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Abstract

Aim: To investigate the barriers and facilitators identified within the various stages of
implementing the Healthy Living Pharmacy (HLP) project and the limitations to its

sustainment within community pharmacy.

Scope:The HLP project is a Department of Healtmmissioned initiative to enhance the
potential contribution of community pharmacy towards improving the health of their local
communities.

The research was conducted between November 2011 and January 2017 in Portstheuth

HLP project pilot site. Atérature review on the development of community pharmacy
activities and implementation of services provided a contextual basis.

Semistructured interviews with community pharmacy stadhd subsequentramework
analysis informed bimplementationtheory was employed to investigate the study aims. A
sustainability strategy in the form of an online networking platform aiming to support the role

of the Healthy Living Champions (HLCs) was designed and implemented. Its evaluation,

including social netark analysis revealed the effectiveness of this intervention.

Resultsst KS FAYRAYy3Ia ARSYUGAFASR GKS | SIFHftGKe [ ADA
emerging community of practice (CoP) as critical factors in the apparent successful
implementation ofthe project. Despite the introduction of a HLC Facebook group, which
demonstrated potential to serve as a virtual community of practice (VCoP), the sustainability

of the HLP proved challenging. Ultimately, poor integration of community pharmacy into the

wider NHS as well as contractual issues and commissioning constraints, resulted in the HLP

project demonstrating poor potential for loAigrm sustainability.

Conclusions and contribution to the knowledge of the subjethis study is one of the first

to successfully employ and report on the use of implementation theory to investigate the
adoption and sustainability of innovation within UK community pharmacy. The findings
elaborate on those of a recent NHS publication reporting on the challenges of pividin
clinical services in community pharmacy; and provide important lessons for consideration in

planning and developing future community pharmacy innovations.
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Chapter 1 Introduction to the thesis

1.1 Origins and development of the thesis

This chapter provides an introduction to the research study, including the origins and development of

the PhD.

Each of the themes introduced will be briefly described and then furtisudsed with reference to

the literature in Chapter 2.

Despite a number of opportunities that have been made available to community pharmaegs it
RSAONAOSR o6& (GKS /2yaSNBFGIAGS LI NIe& auksdSayl y
national re® dzZNOS Ay GKS RStfAOGSNE 2F aSNBAGSaA (G2 DblaAzy

Studies have been carried out to investigate the success of delivering specific public health services
from community pharmacy and factors affecting service delivery and health outcofnd&espite
these studies, the extended rotd the community pharmacieamhas not been developed, delivered

and embraced by the profession as rapidly as one might ekpect

¢tKS D2OSNYyYSyiliQa SELISOlIGA2ya 2F (GKS LINRHS:maAA2Y
potential contribution to improving the health of the public have been key drivers for the development

of the Healthy Living Pharmacy (HLP) préject

The HLP project was created to build upon the ralesducted from community pharmacies and
attempts to utilise the potential of community pharmacy teams to establish additional key services

for the local communit$:

This research aims to explore the success or failureeoHIbP initiative as a sustainable model for the

delivery of public health services within community pharmacies.

1.1.1 The United Kingdom community pharmacy market

Community pharmacies in the United Kingdom (UK) are operated and run as private businesses
independent of the NHS. They are able to sell products and services directly to their
patients/customeré. Community pharmeies are able to supply Prescription Only Medicines and

advice to customers based on a contract with the NHS, where the bulk of their remuneration is largely
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based on the volume of prescriptions dispensed, rather than services prévMéithin the UK, the
community pharmacy market is made up of a number of multiples (greater than 200 outlets), large
chains (more than 20 outlets but less than 200), small chain of pharmacies (20 outkds but more
than 5) and independent contractors (5 outlets or less), with multiples and large chains accounting for

approximately 50% of the markiet

Community pharmacies are located in a variety of settings ranging from health centres, high street
locations, edge of town shopping centres, and rural communitiEachof these pharmaciess
required to employ a pharmacist to legally operate. Community pharmacists are employed directly by
a pharmacy company, work independently on a +womtractual basis, or own and operate an

independent pharmacy themselves.

In Englandhere are over 10,500 community pharmacfed hese commulity pharmacies are open at
convenient times, including evenings and weekends, allowing access for people who work a wide
range of hourslt has been shown that 89% of the population in England can access a pharmacy from
home within a 2@minute walk. Imporantly, in areas of highest deprivation, this value increases to

almost 100%"-

1.1.2 The state of community pharmacy in United Kingdom

TheUKGovernment (2010current)hascommitted to providing a health service that is based around
the needs of the peoplé. It has focused on prevention programmes that help to keep people healthy,
making general healthcare more accessible and introducing programmes that reduce health
inequalities. The Governmehtas recognised that health and social care will need to work together,
along with new providers from the public and private sector, to deliver its vision for health outlined in

WeKS bB{ tElyQ

A number of opportunities are available for communjtigarmacists to become more involved in
delivering NHS commissioned public health services, which promoteaselfand improve the
management of longerm conditions. Such services include Medicines Use Reviews ViR he

New Medicines Serviée Legislative changes have occurred to help community pharmacists extend
their role, such as the legislative ability of pharmacist prescribiagd supervision requirements

The new community pharmacy contr&ttintroduced in 2005, included a changethe way in which
community pharmacists are remunerated; funds traditionally earmarked for the dispensingfrole o

community pharmacista/ere reallocated to patient facing roles.
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These changes in health policy have provided community pharmacists the opportunity to develop and

deliver a wider range of public health servites

1.1.3 Change withirdKcommunity pharmacy

Despite changes in health policy, and the opportunities this has presented for community pharmacy,
the implementation and delivery of negervicesin Englanchas been slower than expectédlhe
structure ofcommunity pharmacyvithin Englandmayhelp to explain some of the issues around the

slow development of public health services on behalf of theNHS

Problems with the implementation and delivery of services within community pharmacy have bee
experienced nobnly in Englandbut also at an international level. A number of studies have identified
some of the barriersfacilitators and motivators affecting service delivery within community
pharmacy 2°%°. These included: public demand and attitudes, pharmacist characteristics and
attitudes, training, operational aspects of service delivery, remuneration, pharmacy environment and

healthcare professional relationships. These factors, amongst others, drekn Chapter 2.

TheHLPconceptoriginally describeé commissioning framework. It was created by NHS Portsmouth
Primary Care Trust (PCT) in 2009, to build upon the role of community pharmacies and establish them
as a key provider of public health si@es for their local community It aspires to do this through a
consistently high standard of delivery for locally required public health services that include: advice

and interventions as well as regulaealth promotion activities
¢KS LINP2SO0Qa IwerédedigRed iolsippot yomioudily pHamhiclesdaveloping
GKNBES WSyl of SNAQ (KFG KIFI@S 0SSy %THR&Ggdieh TASR (2 dzy

1 Workforce development, which requires a staff member to become a Health Living Champions
(HLCs) (members of the pharnygeam who have undertaken specific additional training);

1 On site premises fit for delivery of the service;

1 Engagement with other stakeholders (e.g. General Practitioners, social care and public health

professionals).

1.2 Aim and objectives
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Aim

Theoverall aim of this study wsto investigate the potential for thidLPproject to provide a platform

F2N) O2YYdzyAdGe LIKFNXIOeQa adzailAySR Ayg@d2ft dSYSyi

Objectives

Following a review of the literatureegarding the developmerdnd implementation of community
pharmacy serviceshe following objectives explored the implementation and sustainability ofthe

projectthrough the opinions and experiences of members of the community pharmacy team.

1. To investigate the implementationf the HLP project within the community pharmacies
within Portsmouth.

2. To design, implement and evaluate an evidebesed strategy to enhance the
implementation process and support the sustainability of the HLP project within the
community pharmacies in Pismouth.

3. To investigate the sustainability of the HLP project in community pharmagigsn

Portsmouth
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1.3 Structure of the thesis

The results from the study are presented over a series of chapters, desctiite research activities.
Results and disussion sectiongor each chapter aréncluded, as findings from early chapters have

informed the direction of further research.

Figure 1.1 offers a diagrammatical representation of the structure the thesis will follow. The contents

page provides a more tlgled content and the location of each of the chapters.
Figure 1.1 The structure of the thesis

Chapter ONE: Introduction to thesis

Chapter TWO: Review of the literature

Chapter THREE: Chapter FOUR Chapter FIVE: Chapter SIX:
The Supporting the Investigating the
implementation of Healthy Living sustainability of
the HLPproject in The Healthy #EAI DEIT 1T the HLPproject in

01 0601I 1T O6qQ , EOEI C #EA community of 01T 0601 T O
community Network practice community
pharmacies pharmacies

Chapter SEVENThesis discussion

Chapter EIGHT Conclusion
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Chapter 2 : Review of the literature

CKAE OKILIGSNI 2F (KS (KSara NBIASga (KS fAGSNI Gd

health services strategy and its impact on community pharmacy activities, and analyses the success of
public health initiatives within community pharmacyhe chapter further reviews the role of the
pharmacy team in the provision of health services and recognises the potential for enhanced

responsibilities.

This review demonstrates the impact of the changing political environment on community pharmacy,
andthe increasing number of opportunities available for community pharmacy to contribute towards

the improving the health of the public.

2.1 Community pharmacy

In the UK, community pharmacies are a resource within primaryGarged bycustomes in different

ways and at different points in care pathwéysit has been known for many years that the majority

of illness episodes are not presented to general medical practitioners ¥GRs)alternatives to
seeking medical advice for the management of symptoms or minor illness, members of the public may
do nothing, they may seek advice frarpharmacy or elsewhere, they may setfat with medicines

or they may use a nepharmacological approaéh

In brief, the major healthelated activities performed in community pharmacies are th@elising of
prescribed medicines, providing advice alongside sales omprestription medicines, providing
advice on action to take regarding the treatment of minor ailments and the provision of services that

improve the health of individuais

Community pharmacy presents an unusual healthcare environment that provides a number of
benefits as a settig for these activitie¥. Venues sutas walkin centres and GP surgeries are clearly
established as necretail spaces, thereby patients are obliged to obtain a recommended medicine
from a second venue following an appointment e.g. community pharmacy or retail outlet. Whereas
the pharmacy epresents a different type of spacene in which there is a combination@mmercial

retail dements with health products anédvice. The organisation of space within community
pharmacies reflects this mixed retail/healthcare role. The front part resesla shop where

customers can select goods that are both health and-health related, while the dispensary and
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shelves holding the medicines which can only legally be obtained from a pharmzaynéey
medicines), are located behind the pharmacy counfdthough the front area is primarily a retail
environment, there is also a significant healthcare dimension to this space because patients collect
prescribed medicines, and pharmacists, dispensing assistants and medicines counter assistants

(MCAs) give adce on medicine usé®

With extended opening hours and no appointment needed for advice, community pharmacy can be
more accessible than other settings. In England, an estimated 1.6 million people visit a community
pharmacy each day and, an average person will visit a community pharménye$4ver the course

of a yea#®. Importantly, community pharmaes often occupy a geographic position in the heart of
communities®. This gives community pharmacies access to a range of individuals in both good and
poor health, anda those that may not have contact with any other healthcare professionals. Research
has recognised that the public is trusting of advice received from community pharffacies
Furthermore, a review of the evidence has confirmed the potential of iplaay in the area of
delivering public health initiatives, and suggests that pharmacy teams can indeed make a positive

contribution to public health This is discussed in the following sections of this chapter.

2.2 The development of the public health rola community pharmacy

A recognised role in health promotion was one of the first ways community pharmacy contributed to
public healti?. Health promotion includes the provision of services or advice that improve the health
of individuals and communities, and empower peopld&ve increased control over and to improve,

their healtH.

As early as 1981, pilot schemes have bietmoducedto explore the potential of community pharmacy

as sites for the provision of healthcare information and adVidacreasing health inequalities and the
realisation that the existing health and welfare provision wasdelivering a service to meet demand

nor expectation were key drivers to initiating these pifétdn November 1987, the Government
publishel its programme for improving primary healthcaRrpmoting better healtf?. This document
recognised the potential role for community pharmacy in delivering health promotion and
consequently included a recommendation that pharmacies be used to display health education and

health promotion material.

As this public health role o@e to be more prominent within UK community pharmacies, the area
became more researched. The initial published studies often reported very positive conclusions about

a future role in health promotiot¥*°. However, these findings were derived from small studies,
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involving few pharmacies in specific geographical areas. An example of which included a qualitative
evaluation of a cholesterol screening programme delivered within four commhiarmacies in an

area of Birmingha.

I AAIAYAFAOLYG AYAGAFGAGS Ay (GKS RS@GSt2LIVSyd 27F
High Street Health Scheme, introduced in 1991For the first time, pharmacists were provided

training and ongoing support for their health promotion role. This includedrselag's of accredited

training in health promotion knowledge and communication skills together with ongoing support for

the health promotion rolé' 52 The scheme received publicity in both the pharmaceutical ptessl

the national media, and as a result, similar schemes were introduced else¥h&riater survey in

1994 found that nearly 60 per cent of family health services authorities had some sort of health
promotion activity in their pharmacies, and that stchad been influenced by the Barnet schéme

More specifically it was reported that the scheme prompted pharmacists to make more@jate

use of health promotion materials and spend less time dispensing medicines and more time talking

and advising patient¥.

However, it should be noted that the project targeted developing the health promotion role of the
pharmacist and was not inclusive of the whole pharmacy team. In addition the analysis revealed, that
since pharmacists were not paid to undertake the hegtitomotion activities, a number of

pharmacists were not motivated to participate>®

In the 1990s the emphasis on health promotion turned to a role in harm reduction; focusing on

smoking cessatioresvices’, promotion of sensible attitudes to drinking and dmnjsuse servicés.

2.3 Defining the public health role of community pharmacy

Andersonet al. conducted acomprehensiveaeview of the peefreviewed and nofpeer-reviewed UK
NEASEFNOK NBtFidAy3a G2 (GKS O2y iNAROdziA2y 2akh O2 YYdz
during the period 1992002,

The report demonstrated that community pharmacists can make an important contribution to health
improvement in the areas of smoking cessatfdhand emegency contraception and provided the

clearest evidence of the effectiveness and eefectiveness of services provided by community
pharmacist®’. The nompeer reviewed literature further identified evidence of community

LK NI OAaidaQ LlzotAO0 KSFEGK NRtES Ay NBtFdGAz2y G2

sersitive health topics such as head lice managerffemtd drug misuse servicds®®> Further to this
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the authors made recommendations for the widespread implementation in pharmacies of these

public health services.

¢KS NBGASSs Fftaz2 NBLR2NISR GKId RSaLInbBementidzRA Sa A
other areas of health improvement, the authors were unable to determine the efficacy of these
interventions, primarily because the evidence base was limited or the methodological quality was

poor. Furthermore, the authors concluded from thalgished evidence that pharmacists tended to

take a reactive rather than proactive approach to health improvement initiatives.

This review in its context of developing evidence of the public health contribution of community
pharmacists, was later challeeg in a critical review of public health in pharmacy by Jesson and
Bissell?. The report reanalysed the evidence and identified that few of the 43 published UK papers in
the 2002 review were based on any theoretical framework or models of behaviour change. Jesson
and Bissell noted that in many studies, the determining factopfisitive service outcomes was the
training provided to pharmacists to deliver health promotion and argued that these interventions
were as much about pharmacy development as public health. It was also recognised that the public
health agenda, where healtmequalities or neighbourhood regeneration and renewal were the
context, were not reported on, suggesting that this was almost certainly because of the absence of

such studies.

¢KS dziK2NBR | faz2z O2yOf dzZRSR GKI G HptomdtigntziéationK I NI | O
were largely positive, most successful interventions were linked to medicinal merchandise in some
way, such as smokirgpssation products, emergency contraception supply or igiom of drug

misuse services.

Further reviews of commuty pharmacy public health interventions were conducted by: Andeeton

al. (2006¥%¢, Dentet al.(2007¥7, Sinclaiet al.(2008¥8, Andersoret al.2009¥°, Watsoret al.(2009)°,

Stranget al. (2010Y)*, Gordonet al.(2011)? Agomo (20125, Brownet al.(2012f and Watsoret al.

(2012)d ¢ KSaS NB@GASsa NBLRNISR 2y O2YYdzyAide LIKINYL

or the contribution to improvingpecificpublic health issues.

The authors of the majority of these reviews employed the UK National Service Framework hierarchy

of evidence to rankhe individual studiesncluded®. (See Table 2.1)
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Table2.1 UK National Service Framework hierarchy

Evidence from research and other professional literature

Al | Systematic reviews which include at least one randomised controlled trial (RCT) e.g. systematic
from Cochrane or NHS Centre for Reviews and Dissemination

A2 | Other systematic and highuality reviews which synthesise references

B1 | Individual RCTs

B2 | Individual norrandomised, experimental/intervention studies

B3 | Individual weHdesigned norexperimental studies, controlled statistically if appropriate. Inclu
studies using caseoantrol, longitudinal, cohort, matched pairs or cressctional random samplg
methodologies, and wellesigned qualitative studies, walesigned analytical studies includir
secondary analysis

C1 | Descriptive and other research or evaluation not in B @gvenience samples)

C2 | Case studies and examples of good practice

D | Summary review articles and discussions of relevant literature and conference proceedin
otherwise classified

The identified review articles relate to studies conducted during the period from August 2002 until
August 2012 and include both international and UK studies. An overview of the quality of the studies

included in the reviews is shown in Table 2.2.
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Table2.2 Overview of the quality of studies included in the reviews identified

Theme Number of reviews| References Quality of studies includeq
identified in the reviews
Smoking cessation 5 Dentet al. 2007 B1, B2,B3,C1,C2,D
services Sinclairet al.2008 B1
Andersonet al.2009 B1
Agomo 2012 Bl
Brownet al.2012 B1,B3,C2,D
Emergency 4 Andersonet al. 2006 Bl
Hormonal Andersonret al.2009 B3
Contraception Agomo 2012 Bl
Brownet al.2012 A2, B1
Prevenion and 6 Watsonet al. 2009 C1
management of Andersoret al. 2009 B3
drug abuse, misuse Stranget al.2010 C1
and addiction Agomo 2012 A2, B3
Brownet al.2012 B3, C1
Watsonet al.2012 Ci1,D
Healthy eating and 4 Andersoret al. 2009 B3
lifestyle advice Agomo 2012 B1,B2,B3,C1,C2,D
Gordon 2011 B1, B2, B3, C1,C2,D
Brownet al.2012 B2
Chronic disease 1 Brownet al.2012 Al, A2, B1, B2
management
Infection control 3 Andersonet al. 2009 C1, B3
and prevention Agomo 2012 B2,D
Brownet al.2012 B2
Minor Ailment 1 Brownet al.2012 B2, B3, C2
Scheme

The review articles revead that community pharmacists weiavolved in a wide range of roles in
public health. The seven dominant themes were smoking cessation services (5 reviews), provision of
emergency hormonal contraceptives (4 reviews), prevention and management of drug abuse, misuse
and addiction (6 reviewshealthy eating and lifestyle advice (4 reviews), chronic disease management

(1 review), infection control (3 reviews) and minor ailment scheme (1 review).

The review papers reporting on community pharmacy contribution to smoking cessation indicated
that community pharmacyased stop smoking services run by trained pharmacy staff were effective
and costeffective in helping individuals to quit smoking. The studies included in the reviews were of

high levels of evidence (RCTSs).
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Three of the four reviewseporting on the provision of emergency hormonal contraceptives indicated
good evidence that community pharmacy Emergency Hormonal Contraception services provided

timely access to therapy amdere highly rated by women who uddghem.

Six review papers dailing the community pharmacy role in the prevention and management of drug
abuse, misuse and addiction included studies of varying quality. WatsdiBlenkinsopfd reporting

on studies of moderate quality, identified the involvement of community pharmacy in the
management of alcohol misuse. The review concluded that there was little empirical evidence of

effediveness of community pharmadyased services for alcohol misuse.

Moderate quality evidence on community pharmaugsed supervised methadone administration
services Bowedthat high attendance was achieved and it was acceptable to users. There is evidence
from one review, that the introduction ofsupervised methadone dosingsulted in substantial
declines in death from overdoses of methadone in Scotland and England. However, the data used

were not community pharmacy specific.

Pharmacybased needle exchange schemes have been dotm achieve high rates of returned
injecting equipment and were cost effective. It shebde noted that this evidence vgabased on

descriptive studies"“rather than a costinalysis evaluation.

Four review papers included studies of moderate to good quality relating to the involvement of
community in heahy eating and lifestyle adviéé® 2 73 All the identified reviews poietito the fact
that although community pharmaeyased weight reduction programmes appear to show promise,

there is insufficient evidence to indicate the effectiveness of community pharmacy contribution.

BownetalQa NBLER2 NI AyOf dzZRSR aAE NBOASsa Ay (KS | NBI
There was good quality evidence to support community pharmacy input into chronic disease
management. This included a report indicating strong evidence ofoim@ments in lipid levels that

were sustained for at least one year in both primary and secondary prevention of coronary heart
diseasé®. A cardiovascular pharmacy service evaluation revealed strong eedeh significant

reduction in systolic blood pressure but a limitation of this service was that the patients recruited into

the service required regular reviews in order for a reduced systolic blood pressure to be maifitained
Therewas also good quality evidence that enhanced medicines management in patients with heart
failure recently discharged from hospital led to redoatin hospitalisation; howevehis did not lead

to a reduced rate of mortalify

Evidence that community pharmacists can make an important contribution to the management of

diabetes in terms of screening, improved concordanidé medication and reduced blood glucose or
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HbAlc was strong. Interestingly, community pharmacists were also effective in contributing to

diabetic patients achieving weight reductfon

Brownet al2 found good evidence that comunity pharmacy interventions can improve respiratory
function and medication adherende patients with asthma. This wan contrast to the weak evidence
for community pharmacy services targeting sufferers of chronic abstm pulmonary disordeand

0Steoporosis screening services.

Two of three reviews identified moderate evidence from the United States of America (USA) for
community pharmacypased provision of a range of vaccinatibrid Although this exercise did not
identify UK papers on immunisation and vaccination, there has sines Ipeiblished reports
evidencing UK community pharmacists contribution to increasing the season influenza vaccination
uptake’® ”® There is also evidence that community pharmbeaged chlamydia testing and treatment
senices increaseatustomeraccess and detected positives for referral; however uptake of a UK
nationally funded Chlamydia screening programme by community pharmacies was poor with

implications for the prospects of disease contfél

Brownet al? suggestd that there is good evidence that minor ailment senddeave facilitated the
transfer of an appreciable amount of the minor ailment care burden from GPs to community

pharmacies but strong evidence for beneficial effect on patient health seem to be lacking.

2.4 Recognition of the potential for community pharacy to improve public health and
the community pharmacy contract.

The potential contribution of community pharmacy to public health has been increasingly
acknowledged through Department of Health (DoH) publications and Government papers; these are

reported below.

The DoH publicatiorRrimary care delivering the futuf@996¥°°NBE O2 3y A aSR 02 YYdzy A G &
public health activities as an area where imative local practices existed, and called for national
development of these initiatives. It proposed that pharmacists should be the first port of call for both
advice and ovethe-counter (OTC) medicines for treatment and that this would increase phaiimaé Q
contribution to improving public health. The report also stated that pharmacists should be actively
promoting the health of people, contributing to the local achievement of health targets, and

encouraging the principle of setre and individual regmsibility for health.
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Further to this, the White Papelhe New NHS: Modern, DependafideH 1997} emphasised the

need for local céhborative working in the NHS to reduce inequalities in health and to improve health
as well as reinforcing the need for health promotion. The need for local collaboration was emphasised
in the 1998 White PapeQur Healthier Natioft. This report focused on improving the health of the
population as a whole by increasing the loaie and the number of years people spend free from
illness. The paper called for local areas to develop health improvement plans and services to
effectively deliver appropriate healthcare with explicit mention of pharmacies as important settings

for health promotion.

wSLIR2NIa 2F (GKS D2OSNYYSyiQa O2yaAiARSNIo6fS T2 0dza
developing capacity within the public health workforce and reducing inequalities in Redfth

A number of key policy documents outlined the areas in which the public health role of pharmacists
should be developed further. For example, the Health Committee Inquiry into Public Health

NB O2 Y Y Sy 8 Roveireniake¥steps for community pharmacists to play a more active role

in public healt. The Government strategy document fautlining the future direction of pharmacy,

Pharmacy in the Futur®, recognised that the skills and expertise of the pharmacist could be further
utilised. According to the strategy, this could be achieved throcmmnmunity pharmacy becoming

more integrated within the NHS, through working more flexibly as part of a multidisciplinary

healthcare team and through playing a greater role in supportingcsed.

Tackling Health Inequalities: A programme for Acti@03°®" highlighted the importance of

community pharmacy settings and services in addressing health inequalities. The report went on to
adFradS GKIFIG O02YYdzyAGe LIKINXYEFOAaGAa KF@S | @AGIET NI
advice, specifically on how to quit smoking, offering exercise on prescription, identifying patients at

risk of heart disease and providing servicessfdrstance userd Vision for Pharmacy in the New NHS

(2003¥7, recognised the untappedontribution that pharmacists can make to the public health

I 3ISYRI ® ¢KS WPHAEAA2YQ YIRS || O2YYAGYSyd G2 RS@St 2

integrating pharmacy and the wider public health agenda and workforce.

In 2005, the statutory mvisions governing pharmaceutical services supplied to the NHS were
restructured and a new pharmacy contract was introduced which incorporated a range of new
service&®. The new community pharmacy contractual framework identified three levels of service:
nationally agreed essential services, to be provided by all community pharmacy contractors; nationally
specified advanced services, tegng pharmacists and their premises to be accredited for the
purpose; and enhanced services to be commissioned and funded by primary carétriibes

inclusion of public health in the essential service element through promotion of healthy lifestyles and
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involvement in nationaand local health campaigns recognised the importance of public health and

the contribution that can be made by community pharm@cy

In January 2005, the DoH publishedotkey document¥ 1 The first provided information on
developing policy on support for salire, to empower people to treat themselves appropriately and

avoid unnecessary taking of medicirf@sCommunity pharmacists were recognised asoarce of

advice for selcare, and innovative pharmacy schemes for minor ailments were quoted as examples

of good practice within the report. The second document focused on providing support for people

with longterm conditions?, in which plarmacists were also recognised as playing an important role

in helping people to manage their conditions better. In March 2005, the DoH released their delivery

LI Fy/ R2NAAW IS ISR GKKQ2 NIt RKF2E X 2P A {01 KRWEK N dz3 K
published. This resource was developed to maximise the contribution of community pharmacists, their

staff, and the premises in which they worked, to improve health and reduce inégaali
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services, working closely with the wider public health team and expanding their role as advocates for
KSIt dKdE

Melanie Johnson MP, Parliamentary Undeci8tary of State for Public Heatth

WK22aAy 3 KSI f (i RsdiduNER deBtRbutiodititatbivakm@dy €buld make to delivering
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misuse schemes, obegiprogrammes, identifying individuals with risk factors for disease, and helping

people to manage long term conditions.

Ly W ydzt NBE H»nn OF hedlt, Sur éafeAoiirSQy L LIS NBIBHorSd palfidation,

the DoH conducted a consultation exercise with over 40,00@jestm understand what local people
wanted out of their NHS service. The consultation showed the public wanted to see a wider range of
professionals (particularly practice nurses and pharmacists) involved in health improvement, disease
prevention and the ppmotion of independenc®. They also wanted pharmacists to have an increased
role in providing support, information and care. This white paper outlined four main goals for the NHS:
better prevention services with earlier intervention, more patient choice, more on tackling inggsiali

and access to community services, and more support for people withtésngconditions. A number

of opportunities were mentioned for pharmacy involvement, including a desire to encourage
innovative providers from the independent and voluntary sectimravork together. A number of
innovative pharmacy services were mentioned within the paper, including community pharmacy

screening services. In response to this consultation, the DoH published a document in February 2006
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to support people with longerm conditions to seklcare. This document was a séiélp guide to
help organisations deliver local strategies to empower people with-teng conditions to manage

their own care, with the support of doctors, nurses and pharmacists.

From the &ove documents, it is clear that the Government recognised the need for health and social
care to work together alongside new healthcare providers, to reduce inequalities in health and to
improve health. Furthermore, it is evident that the Government raised the potential for
community pharmacy to become more involved in delivering NHS services that prometargetind
improve the management of loAgrm conditions. The new pharmacy contract was intended to help
establish this role for community pharrmyand provide a vehicle for funding and remuneration for

the delivery of services.

Despite the Government legislation and policy changes within the health service environment, the
extended role of the community pharmacist has not been developed, delivend embraced by the
profession as rapidly as one might exgehe following section of this chapter reviews the literature

to help identify factors that may be responsible for this.

2.5 Is community pharmacy theght setting for public health initiatives?

A number of factors are thought to affect the delivery of services in community pharmacy, and these
have been reported in the literature. Appendix 2.1 outlines details of the studies reporting on the
barriers andfacilitators of delivering services within community pharmacy. The summary provided

also identities the methodologies employed and the limitations identified in each of the studies.

It should be noted that the results presented in Appendix 2.1 are lihtidestudies conducted within
the UK. Although the barriers and facilitators identified from similar studies conducted outside the UK
tend to be similar in nature, each country has different community pharmacy systems, staffing

structures, remuneration antlnding systems, health systems, level of support and pharmacist roles.

Ten studies have been identified that looked at factors affecting service delivery within the UK. The
first of these was reported in 1995 by Mottrash al>2 who conducted a mail survey with a sample of
community pharmacists in Liverpool to try to identify activities that represented the extended role,
the extent to which they had been implemented and any constraints that had been experienced. The
authors found that pharmacists had adopted activities such as health promotion and pregnancy
testing that could be administered with minimal inconvenience to the traditional role, and that

required little financial commitment. It was recognised that many aspef the extended roles (such
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as diagnostic testing) required considerable expense and time to set up and run; for which funding
was not provided by the Government. Patients themselves were unwilling to pay for extended services

from the community pharmey, especially when they received them elsewhere at no cost.

In 1996 Tanml al.?! explored the hypothesis thathe successful implementation of the wider role of

the pharmacist was related to enablers in the work environment, as well as characteristics particular
G2 W[SFIRAY3 9R3IS tNIOGAGA2YSNBRQ O6[9tavd 2A0GKAY
be more patient centred, be effective networkers, more focused on staff development, and more
effective influencers. Barriers to implementation identified by the LEPs included lack of finance, time
and space within the pharmacy. The authors suggestedyépebetween policy and practice, as well

as the time lag in implementation of services could be reduced by focusing on LEPs to pilot and

implement changes to pharmacy practice.

In 1998, Belkt al. ?* conducted int@views with a sample of community pharmacists in Northern
Ireland to ascertain their attitudes and opinions towards the concept of pharmaceutical care and its
implementation. The degree of implementation of pharmaceutical care was restricted, and although
all of the pharmacists questioned believed that they were involved with pharmaceutical care, this was
primarily focused on patient education about their medicines. None of the pharmacists interviewed
were involved in diagnostic or monitoring services. duthors found that the pharmacists were keen

to develop their role, but identified a number of barriers, which impeded this. This included lack of
time, remuneration, private counselling area, access to patient medication records, low public
expectation ofthe pharmacy profession, and lack of im@ofessional relationships. Proprietors of
independent pharmacies displayed a higher degree of business orientation and were particularly
concerned about lack of remuneration. The facilitators identified werediygosites of the barriers,

and included having a private consultation area, developing professional relationships, increasing
ISYSNIf Lzt AO LISNOSLIIAZ2Y 2F (GKS LKIFNXIFOes |yR
location of the pharmacy wassal considered important in developing a loyal customer base, with
those pharmacists working near GP practices having particularly good relationships with GPs. In 1999,
Bellet al 2 investigated whether lack of time to implement pharmaceutical care was a barrier to the
routine provision of extended patient care services. A-smibrted work sampling study was

conducted with a sample of community pharmacists in Northegtaird to investigate how they used

GKSANI GAYS® {GFFFAYI tS@PSta 6AGK GKS LIKINYFOe
involvement in a number of activities. The authors also found that pharmacists working in
environments with a high predption turnover devoted significantly less time to counselling patients.
fyzad | ljdzr NISNI 2NJ G4 KS LIK-prof@ssiodal axtiviieOthaicowddave | & R
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been performed by other members of staff. The authors concluded that improsesirhanagement
and better use of trained support staff could improve the ability of pharmacists to integrate

pharmaceutical care services into their routine practice.

Following a systematic review to develop questionnaire statemefitsly et al?® assessed the

motivators and barriers to the implementation opaescription monitoring and review service led by
community pharmacists that was delivered with either the pharmacy or GP practice. The authors used

a two-part Delphi survey and measured the attainment of consensus as to whether the statements
representedmotivators or barriers. There were high levels of agreement that providing a prescription
monitoring and review service would improve both public and GP perceptions of pharmacists, help
develop relationships with patients, and give pharmacists profeskitfdment. Other motivators

AyOf dzZRSR AYLINRB@AY3 LI GASYydaQ Of AyAOrFf LI NI YS(SNE
of these services included their time consuming nature, locum difficulties, the prohibitive cost of
providing the service, antthe unwillingness of pharmacy owners or GPs to fund services. It was also
y2G0SR GKIG aSNBWAOSa g2dZ R 0SS KAYRSNBR o6& y2i KI
pharmacists did not have a cooperative working relationship with their local BPalthors also

discovered within the free text comments that internal rivalries, and the structure and culture of the
profession may also represent barriers to the implementation of these services. They concluded that
community pharmacists were motivated participate in prescription monitoring and review schemes

by a complex set of personal, professional and altruistic reasons. The authors recommend that for
these services to be successful, adequate remuneration structures, internal rivalries, anditberst

and culture of the profession itself would need to be considered.

In 2000, Rutteret al?® NS LI2Z NI SR 2y (GKSANJ addzRe G2 Ay@gSadadl
perceptions of their role in providing healthcare. Interviews were conducted with pharmacy managers

within one area of a UK national pharmacy chain. Although particigdraeed the vision of wanting

to play a more integral role in the healthcare of patients, a number of barriers and obstacles were
identified. These included a lack of awareness amongst healthcare professionals and the general
LJdzo £ A O NI 3 NRKNIs/a8d attdkiuteNheé le@iskativa r@s@iction on pharmacists remaining

on the premises, and the current remuneration structure. There was a call for professional bodies to
intervene and campaign to improve the perceived role of the pharmacist. It was also recognised that
SYLRSSNAYI &0 FF GKNRIAK GKS &1Aff YAE AYyAGALFGA

provide them with more opportunities to interact with patients.

In 2001, Rustoff conducted a study to identify the characteristics of community pharmacists that

influenced he adoption of an extended role order to informways in which they could organise the
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pharmacy business to achieve successftpnaessionalisation. Ruston found that involvement was
low in extended activities, which required skills not traditionally associated with community pharmacy
(such as speciali screening services), whereas activities such as health promotion and advice giving
were well established. The barriers identified within the study included shortage of time, insufficient
remuneration, shortage of staff, and lack of contact with otheallfecare professionals. Fostering
levels of autonomy, promoting uptake of paglgistration activities to increase knowledge, skills and
confidence, establishing formal links with other healthcare professionals, and identifying ways for the
pharmacist to élegate pharmacy supervision while absent from the pharmacy were some of the
facilitators identified within the study. Although Ruston looked at the percentage turnover of NHS
prescriptions, type of pharmacy, and provision of private consultation area,csheluded that
pharmacist involvement in the extended role was more to do whth professional orientation than

the settings in which they worked,

In 2001, Krska and Veitéinterviewed potential policy makers and innovative practising pharmacists

in Scotland to obtain their views on a systematic approach to pharmaceutical care and the factors
important in its development. Many of & participants expressed views on the need for
remuneration, training, physical resources, relationships with GPs, repeat dispensing systems, and
improvement to existing computer systems to facilitate pharmaceutical care. The perceptions of
patients as welas other healthcare professionals were also viewed as important, and the majority

considered that there was a need to educate patients on the role of the pharmacist.

Further to this, studies have examihthe factors affecting service delivery in comnityrpharmacy

from the perspective of commissioners in more détai®. In 2003, Blenkinsopp and Cefiho
conducted a postal survey with pharmaceutical advisors and chief pharmacists from the Primary Care
Trusts (PCTs who were the local commissioners of pharmacyesrvio establish current and
planned community pharmacy services, and to identify barriers for development. The majority of the
PCTs were found to be commissioning additional NHS services witimmunity pharmacies
although there was variability in theumber of services commissioned. Those PCTs with less than
three services were found to be less likely to employ someone to develop community pharmacy, and
tended to take a fairly opportunistic approach to development with limited planning. In contrast,
those commissioning more than seven services, tended to employ someone to develop community
pharmacy, and took a planned approach to development. Local relatiahahgb leadership issues
tended to be the main drivers and barriers to service developmer2006, Bradlegt al.* conduced

a survey to identify factorhich PCTs considered to be barriers and drivers to the commissioning of

services from community pharmacies. Access to funding, lack of staff capacity at the PCT and
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impending reconfiguration were found to be the major barriers, whilst the new pharmacyamint
and local relationships with the PCTs were found to be the main drivers. The majbriRCTs
guestioned were engaged with local pharmaceutical committees and local pharmacists to consider

service opportunities for community pharmacy.

UK literature reviews 2° have reported challenges for developing the role of the community
pharmacist, andhaveprovidedrecommendations for future practice. A report commissioned by the
Royal Pharmaceutical Societf/Great Britain (novthe Royal Pharmaceutical Sociéttg investigate

how service delivery and organisation of community pharmacy were developing in the new
environment, concluded that the challenges facing pharmaciewet unique to the profession, and
mirrored those that had confronted organisations and professionals operating in the legal and banking
sectors. The systematic literature review identified 324 papers of relevance, from which a humber of
common threads wre recognised as essential to the future shape of community pharmacy. These
included the need for community pharmacists to work in partnership with other healthcare
professionals, the development of the skills of community pharmacy staff, changes tooitesp of
NBYdzy SN} A2y FyR G4KS NBO2yFTAIdNI GA2Y 2F (GKS LKI
In 2004, Tann and BlenkinsdBponducted a review of policy and research findings to recommend
actions that PCTs could take to increase the likelihood of success when implementing innovation in
community pharmacy. The recommendations included establishing a local team to review existing
pharmacy services against local needs, identifying funding for new services, identifying innovator and
early adopter pharmacists, engaging and supporting localmheists, and recognising the need to

negotiate with pharmacy chains regarding decisions about innovation as well as local pharmacists.

Further to the aforementioned papers focusing mainly on the views of pharmacists and
pharmaceutical advisors, Eadetsal.’” conducted a systematic review of articles reporting the views

of customes, as well as pharmacists, on the provision of public health activities.
Customer G 0AGdzRSa (261 NRa O2YYdzyAlGe IglylpdsitiveOttw@ss  LJdzo f
reported that customes found the pharmacy a convenient setting and felt it appropriate for
pharmacists to provide public health servic€sistomes viewed pharmacists as appropriate providers

of public health advice but there were SR @A Sg6a 2y GKS LIKFNYIFOA&GQa
customes perceiving pharmacists as drug experts and unsure of their expertise in providing general

health advice.

However, it was also recognised that most pharmeagtomes included in these studiggported

that they had never been offered public health services by their pharmacist and did not expect them
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to be offered. Despite this, it was revealed that satisfaction was found to be high in those who had

experienced public health servic¥s

The report identified that most pharmacists viewed public health services as important and part of
their role. This suggests that the changing role of community pharmacy from traditional dispensing
activities to greater involvemennihealth improvement is largely accepted, and the importance of
providing these services is understood. However, the review indicates that the public health role is
still considered secondary to medicine related roles, such as dispensing. Pharmacists midohe

health activities as less important than traditional roles and were less confident in providing these.
Less positive views were also held by some pharmacists in relation to certain public health services;
particularly services for drug misuserbege findings are consistent with those of previous systematic

reviews on this topit®¢

This review recommerat! further pharmacist training in a number of public health services. This
finding is consistent with those from previous reviews where training was found to have a positive
STFTFSOG 2y LKIFENXYFOAAGAQ FGdGAGdzZRSa (2 LkivieEFXROALI (S

A significant weakness of the studies included in Hazleset al. review, however, was that the
majority of the research focussed on the views of the pharm@xist ; & ifictision of the views of
other community pharmacy staff were either not considered or not reported on. Often the first point
of contact for pharmacy customers is not the pharmacist; other pharmacy staff can play a vital role in

offering public health services and carrying out initiaésaing®.

2.6 Community pharmacy support staff

In the last 20 years, pharmacy has witnessed a shift irfrahe traditional dispensing activity to more
patientT 2 Odza SR WLIK | NX°I% Bdliny inékkrs hav@ IsdlBhQto broaden the role of
community pharmacy so #t it becomes a point of primary healthcare for the local commuffignd
reduces the general practice worklo&él 1° 1% More recently, community pharmacy has been
increasingly targeted as a resource for widening access and choice to primafy. €oasequently,
pharmacists now offer increasing levels and ranges of clinical, diagnostic and public health services.
For ths range of services to be sustainable and developed further, the need for pharmacists to work
effectively with and delegate t@ther members of the pharmacy team (often referred to collectively

a4 WLIKFNYI O&8 &adzLJi2 NI ®GF FFQU KlF-a 0SSy ARSYUGATASF
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These developments have prompted growing interest in optimising-rskillwithin community
pharmacies. Skithix refers to the mix of staff and the balance of different levels of responstfility
The community phanacy team is complex and divet$&and there are no set requirements for the

composition of pharmacy support staff.

Pharmacy support staff comprise of pharmacy technicians (PTs), accuracy checkimgees{ACTS),

dispensing assistants (DAs) and medicines counter assistants (MCAS).

The roles of dispensary support staff have been defined in the literature and are summarised in Table

2.3.

Table2.3 The roles of pharmacy support staff defined in literattire

Staff type

Training

Role

Medicines counter
assistant (MCA)

A person who has satisfactorily completed o
is undertaking an accredited programme of
training for work in support of the sale of ner
prescription medicines, the receipt of
prescriptions, the handing out of completed
dispensed items and the provision ahace
on health matters.

Involved in the sale of over th
counter medicines, working undg
the supervision of a pharmacist
community pharmacy

Dispensing assistant
(DA) (other common
terms: dispenser,
pharmacy assistaht

A person involved in a rangé pharmacy
support activities covered by the 2005
minimum competence requirements

Involved in a range of duties
working under the supervision of
pharmacist. Assists the pharmaci
and PT with the dispensing proce

Pharmacy technician
(PT)

A persorwho holds a Pharmacy Services
Scottish/National Vocational Qualification
(S/NVQ) level 3 qualification or a qualificatig
that has been previously recognised by
employers as a valid qualifitan for
pharmacy technicians.

Working under the supervision af
pharmacist. Involved in thé
preparation and supply o
medicines and other healthcar
products and the provision 0
guidance on taking medicines t
patients

Accredited/accuracy
checking technician
(ACT)

Accredited/accuracy checking gualification.

Checkthe accuracy of dispense
items (e.g. right medication ha
been selected, the dosage is
prescribed)

The Governmenit and the professional bodif believe that effective use of pharmacy support staff
and role expansion will enable pharmacists to takeextended role activities to support patients with

their medicines and general health.

Pharmacy support staff have been recognised to play an integral role in the delivery of primary care,

and are often the first (and commonly the only) contact commupharmacy customers make when
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collecting prescriptions, seeking advice or purcha€hi@medicine$®. They als play an important
role in supporting the pharmacist in their dispensing and checking roles, thus freeing up time for

pharmacists to spend on clinical tasks 112

A small body of work has been published aimed at understanding the role and contributions of support
staff in community pharmacies in the UK. Existing research is relatively small scale and much of it has
focused on the role dMCAs in providing advice to patients about the purchase of appropriate OTC
medicines®. Other studies have explored the impact of pharmacy technicians (PTs) on pharmacists'

workloads,

Early research (preontract change) conducted by Mullen al'* explored the role of support staff
within community pharmacies. They found a series of distinct working patterhs faresent in the
community pharmacies included in the study. While some of these working patterns were efficient,
they found cases where staff worked beyond their qualification level or in contrast, felt disempowered
because more senior staff were reluntao delegate work. The authors made recommendations to
seek to utilise the skills of pharmacy technicians more appropriafetyore recent study, however

hasreported a willingness of pharmacists to delegate wiwlsupport staft'>.

In 2008 Schafheutlet all® reported on DoH commissioned researchhey aimed to collect
information on pharmacy support staff, develop a demographic profile of the group and their roles,
obtain data on their background, education and qualifications, and explore their trainim@g&sns

and career ambitions.

The study revealed that the vast majority of support staff employed within the community pharmacies
surveyed, were female and approximately ethdrd of them worked partime. The authors identified

two distinct groups of goport staff. The first comprised mature women with few formal qualifications
and no background in science. They did not necessarily plan a career in community pharmacy and
were less likely to have obtained a dispensary qualification or, indeed, did nut tavaindertake

further training. The second group were younger support staff, often with some background in
science, such as GCSEs-hexels in scientific subjects. This group had often obtained a dispensary
gualification (DA or PT) and were attractdyy the opportunities for further training, formal

qualifications and career progression.

The study also reported that many of the respondents were{stagding members of staff who were

satisfied with their jobs and generally intended to remain with tleeirrent employers. This finding is

of significant importance since it has been reported that staff attitude and ethos are known to affect

both success of treatmeHfl Y R dza SNR& OK2A 0SS 2F ¢ K8 RBthetmbrel O0S & a
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pharmacy services by customers, negating one of the most beneficial features of community

pharmeaciesc that of accessibility.

¢CKSNBE FNB | avYlff ydzYoSNI 2F aiGdzZRASaA NBLRNIAYy3 2y
in service provision. Sheridan and Cronin, reported that support staff have a generally positive attitude
towards being invaled in service provision and many who are currently providing services are happy

to do sd'® A later study examined the involvemeantd attitudes of 1975 UK community pharmacy

support staff in the delivery of services to drug misuset® Jtudy revealegbositive attitudes of

support staff towardghe provision of services fairug misusersand a willingness to undertake

service spedfic training''®. However, of the pharmacy support stgéfoviding services to drug

misusers, less than orguarter had undertaken training. The research did regiort on the reasons

for this but earlier studies have identified the following barriers to pharmacy staff trattitg;

insufficient time in the staff working day, no relevant courses available locallyingalreld during

a0l ¥FFQa FNBS GAYST (22 FIFENI G2 GNIXAyAy3a @SydsSz A
employer/pharmacy department, and staff undertaking training felt isolated and unsupported,

particularly when completing distandearning training.

Significantly, research exploring the attitudes of pharmacists towards support staff has identified that
pharmacists have problems delegating to appropriate members of Stafbespite being willing to

delegate parts of the dispensing proc&ssit has been reported that pharmacists continue to carry

out tasks, which could be performed by technicians or AE¥4!?°, Bradleyet al*3provide possible
explanations for this in their study exploring pharmacist opinion for greater utilisation of pharmacy
adzLIL2 NI adl FF Ay Of dzR AuyttAnceQe r¥liNguishcantdol andkcbniidrnk abaul G 4 Q |

knowing and trusting the competencies of support staff.

Recommendations to policy makers and professional bodies have surfaced from various related
studies; factors such as staffing levels, $kik and tle culture of the pharmacy should be taken into

consideration when extending the role and services in community pharfaéy/

2.7 TheHLPproject

The White PaperPharmacy in England: building on strengths, delivetfiegfuture’, described the
role community pharmacy could play in supporting public health through becoming healthy living
OSyuNBaod wSO2YYSYyRIFUA2YyEd ¢6SNB YIRS (G2 AYyONBI as

health, prevention and early detection of disease and managing patients witktédomgconditions.
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Table2.4 Supporting research employed to inform the design of the HLP tffodel

Review of thenational evidence for the effectiveness of community pharmacy interventions

Development of specifications, performance measures and accreditation options for the delivery of s
and components included in the model

Identification of indicators thatmay be employed to differentiate progress within the model

Identification of outcome criteria that may be employed to evaluate the effectiveness of the model

Exploration of the needs, expectations and perceptions of the profession, other healthcéesgpomals and
the public have of community pharmacy

Understanding the barriers to change and appropriate facilitators

Identifying appropriate specifications for premises and a comprehensive accreditation framework

The HLP model is based on a tienedarfework that is designed to quality assure the delivery of specific
services to meet the local public health demahds consists of three levels of advancing service
provision, each level underpinned by several key principles. Firstly, the services are tailored to local
health needs with the aim of reducing health inequalities by improving health and wellbeing outcomes

in their communities. Secondly, a HLP builds on existing core pharmacy services (Essential and
Advanced) with a series of Enhanced Services. Finally, the delivery of services is supported by three
enablers: workforce development, with the introductiontafalth living champions (HLCs); premises

fit for purpose, with a dedicated health promotion area; and local stakeholder engagement, including

local GPs and members of the public.

NHS Portsmouth arranged a stakeholder engagement event in August 200%designvolve all the
community pharmacy teams across the city in the development of the HLP initiative. Attendees were
SyO02dzNy 3SR (12 O2y i iNAO0dziS GKSANI ARSI & 2 Fbeg KI G |
services would be accessible to tbestomers using these pharmacies. An informed model for HLP

was launched in December 2009, through publication of a local HLP prosBectus

Community pharmacies were invited to apply to be Level 1 HLPs, which required participation in the
following services: wellbeing and selre including active health promotion campaigns, optimising
medicines including delivering targeted respiratory M@uks Usage Reviews (MURS) and providing

enhanced services including smoking cessation and at least one other enhanced service.
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The full accreditation criteria are detailed in Table 2.5.

Table25 Accreditaton criteria Level HLP?°

Criteria:AHLP

1 Consistently delivers a range of health and vieling services to a high quality. Every interactior
GKS LIKINXYIOe aKz2dzZ R 6S aSSy a Iy 2L} NIdz
O2y il OG O2dzyi Qo

1 Has achieved defined quality criteriequirements and met productivity targets linked to local hea
needs e.g. the number of successful Stop Smoking quits at 4 weeks

1 Has a team that proactively promotes health and vixding and proactively offers brief advice in
range of health issuesuich as smoking, physical activity, sexual health, healthy eating and alc

1 Has a minimum of one Health Champion (also known as Healthy Living Champion), who has 3
the Understanding Health Improvement Level 2 Royal Society of Public Healtth. avaar HLC i
proactive in promoting health and wellbeing messages, signposts the public to appropriate s¢
FyYyR Syl ofSa |yR adzZll2Nlia G4KS GSIY Ay RSY?

1 Has premises that are fit for purpose for promoting health and el messages as well
delivering commissioned services. The consultation room should be equipped approp
depending on the services offered.

1 Engages with the local community and other health and social care professionals

Is recognisable to thpublic through the display of the HLP logo

1 Leadership training undertaken by an individual involved in a leadership or management posi
that they can support the development of the pharmacy team and change from providing reg
to proactive healthinterventions.

=
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must become a qualified Healthy Living Champion (HLC). This is an individual with an interest in the
area of public health and a commitment the HLP concept; they are required to undertake an
attendancebased qualification in understanding healtlmgrovement, as accredited by the Royal

Society for Public Heaf®. The HLC has a role in cascading information about health and wellbeing

onto the rest of the pharmacy team and signposting individuals to appropriate ssnaad

resource$.,

Further to this a minimum of one member of the pharmacy team isiireg to attend a leadership
training course provided by the PCT, which involves elements of effective time management, and

development of delegation and consultation skills.

2.8 Demographyof Portsmouth

Portsmouth is a port city on the south coastkrigland. It holds a population of approximately 207,
000 people. This equates to 5,100 people living in every square kilometre, which is eleven times more
than the regional average. The city is predominantly white in terms of ethnicity, with 84% of the

population belonging to this ethnic groug?
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The following dta were extracted from the 2012 Health Profile of Portsmdgith

1 The health of people is generally worse than the England average. Deprivation is higher than
average ad about 9,200 children live in poverty.

9 Life expectancy for men is lower than the England average. Life expectancy for men is 10.8

years lower and 6.1 years lower for women in the most deprived areas of Portsmouth than in

the least deprived areas. Appraxately 45% of this difference is due to vascular disease

major priority in the city.

Levels of teenage pregnancy and smoking in pregnancy are worse than the England average.

More than 1,300 people are problem drug users.

9AGAYIGSR tS@Sta 2F |RdzZ 0 WKSIfdGKe SFGAy3Q
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Rates of sexually transmitted infections, smoking related deaths and hospital stays for alcohol
related harm are worse than the England average.
9 Priorities in Portnouth include reducing harm caused by alcohol, reducing smoking, teenage

pregnancy, substance misuse and tackling health inequalities.

Faced with these significant public health challenges, health commissioners in Portsmouth saw that
community pharmacist could play a larger role in promoting healthy living and improving delivery of

related service®.

At the time of introducing the HLP project, there we2 community pharmacies in Portsmotith
The breakdownof these pharmacies include Xfultiples (greater than 200 outlets], large chain
(more than 20 outlets but less than 208)belonging to amall chain of pharmacies (20 outlets or less
but more than 5) and6é independen contractors (5 outlets or less)These figures reflect the

community pharmacy market makeup within Great Britéin

Pharmacy contractors are required to provide the essential services set in the NHS Pharmaceutical
and Local Pharmaceutical Regulation 2013, and may choose to provide one or more of the advanced
services set out in the Pharmaceutical Services Advanced and Enhanced Services Directions 2013. The
2013 directions also set out the enhanced services, whiely e commissioned from pharmacy

contractors®.

Before F' April 2013, Primary Care Trusts (PCTs) commissioned enhanced services from pharmacy
contractors in line with the needs of their population. From April 2013, those public health
enhanced services previously commissioned by PCTs transferred to |dualitteg. The remaining
enhanced services may be commissioned by the NHS Commissioning Board, also known as NHS

England.
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In 2009, at the time of the HLP pilot, the commissioning of pharmacy services was managed by
Portsmouth PCT. Services were commissidinem community pharmacies depending on the health
need within the local area; and the capability and reliability of the pharmacy to deliver the services.

Portsmouth PCT agreed to support the HLP pilot, committing to the foll&%ing

1 Support (with the provision of badkl and cefacilitating) members of the pharmacy to
becomeHLG

1 Providing training for the delivery of the smoking cessation scheme

1 Providing leadership training for pharmacy managers and pharmacists onogawe the
workforce and primary care management

91 Providing training on delivering medicines reviews specific to patients with respiratory disease

1 Delivering regular communication through HLP newsletters

f wSO23ayAraiya O02YYdzyAdGe LIKI My IHOPE Saect; Hndedhd S Y Sy
accreditation awards and sharing case studies of good practice

1 Engaging the public and other healthcare professionals in promoting the project.
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2.9 Evaluation ofthe HLPproject

In order to explore the success or failure b&tHLP initiative as a sustainable model for the delivery
of public health services within community pharmacies, this project investigated the following broad

research questions:

1 What were the experiences and views of community pharmacy staff on therimeplation

process of the HLP project within the community pharmacies in Portsmouth?

1 As perceived by the community pharmacy staff, what were the major influences and specific
factors associated with implementing the HLP project within the community pharmacies in

Portsmouth?

1 As perceived by the community pharmacy staff, can an evidbased intervention

contribute to the sustained involvement of community pharmacies in the HLP project?
1 As perceived by the community pharmacy staff, teHLP project facilitate the sustained

involvement of community pharmacies in activities to promdie health of their local

communities?
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Chapter 3 : The implementation of the HLP project in
0T OOO0I | OOEGO Al i i 01 EOU PEAOI AAEAO

3.1 Introduction

This chapter beginsy describinghe reasons fothe need to evaluate thélLPproject. The literature
discussing the implementation of health innovations in various settings is then explored and
contextualised in relation to the implementation of the HLP project. Through the use of semi
structured interviews, the implementation afie HLP project is investigated from the perspective of
various pharmacy staff.nEse data are then analysed with reference to the theoretical models of

implementing innovation in healthcare settings.

The process of evaluation is guided by the Genenxdmentation Framework (GRS, an overarching
framework that collates and illustrates the core implementation concepts. Specific models or theories
are employed to tailor the GIF to evaluate each concept. This chapter provides further dethds of

GIF and outlines the models or theories selected to evaluate each concept.

3.1.1The need toevaluatethe HLPproject

The shift in community pharmacy services has resulted because of factors such as increased
prevalence of drugelated morbidity andnortality'*’, escalating costs of healthcare delivery due to
demographic chargs and technological advancements and increasestome& Q RSYl yRAZ
preferences and expectatiof¥, as well as the subsequent healthcare policy to address these issues.

The new roles for pharmacists have evolved in parallel with evidbased medicin&®; further to

this there is a significant body of evidence that demonstrates that medicine use in practice is less than
optimal to the detriment of patient outcomé& 42 As new professional services and practices evolve,

there is a need to demonstrate evidence of their benefit and to identify strategies to promote their

embeddingin every day practicé® 139 143

Often what is needed is local evidence that demonstrates the need for a new service or different
method of service delively® 144 145 Such evidence is provided through pharmacy practice research
which can infom policy through demonstrating the value or feasibility of the potential new roles and
service$* 146148 This places pharmacy practice research as a driver for establishing new pharmacy
services and innovative delivery appathes by justifying the need, effectiveness and the value of

these innovative practicé® 144 148 Therefore, pharmacy practice research is essential to the
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advancement of the pharmacy profession and provides the evidence of benefit for new and existing

practiceH3 144,147

The 2013Royal Pharmaceutical Society (RPS) replunty or never: Shaping pharmacy for the fufdre
concluded that pharmacy faced a significant challenge in making a case (and hence being
commissioned and funded) for the provision of a greater degree of patient services aimed at improving
the use of medicines and helping addsewide NH®vide service problems . The report went on to
state, that it was vital that pharmacy as a profession found clear and accessible ways of expressing

what it can and should be giving by way of additional patient services.

In line with this, recenfigures from the Health and Social Care Information Centre show that the
number of local enhanced services provided by community pharmacies has been falling since the start
of 2010, sharply reversing an earlier upward tr&dThis may suggest that community pharmacy is

not fully capitalising on its highlyained professional workforce, local and accessible premises, and
understanding of local communities in effing commissioners a range of pharmaceutical services that

can contribute to the solution for the wider NHS concerns. Alternatively, it has also been proposed
that since the change in the commissioning structure of local enhanced services from Prineary Car
Trust (PCT) to Clinical Commissioning Groups (CCG) and Local Authorities (LA), the complexity of
commissioning has been more complex and can act as a barrier for the integration of community

pharmacy services alongside general praétice

The HLPproject offers an innovative framework for the delivery of additional services, including
disease prevention services atfte promotion of healthy living. An evaluation of this framework is
necessary to identify its ability to move the profession forward towards a future focused on care

delivery, and influencing care commissioners, as recommended by the aforementioned BIFS. rep

3.1.2The implementation of theHLPproject

The HLRproject was developed in Portsmouth in 2009 with support from tte#dDthe Director of
Public Health for Portsmouth and the Local Portsmouth Pharmaceutical Committee.
A research team, based at Portsmouth University, conducted a systematic analysigdtiatel
published research on the potential for and impact of delivery of HLP services, which informed the
initial Portsmouth HLP framework. This work allowed research evidence to inform the services to be

offered in the framework and how these serviazaild be deliveret!
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The implementation of the HLP project included appropriatehskiling members of the pharmacy
workforce and promoting the initiative to both the public and other health providers. An overview of

the Portsmouth HLP implementation strategy was published in a Portsmouth HLP pro&pectus

3.1.3Defining professionakervices in community pharmacy

The transition of community pharmacy practice from a focus on dispensing to one that embraces
professional pharmacy service delivery is compslex’he area of implementing innovative health
services has been researched to identify optimal implemeatastrategies that may be considered

to inform future design and commissioning of professional pharmacy services.

Moullin et al. argued that in order to fully appreciate the factors which contribute to the successful
implementation of a pharmacy service, broader definition of what constitutes a professional
pharmacy service is needed, that acknowledges the wider role that community pharmacies play in

healthcaré®2 The following definition was proposed:

A professional pharmacy service has been defined as an action or a set of actions undertaken in or
organised by a pharmacy, delivered by a pharmacisitieer health practitioner, who applies their
specialised health knowledge personally or via an intermediary, with a patient/client, population or
other health professional, to optimise the process of care, with the aim to improve health outcomes

and the walue of healthcar®?

This definition contributes to a holistic understanding of the role and valwemmunity pharmacies
within a healthcare system, both working as an independent entity and as a collective network.
Furthermore, applying this definition facilitates the recognition of community pharmacy professional
services as being diverse in theiesign and complex in their implementation. Significantly, this
definition acknowledgethat a professional pharmacy service is not restricted to bdiiyered by a
pharmacist but also may be performed mther health practitionersthereby recognisinge role of
non-pharmacist members of the pharmacy team. Moreover, a pharns&tyice must involve the
application ofspecialised health knowledgevhich appreciates the requirement for appropriate
training and educatiol® >4 Finally, the definition asserts that an interiact takes place either
personally or via an intermedigriy either case this highlights the necessity to be able to communicate

effectively with a wide spectrum of people in order to deticommunity pharmacy services.

Since the activities included in the HLP project require specialist health knowledge, interaction with

customers and are delivered by ay member of the pharmacy team, it can be concluded that those
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services delivered through the HLP project, can be cleds#s pharmacy services. Thus, in the
pursuing sections of this chapter, the HLP project will be discussed in the context of an innovation

within a healthcare setting.

3.1.4Innovation in healthcare

Innovation is defined as the intentional introductiand application of ideas, processes, technologies,
medicines, and servick8( K & I NBE LISNOSAGSR (2 o0 Siol¥/Rldptbn 12 GKS
here is defined as the deai to make use of an innovation by individuals, groups or organisatfons
Implementation relates to putting innovations into routine practie!®’ It has been argued that

adoption of innovation requires changes in behaviours and characteristics, on the part of the
individual or organisation, should external changes (either individual or organisational) be responsible

for driving the process.

Innovation research has three key elements: context, content and prdces® Context is further

categorised into elements which are inter@aid those which are external. Internal context relates to
2NBIFYyA&FGA2Yy It O2yRAGA Byfar extirBpiefirBohNdtiorf far chartge ank S A y F
At oAt AGE 2F NBaz2d2NDOSad /2yRAGAZ2Yy A 2d#aARS fF
160 thesemay include public demand and@rnment policies. Content refers to identifying features

of innovations that are likely to be associated with the innovation awoptiecision by the adopting

unit, for example the cost of introducing the innovation and the potential training reqtfitedrhe

phases through which a system or individual adopts an innovation and the key players involved, relates

G2 0KS PYPINRP O0Sa3aQ

It has been proposed that an understanding andrappiate management of these key elements is

critical to the successful implementation of an innovatfénFurther to this, it has been reported that
KSFHfGKOFNBE LINFYOGAGA2YSNARAQ TFlLAfdz2NBE (2 &dz00SaaT¥dz
consideration of contextual and process dimensions of practice chzZntfé The use of theoretical

models can be used as implementation frameworks to identify the key elements of innovation

adoption that should be considered.
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3.1.5Models and frameworks for change

It is widely recognised that resistance to change is a common phenorfénddumerous
interventions found to be viable in health services research studies fail to atensto meaningful

patient care outcomes. In fact, it has been reportdtt two-i KA NRa 2 F dffoiBEtoy A al (A ;
implement change fdit>. Barriers to implementation may arise at multiple levels of healthcare

delivery; the patient level, the provider team or group level, the organisational level, or the
market/policy level®®. Health services researchers are increasingly recognising that as well as
evaluating the summative end point health outcomes, research into the formative evaluatissdes

the extent to which implementation is effective in a specific context has a criticattdlerecognising

the factors contributing to successful implementation, it has been argued that intervention benefits

can be optimised, sustainability of the intervér can be prolonged, and dissemination of findings

into other context can be enhanc&d

Many implementation theories to promote effective implementation have been described in the
literature. The application of these theoretical models in innovation adoption research allows
researchers to systematically collect, analyse and/or interpret appropriate data in evaluating the

adoption of innovatioff?,

A comparison of the published models exessimilarity, however there is not one single model that
encompasses all of the core concepts of the implementation process. MetlihQ & ae&adSY!Il GA
review of implementation frameworks of innovations in healthé&telentified that numerous ad

potentially disparate implementation and knowledge translation frameworks are being developed

and used. The differences in the frameworks included disparate terminology and classification
concepts. With this, it was realised that implementation framekgovary in their orientation and that

it is plausible, by design or otherwise, that not all frameworks targeting a particular innovation cover

all implementation concepts. However, it was recognised that consistent elements may be
distinguished. Moulliret al.**® concluded that implementation may be summarised as involving: (1)

an innovation, and (2) a process, influenced across (3) contextual domains/levels by (4) factors (5)

strategies (6) evaluations. These concepts were defined as the following:
1 Process of implementatianThis wagecognisedo be a procesglivided into a series of

stages or stepée.g. exploration, preparation, operation, sustainability)

1 Contextual domaing Defined as groups or levels of influence and identified as the
consituents within the factors, strategies and evaluations. This means that there are sets

of factors that have an influence at various levels of the implementation process; and
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specific strategies and evaluations can be applied to each level accordingly. (e.g
intervention characteristics, outer setting, inner setting, characteristics of the individuals

involved

1 Three elementg Throughout each stage of the implementation process, three
fundamental elements were considered:
1. FactorsVariable that may affet the implementation process. Also termed facilitators

and barriers or determinants of practice.

2. StrategiesTargeted efforts (method, technique or activity) designed to enhance the use

and integration of an innovation into routine practice.

3. EvaluationsMeasures of the effects of implementation including process evaluation of
course and factors; formative evaluation of strategies, and summative evaluation of

implementation and innovation outcomes.

Moullin et al** proposed a Generic Implementation Framework (GIF) to depict the core concepts of

implementation. (Figure 3.1)

Figure 3.1 Generic Implementation Framework (GiF)

Pre-implementation

J

Process of
implementation

Post- «
implementation

Process of
implementation
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implementation
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The GIF endeavours to serve agemeral, overarching framework that groups and delineates the
principalimplementation concepts, so that it may be applied across disciplines. Illustrated though the
use of double arrows and overlapping circles, the authors point out thelinear and reursive
nature of the implementation process. Further, the model recognises that the implementation process
can be split up into various stages and/or steps. The focal point of the model is the innovation to be
implemented and encompassing the innovatiore dhe contextual domains, which can affect the
process of implementation. At each stage and for each domain of the implementation process, there
are factors, strategies and evaluations that need to be considered due to their potential impact on the

courseof implementation.

The authors point out that the GIF is not a new framework, yet rather a composite of what is
represented in most, if not all, other frameworks and that employing the GIF acts as checklist to
guarantee that the specific implementatiorframework(s) selected encompass the core

implementation concepts.

3.1.6Rational for use ofthie Generic Implementation Framework (GIF)

The GIF has been employed in this study since its skeletal structure permits the adoption of multiple
theories tofacilitate and cater for the investigation of each implementation eler®n€Considering

that the pharmacy practice literature is yet to report on the speé#fators strategiesandevaluations
encountered during the various stages of the impération process of an innovation, the GIF serves

as a model to capture and map this data in an articulate format.

To tailor the GIF to evaluate the implementation of the HLP project, it is therefore necesglagtity

implementation theory thais algned with research in pharmacy practice.

In the following sections, the implementation of the HLP project is discussed with reference to the
GIF. Theprocesses of implementation, domains, factors, strategied evaluationscited in the
literature that ae most relevant to innovation withipharmacy practicewill be explored. Specific
detail of findings from studies investigating the implementation of interventions within community

pharmacy will be included to add further context.

Table 3.1 outlines th'|ameworks and models relating to the various concepts included in the GIF that

will be described in the following sections.
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Table3.1 The frameworks and models be considered ievaluating the implementation of the HLP
project

GIF concept Framework to be considered for evaluating th
implementation of the HLP project

Process bimplementation Greenhalgtet al 1%, Moullinet al 3¢

(i.e. stagesn the implementation

process)

Contextual domains Damshrodeet al1?™®

Factors Damshrodeet al.'’%, RoydPharmaceutical Sociefy
Strategies Powellet all™, Robertset all’?

Evaluations Procteret al1™

3.1.6.1The Generic Implementation Framework (Glifpcesses of implementatioand
domains

The process of implementation and domains has been discussed by Greeshalgha a&adSY!Il GA
review of innovations in serviceraganisation¥°. In this report, Greenhalgkt al. proposed and
articulated an evidenceased model for considering the diffusion of inndeas in health service

organisations (Figure 3.2)

The model recognised many of the cited themes in the literature such as the detailed description of
innovation attributes that may contribute in identifying whether successful implementation is;likely
the significant role of social influence and the networks through which it operates; the complexity and
unpredictability of the process of implementation; organisational attributes that promote or
discourage innovation; and the challengitigresearch proess of assimilation and implementation

as routine.
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Figure 3.2 Conceptual model for considering the determinants of diffusion, dissemination, and
implementation of innovations in health service deliverg arganisation, based on a systematic

review of empirical research studiés
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Greenhalgtet al.**®included the implementation stagesithin their conceptual frameworkdffusion

and dissemination, adoption/assimilation, and implementa}iand detailed the implementation

activities which take place at each stagtmwever, there are stages identified in further studies which

are not alluded to in the Greenhalgtt al. model. The prét Y LI SYSy G GA2Y

adglr3as 27

(which includes innovation creation, refinement and impavaluation)’# and postimplementation

stage ofV & dz& ( I KoyMoréokelr, basedl On a systematic review of implementation frameworks of

innovations in healtha@!*¢, Moullinet al 3¢ proposed thatdiffusionanddisseminatiorbe combined
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information about a new innovation to increase awareness. They also suggested that the

adoption/assimilationphase be divided into two suttagesz ¥

WSELX 2N} GA2Yy QS KA

innovationdecision process, whereby the ender(s) appraise the innovation to decide whether to

FR2LIGT

FYR WLINBLI N} GA2YQ

g KA OK RS arpldidlentaignor it KS 02

operationrefers to the stage whereby the innovation is in use and is in the process of being integrated

into routine practice through active and planned approaches.
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The implementation stages thatere considered in evaluating the implementation of HLP are those
initially proposed by Greenhalgét al.and since adapted by Moullet al.for use within a healthcare
context (Table 3.2).

Table3.2 Stages and activitie®f the implementation process as articulated by Moulin étl.

Stages of implementation

Development | This stage comprises of identification or creation, synthesis, refinement of an innoy
through knowledge transfer.

Communication| The process by which people learn and share information about a new innovati
increase awareness. This may occur through diffusion, a passive untargete
unplanned means or through dissemination using planned strategies via detern
channels.

E>ploration The innovationdecision process whereby the ender(s) appraise the innovatio
concluding with a decision to either accept/adopt or reject. Involves progression th
awareness, knowledge, persuasion, opinion and decision regarding the inmrovati

Activities include assessment of relative advantage, compatibility, community, compl
risk, augmentation/support, task issues and knowledge. A decision whether or n
adopt is then made.

Preparation The course of preparation (this may apphthe innovation, individuals, organisation, log
environment and external system) prior to innovation use.

Activities include: planning procedures, organising supporting conditions, trai
community awareness and recruitment, team communication, fs@afrangements,
rearrange workflow, research requirements, assign leader.

Operation Innovation is in use and is in the process of being integrated into routine practice thi
active and planned approaches.

Activities include: improvement, adaptatiomonitoring, goal setting, ongoing trainin
integration tactics, teamwork, staffing, maintain customer demand, modification of p
and procedures.

Sustainability | Process of maintaining the innovation through continued use, integrated as ro
practice and yielding persistent benefits.

Activities include: obtaining feedback adaptation/reinvention, seeking diverse fun
streams communication, and improvement.

Since the publication of Greenhalgt ald Q& O2y OSLJidzr f Y2RStX AlG KI &
implementation science studies Damschroderet all’®, attempted to establish a Consolidated
Framework for Implementation Research (CFIR). The CFIR specifies a list of factors within general
domains that are believed to influence implementation based on the strength of their support in the
literature. Damsltroderet alQ&d / CLw LINPQGARSR FdzZNIKSN) 6§KS2NBGAC
conceptual model proposed by Greenhalkghal. Further, through their findings, Damschrodsral.
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were able to categorise and refine the content of the Greenhaglald Q a cepiual ynodel to

emphasise the domains and factors that reflect a professional consensus within healthcare settings.

The CFIR is composed of five major domainiervention characteristics, outer setting, inner setting,
characteristics of the individualsvolved in implementatiorgnd theprocess by which implementation
is accomplishedThe authors point out that these domains interact in complex ways to influence the

effectiveness of the implementation process within healthcare settings.

The first mapr domain relates to the characteristics of the intervention. Damschretlal.recognised

that when interventions are introduced to a setting, they require adaptation in order to promote
acceptance by individuals who will be affected and a strategy tgag®e individuals is needed to
enhance their implementation. The authors noted that interventions within healthcare are often
complex and multfaceted, with many interacting components, such is the case of the HLP project,
which comprises of a diverse aeditation criteria (service delivery, workforce development and

engagement with local stakeholders).

The CFIR distinguishes betweéenerandouter settings The outer settings are those features of the
external environment that might influence implemetitan. This could include the economic, political,

and social context within which an organisation resides. Since the HLP project is a Department of
Health commissioned programme, the national and local commissioning setup and local health
inequalities posesignificant external influences. The inner setting includes features of the
implementing organisation that might influence implementation, including the structural, political and
cultural contexts through which the implementation process will proceeue Thner contexts
therefore, represents many of the organisational structures, cultures, inputs and resources, and
processes and practices that characterise everyday practice and influence implementation, these may

vary from one pharmacy to the next.

Importantly, it was noted that it can often be challenging to differentiate between inner and outer

settings and this will be dependent upon the context of the implementation.

The fourth major domain is the individuals involved with the intervention and/orlémentation
LINEOS&aad ¢KS /CLw FOly26tSR3ISa (KS AyTfdSyOsS 27
carriers of cultural, organisational, professionals and individual reétd, norms, interests and
affiliations. In this study, the influencef dhe community pharmacy staff with regards to

implementation of the HLP project will be investigated.

The implementation process is the final domain whereby it has been recognised that successful

implementation usually requires an active change procesactieve individual and organisational
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level use of the intervention as designed. This domain therefore includes strategies or tactics that
might influence implementation of the HLP project (e.g. engaging appropriate individuals in the

implementation proces and use of the project)

The CFIR has since been utilised in pharmacy practice research to map implementation factors over
the various stages of implementatit/ 1’7 In investigating the implementation of the HLP project,
the CFIR five domains were usetithin the GIRo provide a pragmatic structure that unifies key

factors from pukishedimplementation theories.

3.1.6.2The Generic Implementation Framework (GFfagtors

From published implementation theories, Damschrodeal. identified a series of significant factors

that may be encountered during various levels of implementatitihrese were proposed to be
essential in supporting the five domains. Many of these factors were described in Greeahalgha
conceptual model; however the CFIR organises the factors into the five domains and also includes

factors supported in relatedessearch.

These factors have been cited in recent work examining the implementation of complex health
interventions within community pharmaéy/: ’®and will be utilised within the GIF to provide a
theoretical framework in understanding the factors that mayuahce the process of implementation

of the HLP projecflable 3.3 details the CFIR factéts
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Table3.3 The Consolidated Framework for Implement Resg@EIR)actors identified to influence
the successful implementation of an interventiGn

Domain 1: Interventiong characteristics of the intervention itself

1 Intervention source: Perception about whether intervention is externally or internally developed
1 Evidence Strength & Quality: Perception of the quality and validity of evidence supporting the bel
that the intervention will have desired outcomes

1 Relative Advantage: Perception of the advantage of implementing the intervention versus an
alternative solution
Adaptability: Degree to which an intervention can be tailored to meet the needs of an organisatio
Trialabilty: Ability to test the intervention on a small scale, and to reverse course if warranted
Complexity: Perceived difficulty of implementation
Design Quality & Packaging: Perceived excellence in how the intervention is bundled and presen
Cost: Cost oftte intervention and costs associated with implementing the intervention

omain 2:0uter Settingg factors external to the organisation

Ul|=n =a =2 —a -a

I Patient Needs & Resources: Extent to which patient needs are accurately known and prioritised k
organisation

1 Cosmopolitanism: Level of connectedness and networks with other organisations

1 Peer Pressure: Competitive pressure to implement an intervention

1 External Policy & Incentives: external strategies to spread interventions, including policy and
regulations, mandtes, recommendations and guidelines, etc.

Domain 3: Inner Setting characteristics of the organisation implementing the intervention

9 Structural characteristics: Age, maturity, or size of the organisation

1 Networks & Communication: Nature and qualitywadbs of social networks and the nature and qualit
of formal and informal communications within an organisation

1 Culture: Norms, values, and basic assumptions of a given organisation

1 Implementation climate: Relative priority of implementing the currariervention versus other

competing priorities
1 Readiness for Implementation: Access to resources, knowledge, and information about the interv
Domain 4: Individuals characteristics of the individuals involved in implementation

1 Knowledge and Beligfabout Intervention: Individual staff knowledge and attitude towards the

intervention

SeiSTFAOI O&Y !y AYRAGARdzZ £t Qa 0StAST Ay GKSANJ

Individual State of Change: Phase an individual is in as he or she progosssesskilled, enthusiastic

and sustained use of the intervention

1 LYRAGARdAzZEE LRSYUGAFTAOFGAZ2Y 6AGK hNBFYAAlIGAZ2Y
relationship and degree of commitment to the organisation

9 Other Personal Attributes: Pswnal traits such as tolerance of ambiguity, intellectual ability,
motivation, etc.

Domain 5: Procesg processes of implementation

f
f

Planning: Planning for the implementation

Engaging: Engaging individuals in implementation processes

Executing: Executirthe implementation plan

Reflecting & Evaluating: Reflecting and evaluating the progress of implementation

=a =4 —a -8

Importantly, there issimilaritybetween those factors discussed in the CFIR and the factors identified
to affect the implementation of innovation in community pharmacy. These factors have been well

documented and were summarised in the 20@BSeport of the Commission On Future Mod€&$
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Care Delivered Through Pharm#cyThe report discussed the perted barriers to implementing
innovation and new models of caiavolving pharmacy (Table 3.4harmacy being marginalised
within the NHS affectxan be seen as theilevel of connectedness and networks with other
organisations(cosmopolitanisn); poor public understanding lack of leadershipand inadequate
commissioning ardéinked to the external policand incentivegesponsible for developing strategies

to increase awareness ofterventionsand the failure of the profession to influence such policidse

lack of a structured development pathway and profession isolation may be linked to inner and outer
settings as well as individual characteristics such as the individual state of change, the implementation

climate and external incentives.

Table3.4 RPSeported barriers to implementing innovation in community pharracy

Reported barrier

Pharmacy is marginalised within the NHS

Poor public understanding of the role of pharmacists

Pharmacy lacks leaderships and consistent vision

Pharmacy needs a more structurddvelopment pathway

Community pharmacists are often professionally isolated

Pharmacy services are not well commissioned

3.1.6.3The Generic Implementation Framework (GHBf)ategies

To overcome recognised barriers to the implementation process, researchers have proposed
theorised facilitators as well as reporting on tested strategies employed to enhance implementation.
In the area of community pharmacy, the concept of developing atjias to facilitate change is a less
well-developed area. Robertst al. conducted a review of the literature to investigate the specific

facilitators of change in the implementation of community pharmacy ser¥ites

The identified facilitators were split into twcategories: individual and organisations. (Table 3.5)
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Table35 Facilitators of change in community pharm&@éy

Individual facilitators

1 Pharmacist competence 1 Professional satisfaction
f Education and training for pharmaegsistants| § t KI NXY I OA&adaQ (y2¢f SR13
1 Education and training for pharmacists services
f  Communication skills f PH NXYIOAAaGA&Q | seriides dzRS a
f Motivation f t KF N)YI O¥Xidelica @ alligyyo provide
1 Leadership skills services
1 Autonomy
1 Attitude of pharmacy staff
Organisational facilitators
1 Physical environment e.g. adequate 1 Interaction with other pharmacists
space/privacy and workflow 1  Support for management
1 Culture of the pharmacy 1 Access to reference literature
1 Remuneration/incentives 1 Pharmacistcustomerrelationship
1 Sufficient and qualified stafffmanpower 1 Marketing
1 Use of pharmacytechnicians 1 Support from préessional organisations and/or
1 Delegation of tasks Government
1 Innovative practice orientation 1 Low scriptvolume
1 Customerdemands/expectations 1 Legislation requiring or supporting provision of
1 Relationships with doctors services
1 Equipment and technology e.g. computers | 1 Attitude/perception of doctors
1 Access to patient information/records 1 Attitude/perception ofcustomes
1 Documentation system 1 Examples from leading practitioners
1 Profile within local community 1 External advisors or mentors
1 Attention for special patient groups 1 Evidence of benefits of services
1 Use of protocols

Further to this, Powelét al.l”® presented a list of implementation enabling strategies based on a
review of the healthcare
recommendation¥’®. The compilation is grouped into six key implementation processes: planning,
educating, financing, restructuring, managing quality, and attenttiriige policy context. The authors
suggest that their findings can serve as a reference to stakeholders who wish to implement clinical
innovations in healthcare. The facilitators identified by Robetrtd. resonate strongly with Powegit

ald Qa

as articulated by Powedt al.

Roberts et al. also identified that despite recognition of these facilitators, researchers and
commissioners have continued to focus ommigneration as the single most important factor in

introducing innovation in community pharmacy with little consideration to other factors.
Furthermore, the authors highlight that a large majority of studies reporting on the implementation

process of commuh i & LIKI NXY I O& Ay@2t SR Wt

literature which has since been

T hoydveér they &vere not mapped to the specific phases of the implementation process,

aSNWAOSa KI @S
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facilitators.

The literature which discusses designing strategies to achieae facilitators acknowledges that
implementing pharmaceutical care programmes that attempt to address individual factors in isolation
will not be successfti’. Change management research supports this notion in recognising that an
understanding of social trends and forces affecting an organisation is essential in facilitating effective

change management™.

Powell et all™ list of implementation enabling strategies was used to aid in recognising and
understanding the strategies employed to overcome barriers encountered during the impletioanta

process of the HLP project.

3.1.6.4The Generic Implementation Framework (GByaluations

The topic of how to conceptualise and evaluate successful implementation is one that has been
discussed in the literatuf& 8 It has been reported that studies of implementation use widely
varyingapproaches to measure how well an innovation is implemented. Some infer implementation
success by measuring clinical outcomes atahstomeror patient level, while other measure the
actual targets of implementation, quantifying for example the desired provider behaviours associated
with delivering the innovation. Proctoet all”® distinguished the concept of implementation
outcomes from service system outcomes and clinical treatment outcomes. The authors argue that in
making this distinction, it is possible to assess that if an innovation fails, wheth&ililve occurred
because the intervention was ineffective in the new setting, or if a good intervention was deployed
incorrectly. In reviewing and discussing the literature, the authors formed a working taxonomy of
implementation outcomes: acceptability, daption, appropriateness, feasibility, fidelity,
implementation cost, penetration and sustainability. Using these implementation outcomes, it is
proposed that the success of implementation may be modelled and tested thus facilitating the design
of informedstrategies to increase provider acceptance, improve penetration, reduce implementation

costs, and achieve sustainability of the innovation being implemented.
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3.1.7Summary of models to be used within the GIF in evaluating the implementation of
HLP

Sections 3.1.6.1 to 3.1.6.4 have discussed conceptual models that may be used to tailor the GIF for

the evaluating the implementation of the HLP project.

The conceptual models selected for guiding the evaluation the various elements of the GIF in this

studyare summarised in Table 3.6.

Table3.6 The conceptual models selected to use within the GIF for guiding the evaluation of the HLP
implementation.

GIF concept Framework to be considered fogvaluating the implementation of the
HLP project

Process of implementation Greenhalghet al., Moullin et al. (Exploration, preparation, operation
sustainability

Contextual domains Damschroder et al® QConsolidated Framework for Implementatio

(influences) Researci{CFIRJIntervention characteristics, outer setting, inner settin

characteristics of the individuals involved, process by wt
implementation is accomplished

Factors Those listed under the domains witHrmmschrodeeet al® Gansolidated
Framework for Implementation Research (CFIR)

Strategies Powellet al. list of implementation enabling strategies
Evaluation Proctoret al. working taxonomy of implementation outcomes

3.1.8Aim and objectives

The work undertakenin thischapteraimed to exploré¢he implementation process of the HLP within
t 2NIaY2dziKQa O2YYdzyAide LIKIFNYIFEOASaAad ¢KS 02y OSLIia

were used in order to tailor a set of frameworks for the implementation process.

The research hathe following obgctives:

f To identify theextent 6+ & GKS 1 [t LINRP2SOG AYLX SYSYGSR
pharmacies

1 To investigatehe reported implementation activitiesndertaken within the pharmacies.

1 To identifythe reportedchallenges encountered in the implemetitmn of the projectand
how do these compare to those included in Damschradeald Qa . / CL w

1 To identify thestrategies were employed to enhae the implementation process.

1 To identifythe influences associated withéhimplementation of the project.
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3.2 Methodology

The research aimsignal the endeavour to explore experiences and vjemtsich stem from an
observable, objective reality, this study is situated within the critical realist paradigm. Critical realism
highlights how, similarly to positivism, critical realism acknowledges an objective and intransitive
reality which occurs indegmdently of our knowledge. Forming part of this reality are the people,
structures, norms, events and mechanisms within society which have independent and causal

powers®4,

Critical ealism is appropriate for thistudy as it views reality asomplex andmultiple rational; it
recogniseshe significant role of agency and structural factors that influence human behaviour, which

can be explained through the use of qualitative research methGdsical ealismpostulates that

there is anintransitiveworld that is real, and #&ansitivetake on the world through the perceptions

FYR (GKS2NASa (KFd AYRAGARdAzZ fa RSOSt2L) Fo-2dzi Al
influenced by factors such as individual values and ideas, interactions, experigntesraexts,

GKAOK AYyS@AaGlrote AyFtdzsSyOS ¢KIYE ThafocusdNxBtizall SR | y
realist approach therefore involves investigating the mechanisms and structure underlying perceived
events and identifying significant relahships or tendencies between phenome®aloptinga critical
realistapproachacknowledges that causal mechanisms are facilitated or hindered by human agency,

and the time and social context in which they operdtereforeA Y 2 NRSNJ (12 R &S SNXYA Y S
0Saldz F2NJI 6K2 YR dzy RSN 6KI G OANDdzyaidlyoOSaKé A
those facilitating and constraining contexts in which they eXtsiamination of dta collected by

various qualitative methods such as sestructured interviews or giestionnairescan be used to

facilitate this approacf®,

Thisfollowing sections reviewthe methodology and methods that were applied throughout the
research reported in this chapter of the thesis. A summary of the approaches to data collection and
generation, analysis and interpretation of findings are presented along with reasons faldotien

of such approaches as well as their shortcomings, where appropriate.

3.2.1Methods overview

¢tKA&a &adddzRe 3IFGIKSNBR G(GKS @ASga 2F GIFNA2dza O02YYdz
community pharmacies in order to evaluate the research goestin Section 3.1.7. These pharmacy

staff included pharmacy owners, pharmacy managers, employee pharmacists, pharmacy technicians,

dispensers and medicines counter assistants.
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The study followed a qualitative evaluation research approach, where datacediested from one

to-one semistructured interviews. These interviews were transcribed verbatim and subject to
framework analysis; a pragmatic approach for considering practice related questions and providing an
intuitive means of organising qualitatigata. Evaluation research is action orientated and conducted

to determine value or impact, with a view to making recommendations for improvetffeaind as

such is conducted within the political and organisational context of the appropriate Séttiti§ The
research method aims to regsent the range of perspectives of those who are directly involved in the
implementation and delivery of the HLP project and places emphasis on ascertaining relationships

between activities and outcomé&s,

In the following sections, the methodologies selected to carry out this study are disdnsieting
their rationale and associated practicalities. Figure 3.3 illustrates an overview of the study

methodology.

Figure 3.3 Overview of study methodology to investigate the implementation and earteped
outcomes of the HLP project.

Literature review
Examination of previous research on implementation and delivery of innovative
community pharmacy services

-

Development and piloting of the data collection instrument
A semi-structured interview schedule was developed to be used in data
collection.

¥

Sampling and recruitment
Recruitment of participants from a purposively drawn sample of pharmacy staff.

v

Data collection Data analysis
Audio-recorded, qualitative, semi-structured, one-to-one Verbatim transcripts were subiect to
interviews was the method utilised Framework analysis using Nvivo9

.

Interpretation of results
Gathering of themes and categories and
identification of common issues.

3.2.2Rationale for adopting qualitative design

On assessing the problem under investigation, it was deemed that a methodology of qualitative design
was the most suited to this study. Qualitative methods have bdentified to be especially useful in

establishing relationships between events and how study subjects perceive thenftoTiéscan be
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applied to the work conducted in this chapter, whereby an innovation was the focus of the research,
about which very little is known. Individuals were interviewed to explore their experiences and
perceptions regarding the implementation of the HwRhin community pharmacy. The literature
suggests that in order to optimise opportunities for exploring views of individuals and to describe and
analyse the culture and behaviour of groups that qualitative designs should be empdfdyedt can

be argued that programme implementation involves a social element, making it necessary to
invedigate the social context in which it occurs to understand patterns and outcomes. Furthermore,
due to qualitative methods considering the full account of the many interaction effects that take place
in a dynamic setting, they are particularly appropriate €valuating healthcare service delivery,

where the methods chosen must be capable of dealing with compleRitie%

Extensive healthcare research utilises qualitative designs and its use in sulbcassiressing specific
problems within pharmacy practice have been repott&#’. Qualitative methods have enabled the
evaluation of education and training initiatives based on the views of different stakeholders and to
gather information on perceived relevance, improvements in the knowledge and skills base, changes

in practice, overall value and acceptabiti§?%2.

CKSNE INBE ONARGAOaA 2F ljdad tAGrdAGBS YSiK2ZRA 20T 3 as
findings may be based on subjective accotfit®‘and that they may provide context to what people

say as opposed to what they #& However, in order to allow for the qualitative research to be
undertaken in a transparent way, so that findings are valid and reliable, a number of strategies can be
deployed. Such measures have been adopted throughout the stages involving qualitative

methodology in this researétf.

3.2.3Rationale for the choice of data collection method

Oneto-one interview$® 20%20" have been used widely in healthcare and pharmacy practice research

AY 2NRSNJ (2 LINBPBOGARS NAOK AYyaAIK(Ga -RSLIERK QLIS 2LUI0NR I Lt
which allowsparticipants enough time to develop their own accounts of the issues important to

them?%, In semistructured approaches, the researcher uses agetermined agenda, based around

the research questions, and allows the participant to determine the kind of information produced as

per the importance to therft“.

The rationale behind employing ofte-one, semistructured interviews was that the participants
were either in fulitime or parttime employment at various locations across the city of Portsmouth

and therefore group interviews would have beemry difficult to arrange. It was found that
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interviewing participants at their place of work was the only practical way to make participation
possible. The use of orte-one, semistructured interviews enabled a focused and-depth
exploration of singledeag* 2% In addition, data collected through o#te one had the potential to
overcome group polarisation egpted in group discussions and group dynamics which have silenced

individual voice¥ 299

3.2.4Rationale for use of framework analysis

Framework analysis has been applied to similar qualitative research in the field of pharmacy practice
research where thexperiences of healthcare professionals are being investig&teééf?'2 It has

been argued that using a framework technique facilitates a more structured method of data collection
and analysis whereby a deductive approach can be taken initially (based esetpems and
objectives) and then a more indinve approach (through interpretation of original accounts and
observationsy®. Also, framework analysis promotes the identification of relationships between

various thematic sections to help organise emerging patterns and form explanations.

A signifiant benefit framework analysis offers this particular study, where there was a large volume
of data collected, is that it helps to organise the data through summarising narratives within charts
and condensing discourses, whilst maintaining a link to thgiral data. (References were made to

the original data using NVivo softwate)

The analysis encompasses five key stadgasiiliarisation of data identification of a thematic

framework indexing charting;and mapping andnterpretation(Table 3.7).

Table3.7 The five stages of the framework analysis method for data management

Stage Descriptions

1. Familiarisation of data Reading and reeading transcripts

2. ldentification of a Generating codes, concepts@themes based on research aims
thematic framework

3. Indexing Systematic apjptation of the coding framework

4. Charting Creating charts with participants across rows and themes down colum

to provide a picture othe data to beviewed by others

5. Mapping and Filling in the corresponding cells for row x column with quotes,

interpretation interpretation and/or summaries
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material is then synthesised to define the framework.

3.2.5Literature review

Prior to carrying out the study, a review of research and policy literature was conduodtecestigate
previous studies reporting on the implementation and delivery of community pharmacy services
(Chapter 2). The literature was accessed through the University of Portsmouth library resources and
facilities. Additional literature was obtaineda interlibrary loans. A search of online resources was
supplemented by a manual search and following references in material accessed, which included key
pharmacy and healthcare databases and web pagks.literature review comprised of three parts:
firstly, literature relating to the implementation of change and innovation in pharmacy practice,
secondly to the delivery of services in community pharmacy, and thirdly to specific published literature
and grey literature around the contextual backgroundtbé HLPproject. Initially, there was an
attempt to limit the literature review to material from the last ten years, however, the fact that some
texts ofhistorical interest provediseful in the understanding of contextualising recent policy changes

¢ ledto an extension of this timeframe to the last 15 years. This was particularly the case for articles
and documents that described the evolution and development of community pharmacy services. A

list of databases searched and key terms used can be foungpbiendix 3.1.

Learning derived from the literature was used in establishing a background for this study and
identifying important issues for the topic under investigation. This informed the design of the research

guestions, interview guide and analysigloé data obtained.

3.2.6Data collection

3.2.6.1Sampling and recruitment

In order to identify study subjects, purposive sampling was used, where recruitment is context
based® and sampling allows participants to be chosen from sampling based on participant
demographics or other characteristics. This stptis supported in qualitative studfé$as it enables

selection of a wide range of participants who have the potential to provide rich, relevant and diverse

data pertinent to the research questiét.
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staff fell into one of two groups; there were staff who were either, aware and actively involved in the

HLP project through undertaking or planning the activities as set out in therkd&ifa; or there were

staff who had consciously deled not to participate in the project. This included both pharmacist and
non-pharmacist memberef the community pharmacy teanNo limits were placed on the number of

potential participants since it was recognised that the process of implementation fiapétcific
challenges to individual pharmacies and has the potential to impact pharmacy staff in different ways

thereby it was deemed that additional data may generate new information

The rationale for including nepharmacist staff was to not excludeose community pharmacies
which did not have a regular employed pharmacist, since at the time of the study, national statistics

indicated that 24% of the community pharmacy workforce was loétims

Furthermore, the literature had indicated a significant contribution of 4pbiarmacist stdfin the

implementation of innovation within community pharma€§

A list of the community pharmacies, which fell within the Portsmouth City commissioned area was
2001 AYSR FTNRY GKS 02 YYA dimaky206r8 Nt nove ForsimQuECG t 2 NI a Y
Participants were recruited througkelephone contact made by the author to each cormity
pharmacy.Potential study participants wer@vited to participate verballywhereby the author

explained that the study sampl@acluded both pharmacist and ngrharmacist staff and was not

limited in the number of participantsA date for the researcher to conducthe interviews at the

pharmacy was arranged. A study information sheet and consent form, which included details about

the project, was sent by mail prior to visiting the pharmacy, once an appointment had been made. A

copy of this information sheet and consent form are shown in Appendix 3.2.

3.2.6.2Interview design

A semistructured interview schedule was developedguide the interview process since the main
purpose of employing qualitative interviewing is to reduce the potential for predetermined responses
and to explore emerging ide#& This type of schedule does not constrain the interview process as it
permits the use of alternative wording and the use obmppts in order to aid understanding and
obtain full response&® 217 If usedappropriately, this method can also contribute towards respondent
validatior?®8, in that the moderator may request to clarify meaning to reduce the potential for
misinterpretatiort'®. The interview schedule was designed to be sdaective with the inclusion of

informal operended questions to explore the views and experiences of the participants within the
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HLP project. Funnellifi§ was used to sequence the questions, whereby interviewees were initially

asked broad questions to elicit general views, this was then followed by prompts in order to generate
discussion, establish ane specific concerns or determine a context for participants to express their
views?L, Consistent vth the qualitative methodologies, the interview guide was developed to follow

an iterative process rather than a linear one, in which questions were used in a flexible way, and
NEBEF20dzaSR Ay fA3IKEG 2F LI NIAOA LI y ing synifiidbtaand? y a Sa =
noteworthy communication which changed or developed. Consequently, the interviews conducted

were focused and systematic, whereby flexibility was combined with struéfuesd thereby

facilitating the robust analysis of the data and enhanced vatdity

Four topic areas were included in the interview schedule. The lileeadiscusses that between four

and nine topic areas may be considered in the design of an interview dfauneduratior?®>. However

it was deemed that breadth and depth of topic exploration was of greater significance to investigate
and therefore the decision was made to limit the interview guide to four topic areas. A maximum one
hour interview was deemed most appropriate because participants would likely be put off by an
interview longer than this and the interviews were scheduledatke place during operating hours

and in some pharmacies multiple participants were scheduled for interviews. Secondly, the researcher
was mindful that with longer interviews the ability to obtain a complete set of data from each

participant is put at risky interviewer and participant fatigd&.

The initial design of the interview schedule was set around four key elemettie ohplementation
process. A question to provide participants the opportunity to add anything to what had been covered
in the interview was also included. This initial version of the schedule underwent a pilot and was
amended to emphasise the focus oreas of particular importance and to remove questions that did
not contribute towards achieving the aims of the study. More details about the pilot interview can be
found in Section 3.2.6.3. The questions included in the interview schedule are provideddrelghe

final version of the interview schedule is shown in Appendix 3.3.

Interview schedule:

Section 1: Addresses thexploration stage of the implementation process
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1. Can you tell me how and why you decided to engage/not engage in the HLP project
Section 2: Addresses thgreparation stage of the implementation process

2. After deciding, what were your next steps?
Section 3: Addresses theperation stage of the implementation process

3. What challenges have you faced to get to where you are with Hilh@n have you
overcome these challenges?

4. What qualities or attributes do you think are present in this pharmacy that have enabled it
to progress with HLP and how have these been supported?

5. What does it feel like to work here? What has changed to accodane the HLP project?

6. What skills have you developed in order to be able to successfully deliver the HLP role?

7. What sort of benefits do you get from being an HLP and how have you recognised this?
Section 4: Address thsustainability stage of the implenentation process

8. Would you describe HLP as routine dayday practice in your pharmacy? What barriers do

you face to sustain HLP activities or increase the range of services you offer here?

9. Any other comments.

3.2.6.3Interview pilot

The pilotinterview involved a community pharmacist, working in a pharmacy working towards HLP
accreditation. The purpose of conducting the pilot was to observe whether the questions elicited the
desired breadth and depth of resportdt.

The length of the pilot interview was 48 minutes; during this time the participant appeared motivated
and provided thorough responses to the questionsed. Moreover, this was found to be an
adequate amount of time for exploration of the key topics areas included in the schedule. Therefore
the interview schedule was kept largely unchanged with only minor amendments made to a number
of the prompts to proide further clarity, consequently it wasedmed appropriate to include these

data in the analysis.

3.2.6.4Interviews
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No incentive was provided for participation in this study. Prior to each visit to a community pharmacy,
a telephone call was made theck whether participants were present and able to undertake the
interview. The interview schedule was employed to conduct-trene faceto-face interviews in a
suitable quiet place in the pharmacy, where interruptions would be avoided; predominanthei
pharmacy consultation room or staff room. To ensure confidentiality and allow the interviewee to
speak freely about their views, a request was made to the other pharmacy staff not to enter the

consultation room or staff room whilst the interview wiking place.

The interviews began with a short introduction and explanation about the study and its purpose, and

an opportunity for study participants to ask questions about the research. Even though an information

sheet was sent to each participantigr to the interview, the researcher began each interview with

reiterating the nature and purpose of the research, reaffirming confidentiality and then sought the

LI NOHAOALI yiQa LISN¥YA&aaAiAzy G2 NBO2NR (KS&coksgri SNIDAS 4
form agreeing to participate. Interviewees were requested to speak honestly in providing their
opinions. It was made clear that there were no correct answers and that participants could withdraw

their involvement at any point. Before each intexwi, participants were requested to complete a

short questionnaire to obtain information of their demographics and place of work; this information

would be used in the analysis of the data. Once the participant had completed the questionnaire and

handed itto the researcher, the audio recorder was switched on and the interview commenced.

Following the interviews, the researcher thanked the participants for their involvement and briefly
described the next phase of the research. To ensure consistency, an interview checklist was used; this

is provided in Appendix 3.4.

After each interviewF A ST R y2(1Sa 6SNB YIRS adzyYINRaAAyYy3a GKS |
interview and any initial thoughts in apparent key themes. These notes were used to aid analysis of

the audio recording transcripts.

3.2.6.5Audio recording and transcription

PP NOAOALI yGa 6SNB AYyTF2N¥VSR (KIG dKS& ¢g2dz R y24 o
written consent was obtained prior to conducting each interview. The form used to obtain consent

can be found in Appendix 3.2. A digital audio recordingae(OLYMPUS IB8) was used to ensure

high sound quality. It has been argued that such recording devices may be perceived as intrusive and

act as a barrier in participants feeling relaxed to respond horéstilowever in the context of this

study where multiple interviews were conducted, such a recording device was deemed indispensable.
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presence of the recording device was largely ignored and therefore its effects on their responses were
believed to be minimal. The audio files from the digital recorder was downloaded to a password
protected laptop and labelled with an approgte reference code. Later the audio file was transcribed

verbatim by the author using NVivo QSR 9 software. A second member of the research team checked

the transcriptions for accuracy. Care was taken to include all verbal communication aramah

gesures in the transcriptions. To ensure anonymity, identifiable information within the transcript was

removed and a relevant participant reference number was assigned to each of the participants.

68



3.2.7Data analysis

3.2.7.10verview of data analysis

The data set was subject to framework analysis in a way consistent with previous qualitative’éfudies

22622 The process of Framework Analysis was iterative, rather than comprising fivensiajstages,

and involved successive analyses over several months. The five stages and associated practical details,

are summarisedh Table 3.6.

The first phase of the framework methodology was familiarisation of the raw data by listening to the
audio, to confirm accuracy of the transcripts, and to note key ideas and recurrent themes. Secondly,
the stages of the implementation process were used as the overarching themes (according to the
definitions provided in Table 3.2) and were input into a framewoatrix. The data were then coded
under the appropriate theme. For example, often, during the implementation process, innovation
champions are appointed within a leadership role; the literature recognises this as an implementation
activity!°that takes place during thegreparationphase of implementation. Thus in a process referred

to asindexing this activity may be categorised as such, [actigisgign leaddr under the overarching

preparationtheme within the framework matrix.

Within the framework matrix, each column is a theme (in this study, the stages of implementation
shall be used as themes) and each row a case (study particflaRr the purpose of simplifying the
data in this study, each case represented a single community pharmacy, ratherathsingle
respondent. To facilitate this, the data from interviews of staff employed at the same pharmacy were

combined.

Thematic analysis was performed on the data under each stage of implementation to identify the
steps/activities and influences ondlprocess of implementatig? 23t This analysis was performed

by open coding the transcript lidgy-line, using a constant comparison approach of the interviews,

dzy At SFHOK AYGSNDASSQE RIGI 638 N®B stahesRabdhe ké) NB & &

activities and influences in the implementation process emerged.

Additional codes were added as the data extraction continued, allowing the framework to be
developed furthef®s. The interpretation of the chart was used to confirm the implementation process,

the influences ad their relationship$®: 23!
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A secondary analysis was performed to examine diseussedactors, strategiesand evaluations
implementation concepts included in the Generic Implementation Framewdtktablished

implementation framewaeks, as cited in section 3.1.6, were referred to support this analysis.
Factors were assessed at each stage of implementation using thE°CFIR

The reported strategies utiliseih overcome implementation challenges were considered using the
PowellS (i listoffirpiementation strategié$L.

3.2.8Ethicalapproval

This research received a favourable opinion from the Portsmouth NHS Local Research Ethics
Committee (ref 10H0501/6) 22/01/10 (Annexe 1).
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3.3Results

The purposive sampling meant that the participants of shedy included both pharmacist and non
pharmacist staff in all of the community pharmacies in Portsmouth. This strategy resulted in good
representation of the various types of pharmacies located in the city (TabletS3a}.from 32 of 36
community pharnacies in Portsmouth consented to be interviewed; those plaies in which staff
declined to participate in the study had showo engagement with the HLP projedte number of
community pharmacy staff interviewed was determined by conveniergkavailabity, since many
community pharmacy staff aremployed on a paitime basis; additionallthe demands on pharmacy

staff time vary according to customeeeds which often do not follow distinct trend total, 38
interviews were conducted with pharmacya#f between November 2011 and February 2012, as
detailed inTables 3.8 and 3.9. In some pharmacies, both the pharmacist and the HLC or another
member of pharmacysupport staff werenterviewed. Two HLCs were employed by pharmacies that
were working towards achieving their HaEcreditation by demonstrating adequate service provision
FYR a0FFF GNIAYAYy3I o00#XN& 008 QRITAVIES AR Soyis).a FIA ISINY :

The interviews ranged in length from 20 to 35 minutes.

Table3.8 The type of pharmacy at which interviewed staff were employed

Pharmacies Totals HLP accredite@HLP) Non-HLP accredited
Independents 11 7 4
Multiples 21 10 11
Total 32 17 15
Table3.9 Details of the job role of the staff interviewed
Staff HLP accredited Non-HLP accredited Total
pharmacy(HLP) pharmacy(nHLP)

Pharmacis{P) 14 11 25
HLC 9?2 20 11
Non-HLC support staff 0 2° 2
Total 23 15 38

aConsisting of three medicines counter assistants sirdlispensing assistants
b Consisting of one medicines counter assistant ane dispensing assistant

¢ Consisting of two medicines counter assistants
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The findings indicated that all of the pharmacies had undertaken activities to indicate that the process
of implementingthe HLPprojecthad been initiated. As indicated Trable 3.817 of the 32 pharmacies

had achieved HLP accreditation, with other pharmawiesking towardsachieving the accreditation
criteria. Howeverthe findings reveal that those pharmacies in which a greater number and more
diverse implementation activities werreported, had not all achieved HbEcreditation (i.ethe
number and diversity of implementation activities reported did not always correlate to- HLP
accreditation). For example within particular pharmacies, it was reported that specific activities had
been undertaken that are recognised within the literature to take place withirofrerationphase of

the implementation process, such as goal setting and modifying procedures but not all pharmacies
reporting these activities had achieved Hlkaecreditation. Whereas, other pharmacies in which
respondents did not report aniynplementationactivitiesthat would indicate that th@perationphase

has been reached, may have achieved -Hté?editation.To explain this observation, one must be
familiar with the speific HLPaccreditation criteria (see Table 2.5, Chapter 2). For example, HLP
accreditation required the pharmacy to have a minimum of one trained HLC; this posed a challenge to
some pharmacies. Respondents from community pharmacies that employedopmmantly part

time staff, or who relied on a small team of ftithe staff, discussed their difficulty in releasing staff

to attend the training, due to the consequent staff shortage this would result in. Therefore, there were
pharmacies who had achieved theajuarity of the criteria and were offering HLP services routinely but

were not able to achieve the Hidécreditation.

The individuals interviewed spoke predominantly about the pharmacy services affiliated to the HLP
criteria®, but mention was made toother areas of the HLP criteriacludingengagement with the
local community througlsetting up health promotion activities and introducing a designated area in

the pharmacy to promote HLP services.

It was also evident thatharmacies with a highly motivated HLC appeatede at an advantage
compared to those who had not yet appointed a HLC or where the HLC was not conducting the
ascribed role, either due to work demands or personal factors such as lack-of.liBgnerally sth
pharmacies emerged more knowledgeable of the HLP project and were more aware of newly

introduced HLP services.

3.3.1Process of implementation

Four implementation stages emerged from the datxploration, preparation, operation and
sustainabilityp ¢ KA & ¢+ & YIRS SOARSYy(d UGKNRdAzZEK AYISNWASES
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had undertaken since the introduction of the HLP project. These activities were categorised and are

summarised is Table 3.10.

Table3.10 Resulting stages and activities of the implementation process of the HLP project in
t 2N aY2dziKkQa O2YYdzyAide LIKINYIFOASAD

Exploration
Organisation fit assessment (implementation climate)
Value assessment (relative advantage)
Intervention assessment (complexity)
Organisational capacity assessment (supporting conditions and staff capacity)
Community fit assessment
Decision
Preparation
Assign leader (HLC)
Research requirements
Rearrange workflow
Staff arrangements
Team communication (buyn and foster climate)
Community awareness and recruitment
Training
Organise supporting conditions
Plan service procedures
Operation
Modification of plans and procedures
Maintain patient demand
Staffing
Teamwork, team inputand internal communication
Integration tactics
Ongoing training
Goal setting
Monitoring
Adaptation
Improvement
Sustainability
1 Monitoring?
1 Adaptation®
1 Improvemen#
aFew pharmacies had reached sustainability, these activities appeared only in a few pharmacies who had a
culture of community pharmacy service engagement prior to adopting the HLP project.

= = =] = = =

= = = = =] =] = =] =]

= =l =] =) =] =] =] =| =] =]

Analysis across the cases of the framework matrix revealed a pattern, whereby those pharmacies
where a greater number of implementation activities were considered and discussed seemed to

demonstrate an apparent greater integration of the HLP project.
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Theinterpretation of the framework matrix also identified that theveasmovementback and forth
between stages andifferences in the order of performing implementation activiti€&amples to
demonstrate this was at one particular pharmacy in which a membstaff was put forward for the

HLC role and attended the HLC training in order to gather more information about the project;
following this the pharmacy team made a decision to adopt the HLP project. Secondly, there were
respondents who had reported aeities indicating that the pharmacy had reached thgeration

phase of the implementation process yet would also be undertakiggarationimplementation
activities simultaneously, particularly in the case where a newddhRce was launched or a member

of staff left the pharmacy.

It was also apparent from the interviews that pharmacies did not necessarily complete all of the
activities before progressing to the next stage of the implementation procRasexample to
demonstrate this was a pharmacy wiedt was reported that staff had been set individual targets for

service provisiongperationactivity) but were yet to assign a HlpZeparationactivity).

Exploration

An exploration stage emerged in the interviews, which was often informal in that theseno set
structure or systems, and lacking objective assessment. A decision to participate in the HLP project
was subsequently madaften by the pharmacistbut in most cases the pharmacist initiated an

opportunity for a joint discussion and thiecisionwas made by the pharmacy tedactivity: decision.

GCNRBY GKS adFNI ¢S Fff | @NBKLR proetyaaremiayKioodty G2 3 S
to do whatever we can to help the customers who come into this pharmacy and this weasojusr
glre GKFEG ¢S O2dZ R 2FFSN Y 2HLE emplSyNddn &b $IBP atcyedtedK S £ LJ

pharmacy.

During the exploration stage, the HLP project was assessed by the pharmacy staff, to ideatify
could bethe potential benefitsof involvement, including financial, business (such as increasing
customer loyalty and rapportigustomerand/or professional [activityvalue assessmertelative
advantagd]. In many cases, thgotential benefits of involvement were balanced against the
complexity ad requirements for implementation of the project. That is, pharmacies assessed the HLP
project in terms of the degree of change [activiigtervention assessment (complexjt@nd their
capacity to deliver (cost of resources, staffing levels, trainiagjiViity: organisational capacity

assessmeit
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a6 ol a Iy Sraeé RSOAaA2Y (2 YI 1S GKS aSNWAOSa ¢
require big investment and |, myself enjoy that part of the job a lot nfpreviding community
pharmacy servies)than the checkingdclinically and accuracy checking prescriptioagy so do my

staff¢ Pharmacist employed in an HLP accredited pharmacy.

{AIYATFAOlIyiltes GKS Yzad FNBldsSyidte YSyildizy
interviewees felii K ¢ GKS |1 [t LINRP2SOG ¢ a | farddHisofativiggA (

organisational fit assessmgnand therefore had a duty to their community to implement the HLP

=
puji
R O
N

project [activity: community fit assessmehtPersonal interestwas also fequently reported as
contributing to the decision to adopt the projecparticularly with the pharmacist respondents

exemplified by the following:

AdWe do have lots of our local customers that would need the extra services and we already offer most
of KS ASNWBAOSa a2 Ad ppdzZ BYRi28SRIFAFABYOKE Y IBE OONK

Preparation

After deciding to adopt the HLP project, in most cases a staff member was assigned to attend the HLC
training and to be responsible for disseminatingpimation back to them team; this was done both

formally and informally [activityassign leaddr This person was most often a medicines counter
assistant (MCA) or a dispensing assistant (it#9 had expressed aimterest in the roleand were

motivated toundertake the training, or was contracted to ftifhe hoursp ¢ K Srepbrfed c@réying

out activities includingconducting training, recruitingustomes, providing the HLP services and

overall driving the implementation effort. Another activity was tavestigate the various
documentation and requirements of the various HLP accreditation criteria [actikégearch
requirement$ and making the required changes in the pharmacy, such as arranging a health
LINEY2UGA2Y adGltyR | yR dzpbsting respicesidctiityotgihlseNsvppadttagl & & A 3

condition§.

oBecause | worked the most hours and am here on the most days, (¥¥Xbarmacistiasked if |
would goonthe training | [ /  ( NJThey shgweduX hat we need to do to get accreditet a
it was my job to go back to the pharmacy and basically share that information with everyoma@a@lse

make sure everyone knows whattoédo | [ / SYLX 28SR Ay |y 1 [t I OONBRA

&
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At was my job to keep everyone up to date with how we are doing euithservices and other bits
(accreditation criteriapnd then me and XXXX would set up the stand in the pharmacy, making sure its
GARe YR GKSNBQa LX Syde 2F tSkHTtSda I(ep&Rdingl { Ay3
health informationonthe hela i K LINE Y 2 DAenpgloyédttialplyaRnacy aspiring to HisRatus

Planning strategies of recruitirgustomes and delivering services was generally carried out by the
HLC [activityplan service procedufeThe majority of pharmacies considered loiga issues of
introducing the HLP project into the pharmabwt this was particularly significant for the pharmacies
which did not routinely offer community pharmacy services and pharmaaits fewer staff, or
predominantly paritime staff. Logisticatonsiderations include@onvenient access to the private
consultation room,the workflow of the dispensary or in some cases the layout of the pharmacy
[activity: rearrange workfloy. As an example, two pharmacies undertook structural rearrangements

within the pharmacy whereby a second consultation room was introduced to conduct HLP services.

0We moved the shelving in the shop around to make space for the health promotion stand and make
AG SFAASNI G2 3Sh G2 GKS 02y a dbhiubelt m@efor ti@servicesd S O dza
HLC employed ingharmacy aspiring to HikfRatus

OWe did say to start off withthat XXXXthe HLC}yvould run the services and if there was customers
asking we would get XXXX from the bétikpensaryjo come talk to then (the customer)and then

5 SQR &SS K& aterwailds weSlgtiiled to move the compuiesed for dispensing)earer

to the counter, so that XXXX could overhear us and come and take over if the customer wanted to talk

about one of the servicédDA in a HLRaccredited pharmacy

Staff was a prominent consideration; this included adapting the roles and responsibilities of staff,
assessing whether staff numbers were adequate (to facilitate provision and manage existing work
demands) and recruiting staffnew staff were required [activityitaff arrangementy There was wide
variability in the level of team input and teamwork [activitgam communicatiorfbuy-in and foster
climate)]. Internal communication channels comprised of informal meetings or-toree
conversations but in many cases interviewees reportethek of internal communication and

discussed this as a barrier to furthering implementation.

d think thereshould besome sort of regular communication where we can all say what we think and
give our ideas to make things work better because we all see things from different perspectives and
maybe | can have an idea that nobody has thoughredarding HLP activitiebpi A G R2 Say Qi
happert MCAin a HLRaccredited pharmacy

76



WS K @8 RAALISY&lI NBE YSSiAy3Ia 2y CKINERFE Y2NYAyY3.
(pharmacy staffshould be doing whestaff arrangements) YR A F S Q@S y 2 akeOSR i K7
(KS ASNDAOSAE Nizy 0SGGSNI 2NJ AT AREBEDARYIAAFQG[ R2
HLC employed in an HLP accredited pharmacy

The activity that was most frequently discussed was training in order to prepare staff for delivering

HLPservices and to understand the objectives of the HLP project [actiraiping].

® SQ@S KIFIR (G2 aSyR adlr¥F lgre F2NJAONrAYyAy3dI RlI&a:z
S INB | avyltt GSFYXdd L FSSt welnfldiing mde s&dcesy SSR Y

Pharmacist ira pharmacy aspiring to Higtatus

While another consideration were strategies to promote awareness within the community and local
health network so to enhanceustomerinterest and potential recruitment [actiwit community
awareness and recruitmepntThese activities were initiated and developed by the HLP project team

and supported by pharmacies.

Operation

Challenges began to arise as pharmacies began to offer the HLP services and work towards meeting
the accreditation criteria. The provision of services required the recruitmerusfomes; as time
passed, recruitment became increasingly challenging. Avcammcontributory factor for this was that

in most pharmacies, a core group of regutastomes was initially recruited to receive various HLP
services, such as smoking cessation and respiratory medicine usage review; however after this initial
recruitment, it was reported that maintaininthe same level oflemandfor serviceshecame more
difficult. This challenge of maintaining demaadecogniseéh theimplementation literature [activity:
maintain patient demani To tackle this, a series of activiti@ere put in place by pharmacy teams,
including reviewing the dispensary procedure to help in identifying suitab&omes who may

benefit from HLP services, adapting the specific language and approach used to gestaihes,

delegatingrecruitmentto specific members of staff and using prompts to remind staff.

dt does depend on the patients avell, its not just the staff not communicatipgoperly. Sometimes

LI GASYydGa IINByQl gAftAy3a (2 O2 fegddng the2chaleyiggaf KAy 3y
NEONHzZA GAy3a LI GASyda G2 1 [t &aSNBAOS&AULE [/ SYLX 28
WSQ@S R2yS | FTSg tAGGES (GKAy3Ia (thedispenderyiinfafk I Sd Y3

on the scrip{NHS prescriptiorij the persor(customer)isasthmatic(to target a respiratory Medicines
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Usage Revievd NJ & K S Qf f(of the\dheticBptich)y K 11 2 LI KS LISNER 2y Qa 3I2d4 |y
to check their blood pressure because it was a little bit high or that she was on the stop smoking scheme
2 ¢S OlFy Fal (&S aMCaenplryed inkphaimady 2$piting to HisRatus

GBo> AT a2YS2yS 0O02YS8Sa Ay F2NJ I O2dzaK &aé&NHzJ 2NJ |
then XXXXthe HLChas told us a few tips about what to say ta feem interested in joining the stop
smokingd & S NEIEARSployed in gpharmacy aspiring to HisRatus

All participants discussed staffing issues with regards to the implementation of HLP [asttfftyg].
Reference was made to the morale, confide, enthusiasm, and skill of staff in service provision and

in approaching and recruitingustomes into HLP services.

Ad KrayQd Ifteglrea 0SSy Srae (2 Y22GaA014S GKS adl ¥
and that should come fromthekpk N OAad 2NJ §KS YIyF3aSNIT AF GKSe
YR KSfL) @82dz GKSYy AGQa SIFaASNI F2BJ 2( rpBawidey i I TF v
aspiring to HLRBtatus

aThe training(HLC training)vas excellent; because we werefalting out feet with the whole thing
(HLP project)it meant that we(the staff present at the HLC trainingl) had similar questions and
havingthat time to meet up with the other champiofillLCs}o talk about things and to help each
other was invaluab SX® L GKAYy|l GKFGiQa oKIG Y&iAPY GIIR dei t

accredited pharmacy

A number of participants detailed their strategy of redefining staff roles and responsibilities in order
to further the process of implementation [activityteamwork team input and internal
communicatioh The majority of pharmacies introduced strategies to change existing habits and to
enhance the integration of HLP activities into dayday practice [activityintegration tactic$. For
example, it was reportedhat pharmacy staff did not have a proactive approach to customer
recruitment to pharmacy services and initiating conversations around health anébeiath was not
common practice. The strategies employed to change this comprised of introducing promsiaffo

(such as asking about smoking status on the sale of cough medicines), making incentives available
(including staff recognition awards) and undertaking performance reviews. In additiegoing

training for staff was raised as a key activity fopmarting continued involved in delivering HLP

services [activityon-going training.

oWhen | said that | wanted to do the training, me 2(dXX (the pharmacistat down and discussed

how we can try best use my expertise, because | am a dispenser @ddidoNS I £ t & KI @S (K
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gAOK (KS OXijtiee pramiBckiggested we get XXXtKe MCA trained as a dispenser
so | can have more time withthe custorders | [ / Ay I [t | OONBRAGSR LIKI NXI

W26 aldAaFtrkrOGAz2y T L Qprodaztivé wWay to WiprbhB theHealtyad myadedl £ £ & 7
community and that is really what | got into pharmacy for: to feel | am contributing and making a
RATFSNBYOS (éPhamdschtlidh thadriacyrasplrirg fioAdisPatus

OWe had weekly targetéHLP sevices)that we put on the wall, and there were prizes for whoever got
GKS Y2aild 2N gK2SOSNJ 320 GKSANI (F NBS i XaphatimgcyRA R 4 2
aspiring to HLRBtatus

KS GNIAYyAYy3 ¢S T2 (2 KStIVDSNG $YRIZEK SNESDONS 0 & 64 ;
YySoXd 2 KSy @RCetdozkinginie&ingBhd meet the other champions, you ledrom

gKI G GKS&@ IINB R2Ay3 yR GKSNBQa Ffglea F GFrf{1 o
(service practitioner e.g. ¥ SYOSNJ 2F (G KS 20t | NMCAhKPHarmacy G SN Sy
aspiring to HLRBtatus

Goal setting was prevalent in pharmacig@s=17) whereby teams set weekly service targets, for
example, to recruit twaustomes to the smoking cessation programmetjgity: goal setting. Some
pharmacies revealed that Key Performance Indicators (KPIs) had been developed for individual staff
members, while others had worked together to agree on pharmacy team targets. However, a minority
(n=4) of pharmacies were agairthe idea of introducing goal setting since they believed that-self
motivation was sufficient and the concept of setting targets was not consistent with the ethos of the

HLP project.

There were two pharmaciesvho were yet to achieve HLP accreditatiwhjch had introduced formal
monitoring systems to keep track of the level of service provision; in each case this was arranged by
the pharmacy owner [activitymonitoring. Recognising customer feedback was identified as
important in improving staff moraleand motivation, and was thereby perceived to enhance the
implementation efforts and service provision as well to assess the relative advantage of the project.
There were also reports of informal monitoring of service procedures; this included recorditign¢he

to carry out individual services. Based on the monitoring, a minority of pharmacies decided to adapt
the service; such as making arrangements for the service to be conducted using an appointments
based system [activityadaptatior]. Finally, there wee individuals who made minor amendments or
improvements to the services in an attempt to improve efficiency or effectiveness, for example,
pharmacies introduced sending a text message remindecustomes to attend their smoking

cessation or weight managnent appointments [activityimprovement.
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OWe do hear about how well we are doing when XgX&rmacy ownerfomes down with the figures
YR GSffa dza K2g Y HHLR sediSbhgid e Says welb dbaeSandR<L r¢gafly
supportivé | [ HLPAagtredited pharmacy

s

&We were finding that our smokefsustomers enrolled on stop smoking programmie} dzf Ry Qi | f &I
GdzNYy dzLJ F2NJ G KSANI FLILRAylGdYSyida FyR GKIFIG YSIyG ¢
pharmacy phone to send out remindexts which seemedtoworkreallywgell | [ / Ay | I [t F O

pharmacy

Sustainability

The analysis revealed that only a small number of pharmacies had reached the sustainability stage of
the implementation process; that is egoing provision of HLP ség&s, the maintenance of supportive
conditions for the delivery of HLP activities (e.g. staff capaséyice adaptation, monitoringand
consistent service outcomes. Indicators of sustainability were evident only in those pharmacies that
had previoushbeen delivering many of the servicesgrrto adopting the HLP project; interestingly

the majority of respondents reporting such activities were not HLP accredited.

A know we need to get a champion trained L@ (in order to achieve HLP accreditatjpbut alot

of the services we already offered for quite some time, so /v hard to take on a little bit more

because everybody knows what to do and we all help eachXtiied L GKAY |1 GKIF G4Qa K2g
to maintain good figure¢in deliveA y 3 | [ t MCA dliplbyddid phdrmacy aspiring to HEP

status.

wsS O02ffSO0 LI GASYyG FSSRol O1 FTNRY GKS Odzad2YSNA
generally really happy. That can help with staff morale and help motivate staff so theseeahe

impact they are havingPharmacist employed in an HLP accredited pharmacy

GIKS aSNBAOSa KI @S ySSRSR atA3akKid GeSria G2 FAG Ay
the health checks took a lot longer than we thought they would and it meant that we were left short
at busy times in the shop LIK I NJY &8 iiXxdéd RSKRy AT OQR$OMS o6Said G2 K

instead Pharmacist employed in an HLP accredited pharmacy

It was identified that within these pharmacies, internal communication was routine, whereby regular
staff meetings were held to raise concerns or to shareasdef how internal processes can be

improved. It was also evident that within these pharmacies, respondents reported strong leadership
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and support (in terms of resources) from managerial level personnel (managers/ owners/ organisation

management).

WehaveY yI 3SR (2 R2 NBlIfteé Sttt 6AGK (GKS LINR2SO0=X
listen to us and let us do what we think is best. If we tell them we need more (staffsg-hours)

GKSYy GKSeQff &dzLJL2 NIi dza | Yy RthelcustdrdersRr théyhow howvS O dza
difficult it is for people round heief 2 OF f O2YYdzyAlG&o0vé 1 [/ SYLX 28SR Ay

3.3.2 Implementation influences/domains

The thematic analysis also identified five recurring influences that appeardd foresent in tie

various implementation stageshich have been mapped to Damschrog¢alQa / CLW% R2 Y|l Ay a

9 direction and impetugjnner setting)

9 internal communication and plannin{inner settingand process by whitimplementation is
accomplishey

9 staffing, (inner settingandcharacteristics of individuals involved)

9 community fit(outer settings)

9 andsupport(innerandouter settings)

Dependirg on whether or not these individual influences were present within the various stages of
the implementation process determined their impaftrthermore their presence resulted in both
positive and detrimental effects on HLP implementation. Ustaffingas an example; enhanced staff
capacity was a positive influence on the progression of pharmacies in implementing the HLP project;
whereas some pharmacies reported that a lack of trained and motivated staff inhibited the adoption

of change and thereby adaleas a barrier to implementation.

Thedirection and impetusf the pharmacy, which encompassed the vision, ambition and motivation
of the pharmacist in addition to the leadership and support provided by management (manager,
owner or company mnagement)was identified as @arominentinfluence. In many cases, it was this
influence which appeared to be an initial precondition for the implementation process and an

important aspect for continued progress through the implementation process.

oHaving a pharmaciswho is interested and motivated and wants to get involved, makes all the
difference. A motivated pharmacist will give staff the encouragement and freedom to do what they

are trained to d@ ¢harinacist employed in a HLP accredited pharmacy
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OWe see the phanacy as an ideal environment to help support patients with healthy fivhey
LINAYOALX Sa GKFG [t FINB odaAftd 2y NBIffted 2KFG 65
LIS2 LY SQa YSRAOAYSa odzi | faz2 G2 onotheir dedefalShealt2 3IAA BS

Pharmacist employed in a HLP accredited pharmacy

Leadership from the pharmacist and/or management needed to include support, motivation and
encouragementwhere this was lacking, the implementation of the HLP project didormjress as
quickly and the implementation activities reported were few€he role taken up by the HLC was also

a significant one as an internal leader, contributing to influencing change within the pharmacy staff.
This was achieved through supporting fétperformance and encouraging involvement in the HLP

activities.

GThe HLC role has changed the way | do my job; she motivates the staff, watches them with customers
FYR 3IABS GKSY FSSRolFIO|IX® L GKAY]l GKI (HDGroldi KS 0S5

Pharmacist employed in a HLP accredited pharmacy

Secondlyjnternal communicationand planning which ncludedinput from all team membersand
teamwork, wasa recognised influencelt was observed that some pharmacies had little or no
communicaton regarding services and the implementation of the HLP project, whereas other
pharmacies had a process of shared decisi@king where staffoften lead by the HL@jere able to
contribute their ideas to the implementation plannirturing formal or informal meetings It was
reported that internal communication had an impact on the culture and ethos within the pharmacy

which had an impact on the overall implementation effort.

A& Y Sy@rzdza 2F a2YS 27F ( KabtheldKC thiMinggDA Hedr Xbbut 2 KSy ¢
how everybody else i®ing and what they getupt® ¢ A 1 K (G K S lifother pABIBh&IBIti 0 X © P
seems that everyon@harmacy staff)s involved and make decisions together. Sometime | feel that |

am the only one doing anything aboti{ HLP involvement) Yy R A ¥ L RARY Q(ther y 206 2 R&
staff within the pharmacy  Bnhployed in gpharmacy aspiring to HikfRatus

A do think that we would do so much bettarith HLP activitiesj we made plans and everybody know

whatwe allweS & dzLJLJl2aSR G2 0SS R2Ay3IX ¢S I NBPactkitieg)dza e = 4
we justcomeinanddoourbést L R2y Qi (GKAY | (HLBi@@eméntadadei i o1 &
2dzad R2Yy Qi Kdé @Bl WK So N IOKOMNEFRPByed iiK dphddhacd aspiring to

HLPstatus

Staff was the third influence which eered staff capacity (enthusiasm, morale, confidence,) skiidl

was an influence present in all stages of the implementation process, partiatiselyssed in relation
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to actvitieswithin the operationstage of the implementation procesSelecting appropriate staff for
GKS I[/ NBEftS YR adGFFTFT YSYOSNEQ 060StASTa NBII NRA
influences. For example, staff who did not see the valuadrvices, appeared to struggle with

implementation.

20AQGA2Y A& lftglea RAFFAOAAZ G G2 ONBIGS y2 YL
2FFSNAY3I aSNBBAOSE [ yR KSIHfGKOFNB | ROA OBriwand G Qa | f
Al asSSya S KI @S Y2NB adz00Saa ¢ A PrarmacBtaayiibfeNE Y 2 NF

in a HLP accredited pharmacy

GThe HLCs have been a revelation; there confidence to approach and talk to customers, and the
enjoyment they get out of {idelivering HLP services)a a2 YSGKAyYy 3 LQ@S y2aG as$s
LIKI NI OeXd ¢KSe LINBiGdGe YdzOK Nd¥zy GKS LINRB2SOi0 (K
we have all the consumables for the services; they even have started to calliycBME 6 K2 KI @S
turned up to their appointmentgfor HLP services, e.g. smoking cessatidimey are brilliar#

Pharmacist in a Hl-Bccredited pharmacy

Community fii.e. the suitability of the HLP project within the context of the local community)anas
influence present throughout the implementation process. In the exploration stage, pharmacy staff
consideredthe health inequalitieof the local communityand existing accessible health resources,

as motivators in their decision to participate in thieP project.

OWe know that we are in a deprived area of Portsmaftitie location of the pharmacyyye see all
sorts of things on a daily bagjgresenting complaints of customersand we know that we have to do
2dzNJ 0A G (2 KSELIXP RSEDBENBXOY/ €28 UBY S HB YORIY[BIRANY K¢

a HLP accredited pharmacy

Further in the implementation process, community fit became a more prevalent influence as
pharmacy staff became more conscious of the impact of community awareness, perceiib

demand.

OWe have our regular customers and they help to spread the (adyut the HLP services offered),

odzi L GKAY]l Y2NB ySSRa (2 o R 2 y&nopant iMdaving 8l | & | NX
these services and nobody using thémk y NBX aLlR2yasS (2 NBRdAZOSMCARSY!Il yR

employed at HLfaccredited pharmacy.

The final underlying influence was support, which included having a professional network,

management support and support from the HLP project team. This supgfi@dtted a number of



implementation activities, includinchallenge®stablishing favourable connectiongth local services
providers (for example with local GPs)s well as the lack of networking events for pharmacists
involved in the HLP project, whicaspondents felt could have contributed to developing strategies

to improve public awareness and made customer recruitment easier.

A GKAYy]l GKS GNFXAyAy3d R2Sa&a ySSR G2 O2yiAydsST GK
anything new is launched,enneed thatto be bagiddzL) ¢ A 6 K GKS t/ ¢Qa KSf LI SalLld
local GPs onboard and making them aware of what we are doKypu know how it is in community

LK NXYIFOex AT AGQa y2i WwWhil &S R(fewirgtd GPSEngoBen2ntd > (G KS
of community pharmacy initiative®) t K NYFOAAG SYLX 2@ SRtathsy | LIKF NJ
GCKAAE A& | ONIYR V86 AYAGAFIGADS |y RmakéaBtdNE Y dzO|

sense for the local pharmacists totgegether and discuss ways we can take this fordatd . dzi @ K S

t/ ¢ R2SayQi LINE @A Rfarmacktz@mpgboyed inlilP atlretiyed pharSatye

A lack of support for éveloping a service procedure that did not disrupt workfland poor service
commissioning was discussed in relation to the NHS health check service, which was reported to
require up to one hour of staff time and respondents felt the reimbursement did not reflect the time

required to conduct this service.

In contrast the PCT suppoin the provision of training HLCs and providiegortsof service provision

at the HLC meetings was largely indicated to be a positive influence on implementing the HLP project.

GThe whole champion idea is amazing and ttieampiosYSSG Ay 3a | NB ONAREf Al YydX
much energy and | get so much good adyficen HLCs employed in other pharmacigst | can bring
back hergto the pharmacypnd use for running our serviceésl [ t A SNIBAOSaové 1 [/ Ay

pharmacy

d think the HLC role has been a revelation, its given individuals the confidence and the ability to go up
G2 OdzaG2YSNAR FyR adFr NI O2y@SNREFGA2Yya Fo2dzi GKSAN

Pharmacist in a HLP accredited pharmacy.

3.3.3Secondary analysigactors, strategiesand evaluations

The data were subjected to secondary analysis whereby a list of implementation feglting to

the process of implementing the HlgPoject was developednd were mapped to the CHIR (as
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defined in Table 3.3)In each of the implementation stages, a variety of factors were identified.

Appendix3.5provides the analysis of factors that were recognised at each stage of implementation.

Factors relating to the characteristics of the HLP projaabfation domain) were particularly evident
within the explorationstage, during which pharmacies undertoan informal analysis to decide on
their involvement in HLFStaff perceptions of the potential advantages to the pharmacy and to the
customers the difficulty of implementation, and potential cost were considered in the adoption
decision. In thereparaton stage, factors linked to the pharmaagrfer setting appeared frequently,

but the majority were also identified during all stages.

TKS ySSR&A& |yR &adz &Sl dzSy lcustnriipopyidtion ZoF HLE sefies wdke NI I O & ¢

discussed as dominant outsettingfactors.

The factors relating to thestaff, (knowledge and beliefs about HLP; individual state of change;

motivation) wereprevalent across the implementation stages.

To promote adoption and enhance integration of the HLP project, pharmaciegtet] various
implementationstrategies A significant number of pharmacies faced challenges in fully implementing
the HLP project and achieving accreditation, yet, out of the 73 discrete implemensitairgiesas
described by Powedt all’®, 44 were evident in the narrative provided by at least one pharmacy
(Appendix ).

Theanalyss revealed thatvaluationsof any form were lacking or informal. There was evidence that
most pharmacies had monitored the number of services they were providing (sometimes linked to
economic outcomes) and feedback framastomes was obtainedor specific HLP servicddowever,

performance, implementation or clinical evaluations were absent.

3.4 Discussion

The work carried out in thishapter aimed to investigate the implementation of the HLP project in the
community pharmacies within Portsmouth. Through the employment ofGlkethe implementation

LINPOS&da 2F GKS 1 [t Ay t2Nlayvyz2daZikQa O2YYdzyAdeée LIKI

Figure 3.4and Table 3.11 illustratthe implementation concepts specific to the implementation of

the HLP project, identified within this study.
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Figure 3.4 Framework for the implementation of HLP in community pharmacy
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Table3.11 Outline of the specific GIF implementation concepts recognised to apply to the HLP project

Implementation stages | Exploration, preparation, operation, sustainability

Influences/domains Direction and impetus, internal communicati@ndplanning, staff, community fit
support

Factors As recognised using the CFIR (Appendix 3.5)

Strategies 44 of those identified by Powell et al. (Appendix 3.6)

Evaluations Largely lacking, customer feedback was collecting in few pharmacies.

These findings describe the stages involved in the implementatiothef HLP projectwithin
community pharmacy They recognis¢he general influences of the implementation process and
identifying the specifidactors reported to be present at each stage thfe process. Further, the
findings also revedhe strategiesemployed by community pharmacy teams in an attempt to enhance

the integration of the HLP project into routine practice
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Figure 3.4 also illustrates where pharmacies were undertaking implerentactivities associated
with more than one implementation stage concurrently (depicted by the overlapping outer circles)
and where pharmacies had moved back and forth between different stages of the implementation

process (depicted by the doubleadedarrows).

A further finding, not illustrated in Figure 3.4, is that of thieconnectiorbetween HLRaccreditation

and extent of HLffmplementation. In contrast to what one might expect, in some cases respondents
from pharmacies aspiring to Hiskatusreported a greater number of implementation activities within
the operationandsustainabilityphases than reports from Hidecredited pharmacy respondents. This

is onsistent with findings of previous studieghich demonstrate thaimplementation activiees and
influences are complementary and integrative, whereby strength in one area may rectify a

shortcoming elsewherg* 232

Although the implementation process of innovation within community pharmacy is yet to be reported
on in the literature; previous individual studies have identified the various factors, facilitators

(strategies) and influences onplementing community pharmacy services.

The RPS reported barriers @hplementing innovation in community pharm&@y(Table 3.4)
acknowledgegoor public understanding of the role of pharmacists, lack of leadership, professional
isolation and poor comissioning of pharmacy servicedi; of which resonate with theridings in this

study. For examplethe findingsof this studydemonstrated that thef 2 O f O 2aWwafelzgsa, (i & Q &
perception and demand for HLP services influenced the process of implementingthisRan be

linked to the poor public understanding of thele of pharmacistA lack ofleadership from the
pharmacist and/or management, which included support, motivation and encouragement was
reported by a number of respondents within this study, which made the implementation of HLP more
challengingAn absene of opportunity to network with other pharmacists involved in the HLP project

and lack of favourable connections with other local health providers mentioned in this study, reflect

the professional isolation and lack of integration of community pharmacy.

Importantly, the influences of HLP implementation identified in this studse¢tion and impetus,
internal communicatiorand planning staff, community fit, suppoytan all be linked to # HLC role
within the pharmacy This was evident in reporthat that the HLCs adopted a leadership role within
the pharmacy,supporting staff performanceencouraging involvement in the HLP activiteesd
directing internal communications to allow staff to contribute ideas to the implementation planning.
The introductian of the HLC role was also reported to have had a positive influence in supporting the

implementation process.
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The reported strategies employed in this study (Appendix 3.6) are reflected in the list of individual and
organisation facilitators of changedémmunity pharmacy/?as compiled by Rober&t al.(Table 3.5).

This includedacilitators of education and training for pharmacy staff; enhancing communication skills
and enhancing motivatignas discussed in this stud8imilarly, organisational facilitators guas
adapting the physical environment, introducing incentives, delegation of tasks, maragtamer
demand/expectations and innovative practice orientation were evident within this séldipf which,

Robertet al. makes mention.

Activities relatedto monitoring are recognised as significant factors within implementation
researci”™ 23 but in the present study they were observed to laeking This finding is consistent
with studies published in other disciplirfés 22> Evaluation of outcomes and monitoring of staff
performance, with regards to fidelity dnquality measureswhich the literature reports are more
evident in innovations that have achievedstainability werelargely absenin all of the pharmacies

but were beginning to emerge

Implications of the study

This is the first study to examiriee process of implementation of the HLP project. These findings can
contribute considerably to the development and evaluation inhovation within community
pharmacyin the UK. Further, these findings identify specific strengths and areas éfLtBgroject
which can be reviewed within the local context, to enhance the implementation process and promote

sustainability.

Strengths andimitation of the study

Despite the validity of the findings against the relevant literature presented, a number of limitations
associated with the process of conducting and analysing the qualitative interviews were identified.
These limitations involve the characteristics of tkemple used, the methods followed to recruit

participants, analysis of the interview transcripts and the validity of the results

Regarding the characteristics pf the sample, it was initially intended the use of a purposive sample to
increase the validyt of the results across the population of community pharmacy staff. However, a
convenience sample was used instead, as recruiting participants on arrival at the pharmacy was a
challenging process, with a large number of potential participants unabledcddfie time away from

their work duties. Choosing a purposive sample would have allowed for the choice of participants to
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be more selective, involving selecting the most adequate sample for the purposes of the research and
considering variables such asnger, age or professional role. This is a more complex sampling
technique than the one used in this research, incurring more time, effort and costs, but would have
ensured a higher variability in the participants and validity of the results. Instead, asionvenient
sample was more cosffective and less timeonsuming, involving the selection of participants by
their availability and wWiingness to participate, without considering specific variables or characteristics
that may have had an impact ondhguality of the data collected. Despite being considered as less
reliable in terms of the data collected, the convenience sample used for this research was still
considered as valid, as the participants selected belonged to the populatigat, and were

therefore able to produce meaningful results.

Another likely limitation associated with conducting the interviews was the inexperience of the
researcher in conducting qualitative interviewRiloting the interview schedule provided an
opportunity for theresearcher to practice and gain experience , however given the limited time frame,
only one pilot interview took was undertaken which was consequently included in the data analysis.
As a result, it is likely that the earlier interviews were not as nictetims of the data collected, and

that the quality of data improved progressively as the research gained more expefléng@otential
limitation was recognised prior to conducting the interviews and therefore the interview checklist
(Appendix 3.4) waslesigned and adopted on commencing data collection in order to ensure

consistency.

In qualitative research, there is no standard and established method capable of capturing absolute

truth, since it is more interested in the quality and meaningfulnesshefresults rather than the

attempt at generalising the results. Regardless of the sample characteristics and the method of
analysis used, qualitative research involves small samples, and bias and error will always occur as a
consequenceTherefore reflexiity and or a reflexive awareness of the problematic status of the

I dzi K2NQRa 2¢y OflFAvYa (2 1y2¢6fSR3IS A& Fy AYLRNIIyYI
the reported outcomes. The approach taken in this research assumed that the role of Hagaless

important in the construction of the whole process of the research, from the development of the

broad area of research and the initial questions, through thsigle undertaking and analysis.
Consequently steps were taken as described in Sectdnt@ emphasise participation, conceptual

rigour and philosophical coherence as means of establishing quality and relevance.

In this chapter, framewdtr analysis has demonstrated its usg a methodology for implementation
research. Using the implementati stage®f the GlFas overarching themes, thematic analysis of the

data was performed under each stage. It could be argued that interviews be designed and coded using
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themes from an implementatiofactor, strategyor evaluation as this maelicited further insight;

however, this was not considered at the time of developing this study.

It may also be suggested that adopting framework analysis may inhibit the development or refinement
of conceptual models; however efforts were made to conduct detathesnatic analysis of the data

S0 as to recognise further themes.

Finally, this work focussed on the implementation of the HLP project within community pharmacies in
Portsmouth; a city in south England where one commissioning body was involved in thgemerd
of community pharmacy serviceldowever the findings suggest that the approach taken within this

study would also be beneficial in other areas of the UK.
Further work

The HLP project encompassed the delivery of a range of community pharmacgseandcactivities.
This included services whose focus were on medication usage, such as respiratory medicines usage
review and monitoring services, in addition to services focussed on promoting healthy lifestyles, such

as screening and tackling local poliliealth issues.

Further work exploring the implementation process of specific services may have revealed a distinct

set of activities and considerations associated with different services.

Further to this, since this study was conducted little over ihths since the introduction of the HLP
LINE2SO0 Ayli2 t2NIavy2dzikQa O2YYdzyAleé LKIFNYEFOASAsS
public health interventions should be assessed no sooner than one year after the initial funding source

to set up the nitiative end<®6. Therefore, in a later chapter the pharmacies shall beisiged to

investigate the sustainability of the project.

3.5Conclusion

The literature acknowedges the paucity of theory cited in implementation research. However, this
study provides an example of where a conceptual framewarkbe employed to provide a structure
for assessingmplementing innovation.Moreover, tis studyis the first to repot on the employment

of implementation literature inthe context of community pharmagyractice
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Through utilisation of the Generic Implementation Framewthk, various implementation concepts
could be identified with and articulate provide a detailed evaluation of the HLP implementation

process.

The implementationinfluences factors and strategies identified within this work are broadly
consistent with specific reports within the pharmacy practice literature. The HLC rolegndiantly
implicated in successful implementation of the HLP project. In the next chapter, this finding will be

explored and reported on further.
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Chapter 4 : The Health Living Champions oNetwork

4.1 Introduction:

Anevaluationof the HLP project demonstratetdpositive impact on community pharmacy services in
Portsmouth?’, The conclusions derived from the work conducted in Chapter 3 and subsequent

publicatiort?! identified the HL@ontribution to the apparent success of the project.

Ly t2NlIay2dzZikKs AdG 61 & NBLRZNISR 8 Kihdiebylthe HILOK | N | O
formed a networking group and met periodically. Ht&ported that these meetings acted as a source

of motivation to engage in HLP activifi#s The local commissioner, therefore, continued to facilitate

and fund networking meetings. The aim of this was an attempt to sustain enthusiasm around HLP

activities and support the role of the HLC witiueation and professional development.

Meetings were arranged by the local pharmaceutical advisor (PA) andfihdok attendees was
commissioned through the local commissioners. Meetings were held at a local community centre on
a Wednesday afternoon, ven many of the local GP services close for training and the subsequent

demand for prescription services in the community pharmacy decreases.

HLCs were notified of forthcoming meetings through postal invitation addressed to the community
pharmacy of emplaypent and where possible through the community pharmacy email.

An informal agenda for the meetings was arranged by the PA, whereby time was allocated for the
HLCs to network amongst themselves. The PA would deliver an update on current levels of mctivity i
commissioned HLP services and discussed any HLP developments, for example, plans to introduce
further commissioned services. The final part of the session was allocated for a presentation delivered
by an invited practitioner affiliated to one of the sargs delivered through the HLP project, for
example, a member of the local drugs intervention team or the local sexual health team. The focus of
the presentations was to describe the specific activities of the service, detailing their particular area
of expertise as well as promoting an understanding of the potential referral pathway from community

pharmacy through signposting appropriatastomes.

These meetings were initiated in February 2011, following fir& group of HLCsuccessfully
completing ther HLC qualification inndlerstanding Health Improvemeiass accredited by the Royal
Society of Public Heaff. Thelocal commissioners continued to fund and facilitateetings; with

the number of attendees increasing as further individuals enrolled and successfully completed the HLC
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qualification. At the time that this study was conducted, November 20#3e were 33 qualified HIsC
SYLX 28SR Ay t2NIayY2dzikQa oun O2YYdzyAide LIKIFNXYI OAS3E

In this chapter, the research focussed exploringthe role of HLCs aridvestigatingthe significance

the HLCs attribute to attending HLCs meetings.

nomMmdm ¢KS Yepkl YLIA2Y Q O2Yy

Chapter 2 of the thesiexplored the limited literature on the role and contribution of community
pharmacy support staff. Further to this, in describing the introduction of the HLP project and the

associated accreditation criteria, thdél.Grole was mtroduced.

The concept of introducing champions into an organisation has been reported in the literature; indeed

the champion role within community pharmacy has also been investigated.

Greenhalghet al’® RSTA Yy SR OKindividila® Wio dédi&ate dhemselves to supporting,

YIEN] SGAY3IS YR WRNA @My T Kt FNBEEYKRQ KH yWSA WS (INSZFYS N
terms such as changegents, opinion leaders, sponsors, and internal entreprert€lif’ Greenhalgh

et al explained thathampions are not necessarily opinion leaders as they may or may not support

an innovation.

¢tKS O2yO0OSLIi 27F OKI Y LIRSsyminal delseaarchioly diffusios & indovatioms2nd S N&E Q
g KAOK KS R ShargddgeiS R &1 KISy A WWRZRAXRSly OSa Oflekidoyisi 3 Q Ay

in a direction deemed desirable by a change agerby

The role of champions is relatively new to pharmacy, although it has been studied extensively in the
management and medical literatudi&@?*%. The influence of medical opinion leaders in the diffusion

and adoption of medical innovations has been recognised for almost half a c&htiiye literature

suggests that when implementing change, leadership needs to involve change agents as local
champions or clinical opinideaders to influence the practice of their pe&fsClinical opinion leaders

GSYyR (G2 0SS (GK2aS AYRAQGARdzZ fa ¢ KandlaMBbledoNsedt LIS Ol S R
AYTEdzSyO0S 208N 20KSNBEQ RSOA&AAZ2Y Yl 1Ay3ds y20 | a
integrated with their peers. These are informal leaders who are neither authority figures nor working

in administrativeNB f S&> o0dzi LINF OGAGA2YySNRA o¢%®ZThewiafludnde Ay (K
patterns of practice, potentially leading to high quality care and patient outcomes, and they may

accelerate the uptake of knowledgfé
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The literature on the role of champions within a pharmacy setting in promotingviation is scarce

and the nature of their role seems to be diverse; however where the role has been reported on, the
evidence indicates a positive contribution in facilitating the adoption of innovative practices. For
example a 2011 study by Beregal RS&aONAOAYy3d GKS FSFraAoAftAdGe 2F |
community pharmacy innovation, identified that a pharmacist champion at each participating
community pharmacy was critical to developing initial enthusiasm for the model, planning-a site
specificworkflow, orienting staff, and reinforcing procedures to encourage H@mm behaviour

changé*. Similarly, a recent UKl & SR A Y A (i AC NUW SR WYt aktriduttsdSthd & Q
appointed carer champioto the success of the initiative. The carer champion is a pharmacy member

of staff who takes on the role to lead and facilitate carer referrals and act as a contact point for external

agencies, such as the local carers centre and GP practices to suppaltt-disciplinary approach.

Westricketald NB L2 NI SR GKI G GKS STFSOUA@SySaa 2F | Qas
a communitypharmacybasedimmunisation service. The role encompassed activities to continuously

promote the service witin the pharmacy. The authors also recognised their significant role in the
implementation of the service in a way that was compatible with the host pharmacy; this was
highlighted as a significant facilitator in the pharmacy adopting the immunisationce&fvi

In the same way, a study by Melczekald NB O23IyA &SR (G(KS @I ftdzS 2F |y
implementing an innovativepatient outcome measure in the context of a community pharmacy
YSRAOAYSa YIylFI3aSYSyld aSNBAOS® ¢KS WAYyy20lGA2y OF
particularly enthusiastic about the intervention, and as someone likely to lead the further

dewelopment of innovative practices throughout the professional comm@tfity

Finally, Shoemaketal®’’A RSY i ATASR GKS ONARGAOLFE NRBES 2F | WOK
adopting and implementing health literacy tools. This individual was described as someone who took
responsibility to usend understand the tool. The authors recognised that the change champion was

able to identify the advantages of adopting the intervention. It was observed that the change
champion anticipated that the intervention would provide valuable information angbrawe
customercare and satisfaction and be professionally beneficial. It was concluded that the contribution

2F GKS OKFy3IS OKFYLRAZ2Y TFELOAtAGIGSR GKS LIKIFNYIO@
Shoemakeret al. recognises the alignment F K SANJ FAYRAY3I&A gAGK w23ISNEQ
modef® Ay RS&AONAROAY3A GKS AAITYATFTAOLYyOS 2F WOKIy3aAS
anticipating the relative advantage of innovation in the process of adopting and implementing

innovation.
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In addition to the aforementioned examples, a study conducted by the University of Mancliéster

reviewed the commissioning and delivery of services from community pharmacy in England. The
authors identified that collaborative innovations (such as a locally commissioned pharmacy service)

often relied on a central person, such as a pharmaceutical advisor within the commissioning
organisation, to champion the innovation and influence others topado This was made evident

when an individual championirgn innovation left the rolegontractorsconsequentlydropped out

and activity levels fellSoon aftetthis, commissionerperceived the innovation to bansuccessful.

The authors also reported ol K S A YL NI Fyd NRtS WAYyy2@I G§2 N LIKF N

within community pharmacies play in driving the development of commissioned services.

Despite this, the introduction of champions within pharmacy has been largely overlooked in the UK.

The Pharmaceutical Journal reported in 2011, that the role of pharmacy assistants in promoting and
delivering public health services had been largely ignored and described the advantages of pharmacy
FaaAradlyda GF1Ay3 dzZd | Wiideordpdri€d thtBHarmacK assistahtsy LIA 2 Y
frequently had a long association with the users of the pharmacy and the fact they frequently come

from the local community they work within. It is suggested that this could help in establishing an
understandingoDdza 1 2 YSNAR Q OANDdzvraidl yo0Sa® ¢gKAOK GKS LIKI NI

Further to this, researchers have continued to study the potential of champions in the adoption of
innovation. Doucetteet al. **!in investigating pharmacy entrepreneurial orientation and its effects

on the provision of innovative pharmacy services, suggested that in order to foster innovation,
YEYyF3ISNAR aKz2dzZ R FLILRAY(IH WOKFYLAZ2YAaQ ¢Kz2ping NB 3IA L
LINEYAAAY T LIKFENYEIFOE aSNBAOS 02y OSLIiad ! W KIYLRA2)
develops an idea and pushes it forward for evaluation and if acceptable, guides implementation. The
authors also emphasised that in order for championdéosuccessful, they either need their own

Fdzi K2NAG&e 2NJ Of 284S &adzLILIR2 NIP 60& (KS LIKI NXYIFOeqQa RS

GarciaCardenaet al. chose to use Robertst aldbQa Y2 RSt 2F AYLI SYSyldAay3 (
service$®*in informing the design of a community pharmacy medication review service. Radterts

adQa Y2 RSd thilB@ansBatidnal Structure of the pharrog, lack of an internal
implementation champion, and lack of priorities and goals, as major barriers in the pharmacy
hindering the implementation of innovation. Gareiardenat al. facilitated the nomination of an

internal champion, to support and drivee implementation of the medicatiomeview service. The

internal champion set priorities and goals with clear expectations in regards to work performance and

results of the service to the community pharmacy team. The appointment of an internal champion

was one element comprisinghannovative approach for the implementation, which according to the
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evaluation,supported the implementation process of the servigeeasured by thdime taken to

integrate the service into routine practice; and thamber of paients recruited and rate of follow
up)y>4

The concept of an internal pharmacy champion was also identified by Metdin in an earlier study

in the development of @heoreticalimplementationmodel for community pharmacy. The individual
appointed to this role took charge of the implementation team during the implementation of a
pharmacy service. Further to this, it wasetiole of the internal champion to analyse barriers and

facilitators and subsequent tailoring of the interventféh

Coakeset al?*® drew on extant research in supporting the notion that innovation is facilitated and
supported by innovation champions. However, Coadteal. furthered the discussion in identifying
AYy20FGiA2y OKIYLAZ2ya | a WalLlS Odesand peydhdlagicsd m@diiless A (1 K L
The research concluded that in order for innovation champions to succeed in championing innovations

in organiséons, they needed both procedural and resource support, and social and cognitive support.

The authors recognised that the influence of innovation champions came through social contacts,
multiplied through the communities in which they participate, througk genuine esteem in which

they are held. The authors recommended that developing a community around such champions

makes practical sense for organisations and will potentially initiate further innovative practices.

ndemMdH ¢KS 02y OSLINI2ZGOANOSKD2YYdzyAlle 27F

Svinivki and McKeachtié #*8proposal that working in a groupvas more dynamic and motivating

than working alone. The authors coandkd that the opportunity to work alongside peers, promotes

0KS AYRAGARAZ £t Qad FoAfAdGe G2 NBailiNIzBEURBmareK SA NI Y
it has been identified that group work facilitates the critical discussion of an idea in a way to advance

problem solving and conceptual understanditig

Lave and Wengét used 6 KS GSN)Y WO2YYdzyA(iASa 2F Lawl OGAOSH
apprenticeships. A brief definition is that communities of practice are groups of people who share a
concern or a passion for something they do, and learn how to do it better as they interact re§tilarly

Other terminology cited in the literature has been used encompassing a similar philosophy;
collaborative learning communities and professional learning communities appear most frequently.
Collaborative learmig communities have been described as small groups of individuals who encourage
SIFOK 20KSNJ 12 SyKFEyOS G4KSANJ 246y |yR SIOK 2iKSND

responding to others, enhances thinking and deepens understaffdihggt al. built on this definition

96



in describing the four fundamental aspects of a collaborative learning community; namely:
empowering others, building communities, continuing support and being p&tensimilaly,
professional learning communities, as described in the literature, highlight seven aspects which
resaate with the values of the HLgPoup. Hord and Sommefé describe these components as: a
shared béief, set of values and visioghared and supportive leadership; cotige learning; applying

the knowledge; supportive conditions and shared personal practice.”®iokre narrowly defines a
community of practice (CoP) as a group of professionals with similar task responsibilities, who
promote learning through membership communication. This type of CoP affords members the

opportunity to share professional practices and tools.

The aithor proposed that thegroup ofHLCsould be considered as a C&PThis group of healthcare
professionalsormed soon after the initiation of HLPs in Portsmoatidbecame a key feature in the

implementation of theproject.

The term community of practice will be used in the context of the investigations carried out in this
OKIFLXGSN) 2F GKS (KSaraxz Fa GKA& Aa &ahofignioial Sy i
CoP. Three characteristics of a CoP have begpoged(Figure 4.1): the domain, the community and

the practice. The domain refers to the community having an identity, a shared interest, a commitment
and shared competence that sets them apart from other communities or groups. The community
works toward their interests: members engage in joint activities and discussions, help each other,
and share information. They build relationships that enable them to learn from each?&tHenally,

the members of a CoP are practitioners. They develop a shared repertoire of resources to share

practice and highlight the embedded nature of practtée
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Figure4.1 The three interelated key elements of a community of practice (C&P)

Domain:
The focus, guides
learning, provides
meaning & value and
common identity

Community: Practice:
People who care utual engagement
about the domain of CObmml_lnltﬁf
and interact in members in the
practice activity of the
domain

Within the context of this study,hie three characteristicas described by Wengé# relate to the
group work that is central to the role of thelLCsand is fundamentally about dialogue and
collaboration (practice@ .The community membersare the HCs and thedomainis the activities

comprising the HLP pect.

[F S YR 2Sy3aSNDa AyAGAlrt ¢2N] |O01y2¢fSRAISR GKI
learning of apprenticeships where they identified a set of social relationships through which learning

took place&®. Expecting to find that the learning would reflect the novice/master type relationship

usually associated with apprenticeships, they were surprised to observe that learning predominantly

took place with colleagues and more advanced apprenticeships. @noamenities of practice were

identified, they could be seen in a variety of settings from healthcare through to industry and

education.

4.1.3 Community of practice in healthcare

Improving productivity was one of three strategies put forward as a meaaddaressing the funding

shortfall projected for the NHS in the UK for 2€#A17%". Funding shortfalls are not exclusive to the
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NHS; health services across the world are faced with the need to delivegimdity care within
economically constrained environme#ts Improving productivity in the healthcare sector means
adding value to how resources are used to deliver highityuaealthcare that meets the neswf the
people; that is, to deliver highuality healthcare effectively. In an attempt to meet this challenge,
other industries haveexplored strategies which have the potential to enhance organisational
performance. Onesuch strategy has been the promotion and fostering of communities of practice

that have gained recognition in the business sector for improving organisational perfortffati€e

In business, CoPs are promoted as drivers of knowledge management, as a mechanism for the sharing

of tacit knowledge, sarking innovation, reducing the learning curve for new staff, and as a means of
creating social capital and adding organisational Vatug! These clans have led to communities of

practice being promoted in healthcare as a tool to enhance knowledge and improve pt&ctice

appears, they provide a means for knowledge to cross boundaries, generate and manage a body of
1y26ftSR3IS (2 RNI g 2y LINRBY2GS &l yRINRA&AFGAZ2Y 27
ideas, knowledge and\al O (?%. O S & ¢

To date, there have been two systematic reviews focused on the appiicand effectiveness of
communities of practicein the context of healthcare. The first review explored the role of
communities of practice in improving the uptake of best practices and mentorship of new
practitionerg”. The authors also identified and compared existing CoP descriptions from the health
and business literatures and common themes of social interaction, knowledge sharing, knowledge

creation and identity building were identified.

Andrew and Fergusdff provided the most contemporary deifitions and descriptions of CoP in the

context of nursing. In a report on a CoP of academic healthcare instructors and healthcare clinicians,

GKS FdziK2NE 2FFSNI I RSaONR LI ARefinitivrkahdialsdshonEitdeNS & i K
FLILIX AOF A2y 2F (GKS O2yOSLIi G2 F KSIf (KOhitesS & Sa A
2F LINI OGAOS LINRPY2(3GSa | ReylFYAO a20AFf LI NIGAOALIN

provide clarification of how a CoP promotes learning by affirming that communities of practice result
FNRY alby AydS3aNI &S Rievedibirdhgh b cdfdbinatidn of sSdiaNsjighgéraent and O
O2ftF 062N 0AGPS 62NJAY3I Ay Lty dziKSyYydAO LINI OGAOS
dzy t A1S RAGSNES LRLMzZ I GA2ya OFly 06S KIFINYySaasSrR G2
learning involved in communities of practice is elaborated further; hypothesising that learning in a

/2t 200dNBE GKNRAZAK || GRSSLI AyiSNBad 2F GKSANI YS)
and journeys, weaving a narrative to contextualise proeséil £ LN} OG A OS RS@St 2LIYSy
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Whilst the authors of the review searched for both quantitative and qualitative studies, no
guantitative studies for healthcare were found. The authors concluded that the actual structure and
function of healthcare communities of practice varied greatBstricting the evaluation of their
effectiveness; therefore this review was only able to shed light on the first objective of comparing CoP

descriptions with the actual effectiveness remaining unclear.

The effectiveness of communities of practice in hegdire was the aim of a further systematic review

by Ranmuthugal&t al. ?’®. This review looked at how and why communities of practice have been
established in healthcare with the aim of informing the deyshent of a framework to systematically
evaluate communities of practice effectiveness in sustaining improved practice initiatives. The authors
found the emergence of CoP terminology in healthcare research to be a very recent phenomenon.
Whilst improved otcomes reported included improvement in guideline development, patient
assessment, reduced frequency of insurance liability claims received by hospitals and improved
adherence to evidence based processes, the multifaceted nature of the interventions tnaliftiedilt

to differentiate the impact of the CoP intervention from other variables.

CoP studies in healtiarefound in these two systematic reviews mostly focused on specific speciality
areas of healthcare practice rather than practitioners themselweish the aim of facilitating
interdisciplinary collaboration to improve healthcare delivery and outcomes. There are no specific

published studies relating to the involvement dktpharmacy workforce in CoPs.

Despite this, there are important conclusiotisat can be drawn from the literature regarding
communities of practice within healthcare; one of which includes what constitutes a functioning CoP
within a healthcare setting. It has been recognised that each element of the CoP (community, practice
and damain) has prerequisites necessary for the formation and success of the CoP. The literature
described the antecedents to community to include the initiative, interpersonal skills, and work ethic
of the community members. Furthermore, community members mjash the CoP voluntarily
(without coercion) as a show of personal commitment to the domain anehsetifvation to improve
practice’"?%°, Necessary for the formation of relationships hiit the community, strong
communication skills promote meaningful collaboration and mutual engagefigat® Meaningful,
sustained relationships and shared ways of engaging are viewed as two core elements éf‘e CoP

281 |n addition, trust among the community members is necessary for the development of sustained

relationships that promote accountability anctalture of independendy’ 280 281

A supportive work environment has been identified as providing an important antecedent to practice.

Employers and organisations that foster communities of practice must be willing to invest in members
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who participate in the CoRCommunity members must be granted time away from their work to
participate in the Cof?® 28 282 |t has been reported that communities of practice flourish in an
SYGANRYYSYylG GKFG A&a aNRLIS FT2NJ ANRPSGOKS LINBnLISE f Ay 3
T20dzaSR fS@Sta 27F (NHzZH The I08ANSY a8 Be sbppdred O@hY YA G Y S
structurally with physical spaces in which members can meet and technologically, with means to

record their activitie§’”- 280

In order to achieve a sustained interest in the domain, it has been recognised that GoBerse
should have an appreciation of the context, content and importance of the domain, as this has been
shown to facilitate their commitment* 277 278. 280. 281, 284The donain must instil in the members a
sense of unity of purpose within the practice environment. For the domain of interest to be considered
an element of a healthcare CoP, the domain must be a practo&red problem, concern, or

interest?’.

In the absence of one @everalof the aforementioned conditionsstrategies have been employed to
support communities of practice. For example, in recent times, varying forms of online technologies
have been emlpyed to support collaborative knowledge sharing and learning within and between
groups of halthcare professionals through the development \diftual Communities of Practice
(VCoPs¥>287,

4.1.4 Virtual Community of Practice (VCoP)

VCoPs primarily describe a network of individuals who share a domain of interestvahicht they
communicate and share experiences, problems and solutions online; with the aim of improving the
knowledge of each participant and the overall don?irvVCoPs suppoimteraction, collaboration and
learning among professionals especially where f@actace interactions are limited due to geographic
spread, organisational boundaries, costs and time differefieeStudies in healitareresearch reveal

that VCoPs potentially support and enharnteew healthcare teams that may not normally work
together, might use online interaction It has been reported that VCoPs may facilitate interaction
between healthcare professionals order to collaborate,share, debate, resolve, integrate and
implement different perspectives on practice to improve and inform evidebased decision

making®®.

+/2ta&a KIFI@S faz2 o6SSy y204SR +ta o0SAy3 OFLIoftS 2F ¢
faceto-face opportunities by promoting distributed and continued leardirg®® Other studies have

also explored how collaborative conversations imR€can help to strengthen intfgofessional ties,
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enhance information access and improve support that would otherwise be unavailable to healthcare

teams®’.

Despite evidence revealing that VCoPs can improve informal peer support and networking, improved
shared decision making and overcome professional isolation amongst geographically dispersed teams
of health professionaté®?®2 research also suggests that many VCoPs developed for health
professionals fail because rates of online interactare very loi®. Explanations for this have been
cited in the literature. Online interaction may be conditioned by whether an organisation sanctions
the use of a VCoP by its employees for its potential for improving practice; whether membersaay fe
their contribution is important and useful to share and whether members trust that the information
being collectively shared in the community is not misleading or overtly c#icadt In addition, busy
schedules, topic relevance of the online community, Information and Communications Technology
literacy of participants, presence or lack of moderation and appropriate tasks to enhance
participation, lack ofeedback/responses to posts and forgotten passwords and usernames, can all

have an effect on online interactiéf.

The potential for using a VCoP with the HLCs has not been explored; this is the topic of research

described later in this research.

4.1.5 Aim and objectives

The aim of the researdeported in this chaptemwasto investigate the role of HLCs am#plore the

significance the HLCs attribute to attending HLC meetings.
The research hathe following objectives:

1. Investigate the selfeported activities of HLCs
2. Explore the influence attending HLC meetings has on the HLC role
3. Assess the consensusaginion amongst HLCs on the significance of meetings towards the

sustainability of HLP activities

4.2 Methodology

As a general description, qualite¢ research aims to be sjdxtive, inductive and non-

generalisabl®®, it investigate how people behave in a particular social setting and explore what
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meanings people actually wish to convey when describing personal exper&nd@saliative

methods havebeen applied in the investigation described below.

4.2.1 Qualitative methods

Different qualitative methods are applied to researdbpending on the theoretical and practical
consideration of the study®. As discussed in Chapter 3, qualitative research has its origins in social
sciences and humanities, where the theoretical approach used by researcher tairprovide

02y OSLJidzl f dzy RSNREGFYRAY3 2F a20Alf Ay&®SNI OlA2yas
¢KS FLIINRIFOK (G2 dzy RSNIF1AYy3 ljdz-r f Al GADPS NBASI NOK
Sy lj dzA NEB Qforld&ia dollettionf n&thods. They are usually applied through observations,

interviews (either individual or focus group), or analyses of documents and other written mat€rials

The study reported in this chapter of this thesis invdlf@cus groups.

4.2.1.1 Foas groups

Focus groups have their origin in four separate traditions: social science, organisation research,
community development and market reseateh In medical education research, focus groups have

been commonly used to develop items for inclusion in questionnaires or in hypothesis gen&fation

302, The definition of what constitutes a focus group varies between reported studies. One definition

A& dalF 3INRdzZL) RA & Odza 282 WA RSHSIAZNA YT | AaLISOATAO aSi

As a research method, Sithoutlined that focus groups can have four broad advantages:

M® ¢KS& LINRPDARS AYyF2NXNIGA2Y 2y GKS WReylYAOaQ

interaction that occurs between participants.

2. They may encourage a greatdegree of spontaneity in the expression of views than alternative

methods of data collection.
od ¢KSe& OFly LINROGARS | WalFF+SQ F2NMzy F2NJ GKS S E LINE

4. Participants may feel supported and empowered by a sense of group membership and

cohesivenss.

103



As focus groups are a form of group interview, many of the issues applying to-ame interviews

also apply to the sampling, data collection, analysis, theory and ethics of these groups. Researchers
using this method must decide whether the topiowd benefit from the discussion, interaction and
comparison between groups. Some subjects, such as deeply personal issues, may be better explored
in a safer and more productive way through eteeone interviews. Ideally, sampling should aim for
enough heerogeneity within the group to stimulate discussion but sufficient homogeneity to facilitate
comparison between group¥. There is no defined number of subjects who have to be present to
form a focus group, although numbers of between eight and 12 have been suggested as ideal;
although studies involving betwednur and six participants are also acceptdleThe group is co
ordinated by a moderator or facilitator, who may be assisted by a fellow researcher acting as an
20ASNIISNY ¢KA& | aaradl yil des duBng Siscussiohstto give added 2 F( Sy

information and meaning to the group interaction, nearbal cues and discussijh

As with oneto-one interviews, focus group studies need to consider venues when planning meetings.
Meetings need to be confidential and undertaken in a venue with appropriate facilities soren
I RSljdzr S NBO2ZNRAYy3I 2F RIFEGFE® 1 fiK2dAK GKSNB Aa

venue(s) chosen should aim to optimise participatién

Analysis of data should recognise that focus groups can overemphasise consensus and can be
dominated by either influential or opinionated group mbars’®. In addition, analysis should include

the dynamic interactions within the group. This is particularly important, as it is problematic to
generalise from a focus grouphis is partly because participants, as previously described, are usually
selected through a process of noandom sampling and, in addition, there may be a tendency for
more selfconfident and articulate individuals to agree to take part in a focusgjfduMoreover,as

focus groups are contextualised, it cannot be assumed that the information given by a subject in that

group is a predictor what they may say or do in a different social situ¥tion

4.2.3 Description of methodemployed

In explorative studies, such as thisthe interview is the main method of data collectih The
AYGSNBASG FLOAEAGEIGSA GKS AftfdzYAylrdAazy 2% LI NOA

Furthermore, from a CoP perspective, theanings theHLCsassign to their experiences could be
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I 0O0S&daSR GKNRdzAK RAIFf23dz2S® ¢Kdza Ay (GKAAa &addzRez |
experiences in meeting and networking with each other, the focus group was the data collection

method of choice. Two focus groups were conducted with the study participants available

4.2.3.1Methodology of the focus groups

Thepharmaceutical advisoP@ was contacted for permission to attend the next HLC meeting. An
outline of the study objectivewassentto the PA, which was followedp by an email including a copy
of the study information sheet and a copy of the study congenn (Appendix 4.1)A request was

made to include these documents alongside communications to HLCs for the next Hli@ymeet

At the HLC meeting, before each focus group, a copy of the topic guide was reviewed and a digital
tape recorder was prepared, to audio tape the interview. The recordings can be transcribed verbatim.
The disadvantage of recording is that they nzake participants uneasy. However this effect generally

disappears after the first few minutes when participants are preoccupied in convergdtion

The interview schedule was created iteratively during the research process based on the substantive
literature around communities of practice. Having an understanding of the factors associated with the
functioning of a CoP allowed the researcher to develop the interview schedule. The interview schedule
used during the focus group can be broadly classified into different sections, which focused on:
1 Identifying the seleported roles and activities undexken by HLCs,
T 9ELX 2NAyYy3 GKS 1 [/484Q Y2UAQlFdA2ya F2N FGGSYyRAY:
T Ly@SaaGAaalridAy3d AYyRADGARIZ £ aQ SELISNARSyOSa Ay i
9 Assessing the consensus of opinion amongst HLCs on the significance of meetings towards the

sustainability 6 HLP activities.

A semistructured interviewschedule(Appendix 4.2was developed by the author to enable the
discussion to flow and to allow probing with regard to areas identified as potentially relevant to the

specific research questions.

As theHLC s arrived at the venue they were provided with a copy of the study information sheet and
a copy of the consent form, which they were requested to read prior to consenting to participate in
the study. Further to this, brief profiling of the individualas conducted, to identify place of work,

current job role, age and years of experience working in community pharmacyinformation was
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gathered toobtain further information on the profile of individuals undertaking the HLC.role

Individuals consentigto participate in the focus groups were then issued with a name badge.

Two focus groups were arranged. The 20 HLC atten@fegsesenting 15 pharmacies; 5 of the
pharmacies sent two HLCealere split into two groups, each of 10 volunteering participama.
attempt was made to divide the HL@d0 heterogeneous groupand to avoid persons who work
together from being in theame group. The HLCs were allocated a gtoggually divide the number

of persons working for multiplgroup pharmacies and indepdantly owned pharmacies into the two
groups. Further to this, the focus group interview was conducted in a separate room away from the

meeting area, so thahe second group of HLCs could not overhear communications.

The researcher acted as moderatdn assistant was prest acting as an observer and taking field
notes during discussions and keeping time. The assistant was able to attribute the audio
communications to the appropriate individual by reading their name baBgkowing the two focus

groups,the audio was transcribed verbatim by the research into a Microsoft Word file.

4.2.3.2 Data analysis

Openended questions usually provide qualitative data and there are several methods used to analyse
qualitative data. Dawscot! presented four methods. The $ir is thematic analysis: themes usually

emerge from the data and are not imposed by the researcher. Also, in this type of analysis, the
researcher does not need to wait until he or she completes the data collection, so analysis can start

once any part oftie data is available. The second method is comparative analysis, which involves
comparing and contrasting information that is obtained from the different participants, until the
researcher is sure no more issues are identified. The third method is discoursonversational

analysis, which focuses on speech patterns, the frequencies of these patterns and their implications.
¢CKS F2d2NIK YSGiK2R Aa O2yiSyid lylrfearas ogKAOK Aa
systematically and objectively idérA F @ Ay 3 &aLISOALFt OREI NI OGSNR&GAOa 21
The contentanalysis approach is one of the most popular approaches to analyse-avuku

questions answe?$® 314 |t is commonly utilisd in health research to improve interpretation of d&fa

316, Content analysis may be undertaken in an inductive or deductivé'ay

An inductiveapproach to the qualitative analysis was employed, applying methods described by
Krueger and Cas&y. Following the focus groups, and prior to transcription, a written summary was

made by the researchao recordan outline of the main ideas that emerged during the discussien
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advocated by Popet al!% content analysis of the data frometfocus group transcripts occurréul

between the two focus groupén order to improve moderation techniques and maximise the
AYF2NXYEGA2Y JFEAYSRO® t NR Y OA LI Svare sildpRdfor Hafanaigsis 3 S ND &
whereby the researcher read and-read the discussion transcript in detail, identifying and coding key
concepts and ideas by highlightinggcrete words, sentences and series of sentences relevant to the
research objective’d® 32 These quotes formed the basic meaning units for aiglywhich were
categorised through a process of comparing and contrasting. Preliminary themes were then identified

to organise and understand the ddta

To enhancdrustworthiness an additional researcher independently analysed the transcripts from
each focus group, reading andreading the transcripts to confirm the emerging concepts, ideas and
themes?%. Finally, a further discussion, involving the researcher and the assistant took place during
which data from the two focus gups were integrated, discussed and clarified. Factors including
frequency, specificity, emotional expression and extensiveness of the comments were also considered
during the proces&® 324 Through orgoing interrogation of the data, nps and diagrams were
developed in order to accurately depict the perspectives of the HDifferencesin opinion were
considered with further discussion until consensus was formed on the constructs and themes to be

included in the analytical model.

4.2 4 Ethical approval

This research received a favourable opinion from the Portsmouth NHS Local Research Ethics

Committee (ref 10/H0501/6) 22/01/1Annexe 1).
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4.3 Results
4.3.1 Focus groups

Twentyof the 33HLCemployed in Portsmouth community pharmaciagreed to participate in the
focus group, all but one ofvhom were femaleEach focus group lasted between3@ minutesTable

4.2 details the characteristics of thgarticipants.

Table4.1 Characteristics of the focus group participants

Participant Focus group | Age (years) | Years of Job role Place of
identifier (FG) experience work
in CP
FG1 P1 1 54 12 MCA MC
FG1 P2 1 59 21 MCA MC
FG1 P3 1 48 16 MCA SC
FG1 P4 1 53 9 PT SC
FG1 P5 1 23 4 PT SC
FG1 P6 1 39 4 MCA MC
FG1 P7 1 63 12 DA IC
FG1 P8 1 58 20 DA IC
FG1 P9 1 47 10 DA SC
FG1 P10 1 49 17 PT SC
FG2 P1 2 55 20 MCA MC
FG2 P2 2 55 12 PT SC
FG2 P3 2 58 4 MCA MC
FG2 P4 2 21 2 MCA SC
FG2 P5 2 33 6 MCA MC
FG2 P6 2 41 7 MCA SC
FG2 P7 2 62 19 DA MC
FG2 P8 2 47 6 DA SC
FG2 P9 2 53 14 MCA IC
FG2 P10 2 58 11 PT IC

(n= 20; CP: community pharmacy, Job role MCA: Medicines Counter Assistant PT: Pharmacy Technician DA:
Dispensing Assistant, Place of work MC: Multiple Chain. SC: Small Chain IC: Independent Contractor)
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The average age of the participants was 49 yeargfg&t59) and the average number of years of
experience within community pharmacy was 11.3 (rang&l® Ten of the participants were MCAs
(mean age46, mean yeat@xperience: 11)five were PTémean age: 48, mean ye&kxperience:

11),and five wereDAs (mean age: 55, mean ye&kxperience: 13)

Sewen of the HLCs were employees from five MC pharmacies, nine fro@Cgpharmacies and four

from fourIC pharmacies.

The meaning unitéthe key quotes derived from the content analysismprised203 quotes which

were relevant to the HLC meetings. These varied in length from one word, to a sentence, to a
paragraph. Identified compts and ideas were representative in bdttus group discussions; thus

the findings were integrated for analysisourteen constructs were established, clustering ifdar
GKSYSaxz NBTEtSOGAY3T LI NI A @datdhgitliedHOC ndS&ingd Figlitej42y & |y
The following themes emerged from the analyside and activies performed by HLCsgmeived

benefits of attending HLC meetingsetup and content of the HLC meetings; anaggestions on

developing the HLC network to support sustained delivery of HLP activities. Quotes illustrating these

themes and constructs are described in the following section.
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Figure4.2 Analytical model of the issues relating to HLC meetings discussed in the focus groug
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4.3.1.1 Focus group analysiglerived themes

In the following setton the following abbreviations used tadentify the responderd, FG1 P1: Focus

Group 1 Participant 1. Further characteristics of the respondent can be found in Table 4.2.
Role and activities performed by the HLCs

The HLCs reported their role in supportihg delivery of HLP activities in the community pharmacy
in which they were employed-heydescribed their responsibility in training and motivating members
of the community pharmacy team they worked with in recruiting and suppoxusiomes involved

in the HLP activities. The following statements reflect this.

AidQa YS K2 GStftta GKS 20KSNJ adlFF loz2dzi GKS yS
Ay@2t 3SR YR (KS | ROAOS BEIPAK2dZ R 0SS 3IAGAYy3A (2 C(

A GKAY]1 GKI (oehdoudsdie evefydng elsé i thtlamPecduse not everyone is always
motivated and keen to talk to customers and try to recruit them to what we are doing at that time in

the pharmacypé CDH t ™

The HLCs detailed their role in leading the HLP accreditatimcegs in ensuring séce activity is
recorded in aronline database to share with the commissioners (PharmOutcomes), communicating

service targets to their team and making necessary arrangesierintroduce new HLP initiatives.

OWe are the ones in theharmacy who are always looking out for the new things that come out. Like
y23s GKS aSyQa ISFHtGK !'dzZRAGT ¢S KFE@S G2 GNB G2 1
A0FFF 1y26 lo2dzi Al FYR 6KIFG2P82 R2 YR K2¢ ¢S Ol

ol dohave to do a lot of the paperwork like putting all the figures on PharmOutcomes and making sure

all the details are right and then checking to see that we gotpdid CDH t p

The dissemination of important information discussed in the HLC meetings wadeaisified as an
important functionof the HLC role. After attending HLC network meetings, the HLCs reported that
they routinely disseminaid amongst their team theideas of good practice useful sigposting
resources and new community pharmaeferral pathways discussed at the meetinichis was in most
cases communicated verballfjfowever, it was also mentioned by a number of respondents that
distributed material including leaflets and other printed resources containing this information would

be addedtoK S LIK I NJY-poStiagx&souicd. 3 y

Al consider going to the meetings as professional development and a chance to get useful information
GKFG L OFy OoNAYy3 o001 G2 (GKS LKIWEDyQRtakddutK Sy & 2

111



work and you sharé 2 dzNJ ARSI aT LQ@S fSINYyid a2 Y@EO®wh®dza(G o8&
told me about the Alcohol Interventions team and the referrals they make and she also said about the
scratch cardg$Alcohol brief intervention scoring cardsontains informatia of local referral services)

82dz IS0 FT2N) GKS LKIFNYlIO&é¢ CDm tn

¢tg2 2F GKS |1 [/ & R&upporteg h& RocasKd ahbidga@ tP3withinythe
pharmacy to help with the implementation of the HLP project, and mentioned that they had sought
advice flom their peers and from the local pharmaceutical advisor (PA) on strategies to influence their

colleagues in the pharmacy to participate further in HLP activities.

d know that its my jol{as a HLQp try and make HLP work and make every¢rwleagues in the
pharmacy)as passionate and driven and keen as | arndip the customers and get involvéd HLP

F O A OAKISA SKaFONRaSdaiih. G KAy 3d Aa OKIFy3IAy3d LIS2LX ST 2yS R
to customers but | have to keepyitng with them; XXX&he local PA%aid | should get them to come

tothesemeetingd | [ / Y Sig2N] IRIFAAVYDYX 32Ay 3T (2 ODAytHo GKS

Within one of the focus groupit was proposed by one HLC thatanaging internal communidah
with regards to HLP activitieend developmentsensuringconsumables for HLP services were well
stocked and monitoring the level of service provision were all responsibilities of the HLC; to which

there was agreement from the other HLCs present.

Perceived benefits of attending HLC meetings

This theme comprising of six constructl 3 ¥t SOGa |1 [/ aQ 2LIAYyA2ya 2F (K

acquire from attending the HLC meetings.

It was evident that the majority of HLCs were in favour of regular mgetand perceived them as
opportunities to network with other HLCs working in different pharmacies. The overriding feeling was
that the meetings, first and foremost, provided a platform for attendees to discuss current health
promotion campaigns and to shaideas aroundustomerrecruitment and service promotion. The
HLCgerceivedthe meetings as eare opportunity to meet face to facend networkwith other HLCs

andwas widely valued by the participants.

aL NBFEfta 221 T2 Nb HRare@Rat an&IShinSthey &Saighest ayfor us K A
G2 ySis2N] FyR {SSL) dza YFEWGlIF SR ¢A0GK GKS Fff GFK
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G L T A {fHe méetingsYyeally useful because it gives me a chance to see and hear what everyone

else is doing in their pharmacy &R A G 3IA GSa& YS ARBEP4E F2NJ oKIFG L Ol y

After attending the meetings, HLCs stated they returned to their workplace with greater motivation
possessing@ T S St 3 2(RAR PAnhichia@edBs %boost" (FG1 P3, FG2 P4) in their desire to

help morecustomed ® ! GG SYRAY3I GKS YSS isonfething névk andexc@tiigk S NJ | |
(FG1 P11) to the job role; this acted as a source of motivation for attendees to continue to engage in

HLP activities.

a ¢o back to workKafter the meetingsand feel more motivated and | find out that others like me are
G2NJAYy3 KFENR FyR GNEBRGZHEI2G2 R2 GKS alyYS (KAy3aoda

GhyOS @2dz KSINJ o2dzi a2YSUGKAYy3a @g2NJAy3a oSttt Ay
phaNJy | ©@2¢P6

Furthermore, a significant number of the HLCs agreed that attending the meetings and hearing of
20KSNBQ adz00Saa ¢AlK | [ theakhPdorpdthidbA LD HLINEDA RYR O2
service activity figures, for example smukicessation quit rate3.he HLCs would use the meetings as

an opportunity to elicit advice from other HLCs on health promotion campaigns and strategies to raise

public awareness to boost customer recruitment.

G- - - - O0NFYyOK | NB R hédaihThetkSdnd duiie(stméking cesgakioimid thatk S A NJ
is something that when | hear about, | feel that maybe there is more we can be doing. So | try to have
GKFG O2y@SNBIGAZ2Y 6AGK GKSY FG2P5aSS ¢oKI G L OFy 0S¢

OWe get to hear abduother pharmacies and how many services they are doing; | listen and find out

K2 Aad R2AYy3 Y2NB GKIYy dz& YR FAYR 2dzi K2¢g GKSe@
(customer recruitment to HLP servicdsy R G KSNBQa 2234 a2F Lo lidNE & 2dz YAJ
ideag FG1 P3

Groups also discussed the opportunity the meetings provided in facilitating support for a range of
other issues encountered within the pharmacy, such as IT solutions, sources of purchasing service
equipment and shdang communication techniques in supportiegstomes involved in health and

well-being services within the pharmacy.
G{2YSGAYSa L 2daAad ¢ AlG G2 02YS (2 (GKS&aS YSSiAy3:
a2YS2yS KSNB ¢ K2 dadhgp wikhPiitting the Jigaesion PhanfiSucortevice

information database) YR L RARYQl (y26 ¢6KSNB G2 3ISH GKS AyK
FG1 P1
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