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Abstract 
 

Introduction 

 

Increasing pressures on the National Health Service mean that UK Pharmacists are facing the 

probability of offering a wider range of patient-facing services than ever before.  The potential for 

the provision of services such as mass independent prescribing requires future pharmacists to fully 

develop professional attributes to fulfil these roles. Existing MPharm programmes were accredited 

by the General Pharmaceutical Council based on standards which do not explicitly state the 

professional attributes to be developed, or how this is to be manifested. Pharmacy educators have 

therefore taken a variety of approaches to developing professionalism in their programmes. 

This work aimed to identify and validate a set of professional attributes appropriate for 

demonstration by University of Portsmouth MPharm students by graduation, and to recommend 

mechanisms for developing the identified attributes in future versions of the programme. 

 

Methods 

 

Qualitative methods were used to identify and verify the set of professional attributes. MPharm 

teaching staff took part in focus groups, and pharmacy practice staff a modified Delphi method, to 

identify the attributes they valued. A metanarrative review examined the values of the regulator, 

the lay press, university admissions materials, academic studies and guidance and policy documents 

to identify the attributes valued by these groups. Final year MPharm students were interviewed to 

explore the influences on their professional development. The existing Portsmouth MPharm 

curriculum underwent framework analysis against the attributes identified to facilitate the 

recommendation of changes to fill gaps in the programme. 
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Key findings 

Fourteen teaching staff members participated in the focus groups which identified the themes of 

personal qualities, reflective practice and academic ability, as well as fifteen subthemes.  

Ten pharmacy practice staff members undertook the Delphi study, which identified fourteen 

statements that reached ŎƻƴǎŜƴǎǳǎΣ ǿƛǘƘ ϥŜȄƘƛōƛǘƛƴƎ ΨǇǊƻŦŜǎǎƛƻƴŀƭƭȅ ŜǘƘƛŎŀƭΩ ōŜƘŀǾƛƻǳǊΩ ŀƴŘ 

ϥǇǳǘǘƛƴƎ ǇŀǘƛŜƴǘǎ ŀǘ ǘƘŜ ŎŜƴǘǊŜ ƻŦ ŀƭƭ ǘƘŜȅ ŘƻΩ being most highly valued. 

Eighteen student interviews revealed the key influences of Work experience, the university course 

and personal values. 

Final analysis of the data identified and verified five emerging professional attributes as ΨǘƘŜƳŜǎΩΣ 

which overarch twenty-two additional subthemes. Framework analysis demonstrated that most of 

these themes were not well developed in the existing MPharm programme. This led to the author 

developing recommendations for amendments to future MPharm programmes to develop the 

ΨƳƛǎǎƛƴƎΩ ŀǘǘǊƛōǳǘŜǎΦ 

 

Conclusions 

Six recommendations were made to narrow the gaps in the programme and develop the themes: 

¶ Introduction of a professional tutorial programme 

¶ Roles charters for students, staff, and placement preceptors 

¶ Improved quality, and increased variety and quantity, of clinical placements 

¶ Professional portfolios for each year 

¶ Increased emphasis on becoming reflective practitioners 

¶ Improved volunteering and community service opportunities 

¶ !ƴ ΨŀǎǇƛǊŜ ŀƴŘ ŜȄŎŜƭΩ ǇǊƻƎǊŀƳƳŜ ǘƻ ŀƛŘ ǎǘǳŘŜƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ 

These were incorporated into suggestions for the development of a Professional Attributes 

Programme, to run throughout the four years of the MPharm. 

 

Through the identification and validation of the professional attributes required of pharmacy 

students at graduation, it was possible to make recommendations to improve professional 

development in the Portsmouth MPharm, aiming to prepare them for their future roles.   
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1 Chapter one: Introduction 
 

In which I explain the background to the study, my personal motivations for carrying out the work 

and how the profession of pharmacy has come to be as it is. 

1.1 My personal motivation for this project 
 

I have been a registered pharmacist for 28 years. My own personal journey towards understanding 

professionalism has filled the entirety of that period and only now do I feel that I have an 

understanding of it with which I am comfortable. 

As a young child, I clearly remember the recurrent otitis media that hindered my attempts to learn 

to swim.  Each visit to the GP with mum ended with us going to the pharmacy to collect a bottle of 

amoxicillin with its unforgettable bitter sting on the tongue. The relief associated with this 

treatment, the storage of the syrup in a special place (the fridge) and the use of the unique plastic 

spoon (definitely not to be used for anything else) must have made quite the impression on the six-

year-old me. Even then I knew where the brains of the operation were - not with the GP who simply 

wrote on a piece of paper, but with the pharmacist. In all practicality, it was they who provided not 

only the medicine itself, but all the sage advice associated with my recovery. Finding out that I 

needed to space the doses out and keep going until the whole lot was gone added to the mystique. 

I needed to know more. I needed to know everything. (L ŀƳ ǎǘƛƭƭ ǿǊŜǎǘƭƛƴƎ ǿƛǘƘ ǘƘƛǎΧ) By the time I 

was 12 I knew I would go to university and become a pharmacist. 

In the first three years of the 1990s, the pharmacy education I received was largely science-based 

and comparatively little emphasis was given to professional matters. We were invited to participate 

ƛƴ ƭƻŎŀƭ wt{D. ōǊŀƴŎƘ ƳŜŜǘƛƴƎǎ όƛƴŎƭǳŘƛƴƎ ǘƘŜ ƳŜƳƻǊŀōƭŜ ΨŎƘŜƳƛǎǘǊȅ ƻŦ ŎǳǊǊȅΩ ŦŜŀǘǳǊƛng a post-

sessional curry), we were taught all relevant aspects of the law and there was some discussion of 

ethical decision-making. However, this took a very punitive stance, being largely organised around 

what pharmacists had done wrong and how long they spent in prison, from my recollection. We 

were not didactically taught much about the positives of what being a professional meant. There 

was, however, an unwritten and largely unspoken creed by which all lived at university.  

²Ŝ ΨƪŜǇǘ ƻǳǊ ƴƻǎŜǎ ŎƭŜŀƴΩ ōȅ not taking drugs or breaking the law, looked after our shared houses 

ŀƴŘ ǘǊŜŀǘŜŘ ƻǳǊ ƭŜŎǘǳǊŜǊǎ ǿƛǘƘ ǊŜǎǇŜŎǘΦ !ǇƻŎǊȅǇƘŀƭ ǎǘƻǊƛŜǎ ƻŦ ΨǿƘŀǘ ƘŀŘ ƘŀǇǇŜƴŜŘ ǘƻ ǎƻƳŜƻƴŜΩ 

ŎŀǳƎƘǘ ŘƻƛƴƎ ŜǾŜǊȅǘƘƛƴƎ ŦǊƻƳ ǎƳƻƪƛƴƎ Ŏŀƴƴŀōƛǎ ǘƻ ŎƻǇȅƛƴƎ ǎƻƳŜƻƴŜ ŜƭǎŜΩǎ ƭŀō ǊŜǇƻǊǘ ŀŎǘŜŘ ŀǎ ŀ 

fairly sturdy ΨstickΩ which kept us in line from year one. By our final year we had closer contact with 
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practising pharmacists, some of whom were little older than us and who without exception were 

ǊƻƭŜ ƳƻŘŜƭǎ ƻŦ ƻƴŜ ǎƻǊǘ ƻǊ ŀƴƻǘƘŜǊΦ ²Ŝ ǎŀǿ ǘƘŜ ΨŎŀǊǊƻǘΩ ƻŦ ǇŀǎǎƛƴƎ ƻǳǊ ŘŜƎǊŜŜǎ ŀƴŘ ōŜƎƛƴƴƛƴƎ ƻǳǊ 

pre-registration training. We understood that this was where we would transition from scientists 

into professionals. It did not seem important that we needed to wait until after graduation for this 

ǘƻ ƘŀǇǇŜƴΦ ²Ŝ ōŜƘŀǾŜŘΣ ǿŜ ƭŜŀǊƴŜŘ ŀƴŘ ǿŜ ΨƪŜǇǘ ǿƛǘƘ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩΦ  ²Ŝ ƭŜŀǊƴŜŘ ōŜŎŀǳǎŜ ǿŜ 

saw the authenticity of what we were taught, and we trusted in our teachers. We knew that we 

were fortunate to be students of this lofty profession. We knew our peers, looked after one another 

and we were a community. If one of us fell, we picked them back up. By the end of our studies, we 

were further along in our professional journeys than we could ever have realised. 

It took me longer to take my responsibilities as a pharmacist seriously than I would have liked. It 

was not until about 2 years after I registered that I was diagnosed with atypical depression, although 

I had experienced at least two bouts of mild symptoms before this. My sudden realisation that not 

only was I not coping in my personal life, but also that my capabilities to carry out my role as a ward 

pharmacist were reducing brought this home. The possibility that my thought processes might 

become muddled and that I might put my patients at risk of missing something important hit me 

hard. My decision to do something about this is the single most significant moment in my 

professional development. I drew on what I had learned through the intervening years and went 

back to an old code of ethics for pharmacists, which reminded me that patient safety should be 

paramount.   

Questioning my fitness-to-practise I sought the advice of two senior colleagues, both of whom 

listened and provided sage advice.  I no longer felt invincible, as I had done. My responsibilities 

weighed heavily on my shoulders and my choice to get a diagnosis, treatment, and time away from 

work allowed me time to think about my own professionalism and make changes. It was suddenly 

ƛƳǇƻǊǘŀƴǘ ǘƻ ƭƻƻƪ ŀŦǘŜǊ ƳȅǎŜƭŦ ŀǎ ǿŜƭƭ ŀǎ ƻǘƘŜǊǎ ŀƴŘ ΨōŜ ŀ ǇŀǘƛŜƴǘΩΦ L ǿŀǎ ŦƻǊǘǳƴŀǘŜ ǘƻ ŜȄǇŜǊƛŜƴŎŜ 

the professionalism of the team treating me and learned much from their kindness and patience. 

I now have over twenty years of experience as an educator, tutor, and mentor myself.  As a father 

of teenagers, I do my best to understand how the world has changed since I took my first 

professional steps. The changes to the education of pharmacy students, the services pharmacists 

provide and the expectations of patients have all influenced the standards expected of MPharm 

graduates. The experiences our students go through in the years before they begin their degree are 

very different from those I had, due to changes in the education system and the world around them.  

It struck me that there might be a widening gap between the place where our students start out 

and where they need to end up. As an educator I sometimes feel unsure about the professional 
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attributes our students need when they graduate and how I can help them to develop these. I have 

doubts about how we could ensure that they are well prepared for what they will do next.  

That is why I decided to carry out this work. 

1.2 Professionalism in healthcare 
 

The Oxford English Dictionary (OED) ƛƴŎƭǳŘŜǎ ŜƛƎƘǘ ŘƛǎǘƛƴŎǘ ŘŜŦƛƴƛǘƛƻƴǎ ƻŦ ǘƘŜ ǿƻǊŘ ΨǇǊƻŦŜǎǎƛƻƴΩΦ ¢ƘŜ 

Ƴƻǎǘ ǊŜƭŜǾŀƴǘ ǘƻ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴǎ ƛǎΥ ά!ƴ ƻŎŎǳǇŀǘƛƻƴ ƛƴ ǿƘƛŎƘ ŀ ǇǊƻŦŜǎǎŜŘ ƪƴƻǿƭŜŘƎŜ ƻŦ 

some subject, field, or science is applied; a vocation or career, especially one that involves 

ǇǊƻƭƻƴƎŜŘ ǘǊŀƛƴƛƴƎ ŀƴŘ ŀ ŦƻǊƳŀƭ ǉǳŀƭƛŦƛŎŀǘƛƻƴέΦ1 This captures the essence of the ancient professions 

ς the clergy, the law and medicine for example.  Historically, professionals were educated to a level 

far in excess of the general populous, were experienced and perhaps most importantly committed 

themselves to following a creed which set them apart from others.  

In the past, professionals were largely self-regulated.  Professional bodies developed from the 

occupational guilds of the Middle Ages. Membership was voluntary and was seen to be primarily of 

benefit to the professional themselves, constituting a marker of their personal obligation to society. 

It was used as an indicator of this obligation to those seeking to employ the services of a worthy 

professional.2  

The rise of the modern, altruistic healthcare professional was somewhat guided by the scientific 

advances occurring at the start of the 20th century ς with an increasing understanding of how and 

why treatments were effective, expertise became the most important part of practising as a 

healthcare professional.  It was seen that the most effective way of allowing laypeople to judge the 

capability of a professional was to introduce a system of professional registration.2  

This culture of regulation gathered momentum during the 20th century and in its final decades, an 

increasingly litigious society demanded greater personal responsibility on the part of the 

professional. In healthcare, the loss of National Health Service (NHS) Crown Immunity during the 

мфулΩǎ3 led to individual professionals being seen as increasingly responsible for their actions. 

Clinical governance was introduced to protect patients and the public and emphasised the 

responsibilities of the individual.4 Regulatory bodies responded to this change, by increasing the 

requirements on members. This was achieved through demanding proof of continuing education / 

professional development and self-declaration of fitness-to-practise.  
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Increased regulation designed to improve standards of practise may have side-effects. The 

decisions of an individual healthcare professional may have significant impact on the lives of 

patients and there is a high frequency of decision events made by each practitioner.  Personal 

values, beliefs, and motivations (both intrinsic and extrinsic) influence the behaviour of individuals. 

There remains the possibility that some will do the minimum required of them to retain their 

professional registration and no more. They may consider that they have fulfilled their professional 

obligations. This can lead to the fostering of potentially dangerous behaviours in the healthcare 

professions where a culture of lifelong learning is an essential part of maintaining competency.   

Philosophically, professionals are seen to possess knowledge, experience, and an innate ability to 

make decisions where there is no precedent. It is the constant making of decisions without evidence 

or direct experience which may be seen to define the modern professional.  In his seminal work on 

reflective practice Schön describes this process as άǊŜŦƭŜŎǘƛƻƴ-in- actionέ5 and indicates that it is 

unique to the professions. The ability to constantly make decisions by performing άƻƴ ǘƘŜ ǎǇƻǘ 

ŜȄǇŜǊƛƳŜƴǘǎέ leads to true άtǊƻŦŜǎǎƛƻƴŀƭ ŀǊǘƛǎǘǊȅέ.6  

Professionalism is therefore not only concerned with what one must do, but also how one should 

think and feel to fulfil the definition of medical professionalism proposed by the Royal College of 

Physicians in 2005: 

άΧ ŀ ǎŜǘ ƻŦ ǾŀƭǳŜǎΣ ōŜƘŀǾƛƻǳǊǎΣ ŀƴŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǘƘŀǘ ǳƴŘŜǊǇƛƴ ǘƘŜ ǘǊǳǎǘ ǘƘŜ ǇǳōƭƛŎ Ƙŀǎ ƛƴ ŘƻŎǘƻǊǎΦέ7  

Professional regulators have introduced formalised codes of practise to guide and maintain 

appropriate behaviours for qualified healthcare professionals.7 These describe professional 

attributes to be fostered, outline expectations of fitness-to-practise and provide advice on 

emerging topics, (for example the use of personal online communications including social media).  

These attributes also form an important part of educating student professionals. Adapted versions 

of the codes of practice have been produced with students in mind. The teaching of these codes, 

along with copious opportunities to reflect upon them, is felt to be a key aspect of training students 

of healthcare professions such as medicine.8 There is an expectation that there are some aspects 

ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳ ǘƻ ǿƘƛŎƘ ǎǘǳŘŜƴǘǎ ǎƘƻǳƭŘ ŀŘƘŜǊŜ ŦǊƻƳ ΨŘŀȅ ƻƴŜΩ ŀƴŘ ǘƘŜǎŜ ŀǊŜ ŜȄǇǊŜǎǎŜŘ ƛƴ ǘƘŜ 

same way in student codes as for registered professionals (for example, substance misuse or illegal 

activities). However, other aspects will develop as the student progresses through their studies, 

alongside acquiring knowledge and skills. These are rarely expressed in guidance documents. 

Therefore, the differences between the codes for qualified professionals and those for students are 

of ƛƴǘŜǊŜǎǘΣ ƛƴ ǇŀǊǘƛŎǳƭŀǊƭȅ ǘƘŜ ŀǊŜŀ ƻŦ ΨǇǊƻŦŜǎǎƛƻƴŀƭ ǎƻŎƛŀƭƛǎŀǘƛƻƴΩΦ ¢Ƙƛǎ ƛǎ ŘŜŦƛƴŜŘ ŀǎ: 
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 άΧŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƧƻǳǊƴŜȅ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ŀ ǎƻŎƛŀƭ ŀŎŎǳƭǘǳǊŀǘƛƻƴ ǇǊƻŎŜǎǎ ƻŎŎǳǊǊƛƴƎ 

ǿƛǘƘƛƴ ŀ ǇǊƻŦŜǎǎƛƻƴŀƭ ƎǊƻǳǇ ŀƴŘ ŎƻƴǘŜȄǘΧέ7 

It is perhaps this issue of becoming accultured to the expectations of the healthcare system and the 

individual profession to which the student belongs which is most difficult to teach and assess. 

Perhaps by beginning with the instillation of professional attributes to the individual student that 

this might be achieved. 

1.2.1 Educating students of the healthcare professions ɀ the example of Medicine 

 

When considering the education, training, and other professional development of students in the 

healthcare prrofessions, medicine leads the way. 

!ǎ ƻƴŜ ƻŦ ǘƘŜ ǘƘǊŜŜ ŎƭŀǎǎƛŎŀƭ ΨƭŜŀǊƴŜŘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŀƭƻƴƎǎƛŘŜ ƭŀǿ ŀƴŘ ǘƘŜƻƭƻƎȅΣ ƳŜŘƛŎƛƴŜ Ƙŀǎ ŀ ŎƭŜŀǊ 

ƛŘŜƴǘƛǘȅ ǿƛǘƘƛƴ ƳƻŘŜǊƴ ǎƻŎƛŜǘȅΦ  Lǘ Ŏŀƴ ōŜ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ǘƘŜ ΨǇƻǿŜǊ ōǊƻƪŜǊΩ ƻŦ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ 

professions, with the weight of the number of doctors, and the historical respect of the public 

leading to gravitas being placed on doctors. They have become the spokespeople of healthcare in 

society.  Almost all members of the public will visit a doctor at some point during their life and the 

roles and responsibilities of doctors are well understood.  Patients understand what doctors do and 

have clear expectations of the services they provide.  

Doctors make many high-stakes decisions, including many of great consequence for the patient. In 

ǎƻƳŜ ǊŜǎǇŜŎǘǎΣ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ΨȅƻǳǊ ƭƛŦŜ ƛƴ ǘƘŜƛǊ ƘŀƴŘǎΩ ƘƻƭŘǎ ŀ Ǝŀƛƴ ƻŦ truth. The gravitas associated 

with medical practice somewhat follows from public appreciation that dƻŎǘƻǊǎ Řƻ ΨǎŜǊƛƻǳǎΩ ǘƘƛƴƎǎΦ 

This has led to medicine having a long history of teaching students to take ownership of the 

decisions made, understanding that no decision is risk-free and gaining an appreciation of the need 

to balance risk and benefit as part of the decision-making process. This leads to the inevitability 

that the outcome of some decisions is negative.  The public sees doctors as somehow more 

iƳǇƻǊǘŀƴǘ ƻǊ ǾŀƭƛŘ ǘƘŀƴ ƻǘƘŜǊ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ōŜŎŀǳǎŜ ǘƘŜȅ ΨŎŀǊǊȅ ǘƘŜ ǿŜƛƎƘǘΩ ƻŦ ǘƘŜǎŜ 

serious decisions. They expect it to be a doctor who conveys bad news to them, and a doctor who 

explains their treatment options. Other healthcare professions are involved, but it is to the doctor 

that the patient has always looked at every key point in their illness. 

One consequence of the public expectation of doctors is that they are under a great deal of scrutiny 

from outside of their profession. There is a long history of journalists publicising errors, poor 

practice and criminality amongst doctors in the name of public interest. A 2015 review of cases of 

doctors being erased or suspended form the General Medical Council (GMC) medical register  
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included offencŜǎ ǊŜƭŀǘƛƴƎ ǘƻ  ΨǎŜȄǳŀƭ ƛǎǎǳŜǎΩΣ ŘƛǎƘƻƴŜǎǘȅΣ  ŘǊƛƴƪ-driving and violence. 9 Well-

publicised British cases such as that of the serial killer Dr Harold Shipman10 have fuelled public 

mistrust in the medical profession. The mismatch between the unrealistic expectation of the doctor 

ŀǎ ŀ ΨǎǳǇŜǊƛƻǊ ōŜƛƴƎΩ ŀƴŘ ǘƘŜ ǊŜŀƭƛǘȅ ƻŦ doctors committing crimes and behaving unprofessionally 

has made it easy for sensational headlines to imply a lack of professional regulation over the recent 

decades. It is unsurprƛǎƛƴƎ ǘƘŀǘ ƳŜŘƛŎƛƴŜ Ƙŀǎ ŀƭǿŀȅǎ ƴŜŜŘŜŘ ǘƻ ΨƪŜŜǇ ƛǘǎ ƘƻǳǎŜ ƛƴ ƻǊŘŜǊΩΦ ! ƪŜȅ 

aspect of this is understanding how medicine trains and educates student doctors in 

professionalism. 

1.2.2 Training student doctors in professionalism 

 

Given the potential for reputational damage to the medical profession caused by negative publicity, 

it is unsurprising that medicine began trying to incorporate training on professionalism before most 

other healthcare professions. ΨtǊƻƧŜŎǘ tǊƻŦŜǎǎƛƻƴŀƭƛǎƳΩ ǿŀǎ ǎŜǘ ǳǇ ōȅ ǘƘŜ !ƳŜǊƛŎŀƴ .ƻŀǊŘ ƻŦ 

Internal Medicine (ABIM) and ran between 1990 and 1994.11,12 It aimed to enhance professionalism 

amongst medical students and early career doctors and to embed professionalism within the 

sphere of clinical competence. The authors aimed to achieve this aim by: 

ω Defining professionalism  

ω Raising the awareness of the need to be professional amongst doctors  

ω Providing a means to allow educators to include teaching on professionalism within 

teaching programmes 

ω Developing a strategy for assessing professionalism amongst early career doctors 

The methodology chosen was the gathering of an expert committee to produce materials intended 

to enhance thinking about professionalism, which were then presented at workshops and symposia 

at national meetings of professional medical societies as stimulators of discussion.  

The project succeeded in achieving its aims, including the strengthening of requirements for 

students to demonstrate professional behaviours within residency programmes.  The areas of 

accountability, humanistic qualities, physician impairment and professional ethics were added to 

ǎȅƭƭŀōƛΦ ! ǎŜǘ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ ǘŜƴŜǘǎ ǘƻ ǿƘƛŎƘ ŘƻŎǘƻǊǎ ǎƘƻǳƭŘ ŀǎǇƛǊŜ ŀƴŘ ΨǎƛƎƴǎ ŀƴŘ ǎȅƳǇǘƻƳǎΩ όǿƘƛŎƘ 

point towards situations in which doctors might not be exhibiting expected behaviours) were 

created.  These are both shown in Table 1. 
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Table 1 Tenets arising from Project professionalism12 

  

Tenets of professionalism Signs and symptoms of unprofessionalism 
Altruism Greed 

Accountability Arrogance 

Excellence Impairment 

Duty Lack of conscientiousness 

Honour and integrity Abuse of power 

Respect for others Misrepresentation 

 Conflict of interest 

 

Despite its age and non-UK origin, this is an important resource. This project illustrates several key 

points when considering the teaching, measurement and assessment of professionalism in 

ǎǘǳŘŜƴǘǎΦ  ¢ƘŜ ŎƻƴŎŜǇǘ ƻŦ ΨǘŜƴŜǘǎΩ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳ ƛǎ ŀƴ ƛƳǇƻǊǘant one. Defining the aspects of 

behaviour which are expected of developing professionals and explaining them in a simple way is a 

precursor to considering if, and how, professionalism can be taught and assessed.  These tenets 

may form the backbone of both educational syllabi and assessment criteria.  It should be noted that 

a follow-up project in 1999, involving the European Federation of Internal Medicine as well as three 

American regulatory bodies set out three principles of practice and a set of professional 

responsibilities for qualified doctors to follow, but that this did not directly apply to students so is 

less relevant to undergraduate development13. 

Lƴ ǘƘŜ ¦YΣ ǘƘŜ ǊŜǇƻǊǘ Ψ5ƻŎǘƻǊǎ ƛƴ {ƻŎƛŜǘȅΩΣ ǿŀǎ ǇǊƻŘǳŎŜŘ ŀǎ ŀ ǎǳƳƳŀǊȅ  ƻŦ ƳƛȄŜŘ ƳŜǘƘƻŘǎ ǊŜǎŜŀǊŎƘ 

(including focus groups, questionnaires and expert committee consensus methods) and was 

commissioned by the Royal College of Physicians in 2005.8 The recommendations from the report 

reflect a desire to move on from simply guiding medical students and doctors on aspects of 

professional behaviour to which they should aspire.  This report advocates both the teaching and 

assessment of medical professionalism. This represents a considerable shift in approach when 

ŎƻƳǇŀǊŜŘ ǿƛǘƘ ǘƘŀǘ ŜȄǇǊŜǎǎŜŘ ǘŜƴ ȅŜŀǊǎ ŜŀǊƭƛŜǊ ōȅ άtǊƻƧŜŎǘ tǊƻŦŜǎǎƛƻƴŀƭƛǎƳέΦ ¢Ƙƛǎ ŎƘŀƴƎŜ ǿŀǎ 

largely driven by events during the intervening ten-year period. The empowerment of patients, 

including a rise in the availability of patient information (largely due to the increase in information 
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available online) led to a need to change the role of the doctor and the doctor-patient relationship. 

¢ƘŜ ƴŀƳŜ ΨǇŀǘƛŜƴǘ-ŎŜƴǘǊŜŘ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΩ Ƙŀǎ ōŜŜƴ ƎƛǾŜƴ ǘƻ ǘƘƛǎ ŎƘŀƴƎƛƴƎ ǎŜǘ ƻŦ ǊƻƭŜǎ ŀƴŘ 

responsibilities for healthcare professionals.14 

Ψ5ƻŎǘƻǊǎ ƛƴ {ƻŎƛŜǘȅΩ ǊŜŎƻƎƴƛǎŜǎ ǘƘŀǘ ǊŜǎŜŀǊŎƘ ƛƴǘƻ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳ ǿŀǎ Ψƛƴ ƛǘǎ ƛƴŦŀƴŎȅΩ and that 

άaŜŀǎǳǊƛƴƎ ŀǎǇŜŎǘǎ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳ όƘŀŘύ ōŜŎƻƳŜ ŀƴ ƛƳǇƻǊǘŀƴǘ ǇŀǊǘ ƻŦ ǊŜǎŜŀǊŎƘΧέ in this area8. 

There is discussion of inability to directly connect the professionalism of the doctor to its effects 

upon the standard of patient care. It is argued that without tools for measuring professionalism this 

important connection may never be made. 

In terms of education, ΨDoctors in SocietyΩ makes recommendations for change in four key areas: 

1. The selection of students ς Schools of Medicine were recommended to read students 

personal and tutor statements at admission and ask questions such that they could select students 

who displayed άƎŜƴŜǊƛŎ ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǘǘǊƛōǳǘŜǎΦέ The appointment of lay members of selection 

panels was also recommended. 

2. The introduction of relevant teaching materials to aid students learning about 

professionalism, especially of medical humanities teaching was suggested. 

3. The acceptance that the mentorship a student receives during all parts of their 

undergraduate training is the most important influence on their professional development. 

Integrate άΧǇǊƻŦŜǎǎƛƻƴŀƭ ǾŀƭǳŜǎΣ ōŜƘŀǾƛƻǳǊǎ ŀƴŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎΧ ƛƴǘƻ ǘƘŜƛǊ ŎǳǊǊƛŎǳƭǳƳ ƭƻŎŀƭƭȅΣ ŀƴŘ 

ƛƴǘƻ ŜȄŀƳƛƴŀǘƛƻƴǎ ƴŀǘƛƻƴŀƭƭȅΦέ 

4. The early introduction to professional values, to be achieved through the use of a 

ŎŜǊŜƳƻƴƛŀƭ ƛƴŘǳŎǘƛƻƴ ΨǿƘƛǘŜ ŎƻŀǘΩ ŎŜǊŜƳƻƴȅΣ ǿƘƛŎƘ ǎƘƻǳƭŘ ōŜƎƛƴ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ŀǎǎŜǎǎƳŜƴǘ ƻŦ 

professionalism throughout the programme, whereby ά9ŀŎƘ ǎǘǳŘŜƴǘǎ ǇǊƻŦŜǎǎƛƻƴŀƭ ǾŀƭǳŜǎ ǎƘƻǳƭŘ ōŜ 

ŀǎǎŜǎǎŜŘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜƛǊ ǘǊŀƛƴƛƴƎ ǘƻ ŜƴǎǳǊŜ ǘƘŜƛǊ ŦƛǘƴŜǎǎ ǘƻ ǇǊŀŎǘƛǎŜΦέ8 

Lƴ ǘƘŜ ¦YΣ ǘƘŜǎŜ ƛŘŜŀǎ ǿŜǊŜ ƛƴŎƻǊǇƻǊŀǘŜŘ ƛƴǘƻ ǘƘŜ DŜƴŜǊŀƭ aŜŘƛŎŀƭ /ƻǳƴŎƛƭΩǎ 5ƻŎǳƳŜƴǘ 

Ψ¢ƻƳƻǊǊƻǿΩǎ ŘƻŎǘƻǊǎΥ hǳǘŎƻƳŜǎ ŀƴŘ {ǘŀƴŘŀǊŘǎ ŦƻǊ ¦ƴŘŜǊƎǊŀŘǳŀǘŜ aŜŘƛŎŀƭ 9ŘǳŎŀǘƛƻƴΩ ǿƘƛŎƘ ǿŀǎ 

pǳōƭƛǎƘŜŘ ƛƴ нллф ŀƴŘ ǎǳōǎŜǉǳŜƴǘƭȅ ǘƘŜ ŎǳǊǊŜƴǘ όнлмуύ ΨhǳǘŎƻƳŜǎ ŦƻǊ DǊŀŘǳŀǘŜǎΦΩ ¢ƘŜǎŜ  

demonstrate the development of the expectations on the graduating medical student as a 

professional.15,16 There is, however,  very little practical advice in these documents related to how 

the concept of professional development should be incorporated into a curriculum. Some brief 

indication of core syllabus content related to professionalism as a subset of ethics and law was 

ƎƛǾŜƴ ōȅ ŀ ǎǳǇǇƭŜƳŜƴǘŀǊȅ ǇŀǇŜǊ ƛƴ нллфΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ ƎŜƴŜǊŀƭ ǎǘŀǘŜƳŜƴǘǎ ǎǳŎƘ ŀǎ άstudents 
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ǎƘƻǳƭŘ ōŜ ŀōƭŜ ǘƻ ŘŜƳƻƴǎǘǊŀǘŜ ƛƴ ǇǊŀŎǘƛŎŜΧ ǘƘŜ ƴŜŜŘ ǘƻ Ƴŀƛƴǘŀƛƴ ǇǊƻŦŜǎǎƛƻƴŀƭ ōƻǳƴŘŀǊƛŜǎ ǿƛǘƘ 

ǇŀǘƛŜƴǘǎέΦ17 However,  medical schools are almost entirely encouraged to find their own ways of 

both achieving and assessing good professional development of their students.  

The measurement of medical professionalism is an important concept, but it is practically very 

difficult to achieve in any meaningful way. A review undertaken in 2002 by Veloski et al18 looked at 

over 130 studies into professionalism and concluded that there were very few amongst them which 

measured professionalism using any sort of evaluative process, either formatively or summatively. 

The most common problems with the approaches reviewed were found in the areas of content 

validity, reliability of measurements and practicality of use.  This is an important learning point for 

the aspiring researcher into professionalism. 

A systematic review of the methods used by medical schools to promote professionalism was 

carried out at Warwick University in 2009.19 This analysis identified a large variation in the teaching 

and assessment methods used by medical schools with regard to professional aspects of their 

courses. These are outlined in table 2. 

The wide variety of modalities presented here hints towards there not being a suitable single 

assessment type which is ideally suited to assessing professionalism. Different aspects of 

professionalism may need to be assessed in different ways.   

In summary, medicine has always fulfilled the definition of a profession.  Recent changes have 

driven attempts to ensure the professional development of medical students, to produce doctors 

who meet the public expectations placed upon them. The medical profession has a history of 

generating detailed definitions of professionalism, appreciating the changing demands upon 

qualified doctors over time and recommending broad areas for inclusion in the undergraduate 

curriculum.  However, the medical regulatory and advisory bodies in the UK and other countries 

seem less sure of the details of how this is to be achieved. These include the precise professional 

attributes to be developed and exactly how professionalism should be assessed, offering little direct 

advice to educators and it is therefore unsurprising that there is no standard model for measuring 

and assessing the professionalism of medical students today. 
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Table 2: Teaching and related assessment methods in Medical schools outlined by Passi et al19 

  

Teaching methods Assessment methods 
Reflective practice ς experiential Self-assessment 

Peer-assessment 

Clinical contact (including tutor feedback) Direct observation 

Student evaluation forms 

Professionalism mini-evaluation exercises 

Undergraduate ethics teaching Situational judgement tests 

Problem-based learning  

Role play exercises Teamwork exercises 

Bedside teaching Patient evaluations 

Standardised patient assessments 

Educational portfolios Educational portfolios 

Videotaped conversation analysis Videotape analysis 

Significant event analysis Attendance records 

Workshops; interactive lectures Objective structured clinical examinations 

Humanities writing: reading poetry / prose 

about patients and doctors 

 

Mentoring programmes Attendance records 
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1.3 Other healthcare professions and professionalism 
 

Regulators of other healthcare professions have largely followed the example of medicine in their 

attempts to instil professionalism into new registrants. Nursing is a key example of this due to the 

size of the profession. Some 745,000 UK nurses and midwives are registered with the Nursing and 

Midwifery council (NMC), the regulator since 2002.20, 21 

 

1.3.1 Nursing ɀ the Nursing and Midwifery Council (NMC) 

 

The profession of nursing has faced its share of challenges. The commonly-heard public perception 

of the nurse as a carer or an uneducated and submissive handmaiden has been a problem for a 

profession wishing to educate students to degree level and extend its roles beyond the traditional.22 

Nursing has struggled with the concept that in order to be seen as capable and knowledgeable,  its 

own professional standards needed to actually alter this perception. Negative press relating to  

unprofessional behaviour by registered nurses including the case of Beverly Allitt23 (who was 

convicted of murdering or assaulting some 12 children in 1991) led to reputational damage to 

nursing including a loss of public trust.  It is not surprising that nursing was ahead of many 

healthcare professions in introducing requirements for Continuing Professional Development (CPD) 

as part of ongoing registration, and applying these in undergraduate programmes. 

Whilst registration of nurses began in 1921, it was not a legal requirement until 1946. Initially the 

sole requirement was proof of having completed an appropriate academic programme.  

Requirements for registered nurses have developed over the last 40 years to include reflective 

practice and peer review as part of maintaining competence and registration. 

Nursing has a long history of using reflective practice to develop professionalism, with registered 

nurses required to carry out and record 35 hours of CPD activities every three years from 1995 

onwards. This was superseded by a three-yearly revalidation programme, in place since 2016.24 

Registrants must practise in line with the NMCs guidance document -  Ψ¢ƘŜ /ƻŘŜΥ tǊƻŦŜǎǎƛƻƴŀƭ 

ǎǘŀƴŘŀǊŘǎ ƻŦ ǇǊŀŎǘƛŎŜ ŀƴŘ ōŜƘŀǾƛƻǳǊ ŦƻǊ ƴǳǊǎŜǎΣ ƳƛŘǿƛǾŜǎ ŀƴŘ ƴǳǊǎƛƴƎ ŀǎǎƻŎƛŀǘŜǎΩ which was last 

updated for nurses in 201525.  This document outlines the standards of practise expected of nurses 

ŀƴŘ ǊŜŦƭŜŎǘǎ ǘƘŜ ǎǘǊƻƴƎ ōŀǎƛǎ ƻŦ ΨǎƻŦǘΩ ǎƪƛƭƭǎ ǎǳŎƘ ŀǎ ŎƻƳƳǳƴƛŎŀǘƛƻƴΣ ŜƳǇŀǘƘȅ ŀƴŘ ǇŀǘƛŜƴǘ-

ŎŜƴǘǊŜŘƴŜǎǎ ǘƘŀǘ ƻƴŜ ƳƛƎƘǘ ŜȄǇŜŎǘ ƎƛǾŜƴ ǘƘŜ ǊƻƭŜǎ ǘƘŜȅ ǳƴŘŜǊǘŀƪŜΦ  Lǘ ƛǎ ΨŀŎǘƛƻƴ ōŀǎŜŘΩΣ ŘŜǎŎǊƛōƛƴƎ 

what the registrant must or must not do, in order to provide wide-ranging advice on expectations 
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of the registered nurse. Whilst professional attributes are not stated, they are clearly implied by 

the standards due to the level of detail given. 

In addition to the standards in The Code, the NMC published ΨCǳǘǳǊŜ ƴǳǊǎŜΥ ǘƘŜ {ǘŀƴŘŀǊŘǎ ƻŦ 

ǇǊƻŦƛŎƛŜƴŎȅ ŦƻǊ ǊŜƎƛǎǘŜǊŜŘ ƴǳǊǎŜǎΩ in 2018.26 This document effectively represented the learning 

outcomes required of nursing undergraduate degrees. The standards are organised into seven 

ΨǇƭŀǘŦƻǊƳǎΩΣ ǿƘƛŎƘ ŀǊŜ ƻǳǘƭƛƴŜŘ ƛƴ ǘŀōƭŜ 3. 

 

Table 3: The ba/Ωǎ seven platforms of nursing proficiency at registration.26 

The seven platforms: 
1.  Being an accountable professional 

2.  Promoting health and preventing ill health  

3.  Assessing needs and planning care  

4.  Providing and evaluating care  

5.  Leading and managing nursing care and working in teams  

6.  Improving safety and quality of care  

7. Coordinating care 

 

¢ƘŜ ƭŀƴƎǳŀƎŜ ǳǎŜŘ ƛƴ ΨFuture nursesΩ points towards the emotive nature of nursing practice. For 

example, when discussing the duty ƻŦ ŎŀƴŘƻǳǊΣ ǘƘŜ ǿƻǊŘ ΨŎƻǳǊŀƎŜΩ ƛǎ ǳǎŜŘ ǿƘŜƴ ŜȄǇƭŀƛƴƛƴƎ ǘƘŜ 

requirement to recognise and report issues in practice. The introduction to the document outlines 

how registered nurses behave, stating that:  

ά¢ƘŜȅ ŀŎǘ ǇǊƻŦŜǎǎƛƻƴŀƭƭȅ ŀǘ ŀƭƭ ǘƛƳŜǎΧέ26 

So, there is a clear statement of expectation of the learning outcomes for registered nurses. When 

looking at how this leads to advice on the development of professional attributes by nursing 

ǎǘǳŘŜƴǘǎΣ ǘƘŜ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ ƛŘŜŀ ƛǎ ǘƘŀǘ ǎǘǳŘŜƴǘǎ ǎƘƻǳƭŘ ǿƻǊƪ ǘƻǿŀǊŘǎ ǘƘŜ ǎǘŀƴŘŀǊŘǎ ƛƴ Ψ¢ƘŜ /ƻŘŜΩ 

Ǿƛŀ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǘƘŜ ƻǳǘŎƻƳŜǎ ƻǳǘƭƛƴŜŘ ōȅ ΨCǳǘǳǊŜ bǳǊǎŜǎΩΦ  ¢Ƙƛǎ ƛǎ ŎƭŜŀǊƭȅ ƛƴŎƻǊǇƻǊŀǘŜŘ ƻƴǘƻ 

the NMC educational standards. 

The current standards for the education and training of nurses (2018) are divided into three parts. 

ΨtŀǊǘ мΩ ƻǳǘƭƛƴŜǎ ǘƘŜ ǎǘŀƴŘŀǊŘǎ ƛƴ ƎŜƴŜǊŀƭ ŀƴŘ ŜƳǇƘŀǎƛǎŜǎ ǘƘŜ ŜƴǾƛǊƻƴƳŜƴǘ ŀƴŘ learning culture 

ǊŜǉǳƛǊŜŘΦ  Lǘ ǇǊŜǎŜƴǘǎ ŀ ΨǇǊƻŦƛŎƛŜƴŎȅΩ ōŀǎŜŘ ƳƻŘŜƭ ǿƛǘƘ ƭƛǘǘƭŜ  ŘŜǘŀƛƭ ƻŦ Ƙƻǿ ǘƘŜ ƻǳǘŎƻƳŜǎ ŦǊƻƳ 

ΨCǳǘǳǊŜ bǳǊǎŜǎΩ ƻǊ ŜƭŜƳŜƴǘǎ ƻŦ Ψ¢ƘŜ /ƻŘŜΩ ŀǊŜ ǘƻ ōŜ ŀŎƘƛŜǾŜŘΣ ƻǘƘŜǊ ǘƘŀƴ ǊŜǉǳƛǊƛƴƎ ǘƘŀǘ ŜŘǳŎŀǘƻǊǎ 
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άŀŎǘ ŀǎ ǇǊƻŦŜǎǎƛƻƴŀƭ ǊƻƭŜ ƳƻŘŜƭǎΦέ27 ¢ƘŜǊŜ ƛǎ ŀ ǳƴƛǉǳŜ ΨǇart 3Ω of the standards for each programme 

ς for nurses, midwives and nursing associates. The programme for nurses28 includes requirements 

at admission, which require students on entering a programme to: 

¶ мΦмΦн άŘŜƳƻƴǎǘǊŀǘŜ ǾŀƭǳŜǎ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǘƘŜ ŎƻŘŜΦέ 

¶ мΦмΦо άƘŀǾŜ ŎŀǇŀōƛƭƛǘȅ ǘƻ ƭŜŀǊƴ ōŜƘŀǾƛƻǳǊǎ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǘƘŜ ŎƻŘŜέΦ 

This requires an interview process as part of the entry criteria for nursing programmes which 

includes values-based questions. This is a concept which has been used across the healthcare 

disciplines, including within the NHS, over the past ten years.29 It is seen as a way of selecting 

ŎŀƴŘƛŘŀǘŜǎ ǿƘƻ ƘŀǾŜ ǘƘŜ ǊƛƎƘǘ ΨƳƻǊŀƭ ŦƛōǊŜΩ ōȅ ǇǊŜǎŜƴǘƛƴƎ ǘƘŜƳ ǿƛǘƘ ǎƛǘǳŀǘƛƻƴǎ ǘƻ ŎƻƴǎƛŘŜǊ ŀƴŘ 

requiring them to describe their thought processes, options they consider in the situation and what 

they would actually do.  Providing an appropriate set of values are selected, leading to the 

development of questions which examine them effectively, this method may be useful in recruiting 

students who fulfil the requirements.  

Like most other healthcare professions, nursing degrees include a great deal of practical learning. 

The NMC standards greatly concern themselves with the experiences student nurses have in-

practice. The requirement from the NMC is that half of the nursing degree must take place in clinical 

ǇǊŀŎǘƛŎŜ ǿƛǘƘ άdirect contact with patients and familiesέ.30 This offers a wide variety of 

opportunities for educators to develop programmes which allow the student to learn, develop and 

be assessed against learning outcomes in  practice as well as the classroom. Student nurses 

undertake placement activities throughout their degree and will therefore be exposed to practical 

ƭŜŀǊƴƛƴƎ ŀƴŘ ƳŜƴǘƻǊǎƘƛǇ ŦǊƻƳ ΨŘŀȅ ƻƴŜΩΦ ¢ƘŜȅ ǿƛƭƭ ǳƴŘŜǊǘŀƪŜ ŀ ǾŀǊƛŜǘȅ ƻŦ ǿƻǊƪ-based assessments 

so that learning outcomes are assessed in practice, as opposed to in theory. It must be stressed that 

the NMC does not, however, dictate how the majority of the outcomes are to be met. (There are a 

few examples of key skills such as drug calculations, for which the NMC does have specific 

requirements). 

To conclude, as in the example of medicine, the position of the nursing regulator leaves the 

educator with a set of expectations to be met by students by the time they begin registered 

practice, but no clear explanation of how many are to be developed, taught or assessed. 
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1.3.2 The Health and care professions council (HCPC) 

 

The HCPC was created under the Health Professions order in 200131, with the aim to regulate a wide 

range of healthcare professions under a single body. It now regulates 15 professions including 

paramedics, physiotherapists, dieticians and radiographers.32  With such a broad remit, it is of value 

to examine the professional expectations of the Council with respect to undergraduate 

programmes. 

The HCPC published its Standards of conduct, performance and ethics for registrants  2016.33  This 

ǿŀǎ ŀŎŎƻƳǇŀƴƛŜŘ ōȅ ŀŘŘƛǘƛƻƴŀƭ ŀŘǾƛŎŜ ŦƻǊ ǎǘǳŘŜƴǘǎ ŀƴŘ ŜŘǳŎŀǘƛƻƴ ǇǊƻǾƛŘŜǊǎ ΨDǳƛŘŀƴŎŜ ƻƴ ŎƻƴŘǳŎǘ 

ŀƴŘ ŜǘƘƛŎǎ ŦƻǊ ǎǘǳŘŜƴǘǎΩΦ34  This is similar in language and scope to the NMC guidance and hints at 

professional attributes by describing expected behaviours in the same way. The student document 

differs in that it acknowledges that students are not registered with the Council and so they are 

ŜȄǇŜŎǘŜŘ ǘƻ ōŜ ǿƻǊƪƛƴƎ ǘƻǿŀǊŘǎ ǘƘŜ ǎǘŀƴŘŀǊŘǎΦ ¢ƘŜ ǾŜǊō ΨǎƘƻǳƭŘΩ ƛǎ ǳǎŜŘ ƛƴ ǇƭŀŎŜ ƻŦ ΨƳǳǎǘΩ όŀǎ ƛƴ 

the registrant version) in recognition that student development will take place during the period of 

learning.  

The overarching education standards produced by the HCPC in 2009 reflect the diversity in the 

professions they register. Given the vastly differing roles undertaken by the different groups it is 

unsurprising that there is a lack of detail here. These standards are now relatively old and are to 

ǳƴŘŜǊƎƻ ƳŀƧƻǊ ǊŜǾƛŜǿ ōȅ нлнпΣ ¢ƘŜȅ Řƻ ŦŜŜƭ ŀ ƭƛǘǘƭŜ ΨōŜƘƛƴŘ ǘƘŜ ǘƛƳŜǎΩ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘƻǎŜ ǇǳōƭƛǎƘŜŘ 

by other regulators, especially with regard to emphasis on current issues such as sustainability, 

inclusivity and diversity. There are some general comments on professionalism herewith, for 

example:  

ά!ǎǎŜǎǎƳŜƴǘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ Ƴǳǎǘ ŜƴǎǳǊŜ ǘƘŀǘ ƭŜŀǊƴŜǊǎ ŘŜƳƻƴǎǘǊŀǘŜ ǘƘŜȅ ŀǊŜ ŀōƭŜ ǘƻ 

meet the expectations of professional behaviour, including the Standards of Conduct, Performance 

and Ethicsέ.35 

This requires educators to incorporate the core standards for registrants into programmes.  

However, there is an implication that educators must also follow individual professional standards 

for their student groups.  
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1.3.3 An example of an HCPC-regulated profession ɀ Paramedics 

 

The example HCPC-regulated profession of paramedics was chosen as the profession with which 

the author has closest ties, being personally involved in teaching BSc paramedic science students 

for around ten years.  For paramedics the HCPC expects registrants to comply wƛǘƘ Ψ{ǘŀƴŘŀǊŘǎ ƻŦ 

Proficiency ς tŀǊŀƳŜŘƛŎǎ όнлмпύΩ ǿƘƛŎƘ ƛƴŎƻǊǇƻǊŀǘŜǎ ǎǘŀƴŘŀǊŘǎ ŦǊƻƳ ǘƘŜ ƎŜƴŜǊƛŎ ŘƻŎǳƳŜƴǘŀǘƛƻƴ 

applicable to the profession.  These standards may be used by educators as learning outcomes to 

be achieved by registration, but like nursing and medicine they do not represent a curriculum or 

guide the educator in any detail. However, in contrast to other professions, the professional body 

for paramedics produces curriculum guidance to help educators. 

In association with the HCPC, the College of PaǊŀƳŜŘƛŎǎ ǇǊƻŘǳŎŜǎ  ǘƘŜ ŘƻŎǳƳŜƴǘ ΨtŀǊŀƳŜŘƛŎ 

/ǳǊǊƛŎǳƭǳƳ DǳƛŘŀƴŎŜΩ ǿƘƛŎƘ ǿŀǎ ƭŀǎǘ ǳǇŘŀǘŜŘ ƛƴ нлмфΦ36 This gives detailed guidance on topics and 

areas of learning to be incorporated into programmes. An overview of the areas included is given 

in figure 1 and the areas relating to personal and professional attributes are shown in table 4. 

Figure 1: College of Paramedics overview of curriculum content.36 
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Other attributes such as the ability to use medical ethics in decision-making are included in other 

sections of the guidance. This gives a good level of detail in terms of areas to teach and develop, 

but does not go so far as to indicate how they are to be assessed.  This is, once again in the hands 

of the educator to decide.  

In summary, paramedic science educators have several sources of information to consider when 

creating HCPC-accredited programmes. The involvement of the professional body for paramedics 

provides a useful curriculum to guide expectations, but there is still little guidance on how to assess 

professional attributes, ensuring that students are fit for registration. 

Table 4: College of Paramedics Curriculum guidance Section C1.6 - Personal and professional attributes.36 

Communication skills 

C1.6.1 Demonstrate a professional approach to communicating with others 

C1.6.2 Utilise communication and listening skills to effectively and sensitively meet the 
needs of others 

C1.6.3  Demonstrate the ability to defuse potential conflict situations utilising conflict 
resolution and de-escalation principles  

Professional behaviours 
 

C1.6.4  5ŜǾŜƭƻǇ ŀƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ƻƴŜΩǎ ƻǿƴ ǾŀƭǳŜǎ ŀƴŘ Ƙƻǿ ǘƘŜȅ ŀŦŦŜŎǘ ǇǊŀŎǘƛŎŜ 

C1.6.5 Demonstrate a professional approach, attitude, and behaviours which adhere to 
relevant standards and guidance 

C1.6.6 Demonstrate an understanding of values-based practie as a partner to evidence-
based practice in shared decision-making 

C1.6.7 Demonstrate self-awareness and the ability to critically reflect on the impact of your 
attitude and behaviours 

C1.6.8 Demonstrate a commitment to continuous professional development and lifelong 
learning 

C1.6.9 Understand the value of inter-professional working and demonstrates the ability to 
practice effectively as part of a multi-professional team 

Personal resilience 
 

C1.6.10 Understand the factors that impact on personal well-being and resilience 

C1.6.11  Understand the importance of good support networks and discussing issues that 
affect personal well-being with others 

C1.6.12 wŜŎƻƎƴƛǎŜ ǿƘŜƴ ƻƴŜΩǎ ƻǿƴ ǊŜǎƛƭƛŜƴŎŜ ƛǎ ŀŦŦŜŎǘŜŘ ŀƴŘ ŀŘŘǊŜǎǎ ŀƴŘ ŘŜǇƭƻȅ ŀ ǊŀƴƎŜ ƻŦ 
strategies and interventions, including accessing appropriate services and agencies 
who can offer support and help 

Human factors 
C1.6.13 Develop insight and awareness of human factors and how it impacts upon practice 

C1.6.14 Develop an understanding of human factors with an organisational focus 

C1.6.15  Develop an understanding of human factors with a focus on the individual 
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1.4 The History of Pharmacy as a Profession 
 

The roles of doctors and pharmacists in the UK were effectively set out following the entry of the 

ŀǇƻǘƘŜŎŀǊƛŜǎ ǘƻ ǘƘŜ ƳŜŘƛŎŀƭ ǇǊƻŦŜǎǎƛƻƴ ŀŦǘŜǊ мтлпΦ ¢ƘŜ ΨŎƘŜƳƛǎǘǎ ŀƴŘ ŘǊǳƎƎƛǎǘǎΩ ŀǎ ǘƘŜȅ ŎŀƭƭŜŘ 

themselves began to specialise in the compounding of medicinal products, whilst the apothecaries 

ŘŜǾŜƭƻǇŜŘ ǘƘŜƛǊ ǎƪƛƭƭǎ ƛƴ ŘƛŀƎƴƻǎƛƴƎ ŀƴŘ ǘǊŜŀǘƛƴƎ ǇŀǘƛŜƴǘǎΦ ¢ƘŜ ǘŜǊƳ ΨǇƘŀǊƳŀŎƛǎǘΩ ƳŜŀƴƛƴƎ ŎƘŜƳƛǎǘ 

and druggist was popularised in the late 18th century. 37 

Patient safety was at the centre of the very beginnings of the regulation of pharmacists. When the 

Pharmaceutical Society was founded in London in 1841 poisons were largely unregulated. 

Increasing numbers of deliberate arsenic poisonings led to a government desire for regulation of 

the sale of poisons. It took until the 1868 Pharmacy Act for a Register of Pharmacists qualified to 

hold and dispense poisons to be created. After that date pharmacists were examined, registered 

and prosecuted by the Pharmaceutical Society, especially with respect to cases involving poisons.38 

Pharmacist regulation had begun. 

The (Royal) Pharmaceutical Society of Great Britain (RPSGB) became both the regulatory body and 

the professional body for pharmacists and took on the registration of both pharmacy premises and 

pharmacists themselves.  The Society retained these dual roles until 2010, when a Government 

White paper39 (which was first heard in 2007) led to the breakup of the Society into two 

complementary bodies ς The General Pharmaceutical Council (GPhC), as the new regulator and the 

Royal Pharmaceutical Society (RPS) which took on the professional roles (akin to the medical and 

nursing Royal Colleges).40 Following this division it has been necessary for pharmacists to retain 

registration with the GPhC, but membership of the RPS has become optional.   

Under GPhC regulation, pharmacists are now required to carry out core regulatory activities, 

including signing an annual fitness-to-practice declaration, meeting standards for CPD, displaying 

ŀƴ ƛƴŘƛǾƛŘǳŀƭƛǎŜŘ ΨwŜǎǇƻƴǎƛōƭŜ tƘŀǊƳŀŎƛǎǘΩ ƴƻǘƛŎŜ ǿƘŜƴ ŀǇǇǊƻǇǊƛŀǘŜ ŀƴŘ ŦƻƭƭƻǿƛƴƎ ǘƘŜ evolving 

GPhC standards of practice.41,42  

The RPS does not publish lists of members, but membership is anecdotally considered to be less 

than half the registered pharmacist population. The RPS provides the opportunity for professional 

recognition via the RPS Faculty programme, education (including via publications such as the 

Pharmaceutical Journal and Clinical Pharmacist), attendance at events at both local and national 

levels and additional professional guidance.  It could be argued that low membership numbers are 

a sign of the lack of autonomous drive towards maintaining professionalism felt by many practising 



Chapter One 

 

Page 18 of 358 
 

pharmacists.   However, others in the profession may choose not to become RPS members due to 

the additional financial cost, or simply the lack of a requirement to join. This then, perhaps, a 

multifaceted issue.  

1.4.1 Changing pharmacist roles 1948- 1986 

 

The formation of the NHS in 1948 provided accessible healthcare for all in the UK and led to an 

increase in the number of prescriptions dispensed by community pharmacists. At that time most 

items needed to be compounded (extemporaneously dispensed), forcing pharmacists to spend long 

hours in dispensaries preparing products for individual patients.43 It was at this point that it could 

be argued that pharmacy was truly a profession ς pharmacists were in the possession of a unique 

combination of medical and scientific knowledge and expertise, with the compounding of 

medicines as their key role.  

This role as medicines compounders gradually decreased ƻǾŜǊ ǘƘŜ мфрлΩǎ ŀƴŘ слΩǎ ǿƛǘƘ ǘƘŜ ŀŘǾŜƴǘ 

of large-scale industrial manufacture of medicines, available as pre-packaged tablets and capsules. 

¢Ƙƛǎ ΨƻǊƛƎƛƴŀƭ ǇŀŎƪ ŘƛǎǇŜƴǎƛƴƎΩ ƳƻŘŜƭ ǊŜŘǳŎŜŘ ǇƘŀǊƳŀŎƛǎǘ ǘƛƳŜ ōȅ ŜƴǎǳǊƛƴƎ ǘƘŀǘ ƳŜŘƛŎƛƴŜǎ ǿŜǊŜ 

dispensed with extensive patient information leaflets included, meaning that the pharmacist did 

not need to speak to the patient at each supply.44 As time moved on, the reduction in 

extemporaneous dispensing allowed for many changes to community pharmacy. The introduction 

of new over-the-counter (OTC) medicines, new services and the developing role of the pharmacy 

technician/ dispenser all contributed to changes in the activities carried out by pharmacists. The 

job role changed significantly.   

Unfortunately, not all these changes helped pharmacy to live up to a traditional definition of 

professionalism and it is probably at this point that pharmacy stopped meeting definitions of 

professionalism. Towards the end of the 20th century, community pharmacy had become a largely 

reactive occupation, with pharmacists responding to prescriptions written by doctors to supply 

prescription medicines in their original packs. They rarely had any involvement in meaningful 

ŘŜŎƛǎƛƻƴǎ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΦ ¢ƘŜ ǘǊŀƴǎƛǘƛƻƴ ŦǊƻƳ ΨŎƻƳǇƻǳƴŘŜǊΩ ǘƻ ΨŘƛǎǇŜƴǎŜǊΩ ƻŦ ƳŜŘƛŎƛƴŜǎ ǿŀǎ 

complete.  The ability to select and prescribe the most appropriate medicine themselves was 

ΨōŜȅƻƴŘ the controlling power of pƘŀǊƳŀŎƛǎǘǎΩ.44  ¢ƘŜȅ ƘŀŘ ŎƻƳǇƭŜǘŜƭȅ ƭƻǎǘ ǘƘŜ ΨǇƻǿŜǊΩ ƛƴ ǘƘŜ 

relationship with the prescriber and had not gained final control over the άǎƻŎƛŀƭ ƻōƧŜŎǘ ƻŦ (their) 

practice, which is (the) ƳŜŘƛŎƛƴŜέΦ45 9ǾŜƴ ǘƘŜ ǊƻƭŜ ŀǎ ŀ ΨlongstopΩ  preventing patients from taking 

overdoses and drug combinations which interact significantly had reduced with the introduction of 
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computerised prescribing and dispensing systems. It was easy to see pharmacy at that time as being 

an occupation looking for its own professional identity.      

1.4.2 The Nuffield report (1986) 

 

The 1986 Nuffield report was commissioned partly in response to the findings of an initial inquiry 

published by Davey in 198346,47, which stated that pharmacists were excessively educated for their 

role and that they therefore represented a waste of public funds. Reporting in 1986, Ψ¢ƘŜ ŎƻƳƳƛǘǘŜŜ 

ƻŦ ƛƴǉǳƛǊȅ ƛƴǘƻ ǇƘŀǊƳŀŎȅΩ ǿŀǎ ǘƘŜ ǎǇǊƛƴƎōƻŀǊŘ ŦƻǊ ǳǘƛƭƛǎƛƴƎ ǘƘƛǎ ǇŜǊŎŜƛǾŜŘ ΨǿŀǎǘŜŘ ŜŘǳŎŀǘƛƻƴΩ ƳƻǊŜ 

ŜŦŦŜŎǘƛǾŜƭȅΦ Lǘ ƛƴǘǊƻŘǳŎŜŘ ΨŜȄǘŜƴŘŜŘΩ ǇƘŀǊƳŀŎȅ ǊƻƭŜǎ ŀƴŘ ǎǳƎƎŜǎǘŜŘ ƴŜǿ ŜŎƻƴƻƳƛŎ ƳƻŘŜƭǎ ǘƻ ŦǳƴŘ 

them. Whilst many of the roles described in the report became commonplace in community 

pharmacy practice (such as minor ailments services and keeping patient medication records), not 

all suggestions fulfilled their potential. Some services such as clinical diagnosis and management 

όŦƻǊ ŜȄŀƳǇƭŜ ƻŦ ƘȅǇŜǊǘŜƴǎƛƻƴ ƻǊ ƘȅǇŜǊŎƘƻƭŜǎǘŜǊƻƭŀŜƳƛŀύ ŘƛǎŀǇǇƻƛƴǘƛƴƎƭȅ ōŜŎŀƳŜ ΨŘƛŀƎƴƻǎŜ ŀƴŘ 

ǊŜŦŜǊΩ ǎŜǊǾƛŎŜǎ ǊŀǘƘŜǊ ǘƘŀƴ ǘŀƪƛƴƎ ǳǇ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ƭƻƴƎ-term management by the pharmacist 

as autonomous practitioner. The report did, however lay foundations for many services which 

continue to form part of the community pharmacy NHS contract in England.  

As a result of the report, pharmacy began to integrate itself into the healthcare team as it became 

less reactive and more proactive, through referral based on the results of diagnostic testing and 

medication review services in community pharmacy. In secondary care the prospect of clinical 

pharmacy expanding into all clinical specialities and the pharmacist as a presence in ward 

environments was supported, especially considering the increasing complexity of medication 

regimes as the number of drugs available expanded. 

Perhaps most relevant here is the understanding in the report that whilst a strong science base was 

still important for pharmacy education, learning in areas new to pharmacy such as άǇŀǘƘƻƭƻƎȅΣ 

ǘƘŜǊŀǇŜǳǘƛŎǎΣ ǎƻŎƛŀƭ ŀƴŘ ōŜƘŀǾƛƻǳǊŀƭ ǎŎƛŜƴŎŜǎέ would be relevant to new roles it highlighted.48  The 

development of future pharmacists implied that becoming clinicians was a way for pharmacy to 

ǊŜƎŀƛƴ ƛǘǎΩ ƭƻǎǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǘŀƴŘƛƴƎΦ 
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1.4.3 The Pharmaceutical Care Report (1992) 

 

ΨtƘŀǊƳŀŎŜǳǘƛŎŀƭ ŎŀǊŜΥ ¢ƘŜ ŦǳǘǳǊŜ ŦƻǊ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎȅΩ ǿŀǎ ǘƘŜ ǇǳōƭƛŎŀǘƛƻƴ ƻŦ ŀ Ƨƻƛƴǘ ǿƻǊƪƛƴƎ 

party of the RPSGB and Department of Health (DoH), published on March 3rd 1992.49 Wide ranging 

in scope and very forward-thinking the report gives a clear picture of those aspects of the Nuffield 

report which had been adopted by community pharmacy and sought to move on to a new model 

of community practice with the pharmacy acting as a health hub in the community and offering a 

wide range of applicable additional services, for which appropriate funding would be made 

available. At the core of the report is the concept of the pharmacist using competencies such as 

aseptic dispensing, therapeutic drug monitoring and provision of health promotion advice with an 

understanding that additional training may be required to perform some of these functions. The 

ǊŜǇƻǊǘΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀǊŜ ŀ ŎƻƳōƛƴŀǘƛƻƴ ƻŦ ƳŀƪƛƴƎ ǘƘŜ ōŜǎǘ ƻŦ ǘǊŀŘƛǘƛƻƴŀƭ ŎŀǇŀōƛƭƛǘƛŜǎ ŀƴŘ 

developing new ones, such as limited prescribing roles ς recommendation eight for example, which 

suggests that pharmacists may have a prescribing role (similar in scope to what would eventually 

be designated Ψ{upplementary PrescribingΩ ten years later50) where the doctor diagnosed the 

condition and the pharmacist selected the most appropriate medicine. This could be argued to 

represent a move towards a more professional role.  

However, the report was truly ahead of its time ς it took a further 13 years for the community 

pharmacy contract to include many of the services and roles it had suggested and a similar time 

until non-medical prescribing became a reality. The move back towards truly professional roles was 

a slow one. 

1.4.4 New community pharmacy services 2005-2022 

 

ThŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ƛƴǘǊƻŘǳŎŜŘ ǘƘŜ ΨbŜǿ ŎƻƳƳǳƴƛǘȅ tƘŀǊƳŀŎȅ /ƻƴǘǊŀŎǘǳŀƭ ŦǊŀƳŜǿƻǊƪΩ ƛƴ 

April 2005 following extensive consultation.51 This built on the 2003 NHS plan and was intended to 

widen accessibility to medicines and related services for the public. The perceived underuse of the 

skills and knowledge of pharmacists was still an important issue for the Government of the time, 

ǿƘƻ ǎŜǘ ƻǳǘ ǘƘŜ ƴŜǿ ΨŎƻƴǘǊŀŎǘΩ ǘƻ ŜƴŎƻǳǊŀƎŜ ŜȄǇŀƴǎƛƻƴ ƻŦ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ǘƻ ǳǘƛƭƛǎŜ ǘƘŜǎŜ 

capbilities.52  

The widening of the range of OTC medicines to include many with very precise licensing 

requirements (such as simvastatin 10mg) along with minor ailment schemes and medicines usage 

review (MUR) all required pharmacists to undergo postgraduate training before being able to offer 

these services. However, there has been much criticism that some parts of the framework fall short 
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ƻŦ ǇǊƻǾƛŘƛƴƎ ǘǊǳƭȅ ΨǳǎŜŦǳƭΩ ǎŜǊǾƛŎŜǎ ς for example the now-defunct MUR service did not offer full 

clinical review and did not therefore permit pharmacists to make many changes themselves, leaving 

them to simply recommend amendments to regimens to the GP.  

tǳǘǘƛƴƎ ŀǎƛŘŜ ǘƘŜ ŘŜōŀǘŜ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ŜȄǘŜƴǘ ƻŦ ǘƘŜ ΨŎƭƛƴƛŎŀƭ ǇƻǿŜǊΩ ƛƴ ǘƘŜ ƎƛŦǘ ƻŦ ǇƘŀǊƳŀŎƛǎǘǎ 

carrying out these services, they did allow some degree of further integration within the primary 

healthcare team. Opportunities to provide direct patient care and to make interventions within 

their scope of practice were opened to them. Advising on basic lifestyle and medicines-taking 

behaviours did provide a degree of clinical contact with Government funding.  The use of the NHS 

ƭƻƎƻ ŀƴŘ ǘƘŜ ōŀŘƎƛƴƎ ƻŦ a¦w ŀǎ ŀƴ bI{ ǎŜǊǾƛŎŜ ōȅ ǇƘŀǊƳŀŎƛŜǎ ƛƳǇƭƛŜŘ ŀƴ ΨƻŦŦƛŎƛŀƭΩ ǎǘŀǘǳǎ ǘƻ ǘƘŜ ƴŜǿ 

services. So, it may be argued that some additional professional attributes were developed by 

pharmacists providing the services, for example in consultation skills. 

The New Medicine Service (NMS) was introduced in England in 2011. It was added to the advanced 

services available in the contract framework with the aim of improving support for patients as they 

begin to take medicines for long-term conditions.53 This service requires detailed understanding of 

the conditions being treated, which includŜ Ƴŀƴȅ ŎƻƳǇƭŜȄ ŘƛǎŜŀǎŜǎ ǎǳŎƘ ŀǎ tŀǊƪƛƴǎƻƴΩǎ ŀƴŘ 

epilepsy, and of the medicines prescribed. However, there is no additional clinical training 

requirement to provide the service. There is opportunity for pharmacists to undergo extensive 

development of professional attributes but these are neither identified nor required by the service 

specification.53 

Some recently introduced new services have required specialist training and development before 

the pharmacist may offer the service. One example is the increasing use of both NHS and private 

Patient Group Directions (PGDs) since 2009, mostly to supply prescription-only medicines without 

the need for a prescription. This has been applied to a wide range of clinical areas from treatment 

of simple urinary tract infections to administration of travel vaccines.  PGD documentation includes 

clear identification of the knowledge and skills required to be eligible to supply / administer the 

medicine and how this is to be gained54. Some progress towards clinical practice has been made 

through such initiatives. 

The latest changes to the provision of services by pharmacists have come as part of the COVID-19 

pandemic, with over 1,100 community pharmacies participating in the national vaccine booster 

campaign by October 2021,55 as well as many primary and secondary care-based pharmacists. The 

inclusion of the pharmacy team as essential workers at the early stage of the pandemic and several 

highly-publicised discussions of the role community pharmacists played throughout led to an 
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increase in public awareness of the work that pharmacists do. It is not yet apparent whether this 

will have a lasting effect on public perception. 

1.4.5 Supplementary and independent prescribing roles (2003-6) 

 

One way of trying to meet the definition of professionalism to which pharmacy aspires has been to 

take on roles traditionally held by other professions. By taking back the ability to prescribe 

medicines, a long-lost right, pharmacists may finally feel that they may take their place with the 

learned professions. Prescribing rights were given to pharmacists as supplementary prescribers in 

2003 and independent prescribers in 2006.56,57 The role of the prescriber, and the associated 

extension of roles have allowed experienced pharmacists to fulfil their potential in general practice  

as autonomous clinicians within the primary care team, and in secondary care specialist practice. 

The GPhC accredits prescribing programmes against a specific set of learning outcomes which 

demand an enhanced skillset including clinical skills, consultations, diagnostics and critical 

thinking.58  These require prescribing students to experience and reflect on prescribing practice 

within a multidisciplinary team and under the supervision of experienced mentors.  

Such roles obviously require the development of professional attributes outside of those 

traditionally taught during the initial education and training of pharmacists. Effective clinical 

decision-making, for example, demands that the pharmacist is able to balance risks and benefits, 

understand the options available and are ready to take responsibility for their actions at high-stakes 

decision points. The enhanced skillset of the prescribing pharmacist could be argued to fulfil the 

definition of professionalism. 

Towards the end of this work, it was announced that prescribing rights will be given to pharmacists 

at the point of registration from 2025 onward.59,60 This is further discussed in chapter nine. It will 

necessitate considerable changes to both MPharm programmes and foundation training to ensure 

the development of relevant attributes by the time pharmacists join the register.  

 

1.5 Why pharmacy wishes to be considered as a profession 
 

Pharmacy aspires to be seen on the same level as the classical professions for many reasons.  

¢ƘŜǊŜ ƛǎ ŀ ŘŜǎƛǊŜ ŦƻǊ ǊŜŎƻƎƴƛǘƛƻƴ ƻŦ ǘƘŜ ΨƎƻƻŘΩ ǘƘŀǘ ǇƘŀǊƳŀŎȅ ŘƻŜǎ ŦƻǊ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜ ǇǳōƭƛŎΣ ǿƛǘƘ 

a perception amongst pharmacists that a lot of what they do goes unseen and somehow 

unappreciated. This extends to how much the weight of opinions of pharmacists are seen as 

valuable to ǎƻŎƛŜǘȅΦ ¢ƘŜ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ ƎŀƛƴƛƴƎ ŀ ƳƻǊŜ ŀǳǘƘƻǊƛǘŀǘƛǾŜ ΨǾƻƛŎŜΩ ƛƴ ǘƘŜ ǇǳōƭƛŎ ŜȅŜ ōȅ ƘŀǾƛƴƎ 
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the opinions of leaders within the profession heard in both political and media spheres may be an 

additional driver towards increased public visibility. 

 Having the chance to make more of a difference is another important factor. Some pharmacists 

have a genuine interest in public health and medicines safety and wish to be given opportunities to 

make worthy contributions. The contribution made during the COVID-19 pandemic has 

demonstrated this. 

Of course, any occupation with many members will include those with a financial interest in the 

business in which they work, who value financial gain. There would seem to be a potential economic 

benefit to pharmacists who are trustworthy and honourable.  Some of that benefit may be driven 

by the ability to be trusted to provide services which attract funding or are profitable. It is 

ǳƴǎǳǊǇǊƛǎƛƴƎ ǘƘŀǘ ŦƛƴŀƴŎƛŀƭ ƛƴǘŜǊŜǎǘǎ Ƴŀȅ ǳƴŘŜǊƭƛŜ ŀ ŘŜǎƛǊŜ ǘƻ ōŜ ΨǎŜŜƴ ƛƴ ŀ ƎƻƻŘ ƭƛƎƘǘΩΦ  

The opinions of the public and patients (as well as colleagues from other professions) are constantly 

cited as reason for pharmacy wishinƎ ǘƻ ōŜ ΨǘŀƪŜƴ ƳƻǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭƭȅΩΣ ǎƻ ǘƻ ǎǇŜŀƪΦ Lǘ ƛǎ ǘƘŜǊŜŦƻǊŜ 

relevant to look at how this has changed over time. 

1.5.1 The opinion of patients and the public 

 

The opinions of patients and the public with respect to pharmacy as a profession have undergone 

changes in recent decades. Access via the internet to information that had once been held only by 

professionals, the movement from medicines-related compliance through concordance to 

adherence, and the introduction of patient-centred practice have led to significant changes in the 

expectations of the public with regards to pharmacists and pharmacies. 

There is evidence that the reasons why patients and the public select an individual community 

pharmacist have changed over the past 40 years. A study in 1983 emphasised the importance of 

pharmacist friendliness, professionalism and the availability of services when patients selected a 

pharmacy61. However,  a study in 2018 indicated that patients valued factors related to medicines 

safety (such as identification of drug-drug interactions and medication errors) over those more 

related to professional behaviours (such as the pharmacist establishing a personal relationship with 

the patient and staff friendliness /courtesy)62.  

Several highly-publicised cases of unprofessional behaviour in pharmacists have given the public 

cause for concern. Adverse publicity, including a Which? report63 ŀƴŘ ŀ ƪŜȅ ../ ΨLƴǎƛŘŜ hǳǘΥ [ƻƴŘƻƴΩ 

investigation64 both taking place in 2012 suggested issues with both professional standards and the 
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ŎƭƛƴƛŎŀƭ ƪƴƻǿƭŜŘƎŜ ŘŜƳƻƴǎǘǊŀǘŜŘ ōȅ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎƛǎǘǎ ŘǳǊƛƴƎ ΨƳȅǎǘŜǊȅ ǎƘƻǇǇŜǊΩ ǘŜǎǘǎΦ Lƴ ǘƘŜ 

case of the BBC investigation, this included UK-registered community pharmacists selling controlled 

drugs to journalists posing as patients without them being in possession of a prescription.  This 

implies that those individuals willing to sell controlled drugs to the public may take a similar 

approach to other aspects of their practice. There is possibly much to learn about what being 

professional means by examining the things pharmacists do which are considered unprofessional 

by society. 

The loss of crown immunity in 1991 resulted in both individual healthcare professionals and NHS 

organisations being liable in cases of malpractice. This led to an increase in the culture of litigation 

against pharmacists and other groups. Medical (and therefore pharmaceutical) negligence became 

sensationalised in the 1ффлΩǎ ŀƴŘ ŎƻƴǘƛƴǳŜǎ ǘƻŘŀȅΣ ǿƛǘƘ ƘƛƎƘ-profile cases reported in the lay press. 

Estimates of the NHS having to pay out over £3 billion per year in compensation by 2020 were 

highlighted in the press.65 This led to three factors potentially affecting public opinion on healthcare 

professionals. Firstly, that the professionals themselves were exposed as making mistakes which 

lead to negative patient outcomes, secondly that the law supports the responsibility of the 

ƛƴŘƛǾƛŘǳŀƭ ƻǊ ƻǊƎŀƴƛǎŀǘƛƻƴ ǘƻ ΨǇǳǘ ǘƘƛǎ ǊƛƎƘǘΩ Ǿƛŀ ŦƛƴŀƴŎƛŀƭ ǊŜǇŀǊŀǘƛƻƴǎΣ ŀƴŘ ǘƘƛǊŘƭȅ ǘƘŀǘ ǘƘƛǎ ǘƘŜƴ costs 

the taxpayer money. It is easy to see how such events could cause reputational damage to the 

whole healthcare sector, including pharmacists, in the eyes of the public. 

After the loss of Crown immunity, the NHS introduced the concept of clinical governance to ensure 

that healthcare systems were safe and effective.66 From the perspective of the pharmacist, this 

helps to guide professional practice and minimise the risk of negative outcomes. Along with more 

recent developments such as the duty of candour and whistleblowing, this has represented a 

change in culture within NHS environments to one of honesty and accountability.67 However, trust 

in healthcare professionals is easily lost and difficult to regain. The question of how to gain the trust 

of the public is a complex one, but one recent study identified providing consistent services, 

communication and consultation skills as being key.68 Perhaps by identifying appropriate 

professional attributes and developing ǘƘŜƳ ŜŦŦŜŎǘƛǾŜƭȅ ŦǊƻƳ ΨŘŀȅ ƻƴŜΩΣ atƘŀǊƳ ǎǘǳŘŜƴǘǎ Ŏŀƴ Ǝŀƛƴ 

an early understanding of how to develop this public faith in their capabilities and rebuild this lost 

trust. 
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1.6 Is pharmacy a profession now? 
 

The current status of pharmacy as a profession is debatable.  The term quasi-professional, meaning 

ΨǇƻǎǎŜǎǎƛƴƎ ǎƻƳŜ ǘǊŀƛǘǎ ƻŦ ŀ ǇǊƻŦŜǎǎƛƻƴ ōǳǘ ƴƻǘ ŀƭƭΩ has been applied to pharmacy since at least the 

мфслΩǎΦ 5ŜƴȊƛƴ ŀƴŘ aŜǘǘƭƛƴ ŀǊƎǳŜŘ ǘƘŀǘ ǇƘŀǊƳŀŎȅ ƛƴ ǘƘŜ ¦{! ǿŀǎ ŀƴ ΨƛƴŎƻƳǇƭŜǘŜ ǇǊƻŦŜǎǎƛƻƴΩ 

because it had failed to ensure that it was only possible to ΨŀŎŎǳƳǳƭŀǘŜ ŀ ǎȅǎǘŜƳŀǘƛŎ ōƻŘȅ ƻŦ 

ǎŎƛŜƴǘƛŦƛŎ ƪƴƻǿƭŜŘƎŜΩ required to act as a pharmacist from within the profession i.e. that other 

groups may acquire this learning without having the requirement to be pharmacists. 69  

The change from a culture of individual pharmacy ownership 30 years ago, to the current situation 

where the majority of pharmacies are owned by companies, with pharmacists taking roles as 

employees or locums has led to the individual pharmacist having a minimal role in the development 

of professionalism in community pharmacy.45 The development of services such as MUR, where 

payment was based on the number of consultations undertaken rather than the quality of the 

interventions made,  did little to prioritise professionalism over profit. This led Roger Walker, Chief 

Pharmaceutical officer for Wales to state, at the RPS annual conference in 2012: 

 "Why do we impose targets on pharmacists to deliver [a certain number of MURs]? Is that 

ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΚ Lǘ ŘƻŜǎƴΩǘ ǎǘǊƛƪŜ ŀ ŎƘƻǊŘ ǿƛǘƘ ƳŜΦ L ǘƘƛƴƪ ǘƘŜǊŜ ŀǊŜ ƛǎǎǳŜǎ ǘƘŜǊŜ ǘƘŀǘ ǿŜ ƴŜŜŘ ǘƻ 

address"70 

¢ƘŜ ƻŎŎǳǇŀǘƛƻƴŀƭ ŘŜƳŀƴŘǎ ƻŦ ǇƘŀǊƳŀŎȅ ΨǿƻǊƪΩ ƘŀǾŜ ƭŜŘ ǘƻ ǘƘŜ ǇƘŀǊƳŀcy workforce feeling 

detached from their own sense of professionalism. This is not a uniquely British phenomenon. A 

study carried out in Canada in 2019 reported that pharmacists felt their personal identity was more 

important to them than any professional identity and that they άǇŜǊŦƻǊƳ ǇƘŀǊƳŀŎȅ work but may 

not have a fully developed internalized psychological sense of profession-ƘƻƻŘέΦ71 

Given this loss of identity and the benefits to pharmacy to regain it, it is important to consider how 

the process of professional identify formation is undertaken. As a journey of lifelong learning, this 

must begin in the initial education and training period of MPharm students. 

  

1.6.1 The initial education and training of pharmacists 

 

The current standard model for the training of pharmacists in the UK involves the student entering 

higher education to undertake an undergraduate four-year Master of Pharmacy (MPharm) course. 

This is followed by a one-year foundation (formerly named pre-reregistration) placement in a 

practice environment (most commonly community pharmacy or hospital pharmacy). The 
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foundation trainee must pass both a competency-based training programme and a registration 

examination.  On successful completion, the trainee is eligible for entry on to the register of 

practising pharmacists, which is maintained by the GPhC. Only those professionals appearing on 

this register may describe themselves as pharmacists in the UK.72 

MPharm students are not required to be registered with the GPhC, a situation typical of other 

healthcare professions. The GPhC has taken the route of advising both students and HEIs with 

respect to professionalism in lieu of registering them and expeŎǘǎ I9Lǎ ǘƻ ǇƻƭƛŎŜ ǘƘŜƛǊ ƻǿƴ ǎǘǳŘŜƴǘǎΩ 

behaviour through appropriate fitness-to-practice mechanisms. 

¦ƴǘƛƭ нлмт Σ ǘƘŜ DtƘ/ ǇǳōƭƛǎƘŜŘ ŀ ǎŜǇŀǊŀǘŜ  Ψ/ƻŘŜ ƻŦ /ƻƴŘǳŎǘ ŦƻǊ tƘŀǊƳŀŎȅ {ǘǳŘŜƴǘǎΩ όƳƻǎǘ ǊŜŎŜƴǘƭȅ 

updated in 2012).73 This document adapted the then-current principles from the Standards of Ethics 

and Performance for Pharmacists for a student audience. Emphasis was placed on learning as well 

as activities undertaken in the practice environment. The principles tended to be conceptual, and 

the document lacked a level of practical application.  The document also focussed on a minimum 

ŘŀǘŀǎŜǘ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ ōŜƘŀǾƛƻǳǊǎ ǊŀǘƘŜǊ ǘƘŀƴ ŀǎǇƛǊƛƴƎ ǘƻǿŀǊŘǎ ΨƳŀȄƛƳŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΩΦ ¢ƘŜǊŜ 

was, therefore, a weight of responsibility upon the shoulders of HEIs to educate students in the 

ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΣ ŀǎ ǿŜƭƭ ŀǎ ǘƻ ŀŎǘ ƛƴ ƛƴǎǘŀƴŎŜǎ ƻŦ ΨǳƴǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΩΦ 

The publication of the current (2017) Standards for Pharmacy Professionals42 led to a change in 

approach from the regulator. The separate student code of conduct73 was withdrawn and there 

was an expectation that students should work towards the main standards during their initial 

education and training . The standards explained that they:  

άΧshould be interpreted in the context of education and training and used as a tool to prepare 

students and trainees for regisǘǊŀǘƛƻƴ ŀǎ ŀ ǇƘŀǊƳŀŎȅ ǇǊƻŦŜǎǎƛƻƴŀƭΦέ 

άtƘŀǊƳŀŎȅ ǎǘǳŘŜƴǘǎ ŀƴŘ ǘǊŀƛƴŜŜǎ ǎƘƻǳƭŘ ŎƻƴǎƛŘŜǊ ǘƘŜ ǎǘŀƴŘŀǊŘǎ ŀǎ ǘƘŜȅ ƳƻǾŜ ŎƭƻǎŜǊ ǘƻ ǊŜƎƛǎǘǊŀǘƛƻƴ 

ŀƴŘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǇǊŀŎǘƛŎŜΧέ  

These standards are presented as figure 2. 
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Figure 2: The GPhC Standards for Pharmacy Professionals 2017.42 

 

 

1.6.2 How pharmacy students learn differently to other healthcare professions 

 

Almost all healthcare professionals undertake significant periods of experience in practice during 

their initial education and training. Medical and nursing students become accustomed to hospital 

ward-based experiences early on in their learning. Exposure to senior professionals as mentors,74,75 

practice supervisors and assessors76 leads to students feeling that they are part of the profession 

they will join at registration at a comparatively early stage. Academic learning outcomes may be 

achieved in practice and opportunities to gain real-world experience of theoretical concepts taught 

in the classroom are numerous. Practice portfolios77 may be used to help the student to reflect on 

their experiences, identify individualised learning needs and provide evidence of meeting them.  It 

is therefore unsurprising that the level of practical experience leads to the development of 

professional attributes throughout a prolonged period. 
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Whilst medical students are required to undertake foundation training before they become fully 

registered doctors, paramedic science and nursing are typical of many healthcare professions in 

that there is a single point of graduation and registration, with no requirement for a postgraduate 

pre-registration / foundation period. This allows for a single set of attributes for students to achieve 

with the educator and regulator using the same parameters to judge academic success and 

preparation for practice. Pharmacy does not share this model. This leads to a requirement for 

formal assessment of student professionalism as a measure of suitability for the next step at two 

points ς at the end of the MPharm degree and at the point of registration. 

MPharm programmes accredited to the 2011 GPhC standards provide very little formal practical 

experience. Sampling the Portsmouth MPharm programme across the four years during 2018-19 

(the last pre-COVID-19 full academic year), students undertook a total of three weeks of compulsory 

placement time in practice environments, with very little time spent during years one and two and 

the majority taking place during year three of the programme. Whilst Portsmouth students had 

access to several additional days of simulated practice experience during the programme, there 

was little opportunity to demonstrate practical application of taught elements in the real world.  

There was no opportunity to incorporate work-based assessment in the programme and 

placements were largely observational, with some limited reflective portfolio work, which was 

assessed by academic staff. 

Given the lack of opportunity to learn in practice, MPharm programmes have needed to assess 

student professional development through other means. The development of the medical-model 

Observed structured Clinical Examination (OSCE) assessment78,79, including seminal work at The 

University of Portsmouth by Rutter80, and simulated clinical practice81,82 are two examples of how 

this has been achieved. However, there is a lack of clarity as to the professional attributes required 

of MPharm students because the standards against which they are measured are based on learning 

outcomes alone. 

1.6.3 Learning outcomes for MPharm graduates 

 

The practical work undertaken here took place during the period between the publication of the 

2011 GPhC Standards for the initial education and training of pharmacists and of the 2021 

Standards59,83. The MPharm course at the University of Portsmouth was accredited to the 2011 

learning outcomes (Standard 10) during data collection, and it is against these standards that all 

findings were compared. 
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1.7  Expectations arising from the GPhC educational standards 
 

In comparison to the specificity of the guidelines produced by the other healthcare professions 

discussed above, the GPhC does not produce detailed guidance for professional development of 

MPharm students to the level of individual professional attributes. The 2011 GPhC Standards were 

ƻǳǘƭƛƴŜŘ ƛƴ ǘƘŜ ŘƻŎǳƳŜƴǘ άCǳǘǳǊŜ tƘŀǊƳŀŎƛǎǘǎ ς Standards for the initial education and training of 

tƘŀǊƳŀŎƛǎǘǎέ83. In terms of advice on professional attributes to be developed, and how to do so, 

guidance is undetailed and non-specific. 

¢ƘŜ нлмм ƭŜŀǊƴƛƴƎ ƻǳǘŎƻƳŜǎ ƛƴŎƭǳŘŜŘ ǎǘŀƴŘŀǊŘ млΦмΥ Ψ9ȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ŀ ǇƘŀǊƳŀŎȅ ǇǊƻŦŜǎǎƛƻƴŀƭΩΦ 

This was broad and not specific to professionalism. For example, there was clear expectation of 

ΨŦƻƭƭƻǿƛƴƎ ǊǳƭŜǎΩ ŀǎ ǘƘŜ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ ŘǊƛǾŜǊ ǘƻ ƳŜŜǘƛƴƎ ŜȄǇŜŎǘŀǘƛƻƴǎΣ ŀǎ ƛƭƭǳǎǘǊŀǘŜŘ ōȅ ǘƘŜ ŦƛǊǎǘ ƻŦ 

these outcomes - άwŜŎƻƎƴƛǎŜ ŜǘƘƛŎŀƭ ŘƛƭŜƳƳŀǎ ŀƴŘ ǊŜǎǇƻƴŘ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǊŜƭŜǾŀƴǘ ŎƻŘŜǎ ƻŦ 

ŎƻƴŘǳŎǘΦέ83 This does not encourage learners to be independent thinkers, possess empathy or 

behave with compassion. In this respect, the existing standards at the time of this work fell short of 

describing a requirement for the development of aspects of professionalism in detail.  

The demonstration of learning outcomes in the GPhC standards uses aƛƭƭŜǊΩǎ ǘǊƛŀƴƎƭŜ to guide 

educators. This was first published in 1990 and describes a framework for learning and assessment 

of clinical skills, first applied to medical students84. The GPhC standards have been mapped to the 

four levels of the triangle since 2011. Despite not being created for scientific learning, this has been 

accepted as a method of guiding ǘƘŜ ΨƭŜǾŜƭΩ ƻŦ ōƻǘƘ ƭŜŀǊƴƛƴƎ and assessment modalities to be used 

for each learning outcome. TƘŜ ǎǘŀƴŘŀǊŘǎ ŘŜǎŎǊƛōŜ Ψƪƴƻǿǎ ƘƻǿΩ ƻǳǘŎƻƳŜǎ ŀǎ ōŜƛƴƎ ŎƻƴǘŜȄǘ-based 

and applicable for assessment through modes such as essays, oral examination, multiple choice 

ǉǳŜǎǘƛƻƴǎ ŀƴŘ ƭŀōƻǊŀǘƻǊȅ ōƻƻƪǎΦ Ψ{Ƙƻǿǎ ƘƻǿΩ ƻǳǘŎƻƳŜǎ ǊŜǉǳƛǊŜ ŀ ŘŜƳƻƴǎǘǊŀǘƛƻƴ ƻŦ ǇŜǊŦƻǊƳŀƴŎŜ 

related to the standard i.e. that the student must be able to carry out a task related to the learning 

outcome in either a real-life or a simulated environment, for example as part of a placement in 

practice or an OSCE-ǘȅǇŜ ŀǎǎŜǎǎƳŜƴǘΦ Lƴ ŎƻƴǘǊŀǎǘ ΨŘƻŜǎΩ ƭŜŀǊƴƛƴƎ ƻǳǘŎƻƳŜǎ ƛƳǇƭȅ ǊŜǇŜŀǘŜŘ ŀƴŘ 

consistent performance against the standard in a ΨŎƻƳǇƭŜȄ ŜǾŜǊȅŘŀȅ ǎƛǘǳŀǘƛƻƴΣ ǊŜǇŜŀǘŜŘƭȅ ŀƴŘ 

ǊŜƭƛŀōƭȅΩ.83 This implies in-practice assessment such as during placements. It should also be noted 

ǘƘŀǘ ǘƘŜ ǎǘŀƴŘŀǊŘǎ ŀƭǎƻ ŎƻƴǎƛŘŜǊ ǘƘŜ aƛƭƭŜǊΩǎ ǘǊƛŀƴƎƭŜ ƭŜǾŜƭ ǊŜǉǳƛǊŜŘ ōȅ ǘƘŜ ŜƴŘ ƻŦ ǇǊŜ-registration / 

foundation training and it is therefore unsurprising that many of the learning outcomes must be 

ŀŎƘƛŜǾŜŘ ŀǘ ΨŘƻŜǎΩ ƭŜǾŜƭ ŀǘ ǘƘŜ Ǉƻƛƴǘ ƻŦ ǊŜƎƛǎǘǊŀǘƛƻƴΣ ǎǳŎƘ ŀǎ ŜƴƎŀƎƛƴƎ ƛƴ ƳǳƭǘƛŘƛǎŎƛǇƭƛƴŀǊȅ ǘŜŀƳ 

working. (Evidence is provided via the competency-based training programme all foundation 

pharmacists undertake). 
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1.7.1 The lack of specific guidance from the GPhC 

 

The altered expectations of graduates described above dictate that MPharm programmes must 

change if they are to produce graduates fit for current and future practice. Core to this change must 

be the desire to develop professional attributes to a greater extent. However, without a clear set 

of professional attributes to work towards at the point of graduation, it would be impossible to 

develop a learning, teaching and assessment strategy to ensure that graduates are prepared for 

ǘƘŜƛǊ ŦǳǘǳǊŜǎΦ  ¢ƘŜ DtƘ/ ŀǇǇǊƻŀŎƘ ƻŦ ǇǊƻǾƛŘƛƴƎ ƭŜŀǊƴƛƴƎ ƻǳǘŎƻƳŜǎ ǿƛǘƘ aƛƭƭŜǊΩǎ ǘǊƛŀƴƎƭŜ ƭŜǾŜƭǎ ǘƻ ōŜ 

demonstrated, but not specifying attributes to be developed creates a gap in the information 

needed to develop fully integrated programmes.   

 ΨCǳǘǳǊŜ tƘŀǊƳŀŎƛǎǘǎΩ ǎǘŀǘŜŘ ǘƘŀǘ ŜƴǎǳǊƛƴƎ C¢t ƛǎ ŀ ŦǳƴŎǘƛƻƴ ƻŦ ǘƘŜ DtƘ/Σ ǿƘƛŎƘ ƛƳǇƭƛŜŘ ŀƴ 

expectation of the development of professional attributes in students, but no specific attributes 

were listed. The document adds that the registration pǊƻŎŜǎǎ ƛƴŎƭǳŘŜŘ άΧhealth, good character 

ŀƴŘ ƛŘŜƴǘƛǘȅ ŎƘŜŎƪǎΦΦΦέ83 but without a clear idea of attributes to work towards from the beginning 

of the MPharm, educators were disadvantaged in their attempts to fully prepare students for pre-

registration / foundation training. There was not a clear set of attributes applicable for 

development by the end of the MPharm. (The indicative syllabus for the MPharm included in the 

ŘƻŎǳƳŜƴǘ ƛƴŎƭǳŘŜŘ ǘƘŜ ǎƛƴƎƭŜ ǿƻǊŘ ΨǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΩ ƻƴƭȅύΦ Lǘ ƛǎ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴ ƎŀǇ ǘƘŀǘ ǘƘƛǎ ǿƻǊƪ 

seeks to fill. 

The lack of guidance on detailed professional attributes in the 2011 GPhC standards therefore offers 

only very general advice on developing and assessing professionalism. The MPharm accreditation 

process results in a decision of whether the programme in question meets the minimum standards 

or requires change before it is acceptable to the regulator. Achieving this minimum may well 

protect patients and the public from many risks by ensuring that students ŀǊŜ ƳƛƴƛƳŀƭƭȅ ΨǎŀŦŜΩ ǘƻ 

practice. However, truly professional practice seeks to elevate knowledge, skills and behaviours 

well above this minimum. The development and assessment of a detailed set of attributes may be 

of benefit to the student and consequently also to patients and the public. It is therefore 

appropriate to consider expectations of MPharm graduates from other sources, outside these 

standards. 
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1.7.2 The expectations on pharmacy educators to develop student professionalism 

 

Drawing on the work of Miller, Cruess et al. ŀǊƎǳŜ ǘƘŀǘ ƛǘ ƛǎ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ ΨǇǊƻŦŜǎǎƛƻƴŀƭ 

ƛŘŜƴǘƛǘȅΩ (that consists of a persona integrating both professional and personal values, that are 

applied in a consistent manner), which is the final destination of the medical professional.85 They 

suggested that the aŘŘƛǘƛƻƴ ƻŦ ŀ ŦƛŦǘƘ ǎǘŀƎŜ ǘƻ aƛƭƭŜǊΩǎ ǘǊƛŀƴƎƭŜΣ ΨƛǎΩ ǊŜǇǊŜǎŜƴǘing the formation of 

this professional identity and their work implies that this requires the development of additional 

professional attributesΣ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘƻǎŜ ǊŜǉǳƛǊŜŘ ǘƻ ƳŜŜǘ ΨŘƻŜǎΩ-level practice.  

The GPhC educational standards require experienced pharmacists to be employed in positions of 

responsibility within Higher Education Institutions (HEIs) to ensure the currency and validity of 

programme content and act as role models (2011 standard 9 ς Resources and capability- stated 

that staffing must include άǇƘŀǊƳŀŎƛǎǘǎ ǿƘƻ ŀǊŜ ƭŜŀŘŜǊǎ ƛƴ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴΣ ǘƘŜ ǎŎƘƻƻƭ ŀƴŘ ǘƘŜƛǊ 

ǳƴƛǾŜǊǎƛǘȅΧέύΦ83 However, the attitudes, values and beliefs the educator themselves gained in 

practice may influence the development of MPharm programmes beyond simply meeting the 

ΨƳƛƴƛƳǳƳ ǎǘŀƴŘŀǊŘΩ ǎŜǘ ōȅ ǘƘŜ ǊŜƎǳƭŀǘƻǊΦ ! ŎƻƳōƛƴŀǘƛƻƴ ƻŦ ŀƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ нлмт {ǘŀƴŘŀǊŘǎ 

for all Pharmacy Professionals42 ŀƴŘ ŀ YƴƻǿƭŜŘƎŜ ƻŦ ΨǊŜŀƭ ǿƻǊƭŘΩ ǇǊŀŎǘice may influence the 

ŜŘǳŎŀǘƻǊ ǘƻ ŜƳōŜŘ ŦƻǳƴŘŀǘƛƻƴǎ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ ǿƘƛŎƘ ŘƻŜǎ ƴƻǘ ǎǘƻǇ ŀǘ ΨŘƻŜǎΩ ŀƴŘ 

ŀƭƭƻǿǎ ǎŜŀƳƭŜǎǎ ǘǊŀƴǎƛǘƛƻƴ ǘƻǿŀǊŘǎ ΨƛǎΩ ŀǎ ǘƘŜ ǎǘǳŘŜƴǘ ƎǊŀŘǳŀǘŜǎΣ ŎƻƳǇƭŜǘŜǎ ŦƻǳƴŘŀǘƛƻƴ ǘǊŀƛƴƛƴƎ ŀƴŘ 

gathers experience over many years. It is only following many years of practice that pharmacists 

may naturally άΧǘƘƛƴƪΣ ŀŎǘ ŀƴŘ ŦŜŜƭΧέ85 like a pharmacist. However, it is anecdotally the opinion of 

very experienced educators with whom the author has worked that incorporating an expectation 

ƻŦ ƳƻǾŜƳŜƴǘ ǘƻǿŀǊŘǎ ΨƛǎΩ ŦǊƻƳ ǘƘŜ ōŜƎƛƴƴƛƴƎ ƻŦ ǘƘŜ atƘŀǊƳ ǇǊƻƎǊŀƳƳe is essential to produce 

graduates of the very best quality.  

There is surprisingly little research aimed as specifically examining how the opinions of university 

educators influence the development of MPharm programmes. Zeeman et al used a consensus 

method to identify student leadership and professional attributes, sampling faculty, preceptors and 

students.86  ¢Ƙƛǎ ǎǘǳŘȅ ŘŜƳƻƴǎǘǊŀǘŜŘ ƻƴƭȅ ǎƳŀƭƭ ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ΨƛƳǇƻǊǘŀƴǘΩ 

professional attributes between the three groups, with preceptors valuing some attributes higher 

than students and faculty.  
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1.7.3 How undergraduate students have Ȭchanged' in recent decades 

 

Having discussed the drivers towards increased regulation by regulatory bodies and the 

consequential increase in complexity of learning outcomes to be achieved by registrants, it is also 

ƛƳǇƻǊǘŀƴǘ ǘƻ ǊŜŎƻƎƴƛǎŜ ǘƘŀǘ ƘŜŀƭǘƘŎŀǊŜ ǎǘǳŘŜƴǘǎ ǘƘŜƳǎŜƭǾŜǎ ŀǊŜ ƴƻǿ ΨŘƛŦŦŜǊŜƴǘΩ ƛƴ ǎƻƳŜ ǿŀȅ ǘƻ ǘƘŜ 

author when he arrived at university in 1990. 

In 2009, Twenge published her work on the educational attributes of the medical undergraduates 

ƻŦ ǘƘŜ ǘƛƳŜΣ ǿƘƻƳ ǎƘŜ ƴŀƳŜŘ ΨDŜƴŜǊŀǘƛƻƴ ƳŜΩ όƛƴ ǊŜŦŜǊŜƴŎŜ ǘƻ ǘƘŜƛǊ ŦŀƭƭƛƴƎ ǿƛǘƘƛƴ ǘƘŜ Generation 

Z group and her perception of their sense of selfishness and entitlement).87 She presented a picture 

of students having grown up with parents who nurtured, rather than disciplined them, how 

increasing emphasis was placed on the individual and how they had been told Ψ¸ƻǳ Ŏŀƴ ōŜ ŀƴȅǘƘƛƴƎ 

ȅƻǳ ǿŀƴǘ ǘƻ ōŜΦΩ  

Twenge outlined four key issues which were likely to affect medical education most: 

1. High expectations ς there was a correlation between year of birth and self-expectation, in 

all aspects of life, including academic attainment. Having been taught to ΨŀƛƳ ŦƻǊ ǘƘŜ ǎǘŀǊǎΩ 

students unsurprisingly expected perfectionism and feared failure more than their 

predecessors. 

2. Narcissism and entitlement ς There was a pattern of increasing self-worth and inability to 

see negatives in themselves correlating with advancing year of birth. A key aspect of this 

was entitlement - {ǘǳŘŜƴǘǎ άΧŜȄǇŜŎǘ ǘƻ ƎŜǘ ƎƻƻŘ ƎǊŀŘŜǎ ŦƻǊ ΨǘǊȅƛƴƎΩ ƻǊ ΨǿƻǊƪƛƴƎ ƘŀǊŘΩΣ ƴƻǘ 

nŜŎŜǎǎŀǊƛƭȅ ŦƻǊ ƎƻƻŘ ǇŜǊŦƻǊƳŀƴŎŜέΦ  Twenge explains that student exposure to grade 

inflation may have contributed to this. 

3. Mental health problems ς There was a mixed picture of patterns of mental health issues 

amongst medical students. Whilst they might have become more resilient and there were 

ƭŜǎǎ ǎǳƛŎƛŘŜǎ ƛƴ ǘƘŜ нлллΩǎ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘŜ мфтлǎΣ ƳƻǊŜ ǊƛƎƻǊƻǳǎ ǊŜŎǊǳƛǘƳŜƴǘ ǇǊƻŎŜǎǎŜǎ 

were praised for selecting students more able to cope with medical education. However, 

points 1 and 2 above contributed to student perceptions of worse mental health and there 

was certainly increasing antidepressant use amongst the cohort of the time of comparison. 

The reduction in self-reliance produced by over-parenting produced a generation who 

needed rules and requirements to be spelled out very clearly for them to understand what 

they were required to do.  

4. Intellectual skills ς the generation described learned in different ways to their predecessors, 

preferring short communications, videos and graphics rather than reading long written 
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explanations. The benefit of reading a textbook had become devalued by a generation who 

had άŀƭǿŀȅǎ ƘŀŘ ǘƘŜ ƛƴǘŜǊƴŜǘέ.87 

This work presents some of the perceived challenges in developing learning, teaching and 

assessment strategies for healthcare students. They may depersonalise responsibility for their own 

learning (as ΨǘƘŜ WƻǊƭŘ ƻǿŜǎ ǘƘŜƳΩ as Twenge puts it).87 Their sense of academic entitlement is 

high, although this has been shown to have an inverse relationship with academic success in 

pharmacy students88. They require rules and expectations to be clearly explained.  Their self-

reliance is much less well-developed than in their predecessors. 

Placing all this in the context of more stringent regulation, increased expectation of knowledge and 

skills related to new job roles and a need to maintain professional standards it is of little surprise 

that the development of effective MPharm programmes is an arduous task. Those given this task 

are often experienced educators in senior positions within university environments. With this 

experience comes, by necessity, relatively advanced age. This may lead tƻ ΨƎŜƴŜǊŀǘƛƻƴŀƭ ƻǘƘŜǊƛƴƎΩ89 

- the idea that experienced professionals often stereotype groups of students many years younger 

ǘƘŀƴ ǘƘŜƳǎŜƭǾŜǎΣ ǿƛǘƘ ǘƘŜ  ΨaƛƭƭŜƴƴƛŀƭ ƭŜŀǊƴŜǊΩ ōŜƛƴƎ ǘƘŜ ŀǊŎƘŜǘȅǇŜ ƘŜǊŜΦ  9ŘǳŎŀǘƻǊǎ Ƴŀȅ ǳǘƛƭƛǎŜ ǘƘŜ 

learning points from their understanding of how ΨƪƛŘǎ ǘƘŜǎŜ ŘŀȅǎΩ90are, as long as they exercise 

ΨƎŜƴŜǊŀǘƛƻƴŀƭ ƘǳƳƛƭƛǘȅΩ Φ ¢Ƙƛǎ ƛƴǾƻƭǾŜǎ ǊŜƳŜƳōŜǊƛƴƎ ǘƘŀǘ ǘƘŜȅΣ ǘƻƻΣ ǿŜǊŜ ǎǘǳŘŜƴǘǎ ƻƴŎŜ ŀƴŘ ƴƻǘ 

ŀƭǿŀȅǎ ǎƻ ǿƛǎŜ ƻǊ ΨǇǊƻŦŜǎǎƛƻƴŀƭΩΦ ¢ƘŜȅ Ƴŀȅ ƴŜŜŘ ǘƻ ƭŜŀǊƴ ƛƴ ŘƛŦŦŜǊŜƴǘ ǿŀȅǎΣ ōǳǘ current student 

pharmacists must still develop the same professional attributes the educator themselves developed 

decades ago. 

 !ƴ ƛƳǇƻǊǘŀƴǘ Ǉƻƛƴǘ ƘŜǊŜ ƛǎ ǘƻ ǎŜǇŀǊŀǘŜ ǘƘŜ ΨŜǘŜǊƴŀƭ ŎƻǊŜ ǾŀƭǳŜǎΩ ƻŦ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴ ŦǊƻƳ ǘƘŜ 

ΨŜŘǳŎŀǘƛƻƴŀƭ ǇǊŀŎǘƛŎŜǎΩ ŀǎǎƻŎƛŀǘŜŘ ǿith developing and assessing these values. It is to be expected 

that the core values will not change, but that the educational practises may need to over time. 

Thus, as students change the educational process may need to evolve, but that the professional 

attributes expected of our students may not. Only by understanding what these attributes are may 

educational experiences be designed to allow students to develop appropriately. 

1.7.4 Educating the Pharmacist as prescriber and autonomous clinician 

 

Pharmacists who graduate in the 2020s will require skills never before considered to be core to the 

profession. The DtƘ/Ωǎ  plans for the introduction of prescribing at registration59, the introduction 

of pharmacists as clinical practitioners in GP surgeries91,92 and the widening range of services in 

both community (e.g. the sale of OTC sale of oral contraceptives) and hospital environments (e.g. 
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Emergency Department pharmacist roles) require a change in the initial education and training of 

MPharm students.   Knowledge of anatomy and physiology to underpin understanding of pathology, 

facilitate clinical examination and diagnosis, and monitor the effectiveness of therapies has become 

essential to the curriculum. The development of skills such as enhanced communication and 

consultations, clinical decision-making and balancing risk demand an increased practical element in 

the programme. But it is in the development of behaviours such as patient-centredness, empathy 

and altruism that perhaps the greatest change is required.  

The MPharm programme of twenty years ago taught scientific knowledge in the early years and 

attempted to integrate this with practice in the final years and during pre-registration training. i.e. 

it produced scientist graduates with basic clinical capabilities. With the changes in roles and 

responsibilities of the past few years, future MPharm programmes will train healthcare 

professionals from day one. Clinical skills such as consultation, teamworking, decision-making, 

diagnosis and examination will take precedent over gathering detailed scientific knowledge. This 

ǿƛƭƭ ƴŜŜŘ ǘƻ ōŜ ƭƛƳƛǘŜŘ ǘƻ ΨŜƴŀōƭƛƴƎ ǎŎƛŜƴŎŜΩ ƛΦŜΦ ǘƘŀǘ ǿƘƛŎƘ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ 

practicalities of the role, and it will be integrated throughout the programme. However, without 

clear guidance on what or how to present this information from the GPhC, it is clearly in the hands 

of HEIs to develop such programmes. 

Further stimulus for this development will come from changes to the placement activity in the 

MPharm degree currently being negotiated with the Government and Health Education England 

(HEE). Current plans are for there to be between half and one academic year of the MPharm 

programme funded in clinical practice placements in addition to the foundation year through 

clinical tariff funding93. This will potentially permit much greater assessment of professional 

attributes within the MPharm programme, using direct observation and other work-based 

assessments which have not previously been possible with the limited amount of placement time 

provided. Students will spend less weeks learning on campus and more time in practice. The 2021 

GPhC standards (against which future MPharm programmes will be accredited) also include an 

increased number of learning outcomes to be achieved, with many needing to be demonstrated in 

ǇǊŀŎǘƛŎŜΦ {ǘǳŘŜƴǘǎ ǿƛƭƭ ŀƭǎƻ ƴŜŜŘ ǘƻ ƳƻǾŜ ŦǊƻƳ ΨƻōǎŜǊǾƛƴƎΩ ǘƻ ΨŘƻƛƴƎΩ ƛƴ ŜȄǇŀƴŘŜŘ ǇƭŀŎŜƳŜƴǘǎΦ Lt will 

therefore be necessary to identify, develop and assess professional attributes at each stage of the 

programme.  Educators will need to learn how to create and quality assure assessments in practice 

and develop strategies to ensure that no student is Ψleft behindΩ in their professional development. 
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1.8 This work 
 

This work seeks to look outside of current regulator advice, to define professional attributes seen 

as appropriate to develop and assess for MPharm students. It will consider a wide range of sources 

as data to provide evidence of appropriate professional attributes for MPharm graduates, including 

some sources not represented in the current knowledge base. It is designed to consider a wide 

range of influences, through which gaps in the current literature may be filled. Outputs form the 

research will include a validated set of professional attributes and recommendations for changes 

to the existing MPharm programme. These will be designed to set students out on the right path 

towards excellent professional practice.  

With this knowledge, educators may aspire to develop our students to the extent that they 

graduate in possession of professional attributes which go beyond minimally acceptable standards. 

This would enable their access to excellence in practice by both outlining the attributes they need 

to develop and mentoring them to begin their journey. 
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2 Chapter Two: Methods 
In which I establish my position as a researcher, describe the methods used and explain why they 

were chosen. 

2.1 Methodological and philosophical position  

 

2.1.1 Me ɀ the researcher 

 

This process has allowed me to reflect and change my thinking on research and research methods.  

Before undertaking this work, I felt that I understood what doing research was about (after all I had 

ŘƻƴŜ Ƴȅ ƻǿƴ ǳƴŘŜǊƎǊŀŘǳŀǘŜ ǇǊƻƧŜŎǘΣ ǎƻΧύ and I had supervised dozens of projects for my own 

undergraduate students, using quantitative and qualitative methods. I felt that one thing I would 

not learn much about was research methods. 

 Reflecting now, I was being very naïve.  I now know that what I did not need to learn was the 

process of collecting data and analysing it. What I was lacking was a cohesive set of values to guide 

me through my research ς a true understanding of my own position. I am thankful that I chose to 

undertake several methods-related training courses early in this process. These guided me towards 

ŀǇǇǊŜŎƛŀǘƛƴƎ ΨǿƘŜǊŜ L ǎǘŀƴŘΩ ŀǎ ŀ ǊŜǎŜŀǊŎƘŜǊΦ ¢Ƙƛǎ ǇŀǊǘ ƻŦ ǘƘŜ ǇǊƻŎŜǎǎ Ƙŀǎ ōŜŜƴ ƳƻǊŜ ǾŀƭǳŀōƭŜ ǘƘŀƴ 

I ever imagined it would be, so perhaps old dogs can learn new tricks. 

It has also been personally difficult to admit that what I have done here is more-or-less social 

science research and that it is in fields such as social work and sociology that much of the seminal 

work on methods has been carried out.  My daughter is a sociology undergraduate and she has 

ǎǳŦŦŜǊŜŘ Ƴȅ ŎǊƛǘƛŎƛǎƳ ƻŦ ƛǘ ŀǎ ŀ ΨǎƻŦǘ ǎŎƛŜƴŎŜΩ ƻǾŜǊ ǘƘŜ ȅŜŀǊǎΦ ό!ǎ ŀ ƴŜǿ ŀŎŀŘŜƳƛŎΣ L ǳǎŜŘ ǘƻ ƘŀǘŜ 

anything unexplainable by a graph, which possibly explains the number of mind maps herewith). 

aȅ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ǾŀƭǳŜ ŀƴŘ ǘƘŜ ǇƻǿŜǊ ƻŦ ΨǿƻǊŘǎ ŀǎ ƻǳǘǇǳǘΩ ƛƴ ǘƘƛǎ ǎǘǳŘȅ Ƙŀǎ ƎƛǾŜƴ ƳŜ ŀ 

newfound respect for researchers in this area and having had my eyes opened, I now desire to 

continue using qualitative methods. 

2.1.2 My ontological position 

 

These days I see myself as having a balanced ontological view94. A conversation with a colleague a 

few years ago in which she expressed the opinion ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ ΨƳƻǊŜ ǘƘŀƴ ƻƴŜ ǘǊǳǘƘΩ ƳŀŘŜ ƳŜ 

think in a way I had not done before. My position up to that point was that everyone saw the world 

in the same way and that there was only one view possible. I now believe that our observations are 
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of a real world, but that our minds act as a filter or window through which it is viewed, and that 

different people process external data in different ways and prioritise different aspects of their 

observations. We make our own rules based on prior experience and our feelings.  My evidence for 

this includes my experiences of mental health issues which may affect the way an individual 

processes experiences in different ways at different times.  

As stated above, my epistemological position has also changed to come into line with social 

scientists. I now see that in my younger years my studies of natural sciences led me to become very 

positivist in approach.  Through considerations of the work to be completed here I have become 

aware that quantitative data collection would not lend itself well to answering the research 

questions I had in mind.  Investigating alternatives, I realised that qualitative research was more 

suited to the identification and analysis of professional attributes, and I discovered how social 

scientists had created post-positivist theories such as constructivism to work with the development 

ƻŦ ƛŘŜŀǎ ƛƴ ŎƻƳǇƭŜȄ ŜƴǾƛǊƻƴƳŜƴǘǎΦ  L ǘƘŜǊŜŦƻǊŜ ŘŜŎƛŘŜŘ ǘƻ ΨǳǎŜ ǿƻǊŘǎ ŀǎ Ƴȅ ǘƻƻƭǎΩ ŀƴŘ ŀŎŎŜǇǘ ǘƘŀǘ 

I, myself, ǿƻǳƭŘ ōŜ ΨŜƳōƻŘƛŜŘΩ ǿƛǘƘƛƴ ǘƘŜ ŘŀǘŀǎŜǘΦ 

2.1.3 Positivism 

 

PositiǾƛǎƳ Ƙŀǎ ōŜŜƴ ŘŜǎŎǊƛōŜŘ ŀǎ ǘƘŜ ΨǎǘŀƴŘŀǊŘ ǾƛŜǿΩ ƻŦ ǎŎƛŜƴǘƛŦƛŎ ƪƴƻǿƭŜŘƎŜΦ Lǘ ǎǘŜƳǎ ŦǊƻƳ ǘƘŜ ŦƛŜƭŘ 

ƻŦ ƴŀǘǳǊŀƭ ǎŎƛŜƴŎŜ ŀƴŘ ǊŜǇǊŜǎŜƴǘǎ aŀƴΩǎ ŘŜǎƛǊŜ ǘƻ ŜȄǇƭŀƛƴ ŀƭƭ ǘƘƛƴƎǎ ǘƘǊƻǳƎƘ ƭŀǿǎ ŀƴŘ ǊǳƭŜǎΦ Lǘ ǾŀƭǳŜǎ 

only those facts which can be proven or gained form direct observation of experience and rejects 

that which must incorporate assumption or belief in abstract ideas95.  This underpins the 

quantitative approach and works perfectly with hypotheses, statistical analysis and the 

demonstration of mathematical relationships in datasets. These are used to explain events through 

ΨƭŀǿǎΩ ǿƘƛŎƘ Ƴŀȅ ōŜ ŀǇǇƭƛŜŘ ƛƴ ƎŜƴŜǊŀƭΦ 9ȄŀƳǇƭŜǎ ƛƴŎƭǳŘŜ ǘƘŜ ǎŜŀǊŎƘƛƴƎ ŦƻǊ ǎŎƛŜƴǘƛŦƛŎ ƭŀǿǎ ŀƴŘ 

mathematical equations. 

Positivism has been largely rejected by social science researchers96. The nature of the data collected 

in social science research does not sit well with the idea that only directly observable phenomena 

ŀǊŜ ǾŀƭƛŘΦ ²ƘŜƴ ŀƴŀƭȅǎƛƴƎ ΨǿƻǊŘǎΩ ŀǎ ŘŀǘŀΣ ǘƘŜƛǊ ŎƻƴǎǘǊǳŎǘ ƻŦ ƳŜŀƴƛƴƎ ƛǎ ƻŦ ǇǊƛƳŜ ƛƳǇƻǊǘŀƴŎŜ ƛƴ 

social science research. This introduces abstract or hypothetical concepts which would be rejected 

by a positivist approach but are highly valued in social sciŜƴŎŜΦ  ¢ƘŜ ǊŜǉǳƛǊŜƳŜƴǘ ŦƻǊ ΨǎŎƛŜƴǘƛŦƛŎ ƻǊ 

ƳŀǘƘŜƳŀǘƛŎŀƭ ǊƛƎƻǊΩ ŀƴŘ ǘƘŜ ƛƳǇƭƛŎŀǘƛƻƴ ǘƘŀǘ ǘƘƛǎ ƛƴǾƻƭǾŜǎ ƛƴǾŜǎǘƛƎŀǘƻǊ ƻōƧŜŎǘƛǾƛǘȅ ǿƻǳƭŘ ǇǊŜŎƭǳŘŜ 

many of the methods used in social science. The quality of data collected in social science is seen 

as being related to the degree of immersion of the investigator in the collection process and this is 
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at odds with the principles of positivist quantitative research. It is not, therefore, easy to apply 

methods valued in natural science disciplines to social science research97.  

2.1.4 Post-positivism 

 

Some social science researchers do continue to try to apply positivist approaches to their work. The 

example of the Delphi technique, which is explored in chapter 5 includes mathematical calculation 

ƻŦ ΨŎƻƴǎŜƴǎǳǎΩ ǘƘǊƻǳƎƘ ŘƛǊŜŎǘ ƻōǎŜǊǾŀǘƛƻn of questionnaire results. Averages and distribution of a 

range of results based on the selection of mathematically meaningful answers are used to 

ŘŜǘŜǊƳƛƴŜ ǿƘŜǘƘŜǊ ǘƘŜ ǎŀƳǇƭŜ ǇƻǇǳƭŀǘƛƻƴ ΨŀƎǊŜŜǎΩ ǿƛǘƘ ŀ ǎŜǊƛŜǎ ƻŦ ǎǘŀǘŜƳŜƴǘǎ ǿƘƛŎƘ ŀǊŜ ǊŀƴƪŜŘ 

according to level of agreement. Relevance of results is inferred from the level of consensus 

achieved. This is the main example of positivism influencing social science methods in this work. 

However, most methods employed here reject the positivist approach entirely and use qualitative 

methods. 

Post-positivism is a term used to describe a variety of approaches which reject positivist principles 

and value qualitative methods. It appreciates the fallible and imperfect nature of knowledge and 

ŜƳōǊŀŎŜǎ ŀ ΨōƻǘǘƻƳ ǳǇΩ ŀǇǇǊƻŀŎh of observing the real world and generating statements which 

describe it as observed in the data (as opposed to testing hypotheses). There is appreciation that 

the real world influences the data which is collected ς that political, social and personal factors may 

affect the subjects of research and that the investigator must accept that their knowledge and 

beliefs are shaped by a complex set of factors.  That is to say that the construction of knowledge is 

influenced by both rational (based on evidence) and social factors (based on circumstance and 

experience of the individual). This fits well with the gathering of data for this work. Methods such 

as focus groups and interviews require the participants to reflect on their knowledge and 

experiences to providŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǘƘŜ ΨǊŜŀƭ ǿƻǊƭŘΩΣ ǿƘƛŎƘ ƛǎ ǎŜŜƴ ŀǎ ŀ ŎƻƳǇƭŜȄ ŜƴǾƛǊƻƴƳŜƴǘΦ 

 

 

2.1.5 Constructivism 

 

Constructivism is a post-positivist theory which states that knowledge is not passively obtained 

ǘƘǊƻǳƎƘ ΨōŜƛƴƎ ǘŀǳƎƘǘΩ ǘƘƛƴƎǎΣ ǊŀǘƘŜǊ ǘƘŀǘ ƛǘ ƛǎ ƛƴ ǘƘŜ ƳƛƴŘ ƻŦ the individual.  The individual is seen 

as developing their own set of schemata (personal thought patterns, rules they believe in) through 

the assimilation and accommodation of information to existing rules over time, which allows them 
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to develop their opinions and guides their behaviours over time.  Meaning, therefore, is seen as not 

ŜȄƛǎǘƛƴƎ ƛƴ ƛǘǎΩ ƻǿƴ ǊƛƎƘǘ per se and only exists through the interpretation of the individual95.  This 

has two major consequences:  

¶ That knowledge is socially constructed rather than existing in and of itself 

¶ The acceptance that there are several possible interpretations of any given situation 

Constructivists accept that they themselves as researchers undertake this process of interpreting 

knowledge when analysing observed phenomena and that the resulting conclusions come from 

their own internal processing of that data as much as they do from the raw data itself. Two 

investigators may interpret the same data in different ways, but this is accepted and leads to the 

concept of multiple realities, each of which is holistic. There is the belief that construction of the 

ΨǊŜŀƭƛǘȅΩ ǿƛǘƘƛƴ ǘƘŜ Řŀǘŀ ƛǎ ŀ ŎƻƭƭŀōƻǊŀǘƛǾŜ ǇǊƻŎŜǎǎ ǳƴŘŜǊǘŀƪŜƴ ōȅ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊ and participants 

together96.  
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2.2 Overview of the methods selected 

 

2.2.1 Quantitative and qualitative methods 

 

The research questions 

 

The choice of method depends on many factors, including the nature of the data to be collected, 

the desired outputs and perhaps most importantly the research questions in play. The main 

research questions from this work, some of which emerged during the early parts included: 

¶ What professional attributes should be developed by MPharm students by the end of their 

programme? 

¶ What professional attributes do key ΨstakeholdersΩ value of pharmacists and pharmacy 

students? 

¶ What professional attributes do staff who teach across the Portsmouth MPharm curriculum 

value in students at the point of graduation? 

¶ What professional attributes are seen as important for MPharm graduates by pharmacy 

practice staff at The University of Portsmouth?  

¶ Does the existing Portsmouth MPharm programme develop the professional attributes 

which have been identified by this work? 

¶ What are the key influences on the professional development of existing Portsmouth 

MPharm students? 

Considering these questions, the comparison of quantitative and qualitative methods to generate 

data and provide answers was the first step. A comparison is summarised in table 5. 
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Table 5: Features and values of qualitative and quantitative methods. After Braun and Clarke98 and Hammersley96 

Item Qualitative methods Quantitative methods 

Data format Ψ²ƻǊŘǎΩΣ ǿǊƛǘǘŜƴ ŀƴŘ ǎǇƻƪŜƴ 
language. Ideas and discussion 
central to demonstration of 
results 

Numerical. Statistics central to 
demonstration of results 

Overall aims. 
 
 

Interpreting and understanding 
the dataset. Uses context to 
explain data (not collected in 
isolation). Can be used to aid in 
general understanding of 
principles 

Identifies the relationship 
between variables to explain. 
Aims to generalise findings from 
specific data to wider populations 

Data characteristics Narrow but deep ς a small 
number of participants. Questions 
answered in depth to gather data 
rich in explanations. Data 
saturation not important 

Broad and shallow.  Statistics are 
powered by use of large numbers 
(of participants, questions etc). 
Data saturation important 

What data analysis 
seeks to achieve 

Equally values patterns, norms 
and variation in the dataset and 
explains each in context 

Seek consensus, general patterns, 
ƻǊ ƴƻǊƳǎΦ 5ƛǎŎƻǾŜǊ ΨŀǾŜǊŀƎŜǎΩΣ 
spread etc 

Relationship with 
theories 

Theory-generating - inductive. 
Generalising from the data to 
generate theories 

Theory-testing. Deductive ς 
assessing whether the data obeys 
known generalisations / theories 

Investigator 
detachment 

Subjective in nature ς investigator 
may be closely associated with 
participants to gather data. 
Reflexive ς accepting of the 
subjective nature of investigator 
analysis, values reflection on this 

Values impartiality, investigator 
objectivity ς needs detachment 
from participants etc. e.g. may 
involve blinding, anonymisation 
etc. 

Other factors Interpretation is important ς 
time-consuming. Little 
computation available 

Standardised methods and 
analysis are valued, much ability 
to manipulate data through 
standard computation / tests 

 

Most studies concerning professionalism use qualitative methods (see chapter three for examples 

within the research studies paradigm). The factors to be identified in the research questions 

(attributes, influences, interpretation of learning and teaching) are most often presented as ideas 

ƻǊ ŎƻƴŎŜǇǘǎΣ ǿƘƛŎƘ ƭŜƴŘǎ ƛǘǎŜƭŦ ǘƻ ǘƘŜ ǳǎŜ ƻŦ ǿƻǊŘǎ ŀǎ ΨƻǳǘǇǳǘΩΦ  DƛǾŜƴ ǘƘŜ ŎƻƳǇƭŜȄ ƴŀǘǳǊŜ ƻŦ ǘhe 

ƪƴƻǿƭŜŘƎŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜǎŜ ŦŀŎǘƻǊǎ ŀƴŘ ǘƘŜ ƭƛƳƛǘŜŘ ǎƛȊŜ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ΨǇƻǇǳƭŀǘƛƻƴΩ όōƻǘƘ 

students and staff at the school of pharmacy) it was felt that large-scale quantitative survey 

methods would fail to allow for the collection of the depth of narrative required to Ψtell this storyΩ 

and fully gather the required data.  

The most important aspects of the use of qualitative methods for this work were that it is useful for 

discovering or revealing key ideas in areas where they are not yet clearly established for the 
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populations being studied96, that they allow connection between events and the perception of the 

subject99, and that they are effective at exploring events and ideas in the social context, rather than 

in isolation95Φ  Lǘ ǿŀǎ ŘŜŎƛŘŜŘ ŜŀǊƭȅ ƛƴ ǘƘŜ ǇǊƻŎŜǎǎ ǘƘŀǘ ǘƘŜ ΨŘƛǎŎƻǾŜǊȅΩ ƻŦ ŀ ǎŜǘ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ 

attributes anew was an important step ς that this work would not simply accept existing attribute 

lists but would attempt to fabricate an inclusive list from data using a wide range of sources. This 

could not have been done using quantitative methods.   

 

In summary, the prevailing paradigm in this research area is qualitative post-positivist constructivist 

research and this approach appeared to fulfil the requirements of the research questions. It was, 

therefore, considered a prudent next step to consider the choice of practical methods available to 

do this in practice.  

A summary of the chosen methods is provided figure 3, below.   
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Figure 3: Overview of the study methods 

 Background research and literature review 
Review of literature across healthcare professions as to current methods of 

defining, teaching, and measuring professionalism amongst 
undergraduates 

 

   
 

Metanarrative review 
Selection of five paradigms to encompass external stakeholders (GPhC FTP 

cases, lay press articles, academic studies, universities, guidelines, and 
standards). Analysis of individual paradigms. Creation of final 

metanarrative attribute list 

   
 

 Staff focus groups. 
Recruit staff teaching across Portsmouth MPharm. Undertake and analyse 

focus groups 

 

 
 
 

 

 Pharmacy practice staff Delphi method. 
Recruit pharmacy practice staff to undertake modified Delphi study, using 

modified first round. Undertake subsequent rounds as required 

 
 
 

   

 Final analysis of attributes to develop concluding attribute list. 
Inductive process to identify final list from all data 

 
 
 

    

Framework analysis of existing 
Portsmouth MPharm vs 
professional attributes. 

Identify all core learning and teaching 
on current MPharm and analyse the 

development of the professional 
attributes  

 Individual semi-structured 
interviews with final year MPharm 
students to identify key influences 

on professional development. 
Recruit participants, undertake 

interviews, analyse results 

   
    

 

   

 Drawing of final conclusions. 
Recommendation of changes to MPharm.  

 

   
 

 Recommendation of further work. 
Dissemination of findings. 
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2.3 The literature review  
 

A literature review was carried out at the start of the work, with the purpose of identifying existing 

knowledge on the development of professional attributes by MPharm students. Literature was 

gathered across pharmacy, medicine, nursing, and other allied healthcare professions to consider 

how students of other healthcare professions developed in comparison to pharmacists. 

Searching was focussed on online searches, available as part of the University of Portsmouth library 

service via both he EBSCO discovery service and the library catalogue. This allowed for searching of 

academic papers, other published research articles, books, and other resources (such as 

Government papers) all of which were available either directly, or through links to individual 

publishers etc. 

Almost all required items were available online, with the single exception of a discussion of the 

1992 Pharmaceutical Care Report in the Pharmaceutical Journal49, which was not available online. 

The author found a print copy of this in the University library archive. 

The author is a registered pharmacist and RPS member, so they were aware of other useful sources 

of information available directly online, such as the Pharmaceutical Journal, RPS archive and GPhC 

website. The search also had an inductive component, with relevant search results revealing 

additional relevant information through references, which were followed where useful. 

The search included the following subjects: 

¶ Defining professionalism 

¶ Professionalism in the healthcare professions 

¶ Professionalism in pharmacy 

¶ Pharmacy education and professionalism ς the development of students 

¶ Standards for professionalism in pharmacy 

An example of a search undertaken is described within ǘƘŜ ΨŀŎŀŘŜƳƛŎ ǇŀǇŜǊǎ ǇŀǊŀŘƛƎƳΩ ƛƴ ǘƘŜ 

metanarrative review, in section 3.5. This includes identification of search terms, running searches 

and interpreting search returns. 

The results of the literature search were used to identify the key stakeholders in pharmacy who 

were likely to have relevant opinions on professional development, the identification of key areas 

for investigation in this work, and an understanding of research methods used by other researchers. 
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This led to the identification of the research questions, methods to be employed to answer the 

questions and to the planning of the overarching process. 

 

2.4 Metanarrative review  
 

It is necessary for any study to incorporate an assessment of the status quo in the subject area. An 

appropriate review of current thinking provides context and identifies areas for investigation, as 

well as demonstrating the knowledge base which influences the investigator in their work. 

Quantitative research (especially in the pure science disciplines) values a quality-focussed 

structured literature review for this purpose. This type of review captures known facts, establishes 

the epistemology of the area and defines the methods used to gather relevant data. In applied 

sciences such as pharmacy, there is a long history of using this approach in Doctoral theses.  The 

idea of using quantitative measures of precision, assessing scholarly writings with respect to 

statistical values and believing in evidence based on scoring systems feels entirely logical for a wide 

range of sciences. However, for qualitative studies such as this, it feels restrictive to limit the 

literature review to academic studies only100.  

Taking a constructivist approach, the practice of pharmacy is a shared, lived experience. It evolves 

as the demands placed on the profession change. Perceptions of the professional attributes needed 

by pharmacists are context-dependent, with stakeholders such as regulatory bodies, professional 

groups, patients and the public each potentially having their own priorities. This is common to many 

ŎƻƳǇƭŜȄ ΨǎȅǎǘŜƳǎΩ ǎǳŎƘ ŀǎ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ƘŜŀƭǘƘŎŀǊŜΦ ! ǇǳǊŜƭȅ ǎȅǎǘŜƳŀǘƛŎ Ψ/ƻŎƘǊŀƴŜ-ǘȅǇŜΩ ǊŜǾƛŜǿ 

would, therefore, be likely to miss a great deal of important data101.  

One weakness of systematic reviews is that they do not allow the reviewer to explore the wider 

context of literature. The way in which they actively look for consistency amongst sources, and filter 

out all variance, devalues the differences between heterogeneous sources. Real-world issues such 

as pharmacy professionalism are, therefore, poorly examined by such limited processes and such a 

review is likely to exclude a great deal of useful information. 

 Realist reviews are designed to work with complex types of intervention and were originally 

designed to make sense of variable sources and allow a broad range of information to inform policy.  

In contrast to traditional reviews, the items included in a realist review are seen as resulting from 

real-world factors ς they are presented through the dual lenses of the mechanism employed to 
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achieve aims and the circumstances which have brought about the intervention described. This 

encourages the inclusion of items which would be excluded from traditional reviews because they 

ŘƛŘ ƴƻǘ ΨŦƛǘ ƛƴΩ ǿƛǘƘ ǊŜǾƛŜǿ ŎǊƛǘŜǊƛŀ100.   

Metanarrative reviews are another type of review which values diverse sources. In fact, 

metanarrative reviews were originally designed with the specific aim of identifying differing values 

held by different stakeholders.  The core principle of the metanarrative review is that of the 

paradigm. A constructivist approach is taken, in which it is assumed that science advances in 

paradigms. That is to say that particular groups generate particular knowledge because they share 

common values around what is important within the subject. Different groups of stakeholders may 

share different values or priorities, and where the issue investigated is complex, it is likely that there 

are a number of paradigms which may operate in parallel and are each worthy of inclusion in the 

ǊŜǾƛŜǿΦ Lǘ ƛǎ ƛƴ ǘƘŜ ŀƴŀƭȅǎƛǎ ƻŦ ǘƘŜ ΨōŜƭƛŜŦ ǎȅǎǘŜƳΩ ǿƘƛŎƘ ŜȄƛǎǘǎ ǿƛǘƘƛƴ ŜŀŎƘ ǇŀǊŀŘƛƎƳ ǘƘŀǘ ǘƘŜ ǊŜǾƛŜǿ 

finds its strength, by offering the researcher the opportunity to examine the values held by each 

group and observe those which are both commonly and uniquely held102. 

There are a number of alternative approaches which could have been chosen for this review (such 

as meta-ethnography, grounded theory and textual narrative synthesis100) but these were deemed 

to be less useful in this case. When making a choice between realist review and metanarrative 

ǊŜǾƛŜǿ ƛǘ ǿŀǎ ǘƘŜ ƛŘŜŀ ƻŦ ŜŀŎƘ ƘŀǾƛƴƎ ŀ ΨŦƛƴŀƭ ŀƛƳΩ ǿƘƛŎƘ ƘŜƭǇŜŘ ǘƘŜ ŀǳǘƘƻǊ ǘƻ ŎƘƻƻǎŜ ōŜǘǿŜŜƴ ǘƘŜƳΦ 

Realist review seeks to identify why something works in one context and not another, whereas 

metanarrative review seeks to compare the values of different paradigms with the focus on the 

similarities and differences between them. The choice to use a metanarrative review seemed best 

suited to the purpose of identifying existing attributes and examining how different paradigms 

brought different attributes to the table. 

As the metanarrative process values the difference between different paradigms, it is an integrated 

part of the method to use data collection techniques for individual paradigms which respect the 

ΨƴƻǊƳǎΩ ŦƻǊ ǘƘŜ Řŀǘŀ ōŜƛƴƎ ŎƻƭƭŜŎǘŜŘΦ ¢ƘŜ ŀŎǘǳŀƭ ǇǊƻŎŜǎǎ ƻŦ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ǘƘŜǊŜŦƻǊŜ ǾŀǊƛŜŘ ōŜǘǿŜŜƴ 

paradigms. This is explained within each paradigm in chapter 3 of the review. 

Quality standards set by the RAMESES project 103 were adhered to for this review and are also 

discussed in detail in chapter 3. 
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2.5 Staff focus groups 
 

Two staff group interviews were held with School of Pharmacy and Biomedical Sciences academic 

staff. The author identified all academic staff within the School who taught on the MPharm course 

and invited them to attend one of two focus groups. This formed part of the ethics approval given 

by the Faculty of Science and Health Ethics committee. The approval letter is presented in appendix 

1. Participant information and consent forms are presented in appendices 2 and 3.  The topic guide 

used during the focus groups is discussed below and is presented in appendix 4. 

2.5.1 Selection of the method 

 

Focus groups are a qualitative, post-positivist, constructivist method. They are essentially group 

discussions which are centred around a topic of conversation, with the investigator taking notice of 

the group interactions. Beyond this there is a degree of flexibility in content and format104. As 

Kitzinger and Barbour said Ψ!ƴȅ ƎǊƻǳǇ ŘƛǎŎǳǎǎƛƻƴ Ƴŀȅ ōŜ ŎŀƭƭŜŘ ŀ ŦƻŎǳǎ ƎǊoup as long as the 

ǊŜǎŜŀǊŎƘŜǊ ƛǎ ŀŎǘƛǾŜƭȅ ŜƴŎƻǳǊŀƎƛƴƎ ƻŦΣ ŀƴŘ ŀǘǘŜƴǘƛǾŜ ǘƻΣ ǘƘŜ ƎǊƻǳǇ ƛƴǘŜǊŀŎǘƛƻƴΩ105. They have a long 

history of use in medical and social sciences as a technique of gathering the opinions of participants 

regarding topics which benefit from the discovery of both individual narratives and shared stories. 

They can be benŜŦƛŎƛŀƭ ŀǎ ŀ ΨŦƛǊǎǘ ƳŜǘƘƻŘΩ ǘƻ ƛŘŜƴǘƛŦȅ ƛƴƛǘƛŀƭ ƛŘŜŀǎ ŦƻǊ ŦǳǊǘƘŜǊ ŜȄǇƭƻǊŀǘƛƻƴ ǳǎƛƴƎ ƻǘƘŜǊ 

methods. They are particularly good, as Braun and Clarke put it, at άΧƭƻƻƪƛƴƎ ŀǘ ǳƴŘŜǊ-researched 

ŀǊŜŀǎΣ ōŜŎŀǳǎŜ ǘƘŜȅ ŘƻƴΩǘ ǊŜǉǳƛǊŜ ŀƴȅ ǇǊƛƻǊ ŜƳǇƛǊƛŎŀƭ ƪƴƻǿƭŜŘƎŜ ŀōƻǳǘ ǘƘŜ ƛǎǎǳŜΦέ98 It is for this 

reason that focus groups were chosen as the starting point for this work. 

Focus groups produce ΨƳŜǘŀŘŀǘŀΩ - the interaction between participants, disagreement or 

consensus and the opportunity for minority (as well as majority) views to be debated, which can be 

collected by the observant investigator. The finding of meaning through discussion is sometimes 

descrƛōŜŘ ŀǎ ΨǎȅƳōƻƭƛŎ ƛƴǘŜǊŀŎǘƛƻƴƛǎƳΩ ς the development of meaning through the interaction with 

significant others106.  Such interaction may lead to participants revealing aspects they themselves 

were not previously aware of and it is this interaction that makes focus groups potentially so useful 

especially when compared to individual interview methods. 

{ŜƭŜŎǘƛƻƴ ƻŦ ŀǇǇǊƻǇǊƛŀǘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΣ ǘƘŜ ǳǎŜ ƻŦ ǎǘƛƳǳƭŀǘƛƴƎ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ ƎŜǘ ǘƻ ǘƘŜ ΨŎƻǊŜΩ ƻŦ ǘƘŜ 

research question and the use of data analysis methods that produce useable results are all 

essential to success with focus groups. 
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2.5.2 Participants 

 

Purposive sampling was used for these focus groups.107 In terms of participants, the choice was 

made to include all academic staff who delivered taught materials to the existing MPharm 

programme, excluding the author and his two academic supervisors. This included 38 pharmacist 

and non-pharmacist staff across the disciplines of medicinal chemistry, pharmaceutics, pharmacy 

practice, pharmaceutical microbiology and pharmacology. 

The choice was made to include both pharmacists and non-pharmacists in each group as all staff 

work alongside each other in a fully integrated community of practice and all staff have the same 

quality of interactions with students.  

Participants were recruited via an email from the investigator to all eligible staff members, 

requesting that they email to indicate their willingness to participate.  An information and consent 

sheet was sent by return to all potential participants.  

Focus groups took place on two mornings following the end of the Autumn term, to allow staff 

participation. Staff were seated in an oval around a single large table. Audio recording of the 

ŘƛǎŎǳǎǎƛƻƴ ǿŀǎ ƳŀŘŜ Ǿƛŀ ǘǿƻ 5ƛŎǘŀǇƘƻƴŜǎΣ ƻƴŜ ŀǘ ŜŀŎƘ ŜƴŘ ƻŦ ǘƘŜ ǘŀōƭŜΦ  ¢ƘŜ ŀǳǘƘƻǊΩǎ ǎŜŎƻƴŘ 

supervisor acted as an assistant, distributing documentation, ensuring consent forms were signed 

and returned, and answering any questions before and after the session. Participants were 

allocated a participant number which they used throughout the discussion to enable 

depersonalisation of the data during transcription. 

Following a great deal of advice on the practicalities of running focus groups garnered both from 

discussion with experienced colleagues, and much reading of the works of both Morgan108,109 and 

Barbour104, it was decided that a topic guide would be used to help the author to moderate the 

focus groups. This was generated using background knowledge of the MPharm course, the GPhC 

Education Standards of the day83 and the results of the initial literature search. 

2.5.3 The topic guide 

 

The development of a set of questions to be answered by the participants was undertaken by 

considering existing evidence form the literature search, the content of the existing MPharm 

programme and the research question to be answered - What professional attributes do staff who 

teach across the Portsmouth MPharm curriculum value in students at the point of graduation? 
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Some general rules outlined by Barbour were followed when considering the topic guide questions: 

¶ Start with unthreatening questions 

¶ When getting to a difficult question, use an opener such as putting context on the question 

or following on from a previous question 

¶ Consider prompts that could be used if the group do not seem to understand or find the 

question difficult to answer 

¶ Remember that topic guides are just a guide ς participants should be allowed to organically 

introduce subjects intended to be covered later in the session or may introduce aspects not 

considered by the guide 

¶ ¢ƘŜ ƎǳƛŘŜ ƛǎ ƴƻǘ ŀ ǎǳōǎǘƛǘǳǘŜ ŦƻǊ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜǊ ǘƘƛƴƪƛƴƎ Ψƻƴ-their-ŦŜŜǘΩ104 

The final topic guide can be seen in appendix 4.  A consideration of the questioning strategy is 

presented below. 

Opening: 

Tell us your first name, participant number and briefly tell us about the best Christmas present you 

ever received. 

Barbour includes many practical points to help the novice focus group moderator. Amongst these 

ƛǎ ǘƘŜ ƛƴŎƭǳǎƛƻƴ ƻŦ ΨǎǘŀǊǘŜǊΩ ǉǳŜǎǘƛƻƴǎ ǿƘƛŎƘ ǎƘŜ ŘŜǎŎǊƛōŜǎ ŀǎ Ψƴƻƴ-ǘƘǊŜŀǘŜƴƛƴƎΩ ǘƻ ŜƴŀōƭŜ ǇŀǊǘƛŎƛǇŀƴǘǎ 

to settle into the session, learn a little about one another (if they do not know each other well) and 

to allow identification of voices in the audio recording through allocation of a participant number105.   

Introductory Question: 

1. How do you feel about our MPharm students when they first arrive here at Portsmouth? 

Transitional Questions: 

2. How do you think our students have changed by the time they leave us after four years of 

study? 

3. Do they all fulfil your expectations of them at this stage? 

Given the number of longitudinal studies that follow pharmacy students over several years (as 

described in chapter one), it was clear that the passage of time was of interest to researchers in 

terms of students developing during the four-year course. This is something of an obvious point, 

but it led the author to take the approach of asking participants to reflect on the differences they 

perceived between first- and fourth-year students. It was hoped that by reflecting on the change 

seen in students, participants could identify the professional attributes students had developed. 
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This might have also allowed those who taught students on non-healthcare courses to reflect on 

Ƙƻǿ ǇƘŀǊƳŀŎȅ ƎǊŀŘǳŀǘŜǎ Ƴŀȅ ōŜ ΨŘƛŦŦŜǊŜƴǘΩ ŀǘ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ŎƻǳǊǎŜΦ !ƭǎƻΣ ǊŜŦƭŜŎǘƛƴƎ ƻƴ 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ Ƴŀȅ ƘŀǾŜ ŜƴŀōƭŜŘ ǘƘŜ ŘƛǎŎƻǾŜǊȅ ƻŦ ŀŘŘƛǘƛƻƴŀƭ ŀǘtributes not 

demonstrated by existing graduates. 

Key Questions: 

4. How should our students develop in terms of what they know? 

a. How about how they learn and use their knowledge? 

b. (GPhC ς Develop your professional knowledge and competence) 

 

5. How should our students behaviours change by the time they leave us? 

a. Do you expect increasingly professional behaviour as the course continues? 

b. To what extent are factors linked to getting older / maturing as people? 

c. (GPhC ς Use professional judgement in interests of pts / public, show respect, be 

honest and trustworthy, take responsibility for working practices) 

 

6. How should our studentsΩ professional skills develop by the time they graduate? 

a. Scientific / analytical skills? Communication? Technical aspects (taking BP etc)? 

Critical Thinking? Decision making? Team working? 

b. (GPhC ς Make patients your first concern, involve them with decision-making, use 

professional judgement)  

 

It was decided to move on to consider student development in terms of knowledge, skills and 

behaviours. These terms are used commonly in the literature, are clear and unambiguous and 

represent the key aspects one might expect a healthcare professional to develop in the opinion of 

the author.  The subsections here were prompts available for the moderator to use if needed to 

stimulate additional discussion. These were only to be used in the event of the group not 

understanding the question or not answering.  

7. So what should be the most important things to look for / monitor or assess as they go 

through the course to ensure they are developing appropriately? 

 

This question was designed to ask participants how we assessed professionalism and whether there 

were missed opportunities to do so. It also included monitoring of professionalism, which is seen 

in the literature as a tricky prospect.  It was known that colleagues within the School held strong 

opinions on the monitoring of professionalism throughout the course, that these varied between 
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individuals and that many felt existing mechanisms could be improved or changed. By capturing the 

opinions of participants, it was hoped that this could be unpicked to the level of understanding 

which attributes students were not demonstrating when acting unprofessionally. 

Ending questions: 

8. How could we help our students to develop into the young professionals we would like 

them to be when they graduate? 

 

9. I would like to know if there are any other aspects of student behaviour, learning and skills 

which we have not yet covered, but which you feel are important. Is there anything we 

ƘŀǾŜ ƳƛǎǎŜŘ ƻǊ ŀƴȅǘƘƛƴƎ ȅƻǳ ǿƻǳƭŘ ƭƛƪŜ ǘƻ ǎŀȅ ōǳǘ ŘƻƴΩǘ ŦŜŜƭ ȅƻǳ ƘŀǾŜ ƘŀŘ ŀ ŎƘŀƴŎŜ ǘƻ 

say? 

 

¢ƘŜǎŜ ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ ŘŜǎƛƎƴŜŘ ǘƻ ΨŎŀǘŎƘΩ ŀƴȅ ŀǎǇŜŎǘǎ ƴƻǘ ǇǊŜǾƛƻǳǎƭȅ ŘƛǎŎǳǎǎŜŘΣ ǘƻ ŀƭƭƻǿ ŀŘŘƛǘƛƻƴŀƭ 

time to reflect and give participants a chance to raise any other related issues. By this point in the 

discussion it was hoped that participants would feel comfortable to raise other issues with the 

group. 

2.5.4 Data analysis 

 

The author wrote brief notes regarding potential draft attributes immediately following each focus 

group and then transcribed the audio recordings himself for maximal immersion in the data. 

Participant identities were replaced with participant number throughout the transcriptions. 

Consideration of the various methods of analysis of this data was then made. 

Guiding literature identified four main techniques for analysing focus group transcripts. They are 

compared in table 6. Having made comparisons, thematic analysis was chosen for the analysis of 

the data. This is a widely-used and well validated method, and appeared to suit the dataset and the 

research question, largely because it results in the generation of themes (in this case attributes) 

from across the dataset. 

The seminal work on thematic analysis in social science was written by social work researchers   

Virginia Braun and Victoria Clarke, who published an illustrated guide to the use of the method in 

нллсΦ ¢ƘŜ ǎǘŜǇǎ ƛƴ ǘƘŜ ƳŜǘƘƻŘ ŀƴŘ ƛǘǎΩ ŀǇǇƭƛŎŀǘƛƻƴ ǘƻ ǘƘŜ ŘŀǘŀǎŜǘ ŀǊŜ ƻǳǘƭƛƴŜŘ ƛƴ ǘŀōƭŜ 7. 
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This was a small dataset and it was felt unnecessary to use analytical software to aid in the process.  

Highlighting the transcript and the hand drawing of mind maps were sufficient to be able to analyse 

the data effectively and move through the steps to identify draft and final attributes, which were 

presented as a mind map. 
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Table 6: Options for the analysis of focus group data - after Braun and Clarke98 

 

Basic method Description and varieties Advantages for this study Disadvantages for this study 
Grounded theory 
 
 

Focusses on building theory from the data. Starts 
with no preconceptions of context of the data 
Sociological origin ς emphasises understanding 
social processes 
Analysis is organised around key categories110 

Does not require an existing 
theory to be present, or 
existing clear concepts 
 True of this method 

There are some preconceptions of 
possible attributes ς ƘŀǊŘ ǘƻ ΨŦƻǊƎŜǘ 
what is alreaŘȅ ƪƴƻǿƴΩ 
This work is not trying to generalise 
theories from the dataset  
Need to revisit the data with 
additional interviews which does not 
seem relevant here 

Interpretive 
phenomenological 
analysis 
 
 

Focusses on how people make sense of their lived 
experiences. E.g. traumatic events.  Can analyse 
individual cases or be used across several 
participants to develop themes. An interpretive 
activity carried out by the researcher ς requires 
existing knowledgŜ ƻŦ ƴŀǘǳǊŜ ƻŦ ǘƘŜ ΨŜǾŜƴǘǎΩ111 

Permits excellent reflection 
on experience of events and 
their interpretation by 
participants 

Loss of metadata due to interaction 
between participants if analysing 
individual cases 
Focus group not based on specific 
lived events  

Pattern-based 
discourse analysis 
 
 

Concerned with patterns in the language used  - how 
accounts of events and objects are constructed 
using particular language and how this is connected 
to social concepts of reality98 

The attributes may be 
consistently described using 
the same language or with 
words with the same 
meaning 

Does not fully address the construct of 
meaning of the discussion  
Not suitable for creating a set of 
attributes 

Thematic analysis 
 
 

Identifies themes in the meaning of conversation 
across a dataset ς across participants and questions 
asked. Relates themes to research questions104 

Direct relation to the 
research question. Looks 
across participants and 
questions asked for themes 

Interpretive ς need to accept the part 
the investigator plays in the analysis 
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Table 7: Steps in Braun and Clarke's method of thematic analysis and how these have been applied to this study112 

Step number and 

description. 

How this was applied to this data. Output. 

Step 1. Familiarise yourself 

with the data 

 Transcribe, read and re-

read, note ideas 

Initial notes of potential themes 

following the focus groups, 

transcription process, reading 

transcripts 

Accurate transcripts of 

focus group discussions. 

Rough notes of 

potential attributes 

Step 2. Generate initial 

data.  

Code interesting features 

systematically across 

entire dataset, collating 

data to each code 

Generation of initial list of codable 

features, with notes collating text 

which describes each feature ς i.e. 

quotes concerning the feature 

List of features with 

associated quotes 

Step 3. Search for themes. 

Take collated data and 

consider emerging initial 

themes 

Development of initial emerging 

themes from features ς mind mapping 

used to create first themes from 

codes. No hierarchy applied at this 

stage 

ΨCƭŀǘΩ ƭƛǎǘ ƻŦ ƛƴƛǘƛŀƭ 

themes with no 

hierarchy 

Step 4. Review themes. 

Check the themes in 

relation to the chosen 

quotes and the whole 

dataset 

Reworking themes several times to try 

different approaches, to develop a 

hierarchy and ensure internal 

homogeneity and external 

heterogeneity between themes. 

Ensure validity and comfort with 

themes across whole dataset 

(anything missing or not present?) 

Mind map with 

hierarchical 

relationships which 

feels comfortable and 

valid across the dataset 

Step 5. Define and name 

themes. Final refining of 

themes with application of 

appropriate names ς with 

clear definitions 

Seeking of final theme names and 

defining of terms to ensure clarity of 

understanding 

Final mind map and list 

of definitions of names 

Step 6. Produce the 

report.  

Select vivid, compelling 

examples from extracts, 

Relate back to the research 

question via scholarly 

analysis 

Written herewith Thesis chapter including 

results, discussion and 

conclusions based on 

data 

  



Chapter Two 

Page 55 of 358 
 

2.6 The Pharmacy Practice Staff Modified Delphi Technique 
 

2.6.1 Consensus methods 

 

One of the research questions to be answered by this work ǿŀǎ άWhat professional attributes are seen 

as important for MPharm graduates by pharmacy practice staff at The University of PortsmouthΚέ 

Considering the sample population of pharmacy practice staff was less than twenty individuals, it 

seemed that a qualitative method would be best served in providing an answer. As this group could 

ŀƭƭ ōŜ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ΨŜȄǇŜǊǘǎΩ ƛƴ ǇƘŀǊƳŀŎȅ ŜŘǳŎŀǘƛƻƴΣ ƛǘ ǿŀǎ ŦŜƭǘ ǘƘŀǘ ŀ ŎƻƴǎŜƴǎǳǎ ƳŜǘƘƻŘ Ƴŀȅ 

provide a detailed answer based on lived experiences and knowledgeable expectations of participants. 

The different consensus methods were considered. 

There are three main consensus methods applicable to determining a set of attributes which are 

agreed on by an expert group. They are namely the nominal group technique, the consensus 

conference, and the Delphi technique. 

Consensus conference 

 

A consensus conference focusses on a single idea which is of importance to the organisation running 

it, most commonly making an important or urgent sƛƴƎƭŜ ŘŜŎƛǎƛƻƴΦ Lǘ ƛǎ ŀƴ ΨŜǾŜƴǘΩ ǿƘƛŎƘ ƛƴǾƻƭǾŜǎ ŀ 

purposively sampled group. The conference begins with presentations concerning the subject and this 

is usually followed by group work to allow participants to discuss the issue in detail and work through 

possible solutions. The conference is ended with a plenary session where participants may vote on the 

solution to be implemented113. As this method relies on the initial delivery of established knowledge 

which is then debated, this did not seem suitable for the data to be collected in this case, where the 

research aimed to identify attributes as well as gain consensus on them.  

Nominal group technique 

 

¢ƘŜ ƴƻƳƛƴŀƭ ƎǊƻǳǇ ǘŜŎƘƴƛǉǳŜ ŦƻŎǳǎǎŜǎ ƻƴ ŀ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ΨŜǾŜƴǘΩΦ  Lǘ ƛǎ ŀ ƘƛƎƘƭȅ ǎǘǊǳŎǘǳǊŜŘ ƳŜŜǘƛƴƎΣ 

which is used to both gather and refine daǘŀ ŦǊƻƳ ŀ ƎǊƻǳǇ ƻŦ ŜȄǇŜǊǘǎΦ  Lǘ Ŏƻƴǎƛǎǘǎ ƻŦ ǘǿƻ ΨǊƻǳƴŘǎΩ ǿƘƛŎƘ 

include discussing, rating and then rerating items for inclusion in a final list.  Ideas are shared by each 

ǇŀǊǘƛŎƛǇŀƴǘ ƛƴ ŀ ΨǊƻǳƴŘ ǊƻōƛƴΩ ŦŀǎƘƛƻƴΦ  .ȅ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ƳŜŜǘƛƴƎΣ ŀ ŦƛƴŀƭƛǎŜŘ ƭƛǎǘ of agreed, ranked data 

is produced and confirmed by all.  It is particularly useful for identifying which items in the final list are 
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ƻŦ ŀ ΨǇǊƛƻǊƛǘȅΩ ƻŦ ǎƻƳŜ ǎƻǊǘ ǘƻ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴ113,114. It did not, therefore seem to fit with the data 

collection needed for this study. 

2.6.2 The Delphi technique 

 

The Delphi technique was selected for this study, as it seemed to offer the best opportunity to gather 

a meaningful set of attributes and allow participants to reflect on them over time. 

5ŜƭǇƘƛ ƛǎ ŀ ƳŜǘƘƻŘ ǿƘƛŎƘ Ƙŀǎ ōŜŜƴ ŘŜǎŎǊƛōŜŘ ŀǎ άΧan iterative process to collect and distil the 

anonymous judgements of experts using a series of data collection and analysis techniques interspaced 

with feedback.115έ It is recognised as being useful to develop knowledge and understanding of what is 

valued in complex problems, establish a hierarchy between different ideas and sometimes even 

predict likely future changes (the last of these was not used in this study). It is based around the 

ŎƻƴŎŜǇǘ ǘƘŀǘ ΨƎǊƻǳǇΩ ǘƘƛƴƪƛƴƎ ƛǎ ƳƻǊŜ ǊŜƭŜǾŀƴǘ ŀƴŘ ǇƻǿŜǊŦǳƭ ǘƘŀƴ ǘƘŜ ǘƘƻǳƎƘǘǎ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ 

participant.   

Although first used in the making of decidedly political decisions, the method has been adapted for 

use in many areas of research such as healthcare, business, transportation and education113.  There 

are few examples of application of the method to pharmacy education research, but it has been used 

in areas such as defining competencies for assessment leads in a Doctor of Pharmacy programme116, 

identifying attributes specific to leadership roles in pharmacy86 and determining course objectives of 

a model global heath course for pharmacy students117. Herrera suggested that άFor example, in order 

to identify which would be the attributes which define professionalism in practicing pharmacists in 

order to inform the development of a suitable education and training initiative, this could be a useful 

approach.118έ 

 

2.6.3 Classical Delphi methods 

 

¢ƘŜ 5ŜƭǇƘƛ ǇǊƻŎŜǎǎ ƛǎ ǎǘǊǳŎǘǳǊŜŘ ŀǊƻǳƴŘ ŀ ǾŀǊƛŀōƭŜ ƻŦ ΨǊƻǳƴŘǎΩ ǿƘƛŎƘ ƛǎ ǾŀǊƛŀōƭŜ ŀƴŘ ŎƻƴǘƛƴǳŜ ǳƴǘƛƭ ǘƘŜ 

ǊŜǎŜŀǊŎƘŜǊ Ƙŀǎ ŀƴǎǿŜǊŜŘ ǘƘŜ ǊŜǎŜŀǊŎƘ ǉǳŜǎǘƛƻƴΦ ¢ƘŜ ǘŜǊƳ ΨŎƭŀǎǎƛŎŀƭ 5ŜƭǇƘƛΩ ƛǎ ǳǎŜŘ ǘƻ ŘŜǎŎǊƛōŜ ǘƘŜ 

technique as first employed, which uses a first round structured as per figure 4. This uses experience, 

the literature review, and possibly pilot studies to create the research question, then launches straight 

into a written questionnaire. This asks the recruited participants to give opinions on the topic in an 

open-ended way. The results of this initial questionnaire then form the basis of a second round, 

containing individual statements based on the findings of the first round. Each participant assigns a 
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level of agreement with each statement, ranking them ōŀǎŜŘ ƻƴ ǘƘŜƛǊ ΨŜȄǇŜǊǘ ƻǇƛƴƛƻƴΩΦ  ¢Ƙƛǎ ǳǎǳŀƭƭȅ 

ƛƴŎƭǳŘŜǎ ǊŀƴƪƛƴƎ ǘƘŜƛǊ ΨƭŜǾŜƭ ƻŦ ŀƎǊŜŜƳŜƴǘΩ ǿƛǘƘ ŜŀŎƘ ǎǘŀǘŜƳŜƴǘ ƛƴ ǎƻƳŜ ǿŀȅ ς for example using a 

Likert scale.  In this way, the method may serve to both set priorities and to demonstrate consensus119 

ς in this case both identifying potential attributes for inclusion, and confirming which attributes are 

ŀƎǊŜŜŘ ǿƛǘƘƛƴ ǘƘŜ ΨŜȄǇŜǊǘΩ ƎǊƻǳǇΦ 

An important part of the second and any subsequent rounds questionnaire is the inclusion of the 

opportunity to include controlled feedback. In round two this can be achieved through asking 

participants to identify additional ideas to form new statements to be added to the next round. At the 

stage of analysing round two data, all statements which reach a pre-defined level of consensus are 

removed from any additional rounds. Where the researcher feels that the research question has not 

yet been fully answered, those statements which have not reached the agreed level of consensus are 

included in the next round of questions, with the addition of controlled feedback in the form of both 

the answer given by the individual participant in the last round, and information about the answer 

ƎƛǾŜƴ ōȅ ǘƘŜ ŜȄǇŜǊǘ ƎǊƻǳǇ ŀǎ ŀ ǿƘƻƭŜΦ CƻǊ ŜȄŀƳǇƭŜΣ Ψƛƴ ǘƘŜ ƭŀǎǘ ǊƻǳƴŘΣ ȅƻǳ ǎŎƻǊŜŘ ǘƘƛǎ ŀǎ Ψstrongly 

agǊŜŜΩΣ ōǳǘ ǘƘŜ ƳƻŘŀƭ ŀƴǎǿŜǊ ŦƻǊ ǘƘŜ ǿƘƻƭŜ ƎǊƻǳǇ ǿŀǎ ΨdisagreeΩΦ ¢Ƙƛǎ ƻŦŦŜǊǎ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘ ŀƴ 

opportunity to reflect on their answer and reconsider. 

 

Figure 4: 'Classical' Delphi technique (after Skulmoski et al.115 

 

 

Continue rounds until consensus does not change, or research question answered.

Accepted statements form the results. Statements not reaching consensus rejected.

Round two questionnaire.

Design, based on R1 answers.
Remove statements reaching 

agreement.
Distribute and analyse.

Offer indvidual controlled 
feedback.

Round one questionnaire.

Recruit experts. Pilot questionnaire. Distribute and analyse.

The Research Question.

Experience. Literature. Piloting.
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2.6.4 The modified Delphi technique 

 

¢Ƙƛǎ ΨŎƭŀǎǎƛŎŀƭ 5ŜƭǇƘƛΩ ƳŜǘƘƻŘ ŀǎ ŘŜǎŎǊƛōŜŘ ŀōƻǾŜ Ƙŀǎ ōŜŜƴ ŀŘŀǇǘŜŘ ƛƴ Ƴŀƴȅ ǿŀȅǎΦ tƻƭƛŎȅ 5ŜƭǇƘƛ ŀƴŘ 

decision Delphi seek to agree on how an organisation will move forward. Real-time Delphi, e-Delphi 

ŀƴŘ ƻƴƭƛƴŜ 5ŜƭǇƘƛ Ŏŀƴ ōŜ ŎŀǊǊƛŜŘ ƻǳǘ ΨƭƛǾŜΩ ǿƛǘƘ ǎƻŦǘǿŀǊŜ ŎŀƭŎǳƭŀǘƛƴƎ ƳŜŀƴ ǎŎƻǊŜǎ ŀƴŘ ŘƛǎǘǊƛōǳǘƛƴƎ 

ǉǳŜǎǘƛƻƴƴŀƛǊŜǎ ŦƻǊ ǊƻǳƴŘǎ ƛƴ ǉǳƛŎƪ ǎǳŎŎŜǎǎƛƻƴΦ .ǳǘ ƛǘ ǿŀǎ ΨaƻŘƛŦƛŜŘ 5ŜƭǇƘƛΩ ǿƘƛŎƘ ǿŀǎ ŎƘƻǎŜƴ ŀǎ Ƴƻǎǘ 

ǎǳƛǘŀōƭŜ ƛƴ ǘƘƛǎ ƛƴǎǘŀƴŎŜΦ  ¢Ƙƛǎ ǳǎǳŀƭƭȅ άΧtakes the form of replacing the first postal round with face to-

face interviews or a focus groupέ120 It is not uncommon for modified Delphi to use less than three 

postal or email rounds. 

In the case of this study, a group discussion was used to replace the first-round questionnaire. The 

method used is outlined in figure 5. 

 

 

Figure 5 Modified Delphi method as used in this study 

 

 

 

 

The research 
question

ωInitial literature review.

ωKnown standards for professionalism.

ωDiscussion with supervisory team.

Modified round 
one - group 
discussion

ωSetting of discussion quesitons.

ωRecruitment of 'experts'.

ωGathering of data.

ωData analysis.

Round two 
questionnaire

ωDevelopment of statements 
through analysis.

ωPiloting of statmenets with 
supervisory team.

ωAdminsitration of questionnaire.

ωAnalysis of results.

ωDrawing of conclusions.
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2.6.5 Modified round one 

 

All members of the Pharmacy Practice team were asked to participate in round one via direct email 

invitation. Invitees included academic staff (who were all registered pharmacists) and technicians.  All 

invitees worked directly in the teaching of MPharm students and were familiar with the content of the 

MPharm programme at the time of the study.  ¢Ƙƛǎ ƎǊƻǳǇ ŦǳƭŦƛƭǎ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ΨŜȄǇŜǊǘǎΩ ŀǎ ƻǳǘƭƛƴŜŘ 

by Skulmoski et al115 in that they possess relevant knowledge and experience of the subject, have 

effective communication skills and participated voluntarily ς meaning that they had both time and 

willingness to take part.  

!ǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘƛǎ ǇŀǊǘ ƻŦ ǘƘŜ ǎǘǳŘȅΣ ǘƘŜ ŀǳǘƘƻǊ ǿŀǎ ǿƻǊƪƛƴƎ ǿƛǘƘ ǘƘŜ ǘŜǊƳ ΨŎƘŀǊŀŎǘŜǊƛǎǘƛŎΩ ŀǎ ƻǇǇƻǎŜŘ 

ǘƻ ΨŀǘǘǊƛōǳǘŜΩ ŀƴŘ ǘƘŜ ǉǳŜǎǘƛƻƴǎ ŀǎƪŜŘ ƻŦ ǘƘŜ ƎǊƻǳǇ ǿŜǊŜ ǿƻǊŘŜŘ ǘƻ ǊŜŦƭŜŎǘ ǘƘƛǎΦ Lƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǘƘƛǎ 

study, the two are assumed to have identical meaning ς Ψa typical or noticeable feature of someone or 

something.Ω 121 

The participant information and consent processes used in the staff focus groups method were also 

employed for this study (using study title-correct versions of the ethics committee-approved 

documents, as outlined in appendices 2-4). All staff consented to participate as previously outlined. 

During round one, participants were asked to discuss three questions as a group: 

¶ What characteristics does the ideal Portsmouth MPharm graduate possess? 

¶ What strengths do our recent MPharm graduates possess? 

¶ What weaknesses do our recent MPharm graduates possess? 

During the discussion participants were asked to capture all relevant ideas on sticky notes, which were 

collected at the end of the discussion and validated for content, with duplicate ideas being empirically 

combined. This process removed duplicated concepts. 

2.6.6 Defining consensus ɀ enhancing rigour in this method 

 

Although many authors claim that the Delphi technique is a validated instrument (as summarised by 

Hasson and Keeney122) possessing face, content and construct validity, this requires that the technique 

is carried out as rigorously as possible. There are therefore some key decisions to be made when 

considering how to assess data from questionnaire rounds. These are outlined in table 8.  
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Table 8: Mathematical factors to consider when analysing data from Delphi questionnaires.115,123,124 

 

 

2.6.7 Round two 

 

All statements identified in round one were incorporated into the round two questionnaire, which 

was distributed to participants via paper copies. Participants were asked to ŎƻƴǎƛŘŜǊ Ƙƻǿ ΨƛƳǇƻǊǘŀƴǘΩ 

they felt it was for MPharm graduates to possess each characteristic and rate them on a five-point 

Likert scale (where 1 was very important through to 5 being completely unimportant).   

Factor Relevance Options Choice in this study and 

justification 

Number of 

options on 

Likert scale 

To rank final 

attributes, at 

least a five-point 

scale is needed 

Examples the author has seen 

commonly include an odd 

number of points ς with a 

ΨƴŜǳǘǊŀƭΩ ƻǇǘƛƻƴ 

 Some researchers do not value 

this and force a positive or 

negative opinion  

A five-point scale was 

chosen for this study as 

this seems the minimum 

authors recommend from 

the literature 

Level of 

consensus 

ŎƻƴǎŜƴǎǳǎ ΨΧŀƴ 

agreement in 

opinion, a 

ƳŀƧƻǊƛǘȅ ǾƛŜǿΩ 

Not easy to define. Set at 

between 50 and 100% in 

different studies. May be 

carried out empirically by 

looking at data 

Examining round 2 data 

and considering 

knowledge of the subject, 

60% was chosen (60% of 

participants selected the 

same answer) 

Measure of 

ΨŀǾŜǊŀƎŜΩ  

The 

mathematical 

average of 

scores provided 

indicates the 

level of 

agreement with 

the statements 

Mean, mode and median may 

all be used.  Median is perhaps 

least useful  

If wishing to produce complete 

rankings of accepted 

statements, mean is preferred 

Each was calculated in the 

study (which used Excel® 

spreadsheets) 

Final results were first 

filtered by mode but mean 

agreement score used for 

the final table of ranked 

results 

Distribution 

around the 

ΨŀǾŜǊŀƎŜΩ 

Stronger 

consensus may 

be indicated by a 

smaller 

distribution 

around the 

mean 

Standard deviation (SD) is the 

appropriate measure for this 

data ς it is implied that a larger 

{5 ƳŜŀƴǎ ΨǿŜŀƪŜǊΩ ŎƻƴǎŜƴǎǳǎ 

Inter-quartile ranges were also 

calculated but not used in the 

final analysis 

Calculated for all accepted 

statements but only used 

in the final ranking to 

order two statements 

which shared level of 

consensus and mean score 
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When analysing round two data, responses for each statement underwent analysis for determination 

of consensus. Microsoft Excel® was used to calculate modal answers, mean agreement scores and 

standard deviation for each statement. A statement was considered as reaching consensus where 60% 

or more of participants selected the modal answer, with the final ranking of those statements 

accepted as reaching consensus achieved using the mathematical mean of responses.  

2.6.8 Concluding at round two 

 

aƻŘƛŦƛŜŘ 5ŜƭǇƘƛ ƳŜǘƘƻŘǎ ƻŦǘŜƴ ōŜƎƛƴ ǿƛǘƘ ŀ ǇǊŜŘŜŦƛƴŜŘ ǎŜǘ ƻŦ ΨƛǘŜƳǎΩ ŦƻǊ ŘƛǎŎǳǎǎƛƻƴΦ Lƴ ǘƘƛǎ ŎŀǎŜ ǘƘŜ 

three questions asked of participants in round one were used. This leads to the likelihood of a reduced 

number of rounds in comparison to classical Delphi. Hasson and Keeney reported that modified 

methods often employ less than three rounds in total, where many more may be required to achieve 

consensus in the classical model122.  

Following the second-round questionnaire, consensus had been achieved by most of the statements 

and it was decided to complete data collection at that point. It was clear that that the data supported 

the inclusion and exclusion of statements in a meaningful way, and this was an appropriate point to 

stop collecting. 

2.6.9 Summary 

 

The Delphi technique is something of an enigma in qualitative research. It uses quantitative data 

analysis methods as well as constructivist concŜǇǘǎ ǘƻ ŎǊŜŀǘŜ ŀ ƘȅōǊƛŘ ǎŜǘ ƻŦ ǊŜǎǳƭǘǎ ǿƘƛŎƘ ŀǊŜ ΨǊŀƴƪŜŘΩ 

ōŀǎŜŘ ƻƴ ΨƻǇƛƴƛƻƴΩΦ Lǘ ƛǎ ǘƘŜǊŜŦƻǊŜ ǳƴǎǳǊǇǊƛǎƛƴƎ ǘƘŀǘ ǎƻƳŜ ǊŜǎŜŀǊŎƘŜǊǎ ŦŜŜƭ ǳƴŎƻƳŦƻǊǘŀōƭŜ ǿƛǘƘ ƛǘ ŀǎ ŀ 

ƳŜǘƘƻŘΦ  !ƴŜŎŘƻǘŀƭƭȅ ǘƘŜ ŀǳǘƘƻǊ Ƙŀǎ ǎŜŜƴ ƛǘ ŘŜǎŎǊƛōŜŘ ŀǎ ŀ ΨƳŜǘƘƻŘ ƻŦ ƭŀǎǘ ǊŜǎƻǊǘΩΣ ƳŜŀƴƛƴƎ ǘƘŀt it is 

ǳǎŜŘ ǿƘŜǊŜ ƴƻ ΨōŜǘǘŜǊΩ ƳŜǘƘƻŘ Ƴŀȅ ƎŀǘƘŜǊ ǘƘŜ ǊŜǉǳƛǊŜŘ ŘŀǘŀΦ 

 IƻǿŜǾŜǊΣ ǘƘŜǊŜ ŀǊŜ ǎŜǾŜǊŀƭ ƪŜȅ ǊŜǾƛŜǿǎ ƻŦ ǘƘŜ ƳŜǘƘƻŘ ǘƘŀǘ Řƻ ǎǳǇǇƻǊǘ ƛǘǎΩ ǳǎŜ ƛƴ ǎǘǳŘƛŜǎ ǎǳŎƘ ŀǎ 

this123,125,126, stating that the flexibility of the method to be used to work with a wide variety of data 

άΧŀŦŦƻǊŘǎ ǘƘŜ ŀōƛƭƛǘȅ ƻŦ ǘƘŜ ƳŜǘƘƻŘ ǘƻ ŀƴǎǿŜǊ Ƴŀƴȅ ǊŜǎŜŀǊŎƘ ǉǳŜǎǘƛƻƴǎΦέ126 

Concluding their guide to the use of Delphi in graduate research, Skulmoski et al make two points 

which perhaps guided the author above all else in considering the method: 

¶ The approach is flexible ς άΧƛǘ Ŏŀƴ ōŜ ŀƎƎǊŜǎǎƛǾŜƭȅ ŀƴŘ ŎǊŜŀǘƛǾŜƭȅ ŀŘŀǇǘŜŘ ǘƻ ŀ ǇŀǊǘƛŎǳƭŀǊ 

ǎƛǘǳŀǘƛƻƴέΦ 

¶ If thŜ ƳŜǘƘƻŘ ƛǎ ǘƻ ōŜ ŀŘŀǇǘŜŘΣ ƛǘ ƛǎ ŜǎǎŜƴǘƛŀƭ ǘƻ άΧ ōŀƭŀƴŎŜ ǾŀƭƛŘƛǘȅ ǿƛǘƘ ƛƴƴƻǾŀǘƛƻƴΦέ115 
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These authors encourage researchers to take the technique and adapt for their own purposes, but 

provide a final word of warning, that the further away from classical Delphi the researcher takes their 

use of the method, the more likely they will find it useful to use it as only one of several research 

approaches used to gather and make sense of the data. This fitted perfectly in the requirements of 

the study and that is why Delphi was chosen.  
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2.7 4ÈÅ Ȭ%ØÉÓÔÉÎÇ 0ÏÒÔÓÍÏÕÔÈ -0ÈÁÒÍȭ framework analysis  
 

Having developed the final set of professional attributes for Portsmouth MPharm students at 

ƎǊŀŘǳŀǘƛƻƴΣ ǘƘŜ ƴŜȄǘ ǎǘŜǇ ƛƴ ǘƘŜ ƳŜǘƘƻŘ ǿŀǎ ǘƻ ΨǎǘǊŜǎǎ ǘŜǎǘΩ ǘƘŜ ŜȄƛǎǘƛƴƎ ǇǊƻƎǊŀƳƳŜ ŀƎŀƛƴǎǘ ǘƘŜ 

attribute list, to look for attributes which were, and were not, developed through the four years. 

Framework analysis of the MPharm against the attributes was therefore undertaken. 

2.7.1 What is framework analysis? 

 

Framework analysis was developed as a technique for making sense of qualitative data in the 1980s 

and was first applied to the field of applied social policy research by authors Ritchie and Spencer, who 

ǇǳōƭƛǎƘŜŘ ǘƘŜ ŦƛǊǎǘ ŀǳǘƘƻǊƛǘŀǘƛǾŜ ƎǳƛǎŜ ǘƻ ƛǘǎΩ ǳǎŜ ƛƴ мффп127. Since that time it has been adapted and 

used for myriad purposes, including in various aspects of healthcare-related research128,129.  

²Ƙƛƭǎǘ ǘƘŜǊŜ ƛǎ ǎƻƳŜ ŘŜōŀǘŜ ǿƘŜǘƘŜǊ ƛǘ ƛǎ ŀ ΨǘŜŎƘƴƛǉǳŜΩΣ ΨƳŜǘƘƻŘΩ ƻǊ ΨŀǇǇǊƻŀŎƘΩ όŀƭƭ ǘŜǊƳǎ ǳǎŜŘ ōȅ 

Ritchie and Spencer themselves), framework analysis has the overall aim to, as Goldsmith puts it, 

άΧƛŘŜƴǘƛŦȅΣ ŘŜǎŎǊƛōŜΣ ŀƴŘ ƛƴǘŜǊǇǊŜǘ ƪŜȅ ǇŀǘǘŜǊƴǎ ǿƛǘƘƛƴ ŀƴŘ ŀŎǊƻǎǎ ŎŀǎŜǎ ƻŦ ǘƘŜƳŜǎΧέ129.  

The overarching method used is to first create and then apply an analytic framework to identify 

emerging patterns from the dataset. This requires a five-step method, which is described in figure 6 

below.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Chapter Two 

Page 64 of 358 
 

Figure 6: Steps in the framework analysis process, after Goldsmith129 

 

 

2.7.2 How the standard framework analysis method was applied to this study 

 

The framework analysis carried out here was designed to answer the following three research 

questions: 

1. Are there any of the identified professional attributes which are fully developed by the current 

Portsmouth MPharm programme? 

2. Are there any professional attributes which are not fully developed by the current Portsmouth 

MPharm programme? 

3. Are there gaps between the current programme and a programme which effectively develops 

all attributes previously identified and how may these gaps be filled? 

The steps in the method were carried out as follows to achieve this aim: 

 

Step 1 
Familiarisation

ωData identification - finding and investigating the data

ωReading and writing notes concerning the dataset

ωTranscription etc where applicable

Step 2 
Identification

ωIdentification of the framework to be used- units of measurement (indivdidual people, concepts, 
groups (e.g. focus groups), standards etc.) to form columns and rows. Coding often occurs here

ωOften and iterative process but may use existing items - e.g. audit standards

Step 3 Indexing

ωApplying the framework across each unit of the datase.

ωRevise framework to fit in with unexpected data where necessary. Finalise the framework

Step 4 Charting

ωIdentify the final unit of analysis, whch may be different from that which has been indexed (e.g. 
choose to chart each individual focus group rather than each participant). Ensure appropriate level 
of abstraction for the data to retain important concepts

ωCreate a final matrix of cells in which to complete the charting process, with a deliberately selected 
'best order' to data 

Step 5 Mapping 
and 

interpretation

ωCombine 'key learnings' from prior steps to compare across units of analysis and identify key 
patterns

ωConsider best ways to present final results - remembering possiblity of 'heat maps' and other charts 
to stimulate further analysis
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2.7.3 Step one ɀ familiarisation with the dataset 

 

To answer the research questions posed above, the dataset was chosen as all taught materials on the 

Portsmouth MPharm programme available for analysis to the investigator. The cohort of students who 

studied between 2018 and 2022 was chosen as the most recent set of graduates of the programme. 

Moodle®, the ¦ƴƛǾŜǊǎƛǘȅΩǎ ǾƛǊǘǳŀƭ ƭŜŀǊƴƛƴƎ ŜƴǾƛǊƻƴƳŜƴǘΣ ŀŎǘǎ ŀǎ ŀ ǊŜǇƻǎƛǘƻǊȅ ŦƻǊ ŀƭƭ ŎƻǳǊǎŜ ƳŀǘŜǊƛŀƭǎ ŀǎ 

well as having other functions. Only student-facing materials were included in the analysis ς this 

included the following resources, which were considered for relevance and inclusion: 

¶ !ƭƭ ƳƻŘǳƭŜ aƻƻŘƭŜ ǎƛǘŜ ŎƻƴǘŜƴǘ ŀǾŀƛƭŀōƭŜ ǘƻ ǎǘǳŘŜƴǘǎ όōǳǘ ƴƻǘ ǘƘŀǘ ǿƘƛŎƘ ǎǘŀŦŦ ƘŀŘ ΨƘƛŘŘŜƴΩ ŦǊƻƳ 

students for their own use): 

o Module guides and other documentation 

o lecture slides and handouts  

o workshop handouts  

o video and audio recordings of lectures and workshops 

o Coursework documentation including task-based materials 

o Placement -related materials ς lecture slides, workbooks, handouts etc. 

¶ All MPharm course Moodle site contents: 

o Programme level learning outcomes and associated materials 

o University regulations etc (mostly presented as links to other sites) 

o Information on the tutorial programme specific to each year 

o General information regarding fitness-to-practise, GPhC standards etc. 

¶ University-level online presence organised through the main University student web presence ς 

the MyPort central webpage 

o Regulations  

o Access to centrally organised academic and personal assistance 

o Student union-related representation and help etc. 

After an initial review of the dataset, it was decided to exclude any events, activities or information 

which was not compulsory for a student to pass the MPharm programme. As all assessments must be 

passed at threshold to pass the programme, this included only a few optional items, for example 

attendance at an optional second year community pharmacy visit, taking the role of course 

representative or volunteering to act as a Peer-assisted learning scheme peer mentor in year two. 

Whilst it is likely that these do provide much opportunity to develop the attributes identified, most 
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students will not undertake them and so they cannot be viewed as part of the programme for the 

purposes of this study. 

On initial identification, this proved to be a large dataset but not so large as to preclude the use of all 

data in the analysis. The concept of purposeful sampling may be used if the dataset is far too large to 

analyse130. Philosophically, it was also key to include all learning and teaching from all four years to 

provide a full picture of which attributes were developed across the whole programme.  

2.7.4 Step two ɀ Identification of the framework 

 

Having become immersed in the dataset, it was necessary to ensure that the framework created 

enabled the answering of the research questions. This is an area where framework analysis is flexible 

and this was an important reason why it was chosen for this study. Having clear a priori ideas of the 

units of analysis to be used does not invalidate the use of the method. Indeed many studies have 

employed a deductive approach to answering research question by pre-selecting themes and testing 

data against them128.  

It was decided to use Microsoft Excel® to create a spreadsheet for entry of data, as this allowed 

enough flexibility to work with the data as required of the process. This is an established approach 

seen in the literature for over 20 years131. By using the set of experimentally derived and validated 

ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǘǘǊƛōǳǘŜǎΣ ǘƘƛǎ ŀǇǇǊƻŀŎƘ ǿŀǎ ǳǎŜŘ ǘƻ ŎǊŜŀǘŜ ǘƘŜ ƛǘŜƳǎ ƛƴ ǘƘŜ ΨŎƻƭǳƳƴǎΩ ƻŦ ǘƘŜ ƳŀǘǊƛȄΦ  

¢ƘŜȅ ǿŜǊŜ ƻǊƎŀƴƛǎŜŘ ǿƛǘƘ ŜŀŎƘ ǘƘŜƳŜ ōŜƛƴƎ ǎǳŎŎŜŜŘŜŘ ōȅ ƛǘǎΩ ǎǳōǘƘŜƳŜǎ ǘƻ ŎƻƭƭŜŎǘ ǊŜƭŀǘŜŘ ƛŘŜŀǎ 

together. 

It was decided that the obvious ǳƴƛǘ ƻŦ ƳŜŀǎǳǊŜƳŜƴǘ ŦƻǊ ǘƘŜ ΨǊƻǿǎΩ ƻŦ ǘƘŜ ƳŀǘǊƛȄ ǎƘƻǳƭŘ ōŜ ǘƘŜ 

ΨǎǘǊŜŀƳǎΩ ǿƘƛŎƘ Ǌǳƴ ǿƛǘƘƛƴ ŜŀŎƘ ƳƻŘǳƭŜΦ ¢ƘŜǎŜ ǿŜǊŜ ǇǊŜǎŜƴǘŜŘ ŀǎ ǘƘŜ Ǌƻǿǎ ƻŦ ǘƘŜ ƳŀǘǊƛȄΣ ŀƴŘ ƛƴŎƭǳŘŜ 

the following: 

¶ Lecture series or themes ς ƻŦǘŜƴ ōŀǎŜŘ ŀǊƻǳƴŘ ǎǇŜŎƛŦƛŎ ǇƘŀǊƳŀŎȅ ΨŘƛǎŎƛǇƭƛƴŜǎΩ (e.g. 

pharmaceutics, pharmaceutical chemistry, clinical pharmacy, pharmacology)  

¶ Major placements 

¶ Lab / workshop series 

¶ Tutorial programme events 

¶ Non- module specific learning and teaching, for example the NHS core skills training 

This structure permitted the initial organisation of the dataset chronologically by year of study, then 

ōȅ ƳƻŘǳƭŜ ŀƴŘ ǘƘŜƴ ōȅ ǎǘǊŜŀƳǎΦ /ƻƭƭŜŎǘƛƴƎ ǘƘŜ Řŀǘŀ ƛƴ ǘƘƛǎ ǿŀȅ ŀƭƭƻǿŜŘ ǘƘŜ ΨǊŜŀŘƛƴƎ ŘƻǿƴΩ ƻŦ ŜŀŎƘ 
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column matrix to identify whether a spiral curriculum had been applied to the development of 

individual attributes.  

! ΨŘŜǎŎǊƛǇǘƛƻƴΩ ŎƻƭǳƳƴ ǿŀǎ ŀŘŘŜŘ ǘƻ ǘƘŜ ǎǇǊŜŀŘǎƘŜŜǘ ǘƻ ŀƭƭƻǿ ǘƘŜ ƛƴǾŜǎǘƛƎŀǘƻǊ ǘƻ ƴƻǘŜ ǘƘŜ ŎƻƴǘŜƴǘ ƻŦ 

each row and ensure there was no duplication or omission when indexing the dataset. 

 

2.7.5 Step three ɀ Indexing the dataset 

 

LƴŘŜȄƛƴƎ ōŜƎŀƴ ǿƛǘƘ ǘƘŜ ǎŀƳǇƭƛƴƎ ƻŦ ƻƴŜ ƳƻŘǳƭŜ ŦǊƻƳ ȅŜŀǊ ǘƘǊŜŜ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜ όΨ5ŜƭƛǾŜǊƛƴƎ 

ǇƘŀǊƳŀŎŜǳǘƛŎŀƭ ŎŀǊŜ ǘƻ ǇŀǘƛŜƴǘǎΩύ ǘƻ ǳƴŘŜǊǘŀƪŜ ŀ Ǉƛƭƻǘ ƻŦ ǘƘŜ ǇǊƻŎŜǎǎΦ ¢Ƙƛǎ ƛǎ ŀ ŘƻǳōƭŜ όпл ŎǊŜŘƛǘύ 

module and contains two significant placements and several taught streams, so was chosen as a Ψgood 

exampleΩ with which to challenge the matrix. The use of the identified matrix was seen to gather the 

required data effectively, so was not amended. 

The data was then collected across the whole dataset. An example of the indexed data for the streams 

within a year one module (Introduction to Pharmacy practice) across one theme (expertise, in blue 

ŀƴŘ ƛǘǎΩ ǎǳōǘƘŜƳŜǎύ ƛǎ ǎƘƻǿƴ ƛƴ ŦƛƎǳǊŜ 7. 
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Figure 7: Sample of the indexed data at step three of the process as seen on Microsoft Excel® spreadsheet. 

 

2.7.6 Step four ɀ Charting 

 

Indexing the whole dataset provided good insight and established key ideas, but resulted in a 

spreadsheet with 2,117 cells, the majority of which were blank. To distil the data into a more 

manageable format, a grouping of the units of investigation was considered.  

Having spent much time and effort producing the validated list of professional attributes, it was felt 

that it would be detrimental to group them around the major themes only, so all subthemes were 

retained. However, it it was a logical developent to reduce the number of rows in the matrix by 

ŎƻƳōƛƴƛƴƎ ŀƭƭ Řŀǘŀ ǿƛǘƘƛƴ ƻƴŜ ƳƻŘǳƭŜ ƛƴǘƻ ŀ ǎƛƴƎƭŜ Ǌƻǿ ŀƴŘ ΨǘƘŜ ƳƻŘǳƭŜΩ ǿŀǎ ǘƘŜǊŜŦƻǊŜ ŎƘƻǎŜƴ ŀǎ ǘƘŜ 

final unit of investigation. As there were only four items lying outside of the modular structure in the 

dataset, these were retained as they included useful data but could not be incorporated into specific 

modules. 
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2.7.7 Steps Five and Six - Mapping and interpretation 

 

This resulted in a spreadsheet with 812 cells and permitted summary, reduction in repetition and 

identification of key elements within each module. This final matrix was used to define some basic 

quantitativŜ ƳŜŀǎǳǊŜǎ ǎǳŎƘ ŀǎ Řŀǘŀ ǇǊŜǎŜƴŎŜ ŀƴŘ ƛƴǘŜƴǎƛǘȅ ŀŎǊƻǎǎ ǘƘŜ ŀǘǘǊƛōǳǘŜǎΦ ¢Ƙƛǎ ΨƘŜŀǘƳŀǇǇƛƴƎΩ 

of the presence of data is not intended to be a reductive process by relying on the volume of data to 

provide answers, but it is of value to examine the differences in the frequency at which different 

attributes are developed during the course as well as examining the quality of this development129. 

In addition to this basic quantitative analysis, the qualitative analysis of the data sought to answer the 

research questions. By this stage the patterns within the data were emerging and it was possible to 

examine key ideas and draw conclusions. 

Conclusions took the format of answers to the four research questions which had been asked at the 

beginning of ǘƘŜ ŀƴŀƭȅǎƛǎΣ ǿƛǘƘ ǘŀōƭŜǎ ƻŦ ΨǿŜƭƭ-ŘŜǾŜƭƻǇŜŘΩ ŀƴŘ ΨǇƻƻǊƭȅ ŘŜǾŜƭƻǇŜŘΩ ŀǘǘǊƛōǳǘŜǎ ōŜƛƴƎ ǳǎŜŘ 

to aid in summary. 
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2.8 Individual MPharm student interviews 
 

The final method employed in this work was to gather data concerning how MPharm students 

underwent professional development. It was decided to research the existing factors, which 

influenced students to develop. These results would then be combined with the framework analysis 

ǘƻ ƛŘŜƴǘƛŦȅ ōƻǘƘ ΨƳƛǎǎƛƴƎΩ ŀǘǘǊƛōǳǘŜǎ ŀƴŘ ǇƻǎǎƛōƭŜ ƳŜŎƘŀƴƛǎƳǎ ŦƻǊ ƛƴŎƭǳŘƛƴƎ ǘƘŜƳ ƛƴ ŀ ŦǳǘǳǊŜ atƘŀǊƳ 

programme. These suggestions would form the final conclusions of the thesis. 

The initial concept was, once again, to use the focus group method as described above to survey 

groups of final year MPharm students. Thematic analysis of resulting data would be undertaken, using 

the methods previously outlined. The COVID-19 pandemic forced the University to abandon large 

group meetings of all kinds between March 2020 and the end of the 2020-21 academic year, 

ǇǊŜŎƭǳŘƛƴƎ ǘƘŜ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ ǊǳƴƴƛƴƎ ŀ ΨƴƻǊƳŀƭΩ ŦƻŎǳǎ ƎǊƻǳǇ ŜǾŜƴǘΦ ¢ƘŜ ŘƛǎŀŘǾŀƴǘŀƎŜǎ ƻŦ ǊǳƴƴƛƴƎ ŀ 

focus group virtually over Zoom® or similar are numerous, including the loss of much of the interaction 

between participants due to an awkwardness created by such communication, difficulties with 

ƭƛǎǘŜƴƛƴƎ ŀƴŘ ǘǊŀƴǎŎǊƛōƛƴƎ Ƴŀƴȅ ǾƻƛŎŜǎ ƻǾŜǊ ǘƘŜ ǎŀƳŜ ΨŎƘŀƴƴŜƭΩ ŀƴŘ ƛnability to interact in the same 

way as a group in the same room would. Due to this loss of metadata, it was therefore decided to 

amend the method to undertake semi-structured one-to-one interviews over Zoom® and carry out 

thematic analysis across the resulting data. 

The submission to the University Science and Health Faculty ethics committee was amended to reflect 

the methodological change and approval was granted in January 2021 (as per appendix 1). 

A total of 19 interviews were carried out over a 6-week period in early 2021. The interviews were 

conducted by the author and four final year MPharm students, who were undertaking their project 

with the author as supervisor. To ensure consistent quality of interviews across interviewers, the 

following additional measures were put into place: 

1. Students co-designed the interview schedule with the author, contributing potential 

questions and ideas which were discussed in a collaborative manner. The final schedule 

resulted from this process, and was agreed by all  

2. Students were given training materials to study regarding interview theory and practical 

techniques132,133 

3. The author conducted pilot interviews, not included in the final data, with the student 

interviewers for them to gain experience of the process. There was a question-and-answer 

session with the author following this to ascertain any areas of difficulty 
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4. The students were placed into allocated pairs and interviewed each other for further practice, 

with the author observing some of the interviews and providing further feedback.  This data 

was also excluded from the final dataset 

5. Students were not permitted to begin their interviews until both they and the author were 

satisfied that they were capable of doing so effectively 

6. !ƭƭ ƛƴǘŜǊǾƛŜǿǎ ǘƻƻƪ ǇƭŀŎŜ ǳǎƛƴƎ ½ƻƻƳϯ ǇŜǊƳƛǘǘƛƴƎ ǘƘŜ ŀǳǘƘƻǊ ǘƻ ŀǘǘŜƴŘ ŀǎ ŀ ΨƭƛǾŜΩ ǎƛƭŜƴǘ 

observer of a selection of interviews as well as permitting post-hoc analysis of the resulting 

video, audio and automatically transcribed data by the author 

 

2.8.1 The interview schedule and justification for questions 

 

The schedule is presented as appendix 5. The schedule was co-created with the project students. 

Following the piloting process, which included undertaking interviews (with the author as investigator 

and each coinvestigator as interviewee), some wordings were amended, and one additional question 

was added (see question моΣ ōŜƭƻǿύ ǘƻ ŜȄǇƭƻǊŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƻǇƛƴƛƻƴǎ ƻŦ ŘƛŦŦŜǊŜƴǘ ƛƴŦƭǳŜƴŎŜǎ 

experienced by other students. 

The justification for the questions is discussed below: 

Opening: 

1. ESTABLISH RAPPORT ς My name is (if necessary), and I am speaking to you in my capacity as 

an MPharm student (principal investigator for NW only) on a project being run at the School 

of Pharmacy and Biomedical Sciences. 

2. (PURPOSE) ς I would like to ask you some questions about your experiences as an MPharm 

student including how you have developed as a professional during your time at the 

University. 

3. (MOTIVATION) ς We will use this information as part of (both my final year project and) Mr 

²ŀǊǊŜƴΩǎκ Ƴȅ tƘ5 ǇǊƻƧŜŎǘ ǿƘƛŎƘ ŎƻƴŎŜǊƴ ǘƘŜ ƛƴŦƭǳŜƴŎŜǎ ƻƴ ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ 

MPharm students. 

4. (TIME LINE) ς This interview should take between 30 and 45 minutes. 

 

 Restating the format and idea behind the interview is an important starting point. These questions 

serve as an overview of the interview- stating that the interviewer will ask about how the participant 

ŦŜŜƭǎ ǘƘŜȅ ƘŀǾŜ ΨŘŜǾŜƭƻǇŜŘ ŀǎ ŀ ǇǊƻŦŜǎǎƛƻƴŀƭΩ ƛǎ ƛƴǘǊƻŘǳŎŜŘ ǿƛǘƘ ǘƘŜ ƻǇŜƴƛƴƎ ǎǘŀǘŜƳŜƴǘǎΦ Lǘ ǿŀǎ 

appropriate to introduce this idea openly at the beginning as there was no intention to mislead or hide 

this from participants. 



Chapter Two 

Page 72 of 358 
 

Introductory Questions: 

5. ²Ƙŀǘ Řƻ ȅƻǳ ǘƘƛƴƪ ŀōƻǳǘ ǿƘŜƴ ȅƻǳ ƘŜŀǊ ǘƘŜ ǿƻǊŘ ΨǇǊƻŦŜǎǎƛƻƴŀƭΩΚ 

6. What do you think professionalism means to registered pharmacists? 

¢ƘŜǎŜ ǉǳŜǎǘƛƻƴǎ ǎŜǊǾŜ ŀǎ ŀ ΨǿŀǊƳ ǳǇΩ ŦƻǊ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ŀƴŘ ŀǊŜ ƛƴǘŜƴŘŜŘ ǘƻ ŜǎǘŀōƭƛǎƘ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ 

ƻŦ ΨǇǊƻŦŜǎǎƛƻƴŀƭΩ ǿƘƛŎƘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ƛƴǘŜǊǾƛŜǿΦ ¢ƘŜ ƎŜƴŜǊŀƭ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǘƘŜ ŀǳǘƘƻǊ ƛǎ 

that students vary dramatically in their answer to this question - the participant may make very generic 

ŎƻƳƳŜƴǘǎ ǊŜƎŀǊŘƛƴƎ ΨōŜƛƴƎ ǇŀƛŘ ǘƻ ǇǊƻǾƛŘŜ ŀ ǎŜǊǾƛŎŜΩ ƻǊ Ψƴƻǘ ŀƳŀǘŜǳǊΩ ǿƘƛŎƘ ǊŜŦƭŜŎǘ ŀƭǘŜǊƴŀǘƛǾŜ 

definitions of the word. By steering the participant to consider a pharmacy-orientated definition of 

the word, it was hoped that the use of the term would be understood as intended throughout the rest 

of the interview. 

Transitional Questions: 

7. Do you have the same professional expectations of an MPharm student that you would of a 

registered pharmacist? (If they say no ς ask to explain their perceived differences). 

 

This question moves the interview towards the specific areŀ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƻǿƴ ǇǊƻŦŜǎǎƛƻƴŀƭ 

ŘŜǾŜƭƻǇƳŜƴǘ ŀǎ ŀ ǎǘǳŘŜƴǘ ŀƴŘ ǎŜǊǾŜǎ ǘƻ ŎƻƴǎƛŘŜǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ ǎǘŀƴŎŜ ƻƴ ǿƘŜƴ 

professional development occurs relative to their current stage of their training. It was important to 

establish an understanding of this for each participant at the start of the interview, as it could help 

with understanding subsequent answers and opinions. 

Key Questions: 

8. How have the modules you have studied helped you to learn about what it means to be 

professional? 

 

Lǘ ǿŀǎ ƘƻǇŜŘ ǘƘŀǘ ǘƘƛǎ ǉǳŜǎǘƛƻƴ ǿƻǳƭŘ ƘŜƭǇ ǘƻ ƛŘŜƴǘƛŦȅ ǘƘŜ ΨǊŜŎŜƛǾŜŘ ŎǳǊǊƛŎǳƭǳƳΩ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ŦŜƭǘ 

they had experienced.  Gaining an understanding of what participants remember and value from their 

formal learning may give an indication of the effectiveness of that learning. 

9. Have there been other things which have influenced the way you have developed so far? 

(Mention other people, opportunities, experiences etc if need a prompt). 

 

Having considered the formal curriculum, this question allows the participant to introduce any other 

influences outside of what they have been directly taught. The prompts were intended to be used if 
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the participant was unsure of the meaning of the question. The open nature of the question was 

designed to allow consideration of a wide range of influences ς both those related to university study 

and incidental to it. 

10. How have you personally used these influences to help you to develop through the four 

years? 

Gaining an insight into the validity of the influences described asks the participant to reflect on their 

experience and relate this to how they have developed.  The wording is intended to stimulate 

comparison of themselves at the start of their learning and at present, to identify difference and 

describe mechanisms of change. 

11. Do you think you are ready to be a professional in practice? 

This question comes back to points 5 and 6 above, asking the student to consider how far along their 

journey to being a complete professional they feel they have come. 

12. Do you think that all your fellow Portsmouth MPharm students share the same experiences 

you have had when it comes to professional development? (If they say no ς ask to explain 

their perceived differences). 

13. What different things do you think might influence how other MPharm students develop into 

professionals? 

¢ƘŜǎŜ ǉǳŜǎǘƛƻƴǎ ŀǊŜ ŘŜǎƛƎƴŜŘ ǘƻ ŀƭƭƻǿ ǊŜŦƭŜŎǘƛƻƴ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƻǿƴ ŜȄǇŜǊƛŜƴŎŜ ƛƴ ŎƻƳǇŀǊƛǎƻƴ ǘƻ 

their course mates.  It was hoped that this would allow the participant to consider how others develop 

and what factors outside of their own experiences might affect this. Some potential factors are not 

modifiable (whilst one could, for example, gain additional work experience if one was committed to 

do so, it is not usually possible to be raised by a different family or in a different healthcare system). 

It was anticipatedǘƘŀǘ ōȅ ŀǎƪƛƴƎ ŀōƻǳǘ ŎƻǳǊǎŜ ƳŀǘŜǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƛƴ ŎƻƳǇŀǊƛǎƻƴ ǘƻ ǘƘŜƛǊ ƻǿƴΣ ǘƘŀǘ 

participants may have identified additional influences through the narratives they have shared with 

others. 

Ending questions: 

14. Is there anything extra that the University could do to encourage professional development 

amongst MPharm students? 

15. What do you think about the idea of assessing professionalism as part of the MPharm 

course? 

16. If we could measure your professional development in some way, how do you think this 

might help/benefit you? 

17. How do you think we could do this? (Measure your development). 

18. Is there anything else you would like to discuss in this area? 
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These questions aim to consider how the received curriculum could be changed to provide additional 

opportunities to develop professional attributes. They were written to allow the further expression of 

ǘƘŜ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ ŜȄƛǎǘƛƴƎΣ ƻǊ ǇƻǘŜƴǘƛŀƭΣ ƛƴŦƭǳŜƴŎŜǎ ƻƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘŜǾŜƭƻǇƳŜƴǘΦ 

The concept of assessing professionalism, and the value of finding ways of doing so have long been 

difficult tasks for educators. Although somewhat speculative in nature in comparison to the other 

questions, it was hoped that this might provide insight into the way that assessment influences the 

behaviour of participants in their development and consider whether the participants desired change 

to current assessment strategies. 

 

2.8.2 Recruitment of participants 

 

Participants were recruited from the pool of final year MPharm students (approximately 100) 

excluding the student investigators, using an independent administrator as a gatekeeper. As 

participants contacted the gatekeeper to volunteer, they were sent the participant information sheet 

(as presented in appendix 6) allocated to one of the investigators to complete the interview. (For the 

purposes of the student projects, they each then went on to analyse their own interviews). Informed 

consent was gained form each participant using the student consent form in appendix 7.  All interviews 

took place over a 6-week period. 

 

 

 

2.8.3 Transcription of resulting interviews 

 

Interviews were transcribed automatically using the facility available within Zoom® and both video 

and audio recordings made available for the purpose of checking accuracy of the transcription. 

(Automated transcriptions are only around 80% accurate, and often misinterpret technical language 

and acronyms ς ǎǳŎƘ ŀǎ ΨatƘŀǊƳΩ ŀƴŘ ΨǇǊŜ-ǊŜƎΩύΦ 
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All resulting transcripts were checked by the author, including where student investigators had 

corrected their own transcripts, to ensure consistent accuracy. 

 

2.8.4 Data analysis 

 

The author undertook thematic analysis of the influences described by participants in the interviews, 

using the methods outlined by Braun and Clarke3 as before.  Individual interviews lent themselves to 

the use of QSR Nvivo® qualitative data analysis software in the identification and organisation of 

themes and access to relevant extracts from the dataset. This was used to good effect in the analysis. 

Final results were constructed as a mind map of influences and conclusions drawn. 

  



Chapter Two 

Page 76 of 358 
 

2.9 Research Ethics 

 

The staff focus groups, Delphi technique and student interviews were the only three parts of this work 

which required ethical approval.  

Ethical approval was sought and granted by the University of Portsmouth Faculty of Science and Health 

ethics committee, which provided a favourable approval under approval SFEC  2021-005 (as per the 

letter presented as appendix 1 herewith). As all participants in these parts of the study were either 

staff or students of the University, approval by bodies external to the University was not required. 

The ethics committee asked two questions, which the author was required to answer before approval 

was granted: 

¶ The gathering of data specifically from practising pharmacists as well as the groups included in the 

submission - the author as able to provide details of the GPhC registrant status of participants in 

both the focus groups and the Delphi study, and also of the gathering of data from external 

stakeholders as part of the metanarrative review. The committee was satisfied with this additional 

information. 

¶ ¢ƘŜǊŜ ǿŀǎ ŀ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ǎǘǳŘŜƴǘǎ ŀǎ ΨprofessionalsΩΣ implying that they were already registrants 

rather than ΨǎǘǳŘŜƴǘǎΩ in the interview topic guide, which was corrected by the author. The main 

ethical issues related to this study concerned participant information and consent, data storage 

and handling and the position of the author as Senior Lecturer on the MPharm course. 

2.9.1 Participation information and consent 

 

Participation was voluntary at all points. Study information and consent forms which conformed to 

University standards were approved as part of the submission, and presented in the appendices as 

previously described.  

2.9.2 Data storage and handling 

 

A description of data to be collected and data analysis techniques (as described above) was included 

in the ethics application. This was carried out in line with all University policies of the time. 

Data handling during and after the project was described, including the storage of all data on an 

encrypted portable hard drive using AxCrypt® encryption software. This was to be kept locked in the 
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office of the investigator and destroyed in line with University requirements. The actual handling of 

the data included de-personalisation at the point of transcription. Participants in group data collection 

events were asked to treat all comments made within the focus group as though they were 

confidential information, but investigators cannot guarantee that this will be the case. 

2.9.3 The investigator as Senior lecturer 

 

As a lecturer who taught on the MPharm course, the investigator was in a position of influence over 

undergraduate students.  The avoidance of paternalism was therefore of prime importance. 

Participants were informed of the contact they may have with the investigator whilst undergraduates 

and in future practice.  

Information for this group of participants pointed them to the personal specification of the 

investigator on the University website, which described their job role and likely situations under which 

they may encounter the investigator in this role.  

2.9.4 Other aspects 

 

Asking undergraduates to consider how they themselves developed as students may have caused 

them to reflect upon negative or unpleasant experiences in their past. It is possible that this might 

have caused stress and participants who may have wished to discuss their feelings after the data 

collection events. In this event, participants would have been referred to the University counselling 

service or their personal tutor as comsideredappropriate by the investigator.   
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2.10 Chapter conclusion 
 

A wide variety of qualitative methods were used in these studies, which gave good opportunity to 

compare the attributes felt to be important by a number of key stakeholders in pharmacy education, 

including regulators, professional bodies, the public (through the press), universities, academic 

researchers and the staff involved in the teaching of the Portsmouth MPharm programme. This 

allowed the author to develop the final set of attributes. 

Those attributes were applied to the existing Portsmouth MPharm programme and final year students 

contributed current influences on their own development. 

Throughout the use of these different methods, the author was able to keep the final aim of this work 

in mind ς to identify key professional attributes and to make suggestions for changes to current 

provision to enhance student development of these during a future MPharm programme.  

The methods appeared to fulfil this purpose.
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3 Chapter Three: The metanarrative review 

In which I discuss the adaptation of the metanarrative process to this review, the selection of 

paradigms for inclusion, the data collection and analysis. Conclusions are drawn from the data in the 

form of a set of attributes incorporating all five paradigms. 

3.1 Introduction  

The reason for the choice of a metanarrative review is outlined in chapter two. 

3.1.1  The metanarrative review research question 

 

The research question for the review is: 

άWhat professional attributes are valued by different stakeholders in the development of pharmacy 

ǎǘǳŘŜƴǘǎΚέ 

The three important aspects to consider here were: 

1. ¢ƘŜ ǊŜǾƛŜǿ ƴŜŜŘŜŘ ǘƻ ƎŀǘƘŜǊ ΨǇǊƻŦŜǎǎƛƻƴŀƭ ŀǘǘǊƛōǳǘŜǎΩ ς although some paradigms may not 

use this language, or may primarily concern themselves with unprofessionalism, all results 

needed to be presented as positive attributes to allow comparisons to be made. 

2. Ψ{ǘŀƪŜƘƻƭŘŜǊǎΩ ƴŜŜŘŜŘ ǘƻ ƛƴŎƭǳŘŜ ŀƭƭ ƛƳǇƻǊǘŀƴǘ ƛƴŦƭǳŜƴces on the development of the student. 

This must include data concerning the opinions of a wide range of groups for the review to be 

of maximal impact. 

3. ¢ƘŜ ǘŜǊƳ ΨǇƘŀǊƳŀŎȅ ǎǘǳŘŜƴǘǎΩ ǿŀǎ ǳǎŜŘ ǎƻ ŀǎ ǘƻ ōŜ ŀōƭŜ ǘƻ ƛƴŎƭǳŘŜ Řŀǘŀ ŦǊƻƳ ƻǳǘǎƛŘŜ ƻŦ ǘƘŜ 

UK where useful. Some data may sample qualified pharmacists, but given the nature of the 

professional standards applied in the UK, where a single set of standards are used for all 

pharmacy professionals134, extrapolation to students from this data was made. 

3.1.2 Selection of the paradigms for this review. 

 

Identifying the key stakeholders in the development of pharmacy students towards becoming 

professionals was of prime importance to the review. Reading as wide a variety of sources as possible 

ŀƴŘ ŘƛǎŎǳǎǎƛƴƎ ǎǘŀƪŜƘƻƭŘŜǊǎ ƛƴŦƻǊƳŀƭƭȅ ǿƛǘƘ ŎƻƭƭŜŀƎǳŜǎ ƭŜŘ ǘƻ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀƴ ƛƴƛǘƛŀƭ ΨƭƻƴƎ ƭƛǎǘΩ 

of potential paradigms / traditions. Further consideration of the availability of resources, the potential 

for capturing the same data more than once (or indeed missing valid resources) and applicability to 

the research question all influenced the development of the final list of five paradigms, which are 

explained in table 9 below. 
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Table 9: Features of the five paradigms selected for the metanarrative review 

Paradigm Stakeholder groups  Definition and scope Context of data Format of 
information 
collected 

Practical aspects. 

The GPhC 
statutory 
committee case 
paradigm 

GPhC FTP panel ς 
represents the 
values of the 
pharmacy regulator 

Pharmacist FTP cases. 
Consider aspects of code of 
conduct and performance 
not followed 

Describes aspects of the standards of 
conduct and performance not met by the 
registrant. Implies those professional 
attributes which were valued by the 
panel 

Extracted from 
reports available 
on GPhC website 

September 2017- Aug 2018 only 
(one year only visible on 
website) 
Pharmacist cases only 

Lay press articles Public opinion as 
voiced by the lay 
press ς tabloid and 
broadsheet plus 
online news pages 

News articles concerning 
the professionalism of 
pharmacists. Articles 
coming from positive and 
negative stances valued 
equally 

ΨtƘŀǊƳŀŎƛǎǘǎ ƛƴ ǘƘŜ ƴŜǿǎΩ ς what would 
the public gather from these articles 
regarding professional attributes 
expected of pharmacists by the author? 

Directly extracted 
from articles as 
presented in 
online version of 
publications 

September 2017 ς September 
2018. Available online. Selection 
ƻŦ ΨwŜŘ ǘƻǇΩ ό{ǳƴϯΣ aƛǊǊƻǊϯύΣ 
broadsheet (Times®, 
Guardian®), BBC® and Sky® 
news websites 

University 
admissions 
materials 

Academic 
admissions tutors -
The values of 
universities when 
recruiting MPharm 
students 

Information freely 
available online, on 
university MPharm 
websites for applicants 

What would an MPharm applicant 
gather about the values of the University 
and how they will be expected to 
develop professional values? 

Extracted from 
web pages and 
any linked 
documents 
(course 
descriptors etc) 

Materials relating to 2019 
MPharm entry ς accessed in Nov 
2018 
UK Universities only 

Academic studies Academic 
researchers in 
pharmacy practice 

Interventional scholarly 
papers relating to the 
development / 
measurement of 
professional attributes 

What professional attributes are value 
by pharmacy education researchers ς 
what have they tried to develop or 
measure? 

Boolean logic 
search of 
databases. 
Extracted from 
written papers 

Papers published between 2000 
and 2018. Interventional. 
Pharmacy undergraduate only 

Guidance and 
policy 

Advice and policy 
from professional 
groups 

Published professional 
attributes, guidance and 
discussion documents 

A wide range of stakeholders have 
published their ideas regarding 
applicable attributes for different stages 
of initial training of pharmacists 

Boolean plus 
inductive ς 
articles excluded 
form academic 
studies above 

Articles published between 
2000 and 2018. Pharmacy 
undergraduates considered 
(May focus on registrants, 
however) 
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3.1.3 Quality standards for metanarrative Reviews 

 

It was important to meet quality standards for metanarrative reviews where possible, to ensure the 

review was robust. The RAMESES project 103,135,136 was designed, in part, to define relevant quality 

standards for both realist and metanarrative reviews. These standards were constructed to provide 

guidance to both commissioners of reviews and researchers themselves in a way that echoes the 

standards used to judge traditional review processes e.g. via the PRISMA statement for structured 

quantitative reviews137. A broad range of sources influenced the final standards, including the personal 

expertise of the authors, feedback from training sessions and workshops and comments from the 

wider research community.  

The standards, and the extent to which this review meets them is discussed in table 10 below.  

 

3.1.4  The data collection process ɀ how this was achieved 

 

The data for all paradigms was available online and was collected as outlined in each section below. 

The investigator began collecting in late 2017 and completed collection for three paradigms before 

the investigator required a period of suspension of studies for reasons of ill health, followed by the 

COVID-19 pandemic, which both delayed completion of the work until early 2022.  

When considering the date ranges for data collection, these remained as originally considered despite 

the delays to ensure parity wherever possible. 

Data analysis, results and conclusions are discussed for each paradigm in turn, below. 
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Table 10: RAMESES publication standards for metanarrative reviews and how they were considered in this study.136 

Standard How this metanarrative review met the standard 

1. Title identifiable as having 
metanarrative goals 

ά! ƳŜǘŀƴŀǊǊŀǘƛǾŜ ǊŜǾƛŜǿ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǘǘǊƛōǳǘŜǎ ŀǇǇƭƛŎŀōƭŜ ǘƻ ¦Y atƘŀǊƳ ƎǊŀŘǳŀǘŜǎέ 

2. Abstract Not a requirement here, as part of a Doctoral thesis. See conclusion to the chapter for summary 

3. Rationale for the review The valued research examining professional attributes looks at single sources of information to identify a 
set of attributes by consensus. The metanarrative approach allows higher order insights which are missed 
by single paradigm-based studies. This appears to be an underused method in this area 

4. Objectives and focus of review Time is a restrictive element for this review. For some traditions, gathering all available data is unnecessary 
and impossible. The focus of the review was to collect comparable numbers of representative items for 
each and also to be guided by a feeling that the data nears completion for each 

5. Changes in the review process Time limitations reduced the scope of each paradigm e.g. the collection of one year of FTP cases. Inductive 
results added (where discovered when searching other paradigms e.g. crossover between scholarly papers 
and expert committee reports) 
{ŜŀǊŎƘ ǘŜǊƳǎ ǿŜǊŜ ƳƻŘŜǊŀǘŜŘ ǿƘŜǊŜ ǊŜǉǳƛǊŜŘ ŜΦƎΦ ΨŎƘŜƳƛǎǘΩ added to lay press search as well as 
ΨpharmacistΩ 

6. Rationale for using a 
metanarrative approach 

TO capture a broad range of previously excluded data, to compare the opinions of a variety of stakeholders 
ƛƴ ǇƘŀǊƳŀŎȅΦ YǳƘƴΩǎ ƴƻǘƛƻƴ ƻŦ ǘƘŜ ǎŎƛŜƴǘƛŦƛŎ ǇŀǊŀŘƛƎƳ ǿŀǎ ǳǎŜŘ ǘƻ ƛŘŜƴǘƛŦȅ that paradigms would facilitate 
data analysis. What is a paradigm here? A broad range of resources used to achieve the aim of gathering 
previously ignored data sources 

7. Evidence of adhering to 
guiding principles of 
metanarrative review 

Pragmatism ς yes, emǇƛǊƛŎŀƭ ƴŀǘǳǊŜ ƻŦ ǳǎƛƴƎ ΨƻōǾƛƻǳǎΩ ǊŜǎƻǳǊŎŜǎ ǿƻǊƪŜŘ ǿŜƭƭ 
Pluralism ς ȅŜǎΣ ƎŀǘƘŜǊƛƴƎ ΨƳǳƭǘƛǇƭŜ ŀƴƎƭŜǎ ƻŦ ƛƭƭǳƳƛƴŀǘƛƻƴΩ 
Historicity ς where possible, yes, but with an eye on the current nature of the research question 
Contestation ς yes, the range of paradigms allowed the synthesis of higher order data through comparison 
and contrast 
Reflexivity ς yes, continual development of ideas and thinking as review progressed 
Review ς Use of supervisor feedback to guide writing 

8. Scoping the literature Gaining a feel for the different paradigms confirmed their suitability, was achieved through initial scoping 
exercises. Led to some changes in methods as described in point 5 above 

9. Searching process Yes ς see description of individual paradigms for the processes employed 
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Standard όŎǘŘΧύ How this metanarrative review met the standard 

10. Selection and appraisal of 
documents 

Yes ς see description of individual paradigms for inclusion and exclusion criteria used 

11. Data extraction Paradigm specific ς see individual paradigms for data collected 

12. Analysis and synthesis 
processes 

Yes - Overarching principle was to use Braun and ClarkeΩǎ ƳŜǘƘƻŘ ƻŦ ǘƘŜƳŀǘƛŎ ŀƴŀƭȅǎƛǎ ǿƘŜǊŜ ŀǇǇƭƛŎŀōƭŜΦ 
Further details are within the description of each paradigm 

13. Document flow diagrams Yes - Included for each paradigm 

14. Document characteristics  Yes - Described within each paradigm 

15. Main findings See chapter conclusion section 

16. Summary of findings See mind maps and summary section below 

17. Strengths, limitations and 
future research directions  

Strengths and limitations included in general discussion below. As this forms part of a Doctoral thesis, next 
steps are outlined in other chapters 

18. Comparison with existing 
literature 

Described both in the discussion for this chapter, and other chapters 

19. Conclusion and 
recommendations 

See chapters eight and nine 

20. Funding This study received no external funding 
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3.2 The GPhC statutory committee case paradigm 
 

3.2.1 Introduction  

 

¢ƘŜ DtƘ/ ǎŜŜǎ ƛǘǎΩ ǊƻƭŜ ŀǎ ŜƴǎǳǊƛƴƎ ǇǳōƭƛŎ ǎŀŦŜǘȅΣ ƛƴŎƭǳŘƛƴƎ ǘƘǊƻǳƎƘ ǘƘŜ ǊŜƎǳƭŀǘƛƻƴ ƻŦ ǇƘŀǊƳŀŎƛǎǘǎΣ 

pharmacies and pharmacy technicians. Mandatory continuing professional development and an 

annual declaration of FTP have been introduced to empower the GPhC to act when registrants FTP is 

called into question. Whilst the GPhC website encourages the public to raise concerns where these 

Ƴŀȅ ŀŦŦŜŎǘ ǇǳōƭƛŎ ǎŀŦŜǘȅ ƻǊ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǇƘŀǊƳŀŎȅΣ ǘƘŜ ΩwŜǇƻǊǘƛƴƎ /ƻƴŎŜǊƴǎΩ DtƘ/ ǿŜōǇŀƎŜ 138 

explains that not all concerns will be investigated, thus: 

ά²Ŝ ǿƻƴΩǘ ƛƴǾŜǎǘƛƎŀǘŜ ŀƭƭ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǇƘŀǊƳŀŎȅ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ŀƴŘ ǇƘŀǊƳŀŎƛŜǎΦ ²Ŝ ƘŀǾŜ ǘƻ 

prioritise concerns where there may be a risk to patient safety or where public confidence in pharmacy 

ŎƻǳƭŘ ōŜ ŀŦŦŜŎǘŜŘέΦ 

Examples of concerns the public could raise, which should normally be dealt with through the 

ǇƘŀǊƳŀŎȅΩǎ ƻǿƴ ŎƻƳǇƭŀƛƴǘǎ ǇǊƻŎŜŘǳǊŜΣ ǎǳŎƘ ŀǎ Ŏǳǎǘomer service issues, are given. However, for more 

serious issues, the GPhC has a process involving initial data collection and an Investigating Committee 

όL/ύΦ hƴƭȅ ƛƴ ŎŀǎŜǎ ǿƘŜǊŜ ΨǘƘǊŜǎƘƻƭŘ ŎǊƛǘŜǊƛŀΩ ƻǳǘƭƛƴŜŘ ƛƴ ǎŜŎǘƛƻƴ рм ƻŦ ¢ƘŜ tƘŀǊƳŀŎȅ hǊŘŜǊ όнлмлύ139 

are met does the IC move to an FTP hearing. This part of The Order gives a wide range of criteria, 

including criminal offences and under-performance which might affect public safety.  It is therefore 

only in the most serious of cases (in the opinion of the regulator) that a pharmacist will have their case 

heard in this way. Thus, by reviewing FTP cases the author gathered data on the actions of pharmacists 

which were of most concern to the regulator. By examining the failings these pharmacists 

demonstrated, it was possible to determine those professional attributes which, if lacking, were most 

likely to lead to a pharmacist being held to account by the regulator. This, by implication, could lead 

to the development of a set of professional attributes particularly valued by the IC and FTP panel when 

acting as an instrument of the GPhC.  

The GPhC makes the reports from recent FTP hearings available to the public and adds a note to the 

register entry for any pharmacist who has had a recent FTP decision made. The inclusion and exclusion 

criteria for the paradigm are shown in table 11. The data collection for this paradigm involved 

reviewing the cases reported by the GPhC140 which involved pharmacists for the year between 

September 2017 and August 2018. This short time period was chosen because only the most recent 

one year of cases is available to the public. Without having knowledge of the registration numbers of 

individual pharmacists who have been considered by an FTP panel it is not possible to search beyond 
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ƻƴŜ ȅŜŀǊΦ ¢Ƙƛǎ Ŧŀƭƭǎ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ DtƘ/Ωǎ tǳōƭƛŎŀǘƛƻƴ ŀƴŘ 5ƛǎŎƭƻǎǳǊŜ ǇƻƭƛŎȅ141. The GPhC website also 

records decisions involving registered pharmacy technicians, but these were excludedby the 

investigator, due to lack relevance to this review.  

Table 11: Inclusion and exclusion criteria for the FTP case paradigm 

Inclusion criteria Exclusion criteria 
Fitness-to-practice cases  Other reports on GPhC website 

Reports freely available on the GPhC 

website  

Unavailable, or only available with prior 

ƪƴƻǿƭŜŘƎŜ ƻŦ ǘƘŜ ŘŜŦŜƴŘŀƴǘΩǎ DtƘ/ 

registration number 

During the time period September 2017 to 

August 2018 

Outside this period 

Cases involving pharmacist defendants Cases involving registered pharmacy 

technician defendants 

 

3.2.2 Methods 

 

 The investigator recorded the following dataset for each case as a mechanism for considering the 

overarching narrative given by the cases: 

 The date of hearing 

 An overview of the actions of the registrant 

 The aspects of Rule 5(2) and /or 5(3) of the Order of council 2010 considered139 ǘƻ ōŜ Ψƛƴ ǇƭŀȅΩ 

in the case OR aspects of rule 51 of the Pharmacy order 2010139 invoked (usually due to 

criminal activity). (See below for details of both) 

 The sections of the GPhC standards of conduct ethics and performance 2012 (which although 

now superseded, was current guidance at the time when all of the events in question were 

ŎƻƴǎƛŘŜǊŜŘύ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ƘŀǾŜ ōŜŜƴ Ψƛƴ ǇƭŀȅΩ ŦƻǊ ŜŀŎƘ ŎŀǎŜ  

 the sanction handed down  

The final point is of importance when considering the narrative within this paradigm, as the type and 

duration of sanction implemented gives an indication of how severe the breach of regulations was 

considered to have been by the panel. It is this association which was used to help with the 

identification of potential attributes of professionalism for inclusion on the final list. 
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Registrants' full names and GPhC registration numbers are available for all cases and are therefore in 

the public domain. The registration number of each registrant was recorded in order to ensure that 

any cases which were heard on more than one occasion within the search period could be linked. This 

data was removed on completion of data collection along with direct links to each case report. From 

one year after the date of the hearing, reports were removed from the public-facing GPhC website 

and from that point it was not possible to gather further detail of any of the cases. As some of the 

pharmacists in these cases had completed the requirements asked of them by the GPhC it was 

important to present this data in an anonymised form and it is therefore not referenced herewith. 
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3.2.3 Results 

 

A total of 41 cases were available on the GPhC website at the time of data collection (early September 

2018). Twelve technician-related reports were excluded, leaving 29 cases that met the inclusion 

criteria. 

CƻƭƭƻǿƛƴƎ ǘƘŜ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ŜȄŜǊŎƛǎŜΣ Řŀǘŀ ǿŀǎ ǘƘŜƴ ŀƴŀƭȅǎŜŘ ǳǎƛƴƎ .Ǌŀǳƴ ŀƴŘ /ƭŀǊƪŜΩǎ ƳŜǘƘƻŘ ƻŦ 

thematic analysis 112 to develop potential attributes of professionalism, as described in chapter two.  

Steps one and two ς familiarisation with the dataset and identification of initial ideas 

The following observations come from immersion in the dataset. 

 Breaches of the law: FTP hearings sometimes occurred due to the registrant having been given a 

conditional discharge, a formal warning or been convicted of a criminal offence, as per section 51 (e) 

of the Pharmacy Order 2010139 above.  

 In cases where evidence was provided from a criminal court or Police authority, the committee 

considered whether the conviction/discharge did affect FTP and, in each case, either:  

 moved to suspend the registrant for an appropriate period if it was felt that once the 

conviction was spent, they might potentially become fit to practise as a pharmacist again, 

  or removing the person from the register where it was felt that the conviction was of a nature 

such that public safety, or public perception of the actions of the registrant would mean that 

they were permanently unlikely to be seen by the public as a suitable person to practice as a 

pharmacist.  

These processes were common in the dataset, forming part of 12 of the 29 cases which fulfilled the 

inclusion criteria.  For example, a registrant was permanently removed from the register following the 

of dissemination of Islamist terrorism-ǊŜƭŀǘŜŘ ƳŀǘŜǊƛŀƭǎ όƛƴŎƭǳŘƛƴƎ ŀ ΨōŜƘŜŀŘƛƴƎ ǾƛŘŜƻΩύΦ ¢ǿƻ ŀŘŘƛǘƛƻƴŀƭ 

ŎŀǎŜǎ ƛƴǾƻƭǾŜŘ ǘƘŜ ǾƛŜǿƛƴƎ ƻǊ ŎǊŜŀǘƛƻƴ ƻŦ ΨƛƴŀǇǇǊƻǇǊƛŀǘŜ ǇƻǊƴƻƎǊŀǇƘƛŎ ƛƳŀƎŜǎΩ ŀƴŘ ǊŜǎǳƭǘŜŘ ƛƴ ǘƘŜ 

same decision from the panel. 

 ¢ƘƻǎŜ ŎŀǎŜǎ ǿƘŜǊŜ ǘƘŜ ǊŜƎƛǎǘǊŀƴǘΩǎ ŎƻƴǾƛŎǘƛƻƴ ǿŀǎ ǎƻ ǎŜǊƛƻǳǎ ǘƘŀǘ ƛǘ ƭŜŘ ǘƻ ǘƘŜƳ ōŜƛƴƎ ǇŜǊƳŀƴŜƴǘƭȅ 

removed from the register did not include extensive consideration of how they had failed to meet the 

expected standards. There was often less detail of events presented. Excepting these, the other case 

ǊŜǇƻǊǘǎ ƛƴŎƭǳŘŜŘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ΨǿƘŀǘ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘ ƘŀŘ ŘƻƴŜ ǿǊƻƴƎΩ ŀƴŘ ǘƘƛǎ ǿŀǎ ǳǎŜŘ ǘƻ ƎǳƛŘŜ 

the conditions imposed by the FTP panel.  Reference to a range of sections of The Standards of 

Conduct, Ethics and Performance 2012 134 όΨ5ŜǎŎǊƛōŜŘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ŎŀǎŜ ǊŜǇƻǊǘǎ ŀǎ Ψ¢ƘŜ {ǘŀƴŘŀǊŘǎΩύ 
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were made in many of the case reports. These were the current standards at the time of the events 

considered in these cases.  Where they were directly mentioned (often by standard number) this data 

was collected. Where this information was not stated in the report, the investigator mapped the 

description of events to the standards inductively, to allow consistency. The standards are presented 

in appendix 8. 

Step two- generate initial data 

 This step was achieved by looking at the standards applied in each case.  

CƻǳǊ ƻŦ Ψ¢ƘŜ {ǘŀƴŘŀǊŘǎΩ ŦƻǊƳŜŘ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǊŜŀǎƻƴǎ ƎƛǾŜƴ ŦƻǊ ŦƛǘƴŜǎǎ-to-practice appearing to be 

impaired: 

 Standard 1 - ΨaŀƪŜ ǇŀǘƛŜƴǘ ȅƻǳǊ ŦƛǊǎǘ ŎƻƴŎŜǊƴΩ 

 Standard 3 - Ψ{Ƙƻǿ ǊŜǎǇŜŎǘ ŦƻǊ ƻǘƘŜǊǎΩ 

 Standard 6 - Ψ.Ŝ ƘƻƴŜǎǘ ŀƴŘ ǘǊǳǎǘǿƻǊǘƘȅΩ 

 Standard 7- Ψ¢ŀƪŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ȅƻǳǊ ǿƻǊƪƛƴƎ ǇǊŀŎǘƛŎŜǎΩ 

Standard 1- Make patients your first concern 

Ψ¢ƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ǎŜǊǾƛŎŜǎ ǿƘƛŎƘ ŀǊŜ ǎŀŦŜ ŀƴŘ ƻŦ ŀŎŎŜǇǘŀōƭŜ ǉǳŀƭƛǘȅΩ όǎǘŀǘŜƳŜƴǘ мΦмύ ŀƴŘ ΨǘŀƪƛƴƎ ŀŎǘƛƻƴ 

to protect the well-ōŜƛƴƎ ƻŦ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜ ǇǳōƭƛŎΩ όǎǘŀtement 1.2) were the most commonly quoted 

from this section, and throughout these cases. There is great consideration that public safety is of 

prime importance. A major contributory factor is where the services provided by pharmacists do not 

fulfil standard operating procedures or are of not of an appropriate quality in some other way ς for 

example pharmacists regularly making mistakes a with controlled drugs, dispensing of medicines or 

being fit to practice at the time they are the Responsible Pharmacist. {ŜŎǘƛƻƴ мΦс όΨ5ƻ ȅƻǳǊ ōŜǎǘ ǘƻ 

ǇǊƻǾƛŘŜ ƳŜŘƛŎƛƴŜǎ ŀƴŘ ƻǘƘŜǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎŜǊǾƛŎŜǎ ǎŀŦŜƭȅ ǿƘŜƴ ǇŀǘƛŜƴǘǎ ƴŜŜŘ ǘƘŜƳΩύ ŀƴŘ ǎŜŎǘƛƻƴ мΦу 

όΨYŜŜǇ Ŧǳƭƭ ŀƴŘ ŀŎŎǳǊŀǘŜ ǊŜŎƻǊŘǎ ƻŦ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎŜǊǾƛŎŜǎ ȅƻǳ ǇǊƻǾƛŘŜ ƛƴ ŀ ŎƭŜŀǊ ŀƴŘ ƭŜƎƛōƭŜ ŦƻǊƳΩύ 

were quoted in several cases. 

Summary: Fitness to practice cases sometimes arise from the registrant not taking due care and 

attention or deliberately not providing appropriate quality services to patients. The panels tended to 

respond to such cases by providing registrants with a period of restricted practice with conditions or 

a short suspension (usually several months) from the register. In either case, they were expected to 

carry out remedial actions to ensure that they had a good understanding of appropriate rules laws 

and regulations. 
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Observed potential attributes arising from this standard:  

¶ Protect patients and the public 

¶ Provide services of appropriate quality 

¶ Maintain personal standards around service provision  

¶ Behave as would be expected of a pharmacist by the public 

 

Standard 3 - Show respect for others 

 A small number of the hearings concerned two particular statements ς оΦм όΨwŜŎƻƎƴƛǎŜ ŘƛǾŜǊǎƛǘȅ ŀƴŘ 

ǊŜǎǇŜŎǘ ǇŜƻǇƭŜΩǎ ŎǳƭǘǳǊŀƭ ŘƛŦŦŜǊŜƴŎŜǎ ŀƴŘ ǘƘŜƛǊ ǊƛƎƘǘ ǘƻ ƘƻƭŘ ǘƘŜƛǊ ǇŜǊǎƻƴŀƭ ǾŀƭǳŜǎ ŀƴŘ ōŜƭƛŜŦǎΩύ ŀƴŘ оΦн 

όΨ¢ǊŜŀǘ ǇŜƻǇƭŜ ǇƻƭƛǘŜƭȅ ŀƴŘ ŎƻƴǎƛŘŜǊŀǘŜƭȅΩύΦ 

One case concerning dissemination of a video of an act of terrorism considered both of these areas, 

but several cases looked at communication in a more general sense. For example, the registrant who 

faked a letter, claiming that it came from a medical clinic in order to gain a financial advantage at his 

health club. 

Summary: the panels appeared to particularly value registrants having respect for others and treating 

them in a courteous manner as would be considered appropriate of any professional. The cases here 

are extreme examples of a lack of this basic value, and the concern appears to be largely that the 

public may have cause to question the high esteem in which members of the profession are held, if 

such events were publicised or experienced in-person. 

Observed potential attributes arising from this standard:  

¶ Effective communication  

¶ Kindness and beneficence  

¶ Recognise diversity and do not permit personal factors to affect relationships with patients, 

the public and others 

 

Standard 6 -Be honest and trustworthy 

Honesty was a value which was particularly emphasised in most of the cases examined (almost all 

ŎŀǎŜǎ ƛƴŎƭǳŘŜŘ ǎƻƳŜ ŀǎǇŜŎǘ ƻŦ ǎŜŎǘƛƻƴ с ƻŦ ǘƘŜ ǎǘŀƴŘŀǊŘǎύΦ {ŜŎǘƛƻƴ сΦм όΨ!Ŏǘ ǿƛǘƘ ƘƻƴŜǎǘȅ ŀƴŘ ƛƴǘŜƎǊƛǘȅ 

ǘƻ Ƴŀƛƴǘŀƛƴ ǇǳōƭƛŎ ǘǊǳǎǘ ŀƴŘ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ȅƻǳǊ ǇǊƻŦŜǎǎƛƻƴΩύ ǿŀǎ ǾŀƭǳŜŘ ƘƛƎƘƭȅ ǘƘǊƻǳƎƘƻǳǘΦ ²Ƙƛƭǎǘ ǘƘŜ 
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circumstances around honesty and trustworthiness varied it was clear that the panels were 

particularly concerned about registrants lying, attempting to cover up their actions, falsifying or 

altering documents or being dishonest in some other way. Several cases specifically mention honesty 

being a key principle for professionals. 

{ǘŀǘŜƳŜƴǘ сΦр όΨaŜŜǘ ŀŎŎŜǇǘŀōƭŜ ǎǘŀƴŘŀǊŘǎ ƻŦ ǇŜǊǎƻƴŀƭ ŀƴŘ ǇǊƻŦŜǎǎƛƻƴŀƭ ŎƻƴŘǳŎǘΩύ ǿŀǎ ŀƭǎƻ ǿƛŘŜƭȅ 

ǉǳƻǘŜŘΦ /ƻƴǎƛŘŜǊŀǘƛƻƴ ǘƘŀǘ ǊŜƎƛǎǘǊŀƴǘǎΩ ƴŀƳŜǎ ŀǇǇŜŀǊ ƻƴ ǘƘŜ ǊŜƎƛǎǘŜǊ ǿƘƛƭǎǘ ǘƘŜȅ ŀǊŜ ΨƻŦŦ ŘǳǘȅΩ ŀǎ ǿell 

ŀǎ ǿƘŜƴ Ψŀǘ ǿƻǊƪΩ ƛǎ ŀ ƪŜȅ ǇǊƛƴŎƛǇƭŜ ƻŦ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜǎŜ ǊŜŎƻǊŘǎΦ /ŀǎŜǎ ƛƴ ǘƘƛǎ ŀǊŜŀ 

varied from dishonest accounting- including money laundering- through to registrants who made 

mistakes in controlled drug registers and attempted to manipulate them, to cover up the mistake. 

Some registrants refused to co-operate with ongoing investigations from current employers or to the 

GPhC themselves. Often, the initial act/error itself could be seen as being a fairly minor breach, but it 

was the ǊŜƎƛǎǘǊŀƴǘΩǎ ǎǳōǎŜǉǳŜƴǘ ōŜƘŀǾƛƻǳǊ ǿƘƛŎƘ ǿŀǎ ƻŦ ŎƻƴŎŜǊƴ ŀǘ ǘƘŜ ƘŜŀǊƛƴƎΦ 

Statement 6.9 describes requirement of pharmacists to promptly tell the GPhC, employers and other 

relevant authorities about situations where fitness-to-practice is, or may be, impaired. It specifically 

ƳŜƴǘƛƻƴǎ ƛƴŦƻǊƳƛƴƎ ƻŦ ŀƴȅǘƘƛƴƎ ǘƘŀǘ ƳƛƎƘǘ άŘŀƳŀƎŜ ǘƘŜ ǊŜǇǳǘŀǘƛƻƴ ƻŦ ǘƘŜ ǇƘŀǊƳŀŎȅ ǇǊƻŦŜǎǎƛƻƴέΦ 

/ŀǎŜǎ ƛƴŎƭǳŘŜŘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ǿƘŜǘƘŜǊ ƛƭƭ ƘŜŀƭǘƘ ŀŦŦŜŎǘŜŘ ǊŜƎƛǎǘǊŀƴǘΩǎ ŦƛǘƴŜǎǎΣ ǘƘŜ ŜŦŦŜŎǘ ƻŦ ŎǊƛƳƛƴŀƭ 

convictions and the findings of internal investigations. (Although the specifics of health issues are 

redacted from a number of cases because of patient confidentiality - which limited the usefulness of 

this information in this review). 

Summary: There is a common theme which runs through the cases- the severity of sanction being 

handed down by the committee is more closely related to the actions of the registrant following their 

discovery of an error, or on reflection of their initial behaviours, than to the severity of the initial action 

in most cases. The Standards as they applied at the time were perhaps explicit with respect to remorse, 

admission of facts and restorative actions following events. 

Observed potential attributes arising from this standard:  

¶ Honesty  

¶ Openness when events are discovered, or on reflection of events  

¶ wŜŦƭŜŎǘƛƴƎ ŀǇǇǊƻǇǊƛŀǘŜƭȅ ƻƴ ƻƴŜΩǎ ōŜƘŀǾƛƻǳǊ  

¶ Proactively taking restorative actions, especially where events lead to potential active 

patient/public harm  

¶ Maintaining standards of honesty such that the truth in the individual, and in the profession, 

are upheld  

¶ The duty of candour ς άƘƻƴŜǎǘ ǘŜƭƭƛƴƎ ƻŦ ǘǊǳǘƘǎέ ƛƴ ŀƭƭ ƛǘǎ ŦƻǊƳǎ 
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Standard 7- Take responsibility for working practices 

This section ǿŀǎ Ψƛƴ ǇƭŀȅΩ in a few cases where the registrant seemed to lack understanding of 

appropriate job roles for the members of the pharmacy team, did not follow appropriate standard 

operating procedures or other working practices, did not ensure that they kept their legal and 

professional responsibilities or that they did not co-operate fully with ongoing investigations. 

Cases here included those in which the registrant did not carry out their normal duties in an 

appropriate way with specific reference to taking professional responsibility. It is to be noted that 

there were a small number of cases involving registrants not complying with investigations, which 

included lack of communication and actively refusing to co-operate with both internal company 

investigations and those held by the GPhC themselves. 

Summary: Panels appeared to consider pharmacists not taking adequate responsibility for working 

practices as an appropriate yardstick for poor quality practice in general. Most of the cases in this area 

included the registrant being offered a period of opportunity to reflect on their practice and ensure 

that they developed better working knowledge of appropriate standards of practice. Cases of this type 

appeared to be most like to come before the FTP panel where numerous events had occurred and/or 

where controlled drugs were involved. 

Observed potential attributes arising from this standard:  

¶ Self-regulating own health and capabilities  

¶ Having good knowledge of regulations and appropriate roles for members of the pharmacy 

team  

¶ Consistently applying standard operating procedures to protect patients and the public  

¶ Duty of candour and willingness to learn from mistakes  

¶ Willingness to cooperate with investigations or procedures with respect once fitness to 

practice 

  

Step three ς generate the themes 

Themes were identified by looking across the dataset for professional attributes which could be 

deduced from both the standards arising from the cases, and the events themselves. Themes were 

initially recorded using terms used in the cases where possible then rephrased where needed to 

generate the initial attributes list, as per figure 8. 
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Step four and five ς refining of themes 

Themes were reviewed for internal homogeneity and external heterogeneity and remodelled several 

times before the final attributes were produced. The dataset was reviewed to ensure that the themes 

told the whole story and the essence of each important idea had been captured. Final themes are 

shown in figure 9.  
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Figure 8: FTP case paradigm early draft 

 

Figure 9: FTP case paradigm final attributes 
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3.2.4 Discussion 

 

Data analysis revealed three themes and 12 subthemes. The FTP panels valued rapport (defined by 

the Oxford English Dictionary as άaǳǘǳŀƭ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ōŜǘǿŜŜƴ ǇŜǊǎƻƴǎΤ ǎȅƳǇŀǘƘȅΣ ŜƳǇŀǘƘȅΣ 

ŎƻƴƴŜŎǘƛƻƴΤ ŀ ǊŜƭŀǘƛƻƴǎƘƛǇ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ōȅ ǘƘŜǎŜέ 142, probity (defined as ά¢ƘŜ ǉǳŀƭƛǘȅ ƻǊ ŎƻƴŘƛǘƛƻƴ ƻŦ 

ƘŀǾƛƴƎ ǎǘǊƻƴƎ ƳƻǊŀƭ ǇǊƛƴŎƛǇƭŜǎΤ ƛƴǘŜƎǊƛǘȅΣ ƎƻƻŘ ŎƘŀǊŀŎǘŜǊΤ ƘƻƴŜǎǘȅΣ ŘŜŎŜƴŎȅέ 143 and reflective practice 

(with reflection defined as έƎƛǾŜƴ ǘƻ ŘŜŜǇ ƻǊ ŎŀǊŜŦǳƭ ǘƘƻǳƎƘǘΣ ŜǎǇΦ ŀǎ ŘƛǊŜŎǘŜŘ ƛƴǿŀǊŘǎ ŀǘ ƻƴŜǎŜƭŦ or of 

a spiritual nature; characterized by this quality; thoughtful, contemplative, philosophical; 

ƛƴǘǊƻǎǇŜŎǘƛǾŜέ).144  

Rapport 

Attributes related to interpersonal relationships were valued highly in the cases. Some defendants 

had obviously demonstrated behaviours unbecoming of a pharmacist with respect to the relationships 

they had with others (for example the cases of child pornography or harming others outside of the 

workplace).  Other aspects were subtler, including one case in which the pharmacist had stored 

controlled drugs inappropriately and not entered them into the register. They asked technical staff to 

destroy ketamine liquid which had been found inappropriately stored on a shelf, rather than entering 

it into the controlled drugs register and storing it correctly, putting pressure on their colleague to 

behave inappropriately themselves. When they refused to do so, the pharmacist attempted to coerce 

the technician into not complying with a company investigation into this.  The lack of appreciation of 

team work, respect for colleagues and mutual trust in this case was a key reason for the pharmacist 

being required to undertake remedial training.  

Respect for the law and the Regulator were also valued in some cases. One pharmacist who made 

controlled drugs entry errors, did not admit to them on investigation and then made attempts to cover 

this up when a GPhC investigation was launched.  This individual was removed from the pharmacist 

register for 6 months, partly because they were initially unrepentant. They were permitted to re-join 

the register after demonstrating their remorse and undertaking further training and mentorship. 

Lack of patient-centredness was also apparent in some cases.  At least one case was proven to include 

a pharmacist purchasing large quantities of controlled drugs to sell to patients without prescriptions. 

The pharmacist was removed from the register permanently, with the comment that they appeared 

unable to consider the safety of patients and the public in their actions. 
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Probity 

The internalised sense of good moral character was missing in many of the cases. For example, one 

pharmacist was permanently removed from the register because they had attempted to abduct a 14-

year-old child. It was considered that their insight into the events remained poor even though they 

had been convicted and that it was impossible to administer a less-severe punishment as the victim 

was a vulnerable person. Safeguarding is obviously an additional aspect in play in this case. (At the 

point of analysis, the author was unsure whether safeguarding is actually a professional attribute, or 

whether it is merely a function of trust - this was left within the final results, for consideration once 

the paradigms were compared.) 

Arrogance, believing they were above the law and behaving selfishly for financial gain were seen in a 

number of cases involving financial fraud and other types of dishonesty. One pharmacist was removed 

from the register for channelling of controlled drugs worth several hundred thousand pounds from 

their wholesaler into the illegal drugs market. They were aware that this was illegal, but they were 

making such a large amount of money from this they continued without regard for the safety of others, 

or their own moral integrity. The lack of honesty and humility shown here led to the decision of 

permanent removal. 

Other dishonest acts included one pharmacist who falsified medical documents claiming that he had 

an injury to avoid paying fees to his health club when he no longer wished to pay. This pharmacist was 

removed from the register for one year ς a longer period than in some cases where the offence may 

seem to have been more severe ς ōŜŎŀǳǎŜ ƻŦ Ƙƛǎ ŀǇǇŀǊŜƴǘ ƭŀŎƪ ƻŦ ǊŜƳƻǊǎŜΦ Ψ.ŜƛƴƎ ǎƻǊǊȅ ŦƻǊ ǿƘŀǘ ȅƻǳ 

ƘŀǾŜ ŘƻƴŜΩ ŀƴŘ ΨǇǳǘǘƛƴƎ ƻǘƘŜǊǎ ŦƛǊǎǘΩ ŀǇǇŜŀǊŜd to be major differentiating factors when deciding the 

length of suspensions, and altruism and humility are therefore valued. 

Reflective practice 

There are many cases where the defendant showed a lack of reflection and self-awareness which 

ŎƻǳƭŘ ƘŀǾŜ ǇǊŜǾŜƴǘŜŘ ǘƘŜƳ ŦǊƻƳ ǿǊƻƴƎŘƻƛƴƎΦ  ¢ƘŜ ƭŀŎƪ ƻŦ ΨƳƻǊŀƭ ŦƛōǊŜΩ ǿŀǎ ǉǳƻǘŜŘ ƛƴ ǘƘŜ ŎŀǎŜ ƻŦ ŀ 

pharmacist who altered prescriptions for skin products for her own son to her personal advantage (as 

well as the financial advantage of the pharmacy).  She was investigated for making inappropriate 

changes to items to be supplied to her son on several prescriptions, making false claims for payment 

and subsequently attempting to hide this up by the use of false signatures. She refused to co-operate 

with an investigation into these events.  Whilst she had eventually shown remorse after a period of 

suspension, it was felt that had she been more self-aware that she might not have perpetuated her 
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original actions and this could have been avoided. Reflection on the initial event, and an early 

demonstration of remorse could have prevented such a severe punishment. 

The aspect of openness and honesty was also important for a number of cases. Lack of candour was 

important in the case of one pharmacist who hid dispensing errors from her employer, by not 

recording them as required by company policy. They also claimed for 18 NMS consultations which 

they did not carry out and additionally informed the employer that they had done so, when they had 

been unable to find time to do this. The pharmacist was given a six-month suspension from the register 

due to not fulfilling their duty of candour. Across the dataset openness is seen as a key attribute for 

pharmacists. 

Finally, many of the cases already mentioned displayed a lack of the professional judgement which 

might be expected of pharmacists. In one case, a pharmacist lied repeatedly to his locum agency 

regarding an existing investigation, then compounded this lie to the FTP panel by lying again about 

how long he had been working for the agency. It was seen that he had not used his judgement 

effectively to consider the potential for harm to the public whilst he should not have been practising 

without being honest. 

 

3.2.5 Conclusion 

 

This paradigm highlights the internal mechanisms pharmacists should use to ensure their actions fulfil 

expectations placed upon them. They should reflect when things go wrong, especially where they are 

at fault. They should be respectful of other people and rules. They should form appropriate 

relationships with others and above all they should demonstrate remorse when they are at fault, and 

act to ensure the best possible outcomes. It is this final point which was valued most highly across 

these cases. 

In conclusion, this paradigm will contribute effectively to the final attribute list. 
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3.3 The Lay press article paradigm 
 

3.3.1 Introduction  

 

Patients and the public are the recipients of the care provided by pharmacists and it is therefore useful 

ǘƻ ƛƴŎƭǳŘŜ ǘƘŜƛǊ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ǇƘŀǊƳŀŎƛǎǘǎΩ ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǘǘǊƛōǳǘŜǎ ƛƴ ǘƘŜ ƳŜǘŀƴŀǊǊŀǘƛǾŜ ǊŜǾƛŜǿΦ 

Whilst there are some studies looking at public opinion of pharmacists, there is very little of direct use 

to the review. The reporting in the lay press of events concerning pharmacists was therefore used as 

a proxy to gather relevant information. 

The lay press has a complex relationship with public opinion. The media both reflects and actively 

ǎƘŀǇŜǎ ǿƘŀǘ ΨǘƘŜ Ƴŀƴ ƻƴ ǘƘŜ ǎǘǊŜŜǘΩ ǘƘƛƴƪǎ ŀōƻǳǘ ǘƘŜ ƛǎǎǳŜǎ ƻŦ ǘƘŜ ŘŀȅΦ WƻǳǊƴŀƭƛǎǘƛŎ ΨǎǇƛƴΩ Ƴŀȅ ŀƳǇƭƛŦȅ 

emotive aspects of events in attempts to horrify or engage the reader. This tends to be most 

ŜŦŦŜŎǘƛǾŜƭȅ ŘƻƴŜ ōȅ ΨǊŜŘ-ǘƻǇΩ ǘŀōƭƻƛŘ ƴŜǿǎǇŀǇŜǊǎΣ ŦƻǊ ŜȄŀƳǇƭŜ ¢ƘŜ {ǳƴ ƻǊ 5ŀƛƭȅ aƛǊǊƻǊΦ ¢ƘŜǎŜ ǿŜǊŜ 

both included in the search. Whilst broadsheet newspapers have a reputation for being more factually 

correct or containing longer articles with greater detail, these may also sensationalise events ς they 

just do so in more eloquent language. The Times and The Guardian were chosen for inclusion in the 

data collection from this category as they provide slightly different political opinions, which may 

influence the way some stories are reported. The web presence of broadcast media outlets The BBC 

and Sky News were also used in the search. Ideally, news programmes could have been used to 

provide an additional aspect of interpretation of facts by news presenters but this would have not 

been possible due to the retrospective nature of the data collection (complete broadcast videos are 

not available for the relevant channels).  YouTube was also considered for inclusion but searches did 

not reveal any consistently relevant results and it was thus excluded.  

3.3.2 Methods 

 

Resource selection criteria: 

The author selected the resources above according to the following source criteria: 

¶ UK-based media publication / outlet 

¶ Media from the selected dates ς 24/09/17 to 24/09/18- available online 

¶ Online search tool available for historical articles 

¶ Results searchable by date of publication 
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¢ƘŜ ǊŜǎƻǳǊŎŜǎ ŦƻǊ ¢ƘŜ {ǳƴΣ ¢ƘŜ aƛǊǊƻǊΣ ¢ƘŜ DǳŀǊŘƛŀƴ όŀƴŘ ƛǘǎΩ {ǳƴŘŀȅ ǇǳōƭƛŎŀǘƛƻƴΣ ¢ƘŜ hōǎŜǊǾŜǊύΣ ¢ƘŜ 

BBC website and Sky News website were all available free-of-charge. 

 The Times and Sunday Times has a paywall and the author subscribed to this in order to access the 

articles. It should be noted that this includes access to articles which are relevant to The Republic of 

Ireland alone. These were excluded from the data collection exercise. 

Search criteria 

 Articles rŜƭŀǘƛƴƎ ŘƛǊŜŎǘƭȅ ǘƻ ǘƘŜ ǎŜŀǊŎƘ ǘŜǊƳǎ ΨǇƘŀǊƳŀŎƛǎǘΩ ƻǊ ΨǇƘŀǊƳŀŎȅΩ ƻǊ ΩŎƘŜƳƛǎǘΩ ǿŜǊŜ ŎƻƴǎƛŘŜǊŜŘΦ 

All purely information-based articles considering the use of medicines for the public, such as reviews 

of OTC treatments and purely advisory articles based on purchasing or selecting medicines were 

excluded.  

Searches varied between sources, with one source (The Mirror) being difficult to search using date as 

a filter. The other resources permitted the viewing of search results by date. This did not prevent the 

author from finding relevant articles in The Mirror. 
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3.3.3 Results 

 

Sixty-one articles fulfilled the search criteria and were included in the dataset. Many of these 

represented parallel reporting of the same events in different sources. Seven criminal cases 

represented twenty-nine of the articles considered between them. These mostly considered reporting 

of legal cases, including the Gosport War Memorial Hospital (GWMH) case 145, three cases involving 

terrorism 146ς148, one case in which pharmacist took medicines to end the life of his elderly father 149, 

a case of murder 150 and a case of child rape 151 (although the defendant in this case was reported as 

being a pharmacy student). 

An additional twenty articles returned by the search were excluded based on the criteria above. The 

most common reason for articles to be excluded was that they related to pharmaceutical industry 

business affairs, rather than pharmacies or pharmacists. Other exclusions included advisory articles 

concerning treatment of minor ailments, skin complaints etc. 

Apart from the criminal cases discussed above, the sixty-one accepted articles are broadly of four 

types, concerning: 

1. The misappropriation of medicines by taking them out of the NHS supply chain in order that 

they be sold without an appropriate prescription on the black market 

2. Organisations charging the NHS vast quantities for procurement of medicines, including 

ΨǎǇŜŎƛŀƭǎΩ 

3. Individual dispensing errors and their consequences for patients 

пΦ ΨUƴǇǊƻŦŜǎǎƛƻƴŀƭΩ ŀŎǘƛǾƛǘƛŜǎ ƻƴ ǘƘŜ ǇŀǊǘ ƻŦ ŀ ǇƘŀǊƳŀŎƛǎǘ 

Examples of each are provided in the discussion of this paradigm.  Most of these articles had negative 

connotations. However, a few contained positive thoughts around pharmacists providing new 

services, or perhaps being able to provide new services within a changing NHS. Some of these articles 

include concepts around pharmacists not fully developing specialty services or using their unique skills. 

There was much to gather concerning public expectation of healthcare professionals, and specifically 

of pharmacists, from this. 

Following a process dictated by Braun and Clarke152, thematic analysis of the articles was carried out 

and draft (as per figure 10) and final themes (as seen in figure 11) form the basis of tenets which come 

from this paradigm. 
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Figure 10: Lay press article paradigm, early draft.

 

 Figure 11: Lay press articles final attributes 
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3.3.4 Discussion 

 

Patient-centredness 

The first theme in this paradigm is that of possessing attributes required to provide services centred 

around the individual needs of individual patients and the public. Most of these articles were centred 

in some way around relationships falling below the expected professional standards.  For example, in 

the case of a hospital pharmacist who failed to supply rivaroxaban to a ward for a patient with a 

pulmonary embolism for two days, which resulted in it being unavailable for the nurses to 

administer153. The patient died as a result of this error and the article saw this as a lack in patient-

centred care on the part of the pharmacist as well as other staff. 

Pharmacist patient-centredness was also called into question in an article published in The Times, 

which described how female patients taking sodium valproate were left uninformed about the risks 

of foetal malformations and miscarriage during pregnancy and the need for adequate contraception. 

tƘŀǊƳŀŎƛǎǘǎ ǿŜǊŜ ƴƻǘ ΨƘŀƴŘƛƴƎ ƻǾŜǊ ǇǊƛƴǘŜŘ ǿŀǊƴƛƴƎǎΩ ŘŜǎǇƛǘŜ ǘƘŜ ƛƴǘǊƻŘǳŎǘƛƻƴ ƻŦ ƴŜǿ ΨǊǳƭŜǎΩ 

concerning these risks 4 months before. (Articles form this source are not referenced as they are 

ǳƴŀǾŀƛƭŀōƭŜ ǿƛǘƘƻǳǘ ŀŎŎŜǎǎ ǘƻ ¢ƘŜ ¢ƛƳŜǎ Ǿƛŀ ƛǘǎΩ ǇŀȅǿŀƭƭύΦ 

Three sub-themes related to the patient-centeredness arose from the data: 

Rapport 

Rapport (defined by the OED as άMutual understanding between persons; sympathy, empathy, 

ŎƻƴƴŜŎǘƛƻƴΤ ŀ ǊŜƭŀǘƛƻƴǎƘƛǇ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ōȅ ǘƘŜǎŜέ 142) ǿŀǎ ŀǘ ǘƘŜ ŎƻǊŜ ƻŦ ǘƘŜ ΨǿǊƻƴƎŘƻƛƴƎΩ ŘŜǎŎǊƛōŜŘ 

in many articles. Some describe serious breaches of the expectation of relationships formed by 

pharmacists. For example, the legal cases of a pharmacy student who raped a small child151 and the 

aforementioned pharmacist who was accused of murdering his wife150 (allegedly by injecting her with 

insulin then strangling her) which both describe antithesis of the pharmacist as a sympathetic, 

empathic and altruistic individual. These values are explored in many of the articles. 

Another article in The Times described concerns regarding analgesic use ς both prescribed and OTC. 

The risks associated with long-term and high-dose opiate prescribing were highlighted, and in a mostly 

positive description pharmacists were shown as being able to play a key role in reduction in opiate 

use. The specialist knowledge pharmacists possess was seen as key in helping patients to use these 

medicines appropriately through a patient-centred approach and effective communication. This was 

echoed in a piece from The Guardian which outlined existing pharmacy services, entitled άLƴ ǘƘŜ 

maxed-out NHS, pharmacists are just what the doctor orderedέ 154. This describes the changes in 



Chapter Three 

Page 102 of 358 
 

community pharmacy services over the past 50 years as well as future potential developments. The 

communication skills of the pharmacist were seen as essential in providing appropriate advice. Short 

wait times to see the pharmacist and a patient-centred approach with consultation rooms, the 

provision of good advice and a plethora of services available were highlighted. 

Humility is another aspect of rapport which is valued in the dataset. This is defined by the OED as ά¢ƘŜ 

quality of being humble or having a lowly opinion of oneself; meekness, lowliness, humbleness: the 

opposite of pride or haughtiness.155 έ Applied to this review, the term is used broadly but with an 

ƛƳǇƭƛŎŀǘƛƻƴ ǘƘŀǘ ƛǘ ƛƴŎƭǳŘŜǎ ŀǎǇŜŎǘǎ ǎǳŎƘ ŀǎ  ΨŎǳƭǘǳǊŀƭ ƘǳƳƛƭƛǘȅΩΦ ¢Ƙƛǎ ƛǎ ŘŜŦƛƴŜŘ ŀǎ άŀ ƭƛŦŜƭƻƴƎ ǇǊƻŎŜǎǎ ƻŦ 

self-reflection and self-critique whereby the individual not only learns about another's culture, but one 

starts with an examination of her/his own beliefs and cultural identities.156έ   The reporting of a legal 

case of one pharmacist highlights this. He trained two boys to become Islamic State (ISIS) ΨŦƛƎƘǘŜǊǎΩΣ 

ǎƘƻǿŜŘ ǘƘŜƳ Ƙƻǿ ǘƻ ΨǎǳǊǾƛǾŜ ōƻƳō ŀǘǘŀŎƪǎΩ ŀƴŘ ǎƘƻǿŜŘ ǘƘŜƳ L{L{ ǘǊŀƛƴƛƴƎ ǾƛŘŜƻǎ ƛƴŎƭǳŘƛƴƎ ƻƴŜ ƻŦ ŀ 

beheading whilst telling them ΨLŦ ȅƻǳ ǘǊǳƭȅ ƭƻǾŜ !ƭƭŀƘΣ ǘƘŜƴ ȅƻǳ Řƻ ƛǘΦΩ This demonstrates an extreme 

lack of humility148 from many perspectives. This was emphasised in the reporting that he showed an 

absence of remorse during the legal hearing. 

Humility was also highlighted in the reporting of a publication concerning the provision of abortion 

care, as highlighted in The Guardian. The personal beliefs of healthcare professionals including 

pharmacists were described as influencing the services they provide to the extent that they opt out of 

ŘƻƛƴƎ ǎƻΣ ƛƴ ǎƻƳŜ ǎƻǊǘ ƻŦ Ψconscientious objection.Ω 157 The article was very negative regarding the rights 

of professionals to refuse to provide services and was written from the perspective of the patient, 

considering any variation from the law as being unethical and lacking in humility. (It should be noted 

that Pharmacists have the right to refuse services such as emergency hormonal contraception on the 

basis of beliefs,  as long as they comply with GPhC guidance on signposting to alternative services).158 

Empathy and altruism were also valued aspects of rapport in relationships.  The pharmacist who ended 

Ƙƛǎ ŦŀǘƘŜǊΩǎ ƭƛŦŜ ǿƛǘƘ ŀƴ ƻǇƛŀǘŜ ƻǾŜǊŘƻǎŜ ǿŀǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ƘŀǾŜ ŀŎǘŜŘ ƛƴ ǘƘŜ ōŜǎǘ ƛƴǘŜǊŜǎǘ ƻŦ ƘƛƳΣ ŀǎ 

he had been begging to end his life on a daily basis.149 He was described by the Judge at his trial as 

ŀŎǘƛƴƎ ƻǳǘ ƻŦ ΨƳŜǊŎȅΩΦ IŜ ƪƴŜǿ ǘƘŜ Ǌƛǎƪǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ Ƙƛǎ ŀŎǘƛƻƴǎ ōǳǘ ǘƻƻƪ ǘƘŜ ŎƘƻƛŎŜ ǘƻ ŎŀǊǊȅ ǘƘŜƳ 

out anyway. This was seen as being more important than following the law in this article. 

Ψ{ŜƭŦƛǎƘΩ ōŜƘŀǾƛƻǳǊ ς a lack of altruism ς was criticised in many articles relating to the misappropriation 

of prescription medicines. For example, a story in The Sun described how large quantities of controlled 

ŘǊǳƎǎ ǿŜǊŜ ōŜƛƴƎ ǎƻƭŘ Ψƻƴ ǘƘŜ ǎǘǊŜŜǘǎΩ ōȅ ǳƴǎŎǊǳǇulous pharmacists for profit without concern for the 

user. 159 This was linked to the suicide of a student in Bristol who was undergoing withdrawal from 
















































































































































































































































































































































































































































































