community pharmacy?

Probe
When starting a new medication (NMS)/
Smoking cessation/ Vaccination
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7. How did you become aware of
these services?

Probe
Promoted from pharmacy/ Family-
friends/Media

8. Can you think of any organisations
or individuals that are involved with
community pharmacy?

9. Are there any current services from
community pharmacy that are most
useful for you and why?

Probe
What makes it a good service for you?

10. What are your thoughts about the
community pharmacy premises (the
chemists’ shop)?

Probe
Environment/ Consultation room

11. What are your thoughts about your
communication with pharmacist and
pharmacy staff?

Probe
Always speak to the pharmacist?
Relationship with technicians

“I would like to thank all of you for
answering my questions about how
you currently use your community
pharmacy. For the final questions of
today’s session | would like you to
take a step back and think of the
bigger picture. You all have
opinions about what might be good
or bad with community pharmacy
services...

12. Can you describe if you feel that
your voice has been taken into
account when it comes to planning
the strategies for the future of
community pharmacy?

13. Would you be interested in
expressing your opinions for such
initiatives in the future?
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14. Is there anything currently
happening in the society that you
feel it might have an impact on the
services that your community
pharmacy is providing?

Probe
Politically/ Socially/ Economically

Closing
Summarise the main points of the group discussion.

“Do you feel that there is anything that you would like to add and we haven’t discussed
so far?”

Thank participants for their contribution. Remind them of the next meeting.

“In the meantime, I'll be looking at your responses from our discussion today and will
send you an information sheet before our next meeting. It would be great if you would
just read through it before we meet again. | have your email addresses and can send it
to you by email but | can post it if you would prefer a paper copy, just let me know.”

Give the participants the first voucher of their choice.
Ask them to sign the vouchers list.
Give a travel expenses form if applicable.

Thank you.
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Producing a vision for the future of community pharmacy in England — Study 3
Focus Group Questioning Route
Opening

“Hello everyone, my name is EP (introduce facilitator). Thank you for agreeing to
participate in my study, it is greatly appreciated. My role today is to conduct our
discussion and take notes (Describe that facilitator’s role would be to observe and take
notes.).

You are all invited to discuss your views about the services provided by community
pharmacies (chemists’ shops). | will be asking you various open questions. | want to
reassure you that there are no right or wrong answers and please feel free to express
your own personal views and it is very important for me to learn from your opinions.

Last time we met we discussed your opinions about your current use of community
pharmacy services. Today we are going to talk about the future, and when | say future
keep 2030 in mind. In particular which developments are you expecting to see in
community pharmacy and also what you would like to see.

Main points from first meeting:

e Mostly use CP for collecting prescriptions and occasionally for advice.

e Proximity, convenience and personalisation were important when using a
community pharmacy.

e You were aware of different services that your CP provides, mostly from
noticeboards from the CP itself, but not so much with individuals or
organisations involved with CP.

¢ A high-quality CP service should be accurate and fast.

¢ We have also discussed that you had not been previously expressed opinions
for strategies for the future, but you would be interested to do so and

o Lastly you expressed your worries about the impact the ageing population,
higher demands, genome screening, prescription charges and Brexit might
have on community pharmacy services.

Our discussion will be audio recorded. The recording will only be used for research
purposes. Names and any information that could reveal your identity will be removed
by experts in the University of Bath and checked by myself. No names will be used in
my report. Our discussion will last about an hour. | would like to ask you to give
everyone the opportunity to express their views. | am here only to assist your
conversation. It would also be very helpful if you could switch your mobile phones to
silent. Does anyone have any questions so far?”

e Start recording

Exercise: Participants will be asked to write down the first three words that they think of
when they hear the term “community pharmacy services”. (Participants will be given
pen and paper. This exercise may be repeated in the beginning of the second focus
group discussion after participants have read the informative material given to them.)
Key-words will be noted on a flipchart by the facilitator and will aid summary of main
points at the end of the focus group discussion.

Main Discussion

Probes will be used flexibly, in response to participant’s answers.
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Questions for second focus group discussion

15. How useful was in your opinion the
informative material you were
asked to read?

Probe
Thoughts/ anything that was interesting or
that would like to highlight

16. Since this is the second time we
meet, and you have read the
informative leaflet, in you view in
what ways might community
pharmacy services be provided in
the year 20307

Probe
Expectations

17. What are your thoughts about
providing services to relieve
pressures in u&e care from
community pharmacy for the next
ten years?

Probe
Expectations for pharmacist role

18. What are your thoughts about
providing services for mental
health patients from community
pharmacy for the next ten years?

Probe
Expectations for pharmacist role

19. What are your thoughts about the
role that technology is going to play
in providing services from
community pharmacy for the next
ten years?

Probe
Online (Skype) consultations/ Use of
health applications/ genomics and Al

Expectations for pharmacist role

20. What are your thoughts about
providing services for long-term
conditions patients from community
pharmacy for the next ten years?
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Probe
Expectations for pharmacist role

21. What are your thoughts about
community pharmacists working
more closely with GPs for providing
services from community
pharmacy for the next ten years?

Probe
Working together in networks/ CP as a
healthcare hub in the community

22. Currently GPs are working under
great pressure. Are there any
services that you feel that could be
provided from your community
pharmacy instead of the GP clinic
to alleviate the pressure?

23. Would you share your thoughts
with me about your community
pharmacists gaining access to your
medical records?

Probe
Permission/ Confidentiality/ Ability to edit
the record

24. We have already discussed the
different possibilities for developing
pharmacy services by the year
2030. | would also like to ask you
what you would ideally like to see
being provided from community
pharmacy in the next ten years.

25. What would make your ideal
scenario more likely to come
about?

Probe
Pharmacists’ training requirements

26. It has been said that one option for
the future would be for community
pharmacies to merge to become
more sustainable. What are your
thoughts on this?
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27. In your view, how would you
describe the biggest barrier to
community pharmacy providing
services for people in the
community?

28. Thinking about 2030, if you had the
ability to change one thing in
community pharmacy, what would
it be?

Closing
Summarise the main points of the group discussion.

“Do you feel that there is anything that you would like to add and we haven’t discussed
so far?”

Thank participants for their contribution.

Ask if they would like a copy of results when | analyse the data.
Give the participants the second voucher of their choice.

Ask them to sign the vouchers list.

Give a travel expenses form with an envelope if applicable.
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Appendix 11 — Additional quotations (Focus group study)

Theme 1: Current community pharmacy service provision

“You know he [community pharmacist] has a good manner with him because | wasn’t collecting
at the right time and various other things and he did point out one or two things that | needed
to do which | appreciated and he did it very kindly and | didn’t feel too small.”

ID4

“But the lady, the pharmacist, she is brilliant, very good she gives a good advice and
reassurance... if | have an issue then | ask her what | shall do, ... very good.”

ID9

“...Iif you think of a mum with a crawling baby, they would call upon the pharmacy for those
immediate things more frequently... | am going to say a mum with a new baby or a child at school
who has come home with | don’t know worms or something horrifying... how would you know
when your child is suddenly going to suddenly develop these horrendous things that children
have when they are growing up.”

ID4

Table 2: Focusing exercise: Participants’ responses when asked to provide three words about community

pharmacy services

Focus Group 1

Focus Group 2

Focus Group 1

Focus Group 2

Meeting 1 Meeting 1 Meeting 2 Meeting 2
Prescriptions Dispensing Organisation Pharmacy services (3
Addresses Prescriptions Convenience tiers)
Open Chemist Personal NHS contract
Access My local pharmacy Chaotic Enhancement of
Chemist [Pharmacist name 2] Team with GP services in
[Pharmacist name 1] | [Pharmacy name 2] Surgery link community
Surgery-contract [Pharmacist name 3] Previous Help
Overstretched Dosset box medications Review
Chaotic [Pharmacy name 3] Information Dosset box advice
Delays [Pharmacy name 4] Leaflet Prescription cost
Nearby Local chemist shop Medications Doctor- pharmacist
Short opening hours Local liaison
Convenient Possibility Voluntary
Ageing population contribution
Medications Local
[Pharmacy name 1] Friendly
Convenient

Opening hours
Delivery of medicines
Availability
Communication

“I wasn’t aware of the three tiers as a system until we had our meeting, but | was aware some
pharmacies will offer a service which another pharmacy will not because I’'ve had to go from one
pharmacy to another to get a particular service. But | didn’t know why it was, now | do.”

312



ID11

“...it is maybe something about our perception of pharmacists, of the profession itself... because
we don’t know them as well as we know our doctor as a professional... maybe there is something
there about our attitudes towards the profession... you don’t get much in the news or dramas
featuring pharmacists for example and maybe there is something in the public perception of the
profession that could be improved.”

ID3

“Well | always associate pharmacies with the NHS even though that maybe an incorrect
association, but | always assume a relationship between pharmacy services and the NHS.”

ID3

“Yes it benefits the community, yes you would be in danger of losing the services if you didn’t
express an opinion about it, yes.”

ID4
Theme 2: Expanding community pharmacy services in the future

“How about the pharmacist actually identifying what the problem is and signposting, involving
other people.”

ID1

“That would take a lot of pressure off the GPs and...if they [community pharmacists] had capacity
to see minor ailments that would be good.”

ID10

“I mean using other skills which are available in the health service...it might be that you could go
dripping blood to the pharmacy and the pharmacist will call a paramedic who will drive in 8
minutes or whatever the target is and stitch you up.”

ID11

If they [community pharmacists] could do what the doctors do which is make a referral or signpost
you or give you information about emergency helplines to call | think that is a good use of their
skills.”

ID3

“But maybe, maybe some of them [community pharmacies] already are and we don’t know about
it. In some inner-city areas... people can kind of kick off in pharmacies, people tend to be stressed
and feeling unwell and you know who knows what it is like in other parts of the country.”

ID3

“How would it be measured so they are providing this, whatever we are asking them to do, how
would it be measured that they have done this because there is not a prescription or an item that
has gone out, its advice so to me it seems a little bit woolly.”

1D4
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“I think there would have to be another layer to the training of pharmacists if you want them to
start using clinical skills like taking bloods.”

ID3
“I think | would like pharmacy to be part of the team.”
ID10

“It all seems very disjointed... sometimes you wonder why...all the information isn’t just all joined

7”7

up.
ID9

“I think | have a wonderful general practice with an embedded pharmacy they are doing a jolly
good job, hope they keep at it.”

ID7

“..the last few times | have been to the doctor, | don’t see a doctor at all, | see a nurse and that
sort of grey area... it strikes me that a pharmacist could actually be doing something not dis-
similar to that so the kind of things you might do with the nurse, take your blood pressure, |
suppose that is the main one maybe take a blood sample... it strikes me that is the kind of level
of expertise...that a pharmacist might be able to do. But a nurse is actually doing it, so there is
a kind of redundancy.”

ID1

“...maybe a bigger area if it’s [community pharmacy] going to do more things, then obviously
need a bigger area.”

ID10

“It just feels a bit public to ask to go into the consultation room... if there is a queue of people...
and they are all thinking ‘oh | wonder what is wrong with her?””

ID2

“Money, it is very straightforward, it is a resource question... they [community pharmacists] have
had ... a lot of their subsidy pulled... and if it is not financed, they can’t easily provide the services.”

ID1

“But people don’t like change do they, and | think we need to accept change if you want to have
a better healthcare service, you’ll have to accept change.”

ID10

“I know national health... if you’re poor it’s paid for, but | want to make sure that the vulnerable
people are looked after, that there is cover.”

ID8

“very often hub is the in word at the moment isn’t it, there are lots of hubs, ... in [name of
location] there is a community centre that can very often be used for a visiting pharmacist who
will come one day a week or two days a week or something like that. | think we’ve got to think
out to people.”

ID6
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“..1 am still having a lot of chaos where | go and in view of the fact they have been asked to
provide more services | just can’t see that being a viable situation.”

ID4
Theme 3: Future development of technology in community pharmacy

“..thinking about 10 years’time... | can imagine more being done online,... digitally maybe having
some kind of online interface with a pharmacist... in 10 years’ time we may be coming to the end
of 5G and into 6G so that could have effects on the way we communicate and obtain goods and
services so it is all a bit of an unknown...”

ID3
“To me there is a huge danger in doing that, | mean obtaining medication online.”
ID6

“Well you can do that [drone deliveries] now, there are online companies who will deliver it to you,
you don’t need to conjure up drones; it is like any Amazon order, it can come.”

ID1

“I think if the pharmacist is working in the area of mental health the pharmacist might need to
have pretty full access to the record... if the pharmacist is going to have an enhanced role there
because it may not be possible to get the full picture from the patient if the patient is actually
going through an episode.”

ID11

“Well sometimes | go into my doctors and | have a little cry and he might make a note of that...
and the chemist doesn’t need to know that, simple as that.”

ID3

“I bet they will come up with ways, | bet they will come up with, with programs and algorithms
where someone could speak into an app how they are feeling and their symptoms and the
program can mark specific words and terms and inflections of speech. | bet you they will come
up with systems that do that.”

ID3

“But it doesn’t work like that, you don’t use technology to replace the time of the professional...
and | think the problem is policy and economic drives push towards a depersonalised
technological solution but what people consistently want is our places to go and people to see
and talk to.”

ID3

“| still think there is no substitute for actually physical eyeballing and when you read people’s
body language and you don’t look very happy with that suggestion, when there is a silence and
things like that and these can be missed even with the best Skype technology.”

ID11
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