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Abstract 

Aim: To develop a competency based continuous professional development (CPD) 

support package based on a workbook of competencies for community pharmacists 

working with patients with diabetes mellitus type 2 in primary care. To monitor the 

competencies attempted and evaluate by means of a pre and post measurement of views 

and attitudes to CPD. 

Subjects and settings: (a) 19 health care team members in the model of care design. (b) 

18 community pharmacists in consensus building. (c) 60 pharmacists in a controlled 

study to monitor and evaluate the package. 
Main outcome measures: (a) Model of Care. (b) Measured consensus on pharmacist 

activities. (c) Uptake of elements of the Support Model; changes in pharmacist views 
and attitudes to CPD; investigation of pharmacists' CPD priorities. 
Results: Findings established an agreed model of care and a set of activities 
(behavioural statements). These statements linked to nationally agreed multi- 

professional competencies producing a, CPD diabetes workbook. This formed one 

element of a CPD Support Model. The three most used elements of this model were (in 

rank order); educational courses; use of published papers and CPD workbook. 295 CPD 
issues were identified. Of these, 93.9% were addressed. The majority of CPD issues 

were identified and addressed during 0- 6 months. Priority for their service development 

was the most cited reason for identifying and addressing CPD needs. 
Conclusion: Scottish Community pharmacists are extending their role within a new 
renumeration contract. CPD is becoming formalised and is a necessary support to the 
development of new services. This study shows community pharmacists perceive 
themselves to be not yet competent in basic activities necessary to provide care to 

patients with diabetes and further education and CPD support is required. This project 
used a research approach in diabetes which may offer an exemplar for use in the 

management of other chronic diseases. 
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Chapter 1: 

Summary of Main Research Findings 



1.1 Main Research Findings 

This initial chapter summaries the main research findings and views them in the 

context of their contribution to the field. 

1.1.1 Research Focus One 

This research focus used qualitative methodology to investigate a conceptual model 

of pharmaceutical care for patients in primary care with type 2 diabetes mellitus. The 

potential role of the community pharmacist within this model was explored with 

members of the healthcare team. 

The development of the community pharmacist role in the care of the patient with 

type 2 diabetes mellitus requires extension through improved working in partnership 

with nurses and GPs. Methods of improved communication with other members of 

the healthcare team and attention to methods of referral, where appropriate, are 
important focal points. The targeting of this care and the care model that is best 

suited to particular settings will be subject to local variation. 

The acknowledgement of changing roles within the delivery of patient care was a 

recurrent feature in this research, leading to a questioning of the relevance of who 

actually delivers particular aspects of care in the future. This finding from the 

qualitative research led to the replacement of the specification of profession in the 

revised model by the wider use of the more generic term `clinician', which represents 

any appropriately trained professional. 

Running diabetic clinics, delivering patient education, conducting near patient 
testing, patient monitoring, managing repeat dispensing and the identification of 
defaulters were all highlighted as potential areas for community pharmacists to 
become involved. The generation of a diabetes care model offers pharmacists a 

means of seeing that whatever their contribution to care, it requires to be made within 

a larger context, recognising that there are different ways pharmacists can contribute 
to the multidisciplinary service. Prescribing roles for pharmacists have been 
introduced in the UK since 2003 to recognise extensions to non-medical prescribing; 
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these developments in chronic disease management, affecting nurses and 

pharmacists, have introduced new possibilities for implementation of a care model in 

which service roles can be shared between disciplines. 

This resultant Model of Care will allow matching of learning opportunities to meet 

well-defined educational needs that are linked to particular clinical functions. This 

initial work provides a step towards the design of CPD tools and systems to help 

community pharmacists perform newly defined roles within the healthcare team. 

1.1.2 Research Focus Two 

This research focus used a modified Delphi exercise to achieve consensus on 

activities which could be delivered by a community pharmacist to patients with type 

2 diabetes mellitus. 

The majority of suggested pharmaceutical care activities in the Delphi exercise 

reached consensus suggesting a desire to deliver a comprehensive pharmaceutical 

care service to patients with type 2 diabetes mellitus. There was early consensus that 

community pharmacists contribute to monitoring of blood glucose, HbAlc, ketones, 

blood pressure and body weight in the patient-held booklet and also for the process 

of referring patients to the GP if appropriate. These findings may demonstrate a 
developing confidence among community pharmacists in their ability to handle and 
interpret clinical data while accepting greater responsibility for basic clinical 

monitoring. 

The two activities in which consensus was not reached involved sharing plans with 

the patients and other members of the diabetes team to ensure appropriate foot care 

and adjusting doses of insulin. Perhaps hesitancy to agree to these activities may be a 

lack of training in both these areas rather than an exclusion of their relevance to the 

pharmacy service. Research linked to continued professional development is 
indicated in order to help direct attention to the needs of service providers. 

For service development and linked continued professional development a well- 
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defined service model for delivering pharmaceutical care to patients with type 2 

diabetes is required. This thesis has proposed such a model based on a consensus 

among the leading edge community pharmacist practitioners in Scotland. These 

consensus agreed pharmacy activities or behavioural statements were then linked to 

multidisciplinary agreed competencies resulting in a competency based framework. 

The Delphi participants felt there was a need for training in order to provide an 
intensive pharmaceutical care service to the patient with type 2 diabetes mellitus. 
Almost half the participants felt they needed some training away from the workplace 
although only a minority felt that they require substantial training away from the 

workplace. 

Consensus was reached that all community pharmacists should be assessed and 

accredited as competent to deliver this service. Participation at courses was the only 

method of accreditation which reached consensus. This finding is in contrast to the 

educational philosophy that attendance at an educational event does not result in 

competence. Other methods of assessing their competency such as by Multiple 

choice question examinations or practical examinations (OSCE's ie. Objective 

structured clinical examination) did not prove popular with participants. 

With regard to continuing CPD support, consensus was reached with peer support in 

the form of case discussions and reflections on good and poor practice, but only 

within the profession of pharmacy. These activities within a multi professional group 
did not reach consensus. 

1.1.3 Research Focus Three 

This final section of research involves the development, monitoring and evaluation 
of a competency based CPD Support Model for community pharmacists delivering 

pharmaceutical care to patients with type 2 diabetes mellitus. 

The profession of Pharmacy in Scotland was developing rapidly at the time of the 
study with the imminent introduction of the Scottish Community Pharmacy Contract, 

4 



specifically on Chronic Medication Service, allowing the community pharmacists to 
deliver a more comprehensive pharmaceutical care service to the patient. From the 

work in Chapters 5,6 and 7, a competency based CPD workbook was designed with 
five competency clusters, 54 competencies and 47 behavioural statements. 

This workbook required modification following a pilot study to aid completion by 

the community pharmacist. From the work in this chapter it would appear the 

workbook is comprehensive with all common and more unusual pharmaceutical care 
issues in the pilot group linking with existing competencies within the workbook. All 

CPD linked pharmacy activities in the Competency-based CPD workbook were also 
identified as an issue by at least one participant during the 12 month study period. 
This strengthens the argument that the competency-based CPD workbook was fit for 

purpose and that all the CPD linked pharmacy activities within the five competency 
areas were relevant to this group of clinically active practitioners. Although pilot 
group participants suggested some modifications on the workbook, they felt that 

competency based CPD workbooks were probably a necessity for identifying 

learning needs and allowing development of new services. 

Evaluation of the CPD Support Model was made by measuring study participants 

views and attitudes to CPD before and after using the model in the active group. This 

was compared to the views and attitudes of the control group at zero and twelve 

months who received no CPD support. 

There are limited data on pharmacists' views, attitudes and participation in CPD; the 
information from our study contributes to informing the forward pathway for the 

profession. This research proposed an example of a CPD Support Model that resulted 
in an apparent increase in motivational and attitudinal scores (although not 
statistically significant) with no increase in CPD hours. 

To establish which elements of the CPD Support Model are used most frequently is 
helpful for education providers in the production of future CPD support. While direct 
face-to-face courses are the favoured way of learning by study participants, there are 
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varied preferences for other elements which support pluralistic and customised 

approaches to the provision of CPD support. Within the CPD support model a 

competency-based CPD workbook has a definite place. 

The total number of CPD issues being identified from the workbook during the 12 

month field study was 295 with 270 (93%) of these issues being addressed during the 

study period. This rate of issues being addressed is very encouraging and shows that 

given an appropriate time period, practitioners can use this CPD tool effectively. Of 

CPD issues being identified, the majority were identified during the first six months 

of the study. The percentage of CPD issues identified and addressed within six 

months was 86%. The most popular reasons cited for identifying these CPD issues 

were that it was a service development priority. 

This study identifies that community pharmacists were not yet competent in basic 

activities necessary to provide pharmaceutical care to patients with diabetes and 

further education and CPD support is required. 

1.2 Implications of Research 

1.2.1 Implications of Research for the Pharmacy Profession 

1.2.1.1 Pharmaceutical Care Issues 

This research delivers a number of positive messages to the pharmacy profession. 
From Research Focus One, this research has shown that the diabetes mellitus 

multidisciplinary team considers community pharmacists as important team members 

and capable of carrying out the majority of functions in the resultant model of care. 
Within Research Focus Two, another vital message for the pharmacy profession is 

that community pharmacists were keen to deliver a comprehensive pharmaceutical 

care service to this patient group. 

The research findings show that community pharmacists still do not feel competent 
in providing basic pharmaceutical care skills. These findings will be of interest to the 
Schools of Pharmacy and NHS Education for Scotland whose function is to provide 
education and training to the NHS workforce. This lack of competency must be 
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addressed before the implementation of the CMS element of the new community 
pharmacy contract. In terms of clinical governance the community pharmacist must 

be trained and appropriately supported to deliver these extended services. 

Competency based CPD tools will aid delivery of these skills. 

Within Scotland at this time there is no higher education institute or special health 

board with the facility to `accredit' community pharmacists to deliver specialised 

services such as the pharmaceutical care of type 2 diabetes mellitus. This research 

would suggest that such facilities need to be created to meet the demands of frontline 

service providers. 

A role of the community pharmacist that emerged as widely supported in our 

qualitative work was the encouragement of the patients to comply with their 

prescribed therapy. Suboptimal use of oral medication being one of the reasons for 

poor glycaemic control. Education to support patient self-monitoring of co- 

prescribed medicines (not just diabetic medicines) and over-the-counter medicines 

was also highlighted as an important role for community pharmacists in this work. 

A new potential function identified for community pharmacists, was the initiation 

and ̀ fine-tuning' of insulin dosing. They conclude that as the prevalence of diabetes 
increases this demand will escalate and that more staff will require training to 

undertake this role. However throughout the thesis there was reluctance by Scottish 

community pharmacists to take on insulin-specific services. 

1.2.1.2 CPD Issues 

With community pharmacists in Scotland extending their role within a Strategy for 
Pharmaceutical Care in Scotland and a new community pharmacist contract, CPD is 
becoming formalised and is a necessary support to the development of new services. 
The monitoring of mandatory CPD for the pharmacy profession is almost a reality. 
Now is the time to research appropriate CPD support tools to allow easy 
documentation of continuous professional development activities to meet the 
competencies required to deliver pharmaceutical care. In this research in both the 
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Control and Active Groups an apparent increase (not statistically significant) in the 

use of RPSGB documentation was observed for the time period June 2006 to June 

2007 as pharmacists prepare for mandatory CPD. This research offers to link practice 
with theory by allowing submissions on the e portfolio version of the CPD workbook 
to be electronically mapped directly onto the society's CPD pages from 2008. This is 

the first pilot of CPD mapping RPSGB has carried out. 

This research highlights an important point to the profession of Pharmacy. No 

multiprofessional CPD activity achieved consensus in the Delphi exercise carried out 
in Research Focus Two. The hesitancy for this participation will need further 

research as if community pharmacists are to be accepted as a member of a 

multiprofessional team they will need to be involved in multiprofessional diabetes 
CPD sessions. 

The concept of a community pharmacists' vocational training scheme is a possibility 

within Scotland. This study is using a research approach in diabetes which may offer 

an exemplar for use in the management of other chronic diseases. This Support 

Model with competency based CPD workbook could form one specialty within this 

vocational scheme. 
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Chapter 2: 

Research Introduction and Background 



2.1 Introduction 

The aim of the following review of the field is to familiarise the reader with the 

issues relevant to the chosen field of research namely continuous professional 
development for community pharmacists providing pharmaceutical care of the 

patient with type 2 diabetes over the study period from 2002 till 2008. 

The majority of the thesis concentrates on research directed towards care of patients 

with type 2 diabetes. This was a deliberate decision based on the greater prevalence 

of this condition compared to type 1 diabetes and the propensity for the former to 

receive care in primary rather than the secondary care setting. 

The purpose of the following review is to inform the reader of the many 
developments in pharmaceutical care in Scotland; in the current treatment of diabetes 

mellitus; in the understanding of Continuing Professional Development (CPD) and 

the competencies required to deliver pharmaceutical care during the period of 

research. The end-point will be an overview of the research methodology used 

throughout the thesis and research data analysis and verification methods employed 

within the thesis 

2.2 Developments in Pharmaceutical Care in Scotland (2002-2008) 

In 1990, the concept of pharmaceutical care was first developed and defined as a 

type of health service by Hepler and Strand as 
"the responsible provision of drug therapy for the purpose of achieving definite 

outcomes that improve a patient's quality of life" 1. 

Pharmaceutical care has been widely discussed in the literature and efforts have been 

made to educate and assist pharmacists in implementing pharmaceutical care into 

their practice. Pharmaceutical care was conceived as a new health service, delivered 
by health practitioners with expertise in clinical pharmacy who took responsibility 
for achieving defined outcomes from medication. 
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Over time the concept of pharmaceutical care has evolved and a philosophy and 

process of care has been developed. The patient care process in pharmaceutical care 

could be defined as: 

" Establishment of a therapeutic relationship 

" Assessment, including identification of medicine-related problems 

" Development of a care plan 

" Evaluation 

" Continuous follow-up 2 

As pharmaceutical care practice has been relatively recently conceptualised, there 

have been various approaches to implementing the practice, including differences in 

the target groups, in the way the practice has been delivered and in the endpoints 

monitored. The outcomes of pharmaceutical care research have produced differing 

results with some trials finding benefits of practice 37 and others suggesting the 

practice does not improve patient outcomes 8,9. This in turn has led to debate over the 

effectiveness of practice10"". However a recent systematic review of published 

studies has concluded that pharmaceutical care services are effective in improving 

medication use and surrogate endpoints but improvement in other outcomes is less 

conclusive. This study suggests that the variability observed across studies 

particularly with multicentre trials, suggests future work needs to focus on common 
definitions and understandings of pharmacists' services and the targeting of delivery 

to those in need and for whom outcomes can be improved 12. 

2.2.1 Pharmaceutical Care Model Schemes (PCMS) 

The pharmaceutical care delivered by community pharmacists has changed 

enormously since the beginning of this thesis in 2002. At the initiation of this 

research the idea of structured pharmaceutical care for patients from a community 

pharmacy on specific chronic disease states such as diabetes mellitus type 2 was in 

its conceptual stage. At that time the community pharmacists' remuneration system 

was based on the number of prescriptions dispensed. They received no compensation 
for time spent counselling, giving public health advice or for any specialist services 
they may have offered. 
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`The Right Medicine: a Strategy for Pharmaceutical Care in Scotland' (2002) 13 

represented a Scottish Government (formerly the Scottish Executive) commitment to 
develop pharmaceutical care for patients in primary care. Prior to that seminal 
document, earlier developments had started in 1999. At that time attempts to educate 

and train community pharmacists to deliver a better quality of pharmaceutical care to 

their patients resulted in a Pharmaceutical Care Model Scheme initiative (PCMS) on 

specific chronic disease states being introduced to certain areas within Scotland 14. 

The work of this thesis aimed to inform and support the diabetes mellitus type 2 

Pharmaceutical Care Model Scheme. This initiative enabled community pharmacists 

to be remunerated for assessing and documenting the pharmaceutical needs of 

patients. The community pharmacists were remunerated for this service on an 
individual patient basis. 

2.2.2 Scottish Community Pharmacy Contract 

The four elements of a new Community Pharmacy Contract in Scotland since 2002, 

have been implemented in a phase-like format. The first two elements introduced 

were Public Health Services and an (electronic) Minor Ailment Service (eMAS) 15. 

These services have been available to patients in primary care since September 2005. 

There are plans to introduce the Acute Medication Services (AMS) and Chronic 

Medication Services (CMS) during 2008-2010. 

The aim of PCMS was to prepare community pharmacists for the introduction of the 
Chronic Medication Scheme (CMS). The author worked in partnership with the 
Director of Pharmaceutical Care Model Schemes to ensure that the research carried 
out in this thesis would be useful to the Scottish Government. In the CMS the 
community pharmacist will be able to spend time with the patient providing 
structured, quality pharmaceutical care to those with a chronic medication. To ensure 
the pharmaceutical care delivered within the PCMS initiative was of a high quality 
and consistent throughout Scotland, educational programmes were prepared by NHS 
Education for Scotland (NES) 16. This need for additional training to allow 
community pharmacies to be the key locus for the delivery of pharmaceutical care in 
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primary care had been previously highlighted by a qualitative study of Scottish 

community pharmacists 17. These programmes were the minimum educational 

requirement to establish a model scheme in a certain disease state. 

NES is a special Health Board, which was established in 2002 by 'the Scottish 

Government to provide education and training to all health care professionals in 

Scotland. The author is a member of staff at this institution. 

Although initial education about disease topics was made available to all community 

pharmacists soon to deliver structured pharmaceutical care to patients, educational 

governance would suggest that long term CPD support would be required to assist 

community pharmacists in this new role 18. 

The PCMS initiative continued nationally until April 2006 when funding ceased. 

There was then a period when there was no remuneration for pharmaceutical services 

from the community pharmacy until the advent of the Chronic Medication Service 

(launch expected 2010). This project used this time period to study continued 

services in this area and to encourage training and Continuing Professional 

Development (CPD) within type 2 diabetes mellitus. 

2.2.3 Medicines Management 

2.2.3.1 Patient Group Directions 

Prior to non-medical prescribing becoming a reality, pharmacists could alter doses in 

line with a Patient Group Direction (PGD). For the past decade healthcare 

professionals have found it useful to be able to supply and/or administer medicines 

using group protocols. In 2000 secondary legislation was introduced throughout the 
UK, which provided the framework for the supply and administration of medicines 

without the need for an individual prescription19. This framework was that of Patient 
Group Directions (PGDs). A Patient Group Direction is a written direction relating to 
the supply and administration (or administration only) of a prescription only 
medicine (POM) by certain classes of healthcare professionals 20. The direction must 
be signed by a doctor or dentist and by a pharmacist. 
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2.2.3.2 Supplementary Prescribing 

Recently the roles and responsibilities of allied health care professionals in Great 

Britain have undergone a major shift. Initiatives were set in place to improve patient 

access to medicines and to reduce the workload of physicians by utilising the skills 

and competencies of allied health professionals, mainly pharmacists and nurses 21-25 

The final Crown report (issued March 1999) proposed that new groups of healthcare 

professionals be permitted to take on additional prescribing responsibilities 23. This 

initiative allowed community pharmacists to further develop the quality of the patient 

care they could supply to patients. Supplementary prescribing is defined as: 
'A voluntary prescribing partnership between the independent prescriber and a 

supplementary prescriber to implement a patient specific clinical management plan 

with the patient's agreement' 23 

This means that the professions are working together with the patient to enhance the 
level of care provided. This does not mean working competitively or suggesting that 

the current level of care is insufficient but is a scheme which will allow the patient 

more choice about care delivery. 

With supplementary prescribing there is a requirement for a patient-specific clinical 

management plan, which although a quality assurance procedure, ultimately does 

lead to an administrative burden. A clinical management plan does limit the ability of 

the pharmacist to treat the patient as it defines the drugs which can be prescribed for 

each patient. This may lead to incomplete patient care with the patient being directed 

back to the independent prescriber. 

Pharmacists can be supplementary prescribers if they are registered to practice with 
The Royal Pharmaceutical Society of Great Britain, have at least 2 years' experience 
since regisiration, have undertaken an appropriate course at a higher education 
institution and completed a period of learning in practice. During the designated 

period of learning in practice, a designated medical practitioner must provide the 
student with supervision, support and opportunities to develop competence in 

prescribing practice. 
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In a recent UK study (n= 518), only 3% of pharmacist supplementary prescribers in 

2005 were actually prescribing within the endocrine speciality, of which diabetes 

mellitus is a major component 26. Lack of time, inadequate support staff and 

insufficient awareness among other health care professionals and the general public 

about the pharmacists' skills and attributes are known to be the major obstacles to 

expanding the professional role of pharmacists, especially in the community setting 
27 

2.2.3.3 Independent Prescribing 

Crown defined independent prescribers as: 
'those responsible for the initial assessment of patients with undiagnosed conditions 

and for decisions about clinical management including prescribing' 23 

Independent prescribing by pharmacists seems a natural extension of the role that has 

already been established by many supplementary prescribers. Courses for the 

conversion of pharmacy supplementary prescribers to independent prescribers will 
begin in Scotland in 2008. This will enable pharmacists to make autonomous 
decisions about the treatment of patients. With independent prescribing, pharmacists 

will be able to prescribe without the need of a clinical management plan. This can be 

a challenge sometimes for a community pharmacist supplementary prescriber 

working from a community pharmacy clinic. 

Supplementary prescribing is also designed for continuing care programmes and is 

not efficient for prescribing one-off items such as in Minor Ailment Clinics run from 

community pharmacies. 

2.3 Type 2 Diabetes Mellitus: Pharmaceutical Care in Scotland 
The incidence of diabetes mellitus is increasing world-wide leading to an increase in 

estimated prevalence from 30 million people in 1985 to 135 million in 1995 28. 

Today throughout the world, diabetes affects one in 20 adults 29, and 333 million 
30 cases are projected by 2025 . In particular, the number of patients with type 2 
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diabetes is continuing to rise due to the increasing number of elderly people, better 

recognition of prevalent undiagnosed diabetes and better care for and survival of 

people with clinically diagnosed diabetes 31'32. Furthermore the adoption of a more 

affluent and westernised lifestyle, characterised by decreased physical activity, 

greater fat consumption and subsequent obesity is also contributing to an increase in 

the diabetic population. 

The emergence of diabetes as a public health priority has led the Scottish Executive 

to signal its commitment to raising standards of care for this patient group 33, 

including the publication of a Scottish Diabetes Framework 34. This document 

requires delivery of an integrated multidisciplinary service to people with diabetes to 
'draw together existing guidance and best practice'. This document states: 
'An effective diabetes service requires all staff to be trained, competent and skilled 
in their components of diabetes care and able to work with other members of the 

multidisciplinary teant needed to provide an integrated service to people with 
diabetes' 34 

On the need for the development of improved systems for chronic disease 

management, Wagner has stated that: 

"The delivery of care in chronic disease management by a co-ordinated team of 
individuals has always been assumed to be a good thing. Patients reap the benefits of 

more eyes and ears, the insights of different bodies of knowledge, and a wider range 

of skills" 35 

The publication of the report `A National Framework for Service Change in the NHS 

in Scotland' (2005) also supports the advantages of this team concept 36. The full 

breadth of the vision of this report requires that the management of chronic long term 

conditions be based in primary care; with the consequences that the communication 
links between the elements of the professional health service workforce in Scotland 

need to be developed. The community pharmacist must become recognised as an 
active member of the diabetes team in order for optimum pharmaceutical care to be 
delivered. 
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Studies have shown pharmacist-led medication review has the capacity to identify 

and resolve pharmaceutical care issues and may have some impact on the use of other 
health services 37'39 and on the patient in terms of short-term Health-Related Quality 

of Life measurements 40. The HOMER study however showed an intervention of a 
home visit by a pharmacist was associated with a significantly higher rate of hospital 

admissions and did not significantly improve quality of life or reduce deaths 41. One 

suggested explanation by the authors for this finding, was that pharmacists may have 

increased the patient's understand of their medical conditions. It was suggested that 

this increased understanding could have led patients to recognise warning signs 

earlier and promoted better help seeking behaviour, leading in more hospital 

admissions. 

2.3.1 Models of Care 

There are an unknown number of UK based Models of Care for patient with type 2 

diabetes mellitus in existence. Some are available on the web 42,43 
,a few are 

published 44.45 
, but the majority are thought to be developed locally and not widely 

accessible. The research methodology that has been used to develop these models 

will vary in terms of styles and rigor. Some models do not involve pharmacists in the 

care of patients 43.44 

Phase one of the Scottish Diabetes Framework 34 was to develop a strategic Model of 
Care consisting of 22 building blocks under 6 broad headings as shown in Figure 2.1. 

These headings are: 

" Prevention and early detection 

" Care monitoring and treatment 

" Specific groups 

" Planning and managing services 

" Implementation 

" Community issues 
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It is obvious that the profession of pharmacy is heavily involved in all 22 

components of developing diabetes care within Scotland. 

Figure 2.1: Building blocks of Diabetes Care in Scotland 34 

Prevention and Early Detection 

Health promotion Public Education High Risk Groups 
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Since the 1970s the responsibility for the routine review of patients with type 2 

diabetes mellitus has shifted away from secondary to primary care ̀36,47. Nowadays 

health professionals within community settings often play a key role in the care of 

patients with type 2 diabetes. The regular review of patients by a member of the 

diabetes team plays a very important part in delivering a good standard of diabetes 

care 48 
. Nevertheless empirical data suggests that the care of these patients could be 

improved TM 
. 

From published literature, there appeared to be no nationally approved practical 

model of care for the patient with type 2 diabetes mellitus in Scotland. This was 

perceived as a gap by the author and a basic foundation platform in order to identify 

areas of care which could be delivered by the community pharmacist. This work 
formed Research Focus One within the thesis. 

2.4 Type 2 Diabetes Mellitus : Treatment 

Diabetes mellitus is a progressive disease associated with severe complications for 

the patient in the long term. Achieving good glycaemic control is one of the most 

important goals in diabetes care. The United Kingdom Prospective Diabetes Study 

(UKPDS 1998) proved that good glycaemic control in patients with type 2 diabetes 

reduced the occurrence of retinopathy, nephropathy and neuropathy 49. Furthermore 

patients reported a better functional status and greater well being. Many diabetic 

patients however have poor glycaemic control. 

Cardiovascular disease is the major complication with patients of this disease type. 
Type 2 diabetes in particular is associated with a greater risk of heart disease and 
stroke 50.51 Patients with type 2 diabetes have a two to three fold increased risk of 
microvascular disease 52. Cardiovascular risk factors often go unrecognised and 

undertreated in patients with type 2 diabetes mellitus. 
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Other complications however are no less debilitating to the patient: 

" The World Health Organisation estimates that diabetic retinopathy is the 

cause of blindness in 5% of blind people worldwide and that almost everyone 

with diabetes has some degree of retinopathy after 20 years 53 

" The rapid increase in the numbers of patients requiring renal replacement in 

Europe in recent years is mainly due to the rise in the number of patients with 

type 2 diabetes 54 

" Patients with diabetes have a 30-50% lifetime risk of developing chronic 

peripheral neuropathy and 10-20% of patients develop severe symptoms ss 

Peripheral neuropathy contributes to foot ulceration and amputation of lower 

limbs. Erectile dysfunction occurs in up to 50% of men over 50 years 

compared to 15-20% of men without diabetes. 

There are now well defined targets to work towards in type 2 diabetes and the 

challenge is to achieve them within routine clinical practice. Despite the wide range 

of therapeutic options, the lack of clear `best practice' treatment guidelines has meant 

that patients are often treated sub-optimally. There are now clear HbAlc targets 

ranging from 6.5% to 7.5% 56. All healthcare professionals should work with patients 

to achieve this. In some patients such tight glycaemic control may not be appropriate, 

such as the elderly because of the risk of hypoglycaemia. 

The first step in managing patients with type 2 diabetes mellitus is to assist with any 

necessary lifestyle changes. A multidisciplinary diabetes healthcare team must work 
in partnership with patients to develop individualised care plans that clearly define 

treatment objectives and targets; self monitoring of blood glucose, HbAlc, 

cholesterol, blood pressure, weight control and smoking cessation. It is now accepted 
that at diagnosis the patient should be advised that they will probably require insulin 

therapy within 10 years s7. Patients need to view this as a logical step to maintaining 

optimal glycaemic control, rather than an indication that they have `failed' with oral 
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treatment. This development may create specific opportunities for community 

pharmacists. 

If, after 3 months, lifestyle modifications alone are insufficient to achieve the target 

HbAlc of <7%, an oral hypoglycaemic agent should be introduced. Newly diagnosed 

patients who are significantly symptomatic and/or whose blood glucose is high (or 

whose HbA1c >9%) should be prescribed oral monotherapy at diagnosis as dietary 

lifestyle changes alone are unlikely to reduce HbAlc by more than 1% initially 49. 

Metformin should be considered as first-line oral monotherapy in type 2 diabetes 

mellitus because of its cardioprotective properties and low risk of hypoglycaemia 
49.56 It should be initiated at an initial low dose (500mg once or twice daily) with or 
just after food and increased to a therapeutic dose to maximise its glucose lowering 

effect while limiting any gastrointestinal side effects. Metformin should not be used 

in patients with an estimated GFR <30mUmin/1.7m2. When metformin is 

contraindicated, a sulphonylurea or glitazone may be used. It may take up to six 

weeks for members of the glitazone family to show an effect on glycaemia (and up to 

12-14 weeks for maximum effect). Patients on glitazones should be monitored for 

liver problems and also for worsening congestive heart failure since this drug type is 

associated with fluid retention. 

Initiation of dual oral therapy upon diagnosis may be necessary for those with very 

high blood glucose concentrations and those who are symptomatic. When 

monotherapy has been initiated first line but, after 3 months patients remain above 

the target HbAlc of 7%, a second oral hypoglycaemic agent should be started. A 

combination of metformin and a sulphonylurea should be considered, but if there are 

contra indications or tolerability issues, a glitazone might be used. 

If, after 3 months of dual oral therapy, patients have reached within I% of their target 
HbAlc, a third oral hypoglycaemic agent may be appropriate, particularly for those 

averse to starting insulin or who wish to try an alternative approach first. Patients 

should be considered for insulin therapy if 3 months of dual or triple oral 
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hypoglycaemic therapy does not achieve an HbAlc <7%. Twice daily administration 

of pre-mixed insulins is a therapeutic option widely used in the UK for type 2 

diabetes. Basal insulin regimens however are an alternative and have become more 

widely used with the advent of the new basal insulin analogue, insulin glargine. If 

after 6 months of adequately titrated basal insulin therapy, combined with oral 
hypoglycaemic agents, or 6 months of twice daily premixed insulin, patients are not 

achieving or maintaining target glycaemic control, then a basal-bolus insulin regimen 
is a treatment option. This may not be appropriate in certain elderly patients. 

Exenatide is a new antidiabetic agent which may delay insulin treatment when 

metformin or a sulphonylurea or both has not achieved adequate glycaemic control. 
Exenatide is in a class of medications called incretin mimetics. It works by 

stimulating the pancreas to secrete insulin when blood sugar levels are high. Insulin 

helps move sugar from the blood into other body tissues where it is used for energy. 
Exenatide also slows the emptying of the stomach and causes a decrease in appetite. 

2.5 Pharmaceutical Care for Patients with Type 2 Diabetes Mellitus Delivered 

from the Community Pharmacy 

Community pharmacists are at the frontline of responding to improved control and 

management of associated complications of type 2 diabetes in particular. The new 
Scottish contract will expect pharmacists to provide chronic medication services to 

their patients within a changing model for chronic disease management that will 

provide opportunities for extended prescribing roles. 

A limited literature base informs the concept of a pharmaceutical care model for the 

patient with type 2 diabetes mellitus in primary care. Most studies were carried out in 

the USA58-64 and have demonstrated improvements in patient knowledge, glycaemic 
control and compliance after the introduction of new pharmacy services. Questions 

remain about translating those findings to practice in other European countries with 
different healthcare systems. Other studies have'stated the feasibility and value of 

pharmacist led pharmaceutical care services to patients with diabetes mellitus 65-75 

and one Australian study concludes that using a pharmacist for these services does 
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result in a saving to the healthcare system long term 's. A recent meta-analysis 
however has concluded that pharmacist interventions can lead to reduced HbAlc 

levels for diabetes patients but other benefits are not clear. These other benefits 

include systolic blood pressure, fasting plasma glucose, lipid levels, adherence, 
knowledge and quality of life where the effect on patients was not significant 76. 

One Scottish study 45 evaluated the feasibility and the impact of a structured 

approach for the community pharmacist in type 2 diabetes care, as a member of the 

multidisciplinary team, and has demonstrated that community pharmacists were both 

clinically effective in terms of a reduction in HbAlc, blood pressure and total 

cholesterol level, and well-accepted by general medical practitioners (GPs) and 

patients. A desire for community pharmacists to extend services to this patient group 

has been identified in Scotland. This was limited by their perceptions of a need for 

further training within their continued professional development ". 

Point of care clinical testing in diabetes is a rapidly growing area in the USA; where 

pharmacists test for HbAlc, glucose, lipid profiles, cholesterol and urinary 

microalbumin concentrations in the pharmacy 78.79. Point of care testing can provide 

pharmacists with the opportunity to expand their services into new areas of patient 

care. 

Some studies have identified healthcare professionals' barriers to change in the 

delivery of diabetes care. Reported barriers for clinicians were lack of acceptance by 

practitioners of guidelines, the complexity of the guidelines and the lack of 
information needed to incorporate them into practice, lack of knowledge of 
diabetology, poor co-operation of staff members and poor quality of documentation 

of provided care that leads to discontinuous care 80 

This thesis aimed to address these barriers by community pharmacists themselves 
agreeing what pharmaceutical care services could be delivered to patients; allowing 
the principal stakeholders to take ownership for future services. This work was 
developed in Research Focus Two within the thesis. 
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Looking outwith the pharmacy profession, postgraduate education of healthcare 

providers in combination with reminders, audit and feedback, educational outreach 

visits or combinations of these interventions improved the diabetes care provided in 

many studies 81-87. The work of this thesis builds on these initial studies and looks at 
the use of CPD tools by community pharmacists to provide care to patients with type 
2 diabetes mellitus. This work was developed in Research Focus Three within the 

thesis. 

2.6 The Theoretical Basis for Learning Development 

In order to understand how and why pharmacists learn and develop, the theory of 

adult learning must be understood. Compared to children and teens, adults have 

special needs and requirements as learners. Despite the apparent truth, adult learning 

is a relatively new area of study. A number of theoretical frameworks have been 

developed around adult learning principals- Knox's Proficiency Theory and Mc 
Clusky's Theory of Margin to name only two 88.89. While these theoretical 
frameworks provide implications for practice, few have actually be applied widely in 

adult educational practice. Knowles's andragogy is the exception 90. 

The field of adult learning was pioneered by Malcom Knowles who developed the 
concept of andragogy 91. The term andragogy was originally formulated by a German 

teacher, Alexander Kapp, in 1833 92. For Knowles, andragogy was premised on at 
least four crucial assumptions about the characteristics of adult learners. A fifth 

assumption - motivation was added later 93: 

  Self-concept: As a person matures his self concept moves from one of being 

a dependent personality toward one of being a self-directed human being. 

  Experience: As a person matures he accumulates a growing reservoir of 
experience that becomes an increasing resource for learning. 

  Readiness to learn: As a person matures his readiness to learn becomes 

oriented increasingly to the developmental tasks of his social roles. 
  Orientation to learning: As a person matures his time perspective changes 

from one of postponed application of knowledge to immediacy of 
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application, and accordingly his orientation toward learning shifts from one 

of subject-centeredness to one of problem centredness. 

  Motivation to learn: As a person matures the motivation to learn is internal. 

These five assumptions dovetail with the thoughts and theories of others 94.95 

Knowles' conception of andragogy was an attempt to build a comprehensive theory 

(or model) of adult learning that is anchored in the characteristics of adult learners 

91. 

1. Adults are autonomous and self-directed. They need to be free to direct 

themselves. Their teachers must actively involve adult participants in the learning 

process and serve as facilitators for them. Therefore pharmacists must identify 

their learning needs, either themselves or with assistance, and be allowed to work 

on projects that reflect their interests. The pharmacist must understand how the 

CPD they are undertaking (in whatever form) will help them reach their goals. 

2. Adults have accumulated a foundation of life experiences and knowledge that 

may include work-related activities, family responsibilities, and previous 

education. They need to connect any new learning to this knowledge/experience 

base. Therefore pharmacists must recognise the value of experience in learning. 

3. Adults are goal-oriented. Upon enrolling in a course or area of CPD, they 

usually know what goal they want to attain. They, therefore, appreciate an 

educational program that has clearly defined aims and objectives that they can 

see will help them attain their goals. 

4. Adults are relevancy-oriented. They must see a reason for learning 

something. Learning has to be applicable to their work or other responsibilities to 
be of value to them. 

5. Adults are practical, focusing on the aspects of knowledge most useful to 
them in their work. They may not be interested in knowledge for its own sake. 

6. As do all learners, adults need to be shown respect. Those assisting in 

postgraduate educational activities must thus acknowledge the wealth of 
experiences that adult participants may have already. 

25 



2.7 Continuing Professional Development (CPD) 

Continuing professional development (CPD) has become an increasingly important 

feature of most professions, particularly those related to the health service, and is 

relevant to practitioners at all levels. CPD is a key component within a clinical 

governance framework of professional accountability, quality service provision, risk 

management and reduction, and the continuous improvement of standards. In Great 

Britain both the NHS 96 and the Royal Pharmaceutical Society (RPSGB) 97 have 

recognised the role of CPD in clinical governance. In a policy on quality, the NHS 

has stated that ̀ lifelong learning is an investment in quality' 96. 

Clinical governance was one of the central ideas in a range of proposals to modernise 

the National Health Service (NHS) contained in the Department of Health 

Document, `The New NHS: modem, dependable' in 1997 
. 

Clinical governance 98 

was first defined as: 
'a framework through which NHS organizations are accountable for continuously 

improving the quality of their services and safeguarding high standards of care by 

creating an environment in which excellence in clinical care will flourish' 

Continuing Professional Development (CPD) is central to the implementation of 

clinical governance. CPD is defined in A First Class Service as: 
'A process of lifelong learning that all individuals and teams which meets the needs 
of patients and delivers the health outcomes and healthcare priorities of the NHS and 

which enables professionals to expand and fulfill their potential' 99 

In A First Class Service, the framework for a more coherent approach to CPD is 
highlighted as opposed to the old system of self chosen continuing education. With 

clinical governance comes the need to ensure that all aspects of a clinician's work, 
and the work of healthcare team, contribute towards a service of increasing quality of 
practice as the definition of clinical governance implies. 

The professional climate has been triggered by the Kennedy Report (in response to 

the Bristol Royal Infirmary Inquiry into paediatric surgery) to insist that the quality 
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assurance of CPD participation be seriously addressed by all healthcare practitioner 

representative bodies. A summary of the Kennedy report. stated that: 

'a patient is entitled to be cared for by healthcare professionals with relevant and 

up-to-date skills and experience' IW 

The report recommended that CPD 'must be compulsory' for all healthcare 

professionals. 

Continuing professional development compels professionals to take responsibility for 

their learning. The CPD cycle is based on the 4-stage Kolb Learning Cycle of 
1 identification/reflection, planning, implementation/action, evaluation 01. 

Figure 2.2: Kolb's Learning Cycle 

Identification 

Evaluation "Reflection" 

Implementation 
"Action" Planning 

CPD is inclusive of any learning that is relevant to pharmacists' development of their 

capabilities, including any continuing education (workplace-based, distance learning, 

e-learning). It is the function of the CPD process to lead both to individual health 

professionals keeping pace with changes in practice and to public confidence in their 

services being retained and developed. 
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CPD is a self-directed learning process. This supports one of the principal 

characteristics of adult learning; adults and thus pharmacists are autonomous and 

self-directed 94. Self-directed learning is an active process which encourages the 

adoption of the deep approach to learning 102. Deep learning, as opposed to surface 
learning is described as an active search for understanding. Surface learning merely 

encourages the learner to reproduce what has been learned by rote. Moon views the 

reflection section of Kolb's cycle as the catalyst that moves surface learning to deep 

learning. Deep learning can be integrated with current experience and knowledge, 
'o3 resulting in rich cognitive networks that the individual can draw on in practice 

Kolb's Cycle encourages self-reflection of practice. Reflective practice 

acknowledges the way in which professionals reflect on action retrospectively and 

also reflect in action as it occurs, constantly adjusting practice to fit the cues that are 

received. Schon identified that reflective practice recognises the knowledge that is 

embedded in practice, although he argues that formal knowledge is often not useful 

to the solution of the messy indeterminate problems of real-life practice. The 

reflective practitioner can relate professional knowledge to practical competence and 
104 professional activity 

According to Parboosingh to remain current, clinicians require both an understanding 

of their areas of strength and their ability to think reflectively 105. Kolb's Cycle relies 

on practitioners reflecting on and identifying the areas of practice where they are not 

so competent. Unfortunately however healthcare professional sometimes have 

difficulty in identifying their learning needs. 

CPD is a very individualised activity. Each practitioner will have slightly different 

learning styles and as a result a single method of CPD support will not prove 

successful for all participants. To provide successful CPD, several modes of support 

must be available. Continuing Education (CE) or attending courses or formal 

teaching is only one aspect of CPD. There is however still some confusion amongst 
professionals regarding this fact 96.100. 
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Postgraduate education is one method which may improve the management of 

diabetes mellitus in primary care. Understandably, care providers first need the 

knowledge and skills to improve their performance. Moreover they must be 

convinced of the importance of changing their practice and motivated to do so. 

2.8 Views and Attitudes of Pharmacists to CPD 

To date, evidence has been limited about the views and attitudes of pharmacists 

towards CPD. A study carried out in 2001 aimed to discover perceptions of 

pharmacists in Northern Ireland on CPD. All pharmacists in Northern Ireland were 

sent a questionnaire (n=1689; response rate 24%) and factors such as lack of time, 

remuneration, shortage of locum cover and lack of understanding of CPD were all 

identified as barriers to participation 106. A further study by questionnaire sent to all 

pharmacists in one English region (n=750; response rate 43%) evaluated the current 

practices of pharmacists with regard to their professional development and found that 

90% of respondents had undertaken continuing education in the previous 12 months 
107. Another study, using a qualitative investigational approach, among a small 

number of English community pharmacists' (n=21) revealed attitudes to show that 
108 pharmacists were not fully engaging in CPD and needed further support . 

The author was involved in a national study of the views and attitudes of registered 

pharmacists in Scotland 109. This study identified community pharmacists as 

spending less time on CPD and to be the sector requiring most support to increase not 

only their motivation to CPD but also their confidence and ability to participate in CPD 

when compared to their colleagues in primary care and hospital pharmacy. 

Knowles acknowledged that an important aspect of adult learning was motivation. 
He believed that at least six factors serve as sources of motivation for adult learning 
91. 

" Social relationships: to make new friends, to meet a need for associations 
and friendships, to network within the pharmacy community. 
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" External expectations: to comply with instructions from someone else; to 

fulfill the expectations or recommendations of someone with formal 

authority. This may be the CPD requirements from the RPSGB or fulfill 

learning needs highlighted in a formal appraisal. 

" Social welfare: to improve ability to serve mankind, prepare for service to 

the community, and improve ability to participate in community work or 

provide better patient care. 

" Personal advancement: to achieve higher status in a job, secure professional 

advancement, and stay abreast of competitors. 

" Escape/Stimulation: to relieve boredom, provide a break in the routine of 

home or work, and provide a contrast to other exacting details of life. 

9 Cognitive interest: to learn for the sake of learning, seek knowledge for its 

own sake, and to satisfy an inquiring mind. 

To date there are no published studies that have used the views and attitudes of 

community pharmacists as an evaluation tool pre and post CPD support intervention. 

Further study of the factors affecting Scottish pharmacists' motivation to carry out 

CPD would be valuable. This is a gap in research which will be addressed in this 

thesis in Research Focus 3. 

2.9 Pharmaceutical Care from Community Pharmacies: Ensuring High Levels 

of Competency 

Clinical governance was introduced as a UK government initiative to assure and 

improve the quality of clinical services in the National Health Service. Clinical 

governance as a concept requires professional self regulation and demonstration of a 

commitment to lifelong learning. 

Competence is defined as the ability to carry out a job or task, whereas ability based 

on behavioural trends is usually referred to as a competency. Miller's pyramid 
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description of competence (Figure 2.3) indicates that, in clinical practice, the ability 

to do the job is the key area to be assessed "". 

Figure 2.3: Miller's Pyramid of Competence 110 

Miller's pyramid of competency depicts the pharmacist's development, starting with 

the accumulation of knowledge (`Knows') and the gradual transition to practice 

('Does'). Knowledge by itself does not lead to performance, which is the ability to 

show how knowledge is used. When the pharmacist progresses up the pyramid and 

shows how he or she uses knowledge for the benefit of the patient, he or she then 

reaches the apex of the pyramid and can practise his or her specialty. The pharmacist 
then has the ability to combine clinical judgment, problem solving and technical 

skills. 

A competency framework is a collection of competencies thought to be essential for 

effective performance. In the business sector, organisations have been producing and 
implementing competencies for the past 20 years which are commonly used as 
performance review tools, in training and development and in skills analysis 111. The 
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need for regulation aimed at maintaining the competence of healthcare professionals 
has been highlighted within the profession of pharmacists. Nowadays drivers of 

change apart from CPD include accountability, clinical risk management, remedy of 

poor performance and increasingly well informed skeptical public opinion. They all 

reinforce the need for all healthcare professionals to be ̀ fit for purpose'. 

Pharmacists to date have had the right to self-regulate their profession. The role of 

the RPSGB is to ensure that all members are competent to practise. Historically this 
has meant obtaining a degree in pharmacy and successful completion of the pre- 

registration training year and exam. However with new role development and policy 

changes, a professional qualification no longer guarantees that a person is competent 

to practise. Learning and development are on-going processes. Mandatory CPD 

introduced and monitored by the RPSGB will be the first step in ensuring the 

competency of its members. If pharmacy as a profession follows the model for 

medicine, revalidation will be the next stage. 

It is claimed that through CPD, pharmacists can demonstrate they are continually 
improving their competence. In order to be competent, practitioners will have to be 

able to identify their learning needs or competency gaps. A major barrier to the 
introduction of CPD is the lack of a framework to help pharmacists identify their 
learning needs; success in needs assessment is dependent on the knowledge and 

understanding of the competencies required to undertake a job effectively. 

Many competency frameworks have been developed. Nationally, the Skills for 

Health (Sit) framework is perhaps the most important. National Workforce 
Competencies (NWCs) are statements of competence describing good practice which 

are written to measure performance outcomes. NWCs are developed by Skills for 

Health, the Sector Skills Council for the UK health sector. A Skills for Health 

Diabetes framework was not available throughout the work within this thesis but has 
t recently become available ie. 
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Within pharmacy; Key Areas of Competency for all pharmacists listed in the 

RPSGB's CPD document 113 and Competencies for pharmacists working in Primary 

Care produced by the National Prescribing Centre 114 being two of the best known 

sets of competencies. 

Research has been carried out on the design and evaluation of competency 
frameworks within hospital pharmacy; McRobbie et al in 2001 developed the 

General Level Framework for junior hospital pharmacists. In this research the 

individual's performance is evaluated using a rating scale, which provides a 
formative stimulus "5. This may be used to identify areas of satisfactory and 
inadequate performance. Assessment of a pharmacist using competency-based 

methodology should provide them with an indication of the areas where they have 

demonstrated competence and areas where further development is required. The 

authors reported an improvement in individual performance when the framework 

was applied, which was sustained over a 12 month period 116. The benefits were 

related directly to the framework's explicit and structured description of the key 

required competencies. A similar general framework for community pharmacists has 

been developed during the duration of this thesis, concentrating on patient care 

competency clusters, personal competency clusters, problem solving competency 

clusters and management and organisation competency clusters "7 

The research within the present thesis aims to build on this initial work and 
contribute to the competency knowledge base by investigating those competencies 
required by clinicians to provide overall pharmaceutical care, integrated within a 
disease state, rather than defined as generic competencies. This work is part of 
Research Focus 3 within the thesis. 

Within Scotland, multidisciplinary competencies have been developed for the team 

providing care for the patient with diabetes mellitus 118 and for the patient with 
cardiovascular disease 119. Diabetes mellitus is a condition that illustrates a need for 

multidisciplinary collaboration with the community pharmacist ideally placed to 
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make a unique contribution to this team. This research thus aimed to use these team- 
based competencies as a framework base. 

2.10 Future Training Plans for Community Pharmacists 

The job of a community pharmacist in Scotland has changed dramatically over the 
last five years with the introduction of the new contract and will continue to do so 

until all elements of the contract are in place. Within certain countries community 

pharmacy is considered a specialty. Pharmacies in the Netherlands and in 

Scandinavian countries are large, serving two to three times as many patients as 

pharmacies in Britain, France and Spain. These larger pharmacies employ more staff, 

including more pharmacists, and the people we describe in the UK as technicians are 

more highly trained and have more responsibility, so allowing pharmacists to spend 
120 more time on pharmaceutical care . 

Within Scotland a Staged Vocational Training Scheme exists for junior hospital 

pharmacists where a competency based portfolio of evidence is completed 121. A 

similar community pharmacy vocational training scheme would be beneficial in 

terms of a career structure within community practice. This would be helpful for 

recruitment and retention within this sector of pharmacy. 

It is envisaged that certain chronic disease states such as type 2 diabetes mellitus 

would form a specialty within a Scottish Community Pharmacists Vocational 
Training Scheme. Such a scheme would be helpful if and when revalidation of 
pharmacists becomes a reality 122. At present there is no funding available from the 
Scottish Government for this scheme. 

This thesis looked at developing a competency based CPD workbook for community 
pharmacists delivering pharmaceutical care to patients with type 2 diabetes mellitus. 
The use, comprehensiveness and acceptability of the workbook were investigated 

and future improvements suggested. This research model could act as a template for 

other disease states. 
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2.11 NHS Action Research Approach 

Throughout this thesis action research was a chosen research approach. Action 

research is a reflective process of progressive problem solving led by individuals 

working with others in teams or as part of a "community of practice" to improve the 

way the community address issues and solve problems. Action research can also be 

undertaken by larger organisations or institutions, assisted or guided by professional 

researchers, with the aim of improving their strategies, practices, and knowledge of 

the environments within which they practise. In 2003 Chandler and Torbert 

described Action Research as: 

`An evaluation and extension of existing knowledge, an appreciation for the past and 

an assessment of potential futures '123 

Action research is not a single method of knowledge acquisition and change. It can 
be described as a family of methods distinguished by having several identifiable 

objectives and characteristics 124. Undoubtedly the most important distinction and 

advantage of Action Research is the validity test of action. Conventional research 

may produce statistically significant results but in most cases leaves it to others to 

see whether the findings work in practice. The action research in this thesis contained 

a mixture of qualitative and quantitative methodologies. 

2.12 Research Methodology 

2.12.1 Quantitative Research 

Quantitative research is the systematic scientific investigation of properties and 

phenomena and their relationships. Quantitative research is widely used in both the 

natural sciences and social sciences, from physics and biology to sociology and 
journalism. Quantitative methods are research methods dealing with anything that is 

numerically measurable. 

The objective of quantitative research is to develop and employ mathematical 
models, theories and hypotheses applied to natural phenomena. The process of 
measurement is central to quantitative research because it provides the fundamental 
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connection between observation or what is actually happening and the mathematical 

expression of quantitative relationships. 

The quantitative research methodologies used in this thesis are the Delphi 

Questionnaire (Chapter 5) and Support Model Questionnaires (Chapter 7) and the 
Pre-intervention and Post-intervention Questionnaires (Chapters 7 and 8). 

2.12.2 Qualitative Research 

Qualitative research is often exploratory and attempts to answer what or why 

something is happening. Qualitative methodology allows the researcher to interpret 

phenomena according to the context and individuals being studied. The purpose of 

qualitative research is to explore issues from the perspective of respondents. While it 
12s can grasp wholeness, complexities and relationships, it is context-dependent 

The qualitative research methodologies used in this thesis are face-to-face and 
telephone one-to-one interviews (Chapter 4 and 8) and focus group interviews 

(Chapter 4 and 7). 

2.12.3 Validity of Research Methods 

The validity of chosen research methods is a very important concept in research. 
Agar argued that in qualitative studies, the traditional concepts of reliability and 

validity do not apply and should be re-interpreted as credibility and accuracy of the 

way in which the material is presented 126. However qualitative methods are often 
criticised for being less rigorous than quantitative methods. A model has been 

proposed which enables the critical appraisal of qualitative research. This model uses 
four concepts which reinforces trustworthiness; truth-value, applicability, 

consistency and neutrality 127. Table 2.1 shows the Guba Table'27 of validity methods 
for qualitative and quantitative research. 
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Table 2.1 Validity Methods for Quantitative and Qualitative Research 
Criteria Quantitative Research Qualitative Research 

Truth-value Internal Validity Credibility 
Applicability External Validity Fittingness 
Consistency Reliability Auditability 
Neutrality Objectivity Confirrnabi Ii ty 

2.12.3.1 Truth-value for Quantitative Research- Internal validity 

The validity of the data refers to the extent to which they are an accurate reflection of 

what is happening. The validity of an instrument such as a questionnaire is the extent 

to which it actually measures what it is designed to measure. There are different 

types of validity. Face validity is generally the first test of validity of an instrument. 

This type of validity seeks to confirm that the range and form of items in the 

questionnaire is suitable for the purpose and the type of respondent. It is therefore a 

test to reveal threats to validity such as the identification of items in a questionnaire 

that respondents may be unable or reluctant to answer and questions that may be 

ambiguous or misinterpreted. To establish criterion validity, the results are compared 

with established methods of collecting the same information. Content validity is 

concerned with the extent to which an instrument is suitably comprehensive and 

covers all issues relevant to the study aim. 

2.12.3.2 Applicability for Quantitative Research-External Validity 

In quantitative research, the generalisability of findings is concerned with the extent 
to which the survey findings can be applied to individuals beyond the sample. 

2.12.3.3 Consistency for Quantitative Research-Reliability 

In quantitative research, reliability is concerned with repeatability or reproducibility 
of measurements. 

2.12.3.4 Neutrality for Quantitative Research-Objectivity 

In quantitative research, neutrality is the outcome of establishing internal and 
external validity and reliability. It is based on a relationship between the researcher 
and subjects that allows no bias. Protocol, theory, and instrumentation controls this 
relationship. 
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2.12.3.5 Truth-value for Qualitative Research-Credibility 

This value is used in mathematics; however in the research world, the truth-value 

informs the reader that the researcher has a basis of confidence in the findings. 

Qualitative research relies on truth-value as an expression of the experience of the 

subjects under investigation. The data are therefore a product of the subject and the 

truth-value requires that the researcher be able to present the results in a credible 

way. This 'credibility' occurs when the participant involved in the study reads the 

results and immediately recognises the lived experiences to be their own. Truth-value 

may be compared to internal validity in quantitative research (Table 2.1). Methods 

that strengthen the truth-value include adequate field and time sampling, the use of a 

reflective journal, using several data collection groups such as focus groups and 

questionnaires to form a convergence of multiple perspectives (described as 

triangulation), re-examination of the analysed data by research participants 
(described as member checking) 124 or by peers, and ensuring that the researcher's 

reasoning follows established criteria so that there are no unexplained inconsistencies 

between the data and conclusions (structural coherence). 

2.12.3.6 Applicability for Qualitative Research-Fittingness 

Applicability in research describes whether the research can be used in a context 

other than its initial context. This can also be described as `transferability' or 
'fittingness' in quantitative research. Fittingness occurs when findings "fit" into 

contexts outside the study situation and when the reader views the findings as 

meaningful and applicable in terms of their own experience. 

2.123.7 Consistency for Qualitative Research-Auditability 

Consistency of qualitative research could also be described as `dependability' or 
`auditability'. As qualitative research is focused on observations, the consistency of 
research findings cannot rely on repeatable experiences. Consistency is therefore 

when another researcher can clearly follow the `decision trail' used by the 
investigator. Furthermore consistency implies that another researcher could arrive at 
comparable or the same but not contradictory conclusions given the researcher's data, 

perspective, and situation. 
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2.12.3.8 Neutrality for Qualitative Research-Confirmability 

Neutrality or freedom from bias is pivotal to validity in qualitative research. This 

type of research values subjectivity rather than objectivity in two ways: the 

subjective involvement of investigators with their subjects and the emphasis on 

subjective reality or the meanings subjects give to and derive from their life 

experiences. Engagement with, rather than detachment from, the things to be known 

is sought in the interests of truth. Qualitative researchers acknowledge the 

complexities of this kind of involvement with subjects but view the benefits of it as 

far outweighing the liabilities 128. Methods to maintain neutrality include the use of a 

reflective diary, continual referral back to raw data and involving more than the 

principal researcher in the analysis. 

Taking this validity methodology into account, a scheme of research data analysis 

and verification is displayed in the methods section of each piece of work throughout 

the thesis. 

2.13 Summary Overview of the Research 

In this final section, the three main strands of the literature review, namely the 

models of pharmaceutical care for patients with type 2 diabetes mellitus, 

pharmaceutical care activities in delivering care to patients with type 2 diabetes 

mellitus and provision of continuing professional development and the views and 

attitude of practitioners to CPD are drawn together. 

The research covered by the thesis naturally falls into three main research themes, 

each of which are presented within the thesis as a research focus. These are: - 
1. Multidisciplinary care for the patient with type 2 diabetes mellitus in primary 

care 

2. The community pharmacists' role in the care of the patient with type 2'diabetes 

mellitus in primary care 

3. A community pharmacy CPD support model for providing care to the patient 
with type 2 diabetes mellitus in primary care 
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2.13.1 Multidisciplinary Care for the Patient with Type 2 Diabetes Mellitus in 

Primary Care 

Before initiating this research it was necessary to establish the ideal multidisciplinary 

model of care for the patient with type 2 diabetes in primary care in Scotland. This 

area traditionally was delivered in a shared care manner by primary and secondary 

care teams, however by 2003, the care had shifted almost entirely to the primary care 

sector. To establish a Model of Care, key members of the diabetes team needed to be 

consulted on what items of care were necessary to meet the patients' needs. 

Whilst the shift to primary care has the potential to improve care to the patients with 

diabetes, pharmacists in the UK generally at the time of this thesis, had played a 

limited role in supporting patients and in the primary care multidisciplinary diabetes 

team. Consequently there was little published data to illustrate such a Model of Care 

for patients with this disease type in Scotland. This Research Focus explored the 

potential roles that community pharmacists could play in care delivery. 

2.13.2 The Community Pharmacists' Role in the Care of the Patient with Type 

2 Diabetes Mellitus in Primary Care 

Whilst from Research Focus One, the model of multidisciplinary care for the patient 

with type 2 diabetes mellitus has. been explored, what the community pharmacists 
believe they contribute to this care has not been agreed. When extending care in new 

areas it is important that the healthcare professional involved is included. 

Community pharmacists in this piece of research were invited to show their level of 

agreement with care activity statements in order that the degree of consensus be 

reached. 

At this stage community pharmacists were also asked if they felt they required any 
further training or CPD support in order to be able to deliver these new services. 
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2.13.3 A Community Pharmacy CPD Support Model for Providing Care to the 

Patient with Type 2 Diabetes Mellitus in Primary Care 

After establishing if CPD support was required for the community pharmacist to 
deliver pharmaceutical care to the patient with type 2 diabetes mellitus. This final 

section of research, linked multiprofessional agreed competencies with analysis of 

personal learning needs in the form of a workbook for self-identification of CPD 

needs in practice. Using this evidence-led approach, training needs were identified 

and action plans developed to improve performance; hence their contribution to the 
implementation of clinical governance within pharmaceutical care was defined. 

This CPD workbook was then one element of a CPD Support Model offered to 

community pharmacists. This support model was evaluated in terms of the changes 
in pharmacists' views and attitudes to CPD. 

The research questions for each of the three main research areas is explored in 

Chapter 3. 
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Chapter 3: 

General Overview of the Research 
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3.1 Introduction 

The research centred on the need for investigation into the community pharmacists 

provision of pharmaceutical care to the patient with type 2 diabetes in primary care 
in Scotland. This research aimed to detail the pharmaceutical care activities available 
from the community pharmacist and to link competencies to these activities. These 

competencies through clinical governance must also be supported by continuing 

professional development and appropriate CPD tools to facilitate this process. 

3.2 Justification for Research 

The potential and planned roles of the community pharmacist in Scotland have 

changed enormously due to the gradual introduction of the new Community 

Pharmacy Contract and the advent of supplementary and independent prescribing. 
The driver of clinical governance in the NHS requires these new opportunities within 

primary care to result in a high quality of pharmaceutical care being delivered to the 

patient. Community pharmacists must develop themselves and must be trained in 

these new roles; the NHS and the professional body must support that development. 

Agreed competencies need to be used as a minimum standard for these practitioners 

to allow them to identify weaknesses in their practice. Opportunities must also be 

available to allow those weaknesses in practice to be addressed. If no method of 

addressing weaknesses is available, this should be signalled to the appropriate 

authorities. The advent of mandatory CPD within Scotland will soon be an added 

strain on busy practitioners. Practice-based CPD tools which allow them to identify 

and document CPD while delivering care will be essential. 

This research aims to establish such a model of CPD support from basic principles; 
establishing views of the multidisciplinary team, receiving consensus of community 
pharmacists on behavioural statements, designing suitable CPD tools and monitoring 
and evaluating the comprehensiveness and usefulness of the CPD tools in practice. 
This research was carried out in one disease state, diabetes mellitus type 2, however 

the principles and methodology provide a template for the development of care in 

other disease states. 
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3.3 Thesis Aims and Objectives 

The themes developed in the thesis can be considered to form a circle of research 

activity in which work was conducted to explore areas of interest involving the main 

stakeholders involved in the management and care of patients with type 2 diabetes, 

namely those in the diabetes team. Reflection on the approach and results of one 

study was in turn exploited in the development of the next research theme. 

Although there are three main research areas within the thesis, there are five primary 

objectives. Each objective has been assigned a chapter within the thesis (Chapters 4- 

8). Primary objectives for the research are detailed in Table 3.1. 
Table 3.1 Primary Objectives for the Thesis 

To develop a multidisciplinary model of care for the patient with 
type 2 diabetes mellitus in primary care in Scotland 

" To establish agreement on community pharmacist pharmaceutical 

care activities and determine if training is required to deliver this 

care 

" To link the pharmaceutical care activities with agreed national 

competencies and develop a competency-based system for self 
identification of CPD needs in delivering pharmaceutical care to 

the patient with diabetes mellitus type 2 

" To develop and evaluate a CPD Model of Support for community 
pharmacists providing pharmaceutical care to patients with type 2 

diabetes mellitus 

" To monitor the use of a CPD Model of Support for community 
pharmacists providing pharmaceutical care to the patients with 
type 2 diabetes mellitus in the primary care setting 
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3.4 Research Focus One- Aims and Objectives 

3.4.1 Chapter 4- A Multi-disciplinary Model of Pharmaceutical Care for the 

Primary Care Patient with Type 2 Diabetes Mellitus 

The aim of this chapter was to determine the views of members of the multi- 

disciplinary team on a proposed model of pharmaceutical care for the patient with 

type 2 diabetes mellitus. 

From this primary aim, a number of secondary objectives emerged: 

" To establish the opinion of members of the team on points missing, on 

points for correction or points needing greater emphasis in the model 

of care 

" To establish the cycle order in which these services should be 

delivered to the patients 

" To establish the perceived facilitating factors and barriers to the 

community pharmacy delivering services to patients with type 2 

diabetes mellitus 

3.5 Research Focus Two- Aims and Objectives 

3.5.1 Chapter 5- Achieving Consensus on Community Pharmacist Activities in 

the Pharmaceutical Care of the Patient with Type 2 Diabetes Mellitus and 

Training and Support to Aid Delivery 

The aim of this chapter was to achieve consensus on community pharmacy activities 

required to provide structured pharmaceutical care to the patient with type 2 diabetes 

mellitus and to determine any training and/or support required to deliver this service. 

From this primary aim, a number of secondary objectives emerged, which were to: 

" Develop a model of consensus agreed pharmaceutical care activities 

" Identify potential types of training/support (if required) for 

community pharmacists to deliver this care to patients 
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3.6 Research Focus Three-Aims and Objectives 

3.6.1 Chapter 6- Development and Piloting of a Competency Based CPD 

Workbook 

The aim of this chapter was to develop a competency-based system for self 
identification of CPD needs when delivering comprehensive pharmaceutical care to 

the patient with type 2 diabetes mellitus. 

From this primary aim, a number of secondary objectives emerged: - 
" To draft a competency-based framework for community pharmacists 

providing pharmaceutical care to patients with type 2 diabetes 

mellitus using consensus agreed statements as activities 

" To develop a Continuing Professional Development Workbook from 

this framework 

" To identify areas of strengths and weaknesses in the CPD workbook 

9 To investigate the acceptability and the comprehensiveness of the 
Competency based CPD workbook via pilot group work 

3.6.2 Chapter 7- Designing and Evaluating the CPD Model of Support in 

Terms of Pharmacists' Views and Attitudes Towards CPD 

The aim of the research was to develop and evaluate a CPD Model of Support for 

community pharmacists providing pharmaceutical care to patients with type 2 

diabetes mellitus. 

From this primary aim, a number of secondary objectives emerged: 
" To establish CPD support packages used in previous research 
" To offer a variety of CPD options to practitioners delivering care 
" To collate motivational and attitudinal data in both the control and 

active groups before and after the. study period 

" To compare the results obtained with previous work with community 
pharmacists in Scotland 
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3.6.3 Chapter 8- Monitoring the Use of the CPD Support Model for Providing 

Pharmaceutical Care to the Patient with Type 2 Diabetes Mellitus in Primary 

Care 

This section of the thesis was the process element of the intervention study explained 

in Chapter 7. The primary aim of this part of the study was to monitor the use of a 

CPD Model of Support for community pharmacists providing pharmaceutical care to 

the patients with type 2 diabetes mellitus in the primary care setting. 

From this primary aim, a number of secondary objectives emerged: 

" To use the CPD workbook as a competency-based system for self 

identification of CPD needs in delivering a comprehensive model 

scheme to the patient with type 2 diabetes mellitus 

" To establish the diabetes competency clusters and behavioural 

statements targeted as a CPD need by the practitioners during the 12 

month period 

" To use a structured questionnaire to explain the prioritisation at 6 

months by study subjects of competency clusters, competencies and 
behavioural statements with a CPD need identified 

3.7 The Main Research Areas 

3.7.1 Development of a Multidisciplinary Model of Care for the Patient with 
Type 2 Diabetes Mellitus in Primary Care 

This first step into the research area was qualitative and allowed the researcher to 

review the literature and propose a Model of Care for the patient with type 2 diabetes 

mellitus. This model was then used as a starting block for discussion with other 

members of the diabetes team. This work also highlighted potential barriers to 

community-pharmacist-led pharmaceutical care and areas of opportunity. From this 

initial piece of work, a new Model of Care was established. 
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3.7.2 Consensus of Agreement on Pharmaceutical Care Activities Delivered by 

Community Pharmacists 

The Second Research Focus in the thesis builds on the first and allows detailing of 

the Model of Care. This research involved the Delphi technique to establish 

consensus on the activities offered to patients with type 2 diabetes mellitus from the 

community pharmacy. 

3.7.3 A Community Pharmacy CPD Support Model for Providing Care to the 

Patient with Type 2 Diabetes Mellitus in Primary Care 

The Third Research Focus of this thesis again builds on Focus One and Two. This 

research involves the development of a Competency-based CPD workbook using the 

consensus-agreed activities and linking these to multiprofessional agreed 

competencies in diabetes care. This workbook then became an element of a 

developed CPD Support Model for community pharmacists providing 

pharmaceutical care to patients with type 2 diabetes mellitus. The use of this Model 

was monitored and evaluated using a pre and post questionnaire to measure the 

participants' views and attitudes to CPD. 

Figure 3.1 illustrates the sections of the thesis diagrammatically. 
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Figure 3.1: Thesis Overview 
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Chapter 9 will highlight the overall and chapter-specific limitations of the thesis. 

3.8 Thesis Conclusions 
Community pharmacists in Scotland are extending their role within a Strategy for 

Pharmaceutical Care in Scotland and a new community pharmacist contract. CPD is 

becoming formalised and is a necessary support to the development of new services. 
This project used a research approach in diabetes, which may offer a template for 

application to the management of other chronic diseases. 
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Chapter 4: 

A Multi-disciplinary Model of Pharmaceutical Care 

for the Primary Care Patient 

Research Focus 1: 

Multidisciplinary Care for the Patient 

with Type 2 Diabetes Mellitus in Primary Care 
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4.1 Introduction 

4.1.1 Background 

In the last decade care for the patient with type 2 diabetes mellitus has shifted from 

secondary care to predominately a primary care managed chronic disease. With this 

shift in emphasis of care, primary care diabetes teams are emerging. Although 

diabetes is not one of the formal clinical priorities of NHS Scotland, in the Scottish 

policy document, Our National Health (2000) 129, the Scottish Executive has 

signalled its commitment to raising standards of diabetes care in Scotland 33. This 

commitment included the publication of a Scottish Diabetes Framework to: 
' draw together existing guidance and best practice'. 

The framework document states: 

'An effective diabetes service requires all staff to be trained, competent and skilled 

in their components of diabetes care and able to work with other members of the 

multidisciplinary team needed to provide an integrated service to people with 

diabetes' 34 
. 

To date there is little published current literature on a pharmaceutical care model for 

the patient with type 2 diabetes mellitus in primary care. One Scottish pilot study 

evaluated the feasibility and the impact of a structured approach for community 

pharmacist input as a member of the multidisciplinary team 40. In this, Wermeille et 

al demonstrated that community pharmacists were effective and well accepted by 

GPs and patients. Mostly studies have been carried out in the USA58-64 and have 

demonstrated improvements in patient knowledge, glycaemic control and compliance 

after the introduction of new pharmacy services. Questions remain however about 

translating those findings to practice in other European countries with different 
healthcare systems and to community pharmacy in particular. 

In Scotland during 2009/10, the further inclusion of the community pharmacist in the 
management of diabetes is planned to be extended to meet the opportunities provided 
by a new reimbursement NHS contract with community pharmacies. Models of 
pharmaceutical care in community pharmacy were being developed in Scotland 

52 



during this research and a pharmaceutical care model scheme (PCMS) initiative for 

patients with type 2 diabetes mellitus was planned. This new contract will expect 

pharmacists to provide chronic medication services to their patients within a 

changing model for chronic disease management that will provide opportunities for 

130 extended prescribing roles 

However as stated in the Scottish Diabetes Framework document, care for the patient 

with type 2 diabetes mellitus must be provided in a team-based manner 33, and 

community pharmacists cannot and should not try to provide care independently. On 

the need for the development of improved systems for chronic disease management, 
Wagner states that: 
"the delivery of care in chronic disease management by a coordinated team of 

individuals has always been assumed to be a good thing. Patients reap the benefits of 

more eyes and ears, the insights of different bodies of knowledge, and a wider range 

of skills" 131 

The publication of the report `A National Framework for Service Change in the NHS 

in Scotland' also supports the advantages of this team concept36. For the full breadth 

of the vision of this report to be realised and in order to meet the recommendation 

that the management of chronic long term conditions should take place at home or in 

local communities, the communication links between the professional workforce in 

Scotland need to develop. 

4.1.2 Justification for Research 

This research aimed to build on previous work, seeking opinions from key members 
of the primary care multidisciplinary team with a particular interest in diabetes care. 
The aims were to generate validation of. a Model of Pharmaceutical Care for the 
patient with type 2 diabetes mellitus in Scottish primary care, and to identify the 
prospects for services by community pharmacists within the model. 

The development of a detailed model offers community pharmacists a means of 
seeing their contribution to care within a larger context and will enable the matching 
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of learning opportunities to meet defined educational needs that are linked to 

particular clinical functions. The model is intended to provide a step towards 

designing CPD tools and systems to help community pharmacists perform newly 
defined roles within the healthcare team. 

4.1.3 Study Aims and Objectives 

The aim of the research was to determine the views of members of the multi- 

disciplinary team on a proposed model of pharmaceutical care for the patient with 

type 2 diabetes mellitus. 
From this primary aim, a number of objectives emerged: 

" To develop a proposed Model of Care for primary care 

" To establish the opinion of members of the team on points missing, on points for 

correction or points needing greater emphasis in the model 

" To establish the cycle order in which these services should be delivered to the 

patients 

" To establish the perceived facilitating factors and barriers to the community 

pharmacy delivering services to patients with type 2 diabetes mellitus 

4.2 Methods 

4.2.1 Study Design 

One to one interviews and group interviews using a semi-structured questionnaire 

approach, of the views held by 19 healthcare practitioners. 

4.2.2 Subjects and Settings 

In 2003-2004, invitations were sent to five hospital consultant medical 
diabetologists, five general medical practitioners (GPs) with an interest in diabetes 

care and five diabetic specialist nurse practitioners from primary and secondary care. 
No invited interviewee refused. Interviewees were selected from ten of a possible 
twelve Health Boards in Scotland to avoid a perspective distorted exclusively 
towards urban or rural settings. The remaining two Health Boards did not wish to be 
involved in the study. 
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The study population was characterised in terms of number of years qualified, 

whether the practitioner worked in primary or secondary care, whether they worked 

as an independent contractor or as part of a pharmacy multiple (> 5 pharmacy 

premises) and geographical area. 

This research was carried out prior to changes in ethical regulations in the UK and on 
the basis of advice that ethical approval at that time (April 2004) was not required. 

4.2.3 Study Procedure 

From a systematic literature search carried out using the combined key word search 

"diabetes and pharmacist intervention", "diabetes and pharmacy practice" and 

"diabetes and model of pharmaceutical care" in the Embase and MEDLINE 

databases from 1994 to March 2004. The search yielded 31 published papers of 

which 19 were useful 35.45.58a4Using this published work, a care model to represent 

multidisciplinary care of the patient with type 2 diabetes mellitus was drafted by the 

research group (Figure 4.1) initially as a generic model for chronic diseases. The 

research group consisted of the Professor of Pharmaceutical Care, three Research 

Fellows and an Honorary Lecturer with special interest in diabetes mellitus. 

The model was further defined in a linked table (Table 4.1) in an attempt to represent 
the overall care of the patient in the primary healthcare chronic disease management 

setting. 
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4.2.4 Data Handling and Analysis 
Figure 4.1 and Table 4.1 were given to the interviewees and focus group participants 

four days prior to the interview process taking place and reference was made to them 

during the interview to structure and stimulate discussion. The information in the 

model and table were used to design an interview schedule. Ten of the interviews 

were conducted by telephone, four professionals had face-to-face interviews, and one 

GP submitted written comments to the interview schedule, due to being unavailable 

for telephone interview. The researcher offered whatever method was most 

convenient to the interviewee in order to collect data. The views of the four 

community pharmacists were investigated using the same interview schedule but a 

group interview was deployed to allow the community pharmacists' perspectives on 

their potential new roles to emerge through debate within the group. Although this 

approach would have been useful with all the separate professional groups, this 

proved impossible to arrange due to the geographical challenges and time constraints 

of these busy practitioners. Three researchers were involved with this qualitative 

work; two final year pharmacy students initially carried out three face to face 

interviews (GPO1, GP02 and GP05) and helped facilitate the focus group under the 

author's supervision. The author carried out the remainder of the study work. 

Neutrality or freedom from bias is pivotal to validity in qualitative research. 
Researchers' experience, background and perspective will influence the data 

collection and analysis. A short biographical detail is thus presented for each of the 
researchers involved in the study. 

Lead Researcher and Thesis Author (AP)-AP had been registered as a pharmacist 
for 14 years at the time of this research. She had spent 11 years in hospital pharmacy 

rotating through many clinical specialties and reaching the role of Clinical Pharmacy 

Manager at a large teaching hospital. She then left hospital pharmacy and became a 

research fellow at the University of Strathclyde for two years prior to beginning a 
PhD. During her time working as a research fellow, AP had assisted and participated 
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in many one-to-one interviews and focus groups. This was the first piece of 

qualitative research she had done independently. 

This piece of qualitative research was on pharmaceutical care in primary care. 

Although AP had undergone an MSc in clinical pharmacy, all her working 

experience had taken place within the hospital sector. 

Researchers 2 and 3(TA and PS) - Two Danish final year students carried out some 

of the qualitative research in this piece of research. Each was in the fourth year of 

their pharmacy course and had very limited experience of the clinical environment 

and of the Scottish healthcare system. 

All fourteen interviews and the focus group were tape-recorded and transcribed 
(Appendix 4.2,4.4,4.6-4.17), except for the interview with GP02, where the taping 
failed and written notes were made (Appendix 4.3) and GPO4 who submitted written 
notes (Appendix 4.5). The content of each was analysed. All transcripts/notes were 

confirmed as accurate by the interviewees themselves. Additional comments made 
by two interviewees after their receipt of the transcripts/notes were included in the 
findings. These are highlighted in the transcriptions in Appendix 4.7 (DO1) and 
Appendix 4.16 (DN05). These however were minor comments and overall did not 

affect the interpretation of data. 

Content analysis of all transcriptions was performed and these were subsequently 

coded using a framework approach 132 and all coded data were discussed with a 
separate independent researcher (Researcher 4). 

Researcher 4 (HH) - Researcher 4 had undertaken a PhD in qualitative research 
methodology and was working in the healthcare setting. 

61 



A reflective diary was maintained by the researchers to record problems areas in the 

process map that required to be clarified as the interviews proceeded or reflections on 

the qualitative methods used (Appendix 4.18). 

The procedure for data analysis and verification steps throughout this research is 

illustrated in Figure 4.2. 

Figure 4.2: Scheme of qualitative research data analysis and verification stages 
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The interviews and focus groups were themed into three subsections reflected by the 

main sections of the interview schedule namely: 

" the structure of the model 

" the items missing or needing greater emphasis in the model 

" points for correction within the model 

A revised Model of Care was produced when all the data had been collected and 
transcribed. Discussion points on the community pharmacist's contribution were 
collated and tabulated. 

62 



4.3 Results 

43.1 Study Population Characteristics 

There were 19 clinicians involved in the study; five diabetic specialist nurses 
(number of years qualified range 18-32 years), five general practitioners (number of 

years qualified range 15-29 years), five diabetologists (number of years qualified 

range 15-26 years). Four community pharmacists were involved in the focus group 

(number of years qualified range 9-24 years). The participants for the study were 

from Greater Glasgow, Argyll & Clyde, Lanarkshire, Tayside, Grampian, Highland, 

Ayrshire & Arran, Lothian, Shetland and Dumfries & Galloway areas. The 

prevalence of a diagnosis of type 2 diabetes mellitus in these areas ranges from 1.7% 
133 to 3.8% according to the most recent Scottish Diabetes Survey, 2003 

4.3.2 Establishing Team Member Opinions 

Tables 4.2,4.3 and 4.4 present the issues for interview discussion within the 

multidisciplinary model, giving examples of interviewee quotes and the action points 

taken to produce a revised model of care. Table 4.5 presents the discussion points on 

the community pharmacist's contribution within the model of care giving examples 

of interviewee quotes. Figure 4.3 represents the revised model of care as a result of 

the qualitative research. 
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4.3.4 Revised Model of Care 

Figure 4.3: The revised model of multidisciplinary care generated for the patient with 
tune 2 diabetes mellitus in primary care 

ASSESSMENT TREATMENT PLAN 

" Past medical history " Clinical management plan includes 
" Full baseline clinical (biochemical and treatment regimen and individualised 

physical) assessment targets given to patient and to other health 
" Co-morbidity: Assess use of co- care team when care Is transferred 

prescribed Including over the counter " Plans for prevention or management of 
medicines for drug interactions complications 

" Patient need for education " Patient educated; on disease, hypoglycaemic 
" Verify appropriate use otagreed attacks, lifestyle, exercise, diet, on treatment 

protocols options, treatment targets, use of medicines, 
on self-management if unwell or travelling 
or exercising, self-monitoring, use of 
diabetes card/diary and on reducing long. 
term complications 

CONFIRMATION/REVIEW TREATMENT ADMINISTRATION 

" Clinical status reviewed periodically and " Patient enters a serial dispensing scheme 
documented served by named pharmacist 

" Treatment outcomes documented within the " Patient/carer delivers treatment 
chronic management plan " Clinician changes chronic management plan 

" Treatment reviewed against expectations In to individuallse drug treatment and to 
chronic management plan, and respond to new needs 
communicated to clinical team " Patient educated 

" Patient referred If appropriate 
" Patient comprehension and education 

regarding changes confirmed 
" Adverse treatment effects investigated and 

documented 

PATIENT MONITORING 
" Monitor patient's self-management 
" Monitor records and self reporting of routine symptoms 
" Clinical monitoring: blood glucose control, HBA, c, blood pressure, weight, 

cardiovascular risk 
" Pharmacist routine monitoring of compliance at dispensing 
" Pharmacist monitoring to check changes In patient's status/treatment plans against 

agreed clinical guidelines at the point of dispensing 
" Treatment effects monitored 
" Monitoring of patient comprehension and continuing educational needs 
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4.4 Discussion 

4.4.1 Research Methodology Utilised in the Construction of a Model of Care 

In this research three researchers undertook to interview the professionals, a team of 

two Danish final year students interviewed three GPs in face to face interviews and 

the principal researcher carried out the remainder of the interviews. Statistical 

representation of a profession is not normally sought in qualitative research 134.135, 

and sample sizes are often chosen depending on the depth and duration of each 
interview. In this study, each interview lasted 45-90 minutes and the researcher went 

through the entire cycle with the interviewee section by section using a semi- 

structured questionnaire as a guide in each section (Appendix 4.1). 

In a qualitative research interview, the aim is to discover the interviewee's own 

framework of meanings and part of the research task is to avoid imposing the 

researcher's structures and assumptions on the interviewee's account as far as 

possible. The interview process should be regarded as an active process in which the 

respondent activates different aspects of her or his stock of knowledge, with the 

interviewee's help 124 Holstein and Gubrium criticise the traditional view in which a 

passive respondent is accessing a "vessel of answers" that exists independently of the 

interview process 136. The research needs to remain open to the possibility that the 

concepts and variables that emerge may be very different from those that may have 
137 been predicted 

A broad interview schedule was used in this study (Appendix 4.1) to structure each 
interview and the interviewer worked to develop a dialogue with the interviewee and 
to make them feel comfortable. In qualitative. studies, where possible, the 
interviewee's own vocabulary should be used when framing supplementary questions 
as it is vital that interviewers check that they have understood respondents' meanings 
instead of relying on their own assumptions. Unlike quantitative interviews based on 
highly structured questionnaires, the order in which questions were asked varied as 
the interviewer strived to establish the interviewee's meanings. Also during the 
course of the interview additional questions were asked to clarify themes that have 
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developed from previous interviews. These themes were documented in the 

researchers' reflective diaries of qualitative work (Appendix 4.18). 

The views of the four community pharmacists were investigated using the same 
interview schedule (Appendix 4.1) but conducted as a focus group. A focus group 
discussion was chosen to facilitate ideas and experiences that may have been left 

underdeveloped in an interview and to allow the community pharmacists' 

perspectives on their potential new roles to emerge through debate within the group. 

With qualitative research, the appropriateness of the concept of inter-rater reliability 

is contested 138. None the less reports have suggested that there is more merit in 

involving more than one analyst in situations where researcher bias may be present 
139 Taking account of these views, discussion with an independent researcher 

(Researcher 4)(HH) or the process of 'peer debriefing' was perceived to be important 

in enhancing the analysis of the results. During this process, an independent 

researcher reviewed and asked questions about the qualitative study so that the 

interpretation should resonate with people other than the main researcher 140. Using 

'member-checking' to determine the authenticity of the qualitative findings, through 

taking the transcripts back to the participants and determining whether they feel they 
4o are accurate, was also a primary strategy to ensure validity ', '4ý 

4.4.2 Structure of the Model of Care 

A conceptual Model of Pharmaceutical Care for patients with type 2 diabetes has 

now been designed and validated through qualitative research methods. The 

acknowledgement of changing roles within the delivery of patient care was a 

recurrent feature in this research, leading to a questioning of the relevance of who 
actually delivers particular aspects of care in the future. This finding from the 

qualitative research led to the replacement of the specification of particular 

profession in the revised model by the wider use of the more generic term `clinician', 

which represents any appropriately trained professional. This finding concurs with 
the view espoused by Walshe et al that definition of health care professions by title - 
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pharmacists, doctors, nurses - is outdated by the fact that many of the activities the 

professions undertake do, in practice, overlap 142 

4.4.3 Potential Role of the Community Pharmacist 

From Table 4.5, it was clear, while the extension of the role of the community 

pharmacist in the care of the patient with type 2 diabetes mellitus was generally 

supported, the GPs were less clear than nurse/hospital doctor specialists about the 

community pharmacist's position in the team. This attitude mirrored the findings of a 

similar study by Younis et al who reported that primary care physicians were less 

supportive of a team approach to diabetes care than the diabetologists or nurse 

specialists 143 
. The authors suggested that their findings might be explained by the 

fact that specialists in diabetes routinely meet and discuss care as a team. The 

diabetes team would be based on nurse specialists and diabetologists working in a 

way in which each team member contributes to the development and implementation 

of a therapeutic plan. GPs, on the other hand, have traditionally worked more 
independently. The GP volunteers in the published Scottish study 45 supported the 

work of the community pharmacists. Their recognition of the pharmacists' 

contributions to the care of patients with type 2 diabetes mellitus, was shown by a 
97% acceptance by GPs of the identified pharmaceutical care issues necessitating 
dose alteration and/or medicines additions. This difference in findings may be due to 

the fact that in the Wermeille study the GP views were affected by the care being 

provided, and not by a theoretical concept. 

The GP attitude might also include questioning whether patients would be 

comfortable with pharmacists participating in diabetes care. In the Wermeille study, 
the dropout rate for patients was only 4.8% in a 28 week study 45. A diabetologist in 

our study supported the idea that the extension of the pharmacist's role would 
include the running of diabetic clinics. Among the community pharmacists, one 
expressed the opinion that community pharmacists should avoid becoming 

overspecialised in one chronic disease. This particular community pharmacist saw 
more satisfaction for a role that was based on addressing drug therapy problems in 

the patient with multiple disease states. 
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Point of care clinical testing in diabetes is a rapidly growing area in the USA; where 

pharmacists test for HbAlc, glucose, lipid profiles, cholesterol and urinary 

microalbumin concentrations in the pharmacy 78.79. Testing at the point of care can 

provide pharmacists with the opportunity to expand their services into new areas of 

patient care. However, at present in the UK, it seems that community pharmacists are 
less inclined towards undertaking such near patient testing and favour a role 
interpreting the results that have been otherwise documented. That role relies on 

access to shared clinical test data. The sharing of patient record data is a fundamental 

requirement for such a pharmaceutical care model and the implications deserve wider 
debate. 

The supplementary prescriber role has been introduced in the UK since 2003 114 to 

recognise extensions to non-medical prescribing; these developments in chronic 
disease management, affecting nurses and pharmacists, have introduced new 

possibilities for implementation of a care model in which service roles can be shared 
between disciplines. While these roles are becoming legally recognised, research into 

the effects awaits wider implementation. In a UK study (n= 518), 3% of pharmacist 

supplementary prescribers in 2005 were actually prescribing within the endocrine 

speciality 26. Some clinicians were supportive of the community pharmacist role 
being extended to prescribing; however the GPs were more cautious of the 

pharmacist taking on this role in primary care until interprofessional communications 

were improved. Suggestions of prescribing areas highlighted in the study were 
analgesics and ACE inhibitors being increased to appropriate levels. 

Many professionals mentioned the computerised patient information system (Scottish 
Clinical Information Diabetes Collaboration - SCI DC) as a means of improving 

communication between clinicians (for instance by linking hospital out-patient care 
with GP care). Electronic data sharing will supersede the need for patient-held cards 
or diaries. Presently in Scotland, community pharmacists cannot routinely access 
core patient data except through patient mediated means such as patient-held cards. 
Several clinicians felt that community pharmacists should access this core data by 
having routine access onto the SCI DC network within the community pharmacy. 
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A role for the community pharmacist that emerged as widely supported was the 

encouragement of the patients to comply with their prescribed therapy. Suboptimal 

use of oral medication is one of the reasons for poor glycaemic control. Paes et al 
found that on average 50% of doses were not taken as prescribed in the patient with 
diabetes mellitus 70. Encouraging adherence may require patient education. A system, 
in which community pharmacists universally provide serial (repeat) dispensing, 

would enable poor or erratic compliance to be more easily identified because the 

patient will be registered with one pharmacist for the duration of the prescription. A 

serial dispensing service, in which a patient is given, for example, a6 month 

prescription that is dispensed from one community pharmacy on an aliquot basis, 

was generally supported by interviewees. 

Education to support patient self-monitoring of co-prescribed medicines (not just 

diabetic medicines) and over-the-counter medicines was thought an important role by 

one diabetologist. A study by Mino-Leon found that 37% of patients with type 2 

diabetes mellitus were receiving a drug with a potential for interaction with 
hypoglycaemic agents 144. Another diabetologist spoke of the pharmacist "drip 

feeding" education at each of the patient's multiple visits to the pharmacy. The 

regular patient contact with community pharmacist provides an ideal opportunity. In 

2003, it was reported that more than 80% of community pharmacists saw patients 

with type 2 diabetes "very often" or "often"; while as many as three quarters reported 

that they "never/rarely" or only "sometimes" advised patients on what to expect from 

their medication or gave patients information to help them have a better 

understanding of their disease 6B. Educating the public on lifestyle advice was also 
highlighted by all professions as an important role for the community pharmacist. 

A new potential function highlighted for the community pharmacists, was the 
initiation and 'fine-tuning' of insulin dosing. Mulnier et al reports that in the UK the 
proportion of type 2 patients converting to insulin increased by 70% between 1993 

and 2000145. They conclude that as the prevalence of diabetes increases this demand 

will escalate and that more staff will require training to undertake this role. 
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One important role most clinicians felt that community pharmacists should have 

within the diabetic team is identifying `defaulters', that is patients who no longer 

attend any clinic appointments but continue to pick up their prescription for their 

diabetic medicines. This behaviour can be explained by patients feeling that their 

condition is under control and are perhaps unaware it is a progressive disease. 

4.4.4 Education, Training and CPD for Pharmacists Providing Extended Roles 

The work of Younis et al in Arizona used the Diabetes Attitude Scale (DAS) to 

assess community pharmacists' attitudes towards diabetes and their involvement with 
diabetes education. Although pharmacists had positive attitudes towards diabetes, the 

study found that these attitudes did not correlate with their degree of involvement in 

diabetes patient education 143. Another US study found that pharmacists believe that 

they require specialised training to provide primary care for these patients, requiring 
delivery through continuing education programs 146. The development of a shared 

model of care for this patient type will facilitate appropriate educational support, 

which is education suitably fit for purpose, to be targeted at pharmacists as clinicians 

who are hoping to expand their knowledge and practice within Scotland. 

4.5 Conclusion 

The development of the community pharmacist role in the care of the patient with 
type 2 diabetes mellitus requires extension through improved working in partnership 
with nurses and GPs. Methods of improved communication with other members of 
the healthcare team and attention to methods of referral, where appropriate, are 
important focal points. The targeting of this care and the care model that is best 
suited to particular settings will be subject to local variation. Running diabetic 

clinics, delivering patient education, conducting near patient testing, patient 
monitoring, managing repeat dispensing and the identification of defaulters were all 
highlighted as potential areas for community pharmacists. The generation of a 
Diabetes Care Model offers pharmacists a means of seeing that whatever their 
contribution to care, it requires to be made within a larger context recognising that 
there are different ways pharmacists can contribute to the multidisciplinary service. 
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The model will allow matching of learning opportunities to meet well-defined 
educational needs that are linked to particular clinical functions. The work provides a 
step towards the design of CPD tools and systems to help community pharmacists 
perform newly defined roles within the healthcare team. 
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Chapter 5: 

Achieving Consensus on Community Pharmacist Activities 

in the Pharmaceutical Care of the Patient with Type 2 

Diabetes Mellitus and Training and Support to Aid Delivery 

Research Focus 2: 

The Community Pharmacists' Role in the Care of the Patient 

with Type 2 Diabetes Mellitus in Primary Care 
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5.1 Introduction 

5.1.1 Background 

In Chapter 4, a Model of Care for the patient with type 2 diabetes mellitus in primary 

care was established from qualitative research among multidisciplinary care 

providers 147. In Chapter 5, consensus between community pharmacists on the 

activities they aim to offer from this model to the patient with type 2 diabetes 

mellitus, was obtained using a modified Delphi technique. The Model Schemes for 

Pharmaceutical Care initiative, run by the Scottish Executive Health Department 

from 1999 until 2006, provided an opportunity for community pharmacists to 

develop pharmaceutical care to patients from community pharmacies 148 
. It was 

proposed that the work in this thesis should help inform the detail of a Model 

Scheme for patients with type 2 diabetes mellitus in Scotland. 

The Delphi technique has been defined as: 
'a series of sequential questionnaires or 'rounds', interspersed by controlled 
feedback, that seek to gain the most reliable consensus of opinion of an 'expert 
panel� 

149 

As a research methodology, the Delphi technique has been widely used in healthcare 

research literature. The main advantage of the technique is the achievement of 
150, where there is uncertainty or a lack of evidence-based literature , 151 

The feedback between rounds can widen knowledge and stimulate ideas and be a 

motivational 152 and educational 153 factor for the participants. Through this 

technique, Delphi participants are able to bring a wide range of direct knowledge and 

experience to the decision-making processes with few geographical limitations 154. 

The method also allows participants to express their views anonymously with 

perhaps less social influences than with a group discussion. Provision of feedback of 

questionnaire responses with the Delphi technique is via the researcher 155 

A classic Delphi survey follows a prescribed set of procedures that reflect both 
behavioural and statistical processes 154. The first round questionnaire is usually 
unstructured and seeks open responses with open-ended questions however 
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alternative approaches are widely found in the Delphi literature. Duffield used a 

structured questionnaire that drew from previous published literature, 156 while 
Oranga and Norberg based their first round on information gleaned from a 

concurrent survey 157. In this chapter a `modified' Delphi technique was used as the 

first round was structured from the previous qualitative work (Chapter 4) 147 and with 
35 reference to other published research in this area , as, 63 74,77 

There is some debate in the literature over the qualifications of a Delphi participant. 
Einstone and Turoff suggest that a Delphi sample of participants needs only to 

possess a diversity of viewpoints that span respectable controversy 158. Although 

agreeing with this, Jairath and Weinstein propose that participants should be 

`experts' who reflect current knowledge and perceptions, yet are relatively impartial 

to the findings 159. All participants in this study were practising community 

pharmacists who were, or had been, taking part in a Pharmaceutical Care Model 

Scheme and had registered their interest in taking part in a scheme specifically 

focussed on diabetes mellitus. 

In this chapter also investigated, was the need for education and CPD support to 

carry out enhanced services such as those suggested in the Delphi process, to patients 

with type 2 diabetes mellitus. Competence and fitness to practise at this level must be 

a consideration. A primary conclusion from the `Making Pharmacy Education Fit for 

the Future' document of the RPSGB was, that in order to deliver lifelong learning, all 
NHS organisations need to develop and foster a learning culture 160. In this 
document, it states a principle of lifelong learning in the NHS is that learning should 
be: 

`valued, recognised recorded and accredited wherever possible' 

5.1.2 Justification For Research 

Building on previous research, this study applied consensus building methods to 
identify agreed contributions of community pharmacists to patients in primary care 
with type 2 diabetes. The findings were used to produce a Scottish model that defines 

79 



the pharmaceutical care activities to be offered to those patients. The issue of training 

and support to provide this service was also investigated. 

5.1.3 Study Aims and Objectives 

The aims of the research were to achieve consensus on: 

" Community pharmacy activities required to provide structured 

pharmaceutical care to the patient with type 2 diabetes mellitus and the 

training and support required to deliver this service 

From these primary aims, a number of objectives emerged, which were to: 

" Develop a model of consensus agreed pharmaceutical care activities 
9 Identify potential types of support (if required) for community 

pharmacists 

5.2 Methods 

5.2.1 Study Design 

Three rounds of modified Delphi questionnaire. 

5.2.2 Subjects and Settings 

5.2.2.1 Delphi D1-D3 

Recruitment to the modified Delphi process was by invitation questionnaire sent to 
70 participants already listed as participants in a Pharmaceutical Care Model 
Schemes Initiative 148, and with a special interest in diabetes mellitus. From this 
invitation 35 participants provided baseline information (Delphi Dl) and agreement 
to participate in the Delphi process which involved two successive rounds (Delphi 
D2 and D3). 

5.2.2.2 Ethical Considerations 

At the time that this research was carried out, research and ethics committee approval 
was not required for surveys of health care professionals. 
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5.2.3 Study Procedure 

5.2.3.1 Development of the Delphi Questionnaire-Pharmacist's Activities 

The Delphi questionnaire comprising 26 questions with 49 activities was designed by 

a research group based on findings from a multidisciplinary Model of Care of the 

patient with type 2 diabetes mellitus in primary care 147 and with reference to other 

published research in this area 35,45.63-74,77 Similar to the model of care, the modified 
Delphi questions were divided into five themes; assessment, treatment plan, 

treatment administration, patient monitoring, confirmation/review 147 Face and 

content validity of the modified Delphi questionnaire were established with a 

pharmacist expert group from the University of Strathclyde research group 

comprising of one Professor of Pharmaceutical Care and three Pharmacy Practice 

Research Fellows. Each section of the questionnaire was discussed at length and 

appropriate changes made, prior to piloting it in 10 pharmacists. Questions were 
designed to provide a 7-point Likert scale response anchored at 1 "strongly disagree" 

and 7 "strongly agree". 

5.2.3.2 Pharmacists' Training and Support 

A scoping exercise of the training and support needs of pharmacists took place 
during Delphi D1. Two questions were asked of the Delphi D1 participants. In one 

question the participants were asked to rank their preference. From these results and 

published literature 97,90,161-165,12 questions were designed and incorporated into the 
Delphi D2 process. 

5.2.4 Data Handling and Analysis 

Consensus was defined as having been reached when a threshold of 80% 166 (D 1 and 
D2) and 70% 167 (D3) of respondents had scored 6 or 7 on the Likert scale. Feedback 

of median and personal responses for comparison was given after Delpi D1 and D2. 
Any statement not reaching the threshold was repeated in the next round. 

Figure 5.1 shows the scheme of quantitative research data analysis and verification 
for the Delphi questionnaire process. 
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Figure 5.1: Scheme of quantitative research data analysis and verification stages for the 

Delphi questionnaire process 

Face validity - Ur/phi Formation of Delphi D1 

yue tionnaircs checked b questionnaire 
2 pharmat- wdlcggues 

/n(erpretatimr checked Removal of statements with 
by vuperriSol consensus 

I Formation of Delphi D2 I 

questionnaire 

Interpretation checked Removal of statements with 
by supervisor consensus 

Formation of Delphi D3 

litferpretulioit checked 
liv %uperrz or Interpretation of results 

5.3 Results 

5.3.1 Study Population Characteristics 

( onte, rt validitv- 
'tatemcants based on 

one to one interviews 

und foe ac group 
methodology 

Response rates between Delphi rounds were 22/35 (63%; Delphi D2) and I8/22 
(82%; Delphi D3). Table 5.1 shows the characteristics of the community pharmacists 
involved in all three rounds of the Delphi process. 
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Table 5.1: Characteristics of community pharmacists involved in the Delphi round one 
(Dl), round 2 (D2) and round 3 (D3) 

Pharmacist Characteristics Delphi Rounds Dl-D3 
D1 

n=35 
D2 

n=21 
D3 

n=18 
Experience (years) 
Mean (SD) years qualified 16.6 (9.8) 17.3 (9.9) 16.3 (9.3) 
Median (IQR) years qualified (years) 15(9,24) 16 (9,25) 16 (10,18) 
Range 1-37 2.5-37 2.5-37 
Mean (SD) years in practice 16.2 (9.3) 16.7(9.1) 15.6(8.4) 
Median (IQR) years in practice (years) 15 (9,24) 15(9,25) 15 (9,18) 
Range 1-33 2.5-33 2.5-31 

Proportions using Pharmacy Medication Records 
(PMRs) 

Routinely entering PMR data 25* 13* 11** 
(%) (76%) (68%) (65%) 
Using PMR data to support patient care 4* 2** 2 
(%) (12%) (10%) (11%) 
Key: *'Missing data for two pharmacists 

**Missing data for one pharmacist 

5.3.2 Establishing Consensus 

Table 5.2 presents the Delphi questions and the consensus collated at each stage. 
Examples of comments documented in the Delphi questionnaire are also listed in this 

Table. Consistent with previous research in this thesis, results were organised under 
five themes; assessment, treatment plan, treatment administration, patient monitoring 

and confirmation/review g. 
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5.3.2.1 Pharmacists' Activities Delphi D1-D3 

After Delphi D1,10 (20%) of the initial activities reached consensus, 28 (57%) after 
Delphi D2 and 9 (18%) after Delphi D3. Two activities (4%) did not reach consensus 

after three rounds of modified Delphi technique. 

There was an early consensus achieved on the core functions that participants were 

already delivering to the patient with diabetes mellitus. These are functions which 
have been highlighted and delivered in previous studies within this disease state; 

receiving and sharing patient information, individualising treatment, identifying 
35 unsatisfactory treatment and monitoring and prescribing analgesia , 45,6314 

Care activities failing to reach Delphi consensus after three rounds involved were 

`adjusting doses of insulin' and `ensuring appropriate foot care' . 

Figure 5.2 shows the model that emerged from the modified Delphi process. This is a 

diagrammatical representation of consensus agreed activities under the five themed 

headings. Activities agreed as appropriate throughout the journey of care were listed 

under each heading. 
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Figure 5.2: Diagrammatical repres entati on of consensus on pharmacists' 
contributions to te 2 diabetes ma nagem ent in primary care 

ASSESSMENT TREATMENT PLAN 

" Identifying patients' need for support " Receiving more information about my 
by patient interview patients' treatment goals and medical/drug 

" Providing education on how to limit tissue history from the multidisciplinary team 
damage through smoking cessation and " Integrating information about my patients' 
weight control treatment goals and medical /drug history 

received/shared by the multidisciplinary team 
into the standard care plan and /or record 
booklet 

" Maintaining a pharmaceutical care plan in 
respect of the choice of antidiabetic agent, 
patient's status in respect of diabetic 
complications e. g. cardiovascular, 
neuropathy, diabetic nephropathy, 
identification of cardiopreventive medication, 
dietary goals needing to be addressed e. g. 
obesity/poor diet, problems in blood glucose 
control requiring balancing the food intake 

and insulin dose, general advice on the use of 
insulin therapy, and advice given on self- 
monitoring of glycacmic control 

" Maintaining the pharmaceutical clinical 
record with respect to targets agreed with the 
patient on HbAlc blood pressure, cholesterol 
and frequency of hypoglycaemic episodes 

" Providing education on how to limit tissue 
damage through smoking cessation and 
weiht control 

CONFIRMATION/REVIEW TREATMENT ADMINISTRATION 

" Sharing plans with the patients and other " Adjusting doses to optimise benefits (after 
members of the diabetic team to ensure suitable training), of hypertension treatment 
suitability of medication for preventing and of cardiopreventive medicines - (lipid 
cardiovascular disease, for neuropathy, in lowering drugs, beta blockers, ACE 
the presence of renal impairment and visual inhibitors. anti-anginal treatment), antibiotics, 
impairment analgesics and oral hypoglycaemics 

" Monitoring the patient for signals for " Providing education on how to limit tissue 
review by the GP in a situation where damage through smoking cessation and 
identification of co-prescribed or purchased weight control 
medicines used for co-morbidity interact 

with treatment. significant changes in the 
control of blood glucose, HbAlc, ketones, 
blood pressure, weight or cardiovascular 
risk are recorded in the patient-held record 
booklet, there is infection, other 
complications or new symptoms, or failure 
to reach personalised treatment goals 

" Providing education on how to limit tissue 
damage through smoking cessation and 
weight control 

V 
PATIENT MONITORING 

" Supporting the motivation of the patient and family in self care, treatment goals, preventing and dealing with 
loss of diabetic control 

" Individualising the patients' oral antidiabetic treatment incorporating checking and following-up the 
drug/dose regimen. identifying unsatisfactory treatment and monitoring for signs and symptoms of toxicity 

" Maintaining a patient-held diabetes record booklet on changes in prescribed or purchased medicines, self 
reporting of symptoms, episodes of hypoglycaemia 

" Providing education on how to Emit tissue damage through smoking cessation and weight control 
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5.3.2.2 Educational Needs Assessment (ENA) 

Pharmacists were unanimous (100%) in perceiving an educational need before 

delivering structured pharmaceutical care to patients with type 2 diabetes mellitus. 

There was a desire for distance learning pack alone although more participants (76%) 

expressed a desire for training away from their workplace. The pharmacists' ranking 

of preference for seven educational options showed a range of responses. The 

favoured options being direct face-to-face courses (national or multidisciplinary). 

Table 5.3 illustrates the community pharmacists' preference for support. Each 

pharmacist was asked to rank their preference 1-7 with one being the best option. 

The number weighting was then reversed with the most favoured receiving seven 

points. 

Table 5.3 : Responses to ENA exercise showing community pharmacists' preference for 

support 
Type of CPD support 

Total point score 
n=17* 

j National day course for pharmacists 

2 Multidisciplinary course 

3 Distance learning-written format 107"162*I6s 

80 

80 

74 

4A "buddy" system with another pharmacist who already provides this 63 
system 

5 Distance learning-interactive multi-media or web/CD ROM based 62 
package 107.162, IM169 

6 Pharmacists would meet as a peer group to discuss issues or problems 57 
107 

'] Local evening courses for pharmacists 107,163,168 51 

*missing data from one pharmacist. Some responders choose more than one option. 
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5.3.2.3 Pharmacists' Training and Support Delphi D2-D3 

Table 5.4 presents the results of Delphi D2 and D3 highlighting where consensus 

was reached on methods of CPD support and accreditation for community 

pharmacists for their pharmaceutical services to patients with type 2 diabetes mellitus 
in primary care. 
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5.4 Discussion 

5.4.1 Pharmacists' Activities Reaching Consensus after Delphi D1 
A Cochrane review of interventions to improve the management of diabetes mellitus 

in primary care, outpatient and community settings, concluded that a major barrier to 

improved patient care was discontinuity in care provided that was due to poor quality 

of documentation 80. Since the envisaged potential contribution of an expanded role 

for pharmacists in a Chronic Medication Service is improved continuity of care, it is 

an important finding at the initiation of the Delphi exercise, that only 12% of 

participants used the pharmacy patient medication record (PMR) to support the care 

of their patients with diabetes (Table 5.1). In particular the failure to achieve 

consensus on the need to identify a separate register of diabetes patients within their 

PMR systems requires further investigation. This finding confirms previous work in 

Scotland (work including the author) in 2002 in which only 14% of pharmacists were 

using their PMR to target services to patients with diabetes. In this study a strong 

association between low levels of service provision and need for education was 
" found . 

There was early consensus that pharmacists contribute to monitoring of blood 

glucose. HbAlc, ketones, blood pressure and body weight in the patient-held booklet 

and also for the process of referring patients to the GP if appropriate. These findings 

may demonstrate a developing confidence among community pharmacists in their 

ability to handle and interpret clinical data while accepting greater responsibility for 

basic clinical monitoring. This finding contradicts previous work (Chapter 4) where 
community pharmacists were less inclined towards undertaking point-of-care clinical 
testing as performed in the USA 78,79 and instead favoured a role interpreting the 

results that have been otherwise obtained and documented by other members of the 
diabetes team 77"147. 

However pharmacists did show some reluctance to agree on the monitoring of the 
patient for signs of infection, other complications and new symptoms for review by 
the GP. Those findings should signal a need in continued professional education for 

more focus on specific skills in, and attitudes towards, the clinical assessment of 
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patients. Further research in this area is required. 

The participants showed agreement that they could help the patient document 

prescribed medication changes in a patient-held diabetes record booklet. However 

the documentation of clinical details in the form of the achievement of personalised 

treatment goals in the record did not quite achieve a consensus at the predefined level 

of 80% at this stage. There has been debate in the diabetes literature over the value 

of patient-held records. Studies have identified advantages and problems in their use 
170 The future of patient ownership and access to their treatment plans may reside 

with health technology innovations and in Scotland an electronic patient record is 

given a high priority in the Kerr report on the future strategy of the Scottish NHS 

system 171. In Scotland sharing of patient information among multiple deliverers of 

care is being developed to support diabetes in the form of a web-based system, the 

Scottish Care Information - Diabetes Collaboration (SCI DC). It is envisaged that as 

a new community contract becomes implemented to support chronic disease 

management, community pharmacists may have access to this system 133. In Scotland 

SCI DC will certainly improve co-ordination between clinicians; however it will not 

address the issue of patient self-empowerment at this time and so research will need 
to continue to address the value of patients recording their contributions to their own 

care and using that to inform the patient-healthcare provider relationship. Since the 

patient-held record as a clinical tool is unlikely to be effective in all patients, research 

will need to help discriminate which types of patients benefit from using such tools. 

5.4.2 Pharmacists' Activities Reaching Consensus after Delphi D2 

Consensus was achieved in the second Delphi round on the role of the patient 
interview in the assessment of patients' needs. Consensus was also achieved on the 
use of a standard care plan and on the use of a patient-held diabetes record booklet to 
help record the delivery of pharmaceutical care. Perhaps consensus would have been 

reached on those points earlier had it not been for a possible misunderstanding that 
pharmacists needed to create their own care plan instead of using a nationally agreed 
document. Participants were comfortable with the idea of sharing their care plan with 
other members of the team, although, because of confusion over the exact 
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nature/source of the care plan, the wording of this statement needed to be altered 

slightly between rounds before consensus was achieved. 

At this stage, there was agreement for pharmacists to document all details in their 

care plan except for problems in blood glucose control requiring the balancing of the 

patient's food intake and their insulin doses (consensus was reached for this activity 

at Delphi D3). Community pharmacists showed they would be comfortable with 

adjusting doses of all drug groups except insulin. Between Delphi D1 and Delphi D2, 

the wording on this question about prescribing (question 16) was changed from 

"prescribing" to "adjusting doses", as the comments from Delphi D1 seemed to 

suggest some pharmacists, may at this point in time, be more comfortable adjusting 
doses using a patient group directive rather than being trained as a supplementary 

prescriber. 

In a recent UK study (n= 518), only 3% of pharmacist supplementary prescribers in 

2005 were actually prescribing within the endocrine speciality 26. Lack of time, 

inadequate support staff and insufficient awareness among other health care 

professionals and the general public about the pharmacists' skills and attributes are 
known to be the major obstacles to expanding the professional role of pharmacists, 

especially in the community setting 27. The opportunity for pharmacists to qualify as 
independent prescribers in Scotland may help to develop this role further in the 
future. 

There was agreement to take responsibility for the motivation of the patient and 
family in self-care, in meeting treatment goals and in preventing and dealing with 
loss of diabetic control. The community pharmacists' agreed role also included 

education on limiting long term risks through smoking cessation and weight control. 
Previous studies have suggested that motivation and education are two potentially 
important roles for community pharmacists, who are well-placed to make a major 
impact, relative to other members of the healthcare team, because they see the patient 
most frequently 62.63.172 
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5.4.3 Pharmacists' Activities Reaching Consensus after Delphi D3 

Only after the third round did the community pharmacists agree to help maintain 
their patient-held diabetes record booklet with all details including changes in 

prescribed and purchased medicines, self-reporting of disease symptoms and 

achievement of treatment goals. A previous study (work including the author) in 

2002 showed that only 43% of Scottish participating pharmacists believed that using 

a shared-care booklet or `smart' card to assist information transfer was a service 

priority (work including the author) 77. 

5.4.4 Pharmacists' Activities Not Reaching Consensus 

The two activities in which consensus was not reached involved sharing plans with 

the patients and other members of the diabetes team to ensure appropriate foot care 

and adjusting doses of insulin. The reluctance to provide foot care services is in 

contrast to previous work in Scotland " where foot care was one of the top five 

services reported as being provided by approximately two-thirds of community 

pharmacy respondents to a questionnaire. Perhaps hesitancy to agree to these 

activities may be a lack of training in both these areas rather than an exclusion of 
their relevance to the pharmacy service, since activities have been successfully 

carried out by pharmacists in previously reported studies 64,173. Research linked to 

continued professional development is indicated in order to help direct attention to 

the needs of service providers. 

5.4.5 Community Pharmacists' Educational Needs Assessment 

All pharmacists reported that they would require more training before becoming 

confident in providing a higher level of service to patients with type 2 diabetes 

mellitus. Some participants felt that a distance learning pack could provide this 
training. Distance learning packs have the advantage of flexibility and provide a 
means by which learning can fit in to a busy pharmacist's day as the learning is 

generally divided into small topics 162. Almost half the participants (44%) felt they 
needed some training away from the workplace although only 11% felt that they 
require substantial training away from the workplace. When asked to rank their 
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preference of support options in order to meet these training needs, the top two 

options were a national course and a multidisciplinary course. A buddy system with 

another pharmacist who already provides this system was voted as the next favoured 

option. 

A distance learning interactive multi-media or web based package or DVD format 

and a local evening course for pharmacists were voted the least favoured options. 

Previous work has identified several problems with the learning web which could 

also be applicable to DVD formats such as technical problems, limited range of off- 

the shelf solutions and expense of in-house production. However the increasing use 

of these technologies in leisure will make their increased use in work and education 
inevitable and easier to integrate. Current difficulties may be outweighed by the 

advantage of 24 hour accessibility to education 174. It was interesting that the 

participants favoured a national course (5 hours training), to a local evening course 
(2.5 hours training). This may be due to the fact they believed the topic required a 
full day of teaching or may be that they wished the national perspective as opposed 

to the local one, as both training options would be carried out in the pharmacists' 

own time. 

5.4.6 Consensus of Training and Support Issues after Delphi D2 

There was only one training and support statement to reach consensus after Delphi 

D2: that was the belief that community pharmacists delivering a level 3 service or 
intensive structured pharmaceutical care to patients with type 2 diabetes mellitus 
should be assessed and accredited as competent (83% majority). Accreditation 

programs are continuously reviewed and changed and accreditation organisations 

constantly strive to improve quality 175. Although accreditation issues have received 
attention over time, an accurate current examination of accreditation of a 
pharmacist's delivery of care is at present absent within the pharmacy literature. For 

a clinician to be assessed and accredited as competent, they would have to prove 
clinical competence by delivering care that is proven to be optimal for that particular 
patient group 176. This would take further study to establish the standards required 
and the appropriate assessment method. 
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5.4.7 Consensus of Training and Support Issues after Delphi D3 

In this study, after Delphi D3, consensus was reached on the training and support 

statement that accreditation as a competent practitioner should be granted by 

evidence of attendance at courses. This finding is in contrast to the educational 

philosophy that attendance at an educational event does not result in competence. 
Interesting research may be to conduct a Delphi questionnaire among educational 

specialists and senior pharmacy managers on their perceptions of the role of 

accreditation in theory and in practice in recognising the suitability of community 

pharmacists for services provision. 

Other methods of assessing their competency such as by multiple choice question 

examinations or practical examinations (OSCEs ie. Objective structured clinical 

examination) did not prove popular with participants obtaining only 22% and 28% 

agreement respectively. 

At this stage the participants agreed that they would be comfortable sharing 

examples of practice through individual cases within a group of pharmacists. 
Consensus was also achieved with sharing examples of practice through individual 

cases within a group of pharmacists and sharing reflections of where their 

performance leaves room for improvement within a group of pharmacists. They 

obviously seem comfortable with uniprofessional peer review whereas consensus 

was not reached with these three activities when involved in a multidisciplinary 

group. Indeed the activity sharing reflections where their performance leaves room 
for improvement within a multidisciplinary group only obtained 25% consensus after 
Delphi. The Delphi comment: 

`Are we at this stage yet? ' 

shows hesitance in taking up this opportunity at this stage. 

Interestingly, reviewing current literature within a group of pharmacists or 
multidisciplinary group did not receive consensus. This should be an identified 

training need for pharmacists. 
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5.4.8 Training and Support Issues Not Reaching Consensus 

Should accreditation be granted by Multiple Choice Question examination, practical 

examination (OSCEs ie. Objective structured clinical examination), or peer review 
(active participation at meetings with other colleagues providing similar services)? 
All did not reach consensus during the Delphi process. Initially the main perceived 

advantage of the OSCE was objectivity and standardisation which were regarded as 

the main underpinnings of its reliability. However an abundance of study evidence 

has shown that the reliability of an OSCE is based on careful sampling, particularly 

across clinical content, and an appropriate number of stations which generally means 

that several hours of testing time are necessary ' 

From an educational point of view, van der Vleuten compared different methods of 

comparing professional competence, including multiple choice assessments, oral 

examinations, OSCEs and practice video assessment. He concluded from this work 

that: 
' no one method of assessment is inherently unreliable and any method of assessment 

can be sufficiently reliable' 178 

Accreditation of community pharmacists may therefore be a mixture of several 

means of assessment. Validity of the means of accreditation must also be taken into 

account i. e. does the mean(s) of assessment of accreditation actually measure what it 

is supposed to do; in this case fitness to provide high quality pharmaceutical care to 

patients with type 2 diabetes mellitus. Further research is required in this area of 

accrediting pharmacists' services in this disease state. 

Evidence of self assessment and reflection through identification of personal learning 

needs or portfolio of evidence (Record of patient scenarios and documented actions) 
as a means of assessment did not reach consensus. Community pharmacists may 
have had limited experience to using learning portfolios for CPD purposes and there 
is no published literature to suggest portfolios have been used for accreditation 
purposes in the profession at this time. Portfolios have been used to support CPD 
179,180 with some success and for assessment of the competence and performance 
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181,182 within the profession of medicine. Research has recently been carried out using 

the Big-Five questionnaire with hospital pharmacists 183. This was a questionnaire, 
designed by Goldberg et al 184, that has been used in an attempt to determine 

pharmacists' characteristics of portfolio engaging behaviour. 

5.4.9 Issues Requiring Further Investigation 

As highlighted throughout the discussion section, there are issues requiring further 

investigation as a result of this work; there is little evidence for why consensus was 

not reached on some activities/training or reached only after two or three rounds of 

the Delphi process on other activities/training. , 

Further study may be required to establish why participation at courses is the 

community pharmacists' favoured means of obtaining accreditation. This may be the 

easiest option as opposed to the most educationally sound. 

In the majority of Delphi studies, authors have not paid attention to what happens 

between Delphi rounds. They tend to have a decision rule applied to the final round 

to determine what the consensus is and whether there is an acceptable level of 

agreement. Data analysis between rounds would show the progression towards 

consensus agreement. Further study in this area would add to the quality and 

credibility of the final decision of consensus 185. The phenomenon of the level of 

agreement between the panel members increasing between the Delphi rounds is 

recognised 158. In order to study this, further individual inquiry amongst experts 

shifting their opinion in later rounds would need to be made. This may offer some 
insight into how committed the panellist is to the change of opinion, and, if formally 

included as part of a Delphi study design, it might deter panellists from defaulting to 
185 a group norm 

The patients' voice was not included in defining the activities that should be 
delivered by a community pharmacy and clearly there is much further scope for 

patients' perceptions to inform the model. In that respect this model should be seen 
only as a first step in designing a pharmacy service to meet the needs of this group of 
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patients. The patient may also have an opinion on how the community pharmacists' 

services should be assessment and accredited. Patient involvement is now an 
important factor in service design, delivery and evaluation in NHS Scotland. 

In Chapter 6, these consensus agreed pharmacy activities will be used as behavioural 

statements in generating a competency framework for the delivery of pharmaceutical 

care to the patients with type 2 diabetes mellitus. 

5.4.10 Conclusion 

The majority of suggested pharmaceutical care activities reached consensus 

suggesting a desire to deliver a comprehensive service. For service development and 
linked continued professional development a well-defined service model for 

delivering pharmaceutical care to patients with type 2 diabetes is required. The 

present study has proposed such a model based on a consensus among the leading 

edge community pharmacist practitioners in Scotland. 

The Delphi participants felt there was a need for training in order to provide an 
intensive pharmaceutical care service to the patient with type 2 diabetes mellitus. 
Consensus was reached that all community pharmacists should be assessed and 

accredited as competent to deliver this service. Participation at courses was the only 
method of accreditation which reached consensus. With regard to CPD, consensus 

was reached with peer support in the form of case discussions and reflections on 
good and poor practice, but only within the profession of pharmacy. These activities 
within a multiprofessional group did not reach consensus. 
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Chapter 6: 

Development and Piloting of a 
Competency Based CPD Workbook 

Research Focus 3: 

A Community Pharmacy CPD Support Model for Providing Care to 

the Patient with Type 2 Diabetes Mellitus in Primary Care 
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6.1 Introduction 

6.1.1 Background 

The role of Skills for Health, the Sector Skills Council for the UK health sector is to 

develop solutions that deliver a skilled and flexible UK workforce in order to 

improve health and healthcare. One of its main functions is to develop National 

Occupational Standards (NOS) and National Workforce Competencies (NWC) for 

use within the health sector 186. The organisation Skills for Health, is gradually 

developing competencies for chronic conditions such as diabetes mellitus but these 

were few in number at the time of this project. During the research period however, 

NHS Education for Scotland (NES) started to develop competency frameworks to 

assist with identifying the educational needs of health professionals involved in the 

delivery of care for patients with long term chronic conditions. The Competency 

Framework for the Care of a Person with Diabetes (CFD) 118 was published in 2004. 

This work used 6 competency clusters: 

1. Participates as a member of the multidisciplinary team, in the care of a 
person with diabetes 

2. Has knowledge of tests and assessments carried out and of the devices used 

3. Show an understanding of the diagnosis of diabetes and therapeutic 
interventions in diabetes care 

4. Can demonstrate personal knowledge of multidisciplinary diabetes care is 
up-to-date and based on local and national standards/ guidelines 

5. Contributes to the continuing education of other healthcare professionals 

6. Contributes to the continuing education of the patient and family/carers 
about diabetes and diabetes care 

The decision to use this framework for this research was based on the fact that 
diabetes mellitus is recognised as a complex disease treated by a 'multidisciplinary 

team, and this was the most current nationally agreed set of multidisciplinary 
competencies published within Scotland. 
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Within the CFD document, these competency clusters were then cross matched to the 

10 'Quality in Scotland' standards for diabetes as a means by which healthcare 

professionals could record the knowledge and skills they require to remain or 
become competent in delivering care for the patient with diabetes 1'17. The primary 

purpose of the CFD was to facilitate the individual practitioner in their assessment of 

their personal needs against agreed competencies, and from this develop their 

Continuing Professional Development (CPD) action plan. 

Continuing Professional Development (CPD) is a systematic, ongoing, cyclical 

process of reflection on practice, planning, action and evaluation (reflection on 

learning), based on the 4-stage Kolb learning cycle; identification/reflection, 

planning, implementation/action, evaluation `" as shown in Figure 6.1. CPD is 

inclusive of any learning that is relevant to pharmacists' development of their 

capabilities, including any continuing education. This reflective process should lead 

not only to individuals meeting their specific professional learning needs, to allow 

them to keep pace with the changes in practice, but also to consider the need to 

retain, develop and maintain public confidence in their services. 

Figure 6.1: Kolb's Learning Cycle and the CPI) Cvcle 

Identification 

Evaluation "Reflection" 

Implementation 
"Action" Planning 

11L- 

103 



At the time of this research in Scotland, community pharmacists are beginning to 

prepare for the Chronic Medication Services (CMS) element of the new NHS 

community pharmacy contract. This development intends to aid the delivery of 

pharmaceutical care to patients suffering from chronic disease states such as diabetes 

mellitus 130,188. Clinical governance requires professional self-regulation and a 

demonstration to lifelong learning. It is difficult to determine the competencies 

required to deliver a service in which the operational definitions are unclear, and thus 

the Delphi exercise (Chapter 5) was used to determine which possible 

pharmaceutical care activities (behavioural statements) might be offered by 

community pharmacies to patients with this disease. 

Many organisations and professions, including pharmacy are increasingly using a 

competency approach to describe the knowledge, skills and attitudes required to 

provide a service or to do a job well 189. In the Royal Pharmaceutical Society of 

Great Britain (RPSGB) continuing professional development (CPD) requirements, 

the documentation expects pharmacists to include the competencies relating to a 

particular CPD entry. There are many definitions of competency. Whiddett suggests 

competency is an ability which is based on work tasks or job outputs "'. RPSGB 

defines competencies as: 
'descriptions of what one might expect a clinician undertaking a particular role to be 

able to do, or descriptions of personal characteristics and behaviours expected of a 

competent practitioner' 190 

To develop a competency framework, closely related behavioural statements are 

organised into competencies and related competencies then grouped together into 

clusters. Competency clusters are titled and often include an overarching statement 

that summarises the competencies contained within the cluster 189. 

A competency framework is a collection of competencies that are thought to be 

central to effective performance ie competence. A framework can have a narrow 
scope covering a specific task, or a broader scope incorporating all the knowledge, 
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skills and attitudes required for a community pharmacist to provide pharmaceutical 

care to a patient with type 2 diabetes mellitus. 

In this chapter, the pharmaceutical care activities or behavioural statements already 

agreed through the Delphi process were used to detail each CFD competency cluster 
119. This piece of research links competencies with analysis of personal learning 

needs in the form of a CPD workbook. Currently workbooks are not widely used 

CPD tools within the pharmacy profession in Britain, 191 although reflective course 

portfolios have been used successfully in some instances 80,192.193 1 

6.1.2 Justification for Research 

This research built on previous work (Chapter 4 147 and 5 194), with focus group 
discussions facilitating the design and content of a competency based workbook for 

community pharmacists' CPD support. Work to date (inclusive of the author) in 

Pharmacy has identified the need to confirm the usefulness of such a support tool 
191 when used with pharmacists on a leadership programme 

6.1.3 Study Aims and Objectives 

The aim of the research was to develop a competency-based system for self- 
identification of CPD needs for delivering comprehensive pharmaceutical care to the 

patient with diabetes mellitus type 2. 

From this primary aim, a number of objectives emerged: 

" To draft a competency framework for community pharmacists providing 

pharmaceutical care to patients with type 2 diabetes mellitus using 

consensus agreed pharmacist activities as behavioural statements 

9 To develop a Continuing Professional Development Workbook from this 
framework 
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" To validate this competency framework and to identify areas of strengths 

and weaknesses in the CPD workbook 

" To investigate the acceptability and the comprehensiveness of the 

competency based CPD workbook via pilot group work 

6.2 Methods 

6.2.1 Study Design 

A qualitative study using 2 focus groups. Pilot-study data collation of 

pharmaceutical care issues and CPD workbook entries. 

6.2.2 Subjects and Settings 

6.2.2.1 Focus Group A 

Focus Group A participants n=7 (39%) were drawn from the national Delphi study 

group (Chapter 5) and asked to consider the competency based CPD workbook. This 

group was characterised in terms of age, sex, number of years qualified and sector of 

employment. 

6.2.2.2 Pilot Study 

The pilot study sample n =11 was recruited from one region in Scotland where 

community pharmacists were being funded by the Scottish Government to carry out 

a pharmaceutical care service to patients with diabetes mellitus as part of a 
Pharmaceutical Care Model Scheme (PCMS) initiative 14. This group was 

characterised in terms of age, sex, number of years qualified and sector of 
employment. 

6.2.2.3 Focus Group B 

Focus group B participants n =7 were drawn from the pilot group (64% of the pilot 
group) and asked to consider the competency based CPD workbook. Again this 
group was characterised in terms of age, sex, number of years qualified and sector of 
employment. 
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6.2.2.4 Ethical Considerations 

As this research was carried out after April 2004, ethics approval was sought for both 

focus groups and the pilot study. Ethical approval was deemed to be required for 

Focus Group A (Greater Glasgow Health Board) and was sought and obtained 
(Appendix 6. la and b). Ethical approval for the pilot study and subsequent Focus 

Group B was deemed by the local ethics board (Dumfries and Galloway Health 

Board) to not be required. They considered the study to be part of service 

development. 

6.2.3 Study procedure 
6.2.3.1 Development of a Competency-based CPD workbook 

The CFD document 119 was studied by a research team from the Pharmaceutical Care 

Department at the University of Strathclyde consisting of the Professor of 

Pharmaceutical Care, an Honorary Lecturer with a special interest in Diabetes 

Mellitus, a Research Fellow and the lead researcher (author). This work formed part 

of Stage One of the formation of the CPD workbook. Competency clusters and 

competencies believed most relevant to the pharmaceutical care of the patient were 

selected from the CFD document 19. It was decided not to use the entire document as 
it was large and therefore may have appeared daunting to community pharmacists. 
Sections were chosen or prioritised with reference to the findings in Chapter 4 on the 

potential roles of community pharmacists (Table 4.5). From the potential 94 

competencies in the CFD, 43 (45.7% of the CFD) were selected. The 34 behavioural 

statements from Chapter 5 involved in the Delphi process were then matched to the 
CFD competencies 1 19 to form Draft 1 of a CPD competency based document - For 

Focus Group Discussion (Appendix 6.2). In order to convert this document into a 

workbook format, four columns were developed on the right hand page of the 
document. These columns were titled 'Changes in Performance-How do I improve 

my performance? ', 'Analysis of Personal Learning Needs', `Personal Learning Plan' 

and 'Evidence of Change'. The competencies and behavioural statements formed the 
left-hand page of the document. 
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6.2.3.2 Focus Group A (Stage One) 

Focus Group A was part of Stage One of the formation of the CPD workbook and 

was held with 7 Delphi participants after the Draft 1-CPD workbook was designed. 

Participants in Focus Group A were given the draft CPD workbook (Appendix 6.2) 

and the CFD document 119. Reference was made to both these documents during the 

focus group to stimulate discussion and allow debate within the group. This focus 

group was facilitated by the lead researcher using a semi-structured questionnaire 

(Appendix 6.3). Focus Group A was asked to consider: 

" Competency clusters and competencies in the multidisciplinary CFD 
document which should have been included in the workbook 

" Workbook format 

" Terminology updates 

" Links between competency and behavioural statements 

" Potential removal of behavioural statements for which consensus was not 
achieved in the Delphi process (Chapter 5) 

" Suitable behavioural statements for any newly selected competencies 

" Ways the workbook could be of practical use 

" Problems/limitations to the use of the workbook 

0 Improvements to the design of the workbook 

6.2.3.3 Pilot Study (Stage Two) 

After Focus Group A, the competency based CPD workbook was revised 
accordingly and the revised Draft 2 Workbook-For Pilot Study Use (Appendix 6.4) 

was used in a5 month pilot study with eleven community pharmacists in one region 
in Scotland. This Pilot Study formed part of Stage Two of the formation of a CPD 

workbook. During this time period, the pilot participants were encouraged to use the 
competency based CPD workbook as a CPD aid while delivering pharmaceutical 
care to their patients with type 2 diabetes mellitus. All entries made in the 
competency based CPD workbooks during the pilot phase were collated. 
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For assessing comprehensiveness of the workbook, each pilot pharmacist submitted 

10 examples of the most common care issue and 5 of the least common care issues 

encountered while delivering care to these patients. This procedure was to ensure that 

all issues encountered in practice were covered by the competencies and behavioural 

statements in the workbook. The researcher obtained these examples in the last 2 

weeks of the study; allowing maturation of professional services to this patient 

group. A team at the Pharmaceutical Care Heath Service Unit at the University of 
Strathclyde consisting of the Professor of Pharmaceutical Care, an Honorary Lecturer 

with a special interest in diabetes mellitus, two Research Fellows and the lead 

researcher (author) then matched the care issues to the competency or competencies 

under which each might be documented. 

6.2.3.4 Focus Group B (Stage Two) 

At the end of this pilot period, a second focus group, Focus Group B took place with 
7 of the 11(64%) pilot participants. This focus group formed part of the Stage Two 

process of the formation of a CPD workbook. Participants in Focus Group B were 

asked to bring along their CPD workbooks and were given a compiled list of all the 

common and less common care issues (Tables 6.6 and 6.7) to consider. This focus 

group was facilitated by a local researcher (Researcher 5) (DK) using a semi- 

structured questionnaire (Appendix 6.5). Focus Group B was asked to consider: 

" Acceptability of the CPD workbook 

" Potential improvements to the CPD workbook 

" Potential support in the use of the CPD workbook 

" Time taken to complete the workbook 

" Proportion of workbook completed during study 

" Usefulness as a benchmarking document 

" Comprehensiveness of the CPD workbook 

As previously mentioned, neutrality or freedom from bias is pivotal to validity in 

qualitative research. A researcher's experience, background and perspective 
influences the data collection and analysis. A local researcher was chosen to facilitate 
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this particular piece of work as it was felt that the participants would be more likely 

to give honest feedback to a colleague than to a member of staff from NHS 

Education for Scotland (author), who had produced the workbook. Short 

biographical detail for Researcher 5 (DK) is thus presented: 

Researcher 5 (DK)- had been registered as a pharmacist for 19 years at the time of 

this research. She had spent the majority of this time either in community pharmacy 

or in primary care. Researcher 5 had assisted and participated in many qualitative 

pieces of work and has experience of facilitating focus groups. 

6.2.4 Data handling and analysis 

Both focus groups were tape-recorded and transcribed. All transcripts were 

confirmed as accurate by the interviewees themselves. The content was analysed 

using a framework approach 132 
, and the themes discussed with a separate qualitative 

researcher (Researcher 4) (HH). Figure 6.2 illustrates the qualitative research data 

analysis and verification process. 

Figure 6.2: Scheme of qualitative research data analysis and verification stages 
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6.3 Results 

6.3.1 A Competency Based CPD Workbook 

Initially from the potential 94 competencies in the CFD 119,43 (45.7% of the CFD) 

were selected by the research team at the University of Strathclyde. Focus Group A 

however selected a further 11 (20.4%) competencies resulting in 54 (57.4%) from the 

CFD document being included in the CPD workbook; 54 competencies under 5 

competency clusters. 

6.3.2 Study Population Characteristics 

6.3.2.1 Focus Group A (Stage One) 

There were 7 community pharmacists involved in Focus Group A; median age (IQR) 

39(30,41) years [range 28-52 years], median number of years qualified (IQR) 17(15, 

21) years [range 4-29 years]. The study group participants consisted of 4 (57.1%) 

females with 1(14.3%) being an independent contractor, 2 (28.6%) working for a 

small community multiple (<5 premises) and 4 (57.1%) working for a large 

community pharmacy multiple. The study participants were from Greater Glasgow, 

Argyll and Clyde, Lanarkshire and Dumfries & Galloway Health Board areas. 

6.3.2.2 Pilot Study (Stage Two) 

There were 11 community pharmacists involved in the pilot study; median age (IQR) 

41(28,49) years [range 27-57 years], median number of years qualified (IQR) 19 (7, 

26) years [range 2-32 years]. The study group participants consisted of 9 (81.8%) 

females with 2 (18.2%) being an independent contractor, 1 (9.1%) working for a 

small community pharmacy multiple (<5 premises) and 8 (72.7%) working for a 
large community pharmacy multiple. The participants for the study were all from the 

Dumfries & Galloway Health Board area. The prevalence of a diagnosis of type 2 

diabetes mellitus in this Health Board area was 3.8% according to the Scottish 
133 Diabetes Survey, 2003 

6.3.2.3 Focus Group B (Stage Two) 

There were 7 community pharmacists involved in Focus Group B; median age (IQR) 
41(33,46) years [range 26-50 years], median number of years qualified (IQR) 19(12, 
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24) years [range 4-28 years]. The study group consisted of five (71.4%) females with 

one (14.3 %) being an independent contractor, two (28.6%) working for a small 

community multiple (<5 premises) and four (57.1 %) working for a large community 

multiple. The participants for the study were all from the Dumfries & Galloway 

Health Board area. 

63.3 Establishing Team Member Opinions 

6.3.3.1 Focus Group A (Stage One) 

The complete transcript of Focus Group A is available in the Appendix Section 

(Appendix 6.6) with the appropriate quotes highlighted. Table 6.1 presents the 11 

additional competencies selected by Focus Group A to be added to the CPD 

workbook in addition to the 43 already selected by the research team. 

Within the CPD workbook, each competency chosen from the CFD document' 19 was 
matched to a behavioural statement. Table 6.1 and 6.2 presents the behavioural 

statements created by Focus Group A, to match any competencies in the CPD 

workbook with no matched statement. 

There were 11 competencies chosen by Focus Group A from the CFD document 119 

to which there were no linked behavioural statements. These were developed by 
Focus Group A (Table 6.1) after studying Draft 1-CPD workbook (Appendix 6.2). 

There were six existing competencies from the CFD document 119 with no linked 
behavioural statements after matching by the research group. Again Focus Group A 
developed these (Table 6.2) after studying Draft 1-CPD workbook (Appendix 6.2). 

Table 6.3 shows the seven pharmacy activities which did not reach consensus duri ng 
the Delphi process (Chapter 5). These were considered by Focus Group A for 
inclusion as behavioural statements in the workbook. The decision to include or 
exclude an activity from the workbook was made on an individual basis. Any 

relevant comments made by the Delphi participants were taken into account. 
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Figure 6.3 shows diagrammatically a representation of Stage One of the formation of 

the final Competency based CPD workbook. 

Figure 6.3: Diagrammatical representation of Stage One of the formation of the 
final Competency based CPD workbook 

Pharmacy CFD document1t9 
activities/behavioural 

statements from 
process Delphi 

(activities 1-34) Draft 1-CPD 
workbook 

(Appendix 6.2) 

Focus Group A 
Decision on : - 

" Addition of extra competencies 
to the competency based CPD 
workbook (Table 6.1) 

" Development of appropriate 
missing pharmacy 
activities/behavioural 
statements (Table 6.2) 

" Pharmacy activities which did 
not reach consensus considered 
for inclusion in the workbook 
(Table 6.3) 

Opinion on: - 
" Problems with workbook 
" Value/limitations of workbook 

t Ethical 
approval 

4 
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Table 6.4 presents the finalised agreed content of the competency-based framework 

for community pharmacists providing pharmaceutical care to patients with type 2 

diabetes mellitus after Focus Group A. The graphically designed CPD workbook 

used for the pilot phase is shown in Appendix 6.4. 
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6.3.3.2 Focus Group A and B 

The complete transcript of Focus Group B is available in the Appendix section 
(Appendix 6.7) with the appropriate quotes highlighted. Table 6.5 presents examples 

of specific focus group quotes from Focus Group A and B. Examples of quotes in 

this table explore the acceptability, value and problems or limitations of the 

workbook. 

A 
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63.4 Collation of Care Issues during the Pilot Phase 

Table 6.6 presents the most common care issues as documented by the pilot group 

participants. Table 6.7 presents the least common care issues. These were both linked 

to appropriate competencies within the CPD workbook to ensure the 

comprehensiveness of the workbook. This linking was validated by Focus Group B. 

Figure 6.4 shows the diagrammatical representation of Stage Two in the formation of 

the final Competency based CPD workbook. 

Figure 6.4: Diägrammatical representation of Stage Two in the formation of the final 
Competency based CPD workbook 

Draft 2 CPD Workbook 
(Appendix 6.4) 

1 
Pilot Phase 

Focus Group B 
Decision on: 

" Most common care issues 
reported during the pilot phase 
and linkage to workbook 
Competencies (to ensure 
workbook comprehensiveness) 

" More unusual care issues 
reported during the pilot phase 
and linkage to workbook 
Competencies (to ensure 
workbook comprehensiveness) 

Opinion on: - 
" Problems with workbook 
" Value/limitations of workbook 
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6.3.5 Competency based CPD workbook Entries 

All entries made in the competency based CPD workbooks during the pilot phase 

were collated (Appendix 6.8). These were used as examples in the final CPD 

workbook. 

6.3.6 Final Competency-based CPD Workbook 

Figure 6.5 details the steps taken in producing the final Competency-based CPD 

workbook. A professionally graphic design was used for the final Competency-based 

CPD workbook as a result of this research (Appendix 6.9). 
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Figure 6.5: Diagrammatical representation of formation of the final Competency-based 
CPD workbook 

Pharmacy 
ac ti vi ti es/be h avi ou r al 

statements from 
Delphi process 
(activities 1-34) 

Focus Group A 
Decision on : - 

" Addition of extra competencies 
to the competency based CPD 
workbook 

" Development of appropriate 
missing linking pharmacist 
activities/behavioural 
statements 

" Pharmacy activities which did 
not reach consensus considered 
for inclusion in the workbook 

Opinion on: - 
" Problems with workbook 
" Value/limitations of workbook 

I CFD document 119 

ý- Ethical 
approval 

Pilot Phase 

1 -ý 
Focus Group B 

Decision on: - 
" Most common care issues 

reported during the pilot phase 
and linkage to workbook 
Competencies 

" More unusual care issues 
reported during the pilot phase 
and linkage to workbook 
Competencies 

Opinion on: - 
" Problems with workbook 
" Value/limitations of workbook 

Examples of 
completed 

competencies 

I Competency I 
based CPD 
Workbook 

131 



6.4 Discussion 

6.4.1 Demographics of Study Groups 

Three small separate study groups were used in Chapter Six; Focus Group A, Focus 

Group B and a Pilot Group. All groups were similar; predominantly female (57%- 

82%) and working in a large multiple (> 5 premises) community pharmacy. The 

gender balance mirror the RPSGB database statistics for Scotland of 67% female 

practising pharmacists 195, and the Workforce Update figures of 56% of pharmacists 

being female in Great Britain 196. The groups also had similar experience; 17-19 

years qualified. No data was collected on whether they worked full or part-time. 

Dumfries and Galloway was chosen as the pilot study area as at the time of the study, 
133 it had the highest reported incidence of Diabetes Mellitus in Scotland 

6.4.2 Format of the Competence-based CPD Workbook 

The competency based CPD workbook is based on a spinal column model 197, and 

was designed to form one elective clinical specialty within a future Community 

Pharmacy Vocational Training Scheme in Scotland. In this model, a series of 

competencies with related behavioural statements form the central column of the 

workbook. Documented reflective CPD and the evidence collected to demonstrate 

their achievement could be compared to the nerve roots entering the vertebrae. 

6.4.3 Focus Group A Workbook Adaptations 

This work formed Stage One of the formation of the CPD workbook. Initially the 

University research team identified almost half of competencies in the 

multiprofessional competency framework document 119 as being obviously 

applicable for a community pharmacist practitioner. This selection was made in an 

attempt to produce a workbook of a manageable size. Focus Group A identified 

eleven additional competencies from the CFD multiprofessional pool resulting in 

almost 60% of the CFD criteria within the workbook. This inclusion of further 

competencies shows the community pharmacists' desire and enthusiasm to take on a 
full and comprehensive role in the care of the patient with type 2 diabetes. No 

competencies selected by the University Group were removed by Focus Group A as 
being unachievable. 
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The clinical management of a person with diabetes in relation to glycaemia was 

added as a competency as the community pharmacists in Focus Group A believed 

they could offer this service. Indeed previous studies have shown a reduction in 

HbAlc when a community pharmacist was included into the diabetic team 45,60.75 

The United Kingdom Prospective Diabetes Study 35 (UKPDS 35) concluded that 

each 1% reduction in mean HbAlc was associated with a reduction in risk of 21% 

for death related to diabetes, 14% for myocardial infarction and 37% for 
198 microvascular complications . 

Focus Group A community pharmacists wished to include distributing information 

for the patient/carer on screening processes for the detection of diabetes in the 

workbook as a competency. Interestingly however they did not wish at this time to 

carry out the screening process itself. This may have been due to political decisions 

not to remunerate pharmacists for this service in Scotland at the time of this study as 

a previous Scottish survey (n=261) of the pharmacy profession in 2001 (including 

the author), showed a co-ordinated programme of targeted screening for those at risk 

of diabetes as the most favoured potential future service 77. 

Similarly the participants felt that acting as a source of information on diabetes for 

the patient was an important competency. Advising on sources of learning or 
signposting appropriate support groups and critically reviewing sources of 
information from the patient or carer were suggested as appropriate behavioural 

statements. These findings show the community pharmacy emerging as an accessible 
professional site for health education and advice for the general public. 

Maintaining the patient focus of diabetes was an issue that Focus Group A wished to 
include as a competency as they felt a large part of their role was to encourage and 
motivate the patient to take responsibility for their disease. Part of this was lifestyle 
factors and principles of health promotion and education in issues relating to 
diabetes. Not surprisingly health and lifestyle issues; lack of exercise, weight/diet 
problems and smoking were all listed as common care issues by the community 
pharmacists in this study. 
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Diabetes is associated with a very high burden of responsibility for individual 

patients if they wish to remain well and avoid long term complications. It has been 

estimated that at least 99% of diabetes management is self care and involves not only 
the patient but also their family and immediate social networks 199. This care should 

also not just be limited to patients who already have the disease, but the Diabetes 

Prevention Program Research Group study found that lifestyle interventions 
delivered over 2.8 years reduced the incidence of diabetes by 58% zoo 

There was much debate in Focus Group A over the omission of `Treatment options 
in diabetes care, and possible side effects: patient/carer involvement' as a 

competence by the University Research Team. The focus group participants felt this 

was perhaps one of the most important functions of their job as a community 

pharmacist, that is involving and educating patients about the side effects they might 

expect or are experiencing and alterations to treatment in an attempt to overcome 
these problems. 

6.4.4 Acceptability of the CPD Workbook 
From the focus groups' discussions, it was suggested that the CPD workbook, after 
the pilot phase, might require modification to make completion easier. Although 

Focus Group A felt the workbook was the correct size, participants in Focus Group B 

who had used it in practice, felt it was large and difficult to follow at times. 

Focus Group B also found difficulty with the design of the workbook as participants 
had to work on two open landscape pages. The landscape was therefore changed to a 
portrait design which was suggested by the group as being easier to complete. Focus 
Group A and B discussed repetition and not knowing which part to complete in the 

workbook were issues. 

'Sort of what is that and how does it tie in with that.. ' [Focus Group A] 

The workbook was thus simplified by the addition of separate chapters and by the 
introduction of an index to aid linking between sections. It was interesting that Focus 
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Group B discussed the fact that the behavioural statements within the workbook were 

not relevant to community pharmacists. 

'I think that a diabetic pharmacist specialising in the secondary care would be fine 

but for pharmacists in primary care, jack of all trades, whatever you want to call us, 

it was too complicated' [Focus Group B] 

"The activities required to be demonstrated were out with the remit of the 

community pharmacist' [Focus Group B] 

The majority of these behavioural statements were agreed by consensus in a 

community pharmacist's Delphi questionnaire exercise (Chapter 5) as being 

achievable pharmacy activities. The remaining behavioural statements were decided 

by a community pharmacy focus group. Within Scotland at the time of this study 

there was recognised to be a lack of consistency in pharmaceutical care delivery to 

the patient with type 2 diabetes mellitus from region to region. This was reflected 
from the findings reported in Chapter 4; from the interviews of healthcare 

professionals from different areas within Scotland 147. This difference of opinion 

about the achievability of behavioural statements within the workbook may be due to 

the Delphi achieving consensus nationally while the pilot study was based in only 

one Scottish region. 

Focus Group B also discussed the problem of documentation and having to 
separately document CPD for the Royal Pharmaceutical Society of Great Britain. 

'And it is far easier to record it on-line' [Focus Group B] 

'You have your CPD and then you have to go online as well, the Pharmaceutical 

Society wants to know what you have been doing' [Focus Group B] 

A decision was therefore made to offer the CPD workbook as an on-line feature for 
any further research and from 2008 any contribution to a NES on-line workbook 
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would be mapped directly onto each individual's society CPD pages. This 

development has been agreed by the Royal Pharmaceutical Society of Great Britain. 

Time was an issue with completing the research documentation with the pilot 

participants in Focus Group B. 

'I just felt it was going to take up far too much of my time. ' [Focus Group B] 

At the time of this study, community pharmacists were receiving no remuneration for 

delivering a pharmaceutical service to patients with chronic diseases. It was thus 

decided that participants in any further study be paid a set fee for their research time. 

From Focus Group B, it was evident that the community pharmacists completing the 

CPD workbook required continual support. The idea of using examples to aid 

documentation was raised. 

'If there had been worked examples then maybe we would have thought of more 

things to fill in' [Focus Group B] 

Examples of entries into the workbook were thus collected during the pilot phase 
(Appendix 6.8) and used in the final version of the workbook (Appendix 6.9). 

Participants in Focus Group A felt the workbook could act as a prompt and allow the 
practitioner to focus on their learning needs and completion of the competency. The 

participants felt the workbook could also be useful in planning future services for 

patients with diabetes within their community pharmacy and in identifying 
knowledge gaps. They also suggested it was a source of reassurance that they were 
developing their service appropriately. 

W is reassuring that if you are trying to do something, then you are going in the 

right direction. You are not missing things out along the way, - or if you are, it will 
then highlight what you maybe should be doing. ' [Focus Group A] 
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Participants in Focus Group B felt that competency based CPD workbooks were 

probably a necessity for identifying learning needs and allowing development of new 

services. 

6.4.5 Comprehensiveness of the CPD Workbook 

As shown in Tables 6.6 and 6.7, both common and more unusual pharmaceutical 

care issues were linked to existing competencies within the CPD workbook. This 

linking was validated by Focus Group B. This finding shows that the CPD workbook 

is comprehensive in nature covering all care issues identified; thus providing a valid 

resource in structured pharmaceutical care to the patient with type 2 diabetes 

mellitus. 

The most common care issues documented were perhaps unsurprisingly non- 

compliance, non-adherence to guidelines/targets, side effects, missing annual check- 

up appointments, sub-optimal control, a lack of understanding of the disease state 

and monitoring issues. Within the diabetic healthcare team it is believed that to slow 

the onset of complications, a patient should adopt an active rather than a passive role. 

If patients are to take on this active role, they must have knowledge of their condition 

and its management in order to make informed decisions. Depression in patients with 

type 2 diabetes mellitus is becoming a common pharmaceutical care issue for the 

community pharmacist. A recent study (n=879) has challenged the conceptualisation 

of depression as a categorical risk factor for non-adherence and suggested that even 

low levels of depressive symptomatology are associated with non-adherence to 

important aspects of diabetes self-care. It is suggested that interventions aimed at 

alleviating depressive symptoms, could result in significant improvements in 

diabetes self-care toi. 

Developments in technology, including the availability of a wider range of insulins 

have led some of the major manufacturers to withdraw selected older insulin 

products because of declining use. Patient confusion was documented as a 

pharmaceutical care issue in this study as a result of the need to switch to an 

equivalent, alternative formulation. The transition between insulin types should have 
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minimal impact if the patient is fully informed and receives on-going clinical and 

emotional support from the diabetes team which includes the community pharmacist. 

The least common care issues documented were uncontrolled chronic disease 

management despite careful supervision. Also, reassuringly, frequent hypoglycaemic 

attacks were listed as an uncommon care issue. It is no longer acceptable for patients 

with type 2 diabetes mellitus to suffer these attacks on a regular basis. 

There were also three medicines related issues listed as uncommon care issues; 

namely that patients choosing not to take their medication, a lack of confidence in the 

medicines regimen and changes to medication without the knowledge of the patient. 

6.4.6 Future Work 

These competencies, required to provide pharmaceutical care to patients with type 2 
diabetes mellitus, are indicators against which the community pharmacist could be 

assessed in the future. From the focus group discussions it was found that further 

support is required if the CPD workbook is to be a useful CPD tool. Using the 

workbook as part of a larger CPD Support Model, the value of the competency based 

CPD workbook could be assessed in a larger study. 

6.5 Conclusion 

The profession of Pharmacy in Scotland was developing rapidly at the time of the 

study with the imminent introduction of the Scottish Community Pharmacy Contract, 

specifically on Chronic Medication Service, allowing the community pharmacists to 
deliver a more comprehensive pharmaceutical care service to the patient. From the 

work in Chapters 4,5 and 6, a competency based CPD workbook has been designed 

based on a competency framework with five competency clusters, 54 competencies 

and 47 behavioural statements. This workbook required modification following a 
pilot study to aid completion by the community pharmacist. From the work in this 

chapter it would appear the workbook is comprehensive and pilot group participants 
felt that the workbooks were probably a necessity for identifying learning needs and 

allowing development of new services. 
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Chapter 7: 

Developing and Evaluating the CPD Support Model in 

Terms of Pharmacists' Views and Attitudes Towards CPD 

Research Focus 3: 

A Community Pharmacy CPD Support Model for Providing Care to 

the Patient with Type 2 Diabetes Mellitus in Primary Care 
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7.1 Introduction 

7.1.1 Background 

The drive towards a modernised NHS has identified continuing professional 
development (CPD) as being a pivotal development in the way in which knowledge 

is used effectively at work, resulting in a continuous improvement in services 88'89. In 

the Scottish NHS, a new contract for community pharmacies is helping to extend 

care to patients with diabetes and a national competency framework 119, is providing 

general descriptors of competencies of NHS staff. Today clinical governance 

requires professional self-regulation and a demonstration to lifelong learning. 

In practice, the Bristol Royal Infirmary Inquiry and subsequently the Kennedy 

Report have acted as explosive events, stimulating movement among all healthcare 

professional bodies to focus on the importance of participation in CPD. A summary 

of that report stated that 'a patient is entitled to be cared for and by healthcare 

professionals with relevant and up-to-date skills and experience' 92. The Kennedy 

Report recommended that CPD: 

'must be compulsory for all healthcare professionals'. 

The NHS has also produced various documents addressing the importance of CPD 

among healthcare professionals including, `A First Class Service: Quality in the new 
NHS' 91, ̀Continuing Professional Development; Quality in the new NHS' S9, and in 

relation to pharmacy in particular, `Pharmacy in the Future - implementing the NHS 

plan, 202 

To date, evidence has been limited about the views and attitudes of pharmacists 
towards CPD. A study carried out by Bell et al in 2001 aimed to find the perceptions 
of pharmacists in Northern Ireland. All pharmacists in Northern Ireland (n=1689) 

were sent a questionnaire, with a response rate of 24.1 %. This study concluded that 
the barriers to CPD must be overcome in order for CPD to be properly implemented. 
Factors such as lack of time, remuneration and locum cover, plus lack of 

106 understanding of CPD were all identified as barriers to participation . 
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A study by Mottram et al evaluated the current practices of pharmacists with regard 

to their professional development and to explore their perceptions and attitudes 

towards proposed future developments in CPD. In that study, a questionnaire was 

sent to all pharmacists in one English region (n=750) with a response rate of 43.3%. 

Results showed that 90.4% of respondents had undertaken continuing education in 

the previous 12 months 107. 

In another study, Attewell et at qualitatively investigated a small number (n=21) of 

English community pharmacists' perceptions and views on what constitutes CPD. 

This study, albeit involving a small sample size, showed that many pharmacists were 

not fully engaging in CPD and needed further support 108 

The Scottish Diabetes Framework Action Plan discussed the need for a Continuing 

Professional Development (CPD) strategy as a means of providing health care 

professionals an opportunity to update and refresh their knowledge 203. As a next step 

towards improving the education of health care professionals, such as community 

pharmacists, their learning needs for diabetes care should be assessed. The aim of 

expanding the diabetes care services provided by primary care requires the 

multidisciplinary team to identify their education and training needs. 

Studies have demonstrated that CPD is an individualised activity. One type of CPD 

will not prove comfortable to all practitioners and many pharmacists will use more 

than one form of CPD 1o7,168,2o4 Therefore in an attempt to encourage all practitioners 
to undertake and document CPD, various differing educational methods should be 

made available. Not only is this helpful for catering for practitioners' differing 

preferred learning options, but also in Scotland due to the remote and rural 

geography. 

Various studies have considered CPD support packages. Swainson et al collated 
activities that both community and hospital pharmacists in Leeds believed to be CPD 
204 These included private study, external training, writing papers and attending 
meetings. 
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The aim of the present study was to develop and evaluate the use of a CPD Support 

Model in terms of pharmacists' views and attitudes to CPD. This research aimed to 
build on previous work, focusing particularly on a small group of community 

pharmacists delivering structured pharmaceutical care to patients with type 2 

diabetes mellitus. This Support Model included the competency-based CPD 

workbook developed in Chapters 4,5 and 6. 

7.1.2 Justification for the Research 

Previous work in Scotland in 2005 (inclusive of the author) obtained the views and 

attitudes of pharmacists across different employment sectors within Scotland 1°9. 

Power et al concluded that the community' pharmacy sector in Scotland particularly 

required more support in their CPD. Community pharmacists involved in the Delphi 

exercise in Chapter 5 were unanimous (100%) in perceiving an educational need 
before delivering structured pharmaceutical care to patients with type 2 diabetes 

mellitus (Section 5.3.2.2.1). Having established this need for support, a CPD model 

of support should be available to community pharmacists delivering pharmaceutical 

care to patients with type 2 diabetes mellitus. This CPD Support Model must offer 
different elements of CPD and be appropriately evaluated. The monitoring and use 

of the CPD Support Model throughout the 12 month study period will be addressed 
in the next chapter. 

7.1.3 Study Aims and Objectives 

The aim of the research was to develop and evaluate a CPD Support Model for 

community pharmacists providing pharmaceutical care to patients with type 2 
diabetes mellitus. 

From this primary aim, a number of objectives emerged: 

" To identify CPD support packages used in previous research 
" To offer a variety of CPD options to practitioners delivering care 
" To collate motivational and attitudinal data in both the control and 

active groups before and after the study period 
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" To compare the results obtained with previous work with community 

pharmacists in Scotland. 

7.2 Methods 

7.2.1 Study design 

A randomised controlled trial using a pre and post-test based upon a6 point Likert- 

type validated questionnaire. 

7.2.2 Subjects and Settings 

7.2.2.1 Pilot Study 

Piloting of the questionnaire was undertaken by the same study group as in Chapter 6 

who were piloting the competency based CPD workbook. These 11 community 

pharmacists were based in one geographical region in Scotland (Dumfries & 

Galloway) carrying out pharmaceutical care to patients with type 2 diabetes mellitus. 

That particular region of Scotland was chosen as at the time of the study it had the 

highest prevalence of diabetes mellitus in Scotland 133 The pilot study population 

was characterised in terms of age, sex, number of years qualified, their main sector of 

employment, hours of employment and the median number of CPD hours 

undertaken. 

7.2.2.2 Intervention Study 

A group of sixty community pharmacists was recruited to this one year study and 
invited to complete an initial pre-study questionnaire. On commencement of this 

study, these participants were all providing structured pharmaceutical care to patients 

with type 2 diabetes mellitus in their community pharmacy. They were numbered 

sequentially according to their motivational score and the odd numbers allocated to 

the active group and the even numbers to the control group. This study population 

was also characterised in terms of age, sex, number of years qualified, hours of 

employment, their sector of main employment, hours of employment and the number 

of estimated annual CPD hours. 
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7.2.3 Ethical considerations 

As this research was carried out after April 2004, ethical approval was sought for this 

study. Ethics was deemed to not be required by the COREC ethics board (Appendix 

7.1). 

7.2.4 Study procedure 

7.2.4.1 Views and attitudes to CPD questionnaire 
A previously validated questionnaire was used in this study (Appendix 7.2) 109. The 

definition of CPD as stated at the beginning of the questionnaire was: 

`A systematic, ongoing, cyclical reflection on practice, planning, action and 

evaluation (reflection on learning). It includes everything that pharmacists learn 

which makes them able to maintain and develop their capabilities' 

The questionnaire collected information on demographics, followed by question 
items relating to CPD and the respondents' perceptions and attitudes towards CPD. 

The majority of questions were statements requiring a Likert-type response (on a 

numerical scale anchored at 1 and 6, strongly disagree and strongly agree with no 

other verbal descriptors and no neutral point). The questionnaire was divided into 

two sections; `Motivation' (overall CPD activity and motivation towards your CPD) 

and ̀ Participation in the CPD cycle and process of reflection'. `Motivation' consisted 

of 10 questions with a maximum score of 60. `Participation in the CPD cycle and 

process of reflection' was composed of 9 questions with a maximum score of 54. 

The linking of the positivity/negativity of phrasing to the anchor points of five of the 
questions in the questionnaire were deliberately reversed to avoid monotony when 
completing the questionnaire and to reduce the likelihood of respondents adopting a 
fixed pattern in their answers. Analysis of the scores took this reversal into account. 
After each question, participants were invited to document any comments. 

7.2.4.2 Questionnaire Piloting 

The purpose of the pilot study was twofold; to ensure all questions were 
understandable and answered correctly; to obtain a baseline score on which to base 
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power calculations for the larger intervention study. The pilot participants completed 

the questionnaire on only one occasion and had not received any CPD support for 

delivering pharmaceutical care to patients at that time. Based on this pilot study, the 

mean motivational score was 36.5 (SD 6.85). This score was used as it was the 

higher of the two scores although the mean attitudinal score was very similar (35.3). 

As there was no follow-up to the pilot there was no information on the change in 

scores but if we assume independence of results then the SD of the change in scores 
is calculated to be 6.85 x 42 = 9.59. Using this value for the SD of change in 

score Table 7.1 shows the sample size in each group required to detect a difference in 

change of score between the two groups for 80% and 90% power and 5% 
205 significance level 

Table 7.1 Required sample size in each group to detect a difference in change of score 
between the Active and Control Groups 

Difference 123456789 10 11 12 
80% power 1445 362 162 92 59 42 31 24 19 16 13 12 
90% power 1934 485 215 122 79 55 41 32 25 21 17 15 

Based on these findings tabulated in Table 7.1, and assuming that a difference of 8 

points in the total motivational and attitudinal scores is of practical significance, 

using 80% power, it is recommended that at least 24 subjects be recruited to each 

group and allowing for dropouts it is proposed to recruit 30 subjects per group; a 
total of 60 subjects. 

7.2.4.3 CPD Support Model 

From a literature review and reference to the findings from the Educational Needs 
Assessment (ENA) exercise carried out in Chapter 5 (Section 5.3.2.2.1), an 8 element 

model was designed. 

Seventeen participants took part in the ENA exercise in Chapter 5, in which they 
were unanimous (100%) in perceiving an educational need before delivering 

structured pharmaceutical care to patients with type 2 diabetes mellitus. There was a 
desire for distance learning pack alone although more participants expressed a desire 
for training away from their workplace. The pharmacists' ranking of preferences of 
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seven educational options showed a range of responses with the favoured options 

being direct face-to-face courses (national or multidisciplinary). Table 7.2 illustrates 

the community pharmacists' preference for support. Each pharmacist was asked to 

rank their preference 1-7 with a score of 1 being the favoured option and receiving 7 

points. 

Table 7.2: Responses to ENA exercise showing community pharmacists' preference for 
support (Chapter 5) using pharmacists who completed all 3 rounds of the Delphi 
exercise (n=18) 
Preference for support options were ranked in order to meet these 
training needs Total Point Score 
Each pharmacist was asked to rank their preference 1.7 with 1 being the n=17* 
best option and receiving 7 points 

1 National day course for pharmacists 80 

2 Multidisciplinary course 80 

3 Distance learning-written format 74 

4 A'buddy' system with another pharmacist who already provides this 63 
system 

5 Distance learning-interactive multi-media or web/CD ROM based 62 
package 

6 Pharmacists would meet as a peer group to discuss issues or problems 57 

7 Local evening courses for pharmacists 51 

*missing data from one pharmacist. Some responders choose more than one option. 

A literature search was carried out using the combined key word search ̀ CPD and 
pharmacists', 'Assessment of CPD', `CPD support' in the Embase and MEDLINE 
databases from 1995 to May 2006. The search yielded 14 useful published papers 

106-108,168,169,180,204,206-212 linked to a valid and reliable evidence base 

The final CPD Support Model comprised: (a) a competency-based CPD paper 
workbook or an e-portfolio version (available from month 6), (b) a knowledge 

exchange network, (c) direct educational sessions as face-to-face courses or DVD 

recordings, (d) peer support, (e) mentor support, (f) quarterly posted samples of 
current published papers, (g) shadowing or `buddying' systems (arranged on request) 
and (h) a distance learning resource. 

146 



7.2.4.4 The Intervention 

The intervention for the Active Group of community pharmacists consisted of access 
to the CPD Support Model over the 12 month study period. The Control Group 

received no intervention. Both groups completed a questionnaire on their views and 

attitudes to CPD pre and post-intervention (zero and twelve months). 

7.2.4.5 Measuring Views and Attitude to CPD 

The Views and Attitudes to CPD questionnaire was mailed to the Active and Control 

groups pre intervention at month zero and post intervention at month 12. This 

methodology allowed measurement of their views and attitudes to CPD after 12 

months of receiving CPD support (Active Group) and after no support (Control 
Group). The pre-intervention answers (month zero) for each pharmacist were 
highlighted on the post-intervention questionnaire to help the participants with 
rescoring their answers. The reason for this was the anticipation that the participants 

would not remember their answers from the previous 12 months. By supplying this 
information participants were allowed to make educated decisions about whether 
their views and attitudes had altered over the study period rather than choosing 
answers randomly. 

7.2.5 Data Handling and Analysis 

All the data were coded and entered in a quantitative form using the SPSS® software, 

version 13. The number of CPD hours reported in a range form was entered as a 
median of the range. The sets of questions of each of the two main groups (i. e. 
motivation and attitudes) were gathered to calculate total scores. All negative 
phrasing questions were reversed to the positive forms when analysing the scores 
(e. g. the option five reversed into two at the Likert Scale). For the motivational 

section this included question three and 18 and for the attitudinal section this 
included questions 6,9 and 12. The pre and post-intervention questionnaires from 

each group (i. e. at month zero and month 12) were compared. For the Active Group 

this was comparing their views and attitudes before and after receiving a CPD 

support package for type 2 diabetes mellitus. . 
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Another researcher (Researcher 6) (MA) helped with data entry for the post- 

intervention questionnaire. 

Researcher 6 (MA)- had been registered as a pharmacist for 4 years overseas and 

was on postgraduate study in Scotland. 

The Questionnaire Total Score (maximum score 114), the Motivational Score 

(maximum score 60) and the Attitudinal Score (maximum score 54) pre and post 

intervention were calculated for the Control and Active Groups. Mann Whitney tests 

were used to identify any statistically significant differences between the pre and 

post-intervention score differences between the Control Group and the Active 

Groups. Calculated p-values <0.05 were considered statistically significant. 

Comments documented on the questionnaires were collated and organised into 

themes by the lead researcher and a separate qualitative researcher (Researcher 

4)(HH). 

7.3 Results 

7.3.1 Study Group Characteristics 

7.3.1.1 Pilot Group 

In the Pilot Group (n=11), the median (IQR) age of the respondents was 42 (27.0, 

51.3) years (n=10) and 81.1% were female. The median (IQR) number of years on 

the register was 19(5.0,28.0) years and 18.2% worked in an independent community 

pharmacy, 9.1% in a small community pharmacy multiple (< 5 premises) and 72.7% 

worked in a large community pharmacy multiple (>5 premises). No data were 
documented by participants for hours of employment. The median (IQR) number of 

hours of CPD undertaken by the Pilot Group was 30 (22.5,40.0) hours. 

7.3.1.2 Intervention Group 

Only 55 (91.7%) community pharmacists completed the pre-intervention 

questionnaire at month zero. Participants were then sequentially allocated depending 

on their motivational score; 28 Control Group and 27 Active Group. At month 12,52 
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of the 55 (94.5%) study participants completed and returned the post-intervention 

questionnaire. The dropouts were all Active Group participants. From the 60 study 

participants eight (13%) withdrew during the study period 3(5%) due to job changes 

and five (8%) due to pressure of work. The characteristics of the remaining 52 study 

participants (28 Control Group and 24 Active Group) are collated in Table 7.3. 

Table 73: Characteristics of community pharmacists involved in the Control and 
Active Groups . 

Pharmacist Characteristics Control Active 
Group Group 
(n=28) (n=24) 

Age 
Median 42 42.5 
(IQR) (32.5,49.5) (36.8,49.5) 

Sex 
Female 67.9% 70.8% 

Number of years qualified (years) 
Median 16.0 20.5 
(IQR) (6.0,25.0) (13.3,26.5) 

Sector of employment (%) 
Community pharmacy independent 32.1 45.8 
Community pharmacy multiple (small <5) 10.7 4.2 
Community pharmacy multiple (large Z5) 67.9 45.8 

Hours of Employment 
Full time 82.1% 50% 

Number of annual CPD hours-post study Median (IQR) 
Month 0 43(31,55) 35(30,50) 
Month 12 40(30,50) 35(30,50) 

7.3.2 Pilot Study Questionnaire Changes 

No data on hours of employment were collected from the Pilot Group as this 

question was awkwardly placed on the questionnaire during the pilot study and was 
not completed by any participant. This question was therefore moved to a more 
prominent positioning for the intervention study. No other changes to the 

questionnaire were made. 
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7.3.3 Total Motivational and Attitudinal Scores 

Table 7.4 tabulates the median (IQR) Motivational, Attitudinal and Total Scores for 

the Control and Active Groups pre and post intervention. 
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7.3.4 Median Differences between the Control and Active Groups 

As can be seen from Table 7.4 the median Motivational Score, median Attitudinal 

Score and median Total Score (Motivational and Attitudinal Score) in the Control 

Group either remained the same or increased slightly (37.0 vs 37.0,35.0 vs 36.0, 

74.0 vs 74.0) respectively while the median Motivational Score, median Attitudinal 

Score and median Total Score (Motivational and Attitudinal Score) in the Active 

Group tended to result in a larger increase (35.5 vs 39.5,34.0 vs 36.5,71 vs 75). 

Mann Whitney tests however showed there were no statistically significant 
differences between the Control and Active score differences for any of these scores. 
Table 7.5 tabulates the median score differences (post-test - pre-test) between the 
Control and Active Groups. 

Table 75 Median score differences (pre-test to post-test) between the Control 
and Active Groups 

Score Differences Score Differences Statistical 
(pre-test to post-test) (pre-test to post-test) difference 

between Control between Active Group (p value) 
Group medians medians 

Motivational 0 +4 NS 
(0.23) 

Attitudinal +1 +2.5 NS 
(0.31) 

Total 0 +4 NS 
(0.24) 

Mann Whitney tests were performed. NS-Not significant. 

Figures 7.1,7.2 and 7.3 are box plots of the pre to post-test Motivational Scores, 

Attitudinal Scores and Total Scores of the Control and Active Groups. These plots 
diagrammatically show the differences in scores pre and post-test in the Control and 
Active Groups. Subjectively the two groups look similar at baseline, but after one 

year, the Active Group (Group 2) appears to have slightly higher values. 
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7.3.5 Questionnaire comments 
Table 7.6 collates the comments made by the Control and Active Group participants 

on the Views and Attitude to CPD Questionnaire at month 12. There were no 

questionnaire comments at month zero. 

Table 7.6: CPD Questionnaires Comments (Participant number is denoted by brackets) 
Examples of Comments 

Themes Control Group Active Group 
(n=28) (n=24) 

CPD Support Sometimes it can be difficult to apply Recently my employer made me use my 
Issues CPD in the workplace [P5] CPD hours on a pointless exercise 

rather than allowing me to decide my 
Very difficult to receive help (with own learning needs [P4] 
CPD) [P5] 

I an unsure if the CPD records I record 
are adequate or not [P30] 

I get support from NES, but no where 
else [P49] 

Rusty with computers [P1] 

I'm not very computer literate which 
sometimes hinders my access [P5] 

No support froin employers [P37] 

Workbook allowed inc to identify 
different aspects of CPD needs which I 
had not considered [P25] 

Can we have some help with other 
disease states now? What about 
cardiovascular disease? [P56] 

Time Issues Sometimes insufficient time to achieve Feel the need to try and allot time each 
goals [P5] week for CPD [P 17] 

I've started to protect my time more.. if 
GPs can do it so can I! [P29] 

More patient contact and same amount 
of prescriptions= even less time for 
CPD [P 171 

Lone pharmacist at work, young family 
at home.. what time! [P32] 

Workload 
Issues 

My workplace can sometimes cause 
problems for implementation because it 
is a high workload dispensary [P31] 

Diabetes is only a tiny part of what I do! 
[P14] 

[PxJ denotes participant number 
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7.4 Discussion 

7.4.1 Study Samples 

The Pilot Group were representative of the final study group in terms of age, sex, 

experience and number of CPD hours. The percentage of female pharmacists was 

slightly higher in the pilot study than in the Control and Active groups (81.1% vs 
67.9% and 70.8% respectively). These findings in the Control and Active Groups do 

mirror the RPSGB database statistics for Scotland of 67% female practising 

pharmacists 195, (compared with the Workforce Update figures of 56% of 

pharmacists being female in Great Britain 196). The majority of pilot responders also 

worked in a large multiple compared to the Control and Active groups (72.77% vs 
67.9% and 45.8%) respectively, with a corresponding lower number working in the 
independent pharmacy (18.2% vs 32.1% and 45.8%) respectively. 

One function of the pilot study was to provide baseline scores in order to inform a 

power calculation. There were more female employees working in large multiple 

companies in the pilot study. Some studies have indicated that female pharmacists do 

spend more time engaging in CPD 168, however the mean Motivational Pilot Group 

score was similar to the mean Motivational Score using the same questionnaire in a 
larger study of the Scottish community pharmacy population which has since been 

carried out (36.6 vs 35.4) 109. 

There were no data on employment hours from the Pilot Study, however in the 
intervention study, 50% of all respondents indicated that they worked part time. This 
figure is higher than the finding of 33% part-time pharmacists in the workforce study 
of Hassell in 2003 213. There was also a surprisingly large number of community 
pharmacists working in independently-owned premises (45.8%) within the pilot 
study. 

The Control and Active Groups study groups were well matched in terms of age, sex. 
experience and number of CPD hours. There were however differences (Table 7.3) in 

their sectors of employment with less of the Control Group (33% vs 46%) working in 
independent pharmacies, more of the Control Group working in small multiple 

k 
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pharmacies (11% vs 4%) and more of the Control Group working in large multiple 

pharmacies (68% vs 46%). Although these differences were not statistically 

significant, these factors may impact on the results as independent companies and 

multiple pharmacies may offer differing CPD support to their employees. 

There was a statistically significant difference (p=0.019-chi-squared test) between 

the number of hours of employment, with more of the Active Group (82% vs 50%) 

being part-time workers. Both groups have a higher percentage of part-time workers 

than that of 33% part-time pharmacists in the workforce study of Hassell in 2003 213. 

It may be argued that part-time employees have more time to spend on CPD than 

their full-time colleagues although a recent study has concluded that female 

community pharmacists working part-time or as locums received relatively less 
214 support for CPD than those employed in other sectors 

7.4.2 CPD Hours 

Respondents in the intervention study reported spending a median (IQR) of 35 (30, 

50) hours per annum on CPD. No participant admitted to spending zero time on CPD 

which refutes the CPD findings in a larger study of Scottish pharmacists (work 

including the author) 109 and other UK community pharmacy studies 168,169.204. The 

Active Group and Control Group reported a median of 35hrs and 43hrs of CPD 

respectively at month zero. This was a lower figure than in a larger study of Scottish 

community pharmacists. Power et al reported community pharmacists spent a mean 

of 45hrs per annum [range 0-600 hrs] on CPD. This was a much lower figure than 

primary care pharmacists (mean time spent=68hrs. [range 0-600 hrs] ) and hospital 

pharmacists (mean time spent=66hrs. [range 0-720 hrs]) in the same study 109. The 

hours reported in this thesis which is small and intense, however may be more 

accurately assessed than previous large anonymous surveys. Previous UK studies 
have reported a median or mean of between 7 and 26 CPD hours per annum 107.108,204 

There was no reported increase in CPD hours in the Active Group during the study 

period which is interesting, and no evidence of a difference or change in CPD hours 

between groups. This shows a CPD Support Model does not necessarily lead to an 
increase or indeed a decrease in CPD hours by the recipients. 
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7.4.3 Developing the CPD Model of Support 

All pharmacists in the Educational Needs Assessment exercise in Chapter 5 reported 

that they would require more training before becoming confident in providing a 
higher level of service to patients with type 2 diabetes mellitus (section 5.3.2.2.1). 

Some participants felt that a distance learning pack could provide this training. This 

was a similar finding to that of Douglas et al (work including the author), where 

pharmacists who responded to the study questionnaire favoured written distance 

learning courses or local evening courses as their preferred CPD options 77. These 

findings also mirror work carried out in 1997, where 28% and 25% of Scottish 

pharmacists respectively placed workshop and distance learning packs as their most 

useful methods of continuing education 215. A distance learning pack was therefore 

made one of the elements of the CPD Support Model. 

Distance learning packs have the advantage of flexibility and provide a means by 

which learning can fit in to a busy pharmacist's day as the learning is generally 

divided into small topics 161. As 76% of the ENA respondents in Chapter 5 

expressed a desire for training away from their workplace, educational sessions were 

organised in five areas in Scotland over the 12-month study period. These sessions 

used a number of other diabetes team members to teach the pharmacists. Education 

away from the workplace could also be in the form of shadowing or buddying with 

other practitioners. Both these systems were encouraged throughout the intervention 

study. 

A distance learning-interactive (multi-media or web based) package did not score 
highly in the ENA exercise (Table 7.2). Previous work has identified several 
problems with the learning web such as technical problems, limited range of off-the 

shelf solutions and expense of in-house production. However the increasing use of 
these technologies in leisure will make their increased use in work and education 
inevitable and easier to integrate. Current difficulties may be outweighed in the 
future by the advantage of 24 hour accessibility to education, 174 and bearing this in 

mind, although a web based package was not included in the support model, a DVD 
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was sent to each participant of the training sessions. An on-line knowledge-exchange 

network was also used to allow dialogue between Active Group participants. 

Monitoring of the use of the CPD Support model was studied in detail in Chapter 8. 

7.4.4 Motivational Scores 

Motivation has been shown to be a key factor in adult learning 94 and more 

specifically in CPD participation 209. Knowles acknowledged social relationships, 

external expectations, social welfare, personal advancement, stimulation and 

cognitive interest as the six major factors of motivation in an adult 94. Generally 

motivation was positive in our study with both Control and Active group participants 

scoring 7/10 questions a median of 4 out of a possible 6 (Table 7.4). The median 
Motivational Scores in the Control Group remain the same (pre-test-37 vs post-test- 

37), while the median scores in the Active Group appeared to show an increase (pre- 

test-36 vs post-test-40). This increase was however not statistically significant as the 

study was powered to detect a difference in scores of 8. These scores are very similar 

to previous work carried out in Scotland (n= 288) (work including the author) where 

a baseline median (IQR) Motivational Score for community pharmacists using the 

same questionnaire was 35 (30,40)109 . 

Previous studies have illustrated more support was perceived to be needed by 

pharmacists for their CPD 108,109,168 There were several comments from the Control 
Group confirming this lack of support: 

'No support from employers' [Participant 37-Control Group] 

`Very difficult to receive help (with CPD)' [Participant 5-Control Group] 

Although within the Active Group there were more positive comments citing NES 
(NHS Education for Scotland) as providing support: 
'I get support from NES, but nowhere else' [Participant 49-Active Group] 
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The competency-based CPD workbook from the CPD Support Model was also noted 
by one participant as being a useful CPD tool: 

'Workbook allowed me to identify different aspects of CPD needs which I had not 

considered' [Participant 25-Active Group] 

The fact that 8% of participants had to withdraw from this CPD study due to pressure 

of work is consistent with the withdrawal in other studies and confirms time pressure 

to be a recognised barrier to CPD. From our results, community pharmacists 

considered they did not have sufficient time to achieve their CPD goals. This was 
highlighted in our study in both the Control and Active Groups. This observation, not 

surprisingly, re-iterates findings in previous work 106,107,205,207 Comments to illustrate 

this point were: 
'Sometimes insufficient time to achieve goals' [Participant 5-Control Group] 

'More patient contact and same amount of prescriptions= even less time for CPD' 

[Participant 17-Active Group] 

`Lone pharmacist at work, young family at home. -what time! ' [Participant 32- 

Control Group] 

A study conducted in England found that pharmacist respondents acknowledged that 

they were prepared to invest personal time in CPD, but they believed that a 

proportion of working time could be invested in CPD activities 180. A study 

published in 2007 supported this belief 214. Other healthcare professionals working 
in medicine and dentistry have defined learning time 'protected' as their model to 

provide additional CPD support. A similar need among pharmacists is supported by 

the finding in the present study that respondents perceived insufficient time to 

achieve CPD goals, although the concept of 'protected time' is unlikely to be 

uniformly recognised by the workplaces where registered pharmacists are employed. 
A comment to support this was: 

'I've started to protect my time more.. if GPs can do it so can I' [Participant 29 - 
Control Group] 
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7.4.5 Attitudinal Scores 

The Control Group's median Attitudinal Score did show a trend of increase during 

the study period (35 vs 36) however the Active Group's median Attitudinal Score 

increase was larger (34 vs 37) (Table 7.5). The difference between the groups' 

median Attitudinal Score was not statistically significant. These baseline Attitudinal 

Scores were very similar to previous work in Scotland which resulted in a 

community pharmacists' median (IQR) Attitudinal Score of 34.5(30,39) 109. In that 

piece of work, Power et al showed community pharmacists had significantly 
(statistically) lower median (IQR) Attitudinal Scores compared to hospital (34.5 (30, 

39) vs 36.2 (31,41)) and primary care pharmacists (34.5 (30,39) vs 38.4 (35,43)) 

although the sizes of the differences were too small to draw conclusions. 

7.5 Conclusion 

The future of CPD is likely to increase in relevance as new community pharmacy 

contracts are implemented in Great Britain and as requirements become mandatory 
for the pharmacy profession. There are limited data on pharmacists' views, attitudes 

and participation in CPD; the information from our study contributes to informing 

the forward pathway for the profession. A CPD Support Model for diabetes mellitus 
does increase practitioner CPD hours and shows a trend to increase Motivational and 
Attitudinal Scores to CPD. These increases are however not statistically significant. 
Similar support models in other disease states may further increase motivation and 

attitudinal support to CPD. 
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Chapter 8: 

Monitoring the Use of the Elements of the CPD Support 

Model for Providing Pharmaceutical Care to the Patient 

in Primary Care 

Research Focus 3: 

A community pharmacy CPD support model for providing care to 

the patient with type 2 diabetes mellitus in primary care 
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8.1 Introduction 

8.1.1 Background 

This chapter will focus in more detail on the monitoring of the CPD Support Model 

introduced in Chapter 7. 

Continuing professional development (CPD) has been defined as: 
'the process through which pharmacists continuously enhance their knowledge, skills 

and personal qualities throughout their professional careers' 206 

As explained already in Chapter 7, CPD is an individualised activity. A single system 

will not prove comfortable to all practitioners. Therefore in an attempt to encourage 

all practitioners to undertake and document CPD, various differing educational 

methods should be made available. Variety of form caters for practitioners' differing 

preferred learning options, but also in Scotland, responds to differences in access 

brought about by the geography. 

In the Delphi exercise in Chapter 5, all pharmacists participating reported that they 

would require more training before becoming confident in providing a higher level of 

service to patients with type 2 diabetes mellitus. Acting on this finding, it was 

essential that a CPD support package must be available. In Chapter 7, a CPD Support 

Model, consisting of 8 elements was designed. The CPD Support Model comprised: 

(a) a competency based CPD paper workbook or an e-portfolio version (available 

from month 6), (b) a knowledge exchange network, (c) direct educational sessions as 
face-to-face courses or DVD recordings, (d) peer support, (e) mentor support, (f) 

quarterly posted samples of current published papers, (g) shadowing or buddying 

systems (arranged on request) and (h) a distance learning resource. 

In Chapter 5,88.3% of the Delphi participants believed pharmacists delivering a 
comprehensive service to patients with type 2 diabetes mellitus should be subject to 
assessment and accreditation of their competence (Table 5.4). One step towards 
accreditation of practitioners to deliver pharmaceutical care to a particular group of 
patients, is the analysis of overall competence to perform a role into constituent 
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competencies. Competencies and their associated behavioural statements or activities 

are a useful way of defining knowledge, skills and attitudes needed for a clinician to 
be effective. Once the competencies for a particular role are accepted by the 

216 individual, profession or organisation, they can also be used to support CPD 

When initiating a service such as a Chronic Medication Service for patients with type 
2 diabetes mellitus in primary care, there is a wide range of clinical knowledge with 

which the practitioner must be familiar. A reliance on this factual clinical 
information can create a misunderstanding of the requirements for `skills' associated 

with professional practice 189. This confusion is often exacerbated by a lack of 

structure within clinical practice and an absence of national or internationally agreed 

standards of practice. Competencies are thus a useful aid in formulating and 
communicating this standard. 

A framework of competencies should allow consistency in the quality of the service 

that practitioners deliver to the patient with type 2 diabetes mellitus 216. Taking 

responsibility for ones personal development is important in adult learning 217. One 

benefit of using a competency framework is that if an individual identifies a gap in 

their knowledge or skills, the breakdown of the competency into its essential 
behaviours may aid the individual to identify where their knowledge or skills need to 
improve. This process in turn, might result in a focus for deciding further CPD or 
training needs. 

8.1.2 Justification for Research 

This research aimed to monitor a CPD Model of Support for community pharmacists 
delivering pharmaceutical care to the patient with type 2 diabetes mellitus. The 
Model of Support included the competency-based CPD workbook developed in 

previous work (Chapter 4,5 and 6). This present study was designed to identify what 
proportion of study participants would use each of the CPD options available. To 

establish which elements of the CPD Support Model are used most frequently is 
helpful for educational providers. 
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Similarly by establishing which, when and why competencies and behavioural 

statements have a CPD need identified and subsequently addressed can structure 

future training initiatives and timely CPD support can be better structured. Any CPD 

need identified but not addressed within the study period highlights a potential gap in 

training. This study was conducted using a research approach in diabetes which may 

offer an exemplar for use in the management of other chronic diseases. 

8.1.3 Study Aims and Objectives 

This section of the thesis was the process element of the intervention study explained 

in Chapter 7. The primary aim of this study was to monitor the use of a CPD Model 

of Support for community pharmacists providing pharmaceutical care to the patients 

with type 2 diabetes mellitus in the primary care setting. 

From this primary aim, a number of objectives emerged: 

" To gather preferences by the clinical pharmacist on the use of 

elements within the CPD Support Model 

" To use the CPD workbook as a competency-based system for self 
identification of CPD needs while delivering comprehensive 

pharmaceutical care to the patient with diabetes mellitus type 2 

" To establish if the CPD Support Model affected the use of CPD tools 

outwith the model 

" To establish the diabetes competencies and behavioural statements 

targeted as a CPD need by the practitioners during the 12 month 

period 

" To use a structured questionnaire to explain the prioritisation at 6 

months by study subjects of competency clusters, competencies and 
behavioural statements with a CPD need identified 

8.2 Methods 

8.2.1 Study Design 

Application of a Support Model Questionnaire (12 months), application of a pre and 
post-intervention CPD Views and Attitudes Questionnaire (0 and 12 months), a two 
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point collation of workbook entries (6 months and 12 months) and telephone 

application of a structured questionnaire (6 months). 

8.2.2 Subjects and Settings 

As explained in Chapter 7 (7.2.2.2), a group of sixty community pharmacists were 

recruited to this one-year study and invited to complete an initial pre-study 

questionnaire. On commencement of this study, these participants were all providing 

structured pharmaceutical care to patients with diabetes mellitus type 2 in their 

community pharmacy. They were sequentially allocated into control and active 

groups depending on their baseline motivational score. 

8.2.3 Ethical Considerations 

As this research was carried out after April 2004, ethics approval was sought for this 

study. Ethics was deemed to not be required by the COREC ethics board (Appendix 
7.1). 

8.2.4 Study Procedure 

The CPD Support Model formed the intervention in this research. The Active Group 

had access to this intervention. The Control Group had no access. A one year field 

study was conducted which used three sources of data: 

8.2.4.1 Support Model Questionnaire 

A questionnaire was designed to determine the relative uptake and expressed 
preferences of community pharmacists for the eight elements of the Support Model. 
At 12 months participants were asked to identify which CPD elements they had used 

over the 12 month period and also asked to rank the three CPD tools that they 

perceived to be most useful. The element favoured number one in the ranking was 

assigned three points, number two was assigned two points and number three was 

assigned one point. This questionnaire was piloted on three community pharmacists 

and minor alterations in text made as a result. Researcher 6 (MA) helped with the 
distribution and data entry for this questionnaire. 
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Figure 8.1: Scheme of quantitative research data analysis and verification stages- 
Support Model Questionnaire 
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ý'uft (rrkr rr hV Ir nrl 
rrýra! (her 

Quote% veri%ied / 

participants 

Each quoic and 
category discus. ved hv 
lead researcher and a 

'ecund researcher 
with qualitative 

experience 
Researcher 4) 

A CPD Views and Attitude Questionnaire (used in Chapter 7) (Appendix 7.2) was 

used to collect data on the breakdown of the percentage of CPD time spent on 

activities in the Control and Active Groups. The use of seven CPD support tools 

outwith the Support Model at different stages of the CPD cycle (identification, 

planning, implementation and evaluation) pre and post intervention was studied. 
Their use was monitored to identify any changes in use brought about by the CPD 

Support Model. 

169 



Figure 8.2: Scheme of quantitative research data analysis and verification stages- CPD 
Views and Attitudes Questionnaire 
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8.2.4.3 Completed Workbook Competencies and Linked Pharmacy Activities 

The recorded competency clusters. competencies and behavioural statements with a 

CPD need identified/addressed by participants were collated at six and twelve 

months. The competency-based CPD workbook (designed in Chapter 6) had five 

competency clusters defining the pharmacist as one who: 

I. Participates as a member of the multidisciplinary team, in the care of a person 
with diabetes 

2. Has knowledge of tests and assessments carried out and of the devices used 
3. Shows an understanding of the diagnosis of diabetes and therapeutic 

interventions in diabetes care 
4. Can demonstrate personal knowledge of multidisciplinary diabetes care is up- 

to-date and based on local and national standards/ guidelines 
5. Contributes to the continuing education of the patient and family/carers about 

diabetes and diabetes care 

Each competency cluster was further detailed by competencies and behavioural 

statements. The workbook consists of five competency clusters, 54 competencies and 
47 behavioural statements. 
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8.2.5 Development and Application of a Telephone Applied Individualised 

Structured Questionnaire 

The behavioural statements identified as being a CPD priority and those addressed 
during the 0-6 month phase of the study were collated and ranked. The most popular 
3 behavioural statements with a CPD issue identified/addressed were used in the 
development of an applied questionnaire (except where the number of needs was less 

than 50% of the number of submitted workbooks). Any behavioural statement 

without any CPD issue identified was also used in the formation of the questionnaire. 
The questionnaire was individualised depending on which CPD issues had been 

identified and addressed by each participant. During the application of the 
individualised questionnaire, each participant was asked why they had or had not 
identified CPD issues with the targeted behavioural statements. They had the choice 

of 4 standard answers for each question. The four answer options were developed by 

the research team. This team consisted of a Professor of Pharmaceutical Care, two 
Research Fellows and the lead researcher. These answers were: 

1. Not relevant to community pharmacy practice 

2. Not a priority for my service development 

3. Not possible in my area at this time 
4. Not necessary (ie an activity in which the participant already felt competent) 

The questionnaire was piloted in three participants to ensure all possible answers 
were involved in the choices given. As a result of this pilot, one answer was adapted 
from `Not possible in my area at this time' to 'Not possible in my arealin my job at 
this time'. 

All study participants who chose to use the CPD workbook as part of the CPD 

support model took part in an applied structured questionnaire at 6 months. 
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Figure 8.3: Scheme of research data analysis and verification stages-Telephone 
application of structured individualised questionnaire 
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8.2.6 Classification of Workbook Competencies 

For each CPD need identified/addressed, the competency cluster, competency and 
behavioural statement were coded manually and independently by two researchers 
(Lead Researcher and Researcher 6(MA)). Any coding discrepancies were then 
discussed between the researchers and a mutual decision reached. Some behavioural 

statements existed in more then one competency cluster. The code of the behavioural 

statement was then counted in each appropriate competency cluster. The data were 

analysed statistically using SPSS°. 
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The application of the telephone questionnaire was not taped due to the objection of 

one participant in the study group. Throughout the application of the questionnaire, 

notes were taken by the lead researcher. Any quotes used in the research were 

approved by the appropriate participant. Figure 8.4 illustrates the scheme of 

qualitative research data and verification used in this research. 

Figure 8.4: Scheme of qualitative research data analysis and verification stages 
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At month 12 the workbook competency clusters and behavioural statements with 
linked CPD needs identified/addressed throughout the study were collated and 

analysed. The behavioural statements with linked CPD needs were classified into 4 

sections: - 

" Classification A- Behavioural statements with linked CPD activities 
identified quickly (0-6 months) and addressed quickly (0-6 months) 

" Classification B- Behavioural statements with linked CPD activities 
identified quickly (0-6 months) and addressed over a longer period of time or 
unaddressed during the study period (over 6 months) 
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Classification C- Behavioural statements with linked CPD . activities 
identified over a longer period of time(6-12 months) but then addressed 
quickly (6-12 months) 
Classification D- Behavioural statements with linked CPD activities 
identified over a longer period of time (6-12 months) and not addressed 
quickly ie were unaddressed during the study period (over 12 months) 

Each activity may have been assigned more than one classification coding as all 

participants' actions were analysed. 

8.3 Results 

8.3.1 Support Model Questionnaire 

Table 8.1 presents the components of the model with the number of participants that 

used each element and with the perceived usefulness score. 
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Table 8.1: Components of the CPD support model and analysis of its usage by the 
participants (n=24) 

Mode of support Number of Total perceived 
participants used usefulness 
the support tool score** 

(%)s 

" Educational session 18 (75.0) 41 

" Live course 9 
" DVD 12 

" CPD competencies 

  Paper based workbook 
  Electronic portfolio (available from 6 months) 

" NES diabetes distance learning package 

" Use of published papers in the field provided by 
the researcher 

" Peer support 

 e mail 
  Telephone 
" Meeting 

" Shadowing or `buddying' with another/other 
practitioners 

" Knowledge exchange network 

" Mentor support 

14 (58.3) 21 

14 
2*** 

11(46.8) 16 

15 (62.5) 15 

12 (50.0) 12 

3 
5 
10 

6(25.0) 8 

3(12.5) 2 

3(12.5) 0 

  Email 2 
  Telephone 2 

" Some pharmacists selected more than one option, therefore total percentage will add up to more than 100% 
"" Rank one was assigned 3 points, rank two 2 points and rank three assigned 1 point 
***Both pharmacists used the paper-based and electronic workbook as the electronic version was not available until 6 
months 

From the study participants, 14 (58%) participants opted to use the competency 
based CPD workbook during the study period. 

8.3.2 CPD Views and Attitudes Questionnaire 

Table 8.2 illustrates the change in time spent on CPD activities in general throughout 

the study period. There was a statistically significant difference in the number of 
NES CPD events attended in the active group. 
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Table 8.3 and Table 8.4 illustrate the breakdown of the use of CPD tools outwith the 
Support Model that were used by the Control and Active Groups at each stage of the 
CPD cycle at zero and 12 months. 

With the Control Group at month zero, the most used CPD tools outwith the model 

were: RPSGB documentation and multiprofessional activities during the 
identification phase; multiprofessional activities and personal support during the 

planning phase; RPSGB documentation and personal support during the 
implementation and evaluation phases. There were no statistically significant 

changes to this at month 12 where the tools used were RPSGB documentation and 

personal support during all phases. 

With the Active Group at month zero the most used CPD tools outwith the model 

were personal support and CPD workshop/group during all phases. Again there were 

no statistically significant changes to this at month 12 where RPSGB documentation 

and personal support were used most during the identification, planning and 
implementation phases, while personal experience and CPD workshop/group were 

used during the evaluation phase. 

8.3.3 Classified of Behavioural Statements with a Linked CPD Need 

Table 8.5 shows the workbook classification of competency clusters and behavioural 

statements with a linked CPD need during the study period at 6 and 12 months. Of 

the CPD issues identified, 86.4% were addressed in the first 6 month phase of the 
study. After the first six months, 86 CPD issues were identified as new or still 
needing to be addressed and 68 (78.2%) had been addressed by 12 months. Table 8.6 

shows the rate of identification and assessment of CPD needs in competency clusters. 
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Table 8.6: Rate of identification and assessment of CPD needs in competency 

Rate of Identification and Assessment 

Early and Early and Later Later 
Competency Cluster Quickly Slower and And 

Quickly Unaddressed 

1 Multidisciplinary team memoer Ili z1 111 

2 Tests, assessments and 11 2 20 
associated devices 

3 Diagnosis and therapeutic 53 4 12 1 
interventions 

4 Apply standards/ guidelines 2 1 32 
(local/national) 

5 Education of the patient and 28 5 14 1 
family/carers 

Total 209 33 48 5 

8.3.4 Development and Application of a Telephone Applied Structured 

Questionnaire 

Table 8.7 shows the competency clusters, competencies and behavioural statements 

most Active Group participants identified with a CPD need at 6 months and reasons 

for this prioritisation. 

Table 8.8 shows competency clusters, competencies and behavioural statements with 

no CPD need identified at 6 months (n=13) and reasons for this. 

Table 8.9 charts the comments made by participants while applying the 
individualised structured questionnaire at 6 months. 
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Table 8.9: Comments made by participants while applying the structured questionnaire 
at 6 months 

Themes Examples of Quotes 

Most Identified CPD issues This is nuts and bolts stuff [P 14] 

Least identified CPD issues 'I feel there are a lot of things I need to get competent in before I 

can do these icing on the cake things' [P 18] 

'1 need to get the basics done first' [P4] 

'That's a luxury that the big stores or multiples have' [P58] 

'Aye, I would like that but the systems are just not in place yet' 
[P161 

Common Issues 'How do I know when I am competent? When can I tick it off and 

move on? ' 'Surely I can still improve doing these activities? ' [P21] 

[Px] denotes participant number 
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8.4 Discussion 

8.4.1 Support Model Questionnaire 

Educational sessions, posted quarterly distribution of literature on diabetes care and 

CPD competency workbooks were identified as the most used component of the CPD 

Support Model. The diabetes literature was perhaps used routinely as it was being 

mailed proactively to community pharmacists at regular intervals. 

Participants were also asked to rank the three elements that they perceived to be the most 

useful CPD aid. The resultant support tools were again educational sessions (score=41) 

and CPD competency workbook (score=22) and also the NES diabetes distance learning 

package (score=16). The fact that educational sessions were the most used and perceived 

the most useful, refutes current educational thinking and Swaison et al's belief that 

learning providers should focus less on directed learning 204. Pharmacists may appreciate 

direct learning events due to the social relationship element to Knowles theory of 

motivation in adult learning ie part of their motivation to learn comes from the desire to 

make new friends, to meet a need for associations and friendships, to network within the 

pharmacy community 91. Some of these practitioners will work in isolation within the 

community pharmacy setting. 

There may also still be some confusion over the difference between continuing 

education (CE) and CPD. This is a recurring theme in previous work in this area 
107.168,169,217 

. Continuing education is only one element of CPD. Mottram et at discusses 

the fact that CE or `formal' educational sessions overlooks the significance of learning 

and development that occurs in everyday practice 107. This point is indeed one of 
Knowles four critical assumptions of adult learning; as a person matures he accumulates 

a growing reservoir of knowledge that becomes an increasing resource for learning 91. 

Some pharmacists have difficulty recognising any activity other than formal educational 

sessions as aiding their professional development. 
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The elements of the support model which was least used were mentor support (3 

participants used. Perceived CPD usefulness score=0) and the knowledge exchange 

network (3 participants used. Perceived CPD usefulness score=3). 

The mentor support in this study was given by the lead researcher; perhaps a locally 

based mentor chosen by the participant would be more acceptable to participants. In 

previous studies, the use of a mentor has so far not been a great success with 

practitioners in Scotland 191 (work inclusive of the author), however the concept has 

proven useful in other educational programmes with groups of pharmacists 2I8 Taking 

part in a local multidisciplinary mentoring group was also a pharmacy activity that no 

participant identified as a CPD need at 6 months (Table 8.8). The majority of 

participants stated this was because it was not possible in their area or job at this time. 

Perhaps until now community pharmacists have not been encouraged to become 

involved in multidisciplinary mentoring. The use of a locally based member of the 

multiprofessional Diabetes Managed Clinical Network (MCN) or a member of a 

nationally based pharmacy diabetes specialist interest group may be a good choice of 

mentor for this group of practitioners. 

The knowledge exchange network is an on-line facility established by communities who 

share common objectives within a defined area of interest or practice. Knowledge 

exchanges enable communities to share documents, and information on projects; to 

create lists of links within simple web pages; and to discuss issues of mutual interest. 

However a Knowledge Exchange is restricted to community members only and the 

practitioner must apply for a NES e-library membership (if they do not already have 

membership) and then for membership of the specific knowledge exchange network. 

This was a fairly lengthy and cumbersome procedure that may have dissuaded 

participants from using this element of the model. 
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8.4.2 CPD Views and Attitudes Questionnaire 

From Table 8.2 it was evident that the introduction of the CPD Support Model did not 

result in a statistically significant change in the choice of CPD activity undertaken in the 

Active Group. There was only a statistically significant difference in the number of NES 

CPD events attended by the Control and Active Groups. This was to be expected as the 

Active Group was invited to additional NES educational sessions on type 2 diabetes 

mellitus. 

Tables 8.3 and 8.4 illustrate that the introduction of the CPD Support Model also did not 

result in any real changes in the uptake of CPD tools outwith the support model itself 

between the control and active groups. 

8.4.3 Identification of CPD Issues 

The CPD workbook was scored as the second most useful CPD tool and 58% of 

participants opted to use this support method during the study period. A previous study 

has shown that initially participants may find completion of these books/electronic 

records difficult. Mc Millan et al concluded (work including the author) that more 

research was required to determine the value of this CPD support tool 191. 

The total number of CPD issues being identified was 295 with 270 (93%) of these issues 

being addressed during the study period. This rate of CPD issues being addressed is very 

encouraging and shows that given an appropriate time period, practitioners can use this 

tool effectively. One interesting point was that only 14.3% (n=2) of those opting to use 

the workbook, used the electronic format. This low uptake may however be due to this 

format not being available until month six of the study. 

8.4.4 CPD Needs Identified and Addressed During 0-6 months 

Of issues being identified, the majority (83%) of CPD needs were identified during the 

first six months of the study. The percentage of CPD issues identified and addressed 
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within six months (Classification A) was also very high (86%). The most common CPD 

issues identified and addressed during the study period were linked to four behavioural 

statements; ̀ interviewing/assessing patients', `recording delivery of care', `maintaining 

a clinical record that would be shared' and `monitoring patients for signals for 

assessment and referral'. These behavioural statements are all core functions for a 

community pharmacist and have been highlighted and delivered in previous studies 

within this disease state 35,45,63-70,147. It was interesting to learn that community 

pharmacists still can identify CPD issues with these functions but that all do not feel 

already competent in them. 

From the applied structured questionnaire to investigate the reasons for the majority of 

participants highlighting the identification of `patients' need for support by 

interview/assessment', over three quarters of participants cited that it was a priority for 

their service development. This may reflect Knowles assumptions of adult learning; 

Readiness to learn: As a person matures his readiness to learn becomes oriented 
increasingly to the developmental tasks of his social roles and Orientation to learning: 

As a person matures his time perspective changes from one of postponed application of 
knowledge to immediacy of application, and accordingly his orientation toward learning 

shifts from one of subject-centeredness to one of problem centredness 91. 

Only one participant admitted that they were already competent in this activity and thus 
had not identified this as a CPD need. Another participant admitted they were not 
competent in this activity. 

Similarly, with the behavioural statements ̀ recording delivery of care on a standard 
pharmaceutical clinical record' , `maintaining a standard pharmaceutical clinical record 
that would be shared with other members of the multidisciplinary team' and `monitoring 
for signals for assessment and referral' again the majority of participants (53.8%, 53.8% 

and 46% respectively) felt these activities were a priority for their service development. 
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No participants felt they were already competent in any of these activities, with two 

participants admitting they were not competent. Although the majority of participants 

identified a CPD need linked with these behavioural statements, not all managed within 

the 6 month period to address this need fully. Several participants stated that it was not 

possible in his/her job or area during that time period. This study shows that community 

pharmacists do not yet perceive themselves as competent in basic activities necessary to 

provide pharmaceutical care to patients with type 2 diabetes mellitus and therefore 

further education and CPD support is required 

Hesketh et al stated that the core information in the subject area needs to be precisely 

defined and analysed so that the learner's educational needs in the subject area can be 

accurately identified and satisfied appropriately 161. These results can provide important 

baseline information on which to base future training initiatives and CPD support for the 

Chronic Medication Service for patients with this disease type. The initial training must 

be matched to the competencies and behavioural statements from which CPD needs 

were identified during the 0-6 month phase. 

One participant stated: 
`This is nuts and bolts stuff [P14] 

Despite this sentiment and the fact these are core functions which have been highlighted 

and delivered in previous studies, the majority of these behavioural statements or 

community pharmacy activities did not reach consensus until round two of the Delphi 

process in Chapter 5 194 (although one activity did require rewording for clarification). 
This may highlight an initial hesitancy to deliver these services. This hesitancy may be 

linked to perceived educational needs. Douglas et al (work including the author) found a 

strong association between levels of service provision and needs for education score 

supported the argument for appropriate education and training for pharmacists to deliver 

pharmaceutical care to patients with type 2 diabetes mellitus in Scotland 77 
. 
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8.4.5 CPD Needs Not Identified During 0-6 months 

No participant identified relevant CPD needs linked to the behavioural statement 

`supporting the motivation of patient and family in self care, treatment goals and loss of 

diabetic control' at 0-6 months. Motivation of patients is considered fundamental to the 

care of patients with type 2 diabetes. Reasons for not identifying a CPD need with this 

behavioural statement were mixed. At six months approximately a third of participants 

(31%) felt it was a behavioural statement in which they already felt competent. Another 

third of participants (39%) believed this activity was not possible in their area or job at 

this time and twenty-three percent did not feel it was a priority for their service 
development: 

`I feel there are a lot of things I need to get competent in before I can do these icing on 

the cake things' [P18] 

Only one participant felt this behavioural statement was not relevant to community 

pharmacy practice. 

This pharmacy activity reached consensus in the second round of the Delphi exercise 
(Chapter 5). Further study with a larger number of participants would be required to 

explore this concept further. 

The second behavioural statement from which no CPD issues were identified was 
`maintaining a clinical record of problems in blood glucose control requiring balancing 
food intake with insulin dose'. When participants were questioned, almost half (46%) 
believed this was not relevant to community pharmacy practice. This links to earlier 

work in Chapter 4 147 and 5 194 where community pharmacists were uncomfortable in 

taking on the role of managing insulin. This activity did not reach consensus in the 
Delphi process until the third round. Twenty three percent of participants felt this 
behavioural statement was not a priority in their service development: 

`I need to get the basics done first' [P4] 
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The remaining participants (30.8%) believed this behavioural statement was not possible 
in their job or area at that time. 

With the increased use of insulin in the care of patients with type 2 diabetes mellitus, the 

management of insulin will become more common in primary care. This is an area in 

which community pharmacists may need to become competent. Indeed in a one to one 

interview with a diabetologist in Chapter 4, it was suggested that a potential new role for 

" community pharmacists could be initiating insulin therapy and fine tuning of insulin 

doses. 

There were two CPD support related pharmacist activities that were not identified by 

any participant during 0-6 months. The first was `sharing reflections of where your 

performance leaves room for improvement within a group of pharmacists'. When 

questioned on not identifying CPD issues with this behavioural statement, the majority 
(69. %) felt this was not possible in their job or area at that time: 

'That's a luxury that the big stores or multiples have' [P58] 

Encouragingly, three participants felt this was an area in which they already felt 

competent, although these participants were all from one geographical area where there 
is an active diabetes network. This activity reached consensus after two rounds of the 
Delphi process in Chapter 5. 

`Taking part in a local multi-disciplinary mentoring group' was the other behavioural 

statement with no linked CPD issues. All pharmacists claimed that at this time it was not 

possible in their job or area to take part in a local multi-disciplinary mentoring group: 
'Aye, I would like that but the systems are just not in place yet' [P16] 
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This was a pharmacist activity which failed to reach consensus agreement in the Delphi 

process in Chapter 5, but the focus group (Chapter 6) decided to include as it received 

positive comments (Table 6.3). Again during the telephone interviews, the pharmacists 

seemed positive about the concept, but at 6 months no-one had taken this activity 

forward. 

8.4.6 CPD Needs Identified and Addressed During 6-12 months 

The percentage of unresolved CPD needs and new CPD issues identified and addressed 

during 6- 12 months (Classification B and C) was 78.2%. The most commonly identified 

behavioural statements with linked CPD issues were `giving counselling and health 

advice to patients' and `monitoring compliance and adjusting doses to optimise benefits 

of treatment'. These were slightly more complex pharmaceutical care issues and may be 

due to the introduction of the Public Health component of the new community pharmacy 

contract and new prescribing roles for community pharmacists beginning to emerge. 

8.4.7 CPD Needs Identified but Not Addressed During the Study Period 

All competencies and behavioural statements had CPD needs identified by at least one 

participant during the study period. This suggests that the competency-based CPD 

workbook was fit for purpose and that all the competencies and behavioural statements 

within the five competency clusters were relevant to this group of clinically active 

practitioners. There were however 18 (6%) CPD issues that were identified but not 
addressed during the study period. These could be divided into core functions; 

`recording delivery of care', `maintaining a standard pharmaceutical clinical record to be 

shared', `dispensing prescriptions and counseling patients', `checking and following-up 
drug/dose regimen' and `monitoring patients for signals for assessment and referral'. 
Again this suggests community pharmacists still require education and CPD support 

with basic pharmaceutical care activities. 
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`Creating a register to identify patients' as a CPD issue was also not addressed in some 

instances. This however may be due to technical problems as identified in Chapter 4. 

More complex behavioural statements with linked CPD needs not addressed were 
`adjusting drug doses', `critically reviewing published papers', `sharing examples of 

practice through individual cases within a group of pharmacists' or `within a 

multiprofessional group'. Further qualitative study would be required to establish why 

these CPD issues were not able to be addressed; whether this was due to lack of CPD 

support, training initiatives or time. 

8.4.8 Comparing the Competency Clusters 

From Table 8.6, it is obvious that competency clusters 1,2,3 and 5 are mostly 

composed of Classification A issues ie CPD issues that are identified and addressed 

quickly (within 6 months). These competencies clusters are `participating as a member 

of the diabetes team', 'understanding the diagnosis and therapeutic interventions' and 
`having knowledge of the appropriate tests and assessments carried out and 
`patient/carer education'. (The number of CPD needs in cluster 4 was too few on which 
to comment). This table also showed that irrespective of whether a CPD need was 
identified quickly (< 6 months) or slower (>6 months), the majority of these CPD issues 

were addressed quickly. This information is useful when planning training and CPD 

support initiatives in this area, although further work on a larger sample size is needed. 

8.4.9 Future Study 

As this study does not provide information on why some CPD issues were not addressed 
during the study period, future qualitative research may help to address this. From a 
comment made at the time of applying the telephone questionnaire, it became apparent 
that a rating scale may be advantageous in this style of CPD workbook: 
How do I know when I am competent? When can I tick off and move on? Surely I can 
still improve doing these activities? [P21] 
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This rating scale could be in the form of self assessment of how well the participant felt 

they had addressed the competency. Peer assessment could be another possibility, where 

peers could rate their colleague 117 
. Patient assessment could also be an option. 

Work in Chapter 5 also showed that the majority of participants (83%) in the Delphi 

exercise felt that community pharmacists delivering intensive structured pharmaceutical 

care to patients with type 2 diabetes mellitus should be assessed and accredited as 

competent. Self, peer and client assessment would go some way towards achieving that 

goal. 

Competence is what: 
`individuals know or are able to do in terms of knowledge, skills and attitudes' 219 

Capability however is a relatively new term within the healthcare team, 220 which looks 

into the future and has been defined as: 
`Extent to which an individual can apply, adapt and synthesise new knowledge from 

experience and so continue to improve their performance' 219 

Rather than just the competencies required to deliver pharmaceutical care services to 

patients with type 2 diabetes mellitus, the capability of the community pharmacy 
workforce should also researched. 

8.5 Conclusion 

Community pharmacists in Scotland who are electing to work in programmes to deliver 

pharmaceutical care to patients with type 2 diabetes recognise a need for education and 
are variously receptive to elements within a CPD support model. While direct face-to- 
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face courses are the favoured way of learning, there are varied preferences for other 

elements which support pluralistic and customised approaches to the provision of CPD 

support. Within the CPD support model a competency-based CPD workbook has a 

definite place. 
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Chapter 9: 

Study Limitations 
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This chapter highlights the limitations of this thesis, concentrating initially on generic 

limitations of the study, then focusing on chapter-sector limitations. 

9.1 Overall Limitations of the Study 

The study would have been strengthened by patient-involvement. A Model of Care and 

subsequentially a CPD Support Model for community pharmacist practitioners 
delivering care, was produced with no patient involvement. Their involvement may have 

resulted in beneficial changes being made to the study as it progressed. 

The research was limited to investigation within Pharmacy and other healthcare 

professional groups and did not look outwith this narrow sector. Investigation of product 
delivery systems and competencies outwith the NHS healthcare setting may have been 

advantageous. 

9.2 Chapter-Sector Limitations 

9.2.1 Chapter 4- A Multi-disciplinary Model of Pharmaceutical Care for the 
Primary Care Patient 

A limitation of this section of research was the small number of interviews which were 

carried out. Further study should be carried out amongst a wider range of healthcare 

professionals drawn from a wider variety of clinical settings, including dietitians, 

chiropodists and podiatrists. All these professionals are important in the primary care 
diabetes team. More debate may have been created by organising regional 
multiprofessional focus groups. As mentioned above, perhaps the most important 

member of the diabetes team was ignored in this study- the patient. The care recipients' 

views were not considered in the model at this stage and investigation of patients' 

perceptions should be obtained to inform the continuing development of the model. 
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Neutrality or freedom from bias is pivotal to validity in qualitative research 122. The 

paradox of this type of research is that while reducing the barrier between the 

participants and the researcher, the quality of the data may be enhanced, this reduced 
barrier introduces the risk of subjectivity 141. Researcher bias may be a limitation in this 

chapter as the lead researcher (AP) was a pharmacist who was investigating the potential 

role of the community pharmacist in the primary care diabetes team. There was an 

attempt to minimise this bias by using a non-pharmacist independent researcher 

(Researcher 4)(HH) for peer debriefing and the use of a reflective diary to document the 
141 researcher's thoughts, issues and responses during the research process 

9.2.2 Chapter 5- Achieving Consensus on Community Pharmacist Activities in the 

Pharmaceutical Care of the Patient with Type 2 Diabetes Mellitus and Training 

and Support to Aid Delivery 

This research section was conducted on a small purposive sample of community 

pharmacists who were self-selected as those electing to complete all three rounds of the 

questionnaire (n=18). The findings reflect the views of a specific group of pharmacists 

with a special interest in diabetes mellitus, with an established service commitment and 
who are consequently in a position to influence future service developments. 

Using 80% consensus level agreement at Delphi 3 stage may have been more 
appropriate than the lower 70% chosen 194. Pharmacists would then not have reached the 
predefined level of consensus about a role in referring patients to their GP should the 
patient have an infection, other complication or new symptoms. This may have 
highlighted some training needs in relation to building the pharmacists' confidence to 
identify these problems. Consensus would also not have been obtained with regard to 

ensuring suitability of drug treatment for neuropathy. 
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The pharmacists' support and training issues underwent only two Delphi processes, as a 

scoping exercise was undertaken during Delphi Dl. This was a weakness in the study- 

design of this section of work. 

9.2.3 Chapter 6- Development and Piloting of a Competency Based CPD 

Workbook 

The pilot study in this section of work lasted only five months and involved a relatively 

small number of participants. The findings reflect the views of a local and specific group 

of pharmacists with a special interest in diabetes mellitus, with an established service 

commitment but may not reflect the opinions of all community pharmacists in Scotland. 

9.2.4 Chapter 7- Developing and Evaluating the CPD Support Model in Terms of 
Pharmacists' Views and Attitudes towards CPD 

The findings in this section of research were based on the self-reporting by community 

pharmacists, however does provide information on views and attitudes of practising 

community pharmacists providing pharmaceutical care to patients with type 2 diabetes 

mellitus. The findings also relate only to Scottish and not necessarily UK pharmacists, 
due the different NHS systems in Scotland. 

This questionnaire may also have collected the views and attitudes to CPD in general not 

specifically to diabetes CPD. This was shown by some comments on the CPD 

questionnaires (Table 7.6): 

'Diabetes is only one tiny part of what I do' [Participant 14- Active Group] 

'Can we have some help with other disease states now? What about cardiovascular 
disease ? '[Participant 56-Active Group] 

Community pharmacists are ultimately generalist practitioners, although the new 
Scottish community pharmacy contract will allow them to specialise in certain chronic 
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disease management areas depending on the needs of their patients. This study was 

powered to detect a score difference of 8 points, which may have been ambitious for 

looking at only one disease state. From the perspective of Scotland's health, it is 

probable that cardiovascular and respiratory disease may also be priority specialities for 

the community pharmacist. It would thus be interesting to introduce CPD models of 

support for these two disease states in addition to diabetes and to repeat the CPD 

questionnaire to study if motivation and attitude to CPD rises and the difference between 

the Control and Active groups are statistically significant. These models once 

established could be run by specialist groups or local multidisciplinary managed clinical 

networks (MCNs). 

9.2.5 Chapter 8- Monitoring the Use of the Elements of the CPD Support Model 

for Providing Pharmaceutical Care to the Patient in Primary Care 

The thesis findings in this chapter were based on self-reports and were further limited by 

a small study sample. It is likely that a response bias exists towards pharmacists who had 

an interest in CPD. Again in this section the findings also relate only to Scottish and not 

necessarily UK pharmacists, due the different NHS systems in Scotland. 
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Chapter 10 

Future Implications for Diabetes Care and 
Educational Research 
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The concluding chapter summarises the implications of this research, suggests future 

applications of the competency-based CPD model and highlights the need for future 

research as a result of the work in this thesis. 

10.1 Areas for Future Research 

10.1.1 Research Focus One 

As multidisciplinary co-operation develops and standards improve in the delivery of 

services for patients with diabetes, the integrated Model of Care will expand in terms of 

clinical expectations and the range of activities within the models. The extent to which 

professions will overlap in their capacity to deliver required services will increase. 

Consequently, further qualitative studies are necessary to inform the continuous 
improvement process. Such studies should aim to include a wider range of healthcare 

professionals drawn from a wider variety of clinical settings, including dieticians, 

chiropodists and podiatrists. The primary care team is expanding by integrating these 

various professionals. More debate may be created by organising multiprofessional 
focus groups than by one to one interviews. 

The patient, as care recipient has been left out in this study to determine a Model of Care 

for the patient with type 2 diabetes mellitus only because of a need to start with a 

complex team of professionals. Of course, the patient as care recipients requires to be 

included as services strive to match patients' needs and expectations. 

The patients' voice was also not included in defining the activities that should be 
delivered by a community pharmacy and clearly there is much further scope for patients' 
perceptions of what services they would like or expect to receive from this healthcare 

setting. 
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10.1.2 Research Focus Two 

As a result of this work there is little evidence of why consensus was not reached on 

some community pharmacist activities (behavioural statements). There are questions 

about the evolving perceptions of pharmacists - what they are and what influences the 

change in perception, since these are educationally important matters - reflected in the 

movement towards consensus within this project and during two or three rounds of the 

Delphi process. Qualitative research with the Delphi participants may give a clearer 

understanding of this differing receptiveness of pharmacists to the modernisation of 

practice. 

Further study may be required to establish why participation at courses is the community 

pharmacists' favoured means of obtaining accreditation. Course attendance may be a 

traditional and the easiest option but might not be the most educationally effective. The 

favouring of this method may be due to Knowles Social Relationship factor of 

motivation in adult learning; to make new friends, to meet a need for associations and 
friendships, to network within the pharmacy community 91. While there is little 

argument that knowledge (even if tacit knowledge) is a necessary ingredient of practice, 

simply mastering a syllabus of received knowledge makes a surprisingly low 

contribution to increased professional effectiveness 221.222. 

As defined standards and expectations of care delivery to patients with diabetes continue 
to emerge, educational research will need to be applied into evaluating methods for 

conducting competence assessments as part of pharmacists continuous professional 
development and as part of accreditation of pharmaceutical care services. 

The subject views of patients are now expected to inform service design, delivery and 
evaluation in NHS Scotland. The patient's perceptions as care recipient require to be 

part of assessment of a pharmacist's competence and also a part of the continuing 
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accreditation of services. There is a need for research to show how those perceptions 

should be integrated into quality assurance of the delivery of diabetes care. 

10.1.3 Research Focus Three 

In this research the quantity of CPD issues identified and addressed in the competency 
based CPD workbook were investigated but not the quality of entry of the CPD issues. 

According to Parboosingh to remain current, clinicians require both an understanding of 

their areas of strength and their ability to think reflectively 105. Kolb's Cycle relies on 

practitioners reflecting on and identifying the areas of practice where they are not so 

competent 101. Unfortunately however healthcare professional sometimes have difficulty 

in identifying their learning needs. Whether competency based frameworks generally aid 

the identification of learning needs is debatable. In this thesis a competency framework 

was converted to a CPD workbook format with columns titled 'Changes in Performance- 

How do I improve my performance? -From (what are you doing at present? ) To( What 

do I want to be doing in the future) in an attempt to help the identification of these 
learning needs. Three further probing questions; ̀ Analysis of Personal Learning Needs' 

(What do I need to learn)', `Personal Learning Plan' (What do I need to do? ) and 
`Evidence of Change'(What have I changed) were created to fit into the 4 stages of 
Kolb's Cycle lo' 

However whether competence-based approaches are sufficient for meeting the demands 

of professional practice is highly questionable. Explicitly identifying skills and 
competences needed by practitioners can be a powerful means of assisting development, 
but attempting to encapsulate the entirety of practice in a list of skills or competences is 

a doubtful enterprise. This ignores practitioners' roles in creating and defining their own 
task, 223 and undertaking intelligent and reflective practice which is so important in adult 
learning 104. Using competency frameworks means accepting a world as others define it. 
Competency frameworks may also not encourage self-reflection nor self-directed 
learning by merely collating pieces of evidence. CPD however is a self-directed learning 
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process, supporting one of the principal characteristics of adult learning; adults and thus 

pharmacists are autonomous and self-directed 94. 

Self-directed learning is an active process which encourages the adoption of the deep 

approach to learning 102. Deep learning, as opposed to surface learning is described as an 

active search for understanding. Surface learning merely encourages the learner to 

reproduce what has been learned by rote. Moon views the reflection section of Kolb's 

Cycle as the catalyst that moves surface learning to deep learning. Deep learning can be 

integrated with current experience and knowledge, resulting in rich cognitive networks 
103 that the individual can draw on in practice 

The word `competence' itself suggests to some people satisfaction with ordinariness as 

opposed to excellence 224. According to Edwards and Nicoll the use of the term 

`competence' has a rhetorical effect: 

'... to be merely competent rather than to strive for excellence... relocates what it means 

to be a professional or to work professionally' 225 
. 

Another principle of adult learning is that learners should be involved in mutual 

planning of education 226. This is not supported in the competency-based framework 

approach. 

For educational governance the implementation of a CPD support system must address 
the assurance of the quality of recording of the CPD issues. Assessment of the CPD 

competency based workbook could be evaluated using a standard marking schedule. 
This has been used and documented in other studies 227. Mentor or peer review of 

workbook entries would also be possible if using an electronic version of the workbook 

as mentors or peers can be given restricted access for review purposes. Research would 
be needed to assess the usefulness of these assessments. 
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Further qualitative study would also be required to establish why certain CPD issues 

within the diabetes workbook were not able to be addressed during the study period; 

whether this was due to lack of CPD support, training initiatives or time. Schon's 

reflection on action educational theory that is so important to CPD and learning, is most 

under threat when confronted with constraints of time and opportunity 104. While 

critically important to improve practice, reflection on action is most easily lost to the 

pressures of work, particularly in times of change when it is needed most 228. 

To allow this competency framework to be useful in career development, the 

competencies could be linked to a role profile or job description against the National 

Occupational Standards and National Workforce Competencies (NWCs) listed by Skills 

for Health (SfH). Now that a NWC for Diabetes Mellitus has been developed, research 

must go into combining these elements into the Competency-based CPD workbook 112. 

The effects of the CPD Support Model developed in this thesis were not directly 

evaluated on patient outcomes. A Cochrane review of interventions to improve the 

management of diabetes mellitus in primary care, outpatient and community settings, 
found lack of data on outcomes to be a common fault of studies in this area 80. Patient 

outcomes were not evaluated in this thesis as the pharmaceutical care to patients with 
type 2 diabetes mellitus from community pharmacists is not yet standardised nationally. 
The scale of this study was also too limited to allow any patient outcome measures to 

play a meaningful role. 

From a clinical governance point of view, the quality of pharmaceutical care within the 
overall Model of Care should be subject to audit. Research is needed to inform the 
introduction of routine and continuous evaluation of the pharmaceutical care provided 

within the overall model. 
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Since a CPD Support Model has now been produced for the patient with type 2 diabetes 

mellitus, a similar approach that could be reproduced for use in meeting' the needs of 

developing services to other public health priority patient groups. The Views and 

Attitudes to CPD Questionnaire could be applied to pharmacists using more than one 

Support Model to assess if motivation and attitude to CPD rises further. These models 

once established could be run by specialist groups or local multidisciplinary managed 

clinical networks (MCNs). 

The CPD competency framework model also has a more general application potential 

which may serve the needs of the profession more widely in terms of revalidation with 

post-registration education and training programmes for community pharmacists in the 

future. 

10.2 International Developments in Mandatory CPD and Revalidation 

Mandatory CPD for pharmacists in Great Britain will almost certainly be introduced as 

part of the proposals for an order under Section 60 of the Health Act 1999 229. A 

Pharmacy Workforce Survey carried out in 2006 showed CPD and/or CE was 

mandatory in 9 out of 37 countries that responded to the questionnaire. These included 

Portugal, Canada (most provinces), USA, France, Kenya and Zambia, although each 

country (and provinces within one country) had different mandatory standards 230. In 

some provinces of Canada, pharmacists require only proof of completion of a minimum 

number of hours of continuing education to renew their licence. While in some other 

provinces during a quality assurance process, pharmacists may be required to have their 
230 learning portfolio reviewed 

Although as yet, in Finland, CPD is not mandatory there are long term professional 
development programmes for community pharmacists. These programmes aim to 

upgrade practising pharmacists in management, business and professional skills. In 

Finland a licence from the National Agency for medicines is required in order to own a 
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retail pharmacy. If there are several applicants for a pharmacy ownership licence, the 

applicant who is considered the best qualified will be selected. When a pharmacist has 

received a certificate for undertaking professional development programmes, he/she has 

a better chance of owning a pharmacy 230 

Internationally, the revalidation of pharmacists is being carried out in different ways. In 

Portugal, the revalidation model for pharmacists has been defined and implementation 

was started in 2004 with 1950 pharmacists. This approved model defines as mandatory, 

the renewal every 5 years of the pharmacist's right to practise subject to a pre-defined 

number of credit units available through CPD activities 231. The Ontario College of 

Pharmacists also has a well-established program of revalidation including more than 

proof of CPD activities, 232 and the Pharmacy Council of New Zealand has now 
introduced a process of assessed re-certification prior to issuing practising certificates 
233 

10.3 Scottish Revalidation Developments 

The White Paper, `Assurance and Safety - The Regulation of Healthcare Professionals 
in the 21st Century', states that revalidation will be introduced for pharmacists and other 
health care professionals over the next four years in Great Britain with mandatory CPD 

expected to play a large role in this process4. Currently healthcare professionals are 
encouraged to assess their own skills and knowledge and to identify their learning needs 
and competence gaps. Community pharmacists have been reported to show greater 
difficulty in meeting required standards in the 'patient care' competencies when 
compared to hospital pharmacists 235. These findings reflect the likelihood that 
pharmacists generally will require various forms of educational support in order to 

undertake future revalidation. Community pharmacists however, may not have access to 

a supportive environment to guide them through the revalidation process. 
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NHS Education for Scotland (NES) plans to use the NES e-portfolio with competency 

frameworks as the means of all professional revalidation in Scotland. Work has already 
been carried out to move this forward within the medical profession after collaboration 

236 
with the appropriate specialist Medical Colleges . 

Each professional member would have an e-portfolio for the duration of their 

professional lives, individualised by their choice of competency clusters. This choice 

would be dependent on their clinical practice and within their e-portfolio, each clinician 

would provide evidence of achievement of these competencies. For revalidation, 

appropriate completed competency clusters would be electronically sent to the 

regulatory body. Within the profession of Pharmacy, this would be the General 

Pharmaceutical Council (GPharm C) professional body. 

From July 2008, NES Pharmacy will be managing the Pharmacy pre-registration year in 

Scotland 121 and aims to have the pre-registration competencies available in an e- 

portfolio format by 2009 237. This presents an opportunity for pharmacists within 
Scotland to have a competency-based e-portfolio from the pre-registration year onwards. 
There may also be scope for this CPD e-portfolio to begin at the undergraduate level in 

the future. 

10.4 Post-registration Education and Training Programmes for Community 
Pharmacists 

A Post-registration Education and Training Programme for hospital pharmacists has 
been established within London, east and south-east England 238. In this model a number 
of NHS bodies, NHS stakeholders and eight universities are working collaboratively to 

manage a postgraduate diploma in general pharmacy practice for hospital pharmacists. 
The purpose of this diploma is to equip hospital pharmacists with the core skills and 
competencies they require to provide pharmaceutical care. The competencies needed to 
achieve the diploma in this model are based on the General Level Framework 1 17 
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At present in Scotland, there is no post-registration education and training programme or 

vocational scheme specifically directed at community pharmacists. The use of a 

competency framework such as a General Framework for Community Pharmacists 

which concentrates on patient care competency clusters, personal competency clusters, 

problem solving competency clusters and management and organisation competency 

clusters 1 17 would be useful to practitioners and educationalists within Scotland. The 

scheme would benefit in terms of quality assurance from collaboration with the Scottish 

Schools of Pharmacy. 

Competency-based CPD frameworks such as the type 2 diabetes mellitus framework 

developed in this thesis could be developed for elective clinical specialties. The Support 

Model surrounding each elective clinical specialty could be developed and expanded to 
include appropriately trained tutors and organised work-based placements. Evaluation of 

this future scheme, in terms of what was delivered to the clinical pharmacist, and 

ultimately to the patient, would be essential. Such a scheme would not only produce a 

career pathway within community pharmacy linked to CPD, but also introduce a quality 

assurance element within this sector of practice. 

10.5 Conclusion 

Community pharmacists in Scotland are extending their role within a Strategy for 

Pharmaceutical Care in Scotland and a new community pharmacist contract. CPD is 

becoming formalised and is a necessary support to the development of new services. 
Further research could develop the present educational tool for community pharmacists 
into an assessment tool. This project used a research approach in diabetes which may 
offer an exemplar for use in the management of other chronic diseases. The work in this 

thesis represents only a first step towards documented competency-based practice within 

community pharmacy in Scotland. 
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Appendix 4.1 Semi-structured Questionnaire 

Basic questions asked at each section of the cycle 

1. Do you have any general comments about the cycle of care? 

2. In your opinion is there important information which has been omitted from the multi- 
disciplinary cycle of care? 

3. In your opinion is there information which requires greater emphasis within the cycle 

of care? 

4. In your opinion is there information present in the cycle which is not appropriate? 

5. Within the cycle of care, in which order should the services be delivered to patients? 

6. In your opinion what are the perceived advantages to community pharmacy delivering 

services to patients with type 2 diabetes mellitus? 

7. In your opinion, what are the perceived barriers to community pharmacy delivering 

services to patients with type 2 diabetes mellitus? 
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Appendix 4.18- Reflective Diary of Qualitative work 

*-interviews carried out by final year students 

**-where the final year students helped facilitate qualitative work 

One to one interviews: - 

1. DNO1- 

" Very quiet interviewee 

"I was perhaps asking loading questions. Require more open questions in future 

interviews 

" There is repetition in the table and the cycle and it is difficult to follow with a 

separate table and cycle. Perhaps these should be combined? 

"I feel that on reflection box 2 may be inappropriate in this cycle 

" This professional did not know about repeat dispensing cycles. May have to 

explain better for future interviews 

" In the side effects of drugs, there is hypoglycaemia missing as a side effect of 
Sulphonylureas 

2. DO1- 

" Easier to interview. Forthcoming with ideas and opinions 

" Had obviously looked at cycle prior to interview and had comments prepared 

" Must ensure all interviewees receive paperwork at least 2 days before being 
interviewed 

" Positive about pharmacy input 

" Strong beliefs that insulin should be initiated in secondary care 
" Some tests seem to be missing from the initial assessment 
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3. D02- 

Interviewee fairly aggressive and dismissive of work and as an interviewer 

struggled to keep him interested and focused using a mixture of open and closed 

questions 

" Interviewee felt that the cycle was too big and complicated 

4. GPO1-'" 

" Interviewee again fairly negative of the potential role of the community 

pharmacist. Possibility of creating more work rather than saving GP work 

" Interviewee has some realistic concerns about the practical problems of making 

the cycle of care involving many clinicians work safely 

" Communication between the professions within the diabetes team will be very 

important. 

5. GP02-* 

" During this interview the tape recorder failed to tape. This highlights the 

importance of having a back-up tape or of having a second facilitator to take 

notes. During this interview a student had taken brief interview notes. 

" Interviewee believed the cycle to be too big, and felt sections could be combined 

" Interviewee believed pharmacists were capable of taking on the majority of roles 

within the cycle, but raised an important question-would patients be interested in 

pharmacists taking on this role? 

6. GP03-* 

" Interviewee was confused with secondary care references as most care of type 2s 

is primary care based 

" Interviewee suggested that most GPS see pharmacists as only dispensers rather 
than to take a more active role in the care of the patient 
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" Interviewee suggested that the students may be bias and `pushing up the role of 

pharmacists in diabetes care' 

" Interviewee suggested different systems of the cycle will vary depending on local 

circumstances 

7. DN02- 

" Interviewee was quiet. Found myself using leading questions. Tried to use open 

questions to avoid receiving "yes" or "no" answers 

" Again found that there was some repetition in certain sections of the table and 

thus is could be simplified 

" Compliance angle is completely missing from the cycle 

" Idea of using community pharmacists to pick up defaulters was introduced 

8. DN03 

" Interviewee was from a very remote area of Scotland where there was clearly a 
different system of care for the patients. This was mainly nurse-led. There was 

also a limited number of diabetics who were easier to monitor. In this area also a 
lot of dispensing GPs 

" Ideas of first antibiotic prescribed to a patient perhaps not being the best choice 

was introduced. Thus pharmacist could review both antibiotic and course length 

9. D03 

" Easy to interview. Happy to put forward opinions 

" Repeated a lot of the opinions already collated about omissions and inappropriate 

material within the cycle 

10. D04 

" Easy to interview. Happy to express opinions 
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" More forward thinking on potential role of pharmacists in future as involved in 

the mentoring scheme with the pharmacist prescribing course at the university of 
Strathclyde 

11. DN04 

" Nurse more opinionated. Less prompting required but struggled to keep focused 

as the interviewee would want to discuss topics that were loosely related to the 

cycle 

" Repeating comments already collated 

12. DN05 

" Straight forward interview 

" Made the point that it is perhaps not clear that it is a cycle for type 2 patients 

" Reinforced earlier comments that acarbose is not used very often 

13. DOS 

" Interviewee not forthcoming with opinions. As an interviewer had to use open 

questions so as not to get a "yes" or "no" answer, especially at the beginning and 
end of interview. Tried to make encouraging noises to any comments that he did 

make. Tried bringing in the opinions of other professionals to stimulate 
discussion 

Did not suggest much factual change to the cycle, but had ideas on the future 

roles of pharmacists 

14. GP05 

" Interviewee happy to talk and express his opinions 

242 



" Interviewee was clear that the pharmacist should not be making decisions about 

managing the patient with diabetes mellitus type 2- making these decisions was 

the job of the GP 

" Interviewee had concerns about extending prescribing outwith the medical 

profession 

" Interviewee believed pharmacy had a big role to play in concordance and 

compliance 

Focus Group-** 

"I found facilitating a focus group much harder than the one to one interviews as 

the participants encouraged each other to go `off on tangents' 

"I found it very helpful having the students at the focus group to observe the 

participants and to take field notes 

" The community pharmacists did not have much technical input into the cycle, but 

throughout were concerned with its impact to the patient and the community 

pharmacist 
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Appendix 5.1- Delphi Questionnaire 1 

DELPHI STUDY 

1st Round of the Delphi 

Identifying Standardised Expectations for the delivery 
of a Pharmaceutical Care Model for the patient 

with type 2 Diabetes Mellitus 
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Introduction 

This exercise aims to investigate the consensus among pharmacists about expectations of 
what type of pharmaceutical care is achievable in the management of type 2 diabetes in 

primary care. This consensus would also help to produce guidelines to support the emerging 
supplementary prescribing role. Please indicate your level of agreement with the following 

statements describing specific activities within the multidisciplinary care of the diabetic 

patient. This is not about the level of service you provide at present, but the service you 
would hope to provide to your type 2 diabetic patients now and in the future. 

For each statement. can you please indicate by choosing the appropriate number that is the 
most applicable to your decision? 

I would appreciate if you could also add your further opinion and recommendations in the 
space provided after each statement. 

IdentifvinQ my patients 
Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 
By using computer based patient Q Q Q Q Q Q Q 
medication records, I would 
create a register to identify 
patients with diabetes 

Comments 

Identifying my patients' needs 
Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 
I would identify my patients' 
need for msupport by: - 

Patient interview Q Q Q Q Q Q Q 
Completing a standard Q Q 0 Q Q Q Q 
pharmaceutical care plan for 

my own use 
Creating a patient-held Q Q 0 0 Q Q Q 
diabetes record booklet 

Comments 
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Receiving/sharine information about my patients' treatment 
Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 
I would liase with primary care, 
secondary care and GPs by: - 

Sharing my standard Q Q Q Q Q Q Q 
pharmaceutical care plan 
Using the patient-held Q 0 Q Q Q Q Q 
diabetes record booklet 

Comments 

Strongly 
disagree 

1 2 3 4 5 6 

Strongly 
agree 

7 
I would be pleased to receive Q Q Q Q Q 0 0 
more information about my 
patients' treatment goals and 
medicaVdrug history from the 
multidisciplinary team 
I would integrate this Q Q Q Q 0 0 0 

information into the standardised 
patient pharmaceutical care plan 
in my pharmacy 

Comments 

Patient motivation, education and family support 
Strongly Strongly 
disagree agree 1 2 3 4 5 6 7 

My role is to support the 
motivation of the patient and 
family in: - 

Self care n n n n n n n Treatment goals n n n n n n n Preventing and dealing Q Q Q Q Q Q Q 
with loss of diabetic 
control 

Comments 
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Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 
Part of my role would be to 
provide education on how to 
limit tissue damage through: - 

Smoking cessation n n n n 
Weight control Q Q 

ff[I 
Q Q Q Q 

Comments 

Individualising patient therapy 
Strongly Strongly 
disagree agree 1 2 3 4 5 6 7 

My role in helping to 
individualise the patients' oral 
antidiabetic treatment 
incorporates: - 

Checking and following up Q Q Q Q Q Q Q 
the drug/dose reimen 
Identifying unsatisfactory Q Q Q Q Q Q Q 
treatment 
Monitoring for signs and Q Q Q Q Q Q Q 
symptoms of toxicity 

Comments 
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Strongly Strongly 
disagree agree 

2 3 4 5 6 7 
I would share plans with the patients 
and other members of the diabetic team 
to ensure: - 

Suitability of medication for Q Q Q Q Q Q Q 
preventing cardiovascular disease 

Appropriate foot care n n n n n n n 
Suitable drug treatment for Q Q Q Q Q Q Q 
neuropathy 
Suitability of medication in the Q Q Q Q Q Q Q 
presence of renal impairment 
Suitability of medication in the Q Q Q Q Q Q Q 
presence of visual impairment 

Strongly Strongly 
disagree agree 1 2 3 4 5 6 7 

My pharmaceutical care plan would be 
maintained in respect of the following 
items of infornmation: - 

Choice of antidiabetic agent n n n n n n n 
Patient's status in respect of Q Q Q Q Q Q Q 
diabetic complications e. g. 
cardiovascular, neuropathy, 
diabetic nephropathy 
Identification of cardiopreventive Q Q Q Q Q Q Q 
medication 
Dietary goals needing to be Q Q Q Q Q Q Q 
addressed e. g. obesity/poor diet 
Problems in blood glucose control Q Q Q Q Q Q Q 
requiring balancing the food intake 
and insulin dose 
General advice on the use of Q Q Q Q Q Q Q 
insulin therapy 
Advice given on self-monitoring of Q Q Q Q Q Q Q 
glycaemic control 
Records of targets agreed with the 
patient on: - 

HbAlc n n n n n n n 
BP n n n n n n n 

Cholesterol n 0 Q Q Q n n 
Frequency of hypos n n n n n n n 

Comments 
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Uolninn to ,. n. tatp the nntient. held diabetes record booklet 
Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 
I would help my patient 
maintain a patient-held diabetes 
record booklet on: - 

Changes in prescribed 0 Q 0 Q 0 Q Q 
medication 

Changes in purchased Q 0 Q 0 Q Q Q 

medicines 
Self-reporting of 0 0 0 Q 0 0 0 
symptoms 
Episodes of 0 Q Q Q 0 Q 0 
h ogl caemia 

Documentation of Q Q 0 Q 0 0 Q 
achievement of 
personalised treatment 
goals 

Comments 

Initiating and Changing Patient Treatment 
In the next question, please indicate to what extent you would be comfortable with the 
following being part of a supplementary prescribing arrangement. 

Strongly 
disagree 

1 2 3 4 5 6 

Strongly 
agree 

7 

After suitable training, I would be 
comfortable with prescribing: - 

Hypertension treatment n n n n n n n 
Cardiopreventive medicines: - 

Lipid lowering drugs 
11 Q 11 1: 1 n Q n 

Beta 
blockers 

Q Q Q Q O Q Q 

ACE 
inhibitors 

Q Q Q Q Q n n 

Anti-anginal treatment n n n n n n n 
Antibiotics n n n n n n n 
Analgesics Q n n n n n n 
Oral hoI caemics n n n n n n n 
Insulin n n n n n n n 

Comments 
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Signals for Review 

Closer involvement in patient care will require the pharmacist to actively monitor 
for signals for referral of a patient to their GP. In the next question please state how 
comfortable you are in taking t his respons ibility. 

Strongly Strongly 
disagree agree 

1 2 3 4 S 6 7 
I would be comfortable in the 
position of monitoring the 
patient for signals for review by 
the GP in a situation where: - 

Identification of co- Q Q Q Q Q Q Q 
prescribed or purchased 
medicines used for co- 
morbidity interact with 
treatment 
Significant changes in the Q Q Q Q Q Q Q 
control of blood glucose, 
HbAIc, ketones, blood 
pressure, weight or 
cardiovascular risk are 
recorded in the patient-held 
diabetes record booklet 
Infection, other Q Q Q Q Q Q Q 
complication or new 
symptoms 
Failure to reach Q Q Q Q Q Q n 
personalised treatment 
goals 

Comments 

Comments- For anything that you feel relevant which is not covered in the Delphi 
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Your Educational Needs 

In this question you may wish to make more than one choice. 

No further 
training 
required 

Distance learning 
pack only 

Some training away 
from the workplace 

Substantial 
training away 

fron the 
workplace 

I would be confident to 
start providing a higher C 
level of service to my 
patients with type 2 
diabetes mellitus with 
the following training 

Thank you for completing this questionnaire 

Now please tell me a little about yourself. - 
Number of years qualified ........................ 
Number of years in practice ..................... 
Do you currently routinely enter patient information onto your PMR system 
Yes/No? 
Do you use your PMR system to support your patients with type 2 diabetes mellitus 
Yes/No.? 
If yes, please explain how- 
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Appendix 5.2- Delphi Questionnaire 2 

Each second round Delphi questionnaire was individualised, thus this appendix is only an 
example. 

DELPHI STUDY 

2°d Round of the Delphi 

Identifying Standardised Expectations for the delivery of a Pharmaceutical 
Care Model for the patient with type 2 Diabetes Mellitus 

Introduction 

Firstly thank you for returning the first round of the Delphi questionnaire. This survey aims 
to investigate the consensus among pharmacists about expectations of what type of 
pharmaceutical care is achievable in the management of type 2 diabetes level 3 model 
schemes initiative. 
Therefore we are going to ask you to re-rank some of the questions. 
In this questionnaire we have indicated 

- your previous responses 
- the distribution of the responses (expressed in percentage) 
- the median group response (below which 50% of the responses 
lie - marked with a cross) 

- the interquartile range (where 50 % of the responses lie - boxes 
are shaded) 

There are a few reformulated or 'new' questions in this round and thus 
the results from the first round are not included. 
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Identifying my patients 
Strongly Suongl\ 
disagree ; glee 

I _ a S 6 7 

By using computer based patient - - 

medication records, I would create a 
register to identify patients with diabetes 

of response 0 () 3 H 1 S 15 

Group median (interyuartile range is 
shaded) : 
Your previous response x 

Identifvine my patients' needs 
Strong Iy St long 1ý 
disagree 

tutee 'r 
I ? 3 7 

would identify my patients' need for 

my support by Patient interview 

'%r of response I) 0 0 5 19 41 35 
Group median (interquartile range is 

shaded): 
Your previous response 

Receiving/sharing information about my patients' treatment 

5tt1111Ll\' tills lllý'ý 
d isagree 

apil, l, 

1 5 f, 7 

I would like to use a standard care plan 
to help nie record the delivery of 
pharmaceutical care to my patients 

Comments 
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4 1 (, 7 
I would integrate information about my 
patients' treatment duals and medical/dru 
history that l receive from the 
multidisciplinary team into the standard 
care plan. 

CYO of response 0 O 3 II 10 ;u tu 
Group median (interquartile range is 
shaded): 
Your previous response 

Strongly Strungiy 
disagree agree 

I 2 3 1 5 (, 7 

II the diabetic team used it standard 

patlellt-held diabetes record booklet I 

would find it useful as a means of liaison 

with primary care, secondary care and GPs. 

Comments 

SuonglN' Suun; lý 
disagree 

aýrrr 
1 2 ; 4 5 1 7 

If I maintain it standard care plan I WOUld 

wait( to ne able to share it with other 

members of the diabetic team. 

Comments 

254 



My rote is to support the motivation of the 
patient and family in: - 

Self rare 

S1r1111Ct\' 

ltl\ý1 CI cc 
j 

? z 4 5 6 

Stitt lLýý' 

7 

% of' response O O O 3 22 30 40 

Group median (interquartile 
range is shaded): 
Your previous res once X7 7- 

Treatment goals 

Strongly 
disagree 

2 3 4 5 6 

SuungIý 

agave 
7 

% of reS ponsc 0 0 0 5 16 32 16 
Group median (interquartile 
range is shaded): 
Your previous response X 

Preventing and dealing with loss of diabetic control 

Strongly 
disagree 

2 3 1 S t, 

titmn_ly 
agree 

7 

% of res . onse 0 0 0 8 16 27 49 
Group median (interquartile 
range is shaded): 
Your previous response x 
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Part of iuy role would be to proVidc education 
00 how to limit tissue damage ihruugh: - 

Smokin`, ccssaliom 

Strongly 
dis greC 

1 2 3 4 5 6 

Siraneh 
a°rl'C 

7 

e%, of response 0 0 0 3 19 27 51 
Group mcrIian (interquartilc 
range is shaded): 
Your Previous res ponsc x 

Weight control 

51rotigi ' 

2 3 4 S 6 

StR)It Ij' 

: MCI` 
7 

l/r of res ponse 5 2 46 46 
Group median (interquartile 

range is shaded): 
Your Previous res oust 

My role in helping to individualise the patients' 
oral antidiahetic treatment incorporates: - 
Cherkinwi and I0110%6n` un the drug/dose regimen 

Strongly 
disL rrc 

2 1 l 5 0 

St rung I) 
; icrrr 

7 

% of response O 0 3 8 14 ` 7 O 
Group median (interquartile 

range is shaded): 
- 

Your previous response 

Identifying unsatisfactory treatment 

Strongly Su(ingiy, disagree 
2 3 4 5 6 

agree 
7 

% of response I) 3 16 12 i}{ 
Group median (in(erquartile 
range is shaded): 
Your previous response 
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Monitoring, for signs and symptoms of toxicity 

Strongly' 
disagrei 

I 2 3 4 5 6 

Sliongl) 

: I_lee 
7 

e/r, of response 0 3 3 8 24 35 27 
Group median linterquartile 
range is shaded): 
Your previous response 

I would share plans With the patients and 
other members of the diabetic team to ensure: - 

Suitability of medication for preventing cardiovascular disease 

strongly 
lilti: lýl l'l 

2 3 4 5 rl 

strongly 
agree 

7 

e/C Of response () () 0 14 22 iS 27 

Group median (lute yuatiile 
ran_c is shaded): 
Your previous response x 

Appropriate foot care 

Strongly 
disagree 

I 2 3 4 5 6 

Stn ugh 
agtce 

7 

of response 0 0 0 22 

Group median (interquartilc 
range is shaded): 
Your previous response 

Suitable drug treatment for neuropathy 

Strongly 
disagree 

2 3 4 5 

titr , nglY 
agree. 

7 

% of response 0 0 0 14 3U 43 14 
Group median (interquartile 
ranee is shaded): 
Your previous response 
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Suitability of medication in the presence of renal impairment 

Strongly 
disagree 

1 2 3 4 5 6 

Str ugly 
, t__rce 

7 

% of response 0 0 0 14 28 39 19 
Group median (interyuartilc 

range is shaded): 
Your previous espouse x 

Suitahilily of medication in the presence of visual impairment 

Strongly 
Jisarce 

1 2 3 4 S 6 

Strongly 
, rcc 
7 

C/c of response 0 0 0 I9 31 31) 
Group median (interquartile 
range is shaded): 
Your previous response 

My pharmaceutical care plan would be maintained 
in respect of the following items of information: - 

Choice of anti diabetic agent 

Strongly 
ditiagrer 

3 4 5 6 

Strongly, 

agree 
7 

% of response 0 0 3 3 14 1N -l 
Group median (interquartile 

range is shaded): 
Your previous response 

Patient's status in respect of diabetic complications 
e. g. cardiovascular, neuropathy, diabetic nephropathy 

Strongly 
disagree 

2 3 4 5 

CUow-, h 

; Idee 
7 

% of response 0 3 3 11 19 44 19 
Group median 
(interquartile range is 

shaded): 
Your previous response 
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i(icntifiration of 'aidioprcventive medication 

Jtrunglý 
di, uerce 

I 2 } -t 5 6 

S(rungI) 
it"rce 

7 

Of response O n 3 )l) )) 35 30 

Group median (inteluallile 

range IS shaded : , 

Your previous rrý'iou, rrsp Anse 

Dietary goals needing to he addressed e. g. obesity/poor diet 

sirongly 
JI. 'aercr 

2 3 4 5 6 

sil"llgiý. 
agree 

7 

lie of reg onsc 0 0 3 II 27 32 17 
Group median (interyuartile 
rancr is shaded): 
Your previous response - 

Problems in blood glucose control requiring balancing the food intake and insulin dose 

Strongly 
l sagree 

2 3 4 5 6 

slnungI) 

ign"r 
7 

C/cOi response O O 3 17 2i 39 Il) 

Group median 
(interquartile range is 

shaded): 

Your previous res onse X 

General advice on the use of insulin therapy 

Strongly 

disagree 
] i J 5 6 

St I olle I\' 

: Iglec 
7 

C of response 0 0 3 II I ý) 3I zt, 
Group median 
interyuartile range is 

shaded): 
Your previous response 
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Advice given on self-monitoring of glycaemic control 

S(follgl)' 

disagree 

I 2 3 4 5T OJ 

Slr011, gl ' 

r 
7 

Of response 0 O 3 3 14 42 39 

Group median 

(innterquartiic fange is 

Shaded): 

Your previous res ouse X 

I ýsould help my patient maintain a patient-held diabetes record booklet on: - 
('ha iges in prescribed nudicatiun 

SIIY111CI)' 

disagree 

I 2 ± 4 5 6 

S1ro11L1_\ 

agree 
7 

r/r of response l) 0 0 5 I (1 i !1 
Group median (interquartile 
range is shaded : 
Your previous response 

Changes in purchased medicines 

Strongly 
lisagrec 

I 2 3 J S (, 

Strongk 
acrrr 

7 

C/C Ot response ý) n t) II 25 22 (, 

Group median linterquartile 
ran.,:, e is shaded : 
Your previous response 

Solt-reporting of symptoms 

Strongly 
disagree 

I 2 3 4 5 

Stn ngI 
; icier 

7 

% of response (l 0 (l 14 I i) t; t 
Group median (interquartile 
range is shaded): 
Your previous res pone 

Episodes of hypoglycaemia 

Strongly 
dis; igree 

2 3 -t 5 t, 

Strongly, 

a_rcc 
7 

% of response 0 0 0 II t t' - 
Group median (interquartile 
range is shaded): 
Your previous response 
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Documentation of achievement of personalised treatment , oak 

Stronih 
disagrcr 

2 3 4i h 

Siiuw_Iv 

", 
7 

% of response 0 0 0 14 I (l Z3 
__ Group median 

(intcryuurtilc range is 

shaded): 
Your previous response x 

After SUITABLE training, I would be comfortable with adjusting doses for: - 

Hypertension treatment 

Strongly 
disagree 

2 3 -l 5 I 

Strongly 

agree 
7 

e%, of response 0 0 3 (, ý_n 'ýJ t7 
Group median 
(interquartile range is 

shaded): 
Your previous response x 

Canlioprevcntive medicines: - 
- Lipid lowering drugs 

SIfutigl 

lt lti; lý`I cc 

2 t 4 5 n 

11 fun., I 

; Iptee 

7 

('/c Of response O 0 3 6 
Group median 

(interquartile range is 
shaded): 

------ 

Your )revious res once 

After SUITABLE training, I would be comfortable with adjusting (loses for: - 

- Beta blockers 

Strongly Str ngly disdgrer 
igiý, ý, 2 3 

% of response O 0 3 4 
Group median 
(interquartile ranke is 

shaded): 
Your previous response 
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- A(1 inhibitors 

Sinungly 
disagree 

1 2 3 4 5 6 

Sli& ngl) 
aýrcc 

7 

%o response 0 0 3 6 20 31 
. tl 

Group median 
(interquartile range is 

shaded): 
Your previous response x 

Anti-an, ina! treatment 

Strongly 
disaniee 

I 2 3 4 5 6 

Stn, n I) 

LII', e 
7 

% of response 0 0 6 II 17 37 2) 
Group median 
(interyuurtIIe raii e is 
shade(1): 
Your previous response x 

Anlibiotics 

Strongly Strongly 
disagree ; igrei. 

2 3 4 5 (, 7 

% of response 0 O 9 9 24 iy 

croup median 
(interquartile range is 

shaded): 
Your previous response 

Analgesics 

Strongly 
disagree 

2 3 4 S 6 

Strongly 
ag ei. 

7 

'Yo of response 0 0 3 3 18 2) {7 
Group median 
(interquartile range is 

shaded): 
Your previous response X 
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After SUI'T'ABLE training, I would be comfortable with adjusting doses for: - 
Oral hypo lvraemics 

Sliongly 
diýagrce 

2 3 -l 5 

Suungl) 

agree 
7 

of response 0 0 3 21 32 35 
Group median 

(II1lergll. Irtlie rallge is 

shade(l): 

Yuw- previous response X 

Insulin 

Strongly 

2 3 4 5 (, 

Strnh glv 

7 

I7c of response 0 0 3 2(1 31 17 23 
Group median 

(Illler(Itiaftile range is 

shaded): 

Your previous response 

I ý%oulcl be comfortable in the position of monitoring the 
patient for signals for review by the GP in a situation where: - 
Iclentification of' o-prescribed or purchased medicines used for 

co-morbidity interact with treatment 

Strongly 
disagree 

i 2 3 4 $ 

shollvI 
"ILIICc 

7 

(7 of res Ouse 0 0 0 6 II iZ il 
Group median 
(interquartilc range is 

shaded): 
Your previous response 

Significant changes in the control of blood glucose, HbA Ic, ketones, blood pressure, 
weight or cardiovascular risk are recorded in the patient-held diabetes record booklet 

Strongly 
disagree 

I 2 3 4 5 t, 

tiu ngiy 

7 

% of response 0 0 6 3 II 16 
Group median 
(interquartile range is 
shaded): 
Your previous response 
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Intcrtion, other complication or new symptoms 

Strungl) 
disagree 

1 2 3 41 5 6 

Stron, _I} 
iigrec 

7 

ut response 0 0 3 14 17 I1t 47 
Gruuh median 
(intercIual-lile range is 

. shaded): 
Your previous response x 

Failure to reach personalised treatment goals 

Strongly 
disagree 

4 0, 

Strongly 
agree 

7 

e/, of response 0 0 0 II ;t t3 

GI-OLIp 111eLiian 
(iliterquafUle range is 

shaded): 

Your previous response 

The following are the collated results from round one of the Delphi for the question: - 

I would he confident to start providing a level 3 service to my patients with type 2 diahcteý 
mellitus A ith the following training 

% of response Your previous response 
No further training required 6 
Distance pack only 43 
Sollle training away from the 

workplace 

HO 

Substantial training away from 

work 

31 
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From these results could you now rank your preference (1-7) for support options in 
order to meet these training needs (1 is the best option) 

Support Option Rank 
I Distance Learning-written format 
2 Distance Learning-interactive multi-media or 
web-based package 

3 Local evening courses for pharmacists 
4 National day course for pharmacists 
5 Multidisciplinary course 
6 Pharmacists would meet locally to discuss 
issues/ roblems 

7A "buddy" system with another pharmacist 
who is already provides this System 

Strongly Strongly 
disagree agree 

1 2 3 4 5 6 7 

Pharmacists delivering a Q Q Q Q Q Q Q 
level 3 service to patients 
with type 2 diabetes 
mellitus should be 
assessed and accredited as 
competent. 

After SUITABLE TRAINING AND EXPERIENCE delivering a funded service 
I would be comfortable: - 

Strongly Strongly 
disagree agree 1 2 3 4 5 6 7 

Critically reviewing Q Q Q Q Q Q Q 
current published 
papers on advances on 
diabetic care within a 
group of pharmacists 

% of response 0 0 10 20 35 20 15 
Group median 
(interquartile range is 
shaded): 
Your previous response x 
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Critically rcvicwIll- current published papers on advances on diabetic care within a 
multidisciplinary group 

Slronglý 
di. aýrcr 

2 3 4 5 6 

Strongl} 

agree 
7 

C/1 ofresxn. c 0 5 1O 35 I 25 IU 
('coup Illedlan 

(IIIICI'&1uarti e range is 

Shaded): 

Your previous res pons 

Sharing examples of practice through individual cases within a group of pharmacists 

RM11y 

2 3 4 5 6 

tilrongi 

7 

% of re`s olise 0 O O 20 II) 30 40 
Group Inedi iI 

(interquartile range i..,, 

shaded): 
Your previous response x 

Sharing examples of practice through individual cases within a multidisciplinary group 

Sliongly tiuoii Ip 
dinagirr 0. rcc 

I 2 3 4 i 6 7 

% of res poI se (1 0 5 20 20 20 35 
Group median 
(interyuartile range is 

shaded 
Your previous response X 

Sharing reflections of where your performance leaves room for improvement within it group 
of pharmacists 

Strongly Strongly 
disagree 

agree 

2 3 4 5 (, 7 

% of response () 0 0 15 iU 
Group incdian 
(iuterquartile range is 

shaded): 
Your previous response x 
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Sharing reflections of your hest performance in practice within a multidisciplinary group 

Strong]) 

lýl ti: l ýýll'l 
2 3 1 4 5 

ti11o0gl) 

'_ cc 
] 7 

i of rLS pOI1. w 0 0 5 25 25 20 25 

( Io UI median (interquartilc 
1': I II L't is shaded): 

Your previous response x 

S 1. uiiIi reflection. of where your performance leaves room for improvement within it group 
Of pharmacists 

Strongly 
disagmr 

1 2 3 4 6 
Strongly 

aLrec 
7 

/, response (1 0 0 3O -l() 'S 
(; rout) median (intrrquartilr 
rancr is shade(l): 
Your previous res Xonsc X 

Strongly Strongly 
disagree agree 

2 3 4 5 h 7 

Taking part in local 

multidisciplinary nie it or117g, 

gI out) 

Uonumcnts 

This accreditation should be granted by: - 

Snmiily, ' i l 5 tiinmtly 
disagree agree 

7 

Evidence of attendance 

at courses 
Multiple choice question 
examination 

Practical examination 

(OSCE s i. e. objective 

structured clinical 
examination 

Evidence of self- 
reflection of practice and 
identification of personal 
learning needs 

Comments 

't'hank you for completing this questionnaire. Your patience is appreciated 
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Appendix 5.3- Delphi Questionnaire 3 

Each third round Delphi questionnaire was individualised , thus this appendix is only an 
example. 

DELPHI STUDY 

Final Round of the Delphi 

Identifying Standardised Expectations for the delivery of a 
Pharmaceutical Care Model for the patient 

with type 2 Diabetes Mellitus 

Introduction 

Thank you for returning the first and second rounds of the Delphi questionnaire. This is the 
third and final round. This survey aims to investigate the consensus among pharmacists 
about expectations of what type of pharmaceutical care is achievable in the management of 
type 2 diabetes in primary care. 
Therefore we are going to ask you to re-rank some questions. 
In this questionnaire we have indicated 

- your previous responses 
- the distribution of the responses (expressed in percentage) 
- the median group response (below which 50% of the 

responses lie - marked with a cross) 
- the interquartile, range (where 50 % of the, responses 

lie - boxes are shaded) 

We would very much appreciate your help with this research and ask if you could return this 
questionnaire back to me by 9`h October 2004. 

,__, 
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SlIon_h 4 5 6 Strongly 
dts. igmr agree 

7 

By using computer based -- 

patient medication 
record", 
I would Create a register 
to idelltil y patiClltti N it Ii 

diabetes 

,; ' of rc. xm. c 0 0 0 5 23 5(1 23 

Group median 
(interyualt Ic ranee is 

shaded): 
Your 1p1. r\ ions response X 

Sirough 2 3 4 5 6 Strongly, 
disagree agree 

7 

"There are technical 
limitations in nie 
cicating a register 

Comments 

If you were paid per capita, explain how in practice you would identify your patients 
%sith type 2 diabetes mellitus eg seek technical solution, collaborate with (; l' 

Strongl\ 2 3 4 5 6 Strongly 
diýagrcc I agree 

7 

I would identity Illy 

patients' need toi Illy 

support by contributing to 
my patients' diabetes 

record booklet 

Comments 
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disagrwc agree 
7 

If the tliaheliC leulll used a 

standard nalicill-lield 

CI Gtl)Cte> record booklet I 

would find it useful as a 
means of liaison wk ill) 

primary Carr, secondary 
rare and (GP.. 
74 of response () () 0 O 23 54 23 
Group median 
(Interquarliie rann is 

shaded): 
Your iv ions response x 

%%ould sham plans with the patients and other members of the diabetic team to ensure: - 
Appropriate loot care 

Strongly 
di+agrrr 

_' 4 5 6 Strongly 
agree 

7 

% of response U 0 O 9 S0 36 5 
Group median 
(interyuartiie range is 

shaded 
Your previous response X 

Suitable drug treatment fier neuropathy 

Strungl)' 
disagree 

i 1 5 ( Struuýh 

Qgrrr 
7 

G%, of I w, l. ýr 0 0 (1 5 I ti cal 14 

r; nler(Iuartile ran'oe is 

shacled): 
)'our previous response ýIIII/ ý' / 

A1y pharIl ceutical care plan would be maintained in respect of problems in blood rluco.. L. 
control rcquirin, halancinc the food intake and insulin dose 

Strand) ' 356 Slrosigly 

C/c of res onac O 0 0 S is 64 14 
Group median 
(Interquarhic range is 

shaded): 

Your previous response x 

6 tilrungl} 
ague 

7 
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I would help my patient maintain a patient-held diabetes record booklet on: - 

Chan-cs in purchased medicines 

Strongly 
disagree 

2 3 I i h Stn, nglý 
rgrce 

7 

1%t of response 0 O 0 9 14 

Group median 

(Illtef(lUaltile range IS 

Shaded): 

Your previous response X 

Self-reporting of symptoms 

Strongly 
disagree 

2 3 4 5 St romcIN 
, Wi i. c 

- 

7 

c/c of res ponce 0 0 U 9 14 50 27 
Group median 
(interquartile range is 

shaded): 
Your previous response x 

Episodes of hypoglycaemia 

Slion! Iy 2 3 4 5 0 Shingly 

agree 
7 

% of response 0 (l 0 5 I ti !I 1(. 
Group median 

(ittterquartile range is 

shaded): 
Your previous response x 

Documentation of achievement of personalised treatment goals 

Strongly 2 3 i o tiuýlnýly 

7 

% of response O U O `) I ti ý_' J 
Group median 
(interquartile rage is 

shaded): 
Your previous response X 
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i\Iter SUI1'ARLF. training. I would he comfortable with adjusting doses for insulin 

Strongly 
ti aýrcc 

' 3 4 5 b Shantly 
agree 

7 

'7" of ' res onse 0 5 0 14 27 41 14 
Group median 
(inirryuarlilc range i. 

shaded): 
Your previous response x 

I would be comfortable in the position of monitoring the 

patient for sinals for review by the GP in a situation where: - ,, 

There was infection. other complication or new symptoms 

Strongly 
disagree 

1 

2 i 4 5 6 Strongly 

agree 
7 

9 of response 0 5 0 5 14 36 41 
GI-OLIJ) median 

(illleI'gUarllle range is 

shaded): 

Your previous response x 

Failure to reach personalised treatment goals 

Strongly 5 h Strongly 
disagree I ercc 

7 

%of res)once (I 5 U 5 I-I ii 2 
Group median 
(luterquartile range is 

shaded): 
Your previous response x 

Pharmacists who are being accredited as competent to deliver a level 3 service to patients 
with type 2 diabetes should obtain this accreditation by: - 

Evidence o( attendance at courses 

Strongly 
disagree I 

2 3 4 5 0 Strongly 
agree 

7 

% of response 5 5 U 5 
-15 15 45 

Group median 
(interquartile range is 

shaded): 
Your previous response 

272 



Multiple choice question examination 

Strongly 
disagree 

I 

2 4 5 6 Slwi 

a'I -C 
7 

% of response 0 0 (1 29 24 31 14 
Group median 
(interquartilc range is 

shaded): 
Your previous response x 

Practical examination (OSCE's i. e. objective structured clinical examination) 

Strongly 
Jiaagrce 

2 4 5 h Strongly 
agree 

7 

e/n of response o o O 29 24 2) ý ý) 
Group median 
(interquartile range is 

shaded): 
Your previous res posse x 

Evidence of self assessment and reflection through identification of personal learning needs 

Snungly 
disagree 

2 3 4 5 h SIrungl) 
agree 

7 

of response 0 O 5 25 15 45 11) 
Group median 
(interquartile range is 
shaded): 

L 

Your previous response ----- x 

Strongly 2 1 4 5 h s n)I gl), disagree 
: glee 

7 

Portfolio of evidence 
(Record of patient 
scenarios and 

documented actions) 
'L, uuuncuu 

Other suggestions granting accreditation: - 
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After SUITABLETRAINING AND EXPERIENCE delivering a funded service I would 
he comfortable: - 

Critically reviewing current published papers on advances on diabetic care within a group of 
pharmacists 

Strongly 
disagree 

2 3 4 5 Suomgly 
agree 

7 

C/r, of response D 0 I (1 20 35 ýU 15 
Group median 

(inlerquartile range is 

Shaded): 

Your previous response 

Critically reviewing current published papers on advances on diabetic care within a 
multidisciplinary group 

Strongly 
disagree 

I 

2 1 4 i r, S1101 121N' 
; igrce 

7 

c/r of response 0 5 I (l 35 15 25 1(1 
Group median 
(interyuartile range is 

shaded): 
Your previous response x 

Sharing examples of practice through individual cases within a group of pharmacists 

SlIongly 2 3 4 5 6 St mgly 
lIl \ýlL fl'l' iI2Ice 

7 

l7c Of response () () () '_{) 1() 4)) 4)) 

Group median 
(interquartile range is 
shaded): 
Your previous response x 

Sharing examples of practice through individual cases within it multidisciplinary : group 

Strongly 
disagree 

2 3 4 5 h Strongly 

ipe 
7 

% of response 0 0 5 20 20 'll 3> 
Group median 
(interquartile range is 

shaded): 
Your previous res onse 
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Sharing reflections of your best performance in practice within it group of' pharmacists 

Strongly, 
Disagree 

3 1 5 6 Strongly 
igrec 

7 

1/c of response 0 0 0 15 20 35 30 
Group median 
(interyuartile range is 

shaded): 
Your previous response x 

Sharing reflections of your best performance in practice within a multidisciplinary group 

Strongly 
disagree 

2 3 4 S 6 Strongly 
Qee 

7v of response 0 O 5 25 25 2(1 25 
Group median 
(interyuartile range is 

shaded): 
Your previous response x 

Sharing reflections of where your performance leaves room for improvement within a group 
of pharmacists 

Strongly 
disagn. e 

2 3 4 6 Strongly 

glee 
7 

C, f of response () 0 0 30 5 ill 25 
Group median 
(interquartile range is 

shaded): 
Your previous response x 

Strongly 2 ; 1 5 6 Su , nrh disagrcu 
, Igle 

7 

"Faking hart in local 

multidisciplinary 
I11CI1toiillg group 

Comments 

Thank you for completing this questionnaire! 
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Appendix 6.1 
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ýj 5M TO Enclosure 1 

Primary Care Division 

Mrs Ailsa Power 
Assistant Director of Pharmacy. 
NHS Education for Scotland 
2 Central Quay, 89 Hydepark St, 
Glasgow 
G3 8BW 

NHS 
, a<(,, Ica on. R, ml 

Greater 
NN N. IIII\Kk. llfý. llA Glasgow 
Date 14 February 2005 
Your Ref 
Our Ref 

Direct line 0141 211 3824 
Fax 0141 211 3814 
E-mail anne. mcmahonfta artnavel 

glacomen. scot nhs uk 

Dear Mrs Power 

Full title of study: To develop a competency based system for self-assessment of 
practice in delivering comprehensive pharmaceutical services to 
the patient with diabetes mellitus type 2 

REC reference number: 051S0701111 
Protocol number: 

The Research Ethics Committee reviewed the above application at the meeting held on 10 
February 2005. 

Documents reviewed 

Provisional opinion 

Committee would be content to give a favourable ethical opinion of the research subject to 
receiving a complete response to the request for further information below - 
a) Start and end date of study would seem to be the same 
b1i QA4 and QA5 contradict each other 
c) QA24 and QA39 require completion 
d) It is not appropriate to offer Pß£50 as a token of appreciation - rephrasing required e. g 
locum fees, expenses 

ASO 

`sýýoJ 
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Enclosure 1 

Authority to consider your response and to confirm the Committee's final opinion has been 
delegated to a meeting of the Sub-Committee of the REC. 

When submitting a response to the Committee, please send revised documentation where 
appropriate underlining or otherwise highlighting the changes you have made and giving 
revised version numbers and dates. 

The Committee will confirm the final ethical opinion within a maximum of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to the 
above points. A response should be submitted by no later than 14 June 2005. 

Membership of the Committee 

The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet. 

Communication with sponsor and care organisation(s) 

This communication is confidential but you may wish to you to forward copies to your 
sponsor and/or relevant NHS care organisation(s) for their information. 

Statement of compliance 

The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK. 

OS1S07011 1 Please quote this number on all correspondence 

Yours sincerely, 

Mrs Anne W McMahon 
Research Ethics Committee Coordinator 

E-mail: Anne. McMahon@gartnavel. glacomen. scot. nhs. uk 

Enclosures List of names and professions of members who were present at the 
meeting and those who submitted written comments 

.,, 

All,. 
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Appendix 6.3 

Basic questions asked 

" Are there any competencies in the multidisciplinary document which you feel 
should have been included? 

" Workbook Format. Are you happy with this format? Would you like anything 
changed here? 

" Is there any suggested change in the highlighted terminology with which you do 
not agree? 

" Is there any link between competency and activity that you think do not match? 

" Of the activities for which consensus was "not achieved", do you support 
removing them? 

" Of the competencies which have no activities because they have been recently 
introduced, please propose suitable activities to match them. 

" In what ways would you find this workbook of practical use in your own service 
development? 

" What are the problems/limitations to its use that you can forsee? 

" How and when would you use it? 

" Please suggest any improvements to the design of the workbook that you think 
would address some of these problems/limitations. 
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Appendix 6.5 Semi-structured questionnaire for Focus Group B 

" How useful did you find the CPD workbook? 

" How could the CPD workbook be improved? 

" How and when was the workbook used, and/or how and when could you see it 

being used? 

" What would assist you in using this workbook? 

" How long did you spend completing the workbook? 

" What proportion of the workbook did you feel that you could complete at this 

stage? 

" As a benchmarking document, how helpful if at all, was the workbook in 

developing future services? 

" What improvements then do you think could be carried out to make the 

workbook more useful? 

Looking at the common and unusual care issues listed, they have now been 

linked to the appropriate competencies in the workbook. Do you feel that they do 

relate? Are they linked appropriately? Or are there any that should be altered? 
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Appendix 7.1 

'Ault -, entre Researct, ttr s' it t rcr 0ý MAn ? 006 NHS 

Scotland 148 Nrgcý 
` EjInargr+ Noma-, 

00 01, 
`"8J SCOTLAND 

a,.. ' S: »'. yt 
ww v corec. orq. uk 

Sts Ailsa Potter 
Assistant Director of Pharmacy 
\HS Education for Scotland 
2 Central Quay 
89 Hydepark Street 
Glasgoýc 
G3 SBW 

Dear Ms Potter 

Date ' March 2(K 
ti our Ref 
our Ref 

Enywncs to Walter Hunter 
Evensvon F9O 
Direct Line 11131 536' 126 

Entail waltcchuntcr a Ihb scot nhs uk 

To assess changes in community pharmacists'siews and attitudes towards continuing 
professional de%elopment chile receiving CPD support for delivering a pharmaceutical care 
service to patients with t}pe 2 diabetes mellitus 

I refer to our exchange of c-mails seeking clarification on whether the abo%e project requires ethical 
review. 

The Committee's Chairman has had an opportunity to consider the protocol. Professor Lees has 
advised that the project is not one that is required to be ethically reviewed under the terms of the 
Governance Arrangements for Research Ethics Committees in the UK There is therefore no 
requirement for you to submit an application for ethical review and approval. 

Although reg iew by a Research Ethics Committee is not required, you should check whether 
management approval is required before the project starts. 

I hope this clarifies the position. 

Yours sincerely 

ltii,. lLu ýý,... ý.. ý 

WALTER HUNTER 
Committee Co-ordinator 
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NHS Education for Scotland (Pharmacy) 
3rd Floor, 2 Central Quay 
89 Hydepark Street 
Glasgow G3 8BW 

Tel: (0141) 223 1600 

www. nes. scot. nhs. uk 

NHS 
Education 

for 
Scotland 
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Scottish Pharmacists'views 
and attitudes towards 
Continuing Professional 
Development (CPD) 
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Scottish pharmacists' views and attitudes towards 
Continuing Professional Development (CPD) 

Continuing professional 
development (CPD) is a 
systematic, ongoing, cyclical 
process of reflection on practice, 
planning, action and evaluation 
(reflection on learning). It 
includes everything that 
pharmacists learn which makes 
them able to maintain and 
develop their capabilities. 

The RPSGB has recognised in their 
Code of Ethics that in order for 
pharmacists to fulfil their 
responsibilities as competent 
and effective practitioners they 
must undertake CPD, which can 
be used as a framework for the 
profession to participate in 
lifelong learning. 

Clinical governance is about 
both continuous quality 
improvement and being 
accountable for quality 
improvement. As such, CPD has 
become an integral part of 
clinical governance and affects 
all health professionals working 
in the NHS. 

Personal Details 

Personal code 

Age 

Sex 

Number of years registered 

Full time 
11 

Part time 
Sector of pharmacy for main employment 
(Please tick the relevant boxes) 

Hospital 

Community pharmacy independent fl 

Community pharmacy multiple (small <5) 0 

Community pharmacy multiple (large >5) 0 

Primary care (managed service) 0 

Public health o 

Academia D 
Industry 0 

Other (Please list) 

Estimate the number of hours that you spend annually 
participating in the CPD cycle? (See diagram opposite) 

287 

CPD should meet the learning 
needs of the individual health 
professionals to inspire public 
confidence in their skills as well 
as meeting the wider service 
development needs of the NHS. 



Notes: 
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Please indicate the % of time you would spend on , 
each of the following activities. Please put zero fto Process of ReNection 
against any activity that you would not engage 
in: - Identification: What or* my looming needs? 

1. CPD Activity Assessing your learning needs in terms of your 

Organised face to face conferences: - 
personal, career, organisation and patient 

NHS Education for Scotland (NES) objectives (Please tick the relevant boxes) 

RPSGB branch meetings 
In service meetings S. I feel confident in my ability to identify my 
Distance Learning Course own learning needs 
Directed reading in the workplace 
Learning from colleagues Ston I disc ree Strongly a ree 
e. g. mentoring, shadowing, discussion 1234S6 
Personal study/undirected reading 
Extending knowledge through teaching 

or enquiry 

t l f t 

Comments 

) your agreemen he sca eo (Rate 

6. I need some help in the process of 
identifying my learning needs 

2. I feel confident my present engagement with 
CPD currently meets my needs 

Ston I disc ree Strongly agree 
Ston I disc ree Strongly agree 123456 

123456 

Comments 
Comments 

7. I would find the following helpful In 
Identifying my learning ne*ds: - 
(Please tick the relevant boxes) 

3. I do not feel confident my CPD is preparing me 
for practice developments 

Ston I disagree Strong I agree 
2345 

Comments 

4. I receive support with my CPD 
(colleagues/managers, educational services) 

Ston I disagree Strongly agree 

F1 
23456 

Comments 

Documented competencies to help with 0 
self-assessment 

NES CPD workbook Q 

RPSGB CPD documentation Q 

Other Pharmacy professional organisations Q 
eg UKCPA, College of Pharmacy Practice 

Employer's documentation Q 

Multiprofessional activities Q 

The process of Significant Event Analysis 
(specific reflection on a particular incident 
in your practice) Q 

Personal support from an individual with 
e ri 

Q 
xpe ence 

Workshop (CPD group) Q 

Other help you would find useful 
(Please list below) 
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8. I am fully aware of the range of resources 11. I have support in my workplace to carry 

available to me to address my CPD requirements out my CPD plans 

Ston I disagree Stron Ifa ree Ston I disc ree Strongly agree 

123456123456 

Comments Comments 

9. I am not confident about my ability to access 
resources to address my CPD requirements 

12. I do not have adequate access to suitable 
CPD resources 

Ston I disagree Strongly agree Ston I disc ree Stron Ia ree 
123456123456 

Comments Comments 

10. I would find the following h. lpful in planning my 13. I would find the following helpful in 
CPD no*ds: - Implementing my CPD: - 
(Please tick the relevant boxes) (Please tick the relevant boxes) 

Documented competencies to help with Q 
self-assessment 

NES CPD workbooks 
Q 

RPSGB CPD documentation Q 

Other Pharmacy professional organizations Q 
eg UKCPA, College of Pharmacy Practice 

Employer's documentation Q 

Multiprofessional activities Q 

The process of Significant Event Analysis 
(specific reflection on a particular incident in Q 
your practice) 

Personal support from an individual with Q 
experience 

Workshop (CPD group) Q 

Other help you would find useful 

(Please list below) 

Documented competencies to help with 
self-assessment 

NES CPD workbooks 
Q 

RPSGB CPD documentation Q 

Other Pharmacy professional organizations Q 
eg UKCPA. College of Pharmacy Practice 

Employer's documentation Q 

Multiprofessional activities Q 

The process of Significant Event Analysis 
(specific reflection on a particular incident 
in your practice) Q 

Personal support from an individual with 
e eri n 

Q 
xp e ce 

Workshop (CPD group) Q 

Other help you would find useful Please list 
below) 
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17. I would find the following helpful in 
evaluating my CPD: - 

(Please tick the relevant boxes) 

14. My ability to assess what I have learned 

Documented competencies to help with El 
self-assessment 

NES CPD workbooks 
Q 

RPSGB CPD documentation Q 

Other Pharmacy professional organizations o 
eg UKCPA. College of Pharmacy Practice 

Employer's documentation 
0 

odiee Stron Ia ree Multiofesonal activities Q 
23456 The process of Significant Event Analysis 

(specific reflection on a particular incident in 

Comments 
your practice) 0 

Personal support from an individual with o 
experience 

Workshop (CPD group) 
Q 

Other help you would find useful 
15. My ability to assess what additional CPD (Please list below) 

activity may be necessary 

Stonal disc ree Strongly agree 
1234S6 

Comments 

16. My ability to assess the benefit to my 
practice 

Ston I disagree Strongly agree 
11 23456 

Comments 

291 



18. I do not hove sufficient time to achieve my 22. Challenges in my job alone motivate me 

CPD goals 
into achieving my CPD goals 

Ston I disagree SSton 1 -Ii- disagree Strongly agree 

23412346 F'--- 

Comments Comments 

19. I have sufficient resources to achieve my 
CPD goals 

23. Meeting with colleagues motivate me into 

achieving my CPD goals 

Ston I disc ree Stron Ia ree 
2346 

Comments 

20. I have sufficient enthusiasm to achieve my 
CPD goals 

Stonaly disagree Stronaly aaree 

lIt2t3l456l 
Comments 

Ston I disagree Stron I agree 
123456 

Comments 

24. RPSGB requirements motivate me into 
achieving my CPD goals 

Ston I disc ree Strongly a ree 
123456 

Comments 

21.1 have a sufficiently sympathetic work 
environment to achieve my CPD goals 

Ston I disagree Stron Ia ree 
123456 

Comments 

Thank you for taking th* tim. to eompl. ts 
this questionnaire 

Please fold & return in enclosed envelope to: 

NHS Education for Scotland (Pharmacy) 
3rd Floor 
2 Central Quay 
89 Hydepark Street 
Glasgow G3 88W 
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Appendix 8.1: CPD Support Questionnaire 

This questionnaire is for determining the CPD support tool provided that was 
used by the participants within the last 12 months. There are no right or wrong 
answers. 

Please tick the box Dor fill the gaps as appropriate. 

1. Which of the following you have used for your CPD? (you can tick more than one) 

Q Paper based workbook Q 
Q Knowledge exchange network Q 
Q Peer support Q 
Q Published paper provided Q 
Q NES diabetes in practice distance 

learning package 

E-portfolio workbook 
Educational session 
Mentor support 
Shadowing another practitioners 

2. If you used the educational session, which facility you have used? (you can tick more than 
one) 

Q Live course Q DVD 

3. If you used the peer support, which facility you have used? (you can tick more than one) 

Q E-mail 
Q Meeting 

Q Telephone 

4. If you used the mentor support, which facility you have used? (you can tick more than one) 
Q E-mail Q Telephone 

5. Of the support tool you used, indicate the 3 most useful tools for your CPD. 

6. Is there any other type of support tools that have not been provided and you think they will be useful for your CPD? 
Q Yes Q No 

7. If Yes please state: 

Thank you for completing this questionnaire. 
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