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Abstract

Introduction

Increasing pressures on thdational HealthService mean that UK Pharmacists are facing the
probability of offering a wider range of patiefdacing services than ever before. The potential for
the provision of services such as mass independent prescrigipuresfuture pharmacists to fully
developprofessional attributes to fulfil these roles. Existing MPharm programmes were accredited
by the General Pharmaceutical Council based on standards wihiatotdexplicitly state the
professional attributes to be developed, or how this is tatmenifested 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 MPharnudnts 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 attribii@harm
teachingstaff took part in focus groupand pharmacy practice staff a modified Delphi methiod
identify the attributes they valued. A metanarrative reviewaenined the values of the regulator,

the laypress, 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 influenceson their professional development. The existiRgrtsmouth MPharm
curriculum underwent framework analysis against the attributes identified to facilitate the

recommendation of changes to fill gaps in the programme.



Key findings

Fourteenteachingstaff membersparticipated in thefocus groups which identifiethe themes of

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

Ten pharmacy practice staff members undertook the Delphi study, which iderftifigtben
statements thatreache®2 y 4 Sy adza s 6AGK USEKAOAGAY I WLINR TS
ULlzi GAy3 LI GASy(da IbdingindsthighySafuédNs 2F +ff (GKSe@

Eighteen student interviews revealed the key influence®/ofk experience, theniversitycourse

andpersonal values.

Final analysis of thdataidentified and verifiedive emergingprofessional attribute asWii K SY S & Q
which overarchwenty-two additional subthemes. Framework analysis demonstrated mnast of

these themes weraot well developed in the existing MPharm programnidis led to theauthor
developingrecommendationsfor amendments to future MPharm programmes to develop the
WYA3aAYy3IQ FGGNROGdzI Saod

Gonclusions

Sixrecommendations were made to narrolwé 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

1

1

1

1 Professional portfolios for each year

1 Increased emphasis on becoming reflective practitioners

1 Improved volunteering and community service opportunities
1

'y WIALANB FyR SEOStQ LINRPINFYYS (2 AR aiddz

These were incorporated into sgegstions 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 toake recommendations to improve professional

development in the Portsmouth MPharm, aiming to prepare them for their future roles.
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Chapter One

1 Chapterone: Introduction

In which | 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

| have been a registered pharmacist 88 years. My own personal journey towards understanding
professionalism has filled the entirety of that period and only now do | feel that | have an

understanding of it with which | am comfortable.

As a young child, I clearly remember the recurrent titediathat 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 stoage 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
yearold me. Even then | knew where the brains of the operation wa with the GP who simply

wrote on a piece of paper, but with th@harmacist. In all practicality, it was thevho provided not

only the medicine itself, buall the sage advice associated with my recovery. Finding out that |
needed to space the doses outdhkeep going until the whole lot was gone added to the mystique.

| needed to know more. | needed to know everythig. (' Y aGAf t ¢)N\ERBthdtimdly 3

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

In the first three years ahe 1990s, the pharmacy education | received was largely sciessed

and comparatively little emphasis was given to professional matters. We were invited to participate
Ay 20t wt{D. ONIYOK YSSiAy3aa o6AyOnhgzRpbsa G
sessional curry), we were taught all relevant aspects of the law and there was some discussion of
ethical decisiormaking. However, this took a very punitive stance, being largely organised around
what pharmacists had done wrong and how long tlspgnt in prisonfrom 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 livewmiarsity.

2§ Wl SLI 2 dzNhoytakinddiiugs@f bEakifigxthedaty, looked after our shared houses
YR GNBFGSR 2dzNJ £ SOGdZNENE 6AGK NBaLSOlGod ! Lk
OF dzZ3Ki R2Ay3 SOSNBGKAYI FNBY aY21Ay3 OFyyl o7

fairly sturdygtickQvhich 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
NREfS Y2RSta 2F 2yS a2NI 2N I y20KSNY 2SS al g
pre-registration training. We understood that this was where weuwhd transition from scientists

into professionals. It did not seem important that we needed to wait until after graduation for this
G2 KFLIISyod 28 06SKFEPSRYE 6S tSFENYSR yR S Wi S
saw the authenticity of what wevere 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 fedl, we picked them back up. By the end of our studiess,

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 | would have liked. It
was not until about 2 years after | registered that | was diagnosddatypical depression, although

| had experienced at least two bouts of mild symptoms before this. My sudden realisation that not
only was | not coping in my personal life, but also that my capabilities to carry out my role as a ward
pharmacist were redung brought this home. The possibility that my thought processes might
become muddled and that | 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. | drew on what | 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 fitnesto-practise | sought the advice of two senior colleagues, both of whom
listened and provided sage advice. | no longer felt invincible, as | had done. My responsibilities
weighed heavily on my shoulders and my choice to get a diaghesitnent, and time away from

work allowed me time to think about my own professionalism and make changes. It was suddenly
AYLRNILFYyG G2 €221 FFGSNI YeaSt¥F Fa ¢Sttt Fa 2i

the professionalism ahe teamtreating me and learned muchdm their kindness and patience.

| now have over twenty years of experience as an eductity, and mentor myself. As a father

of teenagers, | do my best to understand how the world has changed since | took my first
professional steps. The changes te thducation 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
verydifferent from those | 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 | sometimes fegirerabout the professional
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attributes our students need when they graduate and how | can help them to develop these. | have

doubtsabout howwe couldensure that they aravell prepared for what they will do next.

That is why | decided to carry out thisnk.

1.2 Professionalism in healthcare

The Oxford Englisbictionary(OEDA y Of dzZRSa SA3IKG RAAGAYOG RSTAYy
Y2ad NBESOIyid G2 GKS KSFIf{OGKOIFINBE LINRPFTSaarzya
some subject, fieldpr science is applied; a vocation or career, especially one that involves
LINEEf 2y3ISR (NI AYyAyYy3 UThisRapturesiie NSgdnde of fhdzandieht prof€ssidng 2
¢ the clergythe 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 selfulated. Professional bodies developed from the
occupational guilds of theliddle AgesMembership was voluntary and was seen to be primarily of
benefit to the professional themselves, constituting a marker ofrthersonal obligation to society.

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

professionaf

The rise of the modern, altruistic healthcare professional was somewhat guided by the scientific
advances occurring at the start of the™6entury¢ with anincreasing understanding of how and
why treatments wee 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 registfatio

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 lossNétional Health ServicdNHS Crownlmmunity during the

m by 3rded do individual professionals being seen as increasingly responsible for their actions.
Clinical governance vas introduced to protect patients and the public and emphasised the
responsibilities of the individudlRegulatory bodies responded to this change, by increasing the
requirements on members. This was achieved through demanding proof of continuing education /

professional development and seléclaration of fitnesgo-practise.
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Increased regulatiordesigned to improve standards of practise may have -sfflects. 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.nd&erso
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 corrdidat 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.

Philosophicdy, professionals are seen to possess knowledgperienceand 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 profeakidn his seminal work on
reflective practice Schén describes this process &85 F f-irs &xtioké2ayfd indicates that it is
unique to the professions. The ability to constantly makeisiens by performingt 2y (G KS &

SE LIS NRleadsyoltried t N2 FSaaA 2yt | NIAAGNEREE

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:

aX | &aSG 2F OFftdSas 0SKIPA2dzNBEE | yR NBEIiA2y

Professional regulators have introduced faised codes of practise to guide and maintain
appropriate behaviours for qualified healthcare professioralBhese describeprofessional
attributes to be fostered, outline expectations of fithess-practise and provide advice on
emerging topics, (for example the use of personal online communications ingladiaimedia)
Theseattributes also form an important part of educating student professionals. Adapted versions

of the codes of praate have beerproduced with students in mind. The teaching of these codes,
along with copiouspportunities to reflect upon them, is felt to be a key aspect of training students

of healthcare professions such as medidiéhere is an expectation thahére are some aspects

2F LINRFSaarzylftAaay (2 6KAOK addRSyda akzdz R
same way in student codes as for registered professionals (for example, substance misuse or illegal
activities). However, other aspectsiidevelop aghe student progresssthrough their studies
alongsideacquiring 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 AYGSNB&aGZ Ay LI NIAOdzZ F NI & GKS FNBF 2F WLINRF
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XYy AYRADGARdZ £ Qa 22dz2NySeé 2F LINRPFSaairzylf RS
GAGKAY | LINRPFS&aaAaAZylf 3ANRdzLI I yR O2yGSEGXE

It is perhaps this issue of becoming accultured to the expectations of the baedtystem 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 professiong the example of Medicine

When considering the educatiotraining,and other professional development of studerirtsthe

healthcare prrofessionsnedicineleads the way

la 2yS 2F GKS GKNBS @fHfaARDE X R I SH NYISRR LINRSFS
ARSYyGAdle S6AGKAY Y2RSNYy a20ASieo Ld OFry oS
professions, with the weight of the number dbctors,and the historical respect of the public
leading to gavitas being placed odoctors They have become the spokespeople of healthcare in
society. Almost all members of the public will visitagtor at some point during their life and the

roles and responsibilities dibctorsare well understood. Patientsnderstand whatloctors do and

have clear expectations of the services they provide.

Doctors makenanyhigh-stakes decisions, including many of great consequence for the patient. In
a2YS NBaLlSotasz GKS 02y OSLII 2 wuthyihe giadfad agsdcttedh v
with medical practice somewhat follows from public appreciation #i&atO G 2 N&E R2 W& S NJ
This has led to medicine having a long history of teaching students to take ownership of the
decisions made, understanding thad decision is riskkee and gaining an appreciation of the need

to balance risk and benefit as part of the decisinaking process. This leads to the inevitability

that the outcome of some decisions is negative. The public deetrs as somehow more
YLERNIFYG 2N @FrfAR GKIY 20§KSNJ KSIFf GKOFNB LINE
serious decisions. They expect it to bdartor who conveys bad news to them, andlactor who
explains their treatment options. Other healthcare professioresiavolved, but it is to the doctor

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

One consequence of the public expectatiomottorsis that they are under a great deal of scrutiny
from outside of their profession. There is andp history of journalists publicising errors, poor
practice and criminality amongsibctorsin 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 offen6é& NXBf I GAy3 G2 W& S E dhlivihg ahdiviokzee? QVEIF R A &
publicised British cases such as that of the serial killer Dr Harold SHfphaase fuelled public
mistrust in the medical profession. The mismatch between thealistic expectation of thdoctor

& | W& dzLIS NR 2 NJ 6 SostofstsanmittiggRriméKafd bitiaing dinfiréfesomally

has made it easy for sensational headlines to imply a lack of professional regulation over the recent
decades. Itisunsurprda Ay 3 GKIFI G YSRAOAYS Kl & lféglea ySS
aspect of this is understanding how medicine trains and educates studectors in

professionalism.

1.2.2 Training student doctors in professionalism

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

it is unsurprising that medicine began trying to incorporate training on professionalism before most
other healthcare professiondt N2 2SO0 t NRPFSaairz2ylrtAayQ 41 a :
Internal Medicine (ABIM) and ran between 1990 and 1892t aimed to enhance professnalism
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:

w Defining professionalism
w Raising the awareness of the need to be professional amongst doctors
w Providing a means to allow educators to include teaching on professionalism within

teaching programmes
W Developing a strategy for assessing professionalism amongst early dacters

The methodology chosen was the gathering of an expert committee to produce materials intended
to enhance thinkingibout professionalismyhich were then presented at workshops and symposia

at national meetings of professional medical societies as stiongaf 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 miymment and professional ethics were added to
aeftroAd ! aSG 2F LINRFTSaaArzylt GSySia G2 o6KA
point towards situations in which doctors might not be exhibiting expected behaviours) were

created. Thesera both shown in Table 1.
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Tablel Tenets arising from Project professionafism

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 nadK origin, this is an important resource. This project illustrates several key
points when considering the teaching, measurement and assessment of professionalism in
atdRRSyitao ¢KS O2yOSLI 27 YantSneDefiify tie Aspdclbl@ F S 2
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 botducational syllabi and assessment criteria. It should be noted that

a followrup project in 1999, involving the Europelederation of Internal Medicine as well as three
American regulatory bodies set out three principles of practice and a set of pimiets
responsibilities for qualified doctors to follow, but that this did not directly apply to students so is

less relevant to undergraduate developmé&ht

Ly GKS !'Ys GKS NBLRNI w52002NE Ay {20ASGe&qQs
(including focus groups, questionnaires and expert committee consensus methods) and was
commissioned by the Royal College of Physicians in 20066.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 glid aspire. This report advocates both the teaching and
assessment of medical professionalism. This represents a considerable shift in approach when
O2YLJI NBR 6A0GK G(KIG SELINBaaSR GSy &SI Na SI NI
largely drive by events during the intervening terear 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 aaditttorpatient relationship.
¢KS yIYSOWIHNBBYINRTFSaaArzylrfAayYyQ KF-a oSSy 3

responsibilities for healthcare professionéts.

W52002NE Ay {20AS0GeQ NBO23yAaSyih KilGi@andNBRETFS |'yN
GaSladaNAYy3I aLISO0Ga 2F LINRPFSaaAz2yl f Aiathisaddl RO
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 gsaiealism this

important connection may never be made.
In terms of educationPoctors in Sociefynakes recommendations for change in four key areas:

1. The selection of students Schools of Medicine were recommended to read students
personal and tutostatements at admission and ask questions such that they could select students
who displayedd 3 Sy SNA O LINE F S @hé appoinknfent dldy indtdoérsini Setecticn

panels was also recommended.

2. The introduction of relevant teaching materials tadastudents 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 profasal development.
Integrated X LINR FSaaAz2yltf @FfdzSas o0SKFEGA2dz2NE YR NI
Ayidi2 SEIFYAYlLGA2ya yLFLGA2Yy @ dé

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

OSNBY2yAlf KAJYRddzO@Kk 2N BOENBY2yes ¢gKAOK akKzdzZ R
professionalism throughout the programme, wheraby  OK & i dzZRSy a4 LINRP FSaa
F3aSa4SR GKNRdZAK2dzi GKSANI GNPAYyAy3d (2 SyadaNB

Ly GKS !'Ys (K348 ARSIAa 6SNB AyO2NLRNI (SR
We2Y2NNR 4 Qa R200G2NEY hdzid2Y$Sa +tyR {dFyRINRA
pdzo f AAKSR AY wnnd YR &ddzoaSldsSyidte G§KS OdzN.
demonstrate the development of the expectations on the graduating medical student as a
professional>!® 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 syllalis content related to professionalism as a subset of ethics and law was
IAGSY o6& | &dzLdLJ SYSy Gl NB LJ LISNJ AY HnstudeBts ¢ K A
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aK2dzZ R 0SS |6fS (2 RSY2yaidNIGS Ay LINI OGAOSX
LJ- G A B Malvévér dnedical 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 gessionalism is an important concept, but it is practically very
difficult to achieve in any meaningful way. A review undertaken in 2002 by Vetaslidlooked 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 problemsitlu 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 mmgdical schools to promote professionalism was
carried out at Warwick University in 20869This analysis identified a large variation in the teaching
and assessment methods et by medical schools with regard to professional aspects of their

courses. These are outlinedtiable 2.

The wide variety of modalities presented here hints towards there not being a suitable single
assessment type which is ideally suited to assessimgfegsionalism. 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 melditadents, to produce&octors

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 recommendinbroad 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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Table2: Teaching and related assessment methods in Medical schools outlined by Pagsi et al

Teaching methods

Assessment methods

Reflective practice experiential

Selfassessment

Peerassessment

Clinical contact (inadingtutor feedback)

Direct observation
Student evaluation forms

Professionalism mirevaluation exercises

Undergraduate ethics teaching

Situational judgement tests

Problembased 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

Obijective structured clinical examinationg

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 pofession. Some 745,000 UK nurses and midwives are registered with the Nursing and

Midwifery council (NMC), the regulator since 2692!

1.3.1 Nursing z the Nursing and Midwifery Council (NMC)

The profession of nursing has faced its share of challenges. The cordmeantiypublic perception

of the nurse as a carer or an uneducated and submissive handmaiden has been a problem for a
professon wishing to educate students to degree level and extend its roles beyond the traditional.
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 byegistered nurses including the case of Beverly &ll{ivtho 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@mtinuing ProfessionBlevelopmen{CPD

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

Whilst registration of nurses began in 1921, it was not a legal requiremeiitl@#6. 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 compeg=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 thyearly revalidation programme, in place since 2616.
Registrants must pracg in line with the NMCs guidance document¥¢ KS / 2 RSY t NJ
a0FyRFNR& 2F LINI OGAOS YR 0SKI @A 2 daMchfwasNdsty dzNJ
updated for nuses in 201%. This document outlines the standards of preetxpected of nurses

YR NBTfSOGa GKS adNRy3a o6larxa 2F waz¥yiQ aj
OSYyiNBRySaa GKIG 2yS YAIKGE SELISIG2 y3 Aol SayS RIGSS

what the registrant must or must not do, in order to provide wideging 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 okthil given.

In addition to the standards in The Code, the NMC publiske@ dzii dzZNE y dzZNESY @K
LINE TAOASYOe ¥ 2iNRoME FHisxddcEmelt Rifecfiddiy BeiBesddted the learning
outcomes required of nursing undergraduate degrees. The standards are organised into seven

WLIE F 6 F2NXVAQS 6KABK | NB 2dzit AySR Ay Gl of$

Table3: Theb a / $&den platforms of nursing proficiency at registratfén.

The seven platforms:
. Being an accountable professional

. Promoting health and preventing ill health

. Assessing needs and planning care

. Leading and managing nursing camd workingin teams

. Improving safety and quality of care

1
2
3
4. Providing and evaluating care
5
6
7

. Coordinating care

¢ KS f Iy 3dzF@ie ndseSdints koyvard$ the emotive nature of nursing practice. For
example, when discussing the d#@yF Ol YR2dz2NE GKS 62NR WO2 dzNJ 3¢
requirement to recognise and report issues in practice. The introduction to the document outlines

how registered nurses behave, stating that:
G¢KSe OO0 LINRPFTX#ExAZ2YyLFLffe G Ftf GAYSAE

So, there is a clear statement of expectation of the learning outcomes for registersésndhen

looking at how this leads to advice on the development of professional attributes by nursing
A0dRSyGas GKS vY2aid AYLRNIFIYd ARSI Aa GKHd ad
A GKS RSOSt2LIVSYy(d 27F NBKD dNEEGDWS & ¢ KdeiEt MESK

the NMC educational standards.

The current standards for the education and training of nurses (2018) are divided into three parts.
Wt I NI mQ 2dzif AySa GKS adl yRFNRa AlarnBdofltinl f
NB |j dzA NB R @ LG LINBaSyida | WLNRFTAOASYOeQ ol as
WCdzii dzNB bdNBESAQ 2N St SYSyida 2F WeKS / 2RSQ N
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Gl Ol & LINE TS a2AKSYNBE  ANEafl Epidmékiiktiagis déath programme
¢ for nurses, midwives and nursing associates. The programme for Atirsgades requirements

at admission, which require students on entering a programme to:
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This requires an interview process part of the entry criteria for nursing programmes which
includes valuebdased questions. This is a concept which has been used across the healthcare
disciplines, including within the NHS, over the past ten y&altsis seen as a way of selecting
OFYyRARIF(GSa ¢K2 KIFI@FS GKS NAIKIG WY2NIf TFAONBQ
requiring them to describtheir 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 usefutiritireg

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 nurdiegree must take place in clinical
LINJ O G A Odwect geantadt with patients and familié$® 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 practice as well as the classroom. Student nurses
undertake placement activitiethroughout their degree and will therefore be exposed to practical

f SENYAY3I YR YSYG2NEKALI TNRBY WRI -Dasetl fsSeQamentsK S &
so that learning outcomes are assessed in practice, as opposed to in theory. It mussbedtret

the NMC does not, however, dictate how the majoritytlué 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 medicitiee 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 pragssions council (HCPC)

The HCPC was created under the Health Professions order i#t,200 the aim to regulate a wide

range of healthcare professions under a single body. It now regulates 15 professiomsninclu
paramedics, physiotherapists, dieticians and radiograpfewith such a broad remit, it is of value
to examine the professional expectationsf the Council with respect to undergraduate

programmes.

The HCPC published its Standards of conduct, performance and ethiegitrants 20162 This

gl a | 002YLI YyASR 6@ IFRRAGAZ2YLFE FTROAOS F2N aidd
YR S KA Oa3 ThsMWsidihrdeRaégldiga ahdscope to the NMC guidance and hints at
professional attributes by describing expected behaviours in the same way. The student document
differs in that it acknowledgethat students are not registered with the Council and so they are
SELISOGSR G2 0SS 62Nyl Ay3 (G261 NRa GKS &0l yRIF NR:
the registrant version) in recognition that student development will take place duringeahiegof

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 ddthere. These standards are now relatively old and are to
dzy RSNEH2 YI22NJ NBQOASG o6& HnHunI ¢KS& R2 FTSSt |
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:

G! 334SaayYSyid GKNRdzAK2dzi GKS LINRPINI YYS Ydzad Sy
meet the expectations of professional behaviour, includingaedards ofConduct,Performance

andBhicst.3®

This requires educators to incafate 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 HCR€gulated professionz Paramedics

The exampldHCP@egulated profession gbaramedics was chosen as the profession with which

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

for around ten years. For paramedics the HCPC expects registrants to copykw W{ (| y R I
Proficiencyct I N» YSRAO& o6HnamMn0uQ gKAOK AYyO2NLRNI (Sa
applicable to the profession. These standards may be used by educators as learning outcomes to
be achieved by registration, but like nursing anddicine 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 CollegePal YSRA Oa LINR RdzOS a idKS
| dzZNNR Odzf dzY DdzA RI yOS Q ¢ RThid ivegdetiiled guidarice alztdfids anfl R
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 irttable

Figurel: College of Paramedics overview of curriculum corfent.

Physical, Life Social, Health
and Clinical Ji
Sciences Sciences

Patient

Evidence-Based Assessment and
and Values-Based Management
Practice and
Research

Leadership and

Management

Personal and
Professional
Attributes

Public Health
and Well-Being

Ug eld
enpg paseg-22t

© College of Paramedics, 2019
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Other attributes such as the ability to use medical ethics in decisiaking 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 taabsessed. 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 HCP@ccredited programmes. The involvement of the professional body for parasiedi
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.

Table4: College of Paramedics Curriculgmdance Section C1-®ersonal and professional attributés.

Communicationskills
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 sitigats utilising conflict
resolution and deescalation principles

Professional behaviours

C164 [5S80St 2L Iy dzy RSNEGFYRAYy3a 2F 2ySQa 2
C1.6.5 | Demonstrate a professional approach, attitude, and behaviours wddtiere to
relevant standards and guidance

C1.6.6 | Demonstrate an understanding of valdeased practie as a partner to eviderce
based practice in shared decisioraking

C1.6.7 | Demonstrate sethwareness and the ability to critically reflect on the impaicyour
attitude and behaviours

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

C1.6.9 | Understand the value of intgorofessional working and demonstrates the ability t
practice effectively as part of a mufirofessional team

Personal resilience

C1.6.10 | Understand the factors that impact on personal Waing and resilience

C1.6.11 | Understand the importance of good support networks and discussing issues thg
affect personal welbeing with others

C16.12 | wSO23yAaS 6KSY 2ySQa 246y NBaAftASyOS
strategies and interventions, including accessing appropriate services and ager|
who can offer support and help

Human factors

C1.6.13 | Develop insight and awareme of human factors and how it impacts upon practic
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 &rofession

The roles of doctors and pharmacists in the UK were effectively set out following the entry of the
L2 GKSOFNASE G2 GKS YSRAOIE LINRPFSaairzy I|¥FidS
themselves began to specialise irrtbompounding of medicinal products, whilst the apothecaries
RSOSt2LISR GKSANI ajAffa Ay RAFIy2aiy3a | yR (NEF
and druggist was popularised in the late 18th centdfy.

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 afeliberate arsenic poisonings led tagavernmentdesire for regulation of

the saleof 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 esdymagistered

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

Pharmacist regulation had begun.

The (Royal) Pharmaceutical Society of Great Britain (RPSGB) became both the regulatory body an
the professional body for pharmacists and took on the registration of both pharmacyiggemnd
pharmacists themselves. The Society retained these dual roles until 2010, when a Government
White papef® (which was first heard in 2007) led to the breakup of the Society into two
compkmentary bodieg; The General Pharmaceutical Council (GPhC), as the new regulator and the
Royal Phanaceutical Society (RPS) which took on the professional roles (akin toeitieal and
nursing Royal College®)Folbwing 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 aw@v required to carry out core regulatory activities,
including signingn annual fithesso-practice declaration, meeting standards for CPD, displaying
Iy AYRAGARIZ f AASR WwSaLRyaArotsS t KI NYEOWngGQ
GPIC standards of practic®:*?

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
recogntion via the RPS Faculty programme, education (including via publications such as the
Pharmaceutical Journal and Clinical Pharmacist), attendance at events at both loceitiandl

levels and additional professional guidance. It could be argued thatlembership numbers are

a sign of the lack of autonomous drive towards maintaining professionalism felt by many practising
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pharmacists. However, others in the profession meafiloosenot to become RPS members due to
the additional financial cost, or simpthe lack of a requirement to join. This theperhaps a

multifaceted isse.

1.4.1 Changing pharmacist roles 19481986

The formation of the NHS in 1948 provided accessible healthcare for all in the UK and led to an
increase in the number gdrescriptions 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 patiéhliswas at this point that it could

be argued hat pharmacy was truly a professigrpharmacists were in the possession of a unique
combination of medical and scientific knowledged expertise with the compounding of

medicines as their key role.

This role as medicines compounders gradually decre8as@S NJ 1 KS mppnQa FyR
of largescale industrial manufacture of medicines, available asgaiekaged tablets and capsules.
CKAE W2NRIAYFE LI Ol RAALISY&aAYIQ Y2RSf NBRAzO:
dispensed with extesive patient information leaflets included, meaning that the pharmacist did

not need to speak to the patient at each supflyAs time moved on, the reduction in
extemporaneous dispensing allowed for many changes to community pharmacy. The introduction
of new overthe-counter (OTC) medicines, new services and the developing role of the pharmacy
technician/ dispenser all eributed to changes in the activities carried out by pharmacists. The

job role changed significantly.

Unfortunately, notall these changes helped pharmacy to live up to a traditional definition of
professionalism and it is probably at this point thatapimacy stopped meeting definitions of
professionalism. Towards the end of theé™@entury, community pharmacy had become a largely
reactive occupation, with pharmacists responding to prescriptions writterdmtors to supply
prescription medicines in the original packs. They rarely had any involvement in meaningful
RSOAaA2ya F2N GKS LI GASYyldiod ¢KS (GNrXryaixidiazy 3
complete. The ability to select and prescribe the most appropriate medicine themselves was
Wo S etleycentrolling power opK | N | B MKEBERQ KF R O2YLX SGSte 2
relationship with the prescribeand had not gained final control over tied 2 OA | £ (thgirp 2 S O
practice, which igthe) Y SR A &R WS & @ (i K SlonystofQfreventing patietts from taking

overdoses and drug combinations which interact significantly had reduced with the introduction of

Pagel8of 358



Chapter One

computerised pescribing and dispensing systems. It was easy to see pharmiaay thine asbeing

an occupation looking for its owprofessional identity.

1.4.2 The Nuffield report (1986)

The 1986 Nuffield report was commissioned partly in response tditidéngs of an initial inquiry
published by Davey in 19837, which stated that pharmacists were excessively educated for their
role and that they therefore represented a waste of publieds. Reportingin 1988/ ¢ KS 02 YY A |
2F Ayl dzA NB A yad 20 KISK FANINAGQEI®D 2 F NR F2NJ dziAf AaAy3
STFSOGAGSted LG AYGNRRIZOSR WSEGSYRSRQ LKL NXYI
them. Whilst many ofthe roles described in the report became commonplace in community
pharmacy practice (such as minor ailments services and keppiient medication records)not

all suggestions fulfilled their potential. Some services such as clinical diagnosis anc:mamag
O0F2NJ SEFYLIX S 2F KeLSNISyaazy 2N KeLISNDKz2ft Sa
NEFTSND ASNIWAOSaA NI (KSNI i Ktergh ménkgerieyit By thiziphain&ct 2 L.
as autonomous practitioner. The report did, however lay faati@hs 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 proactivinrough referralbased on the results afiagnostic testing and
medicationreview 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 supporte especiallyconsideringthe 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 educationearning in areas new to pharmacy suchdasJ: G K2 f 2 3
0KSNI LISdzii A Oaz a2 OAa I would bé Rlevars 16 hed sorslitMigHlightd®TheS y O S
development of futwe pharmacists implied that becoming clinicians was a way for pharmacy to
NBIFAY AG&aQ f2ad LINRFTSaarzylf adryRAy3Io®
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1.4.3 The Pharmaceutical Care Report (1992)

Wt KIF NI OSdziAOFE OF NBY ¢KS FdzidzNB F2NJ O2YYdzy A
party of the RPSGB ar2epartment of HealthjoH, published on March™81992° Wide ranging

in scope and very forwarthinking the report gives a clepicture 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 adinal 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
NBL2ZNI Q& NBO2YYSYyRIFIGA2ya |NB | O2Y0oAylGAz2y
developing new ones, such as limited prescribing rolezommendaion eightfor example, which
suggests that pharmacists may have a prescribing role (similar in sceg®atovould eventually

be designatedWypplementary Prescribingten years latet’) 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 tingeit took a further 13 years for the commiin
pharmacy contract to include many of the services and roles it had suggested and a similar time
until non-medical prescribing became a realifhe move back towards truly professional roles was

a slow one.

1.4.4 New community pharmacy services 20052022

TS 5SLI NIYSyd 2F 1SHEGK AYGNRRddzOSR (GKS WhSyg
April 2005 following extensive consultatiéhiThis 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,
gK2 aSt 2dz2i GKS ySg WO2yuauNIrOGQ (G2 SyO2dzNI 3¢
capbilities®?

The widening of the range of OTC medicines to includeymwith 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. Howevghere has been much criticism that some parts of the framework fall short
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2F LINRP GARAY A (0 Niuteramplethzd F-defuret MERSshiddce Aidét offer full
clinical review andid not therefore permit pharmacists to make many changes themselvaging

them to simply recommend amendments to regimens to the GP.

tdzidAy3a FaARS GKS RSolFGS NBIFNRAYy3I GKS SEGS
carrying out these services, they did allow some degree of further integration within thegyri
healthcare team. Opportunities to provide direct patient care and to make interventions within
their scope of practice werepenedto them. Advising on basic lifestyle and medicitedsng
behaviours did provide a degree of clinical contact with Gawvemt funding. The use of the NHS
232 YR GKS o0FR3IAY3I 2F a'w & Fy Dbl { &SNBAO
services.So,it may be argued that some additional professional attributes were developed by

pharmacists providing thessvices, for examplan consultation skills.

The New Medicine Service (NMS) wasoducedin 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 mdicines for longerm conditions®® This service requires detailed understanding of

the conditions being treated, which incl8d Yl yeé O2YLX SE RA&SI asSa &
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 profesional attributes but these are neither identified nor required by the service

specification’®

Some recently introduced nevesrices 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 prescigpotipmedicines withou

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 régd to be eligible to supply / administer the
medicine and how this is to be gairfédSome progress towards clinical practice has been made

through such initiatives.

The latest changes to the provision of services by phasteabave come as part of the COMMD
pandemic, with over 1,100 community pharmacies participating in the national vaccine booster
campaign by October 2022 as well as many primagnd secondary carbased 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 awaness 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)

One way of trying to meet the definition of professionalism to which plenyraspires has been to
take on roles traditionally held by other professions. By taking back the ability to prescribe
medicines, a londpst right, pharmacists may finally feel that they may take their place with the
learned professions. Prescribing righwere given to pharmacists as supplementary prescribers in
2003 and independent prescribers in 20067 The role of the prescriber, and the associated
extension of roles have allowed experienced pharmacists to fulfil their poténtigheralpractice

as autonomous clinicians within thpFimary careteam, and in secondary care specialist practice.
The GPhC accredifgescribing programmes against a specific set of learning outcomes which
demand an enhanced skillset including clinical skills, consultiadiagnostics and critical
thinking® 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 afetho
traditionally taught during the initial education and training of pharmacists. Effective clinical
decisionmaking, for example, demands that the pharmacist is able to balance risks and benefits,
understand the options available and are ready to tak@ossibility for their actions at hightakes
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 thadscribing rights will be @&én to pharmacists

at the point of registration from 2025 onwaf@% This is further discussed in chapter nine. It will
necessitate considerablshanges to both MPharm programmes and foundation training to ensure

the development of relevant attributelsy the time pharmaists 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.

¢CKSNB A& I RSAANB T2NI NBO23ayAalAazy 2F (KS w3z
a perception amongst pharmacists that a lot of what they dmesgyunseen and somehow

unappreciated. This extends to how much the weight of opinions of pharmacists are seen as
valuabletoa 2 OA S e ® ¢KS LIR&aAaAOAtAGE 2F JLAYAY3IA | Y3
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the opinions of leaders within the pfession 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 anddenes safety and wish to be given opportunities to
make worthy contributions. The contribution made during the CGMDpandemic has

demonstrated this.

Of course, any occupation withany memberswill include thosewith a financial interest in the
business in which they workvhovalue financial gain. There would seem to mgential economic

benefit to pharmaists whoare trustworthy and honourable. Some of that benefit may be driven

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

dzy A dzNIINA aAy 3 GKIFIG FAYFYOAILE AydSNBada Yire& dzy

The opinions of the public and patients (as well as colleagues from other professions) are constantly
cited as reason for pharmacy wisin 12 6S Wil 1Sy Y2NB LINRPFTFSaaaAz

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 mediciredated compliance through concordance to
adherence, and the introduction of patiegentred practice have led to sidicant changes in the

expectations of the public with regards to pharmacists and pharmacies.

There is evidence that the reasons why patients and the public setectdividualcommunity
pharmacist have changed over the past 40 years. A study in 198Basispd the importance of
pharmacist friendliness, professionalism and the availability of services when patients selected a
pharmacy*. However, a study in 2018 indicated that patients valued factors related to medicines
safety (such as identification of drafyjug interactions and medication errors) over those more
related to professional behaviours (such as the pharmacist edtéigis personal relationship with

the patient and staff friendliness /courtesy)

Severahighly-publicised cases of unprofessional behaviour in pharmabiste given the public
cause for concerrdverse publicity, including a Which?reg8it y R | 1 S@& ../ WLY &

investigatiort* both taking place in 2012uggested issues with both professional standards and the
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Oft AYAOIf (y2¢fSRIS RSY2yaiNIGSR o0& O2YYdzyAaie
case of the BBC investigation, this includedréli{stered 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 puldfiay take asimilar
approachto other aspects of their practicélhere 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 individweslitincare 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 intheftcbn Q& | YR O2 y (i A yrdfi® &asds geportedl i thidyprésk. K A 3
Estimates of the NHS having to pay out over £3 billion per year in compensation by 2020 were
highlighted in the pres®.This led to three factors potentially affecting public opinion on healthcare
professionals. Firstly, that therofessionals themselves were exposed as making mistakes which
lead to negative patient outcomes, secondly that the law supports the responsibility of the
AYRAGARdzZEf 2NJ 2NHFYyAalFdA2y G2 WLMzi G KAéstdNA IK
the taxpayermoney. 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 clinicafrgovee to ensure

that healthcare systems were safe and effectiv&rom 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 cultursvithin NHS environments to one of honesty and accountal§ilijowever, trust

in healthcare professitals 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 ¥eyerhaps by identifying appropriate
professional attributes and developitgk SY SFFSOGA @St & FTNRY WRI & 2
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 professiatelsatable. The term quagrofessional, meaning

Wiz aaSaaAy3a az2yYS NI Ahdsdbees applied tghiiBagySiaca at Rabt the dzi
MpcnQad 5SyT Ay FyR aSitidtAy | NBddzZSR GKI G LK N
because it had faitk to ensure that it was only possible 4 OOdzydz F GS | &e&ai
a0ASYlATA@quiley® act & R PiBunacist from within the profession i.e. that other

groups may acquire this learning without having the requirement to be pharma@ists.

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 pharmatyThe development of services such as MUR, where
paymentwas 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 cornfeiar2012;

"Why do we impose targets on pharmacists to deliver [a certain number of MURs]? Is that
LINEPFSaaAz2ylfAaYK LG R2SayQi adNrR]1S I OK2NR

address™

¢CKS 200dzLJ GA2Yy I f RSYl yRa 27F LXK lcyNaotkiorée fesdliag® NJ ¢
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 professionalentity and that theyd LJS NJF 2 NI wadkduthdgy: O &
not have a fully developed internalized psychological sense of profésSioh’R ¢ @

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 lifééamning, 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 fgrar Master of Pharmacy (MPharm) course.
This is followed by a orgear foundation (formerly named preeregistration) placement in a

practice environment (most commonly community pharmacy or hospital pharmacy). The
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foundation trainee must pass both a competerised training programme and a registration
examination. On successful completion, the traineeligible 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 th& UK.

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 registeringthemand épea | 9L & G2 LJ2ft A OS

behaviour through appropriate fitheds-practice mechanisms.

''yviAf wHawmT ¥ GKS Dt K/ LlJzofAaKSR F &aSLI NI GS
updated in 20123 This document adapted the thezurrent principles from the Standards of Ethics

and Performance for Pharmacists for a student audience. Emphasis was placed on learning as wel
as activitiesundertaken in the practice environment. The principles tended to be conceindl

the document lacked a level of practical application. The document also focussed on a minimum
RFEGFaSG 2F LINRPTFSaaArzylf o0SKI A2 dNGa aNA A1yK-SENY &l YK
was therefore, a weight of responsibility upon the shoulders of HEIs to educate students in the
RSOSt2LIYSyid 2F LINRTFTSaaAazyltAaaysz a ¢Sttt a

The publication of the current (2017) Standards Rivarmacy Professionédided to a change in
approach from the regulator. The separate student code of corf@ues withdrawn and there
was an expectation thastudents should work towards the main standards during their initial

education and training . The standards explained that they:

a Xhould be interpreted in the context of education and training and used as a tool to prepare
students and trainees forregisNJ G A2y Fa | LIKIF NXYIF O& LINRPTFSaaAzy

Gt KFENXYIFO8 a0GdRSyda FyR G(NIAYySSs &aK2dd R O2y4A
FYR LINEFS&E&A2YVEE LINF OGAOSXE

These standards are presented as figure 2.

Page26 of 358



Chapter One

Figure2: TheGPhC Standards for Pharmacy Professionals 2017.
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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. Mical and nursing students become accustomed to hospital
ward-based experiences early on in their learning. Exposure to senior professionals as nmefitors,
practice supervisors and assessbteads 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 realrld experience of theoretical concepts taught

in the classroom are numerous. Practice portfdlimsay 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 prasl experience leads to the development of

professional attributes throughout a prolonggeriod.
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Whilst medical students are required to undertake foundation training before they become fully
registereddoctors, paramedic science and nursing are typi¢ahany 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 educatorand 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 oftudent professionalismas a measure of suitability for the next stafptwo

points¢ 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 201i&49

(the last preCOVIEL9 full academic year), students undertook a totahwée weeks oEompulsory
placement time in practice environments, with very little time spent during years one and two and
the majority taking place during year three of theogramme. 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 oppounity to incorporate workbased 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 meuaxid|
Observed structured Clinical Examinati@®SCJEassessmerit’® including seminal work athe
University ofPortsmouth by Ruttéf, and simulated clinical piice®>®2are two examples dfiow
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 graduate

The practical work undertaken here took place durthg period between the publication of the
2011 GPhC Standards for the initial education and training of pharmacists and of the 2021
Standard®>83 The MPharm coursat the University of Portsmouthivas 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 stedards

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 professionaliatites. The 2011 GPhC Standards were
2dzif AYSR Ay (KS R2 Odatégaids for @eziitadMediicatiol andlivaniGgiot G &
t K NJ [0 tarinsiof advice on professional attributes to be developed, laow to do so,

guidance isindetailed anchon-specific.

¢KS Hnanmm fSFENYyAy3I 2dzio2YSa AyOftdzZRSR aidl yRI NJ
This was broad and not specific to professionalism. For example, there was clear expectation of
WF2¢H2B8H2 SaQ a GKS Y2ald AYLRNIFYd RNAGDSNI G2
these outcomesdwS O23yAasS SGKAOIE RAfSYYlI& YR NBaLJ
O 2 y R #zhis ddes not ecourage 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 aised f S N & guid&X | y
educators. Thisvas first published in 1990 and describes a framework for learning and assessment
of clinical skills, first applied to medical studéfit§he 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 guidiigk S Wt S @St Qandl FesenieirkodalitiSs-ta\dg dsydd

for each learning outcomdK S adl yRIF NRa RSAaONAROGS W{ y2based K2 4
and applicable for assessment through modes such as essays, oral examination, multiple choice
jdzSadAz2ya | yR | oke2Nd Qi 22N (22Y25) 58 INBH{deA2NgS: | RSY
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 redife or a simulated environment, for example as part of a placement in
practice or an OSGE@ LIS aaSaavyYSyidoed Ly O2y iGNl ad WR2SacC
consistent performance against the standard itV 2 YL SE SOSNEBERI & &A(dz
NB t A%3Thid implles ispractice assessmemiuch as during placements. It should also be noted
GKFG GKS adlyRFNR&a Ffaz2 O2yaiRSN K&istatioh/f S NI
foundation training and it is therefore warprising that many of the learning outcomes must be

I OKAS@PSR i WR2SaQ tS@St +d GKS LRAYyd 2F NB
working. (Evidence is provided via the competehaged training programme all foundation

pharmacists udertake).
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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 fihdbiagtes are prepared for
0KSAN) Fdzidz2NBEad ¢KS Dt K/ | LIINREFOK 2F LINRQJARA
demonstrated, but not specifying attributes to be developed creates a gap in the information

needed to develop fully integrated@grammes.

WCdzidzNBE t KI NXYI OAadtaqQ adlrdSR (GKFG SyadaNRAy3
expectation of the development of professional attributes in students, but no specific attributes
were listed. The document adds that the registratiod O S a & Ahgéalith, goedScRaradtet

I YR A RSy i RiuBwithou & dehradeaddfiadtributes to work towards from the beginning

of the MPharm, educators were disadvantaged in their attempts to fully gmegtudents 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
R20dzYSyid AyOfdzRSR (KS QaRYyIRD P 2NRAWLINKRAZ AN F

seeks to fill.

Thelack of guidance on detailed professional attributes in28&1GPhC standardbereforeoffers

only very general advice on developing and assessing profession@lienMPharm accredition
procesgesults in a dcision of whether the programma questionmeets the minimum standards

or requires change before it is acceptable to the regulatahievingthis minimum may well
protect patients and the public from many risky ensuringhat studentsk NB YA YA Yl f f &
practice However,truly professional practice seeks to elevate knowledge, skills and behaviours
well above ths minimum. Thedevelopment and assessment oflatailedset of attributes may be

of benefit to the studentand consequently also to patients and the publit is therefore
appropriate to consider expectations of MPhagrnaduates from other sourcegutside these

standards.
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1.7.2 The expectationson pharmacy educatorsto develop student professionalism

Drawing on the work of Miller, Cruess al. NBdzS GKI &G AdG A& GKS RS@S
A R S y(that Godsidts of a persona integrating both professional and personal values, that are
applied in a consistent manngmwhich is the final destinaih of the medical profession&l.They
suggested thattheRRA G A2y 2F | FAFGK &l Jibgthé drmatidnfof S NI
this professional identity and their work implies that this requires the development of additional
professional attributeE  O2 YLJ NBR (2 (K2 a SeveNguditiockA NER (12 YSS

The GPhC educational standards require experienced pharmacists to be employed in positions of
responsibility withinHigher Education InstitutiondHEI$ to ensure the currency and validity of
programme content and act as role models (2011 stand@agdResources and capabilitgtated

that staffing must includer LK I NY'F OAada 6K2 |NBE fSIFIRSNER Ay
dzy A @ SéNEEBloweyeX, the attitudes, values and beliefs the educator themselyained in
practice may influence the development of MPharm programmes beyond simply meeting the
WYAYAYdzy adGFyRFENRQ aSié o0& GKS NB3IdAFG2N» | O
for all Pharmacy Professionfid Yy R | Yy 2gf SR3IS ieFmaywiNiBdnde thé 2 NI
SRdzOF 12NJ 2 SYOSR TF2dzyRFA2ya 2F LINRFSaarz2yl
Ffft2ga aSrkyftSaa dNryaAdAzy G261 NRa wAaaQ |a i
gathers experience over many years. loiy following many years of practice that pharmacists
may naturallyd X & KA y 1 = [|¥0ke aghafrRacisk. Si&vevéré it is anecdotally the opinion of
very experienced educators with whom the author has worked that incorporating an expectation
2F Y20SYSyd G261 NR& WAAQ TFTNRBY diKkeSsendal prodyicsA y 3

graduates of the very best quality.

There is surprisingly little research aimed as specifically examining how the opinigmserkity
educators influence the development of MPharm programmes. Zeeetal used aconsensus
method to identify student leadership and professional attributes, sampling faculty, preceptors and
students®® ¢ KA & &dddzRé RSY2yadNlGSR 2yfteée avlff R.
professional attributes between the three groups, with preceptors valuing some attributes higher

than studens and faculty.
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1.7.3 How undergraduate students haveédhanged 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
AYLERNIFYyG G2 NBEO23IyAaS GKIFG KEFTENBDY NS Ay d2RS

author when he arrived atniversity in 1990.

In 2009 Twenge published her work on the educational attributes of the medical undergraduates
2F GKS GAYSI 4K2Y aKS yIYSR WDSySNI Gandrgtiony S Q
Z group and her perception of their sense of selfishness and entitlerffeite presented a picture

of students having grown up with parents who nurtured, rather than dis@dlithem, how
increasing emphasis was placed on the individual and how they had bee¢d ol dz Ol y 06 S |
€2dz gl yd (G2 o0SoQ

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

1. High expectationg there was a correlatiobetween year of birth and seéxpectation, in
all aspects of life, including academic attainment. Having been taughttah Y ¥ 2 NJ & K
students unsurprisingly expected perfectionism and feared failure more than their
predecessors.

2. Narcissism and eitiement ¢ There was a pattern of increasing setbrth and inability to
see negatives in themselves correlating with advancing year of birth. A key aspect of this
was entitlement-{  dzR Xy8E4IJS®OG G2 3ISG I22R 3INI RS&a T2
nSOS&aal NAf & F2N BeRdexddbd\Niiaz dadény ex@dsure to grade
inflation may have contributed to this.

3. Mental health problemsg; There was a mixed picture of patterns of mental health issues
amongst medical students. Whilst they might basvecome more resilient and there were
f Saa adzAOARSAa Ay (GKS uwunnnQad O2YLI NBR (2
were praised for selecting students more able to cope with medical education. However,
points 1 and 2 above contributed to studgmerceptions of worse mental health and there
was certainly increasing antidepressant use amongst the cohort of the time of comparison.
The reduction in selfeliance produced by ovegrarenting produced a generation who
needed rules and requirements to lspelled out very clearlipr them to understand what
they wererequiredto do.

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

preferring short communications, videos and graphics rather than reading loitigmwr
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explanations. The benefit of reading a textbook had become devalued by a generation who
hada I f 6 @& KIFIR’ G4KS AYyUGSNYySiase

This work presents some of the perceived challenges in dpirgg learning, teaching and
assessment strategies for healthcare students. They may depersonalise responsibility for their own
learning (as¥ i WENI R 2 ¢ &arwendé PN, Their sense of academic entitlement is
high, although this has been shown to have an inverse relationship with academic success in
pharmacy studenf§. They require rules and expectations to be clearly explained. Their self

reliance is mucless welldeveloped 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 withiriversity environments. With this
experience comes, by necessity, relatively advanced age. This maglea?@ Sy SN G X2 y | €
- the idea that experienced professionals oftelereotype groups of students many years younger
0Ky GKSYaStg@gSasz ogAGK GKS WaAftftSyyAlrt SNy
learning points from their understanding of how{ A Ra  {°%Rar® asSloni s &h@yexercise
WISYSNI A2y KdzZYAfAGe@Q & ¢KAA Ay@2ft@dSa NBY:
It gl e&a a2 sAaS 2N WLINRPFSaaA2yl t QodcusekitSident I &
pharmacists must still develop the same professional attributes the educator themselves developed

decades ago.

'y AYLRNIIFIYy(d LRAYyG KSNBE Aa (2 aSLINXrasS GKS
WSRdzOl GA 2yl f LINih Getielogiry ard asselsing thekd val@R It ig 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 whgraduate in the 2020s will require skills never before considered to be core to the
profession. Thé® t K /pl@nd for the introduction of prescribing at registratinthe introduction
of pharmacists as clinical practitioners in GP surgé&rféand the widening range dfervices 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 jaiggy to underpin understanding of pathology,
facilitateclinicalexamination and diagnosiand monitor the effectiveness of therapies has become
essential to the curriculum. The development of skills such as enhanced communication and
consultations, cliical decisioamaking and balancing risk demand an increased practical element in
the programme. But it is in the development of behaviours such as patEmtredness, empathy

and altruism that perhaps the greatest change is required.

The MPharm programmof twenty years ago taught scientific knowledge in the early years and
attempted to integrate this with practice in the final years and during@@istration training. i.e.

it produced scientist graduates with basic clinical capabilities. With the ggdsain roles and
responsibilities of the past few years, future MPharm programmes will train healthcare
professionals from day one. Clinical skills such as consultation, teamworking, decidomg,
diagnosis and examination will take precedent over getitedetailed scientific knowledge. This
gAftt ySSR G2 06S tAYAGSR (2 WSylLotay3d aoOASy
practicalities of the role, and it will be integrated throughout the programme. However, without
clear guidance on what drow 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 thev@mment andHealth Education England
(HEE. Current plans are for there to be between half and one academic year of the MPharm
programme funded irclinical practice placements in addition to the foundation ydarough

clinical tariff fundin§®. This willpotentially permit much greater assessment of professional
attributes within the MPharm programme, using direct observation and other vbaded
assessments which havetpreviously been possible with the limited amount of placement time
provided.Students will spend less weeks learning on campus and more time in practicZ0Zhe
GPhC standardg@gainst which future MPharm programmes will be accredited) also include an
increased number of learning outcomes to be achiewgth many needing to be demonstrated in
LIN} OGAOS® {i(GdzRSyiGa oAttt faz2 ySSR (2 Y2wS TN
therefore be necessary to identify, develop and assessqwsibnal 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 studeriéf behinddn their professionatlevelopment.
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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 studénisll consider a wide range of sources

as data to provide evidence of appropriate profession@ilautes for MPharm graduatesncluding

some sources hot represented in the current knowledge bésie designed taconsidera wide
range of influenceghrough whichgaps in the current literature may be fille@utputs form the
research will include validated set of professional attributes and recommendations for changes
to the existing MPharnprogramme These will be designed to sstudents out on theaight path

towardsexcellent professional practice.

With this knowledge, educators magspire 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: Method

In which | 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 Mezthe researcher

This process has allowed me to reflect and change my thinking on research and research methods.
Before undertaking this work, | felt that | understood what doing research was aafvert &l | had
R2YyS Y& 2¢y dzy RS NBad Ifhdd siipSrviseiNddzers Ofipbjects 20Xmy own
undergraduate students, using quantitative and qualitative methods. | felt that one thing | would

not learn much about was research methods.

Reflecting now] was being very naive. | now know that what | did not need to learn was the
process of collecting data and analysing it. What | was lacking was a cohesive set of values to guide
me through my research a true understanding of my own position. | am théud that | chose to
undertake several method®lated training courses early in this process. These guided me towards

F LILINBOALF GAY3a WegKSNB L &Gl yRQ & | NBaSIHNDOKSN

| ever imagined it would be, so perhapld dogs can learn new tricks.

It has also been personally difficult to admit that what | have done here is -ordess social
science research and that it is in fields such as social work and sociology that much of the seminal
work on methods has beecarried out. My daughter is a sociology undergraduate and she has
adzFFSNBR Y& ONRGAOAAY 2F AG la | waz¥d aoOas
anything unexplainable by a graph, which possibly explains the number of mind maps hgrewit
a®& dzy RSNRGFYRAY3I 2F GKS @I ftdzS FyR GKS L2 g SN
newfound respect for researchers in this area and having had my eyes opened, | now desire to

continueusingqualitative methods.

2.1.2 My ontological position

These days | see myself as having a balanced ontologicdf.viewonversation with a colleague a
few years ago in which she expressed the opiriiokd & G KSNB gl a WY2NB (K
think in a way | 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. | now believe that our observations are
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of a real wold, but that our minds act as a filter or window through which it is vievead 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 anéelings. 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 comenetaviih social
scientists. | 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 | have become
aware that quantitative data collection wouldot lend itself well to answering the research
questions | had in mind. Investigating alternatives, | realised that qualitative research was more
suited to the identification and analysis of professional attributsd | discovered how social
scientistshad created pospositivist theories such as constructivism to work with the development
2F ARSIFA Ay O02YLX SE SygANRYyYSyiGao L GKSNBTF2

z

Lmyselfg2dzf R 6S WSYO02RASRQ gA0GKAY GKS RFGFaSao

2.1.3 Positivism

PositdA &Y KIFa 0SSy RSEAONAROSR a GKS waidl yRINR ¢
2F yIFddz2NI f A0ASYyOS IyR NBLINBaSyida alyQa RSaa
only those facts which can be proven or gained form diodservation of experience and rejects

that which must incorporate assumption or belief in abstract ideasThis underpins the
quantitative approach and works perfectlwith hypotheses, statistical analysis and the
demonstration of mathematical relationships in datasets. These are used to explain events through
Wl gaQ 6KAOK YI& 0SS ILIWXASR Ay 3ASYySNIfto 9EL

mathematical equaons.

Positivism has been largely rejected by social science reseattfdrs nature of the data collected

in social science research does not sit well with the idea that only directly observable phenomena
I NB @FfAR® 2KSYy |ylftegaiyad Wg2NRaQ a RFEGIZ
social science research. This introduces abstract or hypothetical concepts which would be rejected
by a positivist approach but are highly valued in soci& gcO S ® ¢KS NBIjdzA NBYS
YFEOGKSYFGAOFE NAIAZND FyR GKS AYLIE AOFGAZ2Y (KL
many of the methods used in social science. The quality of data collected in social science is seer

as being relatd 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 sciencandgé

2.1.4 Postpositivism

Some social science researchers do continue to try to apply positivist approaches to their work. The
example of theDelphitechnique, which is explored in chapter 5 includes mathematical calculation
2F WwWO2yaSyadzaQ  kkPqdestikinndvd risBIS. (Avethdges shiNdistritiutiod of a
range of results based on the selection of mathematically meaningful answers are used to
RSGSNN¥AYS 6KSOGKSNI GKS &l YL S LRLzZFGAZ2Y W 3N
according to ével 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 mostmethods employed here reject the positivist approach entirelg ase qualitative

methods.

Postpositivism 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
SYONF OSa | Wo zhipliobsérvirytlde redi WwokliNaad gbnerating 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 collectgthat political, social and personal tacs 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 evidencedaocial 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
experiencestoprovil AY F2NXY I GA2Y [ 62dzi GKS WNBIf 62NI R

2.1.5 Constructivism

Constructivism is a pogtositivist theory which states that knowledge is not passively obtained
0KNRdzZAK WoSAy3a (Il dAKGQ 1 Kthefrdisidual. NthelirfdiGidudl i$ gekbni A
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 ojmions and guides their behaviours over time. Meaning, therefore, is seen as not
SEA&GAY 3T A ger Jedn@dfly exigts/throughIng iinterpretation of the individlial This

has two majorconsequences

1 That knowledge is socially constructed rather than existing in and of itself

1 The acceptance that there aseveralpossible interpretations of any given situation

Constructivists accept that they themselves asegshers 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 interprethe 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
WNBFfAGEQ SAGKAY GKS RIEGEFE Aa + O2dnd padidphidisi A O
together®.
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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 afataeto 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:
T What professional attributes should be developed byhdBh students by the end of their
programme?
1 What professional attributes dkey takeholder&value of pharmacists and pharmacy
students?
1 What professional attributes do staff who teach across the Portsmouth MPharm curriculum
value in students at the pati of graduation?
1 What professional attributes are seen as important for MPharm graduates by pharmacy
practice staff afTheUniversityof Portsmoutf?
1 Does the existing Portsmouth MPharm programme develop the professional attributes
which have beeidentified by this work?
1 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 thesfistep. A comparison is summarisedable5.
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Tableb: Features and values of qualitative and quantitative methods. After Braun and €kmdeHammersled

Qualitative methods

Quantitative methods

Data format Y2 2 NRa Q> ¢ NR GG S Numerical. Statistics central to
language. Ideas and discussion | demonstration of results
central todemonstration of
results

Overall aims. Interpreting and understanding | Identifies the relationship

the dataset. Uses context to
explain data (not collected in
isolation). Can be used to aid in
general understanding of
principles

between variables to explain.
Aims to generalise findings from
specific data to wider population:

Data characteristics

Narrow but deep; a small
number of participants. Question
answered in depth to gather data
rich inexplanations. Data
saturation not important

Broad and shallow. Statistics art
powered by use of large number
(of participants, questions etc).
Data saturation important

What data analysis
seeks to achieve

Equally values patterns, norms
and variation irthe dataset and
explains each in context

Seek consensus, general patterr,
2NJ y2N¥ad 5Aa07
spread etc

Relationship with
theories

Theorygenerating- inductive.
Generalising from the data to
generate theories

Theorytesting.Deductiveg
assessing whether the data obey
known generalisations / theories

Investigator
detachment

Subjective in nature investigator
may be closely associated with
participants to gather data.
Reflexiveg accepting of the
subjective nature of invegjator
analysis, values reflection on this

Values impatrtiality, investigator
objectivity ¢ needs detachment
from participants etc. e.g. may
involve blinding, anonymisation
etc.

Other factors

Interpretation is important
time-consuming. Little
computationavailable

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 paragn). The factors to be identified in the research questions

(attributes, influences, interpretation of learning and teaching) are most often presented as ideas

2NJ O2y OSLiiasx

1y26t SR3IS

students and staff at the school of pharmacy) it was felt that lsgme quantitative survey

6KAOK fSYyRa
Faa20AFGSR 6AGK

AGasSt T G2
iKSasS FIF OG2NA

i KS hdza

methods would fail to allow for the collection of the depthnarrative required tdtell this stonf2

and fully gather the required data.

S
YR

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\clestdblished for the
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populations being studie that they allow connection between events and the perception of the
subject®, and that they are effective at exploring events and ideas in the social context, rather than
in isolatior?>® LG ¢6F)a RSOARSR SINIe Ay GKS LINROSa:
attributes anew was an important stepthat this work would not simply accept existing attribute

lists but would attempt to fabricate an inclusivistifrom data using a wide range of sources. This

could not have been done using quantitative methods.

In summarythe prevailing paradigm in this research area is qualitative-posttivistconstructivist
research and this approach appeared to futi¢ requirements of the research questions. It was,
therefore, considered a prudent next step to consitie choice ofpracticalmethods available to

do this in practice

A summary of the chosen methods is providigaire 3, below.
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Figure3: Overview ofhe study methods

Background research and literature review
Review of literature across healthcare professions as to mumethods of
defining, teaching, and measuring professionalism amongst
undergraduates

o

Metanarrative review
Selection of five paradigms to encompass external stakeholders (GPh
cases|ay press articles, academic studiesjversitiesguidelinesand
standards) Analysis of individual paradigms. Creation of final
metanarrative attribute list

o

Staff focus groups.
Recruit staff teaching across Portsmouth MPharm. Undertake and ang
focus groug

Ul

Pharmacy practice stafDelphi method.
Recruit pharmacy practice staff to undertake modifizdphi study, using
modified first round. Undertake subsequent rounds as required

4

Final analysis of attributes to develop concluding attribute list.
Inductive process to identify finkdt from all data

4

4

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 semistructured
interviews with final year MPharm
students to identify key influences

on professional development.

Recruit paticipants, undertake

interviews, analyse results

Ul

o

Drawing of final conclusions.

Recommendation of changes to MPharm.

o

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 stugldrterature was
gathered across pharmacy, medicimeirsing,and other allied healthcare professions to consider

how students of other healthcare professions developed in comparison to pharmacists.

Searching was focussed on online searches, availaplrasf the University of Portsmouth library
servicevia both he EBSCO discovery service and the library catal®biseallowed for searching of
academic papers, other published research articleepks, and other resources (such as
Government papers) abf which were available either directhpr 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 J6}waich was not available online.

The author found a print copy of this in the University library archive.

The author is a registered pharmacdstd RPS ember, so they were aware of other useful sources
of information available directly online, such as the Pharmaceutical Journal, RPS archive and GPh(
website. The search also had an inductive component, with relevant search results revealing

additional relevant information through referencesvhich were followed where useful.
The search included the following subjects:

Defining professionalism
Professionalism in the healthcare professions
Professionalism in pharmacy

Pharmacy education and professionaligrthe development of students

= =4 4 -4 -

Standards for professionalism in pharmacy

An example of search undertakeis describedwithin t KS WI OF RSYA O LJ LISNH
metanarrative review, isection 3.5This includes identification of search terms, runningrebes

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 inhis 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 dcftéttes quaoin the subject area. An
appropriate review of current thinking provides context and identifies areas for investigation, as

well asdemonstrating the knowledge base which influences the investigator in their work.

Quantitative research (especially in the pure science disciplines) values a -fp@litged
structured literature review for this purpose. This type of review captures krfaats, 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 pigon, 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 ol

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 contextependent, wih stakeholders such as regulatory bodies, professional
groups, patients and the public each potentially having their own priorities. This is common to many
O2YLX SE waeadsdSvyaqQ 4dzOK a (KS LINROA&ERIFQ2NB &

would, therefore, be likely to miss a great deal of important dta

One weakness of systatic 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 sourcesvBalissues such

as pharmacy professionalism are, therefore, poorly examined by such limited processes and such &

review is likely to exclude a great deal of useful information.

Realist reviews are designed to work with complex types of interventionvegi@ 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

realworld factorsg they are presered 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
RAR 2Ny @TFAAGKONBIASG ONRGSNAI

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 meteatave 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 impgant 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 indlugre
NEOASGgd LG Aa Ay (GKS lylfeara 2F GKS WoStAST
finds its strength, by offering the researcher the opportunity to exantireevalues held by each

group and observe those which are both commpahd uniquely hek{2

There are a number of alternative approaches which could have been chosen for this review (such
as metaethnography, grounded theory and textual narrative synthé@9ibut these were deemed

to be less geful in this case. When making a choice between realist review and metanarrative
NEOASG Al o+ a GKS ARSI 2F SIOK KIFI@GAYy3a || WFAY
Realist review seeks to identify why something works in one context ah@mather, 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 existindgtrédbutes 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 indigidparadigms which respect the

Wy2NXaQ FT2NJ GKS REGF 08Ay3d 02ttSO0GSRD® ¢KS O

paradigms. This is explained within each paradigm in chapter 3 of the review.

Quiality standards set by the RAMESES prdféatere achered 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 Schoab veught on the MPharm course

and invited them to attend one of two focus grougsis formed part of the ethics approwgiven

by the Faculty of Science and Health Ethics committee. The approval letter is presented in appendix
1. Participant informationrad consent forms are presented in appendices 2 and@ilg topic guide

used during the focus groups is discussed below aprbisented in appendif.

2.5.1 Selection of the method

Focus groups are a qualitative, pgesitivist, constructivist method. They aessentially 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 f&tinas
Kitzinger and Barbour sai#! y & 3INR dzLJ RA & Odza & A 290p aSHodg aé Be Ol |
NBaSFNOKSNI A& I OGAGSte SyO02dzNI IAY Eheyh@&along R |
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.
TheycanbebeédFAOA L Fa + WFANRG YSGK2RQ G2 ARSYyUGA
methods. They are particularly good, as Braun and Clarke putitXat 2 2 { A y-Beselréheddzy R ¢
I NSFasxs 6SOlFdzasS (KSe&@ R2y Qi NXBIjidzA INGES % Ityisfardabid 2 NJ

reason that focus groups were chosen as the starting point for this work.

Focus groups produc& Y S (i I Rthel int&raction 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
descA 0 SR 8lYH 2¥ A O A ¢theSibMeldpmentof/medniigthrough the interaction with
significant other¥®. 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 interviewtinads.

{StSOGA2Y 2F [ LIINPLINAFGS LI NIAOALIYGAasS GKS d
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 grétids. terms of participants, the choice was
made to include all academic staff who delivered taught materials to the existing MPharm
programme, excluding the author arnils two academic supervisors. This included 38 pharmacist
and nonpharmacist staff across the disciplines of medicinal chemistry, pharmaceutics, pharmacy

practice, pharmaceutical microbiology and pharmacology.

The choice was made to include both pharmiscend norpharmacists 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 tbedibible staff members,
requestingthat 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 Autiemm, to allow staff
participation. Staff were seated in an oval around a single large table. Audio recording of the
RAaOdzaaAizy o6la YIRS @Al Gg2 5A001ILIK2ySaz 2y
supervisor acted as an assistant, distributiftgumentation, ensuring consent forms were signed
and returned, and answering any questions before and after the sesPamicipants were
allocated a participant number which they used throughout the discusdimnenable

depersonalisation of the data ding 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 NM§#§&and
Barbout%, 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 ddynd 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 answeré¢hat professional tributes 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:

1 Start with unthreatening questions

1 When geting to a difficult question, use an opener such as putting context on the question
or following on from a previous question

1 Consider prompts that could be used if the group do not seem to understand or find the
question difficult to answer

1 Remember that tpic guides are just a guidgparticipants should be allowed to organically
introduce subjects intended to be covered later in the session or may introduce aspects not
considered by the guide

f ¢KS 3IdZARS A& y20 | &dzoalsbeilzi SBFRANI GKS Ay

The final topic guidean be seenn 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 poirttshelp the novice focus group moderator. Amongst these
Ad GKS AyOfdzaizy 2F Wwaldl NISNNSF d&SyFhyAWNE (@KEY
to settle into the session, learn a little about one another (if they do not know each otHbramel

to allow identification of voices in the audio recording through allocation of a participant ndffiber

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 eegeral 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 feyear course. This is something of an obvious point,
but it led the author to take the approacof asking participants to reflect on the differences they
perceived between firstand fourthyear 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-inealthcare courses to reflect on
K2g¢ LIKINYIFO& 3INIYRdzZ GS&a YIé 0SS WRAFTFSNByYyGQ
LI NIHAOALI yiaQ SELISOGIFGAZ2YyaE YIeé KI @BiButesSnoth 6t S

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. (GPhQ 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. (GPh Use professionglidgement in interests of pts / public, show respect, be
honest and trustworthy, take responsibility for working practices)

6. How should our studer@professional skills develop by the time they graduate?
a. Scientific / analytical skills? Communication? Tl aspects (taking BP etc)?
Critical Thinking? Decision making? Team working?
b. (GPhQ Make patients your first concern, involve them with decisi@king, use
professional judgement)

It was decided to move on to consider student development in terfnknowledge, 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 piois 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 / monitaissess 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 pradeséism, 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 exisgrmechanisms 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 yoel fre important. Is there anything we
KIS YAaaSR 2N lyedKAy3d &2dz ¢2dd R tA1S ¢z
say?

¢tKSasS ljdSaiArzya oSNB RSaAdaySR G2 WOFLUGOKQ |ye
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 feeigortable 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.
Paticipant 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 transcfipéey. are
compared intable 6. Having made comparisons, thematic analysis was chosen for the analysis of
the data. This is a widelysed and well validated method, and appeared to suit the dataset and the
research question, largely because it results ia tfeneration 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 Clarkeho published an illustrated guide to the usetloé method in
Hanc® ¢KS adSLlA Ay (GKS YSUiK2R FYyR AGLAQ F LI A
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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 drawiof 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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Table6: Options for the analysis of focus group dagdter Braun and Clarke

Grounded theory

Interpretive
phenomenological
analysis

Pattern-based
discourse analysis

Thematic analysis

Focusses on building theory from the data. Starts
with no preconceptions of context of the data
Sociological origiq emphasises understanding
social processes

Analysis is organised around key categdtfes

Focusses on how people make sense of their live:
experiences. E.g. traumagwvents Can analyse
individual cases or be used across several
participants to develop themes. An interpretive
activity carried out by the researcherequires
existing knowled§ 2 F y I G dzZNB* 2 F
Concerned with patterns in the language useldow
accounts of events and objects are constructed
using particular language and how this is connect
to social concepts of realit§

Identifies themes in the meaning of conversation
across a dataset across participants and question:
asked. Relates themes to research questiths

Does not require an existing There are somengconceptions of

theory to be present, or possible attributes K I NR § 2
existing clear concepts whatisalre®e& 1y26yQ
True of this method 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
Permits excellent reflection Loss of metadata due to interaction
on experience of events anc between participants if analysing

their interpretation by individual cases

participants Focus group not based on specifi
lived events

The attributes may be Does not fully address the construct |

consistently described using meaning of tle discussion
the same language or with  Not suitable for creating a set of

words with the same attributes
meaning
Direct relation to the Interpretive ¢ need to accept the part

research question. Looks  the investigator plays in the analysis
aaoss participants and
guestions asked for themes
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Table7: Steps in Braun and Clarke's method of thematic analysis and how these have been applied to tHis study

Step number and How this was applied to this data. Output.

description.

Step 1. Familiarise yoursel Initial notes of potential themes Accurate transcripts of
with the data following the focuggroups, focus group discussion:
Transcribe, read and re  transcription process, reading Rough notes of

read, note ideas transcripts potential attributes
Step 2. Generate initial Generation of initial list of codable List of features with
data. features, with notes collating text associated quotes
Code interesting features which describes each featurg.e.

systematically across guotes concerning the feature

entire dataset, collating
data to eachcode

Step 3. Search for themes Development of initial emerging WCEFGQ tAal
Take collated data and themes from featureg mind mapping themes with no
consider emerging iitial used to create first themes from hierarchy
themes codes. No hierarchy applied at this

stage
Step 4. Review themes.  Reworking themes several times to tt Mind map with
Check the themes in different approaches, to developa  hierarchical
relation to the chosen hierarchy and ensure internal relationships which
quotes and the whole homogeneity and external feels comfortable and
dataset heterogeneity between themes. valid across the datasef

Ensure validity and comfort with

themes across/hole dataset

(anything missing or ngiresent?)
Step 5. Define and name  Seeking of final theme names and  Final mind map and list
themes.Final refining of  defining of terms to ensure clarity of of definitions of names
themes with application of understanding
appropriate names; with
clear defnitions

Step 6. Produce the Written herewith Thesis chapter includin
report. results, discussion and
Select vivid, compelling conclusions based on
examples from extracts, data

Relate back to the researc
queston via scholarly
analysis
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2.6 The PharmacyPractice Staff Mbdified Delphi Technique

2.6.1 Consensus methods

One of the research questions to be answered by this @okk &Vhai professional attributes are seen

as important for MPharm graduates by pharmacy practice staffta Universityof Portsmoutt €

Considering the sample population of pharmacy practice staff less than twenty individuals, it

seemed that a qualitative method would be best served in providing an answer. As this group could

Ftf 0SS O2yaARSNBR (2 0S8 WSELINIA&AQ Ay LKINYI O& §
provide a detailed ansgr 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. Thaye namely the nominal group technique, the consensus

conferenceand 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 orgentsA y 3t S RSOA&aA2y® LG Aa |y
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 wenrgtih

possible solutions. The conference is ended with a plenary session where participants may vote on the
solution to be implementett®. As this method relies atfe initial delivery of established knowledge

which is then debatedthis did not seem suitable for the data to be collected in this casere the

research aimed to identify attributes as well as gain consensus on them.

Nominal group technique

¢CKS y2YAYylFf 3INRBdzZL) §SOKYyAljdzS F20dzaasSa 2y | RFEGE
which is used to both gather and refineldda ¥ NBY | 3INRdzL) 2F SELISNI & o L
include discussing, rating and then rerating items for inclusion in a final list. Ideas are shared by each

LI NGAOALI YG AYy | WNRdzyR NRBROAYQ Tobfagkek®Rrgnieddata® G KS

is produced and confirmed by all. It is particularly useful for identifying which items in the final list are
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2T I WLINA2NAGeQ 27¥F B2Ydidad, MErefaieseein koSit wihNERdafah a | (G A 2

collection needed for this study.

2.6.2 The Delphi technique

The Delphi technique was selected for this study, as it seemed to offdretbt opportunity to gather

a meaningful set of attributes and allow participants to reflect on them over time.

5Sf LKA A& | YSUiK2R ¢ KAdDHerafive grocésSts yolle® aril Qistik theS R | &
anonymous judgements of experts using a seiekta collection and analysis techniques interspaced

with feedback'* 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 lasf these was not used in this study). It is based around the
O2yOSLIi GKFG WINRdAzZLIQ GKAY1AYy3d A& Y2NB NBf SGFyi

participant.

Although first used in the making of decidedly political decisions, the method teas duapted for

use in many areas of research such as healthcare, business, transportation and edticalibare

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 prétjramme

identifying attributes specific to leadership roles in pharnféeynd determining course objectives of

a model global heath course for pharmacy studéfitderrera suggested th@For examplein order

to identfy 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&

2.6.3 Classical Delphi methods

¢tKS 5Sf LKA LINRPOSaad Aa ailiNHzZOGdzZNBR FNRdzy R | @F NRI 0
NEASEFNOKSNI KIa FyagSNBR (KS NBaSIFNDODK ljdzSaitaArzy o
technique as first employed, which uses a first rostrdctured ager figure4. Thisuses 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 togic in
openended 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

Pageb6 of 358



Chapter Two

level of agreement with each statement, rankingthémt 8 SR 2y GKSANI WSELISNI 2L
AyOf dzZRSa NIylAy3d GKSANI Wi S@St 2 Fgfdr exndple vsthg @ Q o6 A
Likert scale. In this way, the method may serve to both set priorities and to demonstrate cor$&nsus

¢ in this case both identifying potential attributes for inclusion, and confirming which attributes are

FANBSR gAGKAY G(KS WSELISNIQ 3INER dzLI®

An important part of the second and any subsequent rounds questionnaire is the inclusion of the
opportunity to include conblled 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 algefieed level of cosensus 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, witha 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
AIAPBSYy o0& G(GKS SELISNI 3INRdzL) & | gK2f Sostr6rgid SEI YL
agNBS Qo dzih G KS Y2RIft | yagSdshged®) ¢KS 46 RFFSNENBS dzOK &

opportunity to reflect on their answer and reconsider.

Figure4: 'Classical' Delphi technique (after Skulmoski &tal.

The Research Question.

Experience. Literature. Piloting.

Round one questionnaire.

|¢

Recruit experts. Pilot questionnaire. Distribute and analyse.

Round two questionnaire.

|¢

Offer indvidual controlled
feedback.

Remove statements reachint

agreement. Distribute and analyse.

Design, based on R1 answel

A4

Continue rounds until consensus does not change, or research question answereq

Accepted statements form the results. Statements not reaching consensus rejected.
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2.6.4 The modified Delphi technique

CKAA WOflaaAaolt 5StLKAQ YSiK2R da RSAONAROSR | 02¢
decision Delphi seek to agree on how an organisation will move forwardtiReaDelphi,e-Delphi

YR 2ytAyS 5SfLKA OFy 06S OFNNASR 2dzi WtADSQ GAl
j dzSaGA2yYylFIANBA FT2NJ NRdzyR& Ay ljdzAi O1 &adz00Saarzyo
ddzA G of S Ay G KA axtakeythelfdrnydDrSpacing th& fisé posiaiirozhdiwith&doed

face interviews oa focus group'? 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 repladeédtimund questionnaire. The

method used is outlinedh figure5.

Figure5 Modified Delphi method as used in this study

winitial literature review.
WS EEEEI®AN (known standards for professionalism.
question uDiscussion with supervisory team.

\Vilelaltil=lalfalllalall uSetting of discussion quesitons.
uRecruitment of 'experts'.

wGathering of data.

one- group
discussion uData analysis.

uDevelopment of statements
through analysis.

Round two uPiloting of statmenets with
supervisory team.

questlonnalre wAdminsitration of questionnaire.
tAnalysis of results.
uDrawing of conclusions.
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2.6.5 Modified round one

All members of the Pharmacy Practice tearare askedo participatein round one via direct email

invitation. Invitees included academic staff (who were all registgiiearmacists) 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 studg. KA & 3INR dzLJ Fdzf FAf & GKS RSTFAYA
by Skulmosket al*'® in that they possess relevaknowledge and experience of the subject, have

effective communication skills and participated voluntaglyneaning that they had both time and

willingness to take part.

G GKS GAYS 2F GKAAa LINL 2F GKS adoeRabuAORS | &dz KR
G2 WHGGNROGdzISQ FYyR GKS ljdzSadAazya aiSR 2F GKS 31
study, the two are assumed to have identical mearghg typical or noticeable feature of someone or

something(#?

Theparticipant information and consermtrocesgsused in the staff focus groups methodre also
employed for this stdy (using study title-correct versions of the ethics committegproved
documents, as outlined in appendicegt@ All staff consented to participate as previously outlined.

During round one, participanigere asked to discuss three questiassa group
I  What characteristics does the ideal Portsmouth MPharm graduate possess?
1 What strengths do our recent MPharm graduates possess?
1 What weaknesses do our recent MPharm graduates possess?

During the discussion participants were asked to capturekglant 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 consensusg enhancing rigour in this method

Although many authors claim that the Delphi technique is a validated instrument (as summarised by
Hasson and Keen&) possessing face, stent 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 outlitadaler8.

Pageb9 of 358



Chapter Two

Table8: Mathematical factors to consider when analysing data from Delphi questionria¥&s.124

Factor

Relevance

Options

Choice in this study anc

justification

Number of To rank final Examples the author has seen A fivepoint scale was
options on attributes, at commonly include an odd chosen for this study as
Likert scale least a fivepoint  number of pointsg with a this seems the minimum
scaleisneeded Wy Sdzii NI £ Q 2 LJi A authors reemmend from
Some researchers do not valu the literature
this and force gositive or
negative opinion
Level of O 2 y a SX/1ayl Not easy to define. Set at Examining round 2 data
consensus agreement in between 50 and 100% in and consideng
opinion, a different studies. May be knowledge of the subject,
YI 22 NXR { & carried out empirically by 60% was chosen (60% of
looking at data participants selected the
same answer)
Measure of The Mean, mode and median may Each was calculated in the
Wl @S NI = mathematical  all be used. Mediais perhaps = study (which used Excel®
average of least useful spreadsheets)
scores provided  If wishing to produce complete Finalresults were first
indicates the rankings of accepted filtered by modebut mean
level of statements, mean is preferred agreement score used for
agreement with the final table of ranked
the statements results
Distribution Stronger Standard deviation (SD) is the  Calculated for all acceptec
around the consensus may | appropriate measure for this | statements but only used
WI @S NI = beindicated by a datac it is implied that a larger = in the final ranking to

smaller {5 YSIya WgSt { ordertwo statements
distribution Inter-quartile ranges were also which shared level of
around the calculated but not used in the | consensusnd mean score
mean final analysis

2.6.7 Round two

All statementsidentified in round onewere incorporated into the round two questionnaire, which
was distributed to participantsia paper copies. Participantgere asked tdD 2 Y & A RSNJ K2 &
they felt it was for MPharm graduates to possess each ckeniatic and rate them on a fivpoint

Likert scale (where 1 was very important through to 5 being completely unimportant).
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When analysing round two data, responses for each statement underwent analysis for determination
of consensus. Microsoft EX@was used to calculate modal answemsean agreement scoresnd
standard deviatiorfior 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

acepted as reaching consensus achieved using the mathematical mean of responses.

2.6.8 Concluding at round two

a2RATASR 58f LKA YSUK2Ra 2F6GSy 06S8S3aAy 6AGK | LINBR!
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 Delpitéasson 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 modél

Following the secontdound questionnaire, consensus had been achievethbgt ofthe statements
and it was decided to complete data collection at that pointvas clear thathat the data supported
the inclusion ad exclusion of statements in a meaningfidy, 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 ®@hdi & G2 ONBIF S || KeoNAR asSia 2
0FaSR 2y W2LIAYA2YQd® LU A& GKSNBF2NB dzy & dzZNLINR & A Y -
YSGK2R® ' ySOR20GFffte GKS FdziK2NJ KIFa &SSwitishli RSa&(
dzZi SR 6 KSNB y2 WoSGGSND YSGiK2R YIe& 3AFGKSNI G§KS NBIj

| 26 SOSNE GKSNB IINBE aSOSNIft 1Se& NBGASga 2F (GKS
this!?312512¢ stating that the flexibility of the method to be used to work with a wide variety of data

XIFFTFT2NRa GKS FoAtAGe 2F GKS YBGK2R G2 I yasSNI Y

Concludingheir guideto the use of Delphi in graduate research, Skulmeskil make two points
which perhaps guided the author above all else in considering the method:
i The approach is flexiblea XA G OFy o6S F33aINBaargsSte |yR ONBI
AAldzr A2y ¢ D
T fthS YSGK2R A& (2 0SS KXRPLUOUSKDSADIAARR&E&SYALKE A
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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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27 4EA OBIBE 60T OOOI Ifréntework-afalsfsO 1 &

Having developed the final set of professional attributes for Portsmouth MPharm students at
AN} RdzZt GA2ys GKS ySEG aiGaSLI Ay GKS YSiK2R 4Fa G2
attribute list, to lookfor 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 sensalitative data in the 1980s
and was first applied to the field of applied social policy research by authors Ritchie and Spencer, who
LJdzo f AAKSR GKS FANRG | dzi R2SMeiihatiihedt$as Baiah adéptediadd A i a Q

used for myriad purposes, including in various aspects of healthetated research?®12°

2 KAftad GKSNBE A& &a2YS RSo0IFGS ¢gKSGKSNI AG Aa F WiS
Ritchie and Spencer themselves), framework analysis has the overall aim to, as Goldsmith puts it,
GXARSYGATESEI RSAONAROGSI yI YR RAY ODNRIINSE &l aS& 1AF0 (K2

The overarching method used to first create and then apply an analytic framework to identify
emerging patterns from the dataset. This requires a-fitap method, which is described in figue

below.
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Figure6: Steps in the framework analysis process, after Gold$#ith

N
aData identification- finding and investigating the data
uReading and writing notes concerning the dataset
SR (T ranscription etc where applicable
Familiarisation y
~
uidentification of the framework to be usednits of measurement (indivdidual people, concepts,
groups (e.g. focus groups), standards etc.) to form columns and rows. Coding often occurs here
Step 2 wDften and iterative process but may use existing itemg. audit standards
Identification y
~
wApplying the framework across each unit of the datase.
uRevise framework to fit in with unexpected data where necessary. Finalise the framework
Step 3 Indexing
J

widentify the final unit of analysis, whch may be different from that which has been indexed @;.
choose to chart each individual focus group rather than each participant). Ensure appropriate| level
of abstraction for the data to retain important concepts

SCaeienne Create a final matrix of cells in which to complete the charting process, with a deliberately selected

'best order' to data )

wCombinekey learningsfrom prior steps to compare across units of analysis and identify key h
patterns
<o elEneie oConsider best ways to present final resultemembering possiblity of ‘heat maps' and other charts

and i H
interpretation to stimulate further analysis )

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

guestions:

1. Are there any of the identified professional attributes whichfallg 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 effectivelpmevel

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:
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2.7.3 Step onez familiarisation with the dataset

To answer the research questions posed abovegtitaset 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.
MoodleR the! YA OSNEA (&8 Qa GANIdzZ f € SIENYyAy3d SYy@ANRBYYSyd:
well as having other functions. Only studdating materials were included in the analysishis

included the following resources, which were considered forvahee and inclusion:

T 1ff Y2RdzZ S a22RfS aAdsS O2ydaSyd @rAftlrofS (2 ai
students for their own use):
0 Module guides and other documentation

lecture slides and handouts

o

workshop handouts
video and audio recordgs of lectures and workshops
Coursework documentation including tasksed materials

Placementrelated materials; lecture slides, workbooks, handouts etc.

< o o o o

1 All MPharm course Moodle site contents:
Programme level learning outcomes and associated materials
University regulations etc (mostly presented as links to other sites)

Information on the tutorial programme specific to each year

o O O o

General information regarding fitnegs-practise, GPhC standards etc
1 Universitylevel online presence organised through tm&in University student web presence
the MyPort central webpage
0 Regulations
0 Access to centrally organised academic and personal assistance

o0 Student unionrelated representation and help etc

After an initial review of the dataset, it was decided to arel 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 optinal second year community pharmacy visit, taking the role of course
representative or volunteering to act as a Pessisted learning scheme peer mentor in year two.

Whilst it is likely that these do provide much opportunity to develop the attributes ifledf most

Page65 of 358



Chapter Two

students will not undertake them and so they canmatviewed aspart 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 analgis. The concept of purposeful sampling may be used if the dataset is far too large to
analysé*. 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 twoz 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 thidys Having cleaa prioriideas 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 bggleeting themes and testing

data against thertf®,

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 literatue for over 20 yeafé.. By using the set of experimentally dexd and validated
LINEFS&daAz2ylf FOGGNROdziSar GKAA FLIINRFOK ¢Fa dzaSR
¢tKSe ¢6SNB 2NHIYyAaSR gAGK SIFIOK GKSYS o0SAy3 &adzOO0S
together.

It was decided that the obvioudzy A G 2F YSIF adz2NBYSyYyd F2N) 6KS WNRg A&
WAGNBIFIYaQ 6KAOK NHzy 6AGKAY SIFOK Y2Rdz S® ¢KSAS 6S

the following:

f Lecture series or themeg 2 FG Sy oFaSR | NRPdzyR alLIS@4§FAO LK
pharmaceutics, pharmaceutical chemistry, clinical pharmacy, pharmacology)

Major placements

Lab / workshop series

Tutorial programme events

= =/ =4 =4

Non module specific learning and teaching, for example the NHS core skills training

This structure permittedhe initial organisation of the dataset chronologically by year of study, then

08 Y2RdA S FyR (GKSy o0& &aiNBryaoe /2ffSOGAYy3 GKS R
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column matrix to identify whether spiral curriculum had been applied to thdevelopment of

individual attributes.

I YRSAONRLIIA2yQ O2fdzYy 61a FRRSR G2 GKS aLINBI RaFk

each row and ensure there was no duplication or omission when indexing the dataset.

2.7.5 Step threez Indexing the dataset

LYRSEAY3 06S83ly 6AGK GKS &FYLXAy3a 2F 2yS Y2RdzZ S
LIKI NI OSdziAOlf OFNB (2 LI GASyGaQu G2 dzyRSNII 1S
module and contains two significant placents and several taught streams,waschosen as food
example€with which to challenge the matrix. The use of the identified matrix was seen to gather the

required data effectivelyso was not amended.

The data was then collected across the whole deita&n example of the indexed data for the streams
within a year one module (Introduction to Pharmacy practice) across one theme (expertise, in blue
FYR AdaQ adoiKSYSao Aa akKz2eégy Ay TFAIdzNB
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Figure7: Sample of the indexed data at step three of the process as seen on Microsoft Excel® spreadsheet.

vith charts v

File Home Insert Draw Page Layout Formulas Data Review View Help Table Design
P4 - I Reguirment to engage with the GPhC standards for pharmacy professionals
A E = o E F G

Module: Introduction to
| Pharmacy Practice

o

Introduction to professionalism and professional
nature of pharmacy. GPhC standards for
education and practice introduced. ‘Developing

professionalism online'. Basics of Lifelong nature of
Introductary professional | communication and consultations - including knowledge development
4 |lecture series preparation for assessment. introduced.
} Fersonal Formulany task. Medical terminology.
Prescription legality and compl, . Identifyi
suitability for dizpensing. The dispensing process,
S0Ps and accuracy checking. Errors. Containers Ability to identify
and packaging. Private Rxs. Introductony prescrizptions suitable for | Beginning to learn about
Di ing-related b ical calculations. Dispensing dispensing. Basic clinical |individual drugs and
5 | lectures and workshops | waorkshops illustratng lecture content in checking. indications.
Introduction to pharmacy law and ethics. Legal
clagzifization of medicines. Sale and supply of
medicines. Introduction ta pharmacy business.
Law and ethics Capactiy, consent, confidentiality. Record- Dieveloping the basics of
& | introductory lecture series | keeping. Placebos. law and ethics knowledge.
Medical terminology. Clinical appropriateness
of prescriptions, bazed on licensed indications
and doses. Introduction to drug interactions. Licensed indications and
Fiespiratory therapeutics introduction. Sexual dozes of medicines.
Introductory clinical health and contraception lecture. Medicines Introduction to drug
pharmacy topics - lecture [ adherence. Health beliefz and medicine-taking interactions. Introduction

| series with workshops behavicours. Introdustorny physical assessment to clinical skills.

Introduction to the MHS The NHS and key players in healtheare.

and pharmacy services Introduction to hospital pharmacy Introduction b
lecture zeries and community pharmacy and community pharmacy
| wommunity pharmacy visit | visit.

@

2.7.6 Step fourz Charting

Indexing the whole dataset provided good insight and established key ideas, but resulted in a
spreadsheet wh 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, iteltas f

that it would be detrimental to group them around the major themes only, so all subthemes were
retained. However, iit was a logical developent teeduce the number of rows in the matrix by
O2YO0AYAYy3d Ittt RIGI SAGKAYKRYS2 F&RID S6 MY 1BKSNBRYN
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 incorporatespitdic

modules.

Page68 of 358



Chapter Two

2.7.7 Steps Five and SixMapping 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
quantitatvS  YSI adzNSa adzOK & RIEGF LINBaSyOS IyR AyidSya
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 differencethénfrequency at which different

attributes are developed during the course as well as examining the quality of this develdpinent

In addition to this basic quantitative analysis, the qualitative analysis of the data sought to ahewer
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
beginningofi KS | yI f @3AAaZ-REPEK2LISROS & yRT WYBENE &8 RSOSt 21

to aid in summary.
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2.8 Individual MPharm studentinterviews

The final method employed in this work was to gather data concerning how MPharm students
underwent profesional development. It was decided to research the existing factetdch

influenced students to develop. These results would then be combined with the framework analysis

G2 ARSY(OATe 020K WYAaaAryadQ FGGNRO6dziSa | yR LI2aaaic

programme. These suggestions would form the finalabasions 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.h&€ COVIEL9 pandemic forced the University to abandon large

group meetings of all kinds between March 2020 and the end of the -2028cademic year,

LINSOf dzZRAY 3 GKS Ll&dairAoAfAde 2F NHzyyAy3d | Wy2NXI ¢
focus goup 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
fAa0SYAYy3d YR (GNIyYyaONROAY3 YhafiRy taditekalt $rdhe Sa@AS NI (1 K S
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 serstructured oneto-one interviews over Zoom® and carry out

thematic analysis across the rdisog data.

The submission to the UniversiBgience and Health Facudtthics committee was amended to reflect

the methodological change and approval was granted in January 2021 (as per adpendix

A total of 19 interviews were carried out over aM@ek period in early 2021. The interviews were
conducted by the author andiir 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 cedesigned the interview scladelle with the author, contributing potential
guestions 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 theord practical
techniqueg32133

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 questanswer

session with the author following this to ascertainy 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. Stdents were not permitted to begin their interviews until both they and the author were
satisfied that they were capable of doing so effectively
6. 1 ff AYGUSNDASga G221 LILFOS dzaiay3d %22Yt LISNXYA
observer of a selectioof interviews as well as permittingosthocanalysis 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 appendixdBe schedule was emreated 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 questomo X 0SSt 260 (2 SELX2NB LI NIAOALN yia&aQ

experienced by other students.
The justification for the questions is discussed below:

Opening:

1. ESTABLISH RAPPOQRNIY name is (if necessary), and | am speaking to you icapgcity as
an MPharm student (principal investigator for NW only) on a project being run at the School
of Pharmacy and Biomedical Sciences.
2. (PURPOSE) would like to ask you some questions about your experiences as an MPharm
student including how you ka developed as a professional during your time at the
University.
3. (MOTIVATION)We will use this information as part of (both my final year project and) Mr
2 NNByQak Yeé tK5 LINP2SOG oKAOK O2yOSNYy GKS A
MPharm studets.
4. (TIME LINE) 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 interviegtating that the interviewer will ask abohbw the participant

FSSta GKSe& KI @S WRS@GSt2LISR Fa | LINRPFSaaraz2yltQ ;
appropriate to introduce this idea openly at the beginning as there was no intention to mislead or hide

this from participants.
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IntroductoryQuestiors.

5, 2 KIG R2 @2dz GKAY]l |062dzi 6KSy @2dz KSIFNJ GKS g2I
6. What do you think professionalism means to registered pharmacists?
¢tKSaS ljdzSadAazya aSNBS a | Wgl N¥Y dzLJQ F2N) 0KS LI |
2F WIANBIFHSH 80AKA OK gAff 0SS dzaSR GKNRdAzZAK2dzi GKS Ay
that students vary dramatically in their answer to this questitire participant may make very generic
O2YYSyia NBIFINRAYI WoSAy3ad LINARS dBD LHWRPARS NB F a$5d
definitions of the word. By steering the participant to consider a pharnmaigntated 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 @ask to explain their perceived differences).

This question moves the interview towards the specifidcare2 ¥ G KS LI NIAOA LI yiQa
RS@OSt2LySyd a | addzRSyd FyR aSNwSa (2 0O2yaiR:
professional development occurs relative to their current stage of their training. It was important to
establish an understandg 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?

LG o6& K2LISR GKFG (GKA& ljdzSadAazy g2ddZd R KStLI G2 A
they had experienced. Gaining an understanding of what participants remember and value from their

formal learning may give an indicatiofhthe 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 questionvad 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 allowansideration of a wide range of influencesoth those related tainiversity 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 influencesci#bed 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 mechasms 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 sagskao explain
their perceived differences).

13. What different things do you think might influenbow other MPharm students develop into
professionals?

¢KSaS ljdzSadtAz2ya NS RSaA3aIySR G2 tft2s NBFESOGAzZY
their course mates. It was hoped that this would allow the participant to consider how othezfogev

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 liiferent family or in a different healthcare system).

It wasanticipatedi K G ©6& F&al1Ay3 lo2dzi O2dzNBES YIGSaQ SELISN
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 yoprofessional 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 regeél curriculum could be changed to provide additional
opportunities to develop professional attributeBhey were written tallow the further expression of
GKS Y2aid AYLRNIFIYG SEA&AGAYIT 2N LRGIGSYOGALEZ AYyTFEo

The concepbf assessing professionalism, and the value of finding ways of doing so haveémg
difficult tasks for educators. Although somewhat speculative in nature in comparison to the other
guestions, it was hoped that this might provide insight into the waat 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 MPhastadents (approximately 100)
excluding the student investigators, usirapm independent administrator as a gatekeepéys
participants contacted the gatekeeper to volunteer, they wseat the participant information sheet
(as presented in appendix B)located 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 interviefa)mned
consent was gained form each participant using the student consent form in appemsbirterviews

took place over a-6veek 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 checkwmegracy of the transcription.
(Automated transcriptions are only around 80% accurate, and often misinterpret technical language
and acronymgd dzOK | & Wat KBEMO ®F yR WLINB
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All resulting transcripts were checked by the author, including where studemisiigators 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 Clarke 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.
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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 as sought and granted by the University of Portsmouth Faculty of Science and Health
ethics committee, whiclprovided a favourable approval undapproval SFEC 20R05 (as per the
letter presented as appendix 1 herewitls 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 askedd questions, which the author was required to answer before apgirov

was granted:

1 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 registstattusof participants in
both the focus groups and the Delphudy, and alsmf the gathering of data from external
stakeholders as part of the metanarrative reviéiine committee was satisfied with this additional
information.

T ¢KSNBE g+ a I RSa O pdfdsiionalimplyng that ihezRe3e/alieady Fegrantd
ratherthan W & (i dZBnSh¢ itérview topic guide, which was corrected by the authBine main
ethicalissues related to this study concerned participant information and consent, data storage

and handling and the position of the author as Sehiecturer on the MPharm course.

2.9.1 Participation information and consent

Participationwasvoluntary at all pointsStudy information and consent forms which conformed to
University standards were approved as part of the submissind,mesented in the appelices 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 tee tim

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 witilersity requirements. The actual handling of
the data included depersonalisation at the point of transcription. Participants in group data collection
events were asked tdreat all comments made within the focus group as though they were

confidential iformation, but investigators cannot guarantee that this will be the case.

2.9.3 The investigator as Senior lecturer

As a lecturer whaoaughton the MPharm course, the investigateasin a position of influence over
undergraduate students. The avoidance of paternalisas therefore of prime importance.
Participants werénformed of the contact they may have with the investigator whilst undergraduates

and in future practice.

Information for this group of participants poietl them to the personal specification of the
investigator on the University website, which descdliegeir job role and likely situations under which

they may encounter the investigator initirole.

2.9.4 Other aspects

Asking undergraduates to consider how they themselves developed as studenthanagausel

them to reflect upon negative or unpleasant experiences in their past. It is possible that this might
have causel stress and participant&vho may have wishetb discuss their feelings after the data
collection eventsin this event, participants would have beeeferred tothe Universitycounseling

service or their personal tutor ammsideredppropriate 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 attibutes felt to be important by a number of key stakeholders in pharmacy education,
including regulators, professional bodighe public (through the pressuniversities, academic
researchers and the staff involved in the teaching of the Portsmouth MPhaagramme. 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 thee different methods, the author was able to keep the final aim of this work
in mind ¢ 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 ChapterThree: The metanarrative review

In which Idiscussthe adaptation of the metanarrative process to this revjethe selection of
paradigms for inclusion, the data collection and analy{@®clusions are drawn from the datathe

form of a set of attributes incorporating all five paradigms.

3.1 Introduction

The reason for the choice of a metanarratreziewis outlined in chapter two.

3.1.1 The metanarrative review research question

The researclguestion for the review is:

OWhat professional attributes are valued by different stakeholders in the development of pharmacy

alddzRSydaKke

The three important aspects to consider here were:

1. ¢t KS NBGPASs YySSRSR (2 3l dtko8gisowmepaadioghsa maydof | £ |
use this language, or may primarily concern themselves with unprofessionalism, all results
needed to be presented amsitiveattributes to allow comparisons to be made.

2. W{dFK1SK2f RSNAQ ySSRSR defonthgddveldpmént df thefstudenf.LJ2 NI |
This must include data concerning the opinions of a wide range of groups for the review to be
of maximal impact.

3. ¢KS GSN)Y WLKIFNXIFOe adGdRSyitaQ ¢la dzaSR a2 | &
UK where usefl. 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 professionaf¥, 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 wideaety of sources as possible

YR RA&AOdzaaAy3a adl(1SK2t RSNE Ay TF2N¥Ifte gAGK O2f f
of potential paradigms / traditions. Further consideration of the availability of resources, the potential

for capturingthe 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 tabl® below.
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Table9: Features of the five paradigms selected for the metanarrative review

Paradigm

The
statutory
committee
paradigm

case

Laypress articles

University
admissions
materials

Academic studies

Guidance and

policy

Stakeholder groups

GPhC GPhC FTP panel

represents the
values of the
pharmacy regulator

Public opinion as
voiced by thelay
press( tabloid and
broadsheet plus
online news page

Academic
admissions tutors
The values ol
universities when
recruiting MPharm
students
Academic
researchers in
pharmacy practice

Advice and policy
from professional
groups

Definition and scope

Pharmacist FTP case
Consider aspects of code
conduct and performance
not followed

News articles concernin
the professionalism of
pharmacists. Articles
coming from positive anc
negative stances value

equally

Information freely
available online, or
university MPharm

websites for applicants

Interventional scholarly
papers relating to the
development /
measurement of

professional attributes
Published professiong
attributes, guidance anc
discussion documents

Context of data

Describes aspects of the standards
conduct and performance not met by th
registrant. Implis those professiona
attributes which were valued by th

panel

Wt KI NI OA & G &what yould
the public gather from these article

regarding professional

attribute:

expected of pharmacists by the author

What would an MPharm
gather about the values of the

applicar
Universi

and how they will be expected ti

develop professional values?

What professional attributes are valu
by pharmacy education researchers
what have they tried to develop o

measure?

A wide range of stakeholders hay

published their ideas

regardin

applicable attributes for different stage

of initial training of harmecists

Format of
information
collected
Extracted from

reports available
on GPhC website

Directly extracted
from articles as

presented in
online version of
publications
Extracted  from
web pages anc
any linked
documents
(course
descriptors etc)
Boolean logic
search of
databases.
Extracted  from
written papers
Boolean plus
inductive C
articles excluded
form  academic

studies above

Practical aspects.

September 2017Aug 2018 only
(one year only visible o1
website)

Pharmacist cases only

September 2017¢ September
2018. Available online. Selectic
2FWSR  (12LIQ o{
broadsheet (Times@
Guardian®), BBC® and SI
news websites

Materials relaing to 2019
MPharm entryc accessed in No
2018

UK Universities only

Papers published between 20C
and  2018. Interventional
Pharmacy undergraduatonly

Articles published betweer
2000 and 2018. Pharmac
undergraduates considere:
(May focus on registrants
however)
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3.1.3 Quality standards formetanarrative Reviews

It wasimportant to meet quality standards for metanarrative reviews where possible, to ensure the
review was robust. The RAMESES prof&cé>1*was designed, in part, to define relevant quality
standards for both realist and metanarrative reviews. These standards were constructed to provide
guidance to both cmmissioners of reviews and researchers themselves in a way that echoes the
standards used to judge traditional review procesees via the PRISMA statement for structured
quantitative review$*”. A broad range of sources influenced the final standards, including the personal
expertise of the authors, feedback from training sessions and stnis and comments from the

wider research community.

The standards, and the extent to which this review meets thedisisussed in tabl&0 below.

3.1.4 The data collection procesg how this was achieved

The data for all paradigms was available online wad 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

COWD-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 cdusions are discussed for each paradigm in turn, below.
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Table10: RAMESES publication standards for metanarrative reviews and how they were considered in this study.136

Standard

How this metanarrative review met thestandard

Title identifiable as having
metanarrative goals

=
=
Z
o

G! YSOFYyFNNIGAGBS NBOASSG 2F LINRFSaarzylf Fdd

N

Abstract

Not a requirementere,as part of a Doctoral thesiSee conclusion to the chapter fsummary

Rationale for the review

The valued research examining professional attributes looks at single sources of information to ident
set of attributes by consensus. The metanarrative approach allows higher order insights which are
by single paradigrbased studies. This appears to be an underused method in this area

Objectives and focus of reviey

Time is a restrictive element for this review. For some traditions, gathering all available data is unnec
and impossible. The focus ife 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

Changes in the review proces

Time limitations reduced the scope of each paradigm e.g. the colleatione year of FTP cases. Inductiv
results added (where discovered when searching other paradigms e.g. crossover between scholarly
and expert committee reports)

{ SFNOK SNXa 6SNBE Y2ROKSE Ydded tadyesSseadB dsdiaNBE R S
YPharmacisf

Rationale for using a
metanarrative approach

TO capture a broad range of previously excluded data, to compare the opinions of a variety of stake
AY LIKFENXYIFO&® YdzZKyQa y2GA2y 27T ihktParadighis Kolid fadilitai®

data analysis. What is a paradigm here? A broad range of resources used to achieve the aim of gath
previously ignored data sources

Evidence of adhering to
guiding principles of
metanarrative review

Pragmatisng yes, entJA NRA OF £ y I G dzNE 2F dzaAy3d W20 0A2dza Q NI
Pluralismcgd S&> 3+ GKSNAY3I WYdAZQIALIX S | y3IftSa 2F Aff dzy
Historicity¢ where possible, yes, but with an eye on the current nature of the research question
Contestatiorng yes, the range of paradigerallowed the synthesis of higher order data through comparis
and contrast

Reflexivityg yes, continual development of ideas and thinking as review progressed

Reviewg Use of supervisor feedback to guide writing

Scoping the literature

Gaining a fedor the different paradigms confirmed their suitability, was achieved through initial scopi
exercises. Led to some changes in methods as described in point 5 above

Searching process

Yesg see description of individual paradigms for the processes emgloye
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Standardd O 0 R X 0 | How this metanarrative review met the standard

10. Selection and appraisal of Yesg see description of individual paradigms for inclusion and exclusion criteria used
documents

11. Data extraction Paradigm specifi¢ see individuaparadigms for data collected

12. Analysis and synthesis Yes- Overarching principle was to use Braunand @@k YSG K2R 2F GKSYF GAO
processes 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, limitationsnd Strengths and limitations included in general discussion below. As this forms part of a Doctoral thesi
future research directions steps are outlined in other chapters

18. Comparison with existing Described both in the discussion foiglthapter, and other chapters
literature

19. Conclusion and Seechapters eight and nine
recommendations

20. Funding This study received no external funding
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3.2 The GPhC statutory committee case paradigm

3.2.1 Introduction

¢tKS DtK/ aSSa AdGaQ NRtS Fa SyadaNAy3 LldzofAO al FS
pharmacies and pharmacy technicians. Mandatory continuing professional development and an
annual declaration of FTP have been introduced to empower the &P when registrants FTP is

called into question. Whilst the GPhC website encourages the public to raise concerns where these
Y@ FFFFSOG Lzt A0 al ¥Sie 2NJ O2yFARSYyOS Ry LIKI NI

explains that not all concerns will be investigated, thus:

G2S g2yQi Ay@SaidAaarasS Ittt O2yOSNya | o2dzi LKIF NY
prioritise concerns where there may be a risk to patient safety or where public confidence in pharmacy

AAAAAA

O2dZ R 0SS I FFSOGSRéD

Examples of concerns the public could ramadich should normally be dealt with through the

LK+ NYI O0eQa 2¢y O2YLX | anedsarvicelN®ed, SR dads Bowavdrddt mdrea O dza
serious issues, the GPhC has a process involving initial data collection and an Investigating Committee
6L/ 0O® hyteé Ay OFaSa gKSNBE WiEKNBaAK2f R ONRBSNALIQ
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 undperformance which might affect public safety. It is therefore

only in the mosserious 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 fadings 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 o# 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 winas had a recent FTP decision makdee inclusion and exclusion
criteria for the paradigm are shown in table 1The data collection for this paradigm involved
reviewing the cases reported by the GPRQvhich involved pharmacists for the year between
September 2017 and August 2018. This short time period was chosen because only the maost recent
one year of cases is available to the public. Without having knowledge of the registration numbers of

individualpharmacists who have been considered by an FTP panel it is not possible to search beyond
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2yS @SIENY ¢KAA Flrtfta Ay tAyS ¢ A4 KeGRaSwebditkals® & t dzo
records decisions involving registered pharmacy technicians, but these emsiidedy the

investigator dueto lack relevance to this review.

Tablell: Inclusion and exclusion criteria fine FTP case paradigm

Inclusion criteria Exclusion criteria
Fitnessto-practice cases Other reports on GPhC website
Reports freely available on the GPhC Unavailable, or only available with prior
website 1y26f SRIS 2F GKS R

registration number
During the ime period September 2017 to Outside this period
August 2018
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 Onferouncil 2010 consideré®i 2 6 S WAy LJ

in the case OR aspects of rule 51 of the Pharmacy order'®0dm0oked (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 ofetrents in question were

O2yaARSNBRO O2yaARSNBR (2 KI @S 0SSy WAYy LI &

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 amication 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' fulhames 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 sparidt 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 pdatong GPhC website

and from that point it was nopossible 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 hérewi
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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). Twelvetechnicianrelated reports were excluded, leaving 29 cases that met the inclusion

criteria.

c2tt2oAy3d GKS RIGF O2ttSOGA2y SESNDAaAS:T RIGE gl

thematic analysi&?to develop potential attributes of professionalisras described in chapter two

Steps one and twa familiarisation with the dataset and identification of initial ideas

The following observations come from immersion in the dataset.

Breaches of the lawFTP karings 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 2019 above.

In aases 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 thateothe
conviction was spent, they might potentially become fit to preectis 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 actiohghe 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 critela. For example, a registrant was permanently removed from the register following the

of dissemination of Islamistterrorist’d 5t I § SR YIF GSNA I f & 0AyOf dzZRAYy3I | Wc
OFrasSa Ay@2t @SR (KS @GASgAy3 [2L0KAGNBAIYIIARSA 2 T yURA YN

same decision from the panel.

¢tK2aS OFasSa ¢gKSNBE (GKS NBIAAGNIyliQa O2y@A0GA2Yy o
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 svpresented. Excepting these, the other case
NBLR2NI& AyOf dRSR O2y&ARSNIGAZY 2F WoKEG GKS LKL
the conditions imposed by the FTP panel. Reference to a range of sections of The Standards of

Conduct, Ethicsral Performance 201246 W5 SAa ONA 06 SR (G KNRdzZAK2dzi (G4KS OIF &8
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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 im tleport, the investigator mapped the

description of events to the standards inductively, to allow consistency. The standards are presented

in appendix8.

Step two- generate initial data

This step was achieved by looking at the standards applied in eaeh c

C2dzNJ 2F We¢KS {dFyRFNRa&aQ T2 N)S Ro-préktiSe apde@itghdhbé &8 2 F |

impaired:

StandardtWal 1S LI GASyd e2dz2NJ FANRG O2y OSNYyQ
Standard 3W{ K2 ¢ NBaLISOG FT2NJ 20KSNEQ

Standard6W. S K2y Said YR (NHAGs2NIKeQ

Standard 7W¢ | 1S NBaLRyaAoAfAle F2NJ @2dzNJ 62N Ay 3 LI

Standardl- Make patients your first concern

We¢KS LINPGAAAZ2Y 2F aSNIBBAOSAE 6KAOK NS al¥FS FyR 27
to protectthewelldo SAy 3 2 F LI G A S yténdenti.g) Rerditlie Sost.domnionly@@ted & G |

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 standad operating procedures or are of not of an appropriate quality in some otherqifay

example pharmacists regularly making mistakes a with controlled drugs, dispensing of medicines or

being fit to practice at the time they are the Responsible Pharmgci& Qi A 2y mMdc 0O0W52 @&
LINE JARS YSRAOAYSA YR 20KSNJ LINPFSaaArzylf &ASNIDAO!
OWYSSLI) FdzAtf FyR FOOdNI S NBO2NR& 2F (GKS LINRFSaal

were quoted in severalases.

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 aitieriod 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

= =A = =4

Behave as would be expected of a pharmacist by the public

Standard3 - Show respect for others

A small number of the hearings concerned two particular statememtsbm 6 YwSO23yAaS RA:
NBaLISOG LIS2L)X SQ& Odzf GdzNIF £ RAFFSNBYyOSa IyR GKSANJI
OWENBIFG LIS2LX S LRtAGSEe FyR O2yaAiRSN

One case concerning dissemination of a video of an act of terrorisnmdesed 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 coraggrears 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 experiencegb@rson.
Observed potential attributes arising from this standard

9 Hfective canmunication
1 Kindness and beneficence
1 Recognie diversity anddo not permit personal factors to affect relationships with patients,

the public and others

Standard6 -Be honest and trustworthy

Honesty was a value which was particularly emphasised in pfdbie cases examined (almost all
OFaSa AyOfdzZRSR a2YS aLlSOG 2F aSOitAz2y ¢ 2F GKS a
G2 YFAYOGFAY Lzt A0 (0NMHzZd FyR O2yFARSYOS Ay &2 dzNJ
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circumstances aund 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 spgaifimation honesty

being a key principle fgrofessionals

{GraSYSyt cop o6WwaSSiG FOOSLIIofS adl yRINRA

2F LIS

jd2GSRd / 2yaARSNIrGA2y GKFG NBIAAGNIyGaQ ¢l YSa L
a4 6KSY WHG 62N]1Q Aa | 1S LINAYyOALX S 2F LINRFSaa.

varied from dishonest accountingncluding money launderinghrough to registrants who made

mistakes in controlled drug registers and attemptedn@nipulate them, to cover up the mistake.

Some registrants refused to @perate 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

wastheNBEIA AG NI yiQa adzoaSljdzsSyd o0SKIF@A2dz2NI 6 KA OK

g1l a

Statement 6.9 describes requirement of pharmacists to promptly tell the GPhC, employers and other

relevant authorities about situations where fitnegspractice is, or may be, impairett specifically
YSyGiA2ya AYyF2N¥VAY3I 2F FyeuKAyYy3a (GKFdG YAIKID

/' aSa AyOfdzZRSR O2yaARSNI GA2Y 2F GKSGKSNI Aff

AGRI YL
KSI f

convictions and the findings of interhmvestigations. (Although the specifics of health issues are

redacted from a number of cases because of patient confidentialitiyich limited the usefulness of

this information in this review).

Summary:There is a&commontheme which runs through the sas 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 mog 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 disered, or on reflection of events

=A =4 4 =4

patient/public harm
1 Maintaining standards of honesty such that theuth in the individual andin the profession
are upheld

WSFESOGAY T FLIINPLINRFGSte 2y 2ySQa 0SKI @A 2 dzNJ
Proactively taking restorative actions, especially where events lead to potential active

f Thedutyofcandoucda K2y S&a (F (BNMzikwaE 2 Ay |t Ada F2N)a
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Standard7- Take responsibility for working practices

This sectiong I @ WAy a fedf daseQwhere the registrant seemed to lack understanding of
appropriate job roles for the members of the pharmacy team, did not follow gmomte standard
operating procedures or other working practices, did not ensure that they kept their legal and

professional responsibilities or that they did notaperate fully with ongoing investigations.

Cases here included those in which the regidtrdiil 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 asmall number of cases involvimggistrants not complyingvith investigationswhich
included &ck of communication and actively refusing to-ayerate with both internal company

investigations and those held by the GPhC themselves.

Summary Panels appeared to considgharmacists not taking adequate responsibility for working
practices as an approjate 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 standafdsractice. 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

1 Selfregulating own health andapabilities

i Having good knowledge of regulations and appropriate roles for members of the pharmacy
team

1 Consistently applying standard operating procedures to protect patients and thepubli

1 Duty of candour and willingness to learn from mistakes

1 Willingness to cooperate with investigations or procedures with respect once fitness to

practice

Step threeg 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 theses where possible then rephrased where needed to

generate the initial attributes listas peffigure 8.
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Step four and fiveg refining of themes

Themes were reviewed for internal homogeneity and external heterogeneity and remodelled several
times before tke 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 capttneal themes are

shown in figureo.

Paged2 of 358



Chapter Three

Figure8: FTP case paradigm iadraft
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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 @sa dzii dzl f dzy RSNRGFYRAY3I 0SG6SSy LIS
O2yySOGA2YT I NBf I (A 29 arébryl(defiDedladid O8 SINBZE S RI & &2 NIKS 2
KFE@Ay3 aGNBy3a Y2NIf LINKYOALX SaT™and iefecdivelpracicE 32 2 R
(with reflection definedag 3A @Sy (2 RSSLI 2NJ OF NBFdzA GKprdafAKGXZ S35
a spiritual nature; characterized by this quality; thoughtful, contemplative, philosophical,
AYUNRALIS OGO AQBSE

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 casafschild 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 ketanine 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 dolsmpharmacist 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 ndertake 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 investigatiwas launched. This individual was removed fromphamacist
register for 6 months, partly because they were initially unrepentant. They were permittedjtinre

the register after demonstrating their remorse and undertaking further training and orship.

Lack of patiententredness 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 regispermanently, 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 permamtly removed from the register because they had attempted to abduct-a 14
yearold 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 adegsre punishmenas 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 dfust - 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 othgress of dishonesty. One pharmacist was removed
from the register for channellingf controlled drugs worttseveral hundred thousangoundsfrom

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 hortgsand 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 payh@hisggist was

removed from the register for one yegra longer period than in some cases where the offence may

seem to have been more seveg® SO dzAS 2F KA & | LI NBydG fF 0] 2F N&F
KIS R2YySQ | YR WLz fohe dajordifféehtviing faciordvlieRdedididy e NS

length of suspensions, and altruism and humility are therefore valued.

Reflective practice

There are many cases where the defendant showed a lack of reflection araivsedness which

O2dz R KI @S LINBZSY(iSR (GKSY FTNRY ¢gNRYy3IR2AYy3IOD ¢ KS
pharmacist who altered prescriptions for skin products for h@n®on 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 attapting to hide this up by the use of false signatures. She refused-opemte

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-aelare that she might richave 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 euoflcases. 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 additiofig informed the employer that they had done so, when they had
been unable to find time to do this. The pharmacist was givenmmsith suspension from the register

due to not fulfilling their duty of candour. Across the datagpennesds seen as a kegttribute 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 investigatipthen 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 pnactis

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. Theyshould 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 wasd/ahost highly across

these cases.

In conclusion, this paradigm will contribute effectively to the final attribute list.
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3.3 Thelaypress article paradigm

3.3.1 Introduction

Patients and the public are the recipients of the care provided by pharmacistsiatigdatefore useful

G2 AyOfdRS GKSANI SELISOGIGAZ2Yya 2F LKINYFOAaGAQ L
Whilst there are some studies looking at public opinion of pharmacists, there is very little of direct use

to the review. The reportinn the lay press of events concerning pharmacists was therefore used as

a proxy to gather relevant information.

Thelay press has a complex relationship with public opinion. The media both reflects and actively
AKEFLISa ¢gKFEGO WIKS Yli2ydzi2 yi KIXK SA 33a0dK355S (20F  GIKKAS/ (Ral 8ldd W2
emotive aspects of events in attempts to horrify or engage the reader. This tends to be most
STFSOGAODStE2RRY 81 0B 2WRBRSG4ELI LISNES TF2NJ SEF YLX S
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 evbris

just do so in more eloquent language. The Times and Tlaedam 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 werelsd 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 bestdideos 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 reseces above according to the following source criteria:
UK-based media publication / outlet

Media from the selected datas24/09/17 to 24/09/18 available online

Online search tool available for historical articles

= =/ = =4

Results searchable by date of publication
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¢tKS NBaz2dzNOSa FT2N ¢KS {dzys ¢KS aANNRBNE ¢KS Ddzr NF

BBC website and Sky News website were all availableofrelarge.

The Times and Sunday Times has a paywalttenduthor 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
ArticlesSf F GAy3 RANBOGfe G2 GKS aSIFNOK GSN¥Ya WLKI NXYI
All purely informatiorbased aticles considering the use of medicines for the puyldich as reviews

of OTCtreatments and purely advisory articles based onghasing or selecting medicines were

excluded.

Searches varied between sources, with one soufoe Mirror) being difficult to search using date as
a filter. The other resources permitted the viewing of search results by dhte.did not prevent the

author from finding relevant articles in The Mirror.
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3.3.3 Results

Sixtyone articles fulfilled the search criteria andvere included in the datasetMany of these
represented parallel reporting of the same events in different sources. Seven criminal cases
representedtwenty-nineof the articles considered between them. These mostly considered reporting
of legal casedncluding the Gosport War Memoribdospital(GWMH)case'#’, three cases involving
terrorism 14%148 one case in which pharmacist took medicines to end the life of his elderly fdther

a case of murdet®®anda case of child rap®! (athough the defendant in this case was reported as

being a pharmacy student).

An additional twentyarticles returned by the search were excluded based on the criteria aitwee.
most common reason for articles to be excluded was that they related to phautiaal industry
business affairs, rather than pharmacies or pharmac@ther exclusions included advisory articles

concerning treatment of minor ailments, skin complaints etc.

Apart from the criminal cases discussed above, the -sirgy acceptedarticles are broadly of four

types, concerning

1. The misappropriation of medicines by taking them out of the 8ligBly chain in order that

they be sold without an appropriate prescription on the black market

2. Organisations charging the NHS vast quantitiesgiamcurement of medicines, including
WA LIXOALF £ &

3. Individual dispensing errors artldeir consequencefor patients
nNYMWNRTFSaaA2ylfQ OUAGAGASE 2y GKS LI NI 27F |

Examples of each are provided in the discussion of this paradigm. Most ofidtlietes 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 nolly developing specialty services or using their unique skills.
There was much to gather concerning public expectation of healthcare professionakyemifically

of pharmacists, fronthis.

Following a process dictated by Braun &ldrké®, thematic analysis of the articles was carried out

and draft(as perfigure 10) and final themegas seen ifigure 11) form the basis of tenets which come

from this paradigm.
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FigurelO: Lay press article paradigm, early draft.
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3.3.4 Discussion

Patient-centredness

The first theme in this paradigm is that mbssessing attributes required to provide servicestred
around the individual needs of individual patients and the pulbliost of thesearticleswere centred

in some wayaround relationstpsfalling below the expeetd professional standards-or 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
administef>®. The patient diedas a result othis 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 patiententredness was also called into question in an article published in The Times,

which described he female patients taking sodium valproate were left uninformed about the risks

of foetal malformations and miscarriage during pregnancy and the need for adequate contraception.

t KENYFOA&GA 6SNB y20 WKIYRAY3I 2JSNTFLINGSHBG SWRNIZ SN
concerning these risks 4 months befof@rticles form this source are not referenced as they are

dzy I @1 At o0fS gAlGK2dzi | O0Saa G2 ¢KS ¢AYSa OAl Adac

Threesubthemes related to the atient-centerednesarose from the data:

Rapport

Rapport (defined by the OED aMutual understanding between persons; sympathy, empathy,
O2yySOUGA2YT | NBfFUGA29aKALI OKEKSODENEA8RF a& SO KRG
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 atsldfatland the
aforementiored pharmacist who was accused of murdering his\ifallegedly by injecting her with

insulin then strangtig 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 analgesidosie prescribed andTC.

The risks associated with loigrm and highdose 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 passess seen as key in helping patients to use these
medicines appropriately through a patienéntred approach and effective communication. This was
echoed in a piece from The Guardian which outlined existing pharmacy services, etilled 1 K S

maxedout NHS, pharmacists are just what the doctor ordeéréef. This describes the changes in

Pagel01of 358



Chapter Three

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 patiezgntred 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 défjrteé OED a& ¢ K S

quality of being humble or having a lowly opinion of oneself, meekness, lowliness, humbleness: the
opposite of pride or haughtine$s.¢ Applied to this review, the term is used broadly but with an

AYLE AOFGA2Y GKFG AdG AyOfdzZRSa | aLIBO0 & AFFd3G R Y134 LINEC
selfreflection and seltritique whereby the individuaot only learns about another's culture, but one

starts with an examination of her/his own beliefs and cultural identifi&s. The reporting of a legal

case of one pharmacist highlights this. He trained two boys to bedstamic StatelSISWF A I K G S NA Q3
aK26SR (KSY K24l lig2F QRIANDAYR dRY¥SHSR GKSY L{L{ GNI
beheading whilst telling thet L ¥ & 2 dz & NXzf &  ®WhBdemdndiratds B extiekh& y & 2 dz
lack of humility*® from many perspectives. This was emphasised in the rampthat 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 professichading
pharmacists were described as influencing the services they provide to the extent that they opt out of
R2Ay3 &23 koAscirtionSobjacaolTIThe2atticledvas very negative regarding the rights

of professionals to refse 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 hdroootiaception on the

basis of beliefs, as long as they comply with GPhC guidance on signposting to alternative $&rvices).

Empathy and altruism were also valued aspects of rapport in relationships. The pharmacist who ended

KA&d FlLOKSNRa tAFS gAGK |y 2LALFIGS 20SNR2aS gl a O
he had been bgging to end his life on a daily ba%fsHe was described by the Judge at his trial as

I QGAYy3 2dzi 2F WYSNDeQod 1S (ySs GKS Nrala | aa20hl

out anyway. This was seen as being more important than following the law in this article.

W{XiRQ 0 SaldckdhaRraisNgwas criticised in many articles relating to the misappropriation
of prescription medicines. For example, a story in The Sun described how large quantities of controlled
RNXz3a ¢6SNB 0SAy3 &2t ousthharmadistsIor giofit MahSuii chr@erndfar thedzy & O N

user. This was linked to the suicide of a student in Bristol who was undergoing withdrawal from
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