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GHP Evidence to Modernising Pharmacy Careers

Thank you for the opportunity to respond to this evidence gathering session.  

The Guild of Healthcare Pharmacists represents UK wide around 4,000 pharmacists including the majority of hospital pharmacists, pharmacists employed by NHS Primary Care organisations and pharmacists employed by other public bodies such as Prisons and the Care Quality Commission.  The Guild is part of the health sector of the union Unite.  As such we will mainly seek to confine our comments to these pharmacists in the managed sector although we recognise that we cannot in the public sector practice in isolation of pharmacists in other sectors, the wider pharmacy profession or indeed other healthcare professionals.  

Our responses may not always be complete as we are representatives of a democratic organisation and should panel members seek information in areas where we have no defined policy or position we may note the question and respond after subsequent discussion with our Executive, Council or wider membership.  

We organisationally absolutely believe in a collaborative approach and work closely within and alongside many other pharmaceutical organisations. We may be repeating some views you may have already heard. We make no apologies and hopefully as both a professional and industrial representative body the same views with the different emphasis and context may give your further insight.

We can start by agreeing with your initial stance that pharmacists in secondary care already make a strong contribution to the delivery of patient care, but there is still more potential and opportunity for pharmacists in the managed sector to take on greater responsibility for the management of medication, maximising the benefits and minimising the risk inherent in the use of medicines by patients in line with existing evidence through better selection, optimisation and utilisation of this most frequent therapeutic intervention in the NHS with just over two-thirds of the population taking medication at any one time. 

We also agree that to obtain this benefits we must grasp the opportunities to improve the education and training of pharmacy professionals and develop career pathways to empower practitioners with ability, confidence and a skill set to deliver safer effective and higher quality of care to patients providing a clear leadership role in medications management within the wider healthcare team.  

We too recognise the unique contribution to health, well being and patient safety of the pharmacy workforce and how this is not fully utilised in the wider healthcare team and currently inhibits the effective delivery of care.  

We will start our evidence with the output of workstream I as this is a logical starting point of where the profession will be at the point of registration when your workstream will if workstream I is implemented commence. The work in that workstream identifies in many ways the historical gaps you will have to address and the requirement for many existing registrants to be upskilled and developed up to that initial starting post.  However we also have to accept that postgraduate education currently actually starts with pre-registration training so we will present evidence in that area for the interim period.

We have largely agreed with the analysis on the existing undergraduate course in identifying the weaknesses within the current arrangements that work against the development of effective confident clinical professionals due to a training culture that emphasises perfection over excellence.  This means that the student’s excellent scientific knowledge cannot be applied in the context of clinical practice.  Their total segregation in the educational establishments also leads to professional isolation from pharmacy and other healthcare professionals.

We also totally concur with the principles outlined in Workstream 1 as to what is required going forward

There must be 

· Early exposure to practice to inform professional development and career choice.

· Better integration of teaching, learning and assessment of science within a clinical and professional context.

· Greater teaching and learning emphasis on clinical decision making in an imperfect world.

· Closer collaboration between education and healthcare providers supporting the students throughout the course setting a foundation for professional life.

· An integrated course that produces a fully formed novice practitioner at the end of five years.

We also note and would promote and encourage its continuation in this workstream the open and radical thinking that produces concepts like intercalation and how they can be potentially used to facilitate the professional requirements post-registration in industrial, clinical pharmacy practice or most other spheres of pharmacy practice.  This may be an opportunity if the initial practice context and patient contact is sufficient in the course to undertaken a clinical skills programme.

However where we may disagree is with the idea that the solution is as simple as splitting the pre-registration years into two six months periods and perhaps can be effectively cost neutral.  Hence we suggest that any final proposals must be fully funded with a clear implementation plan and recognise that the these welcome changes will produce further “burdens” and pressures on existing pharmacy services and its workforce that will have to be considered in your plans.

If we reflect on the key elements set out for pre-registration  education and training in Chapter 7 of the Pharmacy White Paper for England they stressed:-

· Meaningful clinical context and experience throughout the undergraduate programme and determine whether  this can be maximised by integrating the degree course with the pre-registration year.

· An appropriate funding framework in place to support academia and clinical practice in delivering the new programme

· Sufficient capacity in the academic workforce and appropriate infrastructure in clinical practice to provide high quality education.

Structures and provisions which currently enable the pharmacy workforce to develop professionally

There are three areas where this workstream has potential impact for us to consider although there are a number of key factors that are essential for effective progress that we will keep returning to in the submission but there are some fundamental principles

· There needs to be a clear national strategy of how the professional development of pharmacy, the associated credentilisation of practitioners and accreditation of services that links into improved care of patients.

· A supportive, integrated and enabling legal and regulatory framework  – we welcome moves to update the not fit for purpose legislation for medicines and the General Pharmaceutical Council (GPhC) focusing on light touch regulation based on outcomes (the whats) rather than process (the hows).

· A series of agreed professional standards and associated capacity planning to ensure that the future services are resourced with appropriate levels of professional staff and finance.  This will include an effective senior management infrastructure.

· All of the above should not be constraining but underpinning and enabling allowing senior leadership and individuals to improve the core service model to further stretch existing knowledge, practice and service delivery.

· It should provide a clear career pathway, improved job satisfaction for pharmacists and appropriate remuneration for the extra development and improved care delivered.

1) SERVICES TO THE PUBLIC

This must be the number one driver for any changes with a requirement to improve safe, effective and economic utilisation of medicines by patients.  There are numerous examples of improved care like integrated medicines management, non medical prescribing and individual specialist practitioners but these not always fully researched and disseminated, they are often isolated and based on local leadership and drivers rather than within a clear national strategy.  This must be addressed as stated if we are to progress and have the right people with the right skills at the right time in the right place.  Currently this crucial role is focused on identifying and correcting errors that cause patient harm with the recent EQUIP study showing 8.9% of 124,260 medication orders checked contained a prescribing error likewise the CHUMS study in care homes showed two-thirds of residents were exposed to one or more medication errors.  

Recent studies on independent prescribing by pharmacists have shown high acceptability to patients with most patients not reporting a strong preference for either their non-medical prescriber or a medical prescriber with generally positive views being held by other healthcare professionals.

Hospital and primary care pharmacists with their underpinning knowledge of pharmacology, current post-graduate training and experience are well placed to undertake this role both within hospitals and as part of any out-reach service particularly for patients across a wide range conditions and particularly for those patients with co-morbities.

There must be a structured mechanism for increased co-ordination and the sharing of best practice, evidence base to ensure effective implementation and prevent duplication and waste as practitioners constantly practice in isolation and reinvent the wheel.

2) PROFESSION OF PHARMACY

Progress has been made in many areas although this again is not co-ordinated and/or always structured. Examples would include

The wide uptake of post graduate clinical pharmacy programmes supported by employers and NHS regional/national workforce organisations that no doubt addresses some of the weaknesses in the current undergraduate programme, supports input into service delivery by individuals and is clearly linked into the remuneration process within hospitals.  However there is no standardisation of these programmes, it is not linked into a career development ladder and whilst they started around developing clinical practice - HC88(54) - often there is now a major recruitment and retention aspect to their widespread availability.  The remuneration structure and a legitimate desire for individual professional development have made them an essential requirement and perceived right of every novice practitioner in hospital practice.    However, a similar widespread development process for technical services is not available despite a clear service need.

Pharmacy in the NHS has through economic drivers actively pursued skill mix with the development of advanced roles for pharmacy technicians and dispensers including prescription accuracy checking, logistical and management roles in procurement, distribution, manufacture and in the front line care of patients supporting the management of medicines.  However the NHS has opportunities to take this further with a review of skill mix across as well as within the professions.

Pharmacy practitioners in the managed sector have also actively embraced automation and information technology both for its benefits in improving medication safety and for its ability to improve the supply process both logistically and economically.  Our members however have sufficient experience to recognise that these advances actually increase the need for effective and increasingly more specialist pharmaceutical support.

Support for pre-registration trainees typifies the approach to pharmacist development in that it varies widely according to both their training site, pre-registration tutor as well as their geographical location.  In England, Scotland and Wales although no training is deemed compulsory, all pre-registration pharmacists have access to all of the resources including learning at lunch, e-learning and workshops as well as supported learning via communities of learning. In Northern Ireland, the Northern Ireland Centre for Postgraduate Learning and Development (NICPLD) and the Pharmaceutical Society of Northern Ireland (PSNI) provide mandatory courses tailored specifically for pre-registration trainees ranging from workshops on law and ethics, cardiovascular disease in practice and first aid.
Using the GPhC/PSNI competency frameworks for pre-reg trainees, it is more difficult to determine how pre-registration pharmacists are supported by formal education to develop the ‘softer’ professional skills they require i.e. interpersonal skills and organisational/management competencies.  
In the NHS and commercial sector training providers will also offer training, both formal and informal, throughout the pre-registration year often locally determined but directed by a defined syllabus, curriculum and co-ordinated at an SHA level in hospitals for economies of scale. For example the London Pharmacy Education and Training website shows a program which offers workshops to their hospital pre-reg pharmacists on a range of subjects including audit and CPD, first aid and the drug tariff, whereas in other areas details of formal hospital training programmes are more difficult to obtain but cover similar areas but again it is not co-ordinated.  The variation in numbers of trainees at different Trusts and geographical locations means that funding to support sustained regional and in-house training is inconsistent due to economies of scale and placements are often obtained through goodwill or regrettably on pure economic grounds when they are used for service delivery purposes only. A Regional deaneries – style of approach - with a responsibility to all pre-registration trainees in all sectors in the region would enable a more co-ordinated approach to the delivery of training, ensure and maintain standards and the attainment of appropriate competencies, but there also needs to be an element of national commissioning to ensure a fair distribution of workload and ensure that the needs of the national rather than local markets are addressed for example recognising the extra contribution of London.
Existing arrangements for the selection of suitable pre-registration tutors to support the pre-registration trainees is limited to 3 years qualification as a pharmacist and a willingness to become a mentor (GPhC).  In addition to this, the PSNI require that potential pre-reg tutors in Northern Ireland attend one day of tutor training initially and then a half day every 3 years to remain on the tutor register.  Whilst this support is useful, it mainly signposts key responsibilities of the tutor in relation to appraisal dates and completion.  It does not address the development needs of pre-registration tutors e.g. providing feedback appropriately, developing a learning culture in your pharmacy etc.  We believe this is essential to ensure parity of education provision across training sites and this support for mentors and tutors should be ongoing.  The current workforce shortage has reduced the ability of services to support these unfunded roles increasing pressure on the existing infrastructure to support professional development and on those individuals who undertake roles as mentors or tutors at pre and post registration development. A national approach to the development of pre-registration tutors and the funding of protected time to support trainees is essential in order to raise standards and support equality in pre-registration training.
Pharmacist professional development, particularly support for continuing education with introduction of mandatory CPD, has been recently supported by the adoption of novel ways of increasing our access to up to date pharmaceutical knowledge via our CE providers.  They are moving away from the traditional ‘study day’ to webinars, online learning sets and the distance/open learning courses.  
The Competency Development and Evaluation Group (CoDEG), a South East  based collaborative network of specialist and academic pharmacists, developers, researchers and practitioners, have produced the General Level Framework (GLF) and the Advanced and Consultant Level Framework (ACLF).  
 The GLF has been used to support the development of training programmes for pharmacists in secondary care e.g. NICPLD vocational training programme and the Joint Programmes Board (JPB) in Northern Ireland and parts of England respectively, although some Trusts still use the traditional continuing education route for pharmacists usually a HEI designed and delivered clinical pharmacy diploma.  In Scotland there is a rotational National Vocational Scheme based on a competency framework linked to the NHS KSF framework that uses reflective practice and work based experience to build a portfolio of evidence. It s supported by the Directors of Pharmacy of NHS Scotland and local universities and provides a foundation for trainees wishing to take a post-graduate qualification in clinical pharmacy. In practice there are difficulties in the amount of work, ensuring appropriate rotation through the different specialities and many students do not finish the course but seek posts that offers them direct access to the formal HEI training.

Again, similar to pre-registration training provision, this disparity of approach to post-graduate training inevitably leads to more variation in pharmacist competencies in different areas.  This variation in method, involvement of active practitioners in the designing and/or delivery of the content is greater than at undergraduate level due to a lack of a national set of outcomes, standards and consistency checking process apart from prescribing which is an annotation to the register recognised by the regulator and delivered to national standards.
Pharmacists pursuing specialised technical roles such as QA, pharmaceutical production complete bespoke courses to reflect their specific education and training needs e.g. Leeds University offer the ‘Postgraduate Diploma Pharmaceutical Technology and Quality Assurance’ or PTQA.  However these courses are not widely offered across the UK due to low demand and this can lead to difficulty in accessing training locally.  This is compounded by the lack of clear career pathways, a national approach to succession planning and their small specialist nature can lead to them being overlooked especially in a locally regionally or sub regionally driven commissioning model.  As a consequence of the size of the profession and the sub-specialities this is a significant issue requiring national determination. There are already concerns about maintaining this workforce, which has a different age and band profile to the clinical pharmacy workforce.  
In relation to the development of the future managerial leaders within the profession from team leaders to chief pharmacists, the provision of formal and informal training across the UK is patchy.   Similar to the specialist technical roles they are a small specialist group of practitioners that is not attractive to many existing practitioners.  They are working in an environment devoid of standards with little formal professional support and no national strategy on succession planning.  
3) TERMS AND CONDITIONS OF PHARMACISTS

The terms and conditions and a safe workplace for our members is the third issue that needs to be addressed.  The NHS has in the last 10 years undergone a major renegotiation under Agenda for Changes that has evaluated posts to ensure an appropriate and fair remuneration between postholders and an effective harmonisation of the various terms and conditions although the developmental aspect of the agreement based on the knowledge and skills framework is not as successful.

There are already in place two strategies for non-medical and non-nursing professionals in Science and Allied Health Professionals it is essential that equity of opportunity and fair treatment be maintained prior to appropriate evaluation. These competence based career pathways for both these professions can be approximately mapped to the current pharmaceutical career, although there are some major variations due to pharmacy being two registered professions and there being differences in the knowledge and skills requirements. They also have the advantage of describing what is advanced and consultant practice and these have been developed by skills for health into a number of high level characteristics with specific qualities described. In the case of pharmacists this commences with a post degree training programme, registration and regulation as a novice practitioner, development of specialist and advanced practice usually supported by a postgraduate qualification at a higher education institution with clinical leadership being the final level 9 step.  Please note the career pathways levels are not the same as Agenda for Change Bands but the eight components of a post link in that knowledge, skills and experience and responsibilities increase as you move up the career ladder.  

The other issue of equity relates to the practice of pharmacy within Europe and the need to ensure freedom of movement not just within the UK but also within the whole economic union.  The 2010 survey conducted by the European Association of Hospital Pharmacists looked at how member countries dealt with hospital practice as a specialisation.  It showed that specialised care is provided in 12 EU member states covering 72% of the total population of the EU.  This involved all the major countries bar the United Kingdom and Ireland and the newer accession states. 

You in your invitation set four questions that we would now like to address

Constraints and barriers, which impede professional development and how they could be addressed 
 There are a number of barriers 

Skill mix across the UK is highly variable affecting the ability of departments to develop in tandem with their colleagues in neighbouring Trusts. There is major variation in both skill mix in hospital pharmacies between pharmacists, technicians and support staff although this we accept may be related to service delivery and configuration.  There also seems to be major variation in the range of pharmacist bands by region, which may reflect ability to recruit or poor implementation of the job evaluation component of Agenda for Change as much as service needs.  However without standards and capacity plans this is currently undeterminable.
  

Support for education.  Although pre-registration training is universally supported by NHS employers and managers, other post-graduate non-mandatory training is often less clearly protected for pharmacists and varies widely from Trust to Trust and HEI to HEI across the UK.   There is also uneasiness that economic concerns rather than service needs will in the short term set commissioning levels for pre-registration training.  Additionally it can be seen that the NHS over provides for its own needs with retention rates of around 60-70% due in part to the major salary differential – our members are already reporting cuts in the numbers of posts to be commissioned.  

However in a profession such as medicine all the pre-registration and foundation training is formally undertaken with the managed sector within a formally assessed and managed programme with appropriate clinical supervision and monitoring of the foundation level practice.  This is undertaken before the individual participates in a specialist training programme - that may involve then involve specialisation in general practice when the core clinical skills have been embedded into the individual’s practice. This has the advantage of ensuring the training is varied, structured and not isolated from other members of the healthcare team. 

This professional isolation has already been identified as a problem in undergraduate training and there is a danger of it being compounded post registration is novice practitioners are practicising alone in a single handed practice unsupported, unsupervised and unchallenged.  Further educational development will be impaired especially if postgraduate and leadership training remains self directed and totally uni-professional in nature and focus.  

Although pharmacy is not alone in this aspect of training and multi disciplinary deaneries or skills networks including pharmacy are a positive step for pharmacy education.  This benefit will only be achieved if they are not lost due to their small specialist nature or equally importantly the sub-specialisms like quality control; chief pharmacists within pharmacy are not equally neglected.  These all suggest the need for an effective mix of national and local commissioned training and some sort of super-numerary establishment as part of the NHS pharmacy infrastructure. 

Workforce Availability – Evidence has shown there are major gaps in the managed sector pharmacy workforce at band 6 and band 7 this can mean that there is a local element of band drift ensuring senior practitioners initially do not have the required competencies or senior practitioners have a major part of their time on the delivery of clinical pharmaceutical work that could be undertaken by a novice or foundation practitioner thereby ensuring the mentoring and training support is further compromised in addition to the potential to use those specialist and advanced skills to improve patient care.

Current discrepancies in SHA commissioning supports show the current lack of parity in approach to postgraduate training and engenders a low moral within the pharmacy team e.g. a requirement for minimum 2 years experience in Trust A before a clinical diploma is funded compared with clinical diploma offered as part of band 6 job offer in Trust B.  Although we accept this probably reflects the use of training as a recruitment and retention vehicle rather than as part of a strategic career ladder.

Financial constraints  - We accept this is a time of economic difficulty and career development must be shown to improve the delivery of patient care in terms of safety, effectiveness and have a clear financial benefit to organisations.  We must ensure that the requisite mantra of doing more for less does not equal poorer care for patients and this is seen as an invest to save process. The literature has started to provide some evidence that advanced and consultant specialists can be expected to bring about very considerable benefits sufficient to outweigh costs and usually enough to justify investments especially if compared to alternative service delivery models.

We expect your interviews will show a broad consensus amongst practitioners, professional representative bodies, clinical interest and specialist groups and education providers that most existing roles do make economic sense and wider implementation would be beneficial on economic grounds alone.  We suspect that the main barrier to predicting the benefits is a methodology for demonstrating the likely benefits in a particular specialism and or care setting. This prevents robust business cases to be developed for these advanced and consultant roles.  As described in other professions the evidence could show benefits but not so easy predict them.  The solution described was a need for stronger and more robust metrics to identify the costs and benefits in various roles especially ones that are credible with Trust managers and commissioners, available from existing information systems and they are built into these new service models from the start.  This will give us evidence not just isolated case studies that can be applied and disseminated to other providers and commissioners. 

Prescribing – This is currently undertaken by about only 3% of the total pharmacy workforce of which 71% are currently prescribing, although many hospitals have a very significant minority of their front line non-novice pharmacists with a prescribing qualification..  However the evidence suggests that like a lot of other postgraduate pharmacy developments it has largely been driven by individual practitioners to date and has been used to improve the quality of existing services as opposed to enabling service re-design.   We agree with the proposals of the MPC working party that medicines optimisation changing formulation or doses in current medication on repeat prescriptions or other documentation is suitable for a pharmacist at the point of registration.  We would with the clinical management plans agreed with a medical practitioner in a formal clinically supervised development programme accept that these pharmacists could initiate agreed clinical changes to prescriptions and patients clinical care.  This would be even more suitable should the undergraduate programme be changed to ensure more content in social and behavioural sciences, improved clinical and consultation skills in a clinical rather than isolated teaching environment. This would be combined with enhanced professional judgement addressing the complexity of professional decision making, the influence of medical uncertainty and the role of professional socialisation in determining one’s own limits of professional competence.

We further agree with the working party on prescribing and would urge that you seek to propose following the implementation of the recommendations of workstream1 and possibly before that any post-graduate career structure that ensures:-

· The period of training being dependent on a minimum 2 years before embarking on independent prescribing training is transferred into a formal competency assessment framework

· The need for taught qualifications is replaced with a robust formal period of supervised practice, appropriate clinical assessments and demonstration of clinical capability.

· Ensure that experienced pharmacist prescribers can share this supervisory activity or become supervisors themselves.

 

Lack of Clear Strategic Direction – It could be argued that the requirements for the formal accreditation of pharmacists with special interest and consultant pharmacists are quite clear, but on the ground the uptake has been quite low. There are now only 42 consultant pharmacist posts in England across a wide range of clinical conditions.  In 2005, the Department of Health developed a document ‘Guidance for the development of consultant pharmacist posts’.  This guideline highlights best practice in the development of these posts as well as the competency framework and also suggestions on supporting the person who achieves this role.  The RPS website hosts the ‘National Consultant Pharmacist Group’ (http://www.rpharms.com/professional-development-and-education/consultant-pharmacist-group.asp) where these practitioners can network with each other and support their professional development.  The other countries in the UK have not yet established any consultant posts for a number of reasons although the recent document from the DHSSPSNI ‘Review of Development Needs for Pharmaceutical Staff in Hospital Practice’, May 2011, recommended the creation of 5 consultant pharmacists in pharmaceutical care for Northern Ireland.  The difficulty in these posts is there is no formal links with either education and/or research that would facilitate their development and thus it depends on local senior vision and an individual’s personal interest and drive to progress and sustain. We would favour a national approach to the development of these advanced practitioners who provide clinical leadership for the whole profession with a supportive organisational and regulatory requirement formally linked into the educational and/or research agenda.

Lack of an Established Professional Leadership Body – is major barrier to effective professional development as it yet may be dominated by a community pharmacy sector that is increasingly owned by major overseas commercial companies with a seemingly disenfranchised professional workforce most of whom wish to work as locum practitioners.  A contractual environment that is largely based on the volume of dispensed items and innovative methods of purchasing is also not totally conducive to professional development in non traditional areas outside of supply and distribution.  Whereas in the hospital sector staff from the point of registration spend often over 90% of their time on direct patient care, medication management and clinical pharmacy services delivered outside of a dispensary.  It will be difficult to develop a post-graduate structure suitable for both sectors although there is a lot in common in terms of agreed service direction and a desire by the individual practitioners but it is essential that the needs of the public and profession are not delayed by commercial pressures and business imperatives in the absence of this professional leadership.  There may also be a desire for increased regulator involvement but their role is in relation to setting standards for conduct and competence and they do not set standards for clinical practice and a regulator held specialist list would be inappropriate if the structured training framework proposed does not produce an environment of greater risk to public safety or if the changes can be delivered across professional practice and not require significantly different levels of proficiency between practitioners that requires clearer definition.  It would be useful for the public to be clear on the level of the practitioner providing treatment and this may be addressed if robust and credible by the use of post nominals by the professional body.  

 

Lack of Formal Practitioners and Services Links to HEIs –We accept that there are teacher practitioner posts in many universities but most pharmacy teaching at undergraduate and even at post graduate level in HEI’s is undertaken by HEI employed staff.  The development of an infrastructure of senior clinical academics where the clinical in this context is practice needs to be also addressed. In 2007 the Department issued a memorandum of understanding between the DoH, NHS and University Employers and the respective Trade Unions that addressed the following

· set out the NHS and university understanding of the role of joint staff of NHS organisations and universities who are engaged  in both teaching and/or research as well as the delivery of patient care.
· clarify selected duties and responsibilities of their employers

· document established practice in respect of those staff

· confirm that such arrangements are outside the scope of VAT

They recognised that whilst it applied to medical and dental staff the situation was changing for other professions . The document therefore deliberately encompassed any health care professional engaged in both teaching and/or research as well as the delivery of patient care.  This may be a method of further integrating pharmacist advanced practitioners and consultants thereby improving educational delivery, although it may need additional support and funding.  Currently the role of teacher practitioners has developed largely with the goodwill of employers to support arrangements locally.  They have made a tremendous impact on pharmacy education but the reality is that they tend to be not always the very highest clinical practitioners or banded staff and like many other things they have developed in the absence of a strategy for developing clinical teaching at either undergraduate or postgraduate level.
How future healthcare provision and sector drivers impact on professional development 

General
· An aging population

· Efficiency targets will increase in public sector - includes Community Pharmacy remuneration
· A focus on ambulatory care provision
· Increased need for seamless care provision as increasingly ill patients being 

· discharged into community i.e. pharmacists who can work across sectors to support community colleagues with complex case loads of patients

· Further development of care delivery in public health, primary and community care.
· Potential of more self-care and self-management.
· A focus on patient experience and patient safety 

· The need to identify and resolve medication related problems in a timely fashion 

· Ongoing needs to achieve service transformation and service efficiencies.
· Increased competitiveness between providers and potential fragmentation of current networks and collaborative structures.

· Political direction will always be short term and unfocused.

Pharmacy

· The need to increase the role of the community pharmacist within the healthcare team starting with access to medical records for patients and creating an environment where they can move from the emphasis on the supply of medicines to a broader healthcare role.
· Increased recognition of the importance of medicines management and the need for an integrated approach (note IMM project in NI) i.e. co-ordination of seamless provision of care across primary and secondary care including increasingly timely communication between healthcare professionals 

· Longer term increased numbers of pharmacists and/or trainee pharmacists – employment vs control of entry? 

· Pharmacy education and practice is largely outside of DoH funding and control.  It is wasteful and in many ways a tragedy in human terms if numbers are allowed to excessively grow possibly for the university sectors benefit without some sort of recognition of the required workforce demands and post graduate capacity for training.  We note medical and dental professions have the ability to control numbers of home and overseas students and most other professions require there is significant NHS input into the numbers of places commissioned.
· Supervision regulations and its role in profession has yet to be determined

· Significant numbers of isolated practitioners shown in Medicine to be less effective and safe.

· Powerful multinational companies with extensive lobbying ability in community pharmacy will seek to shape the agenda
· Impact of MPC workstream I proposal for the integrated MPharm and the 5 year degree – 

· The impact on calibre of recruit this will attract i.e. same grades as Medicine but student will currently have to pay for an extra year of University (at £9,000 p.a.) or the whole of the course if holding another degree. 

· The impact on the NHS workforce in relation to training and the need for heightened QA processes in relation to training delivered and assessed at NHS training sites. 

· The Impact on the free movement of pharmacy students and pharmacists if England and Wales move to the integrated MPharm and Scotland and N Ireland don’t – will the GPhC still regulate the degrees in NI if they do not have the same course – if they do not regulate the course, will pharmacists still have a reciprocal agreement to move from NI to GB without completing extra pre-registration training?  

· A legacy workforce who will need to be upskilled and developed if they are not to be left behind and disenfranchised and their contribution to patient care not maximised.

· A danger that the pace of the journey is set by the slowest carriage or common denominator especially if that is a majority of the train. 
· Impact of new technologies
· Robotics
· E-prescribing
· Remote supervision
· Internet Supply
How the pharmacy workforce will achieve professional development in the future.
The pharmacy workforce in all sectors is under stress and pressure.  The recent review in Scotland showed hospital pharmacists appeared happy with their pay but had conversely major concerns about having to cover for absent posts due to the early career pay disparity between hospital and community pharmacy.  They also had concerns about increased risk of commercialisation and a breaking up of integrated service delivery.  This fear of unfair out-sourcing or commercial cherry picking is compounded by the uneven playing field due to the inequitable tax treatment of registered hospital versus a commercial or private provider in the supply of medicines in the all the home countries except Northern Ireland.  These basic infrastructure issues of workforce numbers and taxation need to be addressed.  

We would like to see an appropriate and enforceable professional capacity plan to ensure appropriate numbers of staff of the appropriate band and skill mix is developed related to the complexity and scale of the services provided.

This would be supported by a set of outcome standards developed with an authoritive and robust professional framework, specifying the levels of practice and the associated competencies associated with the level of practice to deliver the required quality to improve and maintain patient care.   Standards cannot not just be set for individuals in isolation but have to be accepted by employers, various regulators e.g CQC, MHRA and other judicial authorities and staff representative organisations. 

There must be a professional career pathway in all sectors to ensure that novice practitioners in the formative post registration period are not unsupported or undertaking roles that require additional and higher level competencies E.g. Responsible Pharmacist.  Close and designated clinical supervision of novice or foundation practice is in our view essential to improved delivery of care and individual professional development.  The workforce shortage, significant numbers of pharmacist with self employed status and commercial drivers have prevented this being addressed although they have provided a need for employers particularly in the managed sector to fund and support substantial professional development and qualifications for individuals.  If the numbers and quality of pharmacists entering the register increase possibly with significant debt it is essential that there is a planned rather than market led approach to ensuring the standards increase to the benefit of the patient.  In addition if individuals are expected to take a lead and responsibility their needs to a clear pathway for them to undertake and a requirement for employer support throughout that development.

A deanery type approach in each region to support pharmacy education and training from pre-registration to consultant pharmacist – possibly based on the existing or new CE providers in each country will facilitate a multi-professional and practice based approach.  It will also facilitate the opportunity to skill mix across rather than just within the professions.

This will need

· An appropriate strategic direction at Governmental, Regulatory and Professional Body level that matches other professions already covered by the deanery structure

· Supported by an effective and enforceable regulatory environment that addresses outcomes required, as well as defining the appropriate capacity and levels with the types of resources required to deliver the outcomes.  

· Encompassing a structured close and personal clinical supervisory system for novices and foundation practitioners

· Developing an effective post graduate career ladder that ensures the patient can recognise and thus be certain that they are being seen by the right pharmacy practitioner with the right skills and competencies to meet their specific individual needs.

· Recording a growing evidence base about the steps on that ladder demonstrating that patient’s risks are reduced with increased knowledge, skills and experience of the practitioner.

· Having an equitable remuneration system that reflects the value provided by the individual practitioner irrespective of the role or sector of practice
This is a wonderful opportunity to change and shape the future and invest the resources, commitment and enthusiasm presently available to enhance the progress already undoubtedly attained within the service on better medicines management and patient care.
David Miller – GHP President






Graeme Richardson – GHP Chair of Practice

Roisin O’Hare – GHP Chair of Education

� EMBED Word.Picture.8  ���








Chair, National Professional Committee & GHP President : David Miller

Professional Secretary: Barry Corbett Administrative Secretary Amanda Cass 

Guild of Healthcare Pharmacists Unite House, 128 Theobalds Road London WC1X 8TN

Email: Amanda.Cass@Unitetheunion.org  Website: www.ghp.org.uk
1
10

[image: image3.wmf] 

_1348129537.doc
[image: image1.png]>

unite

theUNION







