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This thesis covers two major aspects of pharmacy education; undergraduate education and
pre-registration training. A cohort of pharmacy graduates were surveyed over a period of four
years, on issues related to undergraduate education, pre-registration training and continuing
education. These graduates were the first-ever to sit the pre-registration examination. In
addition, the opinions of pre-registration tutors were obtained on pre-registration training,
during the year that competence-based assessment was introduced.

It was concluded that although the undergraduate course provided a broad base of knowledge

suitable for graduates in all branches of pharmacy, several issues were identified which would

require attention in future developments of the course. These were;

1. the strong support for the expansion of clinical, social and practice-based teaching.

2. the strong support to retain the scientific content to the same extent as in the three-year
course.

3. a greater use of problem-based learning methods.

The graduates supported the provision of a pre-registration continuing education course to
help prepare for the examination and in areas inadequately covered in the undergraduate
course. There was also support for the introduction of some form of split branch training.
There was no strong evidence to suggest that the training had been an application of
undergraduate education.

In general, competence-based training was well regarded by tutors as an appropriate and
effective method of skill assessment. However, community tutors felt it was difficult to carry
out effectively due to day-to-day time constraints. The assistant tutors in hospital pharmacy
were found to have a very important role in provision of training, and should be adequately
trained and supported. The study recommends the introduction of uniform training and a
quality assurance mechanism for all tutors and assistants undertaking this role.

Key words:
Four-year pharmacy course, pre-registration examination, pre-registration tutor,
competence-based training and assessment, continuing education.
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CHAPTER 1

PHARMACY UNDERGRADUATE EDUCATION

This introduction chapter discusses the historical development and
current provision of pharmacy undergraduate education, with
consideration to the overall developments in UK higher education.
The chapter also considers RPSGB policies affecting pharmacy
education and the provision of pharmaceutical education around the
world. The chapter concludes with a review of previous educational
research in the areas of pharmacy and medicine, some of which has

provided the impetus for the work in this study.
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1.1 Introduction to the study

This study is primarily an evaluation of pharmacy undergraduate education and pre-
registration training. In the early 1990’s, two major changes affecting pharmacy education
and training were instigated. Firstly, the movement towards an extended four-year
undergraduate pharmacy degree course and secondly, a change to the nature of the pre-
registration year to incorporate competency assessment and a formal examination at the end
of the training year. The move to an extended degree course had been partly precipitated by
increasing demand for it to reflect the changing nature of pharmacy practice. Although the
pre-registration training year had evolved over a period of three decades from an
‘apprenticeship’ type process to a fairly structured experiential training year, the changes
were designed to make the training process and its objectives more clearly defined,
supervised and assessed and in general, produce a higher standard of pharmacist. During this
period, there was also continuing debate about the nature of vocational higher education, in
particular, the balance between underpinning knowledge and the development of vocational
and generic skills. While pharmacy was undoubtedly strong on the scientific base, it was less
clear as to whether the degree programme was fully meeting the needs of future
professionals in terms of practice and general skills. A fundamental requirement for these
major changes affecting education and training was a clearer definition of current and future
pharmacy practice and its’ educational and training needs. This study was undertaken
primarily because it was felt that although these momentous changes had been, or were
going to be implemented, there seemed to be little or no research on;

a) the extent and manner to which the undergraduate course can improve the provision
of pharmacy education and thereby improve the quality and knowledge base of the
graduate.

b) The relationship between undergraduate education and pre-registration training as
perceived by pharmacy graduates.

c) the appropriateness of the changes made to the training year in relation to the
experience and views of pre-registration tutors.

Extensive literature reviews showed that the changes affecting pharmacy education and

training had been implemented by the Royal Pharmaceutical Society of Great Britain

(RPSGB) after consultation with either Heads of Schools of Pharmacy or a small number of

employers, tutors and trainees.
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However, there had been no research on a UK-wide basis to firstly, assess the opinions of

new pharmacy graduates or secondly, pre-registration tutors on education and training.

These groups were chosen mainly because;

a) a new graduate would not only have the most accurate and recent view of the
undergraduate course, but also because, they are able to judge their knowledge base
in relation to the workforce demands.

b) the pre-registration tutor is usually the first pharmacist who observes and gauges the
newly-graduated pharmacy trainee.

c) the pre-registration tutor will be the individual to actually implement and carry out a
major change such as competence-based training and assessment.

The study was then extended to survey the same group of new graduates during and soon

after their training year and then three years after registration to follow up issues explored in

the first study of this group in 1992. The pre-registration tutors were surveyed during the

1993-1994 training year, as this was the first year of the new competency system. The first

two chapters, Chapter One and Chapter Two, provide a historical and current review of

pharmacy undergraduate education and pre-registration training respectively. In addition,
both chapters present a review of literature relevant to these two aspects. Chapter Three
presents the methodologies used in social research and in this study. The remaining chapters

present the results of the surveys undertaken in this study from 1992 to 1997.

1.2 Higher Education in the UK
In 1997, The National Committee of Inquiry into Higher Education appointed by the

Secretaries of State for Education and Employment in England, Wales, Scotland and
Northern Ireland produced the Higher Education in the Learning Society Report. This report,
commonly called the ‘Dearing Report’ after the chairman of the Committee, made far-
reaching recommendations on how the purposes, shape, structure, size and funding of higher
education should develop to meet the needs of the United Kingdom over the next 20 years.
The Committee believes the aim of higher education should be to sustain a learning society.
The four main purposes which make up this aim are (1):

a) to inspire and enable individuals to develop their capabilities to the highest potential

levels throughout life, so that they grow intellectually, are well equipped for work,

and can contribute effectively to society and achieve personal fulfilment.
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b) to increase knowledge and understanding for their own sake and to foster their
application to the benefit of the economy and society.

c) to serve the needs of an adaptable, sustainable, knowledge-based economy at local,
regional and national levels.

d) to play a major role in shaping a democratic, civilised, inclusive society.

Higher education in the UK has expanded opportunities to the extent that 1.6 million people
are students in higher education. Almost a third of young people now go into higher
education from school and college (1). The intention to increase and widen the access to
higher education was first put forward in the Government White Paper ‘Higher Education,
Meeting the Challenge’ in 1987 (2). The 1987 White Paper acknowledged that higher
education had a crucial role in helping the nation to meet the economic and social challenges
of the final decade of this century and beyond. The main elements of this paper were to plan
an increase in student numbers in higher education, renew emphasis on the quality and
efficiency of higher education provision, give scope for better management of polytechnics
and colleges and improve financial accountability and increase effectiveness of universities
(2). However, soon after the 1987 White Paper, the Government produced a second White
Paper, ‘Higher Education, A New Framework’ (1991) which set in place major structural
changes to the funding and quality assessment of higher education (3). In this document, the
Prime Minister at the time, John Major, declared that it was the Government’s intention to
enable one in three young people to pursue higher education by the year 2000 (3). The
framework put in place from the recommendations of this 1991 White Paper would achieve
this aim of increase in access to higher education. At the time, the Government projected an
increase in full-time equivalent students in higher education in Britain from 739,000 students
in 1989 to 1.17 million students in the year 2000. The ‘Dearing Report’ shows that latest
student numbers have exceeded this projection set in 1991. The 1991 White Paper stated the
Government’s intentions to bring universities, polytechnics and major colleges of higher
education into a single structure for higher education. The framework would permit
polytechnics and some major institutions to develop the title of university.

In addition, there would be the establishment of Higher Education Funding Council (HEFCs)
within England, Wales and Scotland to distribute public funding to all these institutions for

teaching and non-specific research (3).
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Each of the HEFCs would have their own quality assessment units to advise on relative
quality across the institutions. In addition, there would be external scrutiny of the quality
control arrangements of UK higher education institutions by a UK-wide quality audit unit
developed essentially by the institutions themselves (HEQCs) (3). The Higher Education
Quality Council (HEQC) was set up to audit the operation of the quality assurance systems
of individual universities (4). A report titled, Higher Education Futures, published by the
Royal Society in 1993 also made many recommendations on the future of scientific and
vocational higher education. The Study Group who produced this report included eminent
scientists and academics, and therefore, also considered the current problems faced by
academic institutions and made appropriate recommendations from this perspective. This
report supported the HEQC:s intentions to audit the steps taken by individual institutions to
assess quality (5). Many of the individual institutions in the UK have also developed their
own course validation processes, the universities’ own Academic Audit Units (6). These will
facilitate the audits by the HEQCs. In addition, the HEFCs in each of the home countries set
up a further quality assessment (teaching assessment) method from April 1995 which is
ongoing. In England for example, this teaching assessment method involves (7);

a) Assessment against the subject provider’s (course provider) aims and objectives.

b) Assessment of the student learning experience and student achievement.
c) Assessment by peer review.
d) Combination of internal and external processes - a self assessment prepared by the

subject provider; an assessment visit by external assessors.
The quality of the student learning experience and student achievement is assessed as one of
the fundamental objectives of the quality assessment method. The education provision with
regard to the student is graded according to the extent the objectives set out by each course
provider have been met.
The aspects of provision for the student include;
1. Curriculum design, content and organisation.
Teaching, learning and assessment.
Student progression and achievement.
Student support and guidance.

Learning resources.

el

Quality assurance and enhancement.
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In the Higher Education Futures Report, the Royal Society Study Group have expressed
doubts as to whether conclusions taken from inspections of institutions during this quality
assessment will be sufficiently reliable (5).

Despite increasing numbers of students in higher education, many concerns facing higher

education have been expressed recently. Some of these are;

a) the fall in unit of funding per student by 40 per cent (1).

b) the capping, by the previous Government, on any further growth in publicly-funded
full-time undergraduate student numbers, and subsequent withdrawal of almost all
public funding for capital expenditure (1).

c) the introduction by the current Government of a student tuition fee of £1,000 from
1998 from the recommendations of the ‘Dearing Report’ (1).

d) substantial academic staff redundancies were currently in prospect and many staff
felt their contributions to the achievement of higher education are under-valued (1).

e) a relative downdrift of academic salaries, coupled with rapidly increasing
staff:student ratios (5). In pharmacy for example, the staffstudent ratio of 1:8
enjoyed in 1970 is nearer 1:20 in 1997 (8)

f) a widespread perception that in recruiting and promoting staff, universities
emphasised research at the expense of teaching (5). This may affect the quality and
nature of teaching of vocational professions such as pharmacy.

The provision of pharmacy undergraduate education has to be considered against the

background of these Governmental policies and developments.

1.3 The relationship between pharmacy education and the Government

The provision of pharmacy undergraduate education in the UK is regulated and monitored to
differing extents by three major bodies. These are the funding councils, respective
universities and the RPSGB. As discussed, in Britain, the funding for higher education is
based on each student in the higher institution and provided by public funds distributed by
the funding councils which were set up by the Government. The public funding of education
has to be tightly controlled as there are other Governmental priorities like health and the
social welfare system. The Council of the RPSGB has previously expressed concern that
over the past decade, per capita public-funding for teaching in higher education has fallen

markedly in real terms.
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Although there had been an expansion of students leading to opportunities for increased
efficiency in universities, the Council expressed concern to the Chancellor of the Exchequer
that the budget settlement for 1996-7 would do great harm to the universities compromising
the quality of educational experience and future capabilities of students (9). In 1993, the
funding councils grouped pharmacy for funding in the ‘subjects allied to medicine’ academic
subject category (ASC). Following strong representation by the RPSGB giving
overwhelming evidence for it’s reclassification into the science ASC, pharmacy was put in
this category for the purposes of funding from 1994/95 onwards. This re-classification of
pharmacy was very important for securing a higher level of funding (10). However,
currently, pharmacy is still funded in the ‘subjects allied to medicine’ in Scotland. The
classification of pharmacy into a science category and its’ repercussions on the balance

between the science and practice content in pharmacy courses will be discussed later.

In 1997, the Council of the RPSGB adopted a set of main goals for pharmacy education

which were to be used to focus the Society’s response to policies and decisions announced

by the Government, the higher education funding councils and universities (11).

The agreed aims were as follows (11);

1. An end to year-on-year reduction in per capitum funding of teaching in UK universities.

2. For most components of the degree course, continued funding of pharmacy as a
laboratory/workshop-based subject

3. For the clinical components of the degree course, higher funding from the Department of
Education and/or the NHS to enable teaching of students in both primary and secondary
care settings, alongside students of other health care professions.

4. Improved conditions of, and rewards for, service for members of academic staff of UK
universities, to attract pharmacists into careers as the pharmacy academics of the future.

5. A system of higher education committed to the development and maintenance of the
standards of academic achievements of graduates.

6. A system of higher education committed to the development of the personal and inter-
personal skills of graduates.

7. The continuation of research activity within all schools of pharmacy

8. Recognition and commensurate funding of research in the pharmaceutical sciences and

pharmacy practice, both within schools of pharmacy and elsewhere.
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1.4 Early development of pharmaceutical education
In 1841, the Pharmaceutical Society of Great Britain was founded with the aim of benefiting

the public and elevating the profession of pharmacy, by laying out proper means of
instruction (12). From its foundation, the Pharmaceutical Society has had an unbroken
commitment to raising the standard of pharmaceutical education. The promotion and
advancement of education is one of the founding principles of the charter of the Society. The
Society’s School of Pharmacy was set up in 1842 to provide a complete course in the basic
sciences and their application to pharmacy. The 1868 Pharmacy Act made the Society’s
Minor examination the portal through which all newcomers to the trade had to pass. The
Minor examination became the test for admission to the register. The Act provided a
stimulus by creating a widespread demand, but the demand was for the rudimentary and
mechanical knowledge required to pass the Minor examination. There was a marked increase
in the number of candidates for the examination, in fact, many more than could be
accommodated in the Society School (13). The increased demand created private
‘cramming’ colleges who simply claimed to help students pass the examination. Many of
these private schools openly promoted themselves as enabling a student to pass the Minor
examination. By 1900, the number of private schools had increased to twenty-two and were
not only in competition with each other but also with many public institutions. The public
institutions, primarily technical colleges, were created and funded by County Councils and
by 1899, courses for pharmacy students were available in fifteen of them. By the end of the
nineteenth century, there were as many as forty-five institutions offering courses in
pharmacy, but the percentage of failures in the Minor examination had continued to increase
over the previous three decades (13). A historian, Melvin P Earles, commented that the 1868
Act depressed pharmaceutical education in Britain to a level from which it took more than
50 years to recover (14). The reason for this was that the Pharmaceutical Society offered no
solution to the problem of how all pharmaceutical students were to receive uniform training,
a problem not solved for half a century. Although apprenticeship was the principal means of
training, it was clear that uniform academic training was required to accompany and
supplement it for all students taking the examination. The PSGB made numerous efforts to
obtain powers through parliament to control examinations and impose compulsory courses

of study. However, the bills to obtain this power were rejected in 1887, 1888, 1889 and 1891
(13).
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The 1908 Act finally gave pharmacy education a higher status, by giving the PSGB the
power to impose compulsory courses of study, regulate the nature of examinations and create
a provision to admit all registered chemists to membership of the Society. In 1919, the PSGB
divided the Minor examination and introduced the principle of compulsory course of study.
By 1920, the scheme of pharmaceutical education divided the chemist and druggist
qualifying examination into two parts, a pure science section (chemistry, physics and botany)
and an applied pharmaceutical section (materia medica, pharmacy, and the translation and
dispensing of prescriptions, and poisons law). Attendance at approved courses of instruction
was a necessary preliminary to entry for the examination and an apprenticeship of 4,000
hours was essential. The first link between the Society’s School of Pharmacy and the
University of London came in 1901 and by 1924, a university degree in pharmacy had been
approved. The main problem which arose was how graduates of the University could be
admitted to the pharmaceutical register. The solution was devised by altering the
pharmaceutical chemist qualification so as to be obtainable after a three years academic
course and an apprenticeship reduced from 4,000 to 2,000 hours which could be taken before
or after the final University examination. By this means, an intermediate BPharm became the
preliminary scientific examination and the BPharm as the pharmaceutical chemist
examination. The Society retained total control of the examination of forensic pharmacy,
which it conducted outside the academic institution, and which had to be passed before the
pharmaceutical chemist diploma could be awarded.

In August 1925, three principal changes were brought into regulation. Firstly, the standard of
the preliminary examination was raised and secondly, it was separated from the qualifying
examination so that the two could not be taken at one sitting. Finally, a student after
completing his preliminary examination would have the choice of proceeding by means of a
one-year course to obtain the chemist and druggist qualification (with 4,000 hours
apprenticeship) or by means of a two-year course to obtain the qualification of
pharmaceutical chemist (with 2,000 hours of apprenticeship). The Council appointed a
committee to review pharmacy education which produced a report in 1930. In this report, the
committee recommended that because it felt there was a widening gap between the
requirements of retail practice in pharmacy compared to hospital and industry, the chemist
and druggist qualification should be used to produce retail pharmacists and the
pharmaceutical chemist qualification used to produce pharmacists for hospitals and

manufacturing laboratories.
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This philosophy was rejected and by 1935, new regulations were introduced. Physiology was
added to the chemist and druggist qualification for which a course of one year was
prescribed. A person taking this qualification could now proceed directly to the higher
qualification, unlike the 1925 regulation.

The subjects of the London degree and the pharmaceutical chemist qualifying examination
were altered to pharmaceutical chemistry, pharmacy, physiology, pharmacognosy and
forensic pharmacy and the vocational character of the examination increased. In 1932, the
Council made clear its intentions to deny recognition to new private schools and phase out
existing ones and by 1949, all had stopped operating (13). Some of these were taken over by
City technical colleges, which now provided recognised pharmacy education. By 1941, an
all-graduate profession had become a realistic aspiration and the policy for the immediate
future was to introduce one course for all students. This could then facilitate the
establishment of one statutory register of persons eligible to practice pharmacy. The
admission to the register would be through an examination conducted by the Society or
through a university degree, with more emphasis on a degree. However, the chemist and
druggist qualification continued until 1952 and was finally abolished in the Pharmacy Act of
1953.

The two year pharmaceutical chemist qualification continued until 1962, when a three year
course enabling a student to take the pharmaceutical chemist examination (PhC) as the sole
qualifying diploma was instigated as one of the methods of entering the profession. The
other method was a university degree. The subjects to be studied and examined on Part I of
the Ph.C diploma were biology, chemistry and physics and for Part II, pharmaceutical
chemistry, pharmaceutics, pharmacognosy, physiology and pharmacology (15).

Since 1st September 1967, all new pharmacy students have been required to read for a
degree in pharmacy, as an external qualification, before being eligible for registration (13).
In 1967, a total of 17 schools of pharmacy offered a degree course in pharmacy leading to
either a BPharm or BSc degree. In 1988, the school of pharmacy at Heriot-Watt University
closed down leaving at that time 10 universities and 6 polytechnics or institutes offering a
pharmacy degree course. There were seven universities in England, and one each in

Scotland, Wales and Northern Ireland. There were a further five polytechnics in England and
one Scottish central institution (16).
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Following the 1991 White Paper ‘Higher Education, A New Framework’, all the
polytechnics and the institution offering pharmacy degree courses were converted to
universities. The pharmacy degree course in Scotland is four years in length but all the others
schools were three years until 1997 when they were extended to four years. The pharmacy
course is similar to other professions in that education and examination is provided by

universities but accredited on a regular basis by the RPSGB.

1.5 The Nuffield report on Pharmacy - undergraduate education (16)

In October 1983 a Committee of Inquiry appointed by the Nuffield Foundation was asked by
the then, PSGB, to consider the present and future structure of the practice of pharmacy and
to review the education and training of pharmacists accordingly. This resulted in the Nuffield
report, still regarded as the first independent report providing far reaching recommendations
on the future development of pharmacy education. Some information for this report was
collected by asking schools of pharmacy to submit evidence about their provision of
pharmacy education. Information was also collected by the Committee from different groups
of people. The UK Committee of Heads of Schools of Pharmacy stressed that the degree
course needed to be strongly science-based. The heads considered that the core of the course
should be based on fundamental scientific areas integrated with knowledge of the drug
processes and drug therapy and that schools should offer a range of specialist options based
on the students’ academic strengths and research interests. There were other proposals
offered to the Committee of Inquiry for changing the scientific content of the course to
increase its vocational usefulness particularly in the clinical role. There was considerable
support for reducing and changing the nature of chemistry taught to provide more time for
pathology and therapeutics. The pharmaceutical industry voiced satisfaction with the course
at the time and did not wish for any major changes. The ABPI felt that that the scientific

content was sufficient and essential if the needs of industry were to be met.

The main criticism that was made to the Committee was that present courses equipped
people to be scientists but not to be practising pharmacists. The criticism implied that what
was taught was not what a working pharmacist was called on to do. Other criticism indicated
that graduates produced were without the ability to communicate which was an essential part
of their work. Some graduates commented on the huge disparity between what the real world

of pharmacy was compared to what the course had led them to expect.

28



The opinions received by the Committee accepted that the course should be science-based
but argued for a much greater vocational content. In particular, the teaching of pharmacy and
its relation to people and the teaching of clinical pharmacy within the core of the course. The
major criticism of teachers in schools of pharmacy was their lack of knowledge of what the
practical world of pharmacy was like. Some of the teachers were not pharmacists and many
of the teachers, both pharmacists and non-pharmacists, were said to have mainly an
academic interest in their own research disciplines. There were suggestions for the reduction
of lectures and laboratory work in favour of group discussions, CAL simulations and visits
to hospitals.

The Committee of Inquiry made several reflections on the information and criticisms it
collected about pharmacy education. The Committee felt that the function of an educational
course was not to turn out graduates who were fully competent to practice the day after
graduation but to provide a broad basis of knowledge and a scientific approach to problem
solving. The Committee felt that attention should be focused on ensuring that the science
taught was the appropriate science and taught in the most effective way. The report indicated
that teaching of science in the course must be applied in that it would be relevant to
pharmacy and must relate to all aspects of the work, behavioural and pharmaceutical. The
use of seminars or small-group teaching was considered an essential part of the course and
the development of CAL programs was encouraged. It also recommended that teaching
methods entail active student participation and reduce emphasis on lectures. An important
statement made by the report was that there was advantage in the course providing
specialisation options in the final year which could be structured to allow a student to study
scientifically one or more areas of competency relevant to an area of future interest in the

profession.

The present study has made use of the Nuffield Report as one of its focal reference points.
The Nuffield Report made definitive recommendations on pharmacy education at the time
based on information received from members of the profession, from consultation with
heads of schools and from the then, PSGB. It is important to assess how far the
recommendations of this report have been adopted by schools of pharmacy in their provision
of pharmacy education, how much education has changed to reflect the Report’s

recommendations and whether the views expressed at the time are still held today.
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1.6 Pharmacy undergraduate education and the RPSGB
The RPSGB is delegated by Parliament a responsibility for the quality assurance of UK

pharmacy degree courses. It is also responsible for ensuring that UK pharmacy degree
courses fulfil the requirements of basic pharmacy education and training set out by EC
directive and thereby enjoy recognition throughout the EEA. However, the power of the
Society is limited by the independent status of universities, statutory powers of the higher
funding education councils and the reality of finite resources available to higher education.
The RPSGB is therefore only a quality assurer of the expenditure and endeavour of the
pharmacy degree course (4). The Council is kept informed by the HEFCs and related bodies
about impending issues affecting the provision, funding or quality criteria for pharmacy
education and courses. The Council can therefore make representations to the HEFCs and
HEQC when appropriate about their stance to any issues affecting pharmacy education. For
example, in 1996 the Council responded to a HEQC consultation document on the attributes
expected of graduates. The response pointed out that ideal graduate qualities were being
hampered by a number of adverse factors in the present climate. These included poor literacy
and numeracy of many school leavers, the debt burden on many students, the greatly
diminished unit of resource for teaching in higher education and the psychological
dominance within universities of the research assessment with little regard for protecting the
quality of outcome (17). An important role of the RPSGB regarding education is the

accreditation of each pharmacy undergraduate course in the UK.

1.6.1 The RPSGB accreditation guidelines for the pharmacy course previous tg 1997
Each school of pharmacy may only continue providing the pharmacy degree if it meets the

guidelines set out by the RPSGB and if it is approved when the RPSGB make their regular
accreditation visit. The Pharmacy Act, 1954, and the RPSGB Byelaws, Section XX (4) give
the Council of the RPSGB the statutory responsibility and right to approve degrees granted
in respect of pharmacy as fulfilling the academic requirement for registration as a
pharmaceutical chemist in Great Britain (18).

The Council of the RPSGB is mainly concerned with the breadth of the course content in a
pharmacy degree. The criteria used for accreditation incorporate general aims and objectives

of provision of a course in addition to general topic guidelines for teaching.
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The criteria indicate that the student acquires a sufficient understanding of the scientific
principles and techniques of the pharmaceutical sciences, together with associated problem-
solving skills, to become, after appropriate postgraduate experience in practice, a competent
pharmacist. The Council considers that emphasis on the development of problem-solving
skills must be incorporated into the syllabus and teaching methods of the degree course (19,
20). Whilst the course should continue to be strongly based on science, adequate time must
be devoted to the teaching of topics relevant to the pharmacist’s future professional role. The
criteria does not consider or include a detailed course and teaching syllabus as a model for
accreditation. It is felt that continuous developments in pharmacy and medicine should lead
to constant revision of syllabus content. There will also be differences between schools on
matters such as student contact hours and the balance between formal, didactic teaching and
instruction by more participative methods. The topics taught should be regrouped to

demonstrate relevance to each other and to pharmacy practice.

The Council acknowledges that the organisational structure of schools may well continue to
evolve, through advancing expertise within the traditional subject headings: pharmaceutical
chemistry, pharmaceutics and pharmacology. The Council therefore wish to see evidence
during accreditation of significant integration of teaching within the course across these
traditional boundaries. The indicative syllabus it therefore recommends gives a broad

indication of the scope of individual elements, which should not be taken to equate with the

three traditional subject areas.

The three elements described are;

1. Chemistry of Drugs, of other constituents of Medicines and of Biological Systems.

2. Medicines Design and Manufacture; Materials, Methods and Quality Standards.

3. The Action and Uses of Drugs, Medicines and Other products.

The three elements should be given the same emphasis in the core curriculum of a three year
course. The Council of the RPSGB do however provide some compulsory guidelines for the

teaching of the non-scientific areas of the course i.e. pharmacy practice.
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The accreditation guidelines offer elements of the pharmacy practice course which should be
incorporated in the pharmacy degree,
1. A sound knowledge of pharmacy related legislation and codes of conduct and practice.
2. An awareness of the professional and social context in which pharmacy is practised.
3. Some knowledge and understanding of the social and behavioural sciences relevant to
pharmacy practice and some mastery of communication skills.
4. An appreciation of the structure of the RPSGB, other professional bodies, the major
branches of pharmacy and how they interrelate.
5. An understanding of the role of the pharmacist including;
- traditional dispensing
- patient related clinical pharmacy
- pathology and therapeutics
- response to symptoms
- advisory role of the pharmacist
- drug and patient information

- computers in pharmacy

The accreditation guidelines stipulate that there must be a practical examination to assess
competence in dispensing practice and a Pharmacy law examination in the degree course.
The student must show competence and success in both these examinations for a pharmacy
degree to be awarded to them. (19,20). The practice guidelines also include topics which
must be taught under the core curriculum and topics which can be offered as options.

The Council of the RPSGB appoint persons to visit each school to discuss the curriculum
and regulations with staff and students. After the visit, the course can be accredited for a
further five-year or lesser period with or without recommendations, ask the school to resolve

matters of concern or not accredit the degree course.
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1.6.2 Overall objectives of pharmacy education in the UK

The following practice-based objectives are regarded by the RPSGB as necessary

achievements by the pharmacy undergraduate course (19,20);

1. Understand how medicines are developed, manufactured and brought to the market
place. |

2. Have a basic understanding of the formulation of medicines and the capability to prepare
extemporaneously any medicine for which this would be regarded as the normal means
of provision.

3. Be able to interpret and fulfil prescriptions and other orders for medicines, in accordance
with legislation and codes of professional conduct and practice.

4. Have sufficient academic knowledge to underpin a role in advising patients and other
health care professionals about medicines and their usage, including knowledge of
health-care systems and of how people behave in relation to health care.

5. Have an appreciation of the principles of quality and quality assurance mechanisms in
all aspects of scientific and professional activities.

6. Have an appreciation of research methodologies relevant to natural, clinical and social
science.

7. Be aware of the major sectors of practice of pharmacists and the main pharmaceutical

organisations.

1.7 The pharmacy syllabus previous to 1997
An analysis of the pharmacy syllabus previous to 1997 shows the nature of topics taught at

the schools of pharmacy are similar. Some of the subject areas have different titles in schools
but a closer analysis shows it to be similar to a topic with a traditional title. The major
subject areas covered are Pharmaceutical Chemistry, Pharmaceutics, Pharmacology,
Microbiology, Pharmacy Practice and Clinical Pharmacy (21). The number of lecture and
practical hours spent on each topic vary between the schools of pharmacy. The results in
Table 1.1 show the total contact hours for each school and the proportion traditional lectures
represent of this total. This information has been calculated based on the three year course
for each school (four in Scotland) from the syllabus each school provided to the RPSGB in
1992 (21). The contact hours include final year projects where the student conducts research

work under supervision.
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Table 1.1: Specified contact hours and the proportion that lectures contribute to total

contact hours for each school based on 1992 syllabi.

School of Pharmacy | Contact hours % of lectures
Aberdeen 1887 44
Aston 1451 58
Bath 1403 47
Belfast 1408 42
Bradford 1569 40
Brighton 1726 51
Cardiff 1493 56
Glasgow* 1874 47
Leicester 1661 52
Liverpool** 1395 48
King’s, London 1477 45
SOP, London 1655 40
Manchester*** 1319/1259 50/54
Nottingham 1215 58
Portsmouth 1620 59
Sunderland 1623 46

* Course is modular and awards credits. Hours shown contribute to the maximum

possible number of credits but project and clinical attachment not included
e Does not include module electives
***  Two options available in the final year contributing to different contact hours.

The analysis shows that most of the schools of pharmacy use the lecture format as an

essential form of teaching. The second most common form of teaching was by practical

laboratory classes.

1.7.1 Average content of each subject area in the pharmacy course
Using the 1992-93 pharmacy syllabus summaries and schedules, an average has been

calculated for the contribution each major subject area makes to the pharmacy course (21).
Figure 1.1 to 1.6 highlights the proportion of each core subject area in each school from the
1992-93 syllabus. This has been calculated from each school’s total contact hours for the

pharmacy course. Optional studies and projects have not been included in this calculation.

34




This calculation will only be a close approximation as there were several problems
encountered,

a) topics given unusual names like ‘pharmacy in perspective’ were difficult to identify
as to the nature of their content.

b) Some school syllabus combined for example, pharmaceutics and dispensing or
microbiology and pharmacology, which made it difficult to ascertain proportion of
each.

c) the content of microbiology at a few schools was difficult to identify, and was

therefore not included. At these schools e.g. Bradford, Cardiff, King’s London and
Nottingham, the proportion of other scientific subject areas is considerably higher. It
is assumed that microbiology was incorporated in these scientific subject areas.

c) the basic chemistry, biology and physics taught in the first year of both Scottish

schools were not included under the scientific subject areas.

Table 1.2 shows the average proportion each major core subject area contributed to UK
schools based on their 1992-93 syllabus.

Table 1.2: Average proportion each major subject area contributes to all 1992-93 UK
schools of pharmacy.

Subject Area Average percentage (based on total contact hours)
Pharmaceutical Chemistry | 22%; (12 schools between 19-24%)
Pharmaceutics 19%;(14 schools between 17-24%)
Physiology/Pharmacology | 19%; (11 schools between 15-21%)
Microbiology 7%; (11 schools between 4-11%)
Pharmacy Practice 10%; (13 schools between 8 -14%)
Clinical Pharmacy 5%; (13 schools between 4-8%)

Table 1.2 and Figures 1.1 to 1.6 show that most schools had very similar proportions of
contact hours for three of the major scientific areas, Pharmaceutical Chemistry,
Pharmaceutics and Microbiology. The only schools which showed a considerable variation
in proportion of these subjects were where it was either difficult to identify Microbiology as
a separate identity or where subject areas had been given terms difficult to identify.
Considering the low proportion of Pharmacy Practice and Clinical Pharmacy in each school,
there was some variation in these subject areas from school to school. However, there is a

need to re-emphasise that these proportions will be an approximation due to some of the

problems encountered which have been discussed.

35



33

0¢

SANOY JIBIU0D [¥10] JO o/,

4 07 Sl 0l S 0

1 | L L i

SNQE[IAS €6-Z661 S,10042s Y28 Uy A1SIudy)) [8ndBuLIByJ Jo uonuodoly :1°| aandig

uoisy

ua3pieqy

Yied

15e)10g

piojperg

uoyy3ug

Zpie)

191530197 0
o

Toodaary

uopuog s,dury

dOS ‘uopuog

12)5aYduey

weyguroN

yinowsyoq

aphjoyjens

puepspung



0¢

¢C

SANOY JIBIUO0D [¥)0) JO o

0¢ Sl 01 S 0

SNQB[AS €6-7661 S,100YIS YIBI ul sdynndeurieyg jo uonodoaq :z°'1 2an3dig

uoISY

u2dpIaqY

ey

1sejog
plojpeig
uoyydug
Jpie)
1015901977
joodioar]
uopuo-] s,3ury
dOS "uopuoT]
121S9YIUBN
wey3umoN
YINOWSUO]
apApYIENS

puepapung

~
o



0€

Sa1noy 3o8juo0d [¥103 Jo o

&z 0z 1 o ; ’

! L f , !

i

snqe[I4s £6-7661 5,1004s Ya¥d ut A30j0dsurteyg pue £30[0iskyd jo uoniodosq :¢°y dun3iy

uosy
u33pIaqy
Yieg

sejleg
plojperg
uoy3ug
Bipie)
191530197
[oodiaAr]
uopuo] s,Sury
dOS ‘uopuo
I2)sayduE N
wey3unioN
yInowsyog
apAoyieng
puepiapung

o0
[ag]



cl

s.Inoy Pejuad [¥jo3 jo 9

snqe|ids €6-Z661 S.[00Yds Yo ui £30[01qOIIIJA JO uonaodosg :p'| 21n31,]

uoIsy
u2apIaqy
yiegd

15ejed
uoyBug
joodiaAr]
dOS “uopuo]
191SAYOUBA]
yInowsog

apApyIens

(=]
[ag]



91

SANOY JI¥IU0I [8)0] JO 0/

vl cl 0l 8 9 14 4 0

Il Il | | L [l

SNQE[IAS €6-T661
s,jooyas yaea ul (LHrvuieyd [einoiAvyaq pus [B1d0s Suipnputl) eI LdBwiByd Jo uontodosd :5°f In3iy

uojsy
uddpIAqY

yreg

1SeJjod
p1ojpelg
uoy3ug
Jpie)
191590107
[ood12A1T
uopuoy s,3ury
dOS ‘uopuo]
I91SOYIUBIA]
wreygunioN
YInowsyog
apApYyIens

pueprapung

o
=y



SINOY JIBJU0D [¥J0] JO 9/,

uoIsYy
u2pIAqY
yeg
. Isejped
plojpelg
uoyy3ug
npre)
191500107

[oodiaar]

p—
L

uopuo-y s, Jury
dOS "uopuo]
I191SODUEA

weydunoN

YINOWSHO]
apAjoyIens

puepapung

SnNqQE[AS £6-Z661 5,1004ds Yaa ur Lovwaeyd [8d1uif) Jo uoiprodoad :9°1 3andig



1.7.2 Assessment of subjects in the schools of pharmacy

All the schools have strict guidelines in place for the assessment of students. In most cases,
the first year assessments are qualifying examinations which do not contribute to the overall
degree percentage but require the student to achieve a minimum satisfactory standard. The
assessments in the second year usually contribute towards the degree. Again, most of the
schools specify a minimum satisfactory standard in any practical assessment. The schools
that had introduced modularisation in 1993 specified assessments for each module or
attached credits to each module and an annual minimum number of credits a student was
expected to attain. The student must achieve satisfactory standards in dispensing practice and
pharmacy law which is dictated in each syllabus. The bulk of the assessment contributing to
the degree rests on the final year in the form of projects and final year examination papers

(21).

1.8 The pharmacy student

The entrance requirements for pharmacy are higher than most non-vocational courses, which
is to be expected of a course which prepares students for a highly challenging and
demanding vocational career. In Scotland, most students undergo H-level education before
entering university. The H-level system covers a broader range of subjects than the A-levels
and does not specialise the student to the same extent in two or three science subjects. The
entrance requirements for pharmacy vary around the world but the general principles of a
good scientific background are the same. The demand for places in the UK schools exceeds
the supply generally (16). The schools are therefore in a fortunate position of being able to
fill their student places relatively easy and even exceed desired numbers. The RPSGB has
always emphasised to schools for the need to balance pharmacy student numbers with the
market demand for pharmacists. In 1992, the Council carried out an urgent review of its
approval of the pharmacy degree course at Sunderland because concern had been raised that
there had been a 50 per cent increase in student intake (22). The Council decided after
extensive debate that the Sunderland course would be approved, subject to certain conditions

relating to physical resources, staffing and future intake levels (23).
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Following this, a meeting of Society representatives and heads of schools of pharmacy was
arranged where agreement was reached to moderate pharmacy school intake numbers against
the demand for new pharmacists. An examination of an analysis of pharmacy students had
shown that the number of pharmacists were increasing steadily but there was evidence at the
time that fewer jobs were being advertised, graduates were having difficulty obtaining pre-
registration places and new registrants were not easily finding work within the profession
(24). However, an analysis of student numbers since 1992 shows that universities have not
kept their agreement to moderate pharmacy student numbers. Applications to study
pharmacy in 1993 were substantially higher than 1992 with an increase of 12% to
universities and 3% to former polytechnics (25). In 1994, schools appeared to moderate their
intake but since then the numbers have increased. The recent increase of students coincides
with the reported manpower shortage of pharmacists.

Table 1.3: Analysis of numbers of students entering to study pharmacy since 1993 (26).

Year of intake Number of students
1993 1,544
1994 1,538
1995 1,618
1996 1,743

The majority of students now studying pharmacy are female, up to 75% females at some
schools (26). The increasing demand from students wishing to study pharmacy means that
schools are able to set a high entry standard. Selection is usually on the basis of the A-level
results (Highers in Scotland) and may be supplemented by an interview at a school. In
addition, A or H-level chemistry is a compulsory pre-requisite for school students entering
pharmacy.

An analysis of the average grade entry for each school of pharmacy (except Scotland) based
on points awarded for A-level grades is shown in Table 1.4. The averages were calculated
from the 1996 intake of pharmacy students to each school (26).

The points awarded are on the basis of;, A=10 B=8 C=6 D=4 E=2
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Table 1.4: The average A-level entry points for each pharmacy school’s student intake
in 1996 (except Scotland).

School of pharmacy Average entry points for
1996
Nottingham 28
Belfast 27
Bath 25
Cardiff 25
Aston 24
School of Pharmacy, London 24
Manchester 24
King’s, London 23.5
Bradford 22
Brighton 22
Liverpool 22
Sunderland 21
Portsmouth 20
Leicester 19.5

The points intake in the Scottish schools shows that both schools mainly attract students with
an average of 10 points in the best four H-level examinations. Tilis corresponds to 2-A + 2-B
grades of entry and is quite similar to the high standard requireménts in the other UK
countries. The lower average points of entry are represented by the former polytechnics. The
general intake of pharmacy students at most of the other ‘traditional’ universities
corresponds to a 3-B or 2-B + 1-C grade entry. The Nuffield report suggested that pharmacy
students need not solely emerge from traditional A or A/S level system but schools should
also consider interested and high calibre students from BTEC courses, dispensing
technicians and well-qualified graduates who studied other courses for entry to the pharmacy

course (16).

There is increasing evidence that selection of students to medical education solely based on
prior A-level academic success will not produce the ‘best doctors’ (27). The need for radical
revision of the A-level system has been a common theme of many recent studies. The 1988
Higginson Report ‘Advancing A-levels’, proposed that students take five rather than three
A-levels which was rejected by the Government (5). The Royal Society report in 1991
‘Beyond GCSE’ put forward proposals for the reform of post-16 education. Some of the
objectives of the report were to increase flexibility and breadth within the school curriculum

(28). These proposals were not accepted by Government.
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The Government outlined its own proposals for the reform of post-16 education in the White
Paper’ Education and Training for the 21st Century’ in which it outlined the retention of the
A and AS examinations, the extension of the NVQ framework and the development of less
vocational specific vocational qualifications (29). The 1997 ‘Dearing Report’, provides a
framework to enable students to progress through higher levels of education using both

vocational and academic qualifications (1).

It is clear that the educational system in Britain will continue to encourage individuals with
diverse educational backgrounds to pursue higher education. It is also clear that the trend
towards newer and broader post-16 qualifications rather than specialised A-level education
will allow young people to enter higher education including pharmacy. In fact, the traditional
A-level system may well be radically changed if the “Dearing Report’ recommendation on
offering pupils the option of an Advanced Diploma which combines studies in depth with
complementary breadth is implemented (1). In 1995, there were over 200 home students who
entered pharmacy with previous study in other undergraduate degrees, BTEC’s, HND’s,
HNC’s, Access courses, foundation courses, postgraduate degrees and transfers from other

university science courses (26).

There is evidence to suggest that all the pharmacy schools apply stringent quality control
procedures through the course and entry to a pharmacy course does not guarantee a degree
after. The number of students who fail to achieve satisfactory standards is high and many of
these students may have to terminate their pharmacy study. In 1996, a total of 1,102 students
from all the schools in England (except Bradford), Wales and N. Ireland graduated with a
three-year course pharmacy degree but in 1993 (the year this cohort started pharmacy study),
there were a total of 1,259 student admitted for pharmacy study in these schools. This

represents an attrition rate of approximately 12% (26).
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1.9 The pharmacy syllabus countries outside the UK

The pharmacy courses vary considerably around the world. Some of the pharmacy courses in
European countries are organised, examined and controlled by the respective pharmaceutical
society. In these countries, the respective pharmaceutical society may specify subject areas
and teaching periods and the school may not have any latitude in the provision of the course.
In Germany, for example, the course has very rigid subject and subject-time scheduling and
there is very little variation from one school of pharmacy to another. The length of courses
varies as well and the early part of a pharmacy course may teach basic sciences which are
covered by UK A-level or Higher level systems. The pharmacy course in France and the
USA incorporates practice-based training or externship within the educational framework.

The pharmacy course in Australia and New Zealand is perhaps the most similar to the one in

the UK.

Figure 1.7 shows the duration of undergraduate pharmacy education on an International
scale i.e. data obtained schools of pharmacy from 22 countries around the world, which
offered a degree in Pharmacy in 1993 (30). The duration includes any pre-registration
training or clerkship during the course i.e. which is part of the graduate degree or
programme. The duration does not include any pre-registration training after graduation. The
majority of pharmacy courses around the world are four years or longer in length. However,
most of the countries where the course exceeded four years, training or clerkship was

included in the graduate degree program.

1.9.1 U.S.A
In the USA, the American Council on Pharmaceutical Education (ACPE) accredits

professional pharmacy education. This serves as a voluntary and governmental means of
quality assessment and enhancement of academic pharmacy programs. The college or
university receives authorisations from a state to operate but the ACPE accredits standards
and guidelines of the pharmacy course itself. In addition to on-site visits, the accreditation
process assists schools to look after their objectives and serves to ensure students that the
program meets specific standards. It also serves to assure the government for financial and
grant allocation purposes, that the school is capable of managing public funds in a

responsible manner (31).
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Figure 1.7: Duration of pharmacy course in countries around the world in 1993

Austria
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There have been four major occasions where pharmacy has examined, analysed and offered
recommendations regarding pharmaceutical education in the USA. The 1923-27 curriculum
study provided the stimulus for sweeping changes in pharmaceutical education. The
pharmaceutical survey of 1946-49 has been called the most substantial single study ever
made of a nation’s pharmaceutical profession in relation to its supporting educational
system. The study commission on pharmacy 1973-75 laid out a broad and fundamental
philosophical framework within which the profession attempted to establish policies
regarding pharmaceutical education.

The most recent was a Task Force set up by the American Pharmaceutical Association to

review and analyse pharmacy education for the 21st century.

The Task Force suggested 12 basic curriculum characteristics. Some of these were (32),

1. Provide instruction in the physical, biological, chemical, behavioural, and
administrative sciences that are the basis of modern pharmaceutical practice.

> Foster the development of communicative and inter-personal skills necessary for
communication with health professionals and lay persons.

3. Provide students with instruction regarding the selection, initiation, maintenance and
termination of drug therapy for common medical conditions.

4 Provide the student with adequate opportunity to develop problem-learning skills.

There are 75 schools of pharmacy in the USA in which the student participate in either a 5
(BS) or 6-year (Pharm D) curriculum before graduating. In the five-year curriculum, the first
two years are grouped as the pre-pharmacy stage which includes a period of internship or
working experience. Internship is described as any experience in a supervised pharmacy
practice program. The normal recommendation is that between 1000 and 2000, normally
1500, hours of paid work is required, although there is no formal assessment for this work
period. The internship is usually completed over the summer vacations and is organised by
the student. The first year of the course consists of compulsory subjects which include
classic physical, chemical and biological sciences and mathematics. The second and third
years covers biomedical and pharmaceutical sciences, microbiology and pharmacy practice.
The next three years includes a period of a 6-month clerkship. The fourth and fifth year in
the USA course, concentrates heavily on topics such as pharmacotherapeutics,

biopharmaceutics, pharmacy law and administration and clinical pharmacy.
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During the fifth year, the student must take a clerkship program where they spend a 4-4
week rotation working in areas of community, hospital and clinical pharmacy. In addition,
they take an elective of their choice. The elective allows the student to specialise in a
specific area, usually related to a branch of pharmacy. The choice of electives will mainly
govern the branch the student wishes to work in the future. The clerkship is organised by the
school of pharmacy and assessed by school staff. The places are required to meet minimum
standards outlined by a pharmaceutical authority. There is an examination after the clerkship,
the results counting towards the final degree. The main objective of the course is that the
student is well prepared for community or clinical and hospital pharmacy (30).

Since the 1960’s pharmaceutical education in the USA has been driven by a set of internal
forces, the most dynamic being the clinical pharmacy movement. In 1987, Hepler indicated
that the third wave, after science and practice, in American pharmaceutical education
involved the clinical movement. This movement would involve a change in emphasis of
curricula from the physical and chemical sciences towards the biological and clinical
sciences (33). A 1990 survey of school curricula confirmed this by finding that the advent of
the clinical practice of pharmacy had led to major changes in USA schools where curricula
taught for many years has been deleted to be replaced by more clinically orientated
education (34). Similarly, the teaching of social and behavioural pharmacy was given
prominence over 20 years ago in the USA. At the time there was no definition of what
exactly needed to be taught and most schools did not have trained staff to teach this aspect.
Over the years, as it has became clear in the USA that pharmacy has a clear societal mandate
to counsel and understand the behaviour of patients and drug use, this area has become more
developed in the curriculum (35). Nowadays, social and behavioural pharmacy builds on
theory and techniques from sociology and psychology, and is focused on the psychosocial
aspects of drug therapy and pharmaceutical care, communication with patients and other
health professionals, professional education and clinical decision-making, and the drug use
process (36).

The emergence of clinical and social and behavioural pharmacy was recognised and
proposals to extend the USA course to six years emerged as the five-year curriculum could
not accommodate all these areas including clerkship experience for students. The six-year
course offers the Pharm D qualification and provides a very high level of clinical knowledge

to the student. Today the Pharm D degree is offered as the first professional degree by many
schools (37).
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A survey in 1994 found that of the 75 US colleges/schools of pharmacy, fifteen offered
Pharm D degrees as the sole professional degree, 42 had decided to do the same and 7 were

currently deciding (38).

1.9.2 Denmark (39)
Denmark has only one school of pharmacy, the Royal Danish School of Pharmacy in

Copenhagen. The curriculum follows a five year course which leads to a Master of Science
(MSc) and requires a qualification in natural science as an entrance level. Each academic
year is split into two terms. The first three years are mainly devoted to the chemical and
biological sciences. After completing and passing all required examinations, the student
obtains a Bachelor of Science (BSc). The pharmaceutical sciences including Social
Pharmacy are taught during the third and beginning of the fourth year. This is followed by a
period of a 6-month practical experience (internship) at a community pharmacy, with a study
programme closely supervised by the school. Up to this point all subjects are part of the core
course and therefore compulsory. The first term of the fifth year consists of a research
project with a written thesis. Furthermore, the students select a number of alternative
disciplines according to their specialisation interests. The specialisation usually focuses on

future interest in a branch of pharmacy.

At the end of this year, the student receives the Masters degree which gives the student the
licence to practice in any pharmacy in Denmark with full professional responsibility. The
Danish pharmaceutical studies differ from the UK as there is a much greater emphasis on the

teaching of socially-oriented subjects.

The proportion of time spent on subject areas is as follows;

Chemical subjects 30% Biological subjects 20%
Pharmaceutics 10% Thesis research 10%
Internship 10% Social and alternative subjects 20%
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1.9.3 Netherlands (40, 41)
There are two schools of pharmacy in Groningen and Utrecht. The schools are subject to a

five-year external peer review. Both universities have an initial four year curriculum which
is termed phase one. Each academic year is 42 weeks in length and there are approximately
40 study hours each week. At the end of the four years, the student obtains a Masters degree
and can then proceed to phase two which is a two-year professional pharmacy component.
After phase two, the student qualifies as a pharmacist and can practice in any pharmacy.
Over 70% of student choose to enter this second phase, while a further 10% proceed to do a
PhD study. The students who do not enter phase two can do so at a later stage but at a
considerable personal financial expense.

The courses at both schools are essentially similar, the minor differences arise in the
organisation and order of topics in the first four years. The first three years constitute the
core course and includes subject areas from the biomedical sciences, chemistry and
mathematics. The student are required to pass the first-year examinations. The fourth year
gives an opportunity to specialise in a wide range of science-oriented subject areas. A period
of one year is allowed for specialisation. At Utrecht, this period is divided into a six-month
research project and a thesis. At Groningen, there is more time allocated for specialisation

but of this, a minimum of five months of research in a chosen subject is compulsory.

The proportion of time spent on subject areas in phase one is;
Chemistry and pharmaceutical analysis 40% Biomedical sciences 35%

Biopharmacy and pharmaceutical technology 15% Other subjects 10%

After completion of phase one the student can enter the work market as a science graduate.
The second phase introduces subject areas related to the treatment of the patient with drugs,
extemporaneous manufacturing mainly directed to the knowledge and skills required to
practice the profession. The second phase concludes with a six-month training period, part of
which is spent in a community pharmacy and part in a hospital pharmacy under supervision.
The quality of education is monitored in different ways. The course is regularly evaluated by
surveying recent students and the results collected and studied by official evaluation
committees. Further formal surveys are also conducted amongst pharmacists of differing

years of practice about the relevance and quality of the course.
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1.9.4 France (42, 43)

France has 24 institutions that provide pharmacy education through a general six-year
program. The system is regulated by the Ministry of Education and the Ministry of Health;
the government controls the number of students who graduate from any college of pharmacy.
Students have to complete a rigorous curriculum taking either six or nine years. Both cycles
have three levels. The first and second levels consist of a total of four years of theoretical
instruction; the third level is practical and its duration varies. The first level comprises two
years of education in the basic sciences including chemistry, biology, statistics and anatomy.
At the end of the first year all students must pass an examination in order to advance to the
second year. Approximately 20,000 students enter the first year of the course but only about
2,000 are successful in the first-year examination and continue studying the pharmacy
degree. The second level consists of two years of instruction, but the focus shifts to
pharmaceutical and biological sciences. At the beginning of the third year, students must
choose the practice setting they want to work in when they graduate. Students who want to
work in hospital are given two opportunities to pass a qualifying examination given once a
year. They can take the exam during their fourth, fifth or rarely, sixth year. Those who fail
both times must choose from the other two branches. Industrial and community students do
not have to take a qualifying examination. Completion of the first and second level signifies
the end of four years of theoretical instruction and the beginning of the third level. The third
level primarily involves training in practice settings, but some course work is mandatory.
The short cycles produces community and industrial pharmacists, the long produces clinical
pharmacists, researchers and academics. The fifth year familiarises students with health care
professionals and practices and with real patients and diseases. During this year students
complete two stages of clinical practice, a third in a laboratory and fourth stage in a
pharmacy.

After the fifth year, students advance to a residency-type work-study program specific to
their chosen career. Once the students finish these clerkships, they have to write a thesis
about their experience. The hospital pharmacy internship lasts four years and after the thesis,
the student is awarded the Pharm D degree. In France, 74% practice in community, 6.5% in

hospital and 4% in industry.
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1.9.5 Germany (44)

The system of pharmaceutical education is in some ways similar to the structure of the four-

year course in the UK. There are 23 schools of pharmacy in Germany and the academic year
is 38 weeks long. The selected student usually have very good academic ability in their
‘Abitur’ examinations, similar to the A-level system. The German Pharmaceutical
Association dictate the course structure which includes the compulsion of attendance of all
classes, maximum number of contact hours of the course and a strictly followed guideline
for the practical element of the course. The schools are allowed some, but little, variation in
the teaching of subject areas. The course is four years long teaching subject areas similar to
that in the UK. These include the pharmaceutical sciences, legislation and pharmacy
practice. The students then pursue a year of pre-registration training of which six months
must be spent in a community pharmacy. During this year, there is a compulsory attendance
of 120 hours of professional seminars related to practice, followed by an end-of year
examination before the student can practice as a pharmacist. The training year is supervised

and has to meet standards set out by the Society.

1.9.6 Australia (45)

The pharmacy course in Australia is in many ways similar to that of the three-year course in
the UK. The RPSGB and Pharmaceutical Society of Australia share easier reciprocation
agreements allowing pharmacists to work in either country after minimum supervised
training. In Australia, each State body dictates their own reciprocity agreements with the
RPSGB but in general, are fairly lenient. There is no national uniformity of courses, but they
are fairly similar in each of the six States. The Pharmaceutical Society of Australia are not
involved in syllabus accreditation and do not provide national guidelines. The course
comprises of a grounding in the basic sciences, followed by the fundamental pharmaceutical
sciences and an increasing pharmacy practice content and focus. There follows a year of pre-
registration training which is again becoming increasingly structured through projects,
assignments and graduate training courses. There has been a well-organised movement over
the years to press for the extension of the course to four years which has recently been

achieved.
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1.9.7 Overview

The pharmacy courses from other countries have many similar themes. The fundamental

pharmaceutical sciences are taught in all courses but with some variation in the time

allocated to them. This depends on the schooling systems in these countries and the extent

the student has been taught higher level science while at school.

The primary differences observed between some of these courses and the UK are;

a)

b)

c)

d)

8)

In some countries e.g. USA, there is a compulsion to work during vacation periods as
part of the course.

Some of the countries incorporate a form of work training (clerkship) during the
course.

There is a greater emphasis on teaching of clinical, cultural or liberal topics in
courses in the USA.

In the USA and Netherlands, there are formal channels to evaluate the opinions of
students about the pharmacy course they study. In the USA, the students provide this
through conferences and the American Journal of Pharmaceutical Education. In the
Netherlands, both students and pharmacists are officially and regularly surveyed for
opinion on the quality and relevance of the course by respective schools.

In Germany, mandatory attendance of continuing education seminars is imposed
during pre-registration training.

In the USA, Denmark and other Scandinavian countries, there is a greater emphasis
on the teaching of Social pharmacy in the curriculum and this subject contributes a
substantial proportion of the overall course.

In most countries considered here, there are formal, detailed medium to long-term
periods of specialisation for the student which relate to a branch of pharmacy of
future work. The student is expected to make this choice of branch during their

education.
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1.10 The philosophy for the need to change ¢
A former Secretary of the Scottish Department of the RPSGB, Dr. Chilton, said in the Todd

Memorial lecture in 1988 ‘change, whatever form it may take, is inevitable and if pharmacy

is to survive, its practitioners must be able to respond to it promptly and effectively. A

pharmacist must be able to practice safely immediately upon qualification, we have failed if
this is all we have taught him’ (46). A similar view was presented by Godfrey at the 92nd

Annual Meeting of the American Association of Clinical Pharmacy in 1991. In the

presentation, Godfrey stated that pharmacy education must be prepared to change because

pharmacy is significantly and rapidly changing, and will continue to do so. He further stated

that a pharmacy course could not continue to deliver the same messages it did twenty years

ago because the very nature of the pharmacist’s role and their service to the public had

changed tremendously (47).

At a presentation to the International Conference on Lifelong Learning in Pharmacy in

Copenhagen (1990), Manasse, addressed the consideration required for a philosophy of
pharmacy education for the future. He stated that the very nature of the pharmacy profession
had changed over the years, but in many ways accompanying developments in education and
the profession’s quest for clarity of purpose, mission and identity were in a relatively
immature stage. In Manasse’s view, pharmaceutical education should inculcate students with
the values necessary to serve society as caring, ethical, learning professionals and
enlightened citizens and should provide students with scientific fundamentals and foster
attitudes necessary to adapt their careers to changes in health care over a lifetime. He felt
that pharmaceutical education needed to maintain a dynamic, challenging and
comprehensive curriculum and develop communicative, inter-personal and problem-solving
skills and raise awareness of the provision of pharmaceutical care in a variety of practice
settings. Manasse concluded by indicating that the pharmacy curriculum needed a
substantive review and over-hauling to more appropriately blend the needs of society with
the required development of the professional we call the pharmacist (48).

Like pharmacy, there has been considerable debate about the problems facing medical
education around the world, including the UK. Parsell ef al reported that the way in which
traditional curricula for medical education had been organised and taught as independent
blocks of factual knowledge had contributed to curriculum overload in the UK and much of
the information had been irrelevant to the rest of the medical course or to students’ future

careers.
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In addition, when clinical practice was introduced students were expected to make
conceptual links between specialised scientific knowledge and its relationship with human
disease processes in an unplanned and unstructured way. Students therefore memorised facts
and become passive learners to satisfy an examination-driven system (49). This has long
been recognised as an ineffective way of learning that forces students to use ‘surface’

learning techniques that train the memory but not the mind (50).

In 1992, the General Medical Council made a recommendation for degree courses in
medicine to introduce a substantial component of problem-based learning and introduce
early clinical contact for medical students. The GMC felt that this would make medical
education more relevant to the changing nature of health care provision (51). The world
summit on medical education in 1994 also acknowledged that public health issues and social
problems such as maternal and child health, AIDS and alcohol and substance abuse were

presenting major challenges for healthcare and for medical education (52).

Since then, according to Parsell et al/, the need to redefine medical education has been fully
recognised and accepted by medical schools and, educational principles on which curricula
should be based have been put forward and introduced. The experience of innovative
medical schools around the world, the emergence of innovative learning methods and the
implications of health-care reforms in Britain have also been major changes influencing
change in UK medical education (49). The use of problem-based learning and early and
relevant clinical education have been the major changes in UK medical education. The use

of problem-based learning in medical schools around the world has been discussed later.

Many of the previous concerns expressed about medical education echo those of
pharmaceutical education in the UK. Similarly, some of these recent changes in medical
education could lead the way for changes in pharmaceutical education. The introduction of
an extended four-year course provides an ideal opportunity to re-appraise provision of
pharmacy education and make change where necessary. It is therefore necessary to look at
the historical development of the four-year course, the groups that have been involved in
making the policies for the four-year curriculum and the actual changes, amendments and

additions suggested by the RPSGB for the new course.
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1.11 The four-year pharmacy course
The process towards implementation of an extended course began in 1989 following

consideration by the Society’s Education Committee of the Committee of Vice-chancellors
and Principals and the Standing Conference on University Entrance joint review of
universities’ degree courses and of entrance policies in response to secondary curriculum
change and wider access. The Education Committee decided to canvas the views of UK
Committee of Heads of Schools as to the desirability of making a formal case for extension
of the pharmacy degree course. Over many months and from important sources, the
argument for a four-year pharmacy degree course throughout the UK were marshalled in a
‘case’ document prepared by the education division in consultation with two nominees of the
UK Committee of Heads of Schools of Pharmacy and the Chairman of the Education
committee. Before and since this case document has formed the focus of correspondence
with ministers, discussion with officials of the DOH and HEFCE (53).

In presenting the second Chelsea alumni lecture in March 1991, Professor Noyce of
Manchester University said that the pharmacy profession should be both ambitious and
decisive in its approach to extending the undergraduate pharmacy course, particularly since
the RPSGB was committed to securing a four-year course (54). At the 150th Annual General
meeting of pharmacists in May 1991, the President of the RPSGB officially announced it
was to seek an extension of the pharmacy course in England and Wales to bring it in line

with the rest of the European Community.

There were two main reasons for change announced. Firstly, it was the Government’s
intention to widen access to tertiary education which would enrich the profession by those
who entered schools of pharmacy with non-standard entry qualifications. Secondly, there
had been a wide recognition of the need to incorporate within pharmacy degree courses a
significant element of tuition in the social and behavioural studies without damaging the
essential science base of the programme. It was also announced that the proposal was likely
to be successful as an extension was also necessary for EC harmonisation and had the
approval of heads of schools of pharmacy (55). The proposal for extension was also
supported by the pharmacy student body, the BPSA in April 1992. A unanimous decision
was made by the BPSA that supported the extension of the course but with study in the area
of pharmacy practice making up a significant part of each year of the extended degree (56).
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In August 1992, the prepared ‘case’ document was given to the HEFCE giving four reasons
why the pharmacy degree course should be extended to four years. This document was
published in the PJ a month later (57). The four reasons were;

1! Changes to the secondary education curriculum that have reduced the breadth of its
science content.

2 The need to address advances in the biological and chemical sciences in sufficient
depth for understanding of new and future approaches to drug therapy.

3. The need to incorporate a useful grounding in social and behavioural sciences
relevant to pharmacy practice and meeting the needs of patients and other health care
professionals.

4, The implications of these developments in relation to the European Community
directive on pharmacists’ education and training.

In November 1994, the Director of Policy of the HEFCE said that it was entirely for the

Society to decide on criteria for accreditation and that the HEFCE would raise no objection

to any statement of intent by the Society’s Council to require, by a declared date, all UK

pharmacy degree courses to include a minimum of four academic years. This led to the
establishment of a small working group of the UK Heads of Schools comprising of five
heads to explore main issues in the process of moving to a four-year degree course (53). In

April 1995, the Council of the RPSGB formally announced that the pharmacy degree course

would be of a four-year duration from 1997. The Council approved the view of the heads of

schools that new or enhanced content would be added throughout existing programmes and

that most of the new material would be scientific subject matter (58).

The decision to approve an even greater content of scientific subject matter immediately
raised many concerns. The first concern mentioned at the same time as the Council’s
decision was from the Editor of the PJ. The editorial comment stated that it was
disconcerting to note that the schools seemed intent on using the extra year predominantly
for natural science matter. The comment appreciated that the schools wanted to maintain
their status within the academic community but stressed that the schools should remember
that the vast majority of graduates would go on to become practising pharmacists. It
concluded by stating that it was not enough for schools to say that the pre-registration year
was there to turn scientists into practitioners and that curriculum development should seek a

good blend of natural and behavioural sciences for the pharmacy course (59).
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1.11.1 Broad guidelines for the four-year course
Broad guidelines were set out by the Council and UK Committee of Heads of Schools for

what the extra curriculum time would be used for, both in subject matter and teaching

strategies. These include both syllabus and curriculum enhancements (4).

Syllabus Enhancements;

I

"Level-up" teaching, particularly in chemistry, at the start of the degree course, to ensure
that all students are at an appropriate starting point for pharmacy studies proper.

All or most of the subject matter and laboratory skills acquisition from the three year
degree course.

Enhanced pharmaceutical science content of relevance to practice.

Elements of pathophysiology and clinical medicine in greater depth than at present.

5. Cell and molecular biology and their applications in greater depth than at present

including principles of gene manipulation and other aspects of molecular biology useful
in diagnosis and treatment, aspects of modern immunology, other aspects of
biotechnology.

Recently developed medicines formulation technology and approaches to drug delivery.

7. The further teaching of social and behavioural sciences, including health economics.

Curriculum Enhancements;

1.

The fullest possible integration of the pharmaceutical sciences and demonstration of their
relevance and application to practice.

The development of students communication, presentational, learning and problem
solving skills.

For some students, undertaking of exchange placements with schools, departments of
faculties of pharmacy, elsewhere in the EEC or beyond.

Teaching of pharmacy students in the clinical or community setting in all years of the
undergraduate course, with significant teaching input from other health professionals.

Integrated teaching with students of other health care disciplines.
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1.11.2 The RPSGB guidelines for approval of schools for the four-year course (60)

Each school of pharmacy was required to submit a syllabus as in years before, but for a four-

year course, before the RPSGB could approve the school’s four-year course. The purpose of
basic pharmacy education in a four-year course remains the same. This is to produce
graduates who can with appropriate postgraduate experience deliver the elements of
pharmaceutical care and management with skills and knowledge underpinned by appropriate

and sufficient understanding of the principles and techniques of the pharmaceutical sciences.

The RPSGB specified a number of new requirements for the four-year curricula which are

listed below;

a) A major addition to the new course, as set out by EC directives, is the inclusion of
3,000 hours of directed study (this is formally specified or required study including
the taught element in all subject areas). A reason of the introduction of this form of
study is to encourage the student to enhance their self-motivation for knowledge
acquisition which it is hoped will create an ethos of commitment in life-long
learning.

b) A change in some of the objectives of pharmacy education. The majority of the
objectives set out by the RPSGB remained as in the three-year course. An additional
objectives was that the student should be able to recognise common disease states
and make appropriate responses to presented symptoms. An objective deleted from
three-year course guidelines is to have the awareness of the major sectors of practice
of pharmacists and the main pharmaceutical organisations.

c) A broadening or restructuring of subject areas within the course particularly the
pharmacy practice syllabus.

d) The specification that the very greater part of the curriculum and not less than 50% of
the final year of the degree course is core content common to all students.

e) That the components which deal with the actions and uses of drugs and medicines
occupy no less than 35% of the curriculum, irrespective of the extent of specialisation
and that at least 35% of the core course should involve the students in experimental
work where own results are generated. The latter criteria re-emphasises the
importance placed on practical work and result interpretation.

f) That the degree course includes a significant research project of three to six months

which is not just a literature review.
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There is specific emphasis placed on the need for students to gain first-hand structured
experience of practice, including, where possible and appropriate, contact with patients and
practitioners of other health professions. The guidelines also stress that teaching and learning
have the feature of positioning knowledge, understanding and capability in a pharmaceutical
context, with frequent reference to current pharmaceutical practice. The emphasis on use of a
variety of teaching methods including the use of problem-solving skills remains the same as
the three-year course as does the compulsory criteria for satisfactory performance in a law

and dispensing practice examination.

1.11.3 Subsequent debate on the science/practice balance in the four-year course
Taylor and Harding, two academics who regularly contribute to pharmacy education debate,

have expressed concern that there has been little open debate or comment about the
fundamental proposal to extend the course to four years, save for an editorial, a few letters
and personal articles. The lack of debate about what the extended course should be used for
is seriously worrying according to the authors and extension can only be justified if it results
in better pharmacists. They envisaged that the more practice-orientated courses might be
developed to take account of the changing nature of service delivery in community and
hospital pharmacy. Yet the proposals indicate additional material be added through existing
programmes and most of the new material be of a scientific subject matter (a euphemism for
‘more of the same’). The authors stressed that a dispassionate, critical review of current and
proposed courses is absolutely essential and must embrace the opinions of recent graduates,

pre-registration tutors and teacher practitioners (61).

Greene argued that social and behavioural sciences should be no different to natural science
as it studies people’s erratic and contrary behaviour rather than precise data and universal
laws. He also felt that pharmacy students spent long hours in the laboratory performing
experiments, which serve to teach students little more that how to get through each one as
quickly as possible with just enough data to produce a passable course work. He feels there
is little case for introducing even more science into the course and that the RPSGB
membership, the vast majority of whom should be in an authoritative position to tell
academia what they require from their education, should make their views on the four-year

course curriculum known to the Society (62).
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However, Taylor et al have counter-argued that for pharmacists to be able to be more
proactive in the extended role, they require a deep scientific understanding of the medicines
before advising patients and that if pharmacy loses the science base, then we lose our right to

call ourselves experts in medicines (63).

1.12 Pharmacy education research

Even with the introduction of the four-year course, there continues to be debate on balance
between the science and practice or vocational element of the course. The impression gained
by the debate on the four-year course is that other than consultation with Heads of Schools of
pharmacy, no other opinion has been sought about what the course should provide. There is
no evidence of RPSGB consultation with employers, pharmacists, recent graduates, students
or pre-registration tutors. At the Academic Pharmacy Group Committee on March 15th
1995, concern had been expressed that even ‘grass root” academics had not fully expressed

their opinion on the implementation of the four-year course (53).

The nature and provision of pharmacy education in general will continue to engender much
discussion and suggestions for improvement for the indefinite future. There will continue to
be debate on the balance of science versus practice in a pharmacy course, as will there
continue to be discussion on the ideal objectives and syllabus for a course. Extensive
literature searches show that much of the debate and discussion is based on anecdotal
comments made by a few interested members of the profession, in response to a suggestion
or policy implementation by the Council of the RPSGB or by academics based on their
experiences of pharmacy education. The literature has shown that in the UK, any research
into pharmacy education has usually encompassed one school or one area of the country, and
opinions of graduates and pharmacists on a nation-wide scale in the UK have never been

sought either on the three or four-year pharmacy course.

In the USA however, the ethos of pharmaceutical education research is very different. The
production of a highly respected pharmacy education journal, American Journal of Pharmacy
Education, means that educational research on development of pharmacy in the USA is
active and continuous. The fact that most students have to finance their own higher
education, unlike the UK, may mean that levels of expectation of the student of the quality of

their education may be higher.
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The research by schools on provision of their pharmacy education will ensure that it is kept
up-to date and fulfils new aims and objectives. In countries like Holland, continuous
evaluation of opinions of graduates is a strong part of the development process of the
curriculum. The literature shows that many medical schools around the world have recently
restructured and redesigned their courses to meet the new challenges facing doctors in health
care. The changes mainly involve increased emphasis on clinical pharmacy and experience

and introduction of problem-based learning.

There are several well-known constraints to introducing change in pharmacy education in

Britain to the extent of the USA or medical schools;

a) Pharmacy is funded as a science subject category and any increase in emphasis on
non-scientific, vocational or clinical teaching has to be balanced in light of the
minimum theoretical and practical science content stipulated by the funding
mechanism (10).

b) The ethos and accreditation of pharmacy education is based on providing a broad
base of scientific and practice-based teaching which the graduate can then use to
develop knowledge and competence in a specific branch of pharmacy (18, 19).

c) The majority of staff in schools of pharmacy are scientists whose priority has to be to
develop their research expertise as many will have their career progression judged on
this basis.

Nevertheless, research on the provision of pharmacy education is crucial as any important

findings can be presented to the RPSGB and schools as evidence for necessary change. The

following sections look at previous research findings which provided the impetus for some

aspects of the present study from 1992 to 1996.

1.12.1 Reasons for choosing pharmacy study

Some work, primarily of American origin, has been done to examine the career selection of
pharmacy students in the 1970s regarding the occupational factors of pharmacy as a
profession (64, 65, 66). Ferguson et al conducted a study on an international scale of
students in Australia, Canada and the USA which addressed social factors motivating
pharmacy students toward a career in pharmacy. This study showed that women pharmacy
students felt pharmacy offered a variety of employee categories and prospects of part-time
employment opportunities (67).

63



The use of the Q-technique in the USA in a study examining attitudes of entering pharmacy
students towards their profession found the primary factor defined by students for studying
pharmacy was to want to help patients on an individual basis as well as to work closely with
physicians (68). In the UK, a study in 1984 of pharmacy applicants called for interviews to
study pharmacy at Bradford showed that the strongest factor influencing pharmacy study
was the nature of pharmacy work (69). A 1985 survey of first-year pharmacy students at
Manchester University that the factor chosen by most (61%) as a reason for studying
pharmacy in this study were the career opportunities pharmacy provided (70). Both the UK
studies showed a poor influence by school career sessions or advisers at that particular
institution. It was therefore important for this study to consider some of the factors from
these studies on a UK-wide basis. In addition, it was necessary to ascertain how important

ability or interest in chemistry, a subject shown to be a backbone of many pharmacy courses,

is in influencing pharmacy study.

1.12.2 The pharmacy syllabus content

An assessment in 1987 of how UK pharmacists, nurses and teachers were prepared for
practice by education stressed that the lack of serious attention to the vocational and skills
element was a weakness of courses such as pharmacy (71). In 1991, a study of final year
Welsh pharmacy undergraduate students who were given a specialised communication skills
training programme found that the time allocated in the three-year course was insufficient
for adequate communication skills training. The study concluded that adequate time had to
be allocated for the teaching of component skills of communication for the student to benefit

and to adapt to the evolving role of the pharmacist (72).

Lublin’s study in 1991 of graduates’ opinions of the pharmacy course at the schools of
pharmacy in Sydney and Melbourne, Australia shows very similar findings to this study. The
Australian study showed Chemistry and Microbiology to be the least liked topics in the
course. The main body of the results however, indicated the strong belief by respondents that
the undergraduate curriculum should become more orientated to pharmacy practice and
clinical pharmacy in order to better prepare the students (73).

In 1992, a survey of views at two British pharmacy student conferences found that many
students believed that courses gave too much time to traditional academic subjects while not

offering enough practice-based and clinical training,
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Virtually all the students agreed that too much time was devoted to chemistry (74). In the
same year, a survey of students from all 16 schools of pharmacy was carried out to
determine the attitude of UK pharmacy undergraduates to the EC. A total of 80% welcomed
free movement of professionals and accepted ideas of optional study of a second language in
the course (75). Previous research with student groups carried out in the USA has shown a
positive role of the inclusion in the pharmacy curricula of liberal studies, such as options in
literature and languages. These offer students opportunities to broaden their interests and

serve a multicultural society better as found in the USA (76).

Wilson et al conducted a study of a sample of UK hospital pre-registration tutors which
showed them to be in general agreement with the topics in the three-year pharmacy
curriculum. However, many components of pharmaceutical sciences and pharmacy practice
were considered to be of limited importance relative to the clinical and pharmacological
sciences (77).

These studies provided an insight into areas requiring further investigation in the first survey

described in this study and conducted in 1992.

In 1993, Kharbanda et al/ found that UK community pre-registration tutors also to be in
general agreement with the topics in the three-year pharmacy curriculum. However, the
community tutors rated much more highly subjects in the area of pharmacy practice and the

clinical and pharmacological sciences than those in the area of pharmaceutical sciences (78).

A 1993 survey of 302 Toronto graduates of varying years of qualification found that more
recent graduates acknowledged there had been an increasing emphasis on clinically-

orientated education at the school of pharmacy in Toronto (79).

A 1993 survey showed that there had been a significant increase in the number of teacher-
practitioners in the UK since 1986. The survey found that most hospital teacher-practitioners
were involved solely with clinical subjects and the community ones with pharmacy practice
and related subjects (80). In 1993, a survey by Livingstone er al/ of 600 practising
pharmacists showed that the concept of specialisation in an undergraduate course was
supported by respondents. A majority supported career-orientated specialisation in the final

year of the course (81).
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A 1993 study of third year pharmacy undergraduates at the School of Pharmacy, London and
all pre-registration trainees who had graduated from the school the preceding year found that
a majority of respondents expressed an increase in time spent on teaching about drug misuse
and about HIV/AIDS in the course (82).

1.12.3 Problem-based learning

There are different types of learning which encourage greater student participation and
motivation for learning. Problem-based learning (PBL) can be used to integrate basic
sciences and clinical experiences. Through the analysis of problems, students identify gaps
in their knowledge and after self-study, apply newly gained information to problem-solving.
In this way, the student uses a ‘deep’ approach to learning as opposed to ‘surface’ learning.
PBL requires students to take responsibility for all aspects of the leaning process. Small
tutorial groups are combined with independent study as the main learning methods. Didactic
methods of learning can be reduced but more importantly, should be made more relevant so
that students can use and apply knowledge from didactic methods during problem-solving

sessions.

The four-year guidelines recommend teaching using problem-solving skills where possible.
However, there is no evidence in the guidelines to suggest that interactive student-centred
learning or problem-based learning has been specified for particular areas of the four-year
pharmacy course. There is also no evidence that opinion has been sought from recent
recipients of pharmacy education on the merits of having this form of learning in a course.
The learning in most UK pharmacy schools is still educationally conventional. Courses are
characterised by a teacher-centred approach i.e. by the teacher controlling the course content

and method of preparation. Emphasis is on teaching rather than learning.

A survey of teaching methods in schools of pharmacy in Europe by the European
Pharmaceutical Students’ Committee found that in the majority of countries, lectures
occupied over 40% of the teaching time. Practical classes also contributed to a large
percentage with fourteen of the eighteen schools showing 30% or more of practical teaching
time. The study found that problem-solving methods were not used much and that it was an
area requiring further development (83). The earlier analysis of lecture content in three-year

courses supports the results of this survey.
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1.12.3.1 Problem-based learning in medical education
The most widely adopted student-centred learning strategy in undergraduate medical

education is problem-based learning (PBL). It’s growth in medical schools can be traced
back to McMaster University Medical School, Ontario who from their formation in 1962,
designed their curriculum to emphasise student-centred learning. Over the years, the
development has been continuous as each aspect of the curriculum is addressed, critically
reviewed and where appropriate redesigned for students to achieve competence and
participate in self-directed learning skills (84). The medical school at University of Linburg
in Maastricht developed a student-centred problem-based learning curriculum in 1978 and
student evaluation of this course over the years has shown it to be appropriate and suitable
for judging student ability (85). It has been suggested that the use of innovative curricula
based on problem-based or self-directed study may also mean that student selection may
have to be based on different or broader criteria. Personal attributes, motivation and non-
academic abilities such as communication skills may be equally important predictors of

students becoming effective medical practitioners (86).

The introduction of a new problem-based curriculum in the first year of an Australian
dentistry course found the course had a positive impact on students. The new course
emphasised problem-based learning and student self-directed learning resulting in overall
reduction of formal contact hours. The students felt the aims and objectives of the course
were much clearer, there was more time to understand material and more opportunity to
think for themselves. The new course had facilitated a more contextual and better-balanced
learning environment for students (87). The introduction and development of problem-based

learning in the medical curricula has continued in medical schools around the world (88,89).

1.12.3.2 Problem-based learning in pharmaceutical education

In 1988, a school of pharmacy at the University of Southern California adopted the goal of
preparing students to be active problem-solvers. The students were required to work in small
groups where they addressed real-world case problems throughout the curriculum. The
teaching of pharmacy practice areas used real-life case studies in for pharmacy ethics and
where possible teaching was carried out by multiple staff with different background

knowledge. The students found the system both enjoyable and stimulating (90).
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Many authors have called for structured problem-based, student-centred learning in the
pharmacy curriculum for many years in the USA. This form of learning is considered
especially suitable to the challenges of pharmaceutical care and education (91,92). Murawski
et al report that adoption of this method of instruction will result in more caring
practitioners. This method of learning encourages one on one interaction with faculty staff
which is especially important in transmission of values that occurs in the professionalisation

process (93).

This form of learning in the UK was introduced at the Leicester school of pharmacy in 1991
for the teaching of law and ethics. The learning in this area was student-centred and
encouraged students to solve problems including ethical dilemmas (94). In a more recent
report, the school of pharmacy at Strathclyde has recognised that pharmacy students required
a strong science base, balanced and integrated with professional orientation, with both
attributes presented and developed in an environment which fostered a problem-solving and
interactive approach to learning. This approach to student centred learning encourages
students to take responsibility for their own progress and promotes active rather than passive
learning. To achieve this, group work in the form of tutorials and workshops encouraging a
deep approach to learning were designed to back up lecture content. A carefully designed
programme of practical classes supplements these learning formats which aid the
development of interpersonal skills. These changes were introduced in the 1993-94 academic

year and have so far shown the student to have an integrated approach to learning (95).
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CHAPTER 2

PHARMACY PRE-REGISTRATION TRAINING

This introduction chapter discusses the development and current
provision of pharmacy pre-registration training. The chapter looks at
the role of the RPSGB in effecting training and describes some of the

major changes made to the training format in recent years. The
chapter also outlines the current training format and discusses the role

of the tutor and employer.
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2.1 Historical perspective of pre-registration training

The use of supervised training or apprenticeship in a branch of pharmacy has always been
regarded as an integral component of pharmacy education and practice prior to registration as
a pharmacist. This period of training has evolved over the years from being sin;ply a means of
ensuring supervised training before taking full professional responsibility to a structured and
well organised system with well defined objectives and goals. In the 15th Century,
apprenticeship was the principal method of initiation into the vocation of the chemist and
druggist. The period of apprenticeship was haphazard and unsystematic, much depending
upon the character and attainment of the master to whom the apprentice was attached. The
quality of the apprentice’s educational experience depended on the economic and social status
of the establishment in which he served. As apprenticeship was undertaken before education
and examination, the earlier the apprentice started the more the preliminary scientific
education of the initiate was neglected (13).

By 1920, an apprenticeship of 4,000 hours was essential before the chemist and druggist
qualifying examination. It could be then be served either wholly in retail or half in retail and
half in hospital pharmacy. As discussed in Chapter One, 2,000 hours of apprenticeship was
required for individuals following the pharmaceutical chemist qualification. In 1935, the
PSGB Council were given power to lay down conditions under which apprenticeship could be
served. Initially this continued to be undertaken before examination but from after 1958,
students were permitted to undertake the period of apprenticeship after the final exam. It had
to be completed before they could become registered as a Pharmaceutical Chemist. The
minimum instruction was that the student completed a year of practical training in a

community pharmacy, hospital or in the laboratory of a manufacturer.

Since 1967, the requirements for registration have been a degree in pharmacy and a period of
12 months’ supervised practical experience in an establishment approved by the RPSGB. Half
of this experience must be in either hospital or community pharmacy, and the rest either there

or in industry, in agricultural and veterinary pharmacy, or in a school of pharmacy.
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In the late 1970's, the Council of the PSGB responded to a groundswell of opinion that the
pre-registration year should be used to give proper preparation for professional practice.
Previous to this period, pre-registration training was seen as the vocational component of
training for pharmacists and not much thought was given to the content or structure of
training. The outcome of the Council’s response was a report in 1980 which was the basis of
the pre-registration scheme which ran until 1992 (96). After this report, a year of pre-
registration training with supervisory criteria for tutors after a three year pharmacy
undergraduate course became the accepted system. This system was based on the tutor
appraising the student on a 13 weekly basis, based on their performance in that period. The
appraisal was based on the tutor’s observation of the trainee on a wide range of professional
issues such as standards and demeanour, but there were no strict guidelines to assess a trainee
deviating from normal expected performance (97). This meant that any trainee reaching a
minimum satisfactory standard was considered capable of working as a pharmacist no

different to one who had excelled during their training.

A further working party on Pharmaceutical Education and Training was established in 1982
by the RPSGB with one of their objectives being to recommend a pre-registration training
which would be relevant to the practice of pharmacy for the foreseeable future (98). Soon
after, the Committee of Inquiry appointed by the Nuffield Foundation produced the Nuffield
Report. One of the objectives of the Committee was to review the pre-registration training of

pharmacy graduates (16).

2.2 The Nuffield Report on Pharmacy; Pre-registration training (16)

The report by the Committee of Inquiry made some valid observations and far-reaching
recommendations regarding pre-registration training. The report indicated three areas where

the arrangements for the training system were wrong;

1. That the training year had been designed in isolation from the content and structure of the
degree course, The report suggested that some of the criticisms levelled at the course at
that time could be met by the training year, particularly in learning how to apply the

scientific knowledge gained in the practical environment of one of the three main branches.
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2.

That the schools and teachers from the schools of pharmacy should have a more active
role in the discussions of the ground to be covered by the training year. The school should
be involved in the provision of educational sessions for the trainees and in part supervision
of individuals. It was envisaged that the employment tutor would then have a better
understanding of what schools were trying to achieve and problems faced and the school
tutor would increase his understanding of how pharmacy is actually practised and be able

to reflect this in his teaching.

. That there was no test of competence at the end of the pre-registration period. Although

the system at the time of regular assessment conducted by tutors was useful, it could be
improved by a formal test which the students would have to pass to register. It was
suggested that one or more written papers could be included, but the main emphasis
should be on practical examinations and oral skills. It was felt this format of examination

could be organised locally under the auspices of the RPSGB.

There were also some important recommendations made on pre-registration training;

a)

b)

That the training should comprise of two six-month periods spent in any two of
community, hospital or industrial pharmacy. This had been pre-empted by the many
representations the Committee had received on the value of pharmacists having
experience in more than one branch of the profession. It was also suggested that the
RPSGB and ABPI discuss the number of places required by industry on a regular basis
and then assist firms in making reciprocal arrangements between community or hospital
employers.

That a newly registered pharmacist did not have sufficient qualification to assume sole
responsibility in a community pharmacy or hospital pharmaceutical department. The
Committee proposed a year of experience in a relevant branch of the profession under
supervision of a fully qualified or senior pharmacist before sole responsibility could be
assumed in either of these two areas. This prescribed period of postgraduate experience
would allow the pharmacist to gain sufficient confidence or experience in a highly

responsible role.
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A year later in 1987, the Council of the RPSGB adopted three main recommendations for

pre-registration training made by the 1982 working party on education and training (98);

L

Re-definition of the objectives of the year, leading to more closely defined criteria for

training.

. The introduction of competence-based assessment in the 1993-4 training period.

. The introduction of a registration examination held at the end of the training year in which

a successful performance would allow the graduate to practice as a pharmacist.

The three observations or recommendations from the Nuffield report that have not been

adopted by the RPSGB for pre-registration training are;

L.
2.

The examination is based on a two-paper MCQ format but not a practical or oral format.
There has been no implementation of a compulsory split training scheme which would give

the trainee experience in two branches of the profession.

. There has been no involvement of schools and teachers from the schools of pharmacy who

the Nuffield Committee felt should have a more active role in the discussions of the ground

to be covered by the training year.

2.3 Current aim and objectives of pre-registration training

The primary aims of pre-registration training as stated by the RPSGB are (i) to reinforce

among pharmacy graduates/sandwich degree course students an awareness that they are to

become members of a profession, and (ii) to develop further within them a professional

attitude and a sense of responsibility (99, 100).

These aims have been translated into a number of specific training objectives (99):

To give the trainee, experience of applying in practice the knowledge acquired during the
undergraduate course.

To emphasise that the trainee’s positive attitude towards the training, is important if the
aims are to be fulfilled.

To facilitate the development of the trainee’s awareness and understanding of professional
ethics (this objective not listed in 1993 RPSGB Byelaws (100))

To facilitate the development of a responsible attitude by requiring the trainee to reach a
satisfactory level of competence in relation to the time spent on those aspects of

pharmaceutical practice in which approved training is given.
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e To develop the ability of the trainee to communicate clearly with members of the public
and with members of allied professions.

« To give the trainee an appreciation of the pharmacist's role within the health service and
the pharmaceutical industry, and within society in general.

o To give the trainee an appreciation of the need for continuing study throughout the
professional career.

o To increase the trainee’s awareness of the whole spectrum of pharmaceutical activities,
including a direct involvement with patients in relation to the proper use of medicines and
the promotion of good health.

e To give the trainee an understanding of the development, structure and functions of the
RPSGB and of other pharmaceutical organisations.

o To bring the trainee to the commencement of a career in pharmacy practice, with a
willingness to make professional decisions within current competence and a desire to
continually improve competence through experience as well as study.

e To enable the graduate to pass the RPSGB practice-related registration examination.

One of the aims of the present study was to investigate whether some of these objectives had
been met in the perception of pre-registration trainees and tutors. The Council of the RPSGB
has stressed that each trainee should receive a uniform course of training throughout Britain,

so this study was undertaken on a national basis (101).

2.4 The pre-registration examination

The pre-registration examination (also called registration examination) was introduced for the
first time at the end of the 1992-93 training year. The Council expressed the view that there
was an independent need to assess the ability of graduates to recall and apply knowledge
gained both during the undergraduate course and the pre-registration year by means of a

highly structured and objective method (102).

The examination comprises of two multiple-choice question (MCQ) papers, one of which is
an open-book format allowing the use of reference books. This format has continued since the
inception of the examination. In the annual pre-registration manual, the RPSGB publish an
examination syllabus to indicate the topics to be tested in the examination (103,104,105,106,
107,108).
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For the first five years of the examination (1992-1996), the setting, scoring, weighting and

proportional frequency of questions reflected the emphasis on application, analysis and

evaluation of content appropriate to the practising pharmacist. The topics were therefore

classified as ‘must-know’, should-know’ and ‘could-know’ and the examination questions and

weighting of marks designed to reflect these priorities. The syllabus was divided into seven

major sections, within which specific topics had differing priorities.

The seven major sections were (103,104,105,106,107);

1. The RPSGB and other pharmaceutical bodies: Legal, ethical and professional aspects: The
NHS. )

2. The basis of responding to symptoms including the major categories of symptoms and the
appropriate responses for a pharmacist (all the topic categories in this section were
classified ‘must know’)

3. Pharmacological and therapeutic aspects of the provision of a pharmaceutical service

including the sale and supply of medicines, with particular reference to major adverse

reactions, interactions and contra-indications (all topic categories were ‘must know’).

The use of reference books and other information sources in the practice of pharmacy.

The advisory aspects of a pharmaceutical service.

Physical pharmaceutical aspects of compounding and dispensing.

o - UL

The principles of procurement, storage, and stock control of medicines.

The running of the examination was contracted out to an independent body, the London
Pharmaceutical Consortium. They are responsible for devising the examination questions,
drafting the papers, allocating examination centres and marking the papers. A Board of
Examiners has been appointed by the RPSGB (one for England and Wales, and one for
Scotland) for approving examination papers, for allocating pass or failure to candidates and
for considering appeals against results (108). The questions are written by teams of writers
organised by the London Pharmaceutical Consortium and by volunteer pharmacists, many of

whom are pre-registration tutors.

Potential questions are reviewed and then pre-tested for ambiguities before they are included
in a bank from which future examination questions are selected (109). This process is an on-
going one but a large pool of questions had already been collected before the first

examination.
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In the first year of the examination, a pre-test was held at several sites in the UK which tested
the questions for possible inclusion in the closed item bank. The London Pharmaceutical
Consortium organised the pre-tests during the Easter period of 1993 (110). A fee of £100
recovered in two amounts was set for all pre-registration trainees to pay before sitting the
registration examination. The fee to the RPSGB partly recovered the annual sums paid to the

examination contractor (111).

A proportion of 93% of all the trainees in the 1992-93 training year, the first year of the
examination, passed the examination. The examiners concluded that, overall, the results were
good. However, the RPSGB stated that the examination would become more difficult in time,
as candidates and their trainers become aware of what to expect (112). A report to the
Education Committee of a provisional analysis of the first examination results in 1993
indicated that the overriding factors determining performance for most candidates had been
innate ability or personal application. The report indicated that factors such as school of
pharmacy attended, sector of employment or employer had no marked effect on candidates’
scores. The report indicated that there was a strong correlation between the class of degree
and success or failure in the examination. The correlation was even stronger in the case of
those who had failed again after resitting the examination in October (113). The results of the
first registration examination showed that of the failed candidates, 16 trained in hospital, 54 in

community and 6 in industry.

More importantly was the distribution of failed candidates from schools of pharmacy. One
school had 11 and two had 10 failures, which would represent approximately 10% of the total
student number in that school in one year (114). This does not correlate with the report to the
Education Committee which indicated that the school of pharmacy attended had no marked

effect on candidates’ scores.
Subsequently, 93% of candidates passed the 1994 examination, 88% passed the 1995

examination and 89°o passed the 1996 examination at the first time of sitting the examination
(115,116,117).
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The passes and failures so far have been decided as candidates who score 70% or greater pass
the examination, candidates with a score of less than 65% fail and candidates with a score
between 65 and 70% are assessed individually. Candidates achieving the latter category of
marks are deemed to have failed unless there is demonstrable evidence to elevate them to a
pass e.g. performance in proven ambiguous questions or proven adverse circumstances (108).
The examination can only be taken by candidates who have been graded ‘satisfactory’ overall

by their tutor in the 39-week appraisal.

In 1996, the annual review of the examination was more extensive than normal. An invitation
to tutors, other members and students was made to comment on policy and procedure of the
examination. The major change arising from the review was a fundamental reworking of the
syllabus. The Council accepted a recommendation that preparation for a new examination
syllabus for 1997 should be implemented. The changes included would be a restructuring of
the format and an updating of the content. Pre-registration trainers and providers would be
informed of changes and if possible, a more detailed syllabus from 1998 onwards,
incorporating detailed learning objectives and reflecting the possible enhanced training of
tutors would be prepared (118). Although there was only to be a modest change to subject
matter, there would be a marked reordering of the sections and an explicit move to make all

examination questions relate to function and processes rather than structures (119).

The revision to the examination in 1997 means that any questions about the structure of
organisations will test graduates understanding of the reasons for such structures (120). The
1997 pre-registration training manual shows some important changes in the examination
syllabus. The aims and objectives of the examination are clearly defined in the manual and
candidates are reminded that in addition to success in the examination, they also have to
demonstrate an acceptable performance in the workplace before being deemed suitable to

register as a pharmacist.

The examination assesses knowledge, the application of knowledge and professional cognitive
skills. The pre-registration tutor assesses the practical and professional skills by assessing

whether the trainee’s workplace performance is acceptable.



The new 1997 examination syllabus has been divided into four units (108).

Unit A: The assurance of quality in all aspects of pharmacy practice

Unit B: The provision of a service to respond to symptoms and supply advice and
information.

Unit C: The provision of a service to supply items against prescriptions and orders

from practitioners.

Unit D: The structural and professional framework for the profession of pharmacy.

Almost all the subject categories in Unit A and all subject categories in Units B and C are
now considered as ‘essential for day-to-day practice’ and at least 70% of questions in the
examination will be drawn from these parts of the syllabus. The remainder of questions will be
drawn from the rest of the syllabus (Unit D and non-essential subjects in Unit A) comprising
material which candidates are ‘expected to know’. The subjects within the units are not much

different to previous syllabuses.

There has been , perhaps inevitably, much debate and discussion particularly from pharmacy
students, past and present, and at student conferences about the structure and role of the
examination (120,121,122,123,124). Concern has also been expressed about the pre-
registration examination fee which all trainees have to pay (125). In addition, numerous
letters written by students and pharmacists have been published in the PJ regarding these

matters.

These are some of the concerns raised regarding the examination;

1. That the undergraduate course has already taught and tested many of the syllabus areas in
the examination. One of the objectives of the examination is to assess the graduate’s
ability to apply, in professional practice, pharmaceutical knowledge gained during the
undergraduate course and in the pre-registration year. The RPSGB have expressed the
view that the pharmacy degree exists as a science degree in its own right. New graduates
have a great diversity of practice-related knowledge. It is also expected that new
knowledge will be gained during the pre-registration year. Therefore, the examination
exists to ensure that a sufficient level of practice-based knowledge is possessed by all

persons wishing to enter the register (126).
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2. That a universal examination tests all trainees even though knowledge may have been

gained in distinctly different branches of pharmacy.

3. That the MCQ format is inappropriate for testing practice-based knowledge gained in a

practical training year.
There has been no documented research to determine the role or suitability of the
examination. In addition, trainees’ additional education needs specific to the examination have

not been ascertained. These issues are explored in this study.

2.5 Competence-based training and assessment

The introduction of an assessment of the professional competence of intending entrants in the
1993-4 training period to the pharmaceutical register was partially due to the success of a
similar programme adopted in New Zealand in the mid-1980's and by non-pharmaceutical
occupations in Britain (102). Competence is described as ‘the ability to perform consistently
to the required standard’. A competence-based training programme defines the standards
expected, which makes it easier for tutors to identify those areas in which performance is
acceptable (109). The new training programme was designed to assess those aspects which
every newly-registered pharmacist must be expected to perform, together with experience
specific to each sector of practice for which no assessment of competence was required
(109).

Originally, it had been intended to introduce core competencies i.e. things that all trainees
should be able to do at the end of the year, together with sectoral competencies i.e. things
they should be able to do which are specific to the sector or sectors of practice in which they
have trained. The core competencies were piloted successfully with a group of trainees and
tutors. The draft sectoral competencies were not well received by hospital and industrial
practitioners but largely accepted within the community sector. There were significant
concerns raised by the first two branches with many asking for a delay or further consultation
before specific sectoral competencies were included. As a consequence, in 1993-94, only the
core units of competence were introduced which would be assessed by community and
hospital tutors (127). This meant that industry-based tutors would have no role in actual
competence assessment. The 1997 pre-registration manual shows that this structure has not

changed.
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The core component requires tutors to assess their trainee’s competence in those aspects of
practice which are pivotal to the profession of pharmacy i.e. the generic aspects. The sectoral
component comprises of a list of sector-specific experiences to be covered in a particular
branch of training. No assessment of competence is required but the tutor should be confident
of the trainee’s potential to achieve competence after further experience after registration.
The training manual provides helpful guidelines for the tutor and trainee on how assessment
can be planned, carried out and reviewed. The manual also provides a list of sources where
tutor and trainees can receive more information which may be difficult to provide in a
pharmacy. These include CPPE packages and organisations providing courses specific to

training needs.

2.5.1 Approach to competence-assessment

Competence-based training assesses the trainee’s ability to translate learning into competent
performance. Tutors are encouraged in the 1997 training manual to consider participation in a
National/Scottish Vocational Qualifications (N/SVQ) course which is available currently. This
course will help tutors implement and understand the principles of competence assessment. It
is in effect a training programme for tutors to learn how to conduct competency-based
training properly. This recommendation is new and not included in the 1993-94 manual, when

the study evaluated tutors’ opinions on competency training and assessment.

2.5.2 Format of the core competence-based programme

The programme has the following components;

a) Units of competence, each relating to a work area. This comprises of the Professional
Unit and Practical Unit.

b) Elements of competence, describing what a person should be able to do within each
unit.

The elements within the Professional Unit are i) demonstrate a professional approach, ii)
communicate effectively, ii1) work effectively as part of a team and iv) undertake personal and
professional development. The elements within the Practical Unit are i) provide an effective
service for the supply of treatment to patients, ii) provide an advisory and guidance service

and iii) provide care and advice in response to the need for emergency aid or first aid.
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c) Performance criteria, specifying the standards of performance against which
achievements can be measured.

d) Definitions, clarifying performance criteria to assist tutors and trainees in their
understanding.

e) Underpinning knowledge, sufficient to underpin practice in a variety of situations.

There is also an onus on the trainee to provide evidence of competence which the tutor can

evaluate to decide whether it meets performance criteria. The type of evidence includes

projects, records of everyday work, certificates or qualifications e.g. first aid.

2.5.3 The actual core assessment format

The competence of the trainee is required to be assessed and not assumed. The tutor and
trainee can arrange for a competence to be assessed by ‘formal’ observation of the trainee’s
performance in a performance criteria e.g. giving correct and clear advice to a patient. The
tutor can decide competence based solely on evidence presented to him/her from the trainee
e.g. evidence that incoming stock has been thoroughly checked against relevant

documentation.

2.5.4 Sectoral experience

This section defines the experience and information specific to a branch of training which
should be given to trainees in addition to the competence-assessment of the core component.
Each item in this section for each branch is designated as either E or I. Items designated with
an E status are to be covered by hands-on Experience of the activity. Items designated I need
not be covered by hands-on experience, but by the provision of Information alone. A checklist
summarising these items has to be completed by both tutor and trainee and submitted with the

26 week appraisal and again at the end of the year.

2.6 The 13-week appraisals

The tutors are expected to complete a appraisal form every 13 weeks based on the above
system which provides a detailed indication in progress in aspects of the trainee’s work,
attitudes and personal behaviour. The tutor is also asked to give an overall assessment of the
trainee’s development at that stage. The tutor will be expected to use the appraisal procedure
to acknowledge satisfactory progress and encourage further improvement, as well as to

identify and correct deficiencies.
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Trainees who are given an unsatisfactory overall assessment at the 26-week appraisal will be

required to attend an interview at the RPSGB normally with the Secretary and Registrar,

Deputy secretary or Head of the Education Division. An overall unsatisfactory assessment

after 39 weeks will indicate that trainee will not be satisfactorily expected to complete the

training in the next 13 weeks and in addition to their comments being sought, they will be

invited to a RPSGB panel comprising a member of council, an academic, community, hospital

and industrial pharmacist. The panel will consider the appraisal reports and on the basis of this

interview either suggest registration or other requirements the trainee to meet before being

eligible for registration (99, 100).

There are four headings which a tutor can choose one from to describe the trainee’s status for

each performance criteria in the 13-weekly appraisals;

1. Performance criteria not yet assessed.

2. Evidence indicates that trainee requires further training or experience to reach the
required standard.

3. Evidence so far presented indicates competence but further evidence needed to confirm
consistency.

4. Evidence demonstrates that trainee consistently achieves the required standard with little
or no intervention.

It is expected that by the 39-week appraisal, the majority of entries will be under the fourth

heading, indicating that a minimal amount of further training is required in the last 3 months

of the year. The final appraisal is to confirm that any performance criteria outstanding from

the 39-week appraisal have been achieved and therefore all the professional competences are

possessed by the trainee. The tutor also has to declare whether it is their opinion that the

trainee is now a fit and proper person to be registered as a pharmacist.

It has been suggested by one author that the new competence system may not entirely suit
hospital trainees. In hospitals, pharmaceutical care tends to revolve around the seriously and
acutely ill. The provision of such care calls for a different set of skills and knowledge than that
called for in community practice. The emphasis in training for hospital pharmacy should be on
ward and clinical pharmacy. The author felt that inevitably, training in these areas would

decrease further as competencies required for the new training programme were tested (128).
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A recent survey of hospital pre-registration trainers (designated by tutors in hospitals to assist
with the training) in the former Yorkshire health region found that the main concern of the
trainers was the extra resources and time required for the competence-based training
programme (129). However, there have been no nation-wide studies of pre-registration tutors
to evaluate their opinions of the new training process. This was an important area of

investigation in the present study.

2.7 The pre-registration training premises
It is a requirement that pharmacy premises satisfy minimum standards and be subject to

inspection before they are approved for pre-registration training. The approval is normally
given for five years (99, 100). The approval procedure ensures that the appropriate reference
books are available. In 1997, a grant of £4,740 pounds was made to each community
pharmacy contractor employing a pre-registration trainee from the local Health Authority.
(130).

2.8 Additional training during the year
The training in hospitals is usually organised so that students may gain experience of all

aspects of hospital pharmacy, some of which may not be available in one hospital. The
trainees from local hospitals in a local region may also have joint training days organised for
them. The multiple community pharmacy companies tend to have their own structured
programme with courses and study days built in which closely follow the RPSGB guidelines.
Not all community-based tutors have this provision and trainees from the independent

community sector can participate in a course organised by the RPSGB annually (131).

2.9 The pre-registration training recruitment system
The supervision of the arrangements for the pre-registration year is a matter for the RPSGB

and has no responsibility or involvement from schools of pharmacy. The schools may
facilitate the recruitment process by hosting employers for presentations and interviews, but
do not influence the training itself The following section is based on observation by the
author from pre-registration recruitment procedures annually at Aston University,
Birmingham. A pharmacy student usually selects their respective pre-registration training
early in the final year of undergraduate study. The employing bodies use different methods to

attract students to train with them.
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Some of the large-chain community pharmacy employers envisage pre-registration training

recruitment as a long-term investment. It is hoped by these employers that anyone

undertaking training with them, will continue to work with them after training as a

pharmacist.

2.9.1 Recruitment by large-chain community pharmacy employers

a)

b)

d)

€)

A number of these employers will initially have an informal presentation to pharmacy
students at respective schools of pharmacy highlighting the strengths and reputation of the
employer’s training system. This takes place before formal interviews are held and can be
as early as in the second year of the course.

The students can then apply for a pre-registration post with the employer in their summer
vacation before the final year. Interviews are offered to applicants soon after commencing
the final year. The RPSGB have produced a code of practice for pre-registration
recruitment which states that employers should not hold interviews or make formal offers
before the commencement of the final year (126).

The interviews are held at a venue suitable to the employer or at schools of pharmacy. A
pre-registration place can then be offered unconditionally either at a first preference venue
or not. A candidate may also be put on ‘hold” which indicates that the employer cannot
offer them a place immediately but may do so after a period of time. The third option is
either not to offer an interview or not offer a training place after an interview.

The RPSGB Code of practice tries to ensure uniformity of procedure during recruitment.
The guidelines as of 1997 indicate that any applicant offered a place must formally inform
the employer of their decision within three days of the offer being made (108).

The large chain community employers recruit very early in the final year and places are

usually offered within the first few weeks of the first term of the final year.

2.9.2 Recruitment by independent and small-chain community pharmacy employers

a)

The forward thinking employers will arrange interviews at the same time as the large
chain employers. These are done by advertising in the PJ or at schools of pharmacy. A
larger number of these employers will begin offering places in the second or even third
term of the student’s final year. They are therefore targeting a much smaller group of

students as most will already have obtained a place.
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b) Many of these employers will offer a year of training but with no prospects of a future
career with them, However, they offer a small friendly environment with training in areas
of business acumen and aspects that make independent pharmacy special to the
communities they serve.

¢) A number of places are taken up by overseas students as the employer will obtain a year’s
work permit for them. For example, Boots the Chemists have a policy that they will not
consider applications from overseas students.

d) The recruitment opportunities by these employers has become increasingly diminished as
the large chain employers have increased their intake for training to fulfil their own

manpower shortages and in preparation for the fallow year 2000.

2.9.3 Recruitment by hospital pharmacy employers

a) The hospital training is co-ordinated centrally by a body set up to receive and distribute
training application forms. In previous years, application forms were sent by students
applying for hospital training in the first term of the final year to the central body. The
applications are then sent to the hospitals selected by the student. The interviews were
then conducted towards the end of the first term and through the second term.

b) As of 1996, the application forms are now sent to the central body in the summer before
the final undergraduate year so that interviews can be held in the early part of the first
term of the final year. This has been enforced to try and increase recruitment and avoid
‘losing out’ to the community sector.

c) It has been observed that in 1997, many students had been interviewed by hospitals before
the dates of the large-chain community interviews.

d) A candidate will be interviewed by some or all of the hospitals selected and an offer made.
However, unsuccessful candidates can re-apply through a centrally organised clearing

process.

2.9.4 Industry-based training

a) The candidates normally undergo rigorous first and second interviews as normally very
few places are offered by any one industry. There may or may not be a possible incentive
of future employment depending on the policy of the industrial employer.

b) Some of the industries require applicants to use their own initiative to apply to them

whereas others select certain schools of pharmacy to interview students.
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Clearly, the process of recruitment is varied and becoming increasingly aggressive as the
pharmacist manpower shortage worsens. The BPSA has previously called for a co-ordinated
system of pre-registration recruitment (132). However, other than the RPSGB Code of
practice, which is not a compulsory guideline, there are no regulations controlling this

process.

2.10 The pre-registration tutor
The Council requires each tutor to (108);

1. occupy a full-time position at the premises

2. have been registered as a pharmacist for at least three years

3. have been working for at least three years in the sector of practice in which they are acting
as a tutor.

4. meet the Council’s continuing education target.

Pharmacists wishing to act as tutors are required to furnish a declaration of their undertaking

at least 15 hours a year of continuing professional development, together with details of such

(133). Also, currently, the tutor is required to accompany their pre-registration trainees to

attend a minimum of two branch meetings of the Society which may provide some continuing

education (134). A 1992 study of community tutors in Scotland found that in most cases,

tutors had been supervising graduates over their entire professional lives (135).

As early as 1993, the BPSA have called for training of pre-registration tutors. At the 1993
BPSA conference, members called for a selection procedure and monitoring of tutors. The
members felt that with the introduction of competency testing and examination, there was a
greater emphasis on the role of the tutor who would require better training to ensure a trainee
was successful (136). Following this, at the Annual General Meeting (AGM) of the RPSGB
in 1993, the BPSA proposed this motion passed at their previous conference. An amendment
to the motion was put forward by a practising pharmacist indicating that the Society should
improve training and monitoring procedures for tutors but ensuring the right balance was
struck between making this and placing too onerous a burden on tutors. This motion was
carried at the 1993 AGM (137). In addition, to ascertaining views on competency training,
the training experience and continuing education participation of tutors was investigated in

this study.
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2.11 The concept of a split training year
A motion for a compulsory split training year was proposed by the BPSA as early as 1984

which was then recommended in 1987 by a RPSGB Council working party, with the objective
of producing pharmacists with broad knowledge and skills. In 1994, the Council indicated
that they would be considering a proposal for the long term objective of a community-hospital
joint pre-registration year (138). This was further supported in 1995 by the acceptance by the
Council to acknowledge it as a policy for review after consulting interested employers and
students (139). The BPSA again underlined, in 1995, its’ support for a split pre-registration
year accompanying the new extended four-year course (140). A letter was written by the
RPSGB in September 1995 to all pre-registration training providers and other organisations
with an interest or involvement in training. The letter asked for comments to be sent
regarding the issue of a split year before Council discussed the subject (141). However, the
Council, decided in April 1996, that it no longer intended developing a mandatory joint pre-
registration year mainly of six-month periods in both community and hospital pharmacy. The
new policy designed in 1996 aims to achieve the same objective by specifying broad outcomes
of training rather than requiring a certain structure to the year. The objective now is to
prepare outline proposals for a strategy to define necessary outcomes additional to those
currently included within the core competencies (142). A further RPSGB letter was sent in
May 1996 to the all individuals who had responded to the September 1995 letter. The letter
explained the reasons the Council had rejected a compulsory split training scheme. The letter
indicated that in general, the schools of pharmacy had been supportive of the principle of a
split year. The respondents to the September 1995 letter identified numerous practical issues
which needed resolution before a split year could be implemented. The main concerns were
the lack of time a 6-month period in one branch presented to cover issues in depth, the need
to define carefully the roles and responsibilities of each tutor in the arrangement and which
tutor would actually “sign off® the trainee (143). However, it seems that the Council have not
discounted the possibility of a structured and compulsory smaller period of time spent in
another branch of training. The minutes of the June 1996 RPSGB Council meeting state that
as result of moving to a set of enhanced competences to be expected of all new registrants,
the main consequence is that some split of the total period between hospital and community
practice may be essential since a broader range of competences may not be easily obtained in
one sector alone (17). The issue of a split training year has been evaluated in this study from

the perspective of trainees as it has been an area of considerable contention.
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CHAPTER 3

RESEARCH METHODOLOGY

This chapter provides an overview of different
methodologies used in social and pharmacy practice research
in the context of the aims of the study. The advantages and

disadvantages of these methods is briefly discussed.
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3.1 INTRODUCTION

The following methods of data collection are available in social science research

investigations;

a) the examination of published literature and statistics.

b) self-completion postal questionnaires

c) semi-structured face to face interviews with key informants.
d) observation

e) focus groups
The research data of the project was gathered using methods a, b and c. All of these methods

offer advantages but suffer from some drawbacks.

3.1.1 Published literature

The research began with a literature search, which was undertaken to become acquainted

with developments in pharmacy undergraduate education and the pre-registration training
year. The search also confirmed initial suspicion that little research had been conducted in
this area, particularly in obtaining information and data from recent recipients of an
undergraduate pharmacy course and pre-registration training tutors. The literature search
involved consulting textbooks for background material on the history of pharmacy
education, indexing journals for relevant papers in periodicals, reports and Government
publications, as well as scanning professional journals for papers and articles on education.
Another source of literature was the information made available by the RPSGB which
included summaries of syllabuses numbers of students in all schools of pharmacy and policy

documents of the RPSGB Education Committee.

3.1.2 Questionnaires

This study primarily uses data collected by self-completion postal questionnaires. The
principal advantage of this method is the ability to collect large amounts of data at minimal
cost (144). This is especially true when the sample population is widely dispersed
geographically. When the population to be studied is large and dispersed other methods of
social investigation, such as interviews, become impractical due to limited resources. Many
of the surveys used in this thesis were used to ascertain the opinions or responses from large

populations, which necessitated the use of postal questionnaires.
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The other advantages of questionnaires are,

a)

b)

d)

All respondents complete the questionnaire at approximately the same time. This
prevents any distortion of the results due to the passage of time, which can occur when
many people are interviewed by a small number of interviewers.

The questionnaire is impersonal. That is, there can be no observer bias, provided that the
questions are structured in as unbiased a way as possible and are unambiguous.

It is possible for the questionnaire to be filled at the recipient’s convenience (145). If the
recipient is busy, they have the opportunity to complete it when it is suitable for them.
All respondents have exactly the same questions, in the same order, using the same
words (145). This is unlikely to be the case in an interview where interviews can
anticipate questions and supply answers in advance of a set question. In addition, an
interview format can lead to the interviewee offering responses which they feel will
‘please’ the interviewer rather than the most honest or objective response.

Questions can be either open-ended or closed-ended. Open-ended questions leave space
for the recipient to write a reply, whereas closed questions require the respondent to
select one or more responses. It is possible to combine the two types of questions by
giving a series of responses but leaving space for comment if the respondent finds the
available responses inapproprate.

Questionnaires can be designed for recipients to fill in within a very short period of time.
The questions can be designed so that the recipient has only to circle or tick a response

and in some cases, is not required to give any qualitative information.

Closed questions can be designed to answer questions based on extent, strength or

conviction of an emotion or feeling. It can also be used to rank a list of variables in order of

importance or occurrence by the respondent. It is often more important to create closed

questions and divide people along an imaginary line rather than capture every nuance of

opinion. This facilitates the analysis of results, as the population of respondents can be

separated into distinct, heterogeneous groups. Open-ended questions allow respondents to

qualify their answers and give reasons for their views (145). However, although open-ended

questions are harder to analyse, they can be important when dealing with beliefs. Some

analysis is possible by content analysis, where the number of times a particular point is made

is counted.
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As a rule, closed questions are used when the alternative replies are known, limited in

number, and clear cut. Open-ended questions are particularly suitable for complex issues,

where the range of replies is not known. Open-ended questions inevitably use more space

and make the questionnaire less appealing to recipients. However, they can be useful in pilot

studies for collecting a full range of views or opinions.

Questionnaires suffer from a number of disadvantages. These are;

a)

b)

The danger of a poor response rate through the indiscriminate use of questionnaires. It is
important to explain to the recipient in a covering letter or on the questionnaire the nature
of the study and reasons it is considered important to the researcher. It is also useful to
describe the context in which the results of the study will be used and positive effects it
may have for either the researcher or recipient. Many questionnaires ascertain
information of a sensitive nature from the recipient and it is important to stress that the
confidentiality of respondent will be ensured and no individual respondent identified.
Poor response rates can drastically reduce the validity of results, as can a sample of
respondents that are not representative of their population. The validity of data must be
questioned when either only a few responses have been obtained, or when only a small
percentage of the sampled population have responded. For the results of a survey to be
useful, the numbers involved should be large and should represent a large proportion of
the total sample.

It is difficult to ask in-depth questions, as this risks an increase in non-response due to
complexity and a greater amount of time needed to complete the questionnaire. This can
lead to a lack of detailed information in the results.

There is always the possibility of people marking the wrong box accidentally. It seems
likely that this constitutes only a small source of error in a well laid out questionnaire.
Completing a questionnaire requires the recipient’s time without providing any
immediate benefit (145). The researcher can however, stress potential long term benefits
for the recipients as mentioned above. .

There is a need to translate shorter technical language into longer everyday speech,
which all recipients can understand. This reduces the number of questions that can be
asked, or increases the length of the questionnaire, with the attendant risk of a

discouraging response.
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g) There is a high degree of self-selection in response (146). That is, recipients who have
strong feelings about the subject of the questionnaire are more likely to respond than are
recipients who are indifferent to the subject. Consequently, a section of opinion, that is

those with strong feelings, may be represented in the results.

The greatest problem of surveys is undoubtedly that of non-response. This phenomenon
varies with the sample population, depending on factors such as the literacy of the
population and the level of interest in the subject around which the survey is based.
Response rates are also influenced by the design of the questionnaire, its appearance and the
text of the accompanying letter. The inclusion of a reply envelope is essential and sending a

second mailing to non-responders if possible will also serve to increase the response rate.

3.1.3 Interviews with key informants

The principle application of the interview format in social science is “its use for the purpose
of making people talk about themselves” (147). An important characteristic of this format is
that the interviewer relies on the good will of the respondent. The aim of a research
interview is to get truthful information from people on a subject about which they are under
no obligation to give. In a structured or semi-structured interview, all the questions are
decided precisely in advance, but there is no hard and fast line between a structured and
unstructured interview format. The optimum format may lie between these in which varying

degrees of control are exercised by and over the interviewer (145).

In this thesis, the semi-structured interview format was used to obtain information from pre-
registration tutors regarding nuances in training system in different branches of the
profession. The information obtained from the interviews was then used to design an
appropriate questionnaire for tutors from all branches to respond to. The interview format is
useful in obtaining first-hand information from a small number of individuals but is limited
in use in large group studies (148). It is extremely difficult to use this format for a whole
population of for example, pre-registration trainees or tutors, as the time and financial

restraints outweigh the benefits.
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3.2 Sampling the population
When the whole population that is of interest to the researcher is large, it may become

difficult to survey all the individuals in that population, due to limited resources. It is

sometimes necessary to choose a representative sample of the population.

In the project, several sampling methods were used;

a) Using all or most of the whole population to try and ensure that the responses will be
representative of the population. All or almost all of the whole population was used for
three of the surveys described in this thesis.

Chapter Four: Approximately 90% of all the recently graduated pharmacy students were

surveyed at the beginning of pre-registration training.

Chapter Five: Approximately 85% of the whole population of 1992-93 pre-registration

trainees were surveyed just after mid-way of the training year.

Chapter Eight: The whole population of pharmacists who registered to practice in 1993

were surveyed in 1996.

b) Selecting samples randomly, using a facility for generating random samples on
computer. This format was used for two of the surveys described in this thesis.

Chapter Six: Approximately 30% of the whole population of pharmacists who were newly-
registered in 1993 were surveyed a few months into practice. The random sample was
generated and provided by the RPSGB.

Chapter Seven: Approximately 55% of the whole population of pre-registration tutors in
the 1993-94 year were surveyed. The random sample was selected using a RANDGEN
program, written in the Basic computer language (149). This programme was designed by
Professor William Irwin of Aston University in Birmingham in 1993. In order to obtain a
random sample of any population, it is necessary to have available a complete list of all the

population concerned (145).

3.3 The mailed questionnaire
The surveys described in this thesis were all designed as self-completion postal

questionnaires. The advantages of this format have been discussed, particularly with regard
to the accessibility of this system for a wide ranging population. The questionnaires were
accompanied with a cover letter explaining the nature and purpose of the research project

and enlisting the respondent’s co-operation.
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The letters emphasised the importance of receiving the opinion or information from the
individual surveyed. It is important to convince the respondent that the study is worthwhile
and that their co-operation is important. There is universal feeling among researchers that
response rates would be damaged if respondents were required to supply their own envelope
and postage cost. A business-reply printed envelope may indicate a professional, prestigious
long-term organisation, which may enhance response rates (148). A reply-paid envelope was

included in all the postal questionnaires for the respondents to use.

It is important that the individual, particularly working in a pharmacy, does not receive the
questionnaire during for example, the Christmas period when the retail sector is extremely
busy. The questionnaires were posted with the aim of arriving during the later part of the
week. This would ensure the individual responded to it either at work or during the weekend
where there may be more free time. A previous study had shown a significantly better

response when questionnaires were received by respondents late in the week (150).

In 1981, Heberlein and Baumgartner concluded from a study of 13 surveys on the
effectiveness of a reminder for non-respondents. However, they were not clear whether
response was increased if a replacement questionnaire was included with a reminder letter
(151). In four of the surveys described in this thesis, a reminder letter with a replacement
questionnaire were posted to non-respondents. It was felt that pharmacists, particularly in the
community sector, tended to receive a deluge of mail daily and there was a higher tendency

to dispose much of it without replying.

3.4 Adequate response rate

There is some evidence to suggest that response rates of postal questionnaires are declining
probably due to saturation. Social research has increased in pharmacy with the concern that
pharmacists receive surveys on a regular basis from different researchers, thereby reducing
their motivation to respond. A professional researcher, Babbie, suggests that 50% is an
adequate response for analysis and reporting, 60% is good and a response rate of 70% or
more is very good. However, there is no statistical basis for this indication but a

demonstrated lack of response bias is far more important than a high response rate (152).
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3.5 Questionnaire structure

The design of a questionnaire including the structure of questions hugely influences the time
spent by a subject in completing a survey and response motivation. A careful balance has to
be drawn between open-ended questions in which response categories are not specified and
closed-ended questions in which the respondent selects one or more of the specific
categories provided by the researcher (148).

There are several advantages to using closed-ended questions;

a) the answers are standard, comparable between respondents and easier to analyse.
b) the respondent is often clearer about the meaning of the question.
c) they are usually easier to answer as a respondent has to merely choose a category

rather than formulating an original answer.

A major disadvantage of these type of questions is that it frustrates the respondents either
because the categories offered do not fulfil their response or no opportunity is provided for
them to quantify or clarify their response. Although open-ended questions allow freedom of

expression, they are extremely difficult to analyse and will be time-consuming to answer.

The questions used in the surveys in this thesis fall mainly into four categories of response;

L Nominal response offered by;

a) questions ascertaining factual profile information e.g. age, sex, ethnic origin, branch
of work etc. for which options were provided for respondents to choose.

b) open-ended questions ascertaining factual information where a specific answer is

expected e g. school of pharmacy attended.

A Ordinal response offered by;
a) closed-ended questions offering a range of responses of increasing or decreasing

strength for respondent to select one which corresponds most to attitude or feeling.

b) ranking a set of statements relating to one aspect in preferential order.
3. Interval response offered by;
a) questions where intervals between ranks are equal and it is sufficient to ascertain the

group in which the response falls rather than an exact figure e.g. number of hours

worked.
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4, Open-ended response offered by;
a) questions asking for written response to a specific area where it is expected a wide

variety of responses will be received e.g. training methods employed by tutors.

The placing of a middle response in closed-ended questions increases the number of
respondents who give a middle response by about 10 to 20 percent. It is found that most
respondents would answer a polar category if the middle category is not included (153). It is
therefore not an uncommon rationale to omit this middle category response to force a
definite opinion from the respondent. The survey in 1996, described in Chapter Eight, did
not include a central neutral opinion for ordinal responses. This response which may be
categorised as a ‘neutral’, ‘don't know’ or ‘unsure’ response was used in all the earlier

surveys.

3.6 Pilot work

Questionnaires must be composed and tried out to make certain that they are valid and ask

the questions for which information is needed. Piloting can help not only the wording of
questions but also the ordering of question sequences and the reduction of non-response
rates. It is essential to pilot every question, every question sequence, every inventory and
every scale in the study. The earliest stages of the pilot work are likely to be exploratory and
primarily concerned with the conceptualisation of the research problem (154). The latter
stages of pilot work include the use of a draft questionnaire to survey a small sample of the
subject group to be used. The pilot sample can be asked to respond to the questionnaire with
a view to commenting on questions not understood or difficult to understand. A pilot study
can however, involve surveying a sample of the study population without requesting for
assistance, the response rate and actual responses then used as a guide for improvement of
the draft. The respondents in the pilot studies should be as similar as possible to those in the
main study, that is they should be a judgement sample. There are however no set
recommendations as to the number or proportion of individuals from a study group to be

used for the pilot study (154).
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3.7 Data analysis
All data was analysed using the Statistical Package for Social Science (SPSS-PC) software

(155). Data was entered from the questions into electronic format using the SPSS Data Entry
program (SPSS/DE). Data Entry offers greater convenience in recording responses, as well

as powerful error checking features (156).

There are various methods used to present results in the thesis

3.7.1 Percentages

The computation of percentages is generally the most common form of presenting data
(148). The advantage of the SPSS-PC program is that it calculates both the percentage based
on the total number of respondents who answered a particular question and on the total

number of respondents to the questionnaire as a whole.

3.7.2 Bivariate presentation or Cross-tabulation

This presentation allows to questions to be placed together in a single table in such a manner
that their interrelations can be examined. In cross-tabulations, all combinations of all
categories of response are presented. This allows cross-comparison of results within a
questionnaire. For example, it is then possible to find out how many male respondents agree

to a statement compared to female respondents if it is necessary.

3.7.3 Trivariate tables

This format allows cross-comparison between three dichotomous variables or questions.
Using the example above, it then becomes possible to compare the difference between White
males and females and Asian males and females with their agreement to a statement in the

questionnaire.

3.7.4 Chi-square test

The most commonly used test of significance for independence for nominal and ordinal
variables. The chi-square test allows a test of significance which simply means that within a
statistical margin of error, a relationship exists between two variables. A null hypothesis is
set up based on a assumption or an expectation. For example, it should be expected that

people with high education also have high income.
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A chi-square test can be performed therefore to support or reject the hypothesis showing
education making a difference in predicting an individual’s income. The normal level of
significance used in social research is p=0.05, which effectively means that if the null

hypothesis is rejected, there is an error 5 times out of 100 (148).

3.7.5 Rank order analysis

Some questions require the respondents to rank a selection of factors related to an aspect of
the survey for example in a question offering a choice of changes which would improve a
work environment. In this situation, normally rank 1 would represent the factor that would
indicate highest preference or most improvement. As the ranking continues e.g. 2, 3, 4, 5 etc.
for a factor, the preference or importance of that factor decreases.

The overall rank order for each factor has been adopted from a similar method used to
analyse job satisfaction dimensions of Australian community pharmacists (157).

Example: Respondents are given six factors A, B, C, D, E, F that apply to them choosing a
particular country for a holiday. The respondents are asked to rank each factor so that Rank 1
means this factor is the most important reason for choosing the country of holiday down to

Rank 6 which is the factor of least importance for choosing that country.

A total of 52 respondents rank factor A from 1 to 6. The numbers selecting each rank for this
factor of change A are;

Rank 1= 6 respondents Rank 2= 12 respondents Rank 3=14 respondent

Rank 4= 8 respondents Rank 5= 3 respondents Rank 6 (last)= 9 respondents

Calculation for Overall Rank order for Factor A

Multiple each rank with number of respondents selecting it, add the totals all up for that
factor and divide by the total number of respondents to that factor.
(6x1)+(12x2)(+14x3)+(8x4)+(3x5)+(9x6)= 173 divided by 52= 3.327

The overall rank order for Factor A is 3.3, which implies that it not a factor regarded as most
important by respondents in choosing the country of holiday. Factor A has some importance,

as it’s overall rank order is half-way between 1 and 6.

The lower the rank order, the higher the overall preference or the higher its importance in
introducing change. The reason for this inverse relation is that selection of lower ranking

numbers e.g. 1, 2 indicates the factor is of highest preference or importance.

98



CHAPTER 4

Survey of pre-registration trainee graduates who had just completed undergraduate

pharmacy education in 1992

This chapter describes the results of a self-completion postal survey conducted in 1992
distributed to the whole population of newly qualified pre-registration trainees who had
registered with the RPSGB by August 1992.

The results of this survey and discussion focus on four main aspects;

e determining the reasons pharmacy is chosen as a future career.

e assessing the usefulness and content of current and proposed future topics in the

pharmacy undergraduate curriculum.
e investigating factors of importance in the selection of a pre-registration training
location.

e obtaining early perceptions of the training year just commenced.
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4.1 AIMS AND OBJECTIVES

4.1.1 Aim of survey

The cohort involved in this study were those graduates who had registered to undertake their

pre-registration training from August 1992 to the summer of 1993. The survey was sent to

the cohort in August 1992, a few weeks after commencing pre-registration training. These
were a unique group of people as they were the first to sit the registration examination in July

1993. The survey was designed to obtain information from this group on three major issues.

There were therefore three major aims of the survey,

1. To assess the factors that had influenced the decision of these graduates to choose to
study pharmacy.

2. To explore the perceptions of these recent graduates towards pharmacy course content
and design in 1992.

3. The final aim of the survey was to investigate the factors that had motivated this study
group to select their particular pre-registration training location and ascertain early
perceptions of the training year.

The development of an agreed syllabus which adequately reflects the scientific and vocational
aspirations and demands of pharmacists requires a multidisciplinary approach. Ideally, input
from all branches of the profession (RPSGB, academics, industrial, hospital and community
pharmacists, employers in industry, pre-registration tutors) and Government (Department of
Health) is required. In addition, to provide an overall picture of the role and development of
pharmacy education, the opinions and requirements of recent graduates must be considered.
There have previously been a few small-scale surveys of students and graduates from
individual schools on matters relating to pharmacy education, but no attempt has been made
to ascertain opinions of new graduates on a UK-wide basis. Similarly, there is no documented
evidence of opinions sought on a nation-wide basis linking education to pre-registration
training. Recently qualified graduates, who had just commenced their pre-registration
training, were considered to be the most suitable study group for this survey. This was
because they had the most recent experience of the complete undergraduate course.

This aspect of the survey included gathering data on the perceived usefulness and content of

pharmacy undergraduate subjects in the three-year course, evaluate suitable new topics and

useful learning methods. There was also likelihood at the time that the course would be
extended to four years in the future, and any important findings in this survey, would

therefore provide useful evidence for consideration in an extended course.
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4.1.2 Objectives

e To obtain a profile of trainees which included;
a) the branch of their pre-registration training.
b) the branch of pharmacy they were most interested in working in the future when
they chose to study pharmacy.
c) gender.
d) the school of pharmacy attended.
e) ethnic group.
e To determine the influence a group of pre-determined factors had on influencing the
trainees to choose to study pharmacy
e To determine the usefulness of topics in the undergraduate course based on knowledge
required to practice effectively
e To ascertain opinion on changes required in time allocation of topics in the course.
e To evaluate suitable new topics for inclusion in a course.
e To determine level of agreement on pre-determined statements regarding the
undergraduate course.
e To identify the factors that had influenced the selection of branch and venue of pre-
registration training.
e To ascertain opinion on a range of statements regarding the role of pre-registration

training.

4.2 METHODOLOGY

4.2.1 Survey population

The survey population was all graduates entering pre-registration training in England, Wales
and Scotland in 1992. The address list supplied by the RPSGB comprised of all those pre-
registration trainees who had registered by a week before the date training had to commence
as directed by the RPSGB. It was later found that the list included trainees from every school
of pharmacy in the UK except Bradford. Students from this institution were not included in
the address list because of their integrated four-year sandwich degree programme. It was also
found that only those graduates from Queens University, Northern Ireland who were

undertaking their pre-registration training in England, Scotland or Wales, were included in the

address list.

101



4.2.2 Pilot study
Initially, a pilot questionnaire was sent to a sample of 30 graduates from the database supplied

which included a representative from every school of pharmacy. The sample was selected at
random. It was possible to do this as each address included a registration number, part of
which corresponded to the school of pharmacy. The pilot sample were asked to comment on
the questions and layout. They were also asked to highlight questions which they had
difficulty in understanding. The main concern was the questions ascertaining usefulness and
time allocation of individual undergraduate curriculum topics. All the topics had been listed
after careful analysis of the undergraduate syllabus of every school of pharmacy. It was
important that the survey group were aware of each topic listed and that it had been taught on
their course, even if under a different title. For example, clinical pharmacy has different titles
at some schools. The pilot questionnaire therefore asked the trainees to confirm whether they
understood the topic “clinical pharmacy’ and its teaching content. The pilot questionnaire also
asked the sample to add any topics on the list they felt had been taught at their school but not

included in the pilot.

There were a total of 20 responses which proved to be extremely useful in re-designing the
questionnaire both in terms of structure and length. It was also extremely beneficial that a
response was received from a graduate of every school except Belfast and Bradford. The
author believes that this strongly contributed towards the high response rate achieved. The
main revision of the questionnaire resulting was to include a wider range of topics in

‘Pharmaceutical Chemistry’.

4.2.3 The survey

Following the pilot study, questionnaires were sent to the remaining nine-hundred and fifty-
two (952) pharmacy pre-registration graduates towards the end of August 1992 at the
address of their pre-registration training with a covering letter and a reply-paid envelope. A
total number of 1,159 pharmacy students graduated in the UK in 1992 (26). Of these, 952
individuals representing 82%, were used for the survey. The questionnaires were treated in
strict confidence and the only identification of individuals was to enable a follow up non-

respondents. A follow up reminder for 450 non-respondents was sent a month later.
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4.2.4 Questionnaire structure

The majority of the questions were closed questions requiring the respondent to select one or
more responses from a menu style checklist. Closed questions were felt to be most
appropriate due to the ease with which they can be answered. One of the questions required
respondents to rank items in order of preference. The number of ranking questions was kept
to a minimum as the completion of such questions is known to be more cumbersome (158).
The remaining questions were a combination of those requiring the respondents to circle one
or more numbers corresponding to an appropriate response and those designed with a Likert
scale whereby respondents were asked to for example, agree or disagree with a statement
along a five-point scale (i.e. strongly agree, agree, indifferent, disagree, strongly disagree).
Two of the closed questions also contained a supplementary open questions asking for further
comment. Open questions were not widely used as, although these are capable of eliciting a
wide variety of responses and provide more in-depth data, they are difficult to analyse and are
often ignored by respondents (158). A copy of the questionnaire used in this survey is in
Appendix 1.

4.2.5 Analysis of results
The total usable 695 responses, were entered into a SPSS Data Entry Il programme and then

analysed using the SPSS/PC programme. This program has been described further on p.97 of
the methods chapter. The statistical test employed was the chi-squared test which has been
described on p97-98. All results stated as significant are at a level of p<0.05 unless a highly
significant value of p<0.005 is stated next to it.

4.3 RESULTS

4.3.1 Response rate
Five hundred and two (502) pre-registration trainees responded to the first questionnaire and

a follow up of the non-respondents a month later resulted in a further one hundred and ninety
five (195) responses Of these, 2 responses were unusable, which allowed a total of 695
responses to be analysed. This represented a total response of 73% (n=695) of the 952

questionnaires sent.
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4.3.2 Branch of pre-registration training

Q1.  ‘Where are you working your pre-registration year?:’

The results in Table 4.1 show the number and percentage of respondents and the branch of
pharmacy in which they undertook their pre-registration training.

Table 4.1: The number and percentage of respondents and branch of pre-registration

training (n=695)

Branch of pre-registration training Number (n=695) % of respondents
Community pharmacy 384 55.3
Hospital pharmacy 262 31.7
Hospital and Industry (6 month split) 41 59
Community and Industry (6 month split) 6 09
Community and Hospital (6 month split) 1 0.1
Other 1 0.1

The percentages of respondents training in a full year in community and hospital pharmacy
matches the proportion of all pre-registration trainees in the 1992-93 training year in these
two branches; 59% community and 38% hospital (159). The ‘other’ section represents
respondents who spent either a 6-month period in a school of pharmacy or with the National

Pharmaceutical Association (NPA).

4.3.3 School of pharmacy of respondents

Q2.  ‘Which school of pharmacy did you attend?’

The percentage and numbers of respondents from each school of pharmacy for the study is
shown in Figure 4.1. The percentage of respondents for each school is calculated from the
total number of pharmacy students that year in the address list. The total number of students
for each school was obtained from a numbered code specific to each school which had been
printed for each student on the address labels supplied by the RPSGB. The numbers at the
end of each histogram bar in Figure 4.1 represent the actual numbers of respondents.
There were only six trainees from Queen’s Belfast training in England, Scotland and Wales
and all responded, but have not been included in Figure 4.1. There were no respondents from

Bradford University as explained in the methodology.
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4.3.3.1 Representation of respondents from each school

A comparison of the total number of trainees from each school of pharmacy who had
completed undergraduate pharmacy study in 1992 with the number of respondents to the
questionnaire from each of those schools will help determine if all the schools are well
represented. The representation can be further examined by comparison of numbers based on
the branch of pre-registration training.

The results in Table 4.2 shows;

a) First row

The total numbers of trainees from each school of pharmacy who completed pharmacy study
in 1992 and the branch of pharmacy in which they were undertaking their pre-registration
training. This was determined by analysing the whole address list used to send the
questionnaire, which during the pre-registration training, is that of the work place. The
address therefore included the name of the institution of training. A code number on each
trainee’s address label related to the school of pharmacy attended. It was not possible to
identify the exact nature of any split training schemes, other than placing them in the branch
of current training. If there was any ambiguity in an address, the individual was placed in the

‘other’ section.

b) Second row

This represents the numbers of respondents to the survey from each school of pharmacy and
the branch of pharmacy they were undertaking their training in. This was obtained by
crosstabulation of the two variables in the questionnaire,

The results in Table 4.2 are shown graphically in Figure 4.2 and Figure 4.3 for the number of
respondents to the survey and total number of trainees on the address list undertaking their

training in community and hospital pharmacy respectively.

Table 4.2 and Figure 4.2 and 4.3 shows that there were respondents from all schools of
pharmacy (except Belfast and Bradford) in the two major branches of pre-registration
training. In addition, there was a response rate of between 60 to 86% from each of the
schools of pharmacy. The mean response rate was 74%. It is therefore fair to say that this

study will have the views of a majority of trainees representing all but two schools.
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Table 4.2: Total numbers of students and number of respondents in each school of
pharmacy based on branch of pre-registration training

[ Key: First row - Total number (T) Second row - Number of respondents (R) I
School of Pharmacy Community Hospital Other

Aston University, T 41 12 2
Birmingham

R 33 10 1
Bath University, )i 25 31 3
Bath

R 18 21 5
Brighton University, 7 3 42 28 2
Brighton

R 22 28
De Montfort University, i & 41 23 1
Leicester

T 25 19 3
John Moores University, T 32 10 1
Liverpool

R 24 8 0
King’s College, T 39 17 3
London

R 24 14 3
School of Pharmacy, T 56 40 0
London

R 36 20 2
University of Manchester, T 40 28 4
Manchester

R 30 19 8
Nottingham University, T 20 4] 3
Nottingham

R 13 29 7
Portsmouth University, T 36 22 0
Portsmouth

R 28 16 1
Robert Gordon’s University T 47 17 4
Aberdeen

R 40 14 2
Strathclyde University, T 43 35 7
Glasgow

R 24 23 9
Sunderland University, T 65 20 2
Sunderland

R 44 14 3
University of Wales, T 26 34 0
Cardiff

R 17 27 2

107



Keurreyd jo jooydg

puejropung

aQ
i

£
=

apAjorpens

u2apIqY
INOWIsUO
weysumoN

syuapuodsal Jo JaquinN

I)SAYPUEBIA]
uopuo ‘d0Ss
UOpuo| ‘sfury
joodaAl
191501
uowfug

Jaquinu [Bjo ]

peg

ﬂ
i

— \
—————
———

£6-2661 Ut Adeurreyd Ayunwiuiod ur Jurure.l) uoyeA)SI3AL
21d Sunjeisapun (Jsejjag pue paojpeag 1dadxa) Areurieyd jo [00Yds I WOy SIquINU Judpuodsas pue [830 ],

uojsy

-0¢

-0y

-0S

-09

\\[ 0L

7'y 2an3iy

Rqumy

108



syuapuodsal Jo Jaquuny

pqQuINu [BI0] 4

(!
)

m._
R

puepispung
apApYpEnS
Ua3pIaqy

[Inowsog

WeysurgoN

J9]1satPue|y

Adeurreyd jo jooydg

uopuo ‘d0os

uopuory ‘sSury

joodiaar

£6-7661 ut Avuireyd eudsoy ur Jururea) uoneaysidal

131530197

uoysSug

peg

uoISy

.O~

-Gl

-0C

~5C

-0€

- S¢E

-0b

-5t

21d 3unfejiapun (piojperg pue jsejpg 1daoxd) Advurreyd jo [00yds YIBI WO JSAqUINU [810) puk juapuodsay :¢'p 2andiyg

Z 3 ELo o n

109



4.3.4 Branch of pharmacy of initial interest
Q3.  ‘When you decided to study pharmacy, in which branch of the profession were you

most interested in working?’
Table 4.3 shows the number and percentage of respondents based on the branch of pharmacy
they were most interested in future work at the time of choosing to study pharmacy.

Table 4.3: The number and percentage of respondents and the branch of pharmacy
of most interest for working in the future when choosing to study pharmacy

(n=692)

Branch of pharmacy Number (n=692) % of respondents
Community pharmacy 381 55
Hospital 190 28
Industry 67 10
Research 32 5
Other 22 2

A crosstabulation of branch of training and branch of interest between respondents in Table
4.1 and Table 4.3 shows that 74% of the respondents who were interested in working in
community pharmacy before they started studying pharmacy undertook a full year of pre-
registration training in this branch. Similarly, 68% of respondents initially interested in
hospital pharmacy undertook a full year of training in this branch. However, of those
respondents initially interested in working in industry, 40% and 28% undertook a full year of
pre-registration training in the community and hospital sector respectively. Only 31% of
respondents who were initially interested in industry at the time they chose to study pharmacy

pursued a split training which included 6 months in industry.

SUMMARY POINT -1

The response from the survey for branch of pre-registration training was similar to the total
proportions of all trainees in the 1992-3 year. The majority of respondents showing an
interest in a branch of future work at the time of deciding pharmacy study eventually

entered pre-registration training in that branch.

4.3.5 Gender of respondents
Q17. Areyou Male or Female?

The results in Table 4.4 show the number and proportion of male and female respondents in

the study.
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Table 4.4: The number and percentage of male and female respondents (n=695).
Sex Percentage of respondents (n=695)
Male 36% (n=248)
Female 64% (n=447)

The respondent gender proportion was similar to that of the whole study population i.e. all
those sent a questionnaire, represented by 39% male and 61% female. This was determined
by counting all the males and females from the address labels used for the survey.

4.3.6 Ethnic origin of respondents

Q16. How would you describe your ethnic origin?
The percentage and numbers of male, female and overall representation of different ethnic
respondents for the study is shown in Table 4.5.

Table 4.5: The percentage and number of male, female and total respondents from
each ethnic background.

Ethnic background Male Female Total
White 32% 68% 70.5%
n=156 n=333 n=489
Indian 43% 57% 15%
n=46 n=60 n=106
Chinese 45% 55% 5.5%
n=17 n=21 n=38
Pakistani 50% 50% 4%
n=15 n=15 n=30
Black African 40% 60% 1.5%
n=4 n=6 n=10
Bangladeshi 40% 60% 1%
n=2 n=3 n=5
Black Caribbean 50% 50% 0.5%
n=1 n=1 n=2
Other 46% 54% 2%
n=6 n=7 n=15

Most of the ethnic groups clearly show a predominance of females studying pharmacy. These

findings will be further analysed in the discussion.
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4.3.7 Factors influencing decision to study pharmacy
Q4.  ‘Please state how important the following factors were in your decision to study
pharmacy’.

The question listed seven factors which the author considered might influence people to study
pharmacy. One of the factors was based on the fact that A-level or Higher level Chemistry is a
compulsory requirement for pharmacy study and many schools require a minimum B-grade
achievement in this subject. Three of the factors included well-known aspects of the nature of
work of a pharmacist. Two factors were based on the role family or school career
sessions/advisers have in influencing a student to select pharmacy. The final factor is based on
students entering pharmacy study as they have been unable to enter another medical-based
course. Table 4.6 shows the percentage of respondents and level of importance response

selected.

Table 4.6: Level of importance attached by respondents to factors influencing the
decision to study pharmacy.

% of respondents
Of little or no | Importance | Of some or great
Factors Importance unknown importance
Desire to provide health care by being
an expert on drugs and their use 9 10 81
Liked or good at chemistry in school 19 9 72
Desire to become an adviser to the
public about health matters 16 17 67
Desire to be a professional and own a
business 36 22 42
Influenced by family or friends 47 13 40
Influenced by careers day, careers
officer or teacher 12 11 17
Unable to get into another medical-
based profession 86 5 9

There is a highly significant difference (p<0.005) between the number of respondents who
found the factor ‘desire to be involved in the provision of health care as an expert on drug
knowledge and use’ of some or great importance in influencing pharmacy study and the
number who considered it little or not important. The interest or ability in Chemistry at school
and the desire to advise the public on health issues were also regarded as important influences

by a clear majority of respondents.
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SUMMARY POINT - 2

The percentages of female respondents are higher for all ethnic backgrounds except
Pakistani and Black-Caribbean respondents which were equal to the male proportions. A
fundamental role of a pharmacist is to provide health care as an expert in drug knowledge
and drug use. This role was seen to be the most important factor in influencing the

decision of the respondents to study pharmacy.

The following sections (Question 5 and 6) ascertain opinion on usefulness and time allocation
of the majority of topics in the three-year pharmacy course. These topics were selected by
detailed analysis of the 1992 syllabi of all schools of pharmacy (21), and through validation in
the pilot study. The major subject areas and their average contribution to the course have
been discussed in Chapter One. The results from all schools of pharmacy have been combined
for opinion on topic usefulness and content as there was little difference in opinion between

schools of pharmacy. This minimal difference between schools is shown and discussed later.
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4.3.8 Usefulness of topics taught in the pharmacy undergraduate syllabus

Q5.  ‘Please state how useful you think the topics listed will be with respect to providing
you with the knowledge necessary to work effectively during your pre-registration
year’.

The results in Table 4.7 show the respondents’ opinions on usefulness of taught topics for

fulfilling knowledge requirements to work effectively.

Table 4.7: Respondents’ opinions on level of usefulness of taught topics in order to fulfil
educational requirements to work effectively.

Percentage of respondents
Topics Of some or great use | Of little or no use
PHARMACY PRACTICE
Clinical pharmacy 98 0.7
Law and Ethics 96 1
Dispensing practicals 96 2
Responding to symptoms 94 3
Communication studies 87 6
Social and behavioural studies 65 15
PHARMACEUTICS
Bioavailability 87 6
Drug delivery 85 7
Pharmacokinetics 84 8
Formulation 83 8
Quality assurance 66 20
PHARMACOLOGY
Pharmacology 98 0.1
Physiology 97 1
PHARMACEUTICAL CHEMISTRY
Biochemistry 68 18
Analytical chemistry 48 38
Organic chemistry 38 49
Stereochemistry 25 61
Inorganic chemistry 20 58
MICROBIOLOGY
Chemotherapy 81 10
Immunology 69 16
Pharmaceutical microbiology 65 18
Aseptics 63 26
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4.3.9 Extent of teaching of topics in the pharmacy undergraduate syllabus

Q6.  ‘Please state whether the total number of hours taught for each of these subjects
should be more or less than at present.’

The results in Table 4.8 show the response highlighting the extent to which allocation of

teaching time of the same topics should be altered. |

Table 4.8: Percentage of respondents highlighting the extent to which the allocation of
teaching time should be altered for the topics.

Percentage of respondents
Topics A little or a lot less | Just right | A little or a lot
more
PHARMACY PRACTICE

Responding to symptoms 2 22 76
Clinical pharmacy 2 29 69
Communication studies 9 34 57
Dispensing practicals 4 52 44
Social and behavioural studies 19 37 44
Law and Ethics 7 65 28

PHARMACEUTICS
Drug delivery 7 62 31
Bioavailability 6 65 29
Pharmacokinetics 11 61 28
Formulation 15 67 18
Quality assurance 26 58 16

PHARMACOLOGY
Pharmacology Z 58 40
Physiology 4 58 38

PHARMACEUTICAL
CHEMISTRY

Biochemistry 20 56 24
Analytical chemistry 37 54 9
Organic chemistry 55 41 4
Inorganic chemistry 50 46 4
Stereochemistry 50 47 3

MICROBIOLOGY
Chemotherapy 8 47 45
Immunology 14 55 31
Aseptics 19 58 23
Pharmaceutical microbiology 21 65 14
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(a) Pharmacy Practice

A significant difference is observed between the number of respondents who found all the
topics within this subject area to be of some or great use and the number who found them to
be of little or no use. A significant difference is also observed between number of respondents
who wanted an increase in time allocation for the topics ‘Responding to Symptoms’ and
‘Clinical Pharmacy’ and the number who felt it was sufficient or should be reduced. A
majority of respondents also chose ‘Communication studies’ and “‘Social and behavioural
studies’ as requiring greater allocation of teaching time. Of all the topics, these four were the

only ones considered as requiring an increased allocation of teaching time.

A further analysis shows that 71% of all respondents selected clinical pharmacy as being of
some or great use and its time allocation to be increased. A majority of respondents felt the

time allocation of ‘Dispensing Practicals’ (52%) and ‘Law and Ethics’ (65%) was sufficient.

(b)  Pharmaceutics
A majority of respondents indicated that all the topics within this subject area were useful for
their practice requirements. However, time allocated for all the topics within Pharmaceutics

was considered to be sufficient by a majority of respondents.

(c) Pharmacology
There is highly significant difference (p<0.005) between the number of respondents who
considered these topics to be useful compared to those who did not. The allocation of

teaching time was considered sufficient by a majority of respondents.

(d)  Pharmaceutical Chemistry

Only in the topics of ‘Biochemistry’ and ‘Analytical Chemistry’ were there a majority who
considered these subjects useful. The time allocated to these two topics was considered
sufficient by a majority. The other three topics, ‘Organic Chemistry’, ‘Inorganic Chemistry’
and ‘Stereochemustry’ were selected by a majority of respondents as being of little or no use
and requiring a reduction in the allocation of teaching time. Of all the topics, these three were

the only ones that attracted this response.
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(e)  Microbiology
The responses were very similar to those for Pharmaceutics. All the topics in this area were

considered by a majority of respondents to be useful and the allocation of time was sufficient.

SUMMARY POINT -3

In general the majority of topics taught in the three-year course were perceived to be useful
and a relevant knowledge base for practice. However, three topics within Pharmaceutical
Chemistry were not considered useful. Four topics, all in the area of Pharmacy Practice,

were considered as requiring an increased allocation of teaching time.

4.3.10 Concept of specialisation in the course

The results on topic usefulness and allocation of time have been further analysed by
comparing this data with the branch of training of respondents. The comparison was made of
respondents undertaking a full year of training in community and hospital pharmacy as they
represent the two largest groups. A comparison of this nature could provide evidence of
specific topics seen to be much more useful or requiring increased allocation of teaching time
in one branch and not the other. Any topics showing a strong difference can then be
considered for teaching as a specialisation option in the final year. If however, there is little or
no difference in opinion between branches, than it can be assumed that they have a universal
appeal irrespective of branch of work and should remain in the core course. The comparison
between the two branches for usefulness and teaching time allocation is shown in Figure 4.4

and Figure 4.5 and will be discussed later.
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4.3.11 Introduction of new topics in the pharmacy course
Q7.  ‘The following subjects are taught in various schools across the world and maybe

to some extent in the UK. Please state how useful you feel their inclusion in the

undergraduate course would be’.
In 1986, the Nuffield Report stated that topics which would improve the pharmacists’
capacity to perform their advisory role in the community and their clinical role in hospitals
should be taught in the undergraduate course. It further stated that the behavioural sciences
should be included within this area and as a specialist option, a study of management science
(16). The course had not been officially extended at the time of this study and this question
ascertained the value of inclusion of newer topics in the three-year course. Topics in the area
of clinical pharmacy and the social and behavioural studies which have a strong foundation in
various schools of pharmacy in other parts the world, particularly the USA and Scandinavian
countries were selected (30, 39, 160). Table 4.9 shows the percentage of respondents who
undertook their training in community and hospital pharmacy who found the inclusion of this
selection of topics as being useful in a three-year UK course.

Table 4.9: Percentage of community and hospital respondents who value the inclusion
of topics in the course taught in schools outside the UK.

Topics Community | Hospital
Drug abuse and addiction, social and clinical aspects. 97 97
Study of providing home health care for homebound
patients e.g. parenteral therapy, monitoring compliance, 80 87
mobility aids and advice
Study of food and dietary habits. 85 79
Clinical pharmacy by integration in a hospital environment. 71 90
Information technology and computer literacy relevant to
computer use in pharmacy 79 75
Environmental issues concerning health. 81 73
Management and organisation of business and employees. 83 64
Study of ethnicity and ethnic diseases. 61 64
Study the management and understanding of social
problems in the community 57 56

A majority of respondents within each branch of training indicated the inclusion of all the
topics listed as useful. Since this study was conducted, the four-year extended course was

implemented and these will be discussed with regard to their value in an extended course.
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For each branch, there was a significant difference between the number of respondents who
found inclusion of each topic useful compared to the number who did not except;

a) hospital respondents to ‘management and organisation of business and employees’.

b) respondents from both branches to “study of ethnicity and ethnic diseases’.

c) respondents from both branches to ‘study the management and understanding of

social problems in the community’.

The results showed strong similarity between the two branches in opinion on usefulness for
most topics. The topics where there was a difference can be regarded as those where trainees
from one branch would receive greater benefit if that topic was taught. For example, 83% of
community compared to 64% of hospital-based respondents felt the teaching of managerial

and organisational skills in business and personnel affairs would be a useful inclusion.

SUMMARY POINT - 4

The topics related to the clinical, technological and extended role of a pharmacist are valued
as useful for inclusion in a course by trainees from both community and hospital pharmacy.
The value of inclusion of a socially-oriented topic attracted the lowest response. The new

four-year course provides an opportunity to include some of these topics in the syllabus.

4.3.12 Learning methods
QI11. ‘The following is a list of learning methods used in various undergraduate

courses. Which of these methods were used in your course and if so, how useful
did you find them in improving your ability to learn and understand syllabus
topics.’
This was a two-part question where respondents had to first state whether a learning method
had been used, and if so, then indicate the level of usefulness of the method in assimilating the
topic taught. Table 4.10 shows the percentage of respondents and level of usefulness of each
learning method based on the respondents who indicated that they had used that method. All
the methods of learning had been used by all respondents except computer-aided learning. A

total of 30% of respondents stated that they had not used this method.

121



Table 4.10: Respondents’ opinions on level of usefulness of various learning methods
used in pharmacy education at each school.

% of respondents
Learning method Of no or little use | Of some use Very useful
Problem solving e.g. case studies 2 15 80
Lectures 1 27 66
Tutorials or seminars 5 29 62
Student presentations 11 40 41
Practicals 7 46 39
Computer-aided learning 38 40 16

(The responses for the ‘not sure’ option have been omitted.)

The use of problem-solving methods of learning was selected by the largest number of
respondents as being very useful. The merits of problem-based learning in vocational courses
have been discussed in Chapter One and will be considered further later in this chapter. There
is a significant difference between the number of respondents who found this format very
useful and those who found it of some, little or no use. A greater percentage of respondents

found the lecture format as a more useful learning method than they did seminars or tutorials.

SUMMARY POINT -5
Almost a third of all respondents had not been exposed to computer-aided learning at their
school of pharmacy. The use of problem-solving methods of learning were clearly found

most useful in assimilating course topics.

4.3.13 Level of agreement to pre-determined statements on the undergraduate course

Q12. ‘To what extent do you agree or disagree with these statements that refer to the
undergraduate course and pharmaceutical education.’

The statements selected were derived from literature relating to pharmacy education. These
include the views put forward by pharmacists to the Nuffield Committee of Inquiry and the
accreditation guidelines set by the RPSGB for the undergraduate course, two areas discussed
in Chapter One. The Nuffield Report stated that proposals had been received for an increase
in the vocational content of the course. Criticism had been made that the course did not equip
students to become practising pharmacists and were without the ability to communicate with
patients and fellow health professionals. It was proposed to the Committee that the course
needed to increase the content of clinical pharmacy and topics related to the actual practice of

pharmacy (16).
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The 1992-93 RPSGB course accreditation guidelines emphasised that the Council were
concerned with the breadth of course content in a pharmacy degree. The guidelines stated
that it was essential that the student acquires a sufficient understanding and comprehensive
knowledge and expertise in all aspects of the preparation, distribution, action and uses of
drugs and medicines, both human and veterinary (19).

This implies that the course should provide sufficient knowledge to create an awareness of
the role of the pharmacist in all branches of the profession. Two of the Council’s practice-
based objectives for achievement within the curriculum in the 1992 accreditation guidelines
were (19),

a) have a basic understanding of medicines’ formulation for which this would be

regarded as the normal means of provision.
b) have sufficient academic knowledge to underpin a role in advising patients and other

health care professionals about medicines and their usage.

Table 4.11 shows the statements derived from these sources and level of agreement response.

Table 4.11; The percentage of respondents who agree or disagree with statements

relating to the undergraduate pharmacy course.
Percentage of respondents
Disagree or Agree or
Statements strongly disagree | strongly agree
The undergraduate syllabus in general bears little
relevance to the knowledge I require in practice. 57 30
The undergraduate course has enabled me to
develop my communicative skills. 28 54
The undergraduate course does not teach about
social issues relevant to pharmacy. 29 46
The undergraduate course has developed my
awareness of the pharmacist's role in the three main 28 61
branches of the profession.
At the completion of the undergraduate course I do
not feel confident enough to recommend appropriate 28 62
use of medication to achieve optimal therapeutic
outcomes.
More emphasis should be placed on teaching clinical
and practice subjects. 5 88
I am confident I have working knowledge of drug
formulation with respect to methods of delivery to 15 68
the body.
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Based on branch of training, 57% community, 57% hospital and 61% of split-scheme
respondents disagreed that the pharmacy syllabus in general bore little relevance to

knowledge required in practice.

Just over half the respondents (54%) agreed that the undergraduate course had developed
their communication skills but 46% of respondents agreed that the course did not teach social
issues relevant to pharmacy. The teaching of social and behavioural studies was one of the

few topics requiring an increased allocation in teaching time as shown on p.115.

A further analysis shows that 59% of community and 66% of hospital-based trainees did not
feel confident enough to recommend appropriate medication for optimum therapeutic
outcomes after completing the undergraduate course. However, 72% of community and 61%
of hospital-based trainees agreed they were confident in having working knowledge of drug
formulation with respect to methods of drug delivery to the body.

There is a highly significant difference (p<0.005) between the number of respondents who
agreed/strongly agreed with the statement ‘more emphasis should be placed on teaching
clinical and practice subjects’ compared to the number who disagreed/ strongly disagreed. Of
all the respondents, 50% strongly agreed to this statement. The agreement to this statement
was irrespective of the branch of pre-registration training; 88% of community, 88% of

hospital and 83% of split-scheme respondents agreed/ strongly agreed with this statement.
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4.3.14 Teaching of topics classified as ‘must know’ in the pre-registration examination

syllabus in the undergraduate course.

Q13. ‘Which of these subjects below, listed under the ‘must know’ category in the pre-
registration examination syllabus were taught in your degree course?’

The survey participants were the first group to formally sit the pre-registration examination at
the end of their training in the summer of 1993. As discussed in Chapter Two, the RPSGB
pre-registration training manual contained a detailed syllabus of subject areas relevant to the
examination in 1992.

The subjects were placed in three categories, ‘must know’, ‘should know’ and ‘could know’
which reflected the priority of weighting of marks in the examination (103). The acquisition
of knowledge of ‘must know’ topics was considered essential for success in the pre-
registration examination. Some of the subjects or subject areas classed as "must know" were
listed in the question and the respondent asked the extent to which they had been taught them

in the undergraduate course.

The results are shown in Table 4.12 on the next page. Any option attracting less than 5% of

respondents has been excluded for simplicity of analysis.

4.3.14.1 Topics representing a negative response

The subjects that attracted considerable response of ‘not taught’ or ‘not sure if taught’ can be
classed as following ;
a) Legal and structural topics relevant to a work environment;

- Consumer Act

- Data Protection Act

- Health and Safety Act

- The National Health Service

4.3.14.2 Topics representing a positive response
The majority response for all the other ‘must know’ topics was that they had been taught and

there was confidence that knowledge could be applied in practice. There were a few topics
where respondents did not feel sure of their ability to apply the taught knowledge in practice
yet. As this survey was conducted in the early stage of pre-registration training, respondents

at this stage may still have been uncertain of their ability.
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4.3.15 Factors influencing choice of pre-registration training branch or venue

Q14. ‘Which of the following factors were relevant to you when you were choosing your

pre-registration training? Please rank the factors you have chosen in order of
importance with 1 being the most important down to the least important.’
The question asked respondents to rank in order of importance pre-determined factors as an
influence upon the choice of pre-registration training. Table 4.13 shows each factor and the
percentage of respondents who selected it as first, second, third and fourth in order of
importance in choosing their pre-registration training location. The percentages for each

factor are based on the total number (n) who chose and ranked that factor.

Table 4.13: Percentage of respondents selecting each factor as first, second, third and
fourth in order of importance in influencing choice of training.

Factors n | 1* 2|37 4"
Branch of pharmacy I want to work in after training 531 | 43 | 19|24 | 10
Training offered was very good 595 | 38 {37 |17 ] 5
Unable to get into first choice of training 148 | 30 | 17 | 16 | 7
Offered best opportunity to apply knowledge into practice 450 | 23 |1 29 | 24 | 16
Qualify as pharmacist before doing something else 182 | 19 | 10 | 15 | 21
Only prospect available 118 { 19 | 13 | 11 | 11
To be near family/friends/partner 324 | 13 | 15| 18 | 22
Good career prospects with same employer afterwards 356 V12 |22 | 31 | 22
Familiar with employer due to previous work with them 233 | 6 | 13 | 18 | 24
Recruitment opportunity by employer at school 169 | 4 | 8 | 8 | 22

The factor ‘Training offered was very good’ was selected by the largest number of
respondents (n=595) as being a relevant factor in choosing a training location. The factor
‘Branch of pharmacy I want to work in after training’ was selected by the largest percentage
of respondents (43%) as the most important factor of influence. The factor ‘Recruitment
opportunity by employer at school of pharmacy’ was selected by the smallest percentage of
respondents (4%) as the most important influence. The results have been discussed later using

rank order analysis, described on p.98.
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4.3.16 Perceptions and expectations of the pre-registration year just commenced

Q15. ‘To what extent do you agree or disagree with the following statements that refer
to the pre-registration year’.

All but two of the statements have been derived from literature relevant to the training year.
The statement ‘the pre-registration year will not equip me enough to organise and manage
employees’ was added because management was not included as a criteria for training either
in the 1992 manual or in the pre-registration examination syllabus (103). However, it was an
aspect that most pharmacists would have involvement in and responsibility over, immediately
after registration. The other statement on introducing a mandatory education period in the
training year was added to determine attitude of these future professionals to the concept of
mandatory continuing education. The other statements were based on the Nuffield Report on
Pharmacy (16), the 1992 training manual (103) and the 1993 RPSGB Byelaws on pre-
registration training (100), three areas discussed in Chapter Two. The 1992 training manual
indicated that the pre-registration programme intended to take a newly graduated student
through a developmental process allowing the trainee to apply knowledge gained through
academic studies (103). The Nuffield Committee considered that the pre-registration year
should be used to enable the graduate to apply the science learnt in the practical situation of
community, hospital or industrial pharmacy. Secondly, it recommended that a registration
requirement for training consisting of two six-month periods spent in any two out of
community, hospital or industrial pharmacy be made for all trainees. Thirdly, the Committee
recommended a further year of supervised experience after training be introduced before sole
responsibility could be assumed by a newly-registered pharmacist of a community pharmacy
or hospital pharmaceutical development (16). Currently, a pharmacist can work in any branch
of the profession and assume sole responsibility immediately after registration.

Finally, one of the objectives of training set out in the 1993 RPSGB Byelaws on Pre-
registration training was to develop the ability of the trainee to communicate clearly with
members of the public and members of allied professions (100). The statements have been

derived from these sources.

The responses to these statements is shown in Table 4.14.
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Table 4.14: Percentage of respondents who agree or disagree with statements on the
pre-registration year

% of respondents
Disagree or | Agree or
Statements Strongly Strongly

Disagree agree

The pre-registration year will not give me the opportunity to

apply the knowledge from the undergraduate course into 78 12
practice

At the completion of my pre-registration year I feel confident

that I will be able to work as a pharmacist in any branch of 63 25

the profession
The pre-registration year will not equip me enough to

organise and manage employees 45 33
The pre-registration year should be split to allow me to gain
an insight and experience in two branches of the profession 25 57
It should become mandatory for pre-registration students to
attend a minimum number of pharmacy continuing education 13 72

study days or seminars

At the completion of my pre-registration training, I should be

capable of offering advice on medications and their use to 2 94
atients and members of the public

There is a significant difference between number of respondents who disagreed/strongly
disagreed that they would not have an opportunity to apply the knowledge from the
undergraduate course compared to those who agreed/strongly agreed. It is assumed that the
first few weeks of training had given respondents enough of an insight to offer this response.
Only 25% of community and 25% of hospital-based respondents agreed that they were
confident about working in another branch immediately after registration.

Only 23% of hospital-based respondents felt the year would equip them to organise and
manage employees compared to 63% of the community-based respondents. A majority of
57% of respondents agreed that the training year should be split to allow a working insight in
two branches of the profession. There was little difference in this opinion between community
(58%) and hospital-based respondents (50%).

There is a significant difference between the number of respondents who agreed/strongly
agreed that it should be mandatory to attend a minimum number of pharmacy continuous
education study days or seminars during the training year and the number who
disagreed/strongly disagreed. There was absolutely no difference in this opinion between
community and hospital-based trainees with 73% of each group supporting mandatory

continuing education.
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There is a highly significant difference (p<0.005) between number of respondents who
strongly agreed/agreed (94%) compared to those who strongly disagreed/disagreed that, on
completion of training, they would be capable of offering advice on medications and their use
to patients and members of the public. There was no difference in this opinion between

branches as 96% of community and 94% of hospital-based respondents agreed.

SUMMARY POINT -6

There was a low level of confidence expressed in having the ability to work in any branch
of pharmacy after completion of the training year. A majority agreed that the training year
should be split to provide experience in two branches of pharmacy. There was a strong
agreement for the mandatory introduction of continuing education during the pre-

registration training year.

4.4 EVALUATION AND DISCUSSION

The survey was initially designed to ascertain the responses of trainees from all schools of
pharmacy including Bradford. The Bradford sandwich students would have been participating
in the second six-month period of their training in September 1992. However, the address list
provided by the RPSGB did not include any Bradford fourth-year students or graduates from
Queens University, Belfast who undertook their training in N.Ireland. The trainees in this
study had finished undergraduate education a few months previously, and were in the first few
weeks of training. It was envisaged that their memory of the course would still be strong, and
as they had successfully completed their study, their opinions would be refreshingly honest

and without restraint.
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4.4.1 Response rate
The percentage of respondents training in community, hospital and split schemes was highly

representative of the proportions in the total population of trainees in the 1992-93 training

year. A total of 59% and 38% spent the full year training in community and hospital practice

respectively in 1992-93 (159). The survey showed a response from 55% community and 38%

hospital-based trainees. In addition, all but two of the schools of pharmacy were represented

by a majority of trainee respondents. The results in Table 4.2 shows that schools of pharmacy
like Aston, Liverpool, Aberdeen and Sunderland had a much higher predominance of students
who undertook pre-registration training in community pharmacy. Conversely, the schools at

Bath, Nottingham and Cardiff had a higher predominance of students undertaking their

training in hospital pharmacy.

There may be several reasons for these differences;

a) the pharmacy practice staff at the school have a greater interest in and thereby
influence students to pursue a career in one of the two branches. For example, this
may arise particularly if a school has a large number of hospital teacher-practitioners.

b) the hospital pre-registration employers favour recruitment of students from the three
schools mentioned.

c) the nature of teaching of pharmacy practice is biased towards practice in one branch
and not the other.

4.4.2 Gender

The proportion of women undertaking their training (61%) and responding to the survey

(64%) was much higher than males. In 1992, the proportion of women on the register of

pharmaceutical chemists represented 44.3%, which showed a slow but continuous rise since

1984 (159). This trend is likely to continue as shown by the proportion of trainees in this

survey.

4.4.3 Ethnic origin

This study shows that the proportion of Indian, Chinese, Bangladeshi women respondents

were higher than their male counterparts. Although this is indicative of the larger proportion

of women who studied pharmacy in this survey, it does show that more Asian women are
now pursuing a career in pharmacy compared to the proportions found in a report in 1990 by
the Commission for Racial Equality. In this report the CRE found that only 16.7% of the

Asian pharmacists who qualified in 1984 were women (161). Work trends within ethnic

minorities and gender is further discussed in Chapter Nine.
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4.4.4 Factors influencing decision to study pharmacy

This study shows the desire to provide health care as an expert on drugs and their use was

regarded as the important reason for studying pharmacy. This factor corresponds to the very
nature of work most pharmacists would be involved in. However, the influence of chemistry
is also very strong. The trainee’s ability or interest in the subject of chemistry at school was
selected as a factor of importance by 72% of respondents. This suggests that during research
for the most appropriate future career, many school students who enjoy or are able at
chemistry, will find pharmacy to be most suitable. All schools of pharmacy in the UK indicate
A-level chemistry as a compulsory entry requirement. For example, the student prospectus at
Aston University indicates that providing applicants are judged by admissions staff to be
suitably equipped for the degree course then chemistry plus either biology, maths or physics is
usually acceptable alongside a third subject of an unscientific nature (162).

Of the respondents who chose community pharmacy as the branch of most future work
interest when deciding to study pharmacy, 72% attached importance to becoming an adviser
to the public about health care as a reason for studying pharmacy. There is however some
gender difference in the importance of this factor. Only 54% of males attached importance to
this advisory role factor compared to a 74% of females. It suggests that most females see the
provision of advice as a primary duty of a pharmacist which they would be keen to undertake.
The use of the Q-technique in a 1994 USA study examining attitudes of entering pharmacy
students towards their profession showed that these students were looking for stable
profession that involved science and gave them the opportunity to help people through the
provision of drug information and counselling (68). The present study supports the findings of

USA study in 1994,

Only 17% of respondents attached importance to the influence of career guidance at school
for choosing to study pharmacy which is a poor reflection on schools. It seems that the
influence of career sessions at school have not improved since the 1980s. A study in 1984 of
pharmacy applicants called for interviews to study pharmacy at Bradford showed that only
16% of the applicants were influenced by local authority careers service, 18% by exhibitions

held at schools, 15% by career advisers and 16% by school career conventions (69).
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Similarly a 1985 survey of first-year pharmacy students at Manchester University found

career conventions at schools provided the first source of pharmacy information to only 9%

male and 15% female respondents in the study (70). It also seems that this influence has not

improved since the present study in 1992. A study of undergraduates from the Welsh School

of Pharmacy in 1993 and 1994 indicated that careers fairs and careers conferences had not

proved a particularly effective means of disseminating information. Only 16% of the Welsh

students had heard about pharmacy as a career from a careers master at school (163).

A properly trained careers adviser;

a) can direct young school students to pharmacy by highlighting the benefits of the
profession.

b) clear any misconceptions these young people may have about the role of a pharmacist
e.g. tablet counter.

c) reassure students who may have the perception that the course comprises of chemistry
and little else.

d) identify in young people the many personal qualities expected of a pharmacist.

The role and development of career personnel at school is an area requiring further
investigation. Each school of pharmacy could formally liase with local A-level schools and
train their career personnel, or even provide career information on a regular basis. This is
currently done by some pharmacy schools, but, mainly on an ad hoc basis and usually to only

a few schools

One of the elements of pharmacy as a profession is that it can be conducted as a commercial
business and retain a professional image, particularly in community pharmacy. This ensures
self-employment and independent job security. However, only 42% of all respondents chose
this factor of ‘owning a business and being a professional’ as important in influencing
pharmacy study although there was a difference in opinion when respondents were analysed
by ethnic origin. Of all the Asian respondents, 53% attached importance to this factor
compared to 37% of all White respondents. For the purposes of this study, the Asian
respondents are the combined responses of Indian, Pakistani, Bangladeshi and Chinese
respondents. There are clearly dangers in grouping individual minority groups together like
this. Large cultural differences exist as much between Bangladeshis and Indians, for example,

as they do between Indian and Whites (164).
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While the small ethnic minority sample size makes this necessary, the results should be
interpreted accordingly. In a recent study of reasons for choosing pharmacy between White
and ethnic minority pharmacists, 6% of the non-minority pharmacists indicated the prospect
of owning their own business as an important reason. In comparison, 20% of the minority

pharmacists found this factor important in influencing pharmacy study (p= 0.00097) (164).

An explanation identified in the sociological literature for the attraction of business to ethnic
minorities is that entrepreneurial success is culture bound i.e. that certain ethnic groups have
an innate ability that attracts them to business (165). Pharmacists of Asian origin choose to
study pharmacy because there is an added incentive to own a business and therefore have job
security. It may be that poor employment prospects can be avoided through seeking a role as
an employer rather than an employee, and in the pharmacy through seeking to own a
pharmacy. A number of motivators have been identified to explain the trends of small business
enterpreneurship within Asian communities. These include the desire for social advancement
among the educated, for job creation among the unskilled and for continuation of traditions of
small business ownership found in many cultures (166). It has been claimed that Asian-owned

pharmacies now make up around 50 per cent of all independent pharmacies in Britain (167).

Of the Asian respondents in the present study, 46% attached some or great importance to the
influence of family and friends for choosing pharmacy compared to 33% of White
respondents. Based on the author’s own experience, this difference may be accounted by the
strong cultural influence many Asian parents have in the education and career of young Asian
people. The profession of pharmacy is seen by Asian parents as providing independence and
life-long secunity for their children which holds great value in a country where they represent
a minority population. There is a strong belief among Asian people who came to the UK as
immigrants, that pursuit of educational courses which have high employment rates will
strengthen the possibility of their children attaining employment without any discrimination.
This is partly confirmed by a study by Brennan and McGeevor, on behalf of the Commission
for Racial Equality (CRE) which looked at a 10 per cent sample of all 1982 admissions to
polytechnic courses and found that Asians were concentrated in three major areas: electrical
and electronic engineering, science and pharmacy, subjects which had high employment rates

at the time (168).
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At the time of this survey in 1992, as shown by the chronological history of the introduction
of the four-year course in Chapter One, it was extremely likely that the pharmacy course was
to be extended to four years (54,55,56,57). However, there had been no official confirmation
of this extension at the time of the survey. The survey had been designed to assess opinions
on usefulness and time allocation of individual topics in the three-year course attended by
these trainees with a view to extrapolating the results to provide recommendations for a
future extended four-year course. The teaching time allocation of topics could suggest areas
of reorganisation to improve provision of pharmacy education. The assessment of usefulness
would indicate both the importance and relevance of topics to the requirement of trainees and

practising pharmacists which would affect the content.

4.4.5 Usefulness and allocation of teaching time of undergraduate topics

(a) Pharmaceutics, Pharmacology, Microbiology

The results show that all the topics in the subject area of Pharmaceutics, Pharmacology and
Microbiology were selected as being useful by a majority in order to fulfil the knowledge
required to work effectively. However, the opinions on usefulness cannot be discussed
without considering the time that should be devoted to their teaching. The results showed all
of the topics in this area were considered sufficient in time allocation by a majority of
respondents. The results suggest that these topics are seen as relevant in fulfilling the
knowledge required in practice but there is no desire to increase their teaching content or

time.

(b) Pharmaceutical Chemistry

Within Pharmaceutical Chemistry however, only ‘biochemistry’ and ‘analytical chemistry’
were selected as useful by a majority. The other three topics, “organic chemistry’, ‘inorganic
chemistry’ and ‘stereochemistry’ were found by a majority to be of little or no use. These
three topics represent the basic chemistry mainly taught in the first year. Also, these three
topics were chosen by a majority as requiring a reduction in the time allocated to teaching
them. Within this subject area, ‘biochemistry’ was the only topic to attract a strong response
of its usefulness. The strength of the negative opinion of these topics within Pharmaceutical
Chemistry is sufficient for schools of pharmacy to reconsider the nature of teaching these
topics. It would appear that some of the time allocated to these subjects should be given to

other useful areas.
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The Nuffield Report stated that the greatest potential for pruning in a three-year course lay in
the area of chemistry, not because its importance had diminished, but because of all the
subjects taught in the undergraduate curriculum, this was the only one that all students
experienced in school. For example, basic aliphatic, alicyclic and aromatic chemistry could be

reduced (16).

It is also disconcerting to note that the negative opinions on the usefulness or time allocation
of most topics within pharmaceutical chemistry was despite the fact that many of these
trainees had been influenced to study pharmacy as they had previous ability or interest in
chemistry at school. This raises concern about the discrepancy between the importance of
chemistry as an entry requirement for pharmacy study and subsequent opinion that topics
within this area have little usefulness in fulfilling knowledge required to practice effectively as
a pharmacist. This suggests that this area should be reorganised so that it’s relevance to
pharmacy is much clearer. In addition, there are increasingly small number of scientific
chemists within UK schools of pharmacy who are also pharmacists. One possible solution
might be to recruit pharmacists from industry, industrial teacher-practitioners, who can relate
the teaching of scientific areas, particularly in pharmaceutical chemistry, to drug development

and use.

Another solution is to introduce new methods of teaching chemistry. In 1997, a new concept
of teaching medicinal chemistry was introduced in a school of pharmacy in Omaha, USA. This
concept emphasises the relevance of chemistry to the practice of pharmacy and demands its’
inclusion in the therapeutic decision making crucial to the provision of pharmaceutical care.
This concept of teaching is called the Structurally Based Therapeutic Evaluation (SBTE) of
drugs. Students are still required to identify the chemical/structural basis for the
pharmacological action of drugs and to analyse on a molecular level why a drug works but in
addition, the unique additional feature of this concept is the inclusion of therapeutic criteria
which must be addressed when identifying the action of these drugs. In other words, the
chemical structure and action of each drug has to be evaluated in conjunction with the use of
the drug in drug therapy decisions in clinical case studies. The chemistry of the drug is
therefore interlinked with its use on a patient, patient compliance, current and past patient
medical history and possible side effects. This encourages the practical impact of medicinal

chemistry on the practice of pharmacy and the use of the drug (169).
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(c) Pharmacy Practice

There is little doubt that all the topics in this area are considered useful by the trainees in
fulfilling the knowledge required to work effectively. In addition, this was the only subject
area in which topics attracted responses for increased teaching time allocation. The topics
attracting this response were ‘communication studies’, ‘social and behavioural studies’,
‘clinical pharmacy’ and ‘responding to symptoms’. In particular, the latter two topics
attracted the strongest response for an increase in time allocation. It is fair to say that they
represent the ‘newer’ topics in the pharmacy syllabus. Those topics traditionally associated
with practice such as ‘law and ethics’ and ‘dispensing practicals’ although perceived to be
very useful, would appear to have adequate time allocated for their teaching. The results
clearly show that the trainees feel the course should have a greater emphasis on practice and

clinical-based topics.

In 1987, Hepler indicated that the third wave, after science and practice, in American
pharmaceutical education involved the clinical movement. This movement would involve a
change in emphasis of curricula from the physical and chemical sciences towards the
biological and clinical sciences (33). Based on the strength of opinions on clinical pharmacy in
this survey would seem to suggest that the comment made by Hepler is reflected by many

graduates in this study.

Within pharmacy practice, social and behavioural studies was considered useful by the
smallest majority of respondents and attracted the largest percentage expressing a reduction
in time allocation. The need to increase the teaching of this area was one of the four reasons
given by the RPSGB for proposing an extension to a four-year course in 1992 (57). It is,
therefore, an area of undergraduate education that is highly valued by the RPSGB. A reason
for these responses may be that at the time of this study, there was either little experience of
teaching this area within the UK in the pharmacy context or insufficiently trained staff. If the
teaching was conducted by staff with backgrounds in social studies, then these trainees may
have not fully appreciated its relevance to pharmacy. This was also indicated in a 1992 BPC
workshop by Professor Ian Jones (then, lecturer at Bradford University) who stated that one
of the difficulties inherent in including behavioural sciences to the syllabus was in recruiting

qualified teaching staff (170).
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The social sciences may appear to have little relevance to the health professionals other than
psychiatry, psychology and social work, but all students need some understanding of human
behaviour. Health professionals deal with sick people and illness alters behaviour. Aberrant
behaviour is often evident in our society and the student needs to know something about the
nature of self-destructive behaviour, such as addiction. The student needs to know how

disorders of the mind can influence the outcome of physical disorders (171).

The overall conclusions on subject balance derived from the survey for consideration in an
extended course are;
a) Reduce further the time spent on teaching the basic chemistry science normally

covered in the first year.

b) Increase the teaching and content of the newer topics in the subject area of pharmacy
practice, particularly ‘clinical pharmacy’, ‘communication studies’ and ‘responding to

symptoms’.

c) Maintain the three-year content of all other scientific topics.

These overall findings have been mirrored by several smaller studies, described in Chapter
One. The opinion on insufficient time allocation in the pharmacy course of communication
studies was mirrored by the 1991 study of final year Welsh pharmacy undergraduate students
(72). Lublin’s study of recent graduates’ opinions of the pharmacy course at the schools of
pharmacy in Sydney and Melbourne in 1991 had shown that Chemistry and Microbiology
were the least liked topics in the course and that the undergraduate curriculum should become
more orientated to pharmacy practice and clinical pharmacy (73). The findings of the present
survey also confirm the views expressed at the 1992 BPSA conference where a survey of
members had shown that courses gave too much time to traditional academic subjects and did
not offer enough practice-based and clinical training. Virtually all the members had agreed

that too much time was devoted to chemistry (74).
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4.4.6 Concept of specialisation

Figure 4.4 and 4.5 show that most topics attracted very similar strength of opinions from

trainees in both community and hospital pharmacy regarding their usefulness and allocation of
teaching time. The responses were based on early experiences of training. Therefore, it may
have been difficult for respondents to be very critical with their opinions as they had yet to
experience a wide range of duties or roles.

The only topics showing substantial difference in opinion on usefulness between branches
were;

a) Quality assurance (52% community ; 84% hospital)

b) Analytical chemistry (30% community ; 67% hospital)

c) Chemotherapy (72% community ; 94% hospital)

d) Immunology (65% community ; 78% hospital)

e) Pharmaceutical microbiology (53% community ; 80% hospital)

f) Aseptics (39% community ; 93% hospital)

Many of these topics perceived by hospital-based trainees as more useful are related to
knowledge required for some hospital-specific roles e.g. aseptics in sterile manufacturing or

pharmaceutical microbiology in identifying disease causing organisms.

The topics showing substantial difference in opinion for increase in allocation of teaching time
between branches were;

a) Law and ethics (36% community ; 18% hospital)

b) Dispensing practicals (52% community ; 36% hospital)

c) Pharmacokinetics (24% community ; 32% hospital)

d) Aseptics (13% community ; 35% hospital)

Both branches showed a very similar majority of respondents selecting an increase in time
allocation for ‘clinical pharmacy’, ‘responding to symptoms’, ‘communication studies’ and
‘social and behavioural studies’. These four topics in the pharmacy practice area are therefore
regarded equally important by both community and hospital pre-registration students. The
topic, ‘aseptics’, could be considered as a specialised option for teaching for those wishing to
practice hospital pharmacy in the future. None of the other topics show strong differences

between the two branches in both usefulness and allocation of teaching time.
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Although Livingstone ef al found that the concept of career-orientated specialisation was
supported by a study of 600 practising pharmacists (81), there is no clear evidence to support
this concept from the present survey of newly-graduated trainees. However, more
importantly, any increase in teaching of ‘clinical pharmacy’, ‘responding to symptoms’, “social
and behavioural studies’ or ‘communication studies’ should be kept within the core

component of a course.

4.4.7 Difference in syllabus opinion between schools

As previously mentioned, the results on topic usefulness and time allocation were combined
for all schools of pharmacy as schools showed little difference. There is a variation of only
3% between all fourteen schools of pharmacy in the study on the usefulness of all topics in
Pharmacy Practice and a variation of only 6% for all other topics. There is a variation of only
5% between all fourteen schools on the time allocated for all topics being sufficient, other
than two topics in Pharmacy Practice. Thirteen schools of pharmacy show a variation of only
2% for increased allocation of teaching time for the topics, ‘responding to symptoms’ and
‘social and behavioural studies’. The trainees from the school of pharmacy at Aberdeen show
a much lower response than all other schools for increased time allocation for both topics.
Although the pharmacy syllabus will have been taught using different teaching methods and
teachers and with differing emphasis from school to school, the comparisons show how
similar the nature of pharmacy education is within the fourteen schools of pharmacy in the

study.

4.4.8 Introduction of new topics in the course

The majority of respondents welcomed the inclusion of a selection of topics taught in
countries around the world. The selection of topics mainly related to the social, clinical and
practice aspects of pharmacy, as they had been given prominence in syllabi in countries
outside the UK. In addition, the need to develop the teaching of ‘social and behavioural
studies’ was one of the four important reasons for the RPSGB proposal to extend the course
in 1992 (57). At the time of this study, the respondents were asked to consider the inclusion
of these topics for a three-year course. However, the results are discussed, more
appropriately, for a four-year course. From the results, the strength of opinion for inclusion of
most of these topics in this study indicates that most of the topics should be included to some

extent in the four-year course.
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(a) Drug abuse and addiction

The overwhelming desire of almost all respondents in this survey to include drug abuse and its
related factors in the course is mirrored by the increasing prevalence of the use and abuse of
drugs in the UK. A substantial increase in information and understanding of 'newer' health
dangers such as substance abuse and addiction including the impact of HIV has been regarded
as beneficial by students in pharmacy courses as early as 1991 in the USA (172). In the UK, a
small study in which five final-year undergraduate pharmacy students undertook a research
projects by visiting a charity project involving drug abusers enabled the students to
understand the nature of drug abuse and the problems associated with it (173). This could be

one of the approaches adopted in teaching this area to all pharmacy students.

Future pharmacists will have a very important role in promoting the dangers of substance
abuse to the public and any methods used to increase their knowledge in this area is
welcomed. Although the teaching of this area has primarily been of a pharmacological nature,
an extended course should include the social effects of drugs commonly abused. This would

help the pharmacy student have a better understanding of the nature and long-term effects of

addiction.

(b) Study of the provision of home health care

The inclusion of knowledge required for provision of a wide ranging service for patients in
their home was strongly welcomed by all respondents in the present survey. The need for the
pharmacist to provide this service is likely to increase in the UK.

The 1985 General Household survey found that thirteen per cent of over 65s cannot walk
down the road alone and 16 per cent cannot do their own shopping in the UK (174). These
numbers will continue to increase as the proportion of elderly people increase. The 1992
Pharmaceutical Care document stresses that Government policy is that as many people as
possible should be treated in the community, and preferably in their own homes. The trend
towards earlier discharge of patients from hospital means more people with complex health
needs are dependent on primary health care services (175). In 1991, a survey of social-carers
found that one third of these carers thought a domiciliary visit from the pharmacist would be
useful (176).

If the undergraduate student is given an awareness and appreciation of this pharmaceutical

service, this would facilitate their involvement on registration as pharmacists.
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The extended course can also expand on the concept of home care by introducing the
undergraduate pharmacy student to other members of the primary health care team. This
would allow the student to develop an insight into the roles of other health professionals,
develop self-confidence in their ability to work with these groups and understand the needs of

the public requiring home health care.

(c) Study of food and dietary habits

The survey shows that knowledge of nutrition and dietary habits was regarded as an
important area of inclusion. The increasing trend of people using laxatives for weight
restriction, food supplements for “body-building” and vitamin and mineral supplementation are
issues a pharmacist can deal with competently. The pharmacist has the ability to advise on
methods of ensuring a well balanced diet within limited resources, particularly relevant for
families living on low incomes. In addition, the pharmacist has an important role in the

dispensing, supply and advice of food products available on the NHS.

The value of inclusion of this area in the syllabus is supported by other studies. In a survey of
community pharmacists in Britain in 1993, Macdiarmid e a/ noted that there was a need for
more nutrition to be included in the curricula (177). More recently, an evaluation of the
pharmacy curricula in Canadian schools found that nutrition was treated as only one
component of a larger course, either compulsory or elective, and then largely with a clinical
emphasis. The Canadian study recommended that nutrition sessions be made available to all
graduates, after identifying the needs in this area of practising pharmacists (178). Again, the
extended course should provide some teaching relating to the social and pharmaceutical

aspects of nutrition.

(d) Clinical pharmacy by external integration

A strong majority of hospital (90%) and community-based (71%) trainee respondents valued
the inclusion of teaching clinical pharmacy by integration in an actual hospital environment.
Currently, some pharmacy courses provide sessions for students where a local hospital is
visited and the role of the secondary health care team observed. A more structured session
integrated with theoretical problem-based patient case studies would be an extremely effective

method of teaching clinical pharmacy.
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The importance of education in an external environment has also been underlined by a recent
report in 1995 on the feasibility of teaching an element of medical education in a community
environment. The report shows that there are considerable benefits to this form of education
which include exposure to a range of common medical conditions presented in the community
which more accurately reflect the morbidity of the population than patients seen in the
hospital (179). However, there are practical and economical constraints to consider for the

provision of this type of learning. These are discussed in more detail in Chapter Eight.

(e) Management and organisational study

A proportion of 64% of hospital compared to 83% of the community-based trainee
respondents in this survey attached importance to the inclusion of business management and
personnel organisational training in the course. Pharmacists in the hospital sector are not only
required to manage the pharmaceutical aspects of direct patient care, but also to perform a
host of other functions. These include economical and efficient procurement, supply, safe and
secure storage and distribution of medicine. However, in 1993, Malek et al found that only
17% of the Heads of all UK schools of pharmacy advocated that management or business
training be included in the core undergraduate curriculum. A majority (75%) did not want to
include management or business training in the curriculum. It was the opinion of the study
that most schools had not adequately responded to changes facing the profession and that
despite recognising the need for the pharmacist to have a wide range of management skills,
attempts to include management in the curriculum had been insufficient and lacking in depth
and vision (180). The teaching of management was also supported in a 1995 report outlining
the inclusion of undergraduate retail pharmacy management study in a school of pharmacy in
the USA. This report indicated that a retail management study course was well received by
students and concluded that if the course was to prepare graduates to meet the growing
challenges in their profession which includes the management role, then management studies
should be included in the curriculum (181). In a UK course, some courses provide some
management study, usually as an option, and this should be retained in an extended course.
However, it is not practical for the course to provide detailed management study specific to
the needs of pharmacists in all branches. The course can provide an appreciation of this area,
and pharmacists should further develop their management skills through practice or

postgraduate study.

143



(f) Study of social issues

The value of the inclusion of teaching of management and understanding of social problems in
the community was regarded as useful by the lowest majority of respondents (in comparison
to all other topics in this question). Earlier, it was also shown that the topic ‘social and
behavioural studies’ attracted the lowest proportion of trainees (in comparison to all other
topics in Pharmacy Practice) who considered it useful in providing knowledge required to
work effectively. Most of these trainees enter pharmacy with highly specialised physical
science qualifications and are then taught by even more highly specialised scientists. This may
then make it very difficult for them to understand or appreciate social science. As discussed in
Chapter One, the introduction of the teaching of ‘social and behavioural studies’ in UK
pharmacy courses is relatively more recent than in either the USA or in some Scandinavian

countries and will require more time to develop.

Some suggestions for the development of social and behavioural study in the UK are;

a) Introduce specialised training of pharmacist academic staff in this area who can then
teach it with a pharmacy perspective.

b) Greater integration with psychology and social science faculties to design a suitable
curriculum in this area.

c) Multidisciplinary teaching of this area using teachers from the above faculties in
conjunction with pharmacy staff.

d) Re-design of current teaching of communication skills and dispensing practice with

emphasis on social issues prevalent in the UK.

All the new topics considered useful for inclusion in this survey can be incorporated as

distinct entities in the new extended four-year course. Other areas for consideration in an

extended course are;

a) health economics, which has implications for both community and hospital
pharmacists in ensuring cost-effective prescribing by practitioners (182).

b) health promotion, the course can effectively teach the theoretical knowledge to enable
graduates to become actively involved in promoting the health of the nation (183).
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4.4.9 Learning methods
There was very strong support in this survey for the use of learning methods in schools of

pharmacy which employ problem-solving skills. This method of learning was also emphasised
strongly in the Nuffield report in 1986 (16). The merits of teaching based on problem-solving
in pharmacy, or problem-based learning (PBL), has been discussed in length in Chapter One
(90, 91, 92, 94, 95). PBL has also been shown to be effective in improving the student’s
ability to link required basic science knowledge with clinical case studies (184). PBL
concentrates on giving students the tools for learning and as its’ name suggests, students can
identify a clinical problem and then set about solving it in a structured way. This form of
teaching has been reported to produce students who will continue to learn throughout their
careers (185). A PBL format, particularly in the pharmacy practice and clinical pharmacy
curriculum, would enhance student learning.

However, this format inevitably involves teaching of students in small groups which has
obvious long-term implications on staffing increment and stability of student numbers in
schools of pharmacy. The Government’s priority to increase access to higher education

discussed in Chapter One also has long-term ramifications on increased student numbers in

pharmacy (1, 2, 3).

Some of the issues facing pharmacy academia in the UK were also discussed at the 1993 BPC
Academic Pharmacy Session. At the session, Dr David Mottram (Liverpool School of
Pharmacy) stated that staff:student ratios had increased over the years and the move towards
small group teaching was having to be reversed (186). In pharmacy for example, the
staff.student ratio is near 1:20 in 1997 (8). It has been expressed by a prominent UK
pharmacy academic, Professor Nicholls, that the increase in staff:student ratio has been partly
due to funding from government being continually reduced and that the continuing pressure
on maintenance of quality is being overridden by the need to accommodate more students for
financial reasons (187). The continuing trend towards recruiting more students will make it
difficult to introduce small-group PBL learning as a major element of the course. However, it
can replace some of the time-intensive laboratory practicals and will enhance understanding of
didactic lecture material much more than a practical. A format of learning which is not staff-
intensive and can be used to back up didactic teaching material is computer-aided learning

(CAL).
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At the time of the survey, 30% of respondents had not used CAL in their course. These
respondents were from the schools of pharmacy in Cardiff, Glasgow, Nottingham and
Portsmouth. From the remaining schools that had used CAL, only 16% of respondents
considered it as a very useful method, 40% found it to be of some use but 38% indicated
CAL as being of little or no use as a learning method. This was obviously not a totally

positive support for CAL at the time.

Since then, there have been major developments in the provision of computer-aided learning
packages specifically for pharmacy education. In recent years, changes in computer hardware
and software has made computer-assisted learning more realistically available to educational
establishments (188). A CAL package, Pharmlex, has since been developed to which students
can have access. This package provides information concerning the law relating to pharmacy
and tests their knowledge of the subject using a MCQ format (189). In 1992, a consortium of
pharmacy schools were successful in obtaining a grant of £203,000 in the first Teaching and
Learning Technology Programme (TLTP) of the Higher Education Funding Council. The
grant allocated to the consortium which was headed by the Bath school of pharmacy but
which included all UK schools of pharmacy, allowed for the employment of full-time and
part-time computer programmers at several schools. The consortium named the Pharmacy
Consortium for Computer-Aided Learning (PCCAL) had by 1994 developed eight computer
programs (190). PCCAL was formed to promote the effective use of CAL in the teaching of
pharmacy to undergraduate students. The consortium was initially funded for three years but
since January 1996, funding from the HEFCE under TLTP has been received for an additional
three years. The consortium aims to continue developing new packages (191). Currently,
there are over fity PCCAL packages covering most of the syllabus topics. It is therefore
important that these packages are used to accompany lecture-based didactic teaching and also

be used as student directed study.

As CAL packages become more sophisticated and interactive, their value to the learning
process will correspondingly increase. The use of CAL requires minimal staff supervision, and
yet, incorporates a student-led problem-solving format. The use of CAL is also a common
teaching method in the USA where it is used to teach areas like pharmaceutical formulation
and delivery by incorporating simulation of physicochemical data. The CAL programmes are

designed in the USA to encourage considerable critical thinking and problem-solving (192).
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4.4.10 Overview of statements on the undergraduate programme

The results show that a small majority of trainees felt the course had been relevant to the

knowledge required in practice. The study suggests that although pharmacy education in the
UK is seen to be generally relevant to the needs of over half the trainees, there is still room
for development of courses. One of the primary objectives of pre-registration training is to
give the trainee, experience of applying in practice the knowledge acquired during the
undergraduate course (99, 100). As the results have shown, a greater course orientation
towards pharmacy practice and clinical pharmacy, may improve the provision of pharmacy
education. There are also lessons that can be learnt from pharmacy education in the USA. A
recent study by Arocho ef al of 665 recent graduates of seven USA pharmacy schools found
that in general, recent graduates were satisfied with their pharmacy education which had
prepared them adequately to counsel patients and perform drug use reviews (193). Although
the majority of trainees were confident of having working knowledge of drug formulation and
delivery, a majority did not feel confident enough to recommend appropriate medication to
achieve optimal therapeutic outcomes immediately after graduation. This implies that the
undergraduate course provides the necessary scientific knowledge, but there is little or no

confidence in applying any gained clinical knowledge.

A majority of the trainees agreed that the course had created an awareness of the role of the
pharmacist in the three main branches of pharmacy. One of the primary principles of UK
pharmacy education is to provide a student with a broad base of knowledge, from which a
graduate can then develop specific areas relevant to a branch of practice. This is confirmed by
the emphasis in the RPSGB accreditation guidelines for pharmacy schools which places great
importance on the breadth of the syllabus (19). This implies that the course should raise

awareness of the student of all the major sectors of pharmacist involvement.

There was very strong agreement that greater emphasis should be placed on teaching clinical
and practice-based topics in the course. There is little difference in this opinion based on the
school of pharmacy attended ranging from 100% of Strathclyde to 67% of Aberdeen
educated trainees who agreed to this statement. Over 90% of trainees from seven schools
agreed to this statement. The strength of this response simply reinforces earlier results which
emphasised a much greater orientation of the course towards clinical and practice-based

topics.
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It is clear that an increased allocation of teaching time of current and inclusion of new
practice and clinical-based topics would have been preferred by these trainees in enhancing
their knowledge to practice effectively. The four-year course is an ideal opportunity to
accommodate these recommendations.

Yet, as discussed in Chapter One, the RPSGB Council have approved the view of the heads
of schools that for the new course, new or enhanced content will be added throughout
existing programmes and that most of the new material will be scientific subject matter (58).
Enhancing the existing content should allow for an increased time allocation of current
practice and clinical-based topics, but many new areas considered in the survey may have to
be neglected at the expense of greater scientific content. One of the major constraints to a
much greater practice-based content is that, as discussed in Chapter One, pharmacy is funded
by the HEFCE as a science course. This issue is discussed further in Chapter Eight.

4.4.11 Undergraduate teaching of topics classed as ‘must know’ in pre-registration

examination syllabus

The ‘must know’ topics were regarded in the 1992-93 training manual as the topics in the
examination of greatest priority and weighting of marks. The majority of these topics had
been taught at undergraduate level and most respondents were confident of applying the
taught knowledge in practice. The essential topics that the respondents felt had not been
taught related to legal Acts regarding the work environment and the structure of the NHS.
The nature of these topics suggests that they are best learnt in a practice environment i.e. in
the pre-registration year. The results suggest that the course provides sufficient knowledge
for most of the ‘must know’ topics, thereby enhancing the confidence of the trainee in

applying them in practice before recalling in an examination.

4.4.12 Factors influencing choice of training

The factor ‘branch I want to work in after training’ was chosen by the highest number of
trainees as the most important reason for choice of a pre-registration training location.
However, this simple analysis does not take into account the numbers of respondents ranking
each factor, or the actual rank given to it by all respondents. The rank order analysis method
(described on p.98) will provide an overall rank order for each factor. Table 4.15 lists each
factor with its’ calculated overall rank order (the lower the rank order, the higher the overall

influence of the factor in choice of training).
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Table 4.15: Overall rank order for each factor influencing choice of training.

Factors n | Rank order
Training offered was very good 595 1.988
Branch of pharmacy I want to work in after training 531 2.224
Offered best opportunity to apply knowledge into practice 450 2.640
Good career prospects with same employer afterwards 356 3.102
To be near family/friends/partner 324 3.674
Unable to get into first choice of training 148 3.736
Qualify as pharmacist before doing something else 182 3.763
Familiar with employer due to previous work with them 233 4.031
Only prospect available 118 4.060
Recruitment opportunity by employer at school of pharmacy | 169 4829

This order is exactly replicated, as shown in Figure 4.6, when the total number of respondents
who selected each factor as the first or second most important factor of influence are

combined.

The rank order analysis shows the quality of training offered as being clearly the most
important factor influencing the choice of pre-registration training. The quality of training will
be indicative of the standards trainees will adopt as pharmacists. It therefore places an onus
on employers to maintain high standards of training and to continue improving the quality of
training. The choice of training has a strong bearing on it being the future branch of work.
The choice of a training is usually made by the student as early as the summer preceding the
final undergraduate year. This suggests that many final-year students have already decided on
their future branch of work. This would suggest that the course can offer greater
specialisation options specific to a branch of pharmacy in the final year. However, earlier
results from this survey on preference of topics based on branch of training were not

conclusive enough to support the concept of specialisation.

There were no hospital respondents who chose the factor of 'good career prospects
afterwards’ as their primary influencing factor and only four selected it as the second most
important factor. This contrasts with 27% (n=105) of community-based respondents who
selected this as the first or second most important factor in choosing their training. The
promise of future employment is emphasised by many large-chain community pharmacy

employers during training recruitment.
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The familiarity of an employer through previous work was selected as a very low factor of
influence. This seems surprising considering that employers like Boots the Chemists spend
considerable time and effort employing undergraduate pharmacy students during vacations. It
is envisaged that one of the purposes of vacational employment will be for the employer to
impress on the student the benefits of future employment with them.

4.4.13 Perceptions and expectations of the pre-registration year just commenced

There was a considerable disagreement with the statement “ at the completion of my pre-

registration year, I feel confident that I will be able to work as a pharmacist in any branch

of the profession’. 1t is likely that this confidence will further decrease as the training

progresses and trainees become more firmly entrenched in the specific practices of their

branch. However, currently a pharmacist can move from one branch to another a day after

registration and assume sole responsibility. For example, a hospital-trained pharmacist who

has no employment in this sector, and therefore no income, can work in a community

pharmacy immediately after registration. It appears that a period of 'acclimatisation' prior to

changing branches of pharmacy, in which supervision and training are given by an

employer/pharmacist or an approved postgraduate course, may be required. There are many

unique skills specific to individual branches of the profession.

For example, skills and knowledge that may be different in community practice compared to

hospital pharmacy are;

a) Knowledge is required of OTC medicines and their suitability for appropriate
symptoms and patients.

b) The variety of prescriptions presented in community pharmacy which all have
individual legal considerations before dispensing.

c) Different legal and ethical dilemmas faced by community pharmacists.

d) The immediate promotion to responsibility over staff and premises in many

community pharmacies.

The Nuffield Committee recommended a further year of experience for a newly-registered
pharmacist before assuming sole responsibility of a community pharmacy or hospital

pharmaceutical department (16). This seems an extremely useful suggestion based on the

results from this survey.
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The strong support for the introduction of mandatory continuing education during the pre-
registration year suggests that the respondents would like a formal indication of the minimum
education required for them to train effectively. If mandatory education was introduced at this
early stage, it would ease the transition of this mandate to all pharmacists in the foreseeable

future.

4.5 CONCLUSION

e The desire to provide health care as an expert on drug use, which is effectively the primary
occupation of a pharmacist, was the most important factor that influenced trainees to study
pharmacy. Previous ability and interest in school chemistry was also a very important

factor.

® School career guidance advisers or sessions had little influence in motivating the trainees
to study pharmacy. This is an important method of career information dissemination. A
suggestion would be for local pharmacy branch groups and schools of pharmacy to

orchestrate career sessions in all schools and colleges offering university entry education.

® The desire to be a professional and own a business was attached greater importance as a

reason for choosing to study pharmacy by Asian trainees compared to White trainees.

® Three of the four primary scientific subject areas taught in pharmacy schools,
Pharmaceutics, Microbiology and Pharmacology, were perceived to provide knowledge
useful for the trainees to work effectively. However they did not consider that the time

allocated to these areas should be increased.

® The trainee respondents considered that three of the five topics within the Pharmaceutical
Chemistry area were of little use for practice and that time allocated to these topics be
reduced. Two topics, biochemistry and analytical chemistry, were considered to be of use

and the time allocated sufficient.

® The results suggest that the time allocated to the scientific subject areas is sufficient and

should not be altered in an extended course.
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® Pharmacy Practice and Clinical pharmacy were regarded as useful in fulfilling knowledge
requirements for practice. Four of the newer topics ‘clinical pharmacy, ‘social and
behavioural studies’, ‘responding to symptoms’ and ‘communication studies’ were
considered as areas where an increased allocation of teaching time was justified. These
were the only topics that attracted this response, and should therefore be considered for

expansion in a four-year course.

e A selection of clinical, practice and socially-orientated topics taught mainly in pharmacy
schools outside the UK were strongly welcomed for inclusion in the course. These topics
should be considered for inclusion in an extended course, even if it is to give students an

awareness of the pharmacist’s role in those areas.

® The use of problem-solving skills was considered to be the most useful form of learning by
respondents. This method ideally involve small groups of students for effective teaching
and can be used to reinforce teaching through didactic formats. It is an effective method of

learning for a student as it enhances understanding and deep-learning.

e Approximately one-third of the trainees in this study had not used computer-aided learning
as a learning method at their school of pharmacy. From the trainees who had used CAL,
there were mixed responses regarding its’ usefulness as a learning method. This may be
accounted for by the previous unavailability of sophisticated or interactive computer

packages. Since the study, programs in CAL for pharmacy have developed considerably.

® The quality of pre-registration training offered is the primary factor that influenced choice
of training. The second most important factor of influence was that the branch of training

is where the trainee intended to work in after the pre-registration year.

® There was very strong support for the introduction of mandatory continuing education
during pre-registration training. This will then make the transition to compulsory

continuing professional development for pharmacists much easier.
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CHAPTER S

A survey of pharmacy pre-registration trainees seven months into the 1992-1993

training year

This chapter describes the results of a self-completion postal survey of pharmacy
pre-registration trainees at a point just after mid-way of their training year.
The survey was mainly designed to obtain opinions from the pre-registration
trainees as to the extent to which the training had met their expectations and
fulfilled its objectives at this stage of the training year.

This study population was the same one surveyed at the beginning of their training

year, described in Chapter Four.
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5.1 AIMS AND OBJECTIVES

5.1.1 Aim of the survey
The survey was designed to follow up the pre-registration trainees surveyed in August and

September 1992. At the time of this survey, the group had completed half their pre-
registration training. The aim of the survey was to ascertain the extent to which the pre-
registration year had at this point met the expectations of the trainees and fulfilled some

training objectives.

5.1.2 Objectives

® To determine the branch of training of trainees.
® To ascertain the extent to which tutors had given guidance on the ‘must know’ topics in
the pre-registration examination syllabus.

® To identify the extent to which the training had so far;

a) enabled identification and provision of relevant reference material for the
examination.
b) exercised own knowledge and experience.

c) been a ‘hands on’ application of knowledge gained at school of pharmacy.
d) been what was expected of pharmacy
e) taught the day-to-day skills required of a pharmacist.
® To gauge the extent to which the trainees felt that they would choose to continue in the
same branch of practice after registration.

® To ascertain the view of trainees on their choice of pharmacy as a career

S.2 METHODOLOGY

5.2.1 Survey population

The population used for this survey was the pre-registration trainees undertaking their
training in the 1992-93 training year. This was the same population used in Chapter Four at
the beginning of their training. This cohort were the first group of pre-registration trainees to
have a qualifying pre-registration examination at the end of their training. The RPSGB offered
the graduates an opportunity to sit a ‘mock’ examination, termed the pre-test, which would
also serve the purpose of validating a pool of examination questions and help clarify any

uncertainty over the format and style of the examination (110).
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The pool of questions had been collected over the previous year from pharmacists, pre-
registration tutors and academics and the pre-test would test their validity before the first-
ever examination. The pre-test was held just over halfway through the training period at
various venues around the UK (110). This provided an ideal opportunity to survey the group
as a majority of trainees would be at the venues and could be surveyed immediately after the
examination. As the pre-test was held over the 1993 Easter period, it enabled the author to

visit several venues to conduct the survey.

S.2.2 Pilot study

A draft questionnaire was given to 10 pre-registration trainees who were training in the
Birmingham area to provide comments and recommendations for improvement. The trainees
were invited to Aston University and all kindly agreed to do so.

There were two main recommendations made by the pilot group of trainees;

1. The need for the questionnaire to be quick to complete and preferably no longer than one
side of an A4 page. The pilot group felt that on completion of the pre-test, they would
either want to travel back home immediately after or that they would be eager to spend
some time with fellow trainee friends who would also be attending the pre-test. This would
be the first time colleagues would be meeting since graduation.

2. The pilot group were given two methods of responding to all but one question which
determined branch of training. The first method was a five-point Likert scale and the
second, a 10cm line for each question with an extreme positive and negative response on
either end of the line. The second method would require trainees to put a cross intersecting
the line where a strength of response was felt appropriate. Although all the questions in the
draft questionnaire were considered suitable, a Likert five-point scale was considered time-

consuming to read and select an appropriate response.

The 10cm line response method was adopted for the main questionnaire. The words in the
questionnaire was reduced in font size to fit on one side of an A4 page. An example of how to
answer the questions was added. A brief outline explaining the reason for the questionnaire
and the fact that it had no connection with the London Pharmacy Consortium, the

examination organisation, was also stated.
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S.2.3 The survey
The pre-test was held at several UK venues in March and April 1993. The survey involved

visiting as many of the pre-test sites as possible in order to distribute questionnaires.
Completed questionnaires were collected at the site. For those venues that could not be
visited, the pre-test chief invigilators were asked for their assistance in distribution of
questionnaires. Those who accepted were sent questionnaires by mail to be given to trainees
to complete. For all the venues, the questionnaire was given to the trainee approximately ten
minutes before completion of the pre-test. The trainees had been told that they would be
receiving this questionnaire before commencing the pre-test. For the venues visited, the
questionnaires from trainees were collected by the author on completion. For the venues not
visited, there were two methods of questionnaire collection. At some venues, the trainees
returned the completed questionnaires to the pre-test invigilator who returned them by post to
the author. At one venue, reply-paid envelopes were sent with the questionnaires for the
trainees to return at their own accord. This method of return was asked by the pre-test

invigilator at this venue.

a) The venues visited by the author were:
1) The School of Pharmacy, Brunswick Square, London
ii) King’s College, Chelsea, London
iif) Aston University, Birmingham
iv) University of Bradford
v) Strathclyde University, Glasgow vi) John Moores University, Liverpool
vii) University of Nottingham viii) University of Manchester

ix) Boots training centre, Nottingham ( for all Boots trainees)

b) The venues to which questionnaires were posted:
i) University of Portsmouth
ii) Brighton University
iii) De Montfort University, Leicester
iv) Robert Gordon's University, Aberdeen
v) University of Bath (reply-paid envelopes sent for trainee’s response)
There were a total of 823 respondents which represented 76% of the 1,081 trainees who sat

the first pre-registration examination a few months later (112).
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5.2.4 Questionnaire structure

All the questions except the one which determined branch of training required the respondent
to intersect a 10cm line with a cross which defined their strength of opinion for each question.
This form of response is used in social research where it is felt a strength of response is more
important to ascertain. It also allows the respondents to choose anywhere along the line a
response most appropriate to their feeling or emotion rather than forcing the selection of a
pre-meditated answer (148). For all the questions where this form of response was required,
Ocm represented a totally negative response and 10cm was a totally positive response. The
analysis of each question involved measuring of the distance where the cross intersected the
line to give an appropriate value. All the measurements were done with a 10cm ruler by the
author. The values could then be grouped according to measurement, for example, every 2cm
representing an opinion. Alternatively, the mean and standard deviation could be calculated
for each question to show the overall strength of response. A copy of the questionnaire used

in the survey is in Appendix 2.

5.2.5 Analysis of results

The total usable 823 responses, were entered into a SPSS Data Entry IT programme and then
analysed using the SPSS/PC programme. The statistical test employed was the chi-squared
test which has been described on p.97-8. All results stated as significant are at a level of
p<0.05 unless a highly significant value of p<0.005 is stated next to it.

S.3 RESULTS

S.3.1 Response rate

There were a total of 823 respondents of which 616 questionnaires were completed and

collected on-site from the venues visited.

S.3.2 Branch of pre-registration training

Q1. ‘Which branch is your pre-registration training in?’
The results in Table 5.1 show the number and percentage of respondents and the branch of

pharmacy in which pre-registration training was undertaken.
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Table 5.1: The number and percentage of respondents and branch of pre-registration
training (n=823)

Branch of pre-registration training | Number (n=823) | % of respondents
Community pharmacy 495 60
Hospital pharmacy 274 335
Hospital and Industry (6 month split) 41 5
Community and Industry (6 month split) 10 12
Community and Hospital (6 month split) 2 0.2
Other 1 0.1

In 1992, the number of graduates, excluding sandwich course students, undertaking a full
year in one branch of pre-registration training was 580 in community and 351 in hospital
placements (194). The response rate to this survey from trainees in full-year community and
hospital pharmacy were 85% and 78% respectively. The ‘other’ section in this survey
represented a trainee who spent six months in a community pharmacy and six months with the
National Pharmaceutical Association (NPA). This survey included fourth-year Bradford
sandwich course students who were just completing the second of their six-month training

period.

5.3.3 Opinions on the pre-test questions
Q2. ‘To what extent were the questions in the pre-test more demanding than

anticipated?’
This question shows a mean response of 6.273cm (sd = 1.9), which suggests that the majority
respondents felt the questions were more demanding than expected. A total of 585 of 817

(72%) respondents to this question selected 6cm or more on the line.

Q3. ‘Has the pre-test increased your awareness of the type of questions that may

be set in the pre-registration examination?’
The mean response for this question is 7.241cm (sd = 1.99) suggesting that awareness had
been strongly increased for a majority. A total of 633 of 822 (77%) respondents to this

question selected 7cm or more on the line.
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Q4. ‘To what extent do you feel the pre-test utilised any knowledge attained at
undergraduate level while studying pharmacy?’

The mean response for this question is 5.154cm (sd = 2.27) suggesting a mixed response. An

equal split of 409 of 818 (50%) respondents chose either side of the Scm point on the line.

The majority of respondents (56%) selected between 3cm and 7cm on the line. The result

suggests that the knowledge from the undergraduate course was utilised in the pre-test to

some, but not a great, extent.

SUMMARY POINT -7
The pre-test questions were more demanding than initially anticipated by the trainees, but,

they increased the awareness of a majority of trainees as to the nature of questions that

would appear in the examination.

5.3.4 Guidance by tutor on ‘must know’ topics
Q5. ‘To what extent does your pre-registration tutor give you guidance on topics

that are classed as ‘must know’ in your manual and may be asked in the

exam?’
As discussed in Chapter Two, the trainee’s knowledge in the ‘must know’ topics was
essential for success in the 1993 pre-registration examination. These topics were listed in the
1992 pre-registration examination syllabus and would have the greatest priority and weighting
in the examination (103). A total of 556 of 818 (68%) respondents selected a response from
0 to 4cm on the response line. The mean response is 2.882cm (sd = 2.75) strongly suggesting

that little guidance was given to these trainees on this aspect.
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5.3.5 Opinions on extent to which training has fulfilled objectives and expectations at

this stage
The results for each question in this section have been placed in individual tables accompanied

with the mean and standard deviation.

Q6 a. ‘To what extent do you feel your training has enabled you to identify and provide
relevant reference material to help you to pass the exam?’

Table 5.2: The percentage and number of respondents in each response group

Very little or no | Little extent | Some extent | Greater extent | Much greater/complete
extent (0-2cm) | (2.1-4cm) (4.1-6¢cm) (6.1-8¢cm) extent (8.1-10cm)
10% (78) 16% (134) | 26% (216) 32% (264) 16% (130)

The mean response is 5.852cm with a standard deviation of 2.42cm.

Q6 b. ‘To what extent do you feel your training has enabled you to exercise your own
knowledge and experience?’

Table S.3: The percentage and number of respondents in each response group

Very little or no | Little extent | Some extent | Greater extent | Much greater/complete
extent (0-2cm) | (2.1-4cm) (4.1-6¢cm) (6.1-8¢cm) extent (8.1-10cm)
3% (29) 10% (79) 24% (194) 43% (354) 20% (162)

The mean response is 6.404cm with a standard deviation of 2.05cm.

6 c. ‘To what extent do you feel your training has been a ‘hands on’ practice of what
y 4 p
you learnt at your school of pharmacy?’

Table 5.4: The percentage and number of respondents in each response group

Very little or no | Little extent | Some extent | Greater extent | Much greater/complete
extent (0-2cm) | (2.1-4cm) (4.1-6cm) (6.1-8cm) extent (8.1-10cm)
11% (94) 21% (172) | 27% (216) 25% (203) 16% (131)

The mean response is 5.281cm with a standard deviation of 2.52cm.
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Q6 d. ‘To what extent do you feel your training is what you expected of pharmacy?’

Table 5.5: The percentage and number of respondents in each response group

Very little or no | Little extent | Some extent | Greater extent | Much greater/complete
extent (0-2cm) | (2.1-4cm) (4.1-6¢cm) (6.1-8cm) extent (8.1-10cm)
5% (40) 13% (110) | 21% (170) 36% (295) 25% (206)

The mean response is 6.33cm with a standard deviation of 2.35cm.

Q06 e. ‘To what extent do you feel your training is teaching you the day to day skills you

will require as a pharmacist?’

Table 5.6: The percentage and number of respondents in each response group

Very little or no | Little extent | Some extent | Greater extent | Much greater/complete
extent (0-2cm) (2.1-4cm) (4.1-6cm) (6.1-8¢cm) extent (8.1-10cm)
3% (23) 7% (62) 16% (131) 35% (284) 39% (319)

The mean response is 7.133cm with a standard deviation of 2.19cm.

pharmacist.

SUMMARY POINT -8

The training had to a greater extent allowed the majority of trainees to use their own
knowledge and experiences during training. There was no clear indication as to the training
having been a practical application of undergraduate knowledge. However, there was a

strong indication that the training was providing the day-to-day skills required as a

5.3.6 Intended branch of practice as a pharmacist

Q7. ‘After your pre-registration training, do you hope to stay in the same branch

of the profession that you are currently in?’

Table 5.7 shows the percentage and number in each group of response for this question.

Table 5.7: The percentage and number of respondents in each response group

Definitely not/very | Probably not | Probably | Quite probably Very probably/
probably not (0-2cm) | (2.1-4cm) (4.1-6¢cm) (6.1-8cm) definitely (8.1-10cm)
9% (73) 6% (48) | 16% (136) | 14% (115) 55% (449)

The mean response is 7.348cm with a standard deviation of 3.01cm.
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5.3.7 The choice of pharmacy as a career

Q8 ‘At this moment in life, how do you feel about having chosen pharmacy as a career?’
The percentage and number for differing extent of feeling of pharmacy as a career choice is
shown in Table 5.8.

Table S.8: The percentage and number of respondents in each response group

Very disillusioned | Disillusioned | Uncertain Happy Very Happy
(0-2cm) (2.1-4cm) | (4.1-6cm) | (6.1-8cm) (8.1-10cm)
10% (79) 12% (97) | 21% (173) | 26% (215) 31% (265)

The mean response is 6.283cm with a standard deviation of 2.79cm.

SUMMARY POINT -9
There is a strong indication that a majority of trainees would continue practice in the
same branch after registration. The majority of respondents were happy or very happy

about having chosen pharmacy as a career.

S.4 EVALUATION AND DISCUSSION

The proportions of community respondents (60%) in the survey shows a very strong
similarity with the proportion (59%) training in this sector during 1992-93 (159). This may be
partly explained by the fact that all those who trained with Boots the Chemists sat the pre-test
at the Boots training centre in Nottingham, which was one of the venues visited. Boots the

Chemists represent the largest single employing body for community pre-registration training.

S5.4.1 The pre-test

The pre-tests were held by the London Pharmaceutical Consortium, an independent body
contracted out by the RPSGB for devising examination papers and organising examination
centres (109). The pre-tests were held partly to provide potential candidates for the
registration examination with an opportunity to practice multiple-choice questions of the
styles to be used in the examination itself. The tests were also a necessary process in the

validation of multiple-choice questions after receipt from the question writers (109).
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As discussed in Chapter Two, the pre-tests would therefore evaluate the questions for
possible inclusion in the closed item bank and would remain confidential, that is, no questions
or papers would be given to the trainees after the pre-test. The London Pharmaceutical
Consortium would also provide feedback in the form of a summary for these trainees
compared with that for all participants, from the results of each pre-test paper (110). The
registration as a pharmacist is subject to a trainee achieving a minimum pass mark of 70% in
the examination (108). As this was the first-ever examination, it was therefore important that
the pre-test gave the trainees a good indication of the nature and style of examination
questions. It was also important that the trainees becomes aware of how potentially difficult
the examination would be. This would then provide sufficient indication of the revision

required before the examination.

The results showed that the pre-test increased awareness for most of the trainees as to the
type of questions that would appear in the examination. However, a majority of trainees felt
the questions in the pre-test had been more demanding than initially anticipated. Chi-square
analysis shows no significant differences between numbers of community and hospital
respondents who found the pre-test more demanding (6-10cm). This implies that these
trainees would now be aware of the nature and extent of revision required before the

examination.

5.4.2 Utilisation of undergraduate knowledge in the pre-test

The pre-registration examination was introduced because the Council believed that there was
an independent need to assess the ability of graduates to recall and apply knowledge gained
both during the undergraduate course and the pre-registration year by means of a highly
structured and objective method (102). Therefore, previous knowledge gained at
undergraduate level would to an extent be expected to aid performance in the pre-test. The
results to this question in the survey suggest exactly that. The majority of responses indicated

that some extent of undergraduate knowledge had been utilised.
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5.4.3 Guidance on ‘must know’ topics

A majority of 66% of all community, 69% of hospital and 80% of split-scheme trainees felt
that at the time of the survey, little/very little or no guidance (0-4cm) had been given by tutors
for the ‘must know’ topics (mean =2.9 cm).

The 1992 pre-registration manual stated that setting, scoring, weighting and proportional
frequency of questions reflected the emphasis on application, analysis and evaluation of
content appropriate to the practising pharmacist. The topics were therefore classified as
‘must-know’, should-know’ and ‘could-know’ and the examination questions and weighting
of marks would reflect these priorities (103). The ‘must know’ topics were therefore
considered as having the highest priority and knowledge of these would be essential for the
examination. Although the syllabus was divided into seven major sections, as explained in
Chapter Two, specific topics within each section had been given the above classification.

The ‘must know topics in the 1992-93 manual were (103);

Sale and supply of medicines and poisons

Professional Ethics

Health and safety at work

Safe systems at work

Consumer Protection

NHS Authorities/Boards

The NHS, the Department of Health and the Government

The basis of responding to symptoms including the major categories of symptoms
and the appropriate responses by a pharmacist (all related subject areas)
¢ Reading and interpreting prescriptions

Therapeutic knowledge base

Drug action, absorption, distribution, metabolism and elimination
Adverse drug reactions, side effects, drug interactions and contra-indications
Reference sources

Information services of the RPSGB and the NPA

Advice to patients and carers

Advice to doctors and other health care professionals

Advice to members of the public

Extemporaneous dispensing methods

Stability and storage

Labelling

Good dispensing practice

Storage of stock
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It has been stated by an RPSGB training personnel that since the examination is designed to
test the knowledge that is essential for practice, pre-registration training which meets the
Society’s requirements should be sufficient to enable trainees to answer questions correctly.
While the ultimate responsibility for learning rests with the trainee, the major contribution that
tutors can make is to give trainees sufficient problem-solving experience and responsibility
during the training year to enable them to approach the examination as independent thinkers

and practitioners (109).

This implies that tutors should be familiar with the examination syllabus, in particular, the
‘must know’ topics, which can then allow them to give their trainees related problem-solving
experiences. The nature of many of the above ‘must know’ topics is such that the knowledge
relating to them can be applied in practice regularly. If for example we consider a ‘must
know’ topic in the syllabus such as 'Sale and supply of medicines and poisons’, it would be
naive to consider that knowledge for this topic can be solely leamed from a book. A student's
understanding of this topic and, thereby, the likelihood of answering questions successfully
will be enhanced by practical experience in this aspect provided under the guidance of the
tutor. The theoretical learning and practical application of some of these topics is inextricably
linked. Tutors should be able to offer guidance on those practical training skills and problem-
solving skills directly related to ‘must know’ topics which will enforce the student’s ability to

recall knowledge for the examination.

However, the results strongly indicate that tutors did not give sufficient guidance on these

‘must know’ topics to their trainees. There may be several reasons for this;

a) The examination is seen by tutors to be isolated from the training and thereby testing
knowledge that a student should obtain by reading and assimilating references in their
own time.

b) There is little perceived need to give guidance on topics which trainees are expected
to apply in practice on a day-to-day basis.

c) This was the first year of the examination and tutors are still uncertain about their role

or involvement with aspects of the examination.
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5.4.3 Aspects of training at this stage
A majority of 64% of community, 69% hospital and 56% split-scheme trainee respondents

indicated great use (6-10cm) had been made at this stage of training of their own knowledge
and experience. There is no significant difference in this opinion between community and
hospital trainees. It is envisaged that trainees will at the commencement of training, bring with
them, their own knowledge and experience gained at undergraduate level and through
previous pharmacy vacation work. At this stage, the trainee should be allowed to appraise this
level of knowledge and experience by applying it in the early stages of training. In this way,
trainees will realise their own limitations and endeavour to acquire further knowledge in areas

where their own is lacking and then build confidence by applying this knowledge in practice.

One of the objectives of pre-registration training is to bring the trainee to the commencement
of a career in pharmacy practice, with a willingness to make professional decisions within
current competence and a desire to continually improve competence through experience as
well as study (99). This requires self-motivation which can only be achieved if the trainee is
allowed to use and learn from their own on-going knowledge acquisition and experience,

which the results suggest was the case.

Another objective of pre-registration training is to give the trainee, experience of applying in
practice the knowledge acquired during the undergraduate course (99, 100). However, there
was a mixed response as to whether the training at this stage had so far been a ‘hands-on’
application of the knowledge learnt at undergraduate level. This appears to be a poor
reflection of undergraduate courses as it seems the trainees were unconvinced about the link
between undergraduate education and training or reflects a stage of their career where they
are not utilising their full range of knowledge.

Two reasons that may explain this indeterminate response;

1. As the results in Chapter Four suggest, these trainees would have preferred a much greater
teaching of clinical and practice-based topics at undergraduate level. An increased
allocation teaching of these topics would have allowed a much greater and direct
application of knowledge into training practice.

2. The teaching at undergraduate level does not relate the relevance of topics or link their
application to practice. This was one of areas of improvement suggested by the Nuffield

Committee (16).
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A majority of the trainees from community (75%) and hospital (76%) practice considered that
the training was teaching them the day-to-day skills they would require as pharmacists. The
difference between the numbers in each branch with this view and those who felt it was not
teaching day-to-day skills was statistically significant. This suggests that training in both areas
is generally well organised offering highly structured training programmes relevant to future

career development in each sector.

There was a strong indication that a majority of trainees would stay in the same branch of
pharmacy after training. In Chapter Four it was shown that the desire to stay in the same
branch after training was rated the second most important factor for choice of pre-registration
training. The present survey suggests that the training experience upto this stage for many

trainees has simply confirmed the desire to practice in the same branch afier registration.

A majority of 57% of all respondents at this stage were happy (6-10cm) with their choice of
pharmacy as a career compared to 22% who were somewhat disillusioned (0-4cm). There is
no difference between community, hospital or split-scheme respondents, all showing a
majority who feel happy about having chosen pharmacy as a career. Of the respondents who
expressed disillusionment with pharmacy, the majority (70%) were training in the community
sector. There may be several reasons for some trainees to be disillusioned with pharmacy at

this stage

Some of these are that,

a) the trainee’s expectations of the role they would carry out as pharmacists does not
correlate to what has been observed in training.

b) the trainee does not feel pharmacy is as intellectually stimulating or interesting as initially
perceived

c) the tutor does not present a very professional attitude or high standard of professional
work The tutor should act as a role model for the trainee endeavouring to lead by good
example (108)
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5.5 CONCLUSION

e The pre-test achieved the objective of raising the awareness of this group of the type of
questions that would appear in the examination. Although the pre-test was found to be
more demanding than initially anticipated, it would give the trainees a good indication of

the nature and amount of revision required to pass the examination.

e There was a strong indication that little guidance was provided by tutors for essential
examination topics. Tutors can encourage their trainees to apply knowledge from essential
examination topic areas by recognising areas of practice and creating problem-solving
scenarios where this would be possible. This would enhance the ability of the trainee to

recall this knowledge in the examination.

® The training had to this stage, allowed the trainee to develop the skills required of a
pharmacist in hospital and community pharmacy with the use of their own knowledge and
experience. This will encourage the trainee to recognise their own limitations and develop

personal professional competence throughout their career.

® The trainees did not provide a strong confirmation that the training was an application or
utilisation of knowledge gained at undergraduate level. This underlines the conclusion
made in Chapter Four, based on results from the same population, that the pharmacy
course requires a greater orientation towards subject areas which have a direct application

to practice.

® The majority of hospital and community-based trainees were in all likelihood intending to
remain in the same branch as training after registration as pharmacists and were happPy

about having chosen pharmacy as a career.
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CHAPTER 6

A survey of newly registered pharmacists in 1993

This chapter describes the results of a self-completion postal survey of a
sample of pharmacists who had just registered to practice in 1993.
The survey population included the majority of pre-registration trainees
surveyed at the beginning and mid-way stage of their pre-registration
training year, described in Chapters Four and Five. This survey obtained
retrospective opinions from a sample of this population on the pre-
registration training just completed including the first-ever pre-registration

examination.
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6.1 AIMS AND OBJECTIVES
6.1.1 Aim of the survey

This was the third questionnaire distributed to pharmacy graduates of 1992. The first and
second questionnaire, described in Chapter Four and Five respectively, were distributed at the
beginning (August 1992) and at a mid-way point (March 1993) of their pre-registration
training. The first questionnaire analysed factors of importance for choice of pre-registration
training and perceptions of the training year ahead. The second questionnaire analysed
whether the training had fulfilled some of its objectives and met the expectations of the
trainees half way through the training. It was the intention that this questionnaire would
complement the first two by gathering retrospective opinions about the whole training year as
observed by a pre-registration trainee. The primary aim of this survey was, therefore, to
obtain opinions of the completed pre-registration training year including the first-ever pre-
registration examination. In addition, the need for additional educational requirements during

pre-registration training was ascertained.

6.1.2 Objectives

e To ascertain the branch in which pre-registration training was undertaken and branch of
current work as a pharmacist.

e To determine level of satisfaction with the standard of training received.

e To obtain a retrospective opinion of the perceived purpose of the completed training year.

¢ To identify the extent to which more training would have been preferred in areas related to
the ‘must know’ topics in the examination syllabus.

¢ To determine whether there was a need for an educational training course specific to the
demands of pre-registration training and then identify the best possible method of delivery
of this course.

e To ascertain whether the tutor was perceived to have a sufficient level of training for
provision of pre-registration training.

e To identify the level of agreement to statements about the role of the pre-registration

examination.
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6.2 METHODOLOGY

6.2.1 Survey population

The survey population comprised all the individuals who had registered with the RPSGB to
practice as pharmacists in 1993. The majority of the pharmacists in this population had
completed a year of pre-registration training in the UK before registration. The population
would also include some pharmacists who may have undertaken education and training
overseas, but were allowed to register in the UK. Some countries, like New Zealand, have a
reciprocation agreement with the RPSGB. A sample of 300 pharmacists from this population
were used in the survey. This represented approximately 1 in 3 of the registered pharmacists
and the sample and addresses were provided by the RPSGB.

6.2.2 Pilot study

A draft questionnaire was given to six newly-registered pharmacists from this population who
had commenced postgraduate study at Aston University. Of this pilot group, three had
undertaken pre-registration training in community pharmacy, two in hospital pharmacy and
one in a 6-month split scheme involving the pharmaceutical industry and hospital pharmacy.
The main revision to the draft questionnaire as recommended by the pilot group was to make
the open questions on educational participation and preference during training, easier to
answer. These questions were redesigned to a closed format offering one or more responses
to be selected or for responses to be ranked in preference. The pilot study group also
suggested the inclusion in the covering letter accompanying the questionnaire, of a statement
congratulating the recipients in joining the profession and wishing them luck in their careers.
It was felt this would increase the response rate.

6.2.3 The survey

Following the pilot study, a postal questionnaire accompanied by a covering letter and a
reply-paid envelope was sent to a random sample of 300 of the pharmacists who registered
with the RPSGB in 1993. The questionnaires were posted in November 1993, approximately
three months after registration as a pharmacist. This would allow the inclusion of any pre-
registration trainees who may have failed the first pre-registration examination but were
successful in the resit in October 1993. A total of 79 candidates had failed the first
examination in July 1993 (112). The random sample and accompanying addresses were
provided by the RPSGB by selecting every nth address from the population for
randomisation. The questionnaires were treated in strict confidence and no individual could be

identified.
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6.2.4 Questionnaire structure

The majority of questions were a combination of those requiring the respondents to circle one
or more numbers corresponding to an appropriate response and those designed with a Likert
scale whereby respondents were asked to for example, agree or disagree with a statement
along a five-point scale (e.g. strongly agree, agree, indifferent, disagree, strongly disagree).
Open questions were not widely used as, although they are capable of eliciting a wide variety
of responses and provide more in-depth data, they are difficult to analyse and are often

ignored by respondents (158). A copy of the questionnaire is included in Appendix 3.

6.2.5 Analysis of results

The total usable 148 responses, were entered into a SPSS Data Entry II programme and then
analysed using the SPSS/PC programme. This program has been described further on p.97 in
the methods chapter. The statistical test employed was the chi-squared test which has been
described on p.97-8. All results stated as significant are at a level of p<0.05 unless a highly
significant value of p<0.005 is stated next to it.

6.3 RESULTS

6.3.1 Response rate

One hundred and fifty (150) newly-registered pharmacists responded to the questionnaire. Of
these, 2 responses were unusable as they did not undertake pre-registration training in the UK
in 1992-93. A total of 148 responses were therefore analysed. This represented a total

response of 49% of the 300 questionnaires sent.

There was no follow-up of non-respondents for this study because the most appropriate time
for it coincided with the Christmas period in 1993. It was felt that there would be a very poor
response rate during this period which would not be cost-effective. The response rate in this
study represents approximately 14% of the population who had had trained in the 1992-93
year. This will therefore be taken into consideration during the discussion as some responses

may not be representative of the population.
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6.3.2 Branch of pre-registration training and work as pharmacist

Q1. ‘In which branch did you undertake your pre-registration training?’
Table 6.1 shows the branch of pharmacy where pre-registration training was undertaken by
the respondents.

Table 6.1: Number and percentage of respondents and branch of pre-registration
training previous to registration as pharmacist (n=148).

Branch of training Number of respondents % of respondents

Single independent community 8 55

Community chain 2-10 5 3.5
Community chain 11-50 4 2.5
Community chain >50 pharmacies 57 38.5
Hospital 53 36

Industry and Hospital 11 7.5
Industry and Community 1 0.5
Community and Hospital 7 4.5

Other 2 1.5

A total of 50% of the respondents undertook a full year of training in community pharmacy.
The percentage of respondents who spent a full year of training in hospital pharmacy (36%)
was similar to the total proportion of all pre-registration trainees in the 1992-93 training year
in this sector of 38% (159). The survey population included Bradford sandwich-course
students who graduated and registered in 1993. This may partly explain the high number of
split-scheme respondents.

Q2. ¢ In which area of pharmacy are you currently working?’

Table 6.2 shows the number and percentage of respondents in the branch of work as
pharmacists after registration.

Table 6.2: Number and percentage of respondents and current branch of pharmacy.

Branch of pharmacy work Number of respondents % of respondents
Single independent community 4 2.5
Community chain 2-10 5 3.5
Community chain 11-50 4 2.5
Community chain >50 pharmacies 60 41
Hospital 39 26.5
Industry 4 2.5
Postgraduate study (full-time) 14 9.5
Full-time community locum 8 58
Pharmacy teaching (academia) 1 0.5
Other (unspecified) 9 6
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Of all the community pharmacists, 6 trained in hospital pharmacy and 7 trained in six-month
split schemes of different branches (5 in community and another branch). Of the 39
pharmacists working in hospital pharmacy, only 1 trained in community pharmacy, 2 trained
in a hospital/community split scheme and 1 in a hospital/industry split scheme. Of the four
industrial pharmacists, 3 trained in a industry/other split scheme and 1 in a
community/hospital split scheme. The data from Table 6.1 and 6.2 has been combined in
Figure 6.1 to allow a further comparison of numbers of respondents in each branch during
pre-registration training and at the time this survey was undertaken shortly after completion

of training.

6.3.3 Purpose of the pre-registration training year

Q4. ‘Please state your level of agreement with the following statements that may be used
to describe the purpose of the pre-registration year’.

It was necessary to determine what the study group perceived as having been the purpose of

the completed training year. In order to do this, the respondents were asked to state their

level of agreement to several statements each offering a supposed purpose of the year. The

statements were derived from the RPSGB objectives of pre-registration training stated in the

1993 Byelaws on Pre-registration Training (100). The responses are shown in Table 6.3.

Table 6.3: Respondents’ level of agreement to statements offering a supposed purpose
of the pre-registration year just completed.

% of respondents
Strongly disagree | Strongly agree or
Purpose of pre-registration year or disagree agree
Necessary to gain practical experience in the
workplace 1 97
Necessary to develop professionalism prior
to practice 4 86
Necessary to apply knowledge and skills
gained at University 5 80

All three statements show a highly significant difference (p<0.005) between the number of
respondents who strongly agree/agree and those who strongly disagree/disagree. The results

imply that most respondents felt their training had achieved three of its’ important objectives.
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6.3.4 Standard of training
Q5. ‘How satisfied were you with the standard of pre-registration training you received?’

A total of 30% of all respondents indicated that they were very satisfied and 49% satisfied
with the standard of pre-registration training they had received. Only 13 (11%) respondents
indicated dissatisfaction with their training. Of the 13 respondents, 2 trained in a community
chain of 2-10 branch size, 4 trained in a large community chain group (>50), 6 trained in

hospital and 1 trained in a joint community/hospital scheme.

6.3.5 Extent of additional training required in the pre-registration year
Q7. ‘Please state whether you would have liked more or less training in these subjects

during your pre-registration year to prepare you to practice pharmacy.’

A selection of subject areas regarded as pertinent to the requirements of a practising

pharmacist were listed in the survey. The respondents were asked to indicate whether they

would have liked more or less training in these subject areas during their pre-registration year.

All but one subject, were chosen from the topics listed as “must know’ in the 1992-93 pre-

registration examination syllabus. A brief description of all the 1992-93 ‘must know’ topics

has been given on p.165. As discussed in Chapter Two, knowledge in the ‘must know’ topics
was considered essential for success in the examination because they had the heaviest priority

and weighting of marks in the examination (103).

There were three reasons for asking respondents to consider the ‘must know’ topics for an

increased or decreased training. These were;

a) In Chapter Five, the results had shown that a half-way stage of the pre-registration year,
trainees had indicated that there had been a low level of tutor guidance during training on
the ‘must know’ topics. An increased demand for training could therefore compensate for
the lack of tutor guidance.

b) Again as discussed in Chapter Five, the knowledge from these ‘must know’ topics is
applied in pharmacy practice regularly and therefore necessitates continual knowledge
development. An increased demand for training could therefore develop this knowledge.

c) The results in Chapter Four indicated that a strong majority of pre-registration trainees
had agreed with the concept of mandatory continuing education during the training year.
Therefore, an increased demand for training in any of the selected ‘must know’ topics

could be incorporated in a mandatory continuing education syllabus.
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The subject area of Clinical Pharmacy was also listed for respondents to consider for two

main reasons. These were;

a) In Chapter Four, a large majority of trainees had expressed an increased allocation in
teaching time of this subject at undergraduate level. It may therefore be seen as an
important area requiring more coverage in pre-registration training as well.

b) Any increased training in Clinical pharmacy would help prepare the trainee for future

participation in continuing education clinical programmes for pharmacists.

Figure 6.2 shows the percentage of respondents who trained the full-year in community and
hospital pharmacy who would have liked more training in each selected topic during the pre-

registration year.

The results show that 73% of community-trained compared to 60% of hospital-trained
respondents would have liked more training in clinical pharmacy. Of the hospital-trained
respondents, 68% would have liked more training in responding to symptoms compared to

53% of community-trained respondents.

Of all the topics, a traditionally hospital-orientated subject such as ‘clinical pharmacy’ was
considered for more training by the largest majority of community-trained respondents.
Conversely, a community-orientated subject ‘responding to symptoms’ was considered for
more training by the largest majority of hospital-trained respondents. A similar majority of
respondents from both branches would have liked more training in pharmacy law, medicine

and poison sale and supply and communication and édvisory skills.

The training in the remaining subject areas was considered sufficient by a similar majority in

both branches.
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6.3.6 Attendance of a course specific to pre-registration examination requirements

Q9. ‘How keen would you have been to attend an independent training course specifically
for pre-registration training e.g. one organised by a school of pharmacy?’
A majority of 66% of respondents indicated that they were keen or very keen to attend such a
course. There was a significant difference (p<0.05) between the number of respondents who
were very keen/keen (66%) and those not keen/unwilling to attend (12%). Further analysis
reveals that all the respondents who had trained in independent and small to mid-chain
community pharmacy groups(<50), 70% of respondents trained in large-chain (>50)
pharmacy groups and 51% of the hospital-trained respondents would have been keen to
attend a course. Of the hospital-trained respondents, 19% were not keen or unwilling to
attend and 30% offered a neutral opinion. The results suggest that in general, trainees from

the community sector would have been more enthusiastic about a pre-registration training

course.

6.3.7 Delivery method of a post-graduate course specific to pre-registration training
Q10. ‘The following are various methods which could be used to deliver a pre-registration
training course. Please rank the following in order of which method would have
best for you where 1 would be your first choice and 5 the last choice.’
Table 6.4 shows the delivery methods investigated and the percentages of respondents
selecting each method as their first preference in the second column. The third column shows
an overall rank factor calculated for each delivery method by using the rank order analysis
method described in Chapter Three (p.98). The lower the calculated rank order, the higher
the overall preference for that delivery method by the whole respondent group. The inverse
relationship between overall rank order and preference has been explained on p.98 in Chapter

Three.

Table 6.4: Percentage of respondents selecting each delivery method of a pre-

registration training course as first preference and calculated overall rank
order for each method.

Delivery methods % Rank order
Half day course 26 2.369
Distance learning and tutorials 29 2.521
Residential weekend 38 2.692
Evening course 2 3.692
Distance learning only 5 3.739
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The results show that a residential weekend was selected as the delivery method of first
choice by the greatest number of respondents. However, this method is not the lowest overall
rank order i.e. highest overall preference. One reason for this is that this method may have
also attracted a large number of responses giving it a very low preference. In other words, the
number of respondents who feel this method is the best is counterbalanced by those who feel

it is the worst.

Although the ‘half day course’ method was not selected by the largest number as first
preference, very few gave it a very low preference. This explains why it has the lowest overall
rank order i.e. highest overall preference. A reason for this lack of correlation between
percentage and rank order is because there were differences in preference based on the branch
where training was undertaken. Respondents who had trained in single independent
community pharmacy and in all split training schemes showed “Half day course’ as method of
highest overall preference. Respondents who trained in large-chain community pharmacy

groups (>50) showed highest overall preference for ‘Distant learning and tutorials’.

Respondents who trained in hospital pharmacy showed exactly equal highest overall
preference for ‘Half day courses’ and ‘Residential weekends’. However, of all the hospital-
trained respondents, 13 selected “Half day courses’ and 23 selected ‘Residential weekends’ as
their first preference. ‘Residential weekends’ would therefore appear to be the better

preferred method for hospital trainees.

This indicates that if a pre-registration course was created, it would have to incorporate two
or three methods of delivery to meet the preferences of hospital and community-based

trainees.

6.3.8 The pre-registration tutor
Q14. ‘Did you feel that your tutor had sufficient training to help you gain the most out of

your pre-registration year?’
The respondents were asked to indicate a response on a scale of 1 to 5, where 1 indicated the
tutor as being highly trained and 5 as not trained at all. A majority (55%) selected response 1
and 2 which indicated tutors had sufficient training. A proportion of 22% selected response 4

or 5 indicating tutors had an insufficient or no training.
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A further analysis shows that only 37% of respondents who had trained in an independent or
small to mid-size community pharmacy group (<50) felt the tutor had sufficient training
compared to 55% of respondents who trained in large-chain community pharmacy (>50) and

57% of hospital-trained respondents.

6.3.9 The pre-registration examination

Q 15. ‘Please state your level of agreement with these statements concerning the pre-
registration examination.’

This study group were the first-ever to sit the pre-registration examination. One objective of
the study was to determine the agreement level of respondents to statements regarding the
role or purpose of the examination. The pre-registration examination was introduced because
the Council of the RPSGB believed that there was an independent need to assess the ability of
graduates to recall and apply knowledge gained both during the undergraduate course and the
pre-registration year by means of a highly structured and objective method (102). The first
statement therefore was to assess whether respondents agreed that the examination tested
knowledge but not skills. The second statement was based on the analysis of the 1992-93
examination which had shown a strong correlation between the class of degree and success or
failure in the examination (113). The third statement was to assess whether the examination
was perceived to be a quality control process. The level of agreement to the statements is
shown in Table 6.5.

Table 6.5: Respondents’ level of agreement to statements regarding the pre-registration

examination.
% of respondents
Strongly disagree/ Strongly

Statements on role of the examination Disagree Neutral | agree/ Agree
A test of skills and knowledge gained in

pre-registration year 42 27 31

A test of academic ability 29 22 49

A means of controlling the standard of

pharmacists entering the profession 29 16 55

A small majority (42%) strongly disagreed/disagree that the examination tested skills and
knowledge gained in the training year. However, a total of 58% of respondents were either
unsure or agreed that both aspects were tested by the examination.

Only 49% agreed that examination was a test of academic ability. A clearer majority of 55%

agreed that the examination controlled the standard of pharmacists entering the profession.
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6.4 EVALUATION AND DISCUSSION

6.4.1 Branch of practice

There was a small increase in the number of respondents practising in community pharmacy
as pharmacists compared to the number who trained in this sector. However, there was a
substantial decrease from 53 respondents who had trained a full-year in hospital pharmacy to
39 working as hospital pharmacists after registration. Of all the community-trained
respondents, only one moved to hospital practice after registration. On the other hand, only

35 of the 53 hospital-based trainees remained in this sector immediately after registration.

This has been a well known feature of the NHS “educational role” which has always provided
a greater number of training places for graduates in hospitals than the actual demand for
pharmacists in this sector. However, it is crucial that the numbers eventually retained by the
hospital sector are sufficient to fulfil their pharmacist manpower needs. Based on this study in
1993, approximately one-third of all hospital-trained pharmacists immediately left this sector
on registration. If this trend was to increase, hospitals may actually face a shortage of newly-
trained pharmacists. This has been confirmed in a recent report in 1997 which reports that
there is a serious lack of applicants for basic-grade posts in hospitals around the UK. The
report has highlighted areas around the country, for example E.Anglia, where there is an
acute shortage of basic grade pharmacists. This problem has been partly attributed to an

increased transition of new hospital-trained pharmacists to the community sector (195).

One of the reasons for this increasing transition is the salary differential for newly-qualified
pharmacists in community and hospital pharmacy. A newly-qualified community pharmacist
can earn more than double the salary on offer for an A or B-grade hospital pharmacist. A
concern has been expressed by the Guild of Hospital Pharmacists that hospital salaries have
fallen well behind those of in community practice, particularly for newly qualified pharmacists
which will make it difficult to recruit pharmacists (196).

In contrast, of the 55 respondents who trained in the large-chain community sector (>50
pharmacies), only 6 left after training to other areas. This supports the indication that the
large multiple groups recruit a certain number of trainees based on their perceived future need
for pharmacists. Then, during the training these employers attach great emphasis in ensuring

that the trainees are retained as pharmacists after registration.
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There are several issues the hospital sector may need to consider to increase retention of their

trainees after registration;

a) Recruit numbers of trainees in a hospital based on actual eventual need for pharmacists. A
smaller number of trainees can be given more attention and more effort can be made to
ensure their later retention.

b) Offer increased remuneration and incentive for newly-qualified pharmacists. It has been
reported that hospital-trained pharmacists will be more likely to apply for basic-grade
posts where for example, a postgraduate clinical diploma is offered (195).

¢) Have a better understanding of the future needs of hospital trainees. The majority of
trainees recruited for hospital training in 1992 (Chapter Four) were women. It may be
therefore necessary to provide and emphasise flexible work options and job sharing
schemes for the women who wish to have a family after registration.

d) Consider the future needs of trainees from different ethnic backgrounds. A longitudinal
study of this group of 1992-93 pre-registration trainees (Chapter Nine) shows that the
hospital sector retained a lower proportion of trainees of Asian origin compared to White

trainees.

6.4.2 Purpose of the training year

The respondents strongly agreed that one of the purposes of pre-registration training is to
develop the professionalism of the trainee prior to practice. The training has as its aims, to
reinforce among pharmacy graduates an awareness that they are to become members of a
profession and to develop further within them professional attitudes and a sense of
responsibility (99, 100). Although the undergraduate pharmacy course can introduce and
emphasise the need for a professional attitude during practice, the pre-registration training
provides the environment to develop this attitude and professional commitment. It has been
expressed that the importance of commitment to the pharmacy profession, like continuing

education, is a hallmark of a profession (197).

One of the objectives of pre-registration training is to give the trainee, experience of applying
in practice the knowledge acquired during the undergraduate course (99,100). In principle,
80% of the respondents in the present study agreed that this was one of the purposes of the

training year.
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This principle was also supported by respondents from the study of the same population at
the beginning of training, where 78% of respondents had agreed that the training would allow
them to apply their undergraduate knowledge (Chapter Four). However, the study of the
same group during their training (Chapter Five) found there was no clear support that the
training at that stage had been an actual ‘hands on’ practice of what had been taught at
undergraduate level. This implies that theoretically, pre-registration training should provide
the opportunity to apply undergraduate knowledge and conversely, the undergraduate
knowledge acquired should be relevant for it to be applied in training. In reality however, this

may not be the case.

Some of the reasons from the perspective of undergraduate education have been discussed in
Chapter Four and Five, with regard to increasing the emphasis of practice and clinical-based

teaching in the undergraduate course.

From the view point of pre-registration training, two of the areas which the Nuffield
Committee of Inquiry indicated were wrong in training still carry considerable weight. Firstly,
it was felt that the training year had been designed in isolation from the content and structure
of the degree course. It felt that some of the criticisms levelled at the course at that time
could be met by the training year, particularly in learning how to apply the scientific
knowledge gained in the practical environment of one of the three main branches. Secondly, it
also felt that the schools and teachers from the schools of pharmacy should have a more
active role in the discussions of the ground to be covered by the training year. The school
should be involved in the provision of educational sessions for the trainees and in part
supervision of individuals. It was envisaged that the employment tutor would then have a
better understanding of what schools were trying to achieve and problems faced and the
school tutor would increase his understanding of how pharmacy is actually practised and be

able to reflect this in his teaching (16).

The Nuffield Report was published over eleven years ago, and yet, many of the observations

and recommendations remain extremely relevant to education and training,
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6.4.3 Educational requirements during the pre-registration year
Three issues with a common theme on additional educational and training requirements

during the pre-registration year were assessed in this survey. These were;

a) Whether more training was required for a selection of subject areas deemed to be
pertinent to requirements in practice.

b) If an educational course specific to the needs of pre-registration trainees was required. It
was envisaged that any subject areas from a) requiring more training could possibly
provide part of the syllabus for this course.

c¢) To ascertain the most appropriate method for delivery of a possible pre-registration

course.

The results showed that more training would have been liked by a majority of respondents for
five distinct subject areas. Additional training can be provided either by day-to-day pre-
registration training or by means of an educational course. From these results, the latter
would be favoured because it would be difficult to provide practice-based training in areas
such as ‘responding to symptoms’ for hospital or industry-based trainees or ‘clinical
pharmacy for community-based trainees. In addition, a majority (66%) indicated they were
keen for the implementation of an independent pre-registration course which further favours
this format. A syllabus for a pre-registration course could partly comprise of subjects which
respondents would have liked more training in e.g. clinical pharmacy, responding to

symptoms, pharmacy law, medicine and poisons sale/supply and communication skills.

The method considered most appropriate for delivery of a course varied according to the
branch of training. The majority of the community-trained respondents, who had trained with
large-chain multiple groups, preferred a distance-based learning format incorporated with
some tutorials. This format relies mainly on self-motivation but regular interaction through
tutorials can complement the learning process. The majority of hospital-trained respondents
appeared to prefer a ‘residential weekend’ format which indicates that these trainees would
prefer interaction in a learning environment. This delivery method is used commonly by

hospital-training organisations for weekend conferences and symposiums.
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The following aspects could be considered in creation of a pre-registration training course;

a) The course could contribute to a future post-graduate qualification with further study
after registration.

b) The course could be provided as modules on different subject areas, including those
related to industrial practice. This would cover specific requirements within each branch
of training.

c) There could also be stipulation for compulsory completion of a specific module for each
of the branches of training based on the results in the present study. For example,
community-based trainees would have to complete a module on clinical pharmacy’ and
hospital-based trainees, a module in ‘responding to symptoms’.

d) The course could be provided through various formats. A number of modules could be
provided by a distance-learning format. The module on ‘responding to symptoms’ for
example, could be arranged as tutorials or workshops held over a residential weekend(s)
or half-day meetings.

e) The course could be run by a single organisation for a fee possibly subsidised by
employers and the RPSGB. The organisation could, as with the CPPE system, appoint
regional tutors who would organise the residential or tutorial sessions.

f) Based on the results, the course would have greater appeal to community-based trainees
but would be designed for trainees from all branches.

g) Of most importance, is that the course would provide a format of structured learning

which should motivate trainees to continue lifelong learning.

Currently, training organisations run pre-registration specific courses in localised areas. For
example, a course for hospital pre-registration trainees on responding to symptoms has run
for a number of years for trainees from Nottingham, Lincoln and Doncaster. The programme
has covered a substantial proportion of the RPSGB registration syllabus looking at a variety
of minor ailments presented in community pharmacy and the necessary questioning skills in

ascertaining symptoms (198).
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6.4.4 The pre-registration examination

The examination was created to check that a graduate who appears good in practice also
possesses a sufficient breadth and depth of relevant knowledge and understanding to enable
them to cope with practice problems and to adapt to changes in practice (102). Yet,
approximately one-third of respondents agreed that it tested both skills and knowledge gained
in the training year. In hindsight, the question was confusing as it was purposely misleading. It
would have been better to divide this question into two, one assessing whether skills had been
tested and one on the extent of knowledge tested. The examination cannot test skills, this is

the role of the actual training.

The examination was only considered a test of academic ability by half the respondents. Yet,
the evidence available suggests that it is a test of academic ability. The London
Pharmaceutical Consortium’s report to the Education Committee of a provisional analysis of
the examination results in 1993 had shown a strong correlation between the class of degree
and success or failure in the examination. The correlation was even stronger in the case of

those who had failed again after resitting the examination in October (113).

This analysis confirms that trainees who had the academic ability to achieve a good degree
classification were more likely to pass the pre-registration examination. The examination is
designed to test a trainee’s ability to recall knowledge for the closed paper and the ability to
access the correct reference material in a limited period in the open book paper. Therefore,
trainees with a high academic ability should perform better in the examination as they will
recall knowledge and identify the most appropriate reference material more quickly and
correctly. A small majority agreed that the examination controlled standards of new
pharmacists. It may have been more appropriate to ascertain whether the examination was
perceived firstly to control the number, secondly the academic standard and finally the

professional standard of trainees registering as pharmacists.
A proportion of 92.6% of all the trainees in the 1992-93 training year passed the first ever

pre-registration examination (112). In this study, 96.5% of the respondents passed the

examination the first time they took it.
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6.5 CONCLUSION

e This study showed that almost a third of hospital-trained pharmacists left this sector
immediately after registration. This sector should reconsider their pre-registration
recruitment and retention policies particularly in light of a UK-wide recent manpower
shortage of newly-trained hospital pharmacists. It seems a futile policy to provide so many

training places and then not manage to retain these trainees as pharmacists.

e There were five distinct subjects which respondents would have liked more training in
during the pre-registration year. Two of these subjects, ‘clinical pharmacy’ and
‘responding to symptoms’ were considered for more training by a strong majority of

community and hospital-trained respondents respectively.

e The majority of the newly-qualified pharmacist respondents would have been keen to
participate in an independent educational course specific to pre-registration trainees. The
subject areas which respondents would have liked more training in during the year could
be incorporated in the syllabus of such a course. The participation of a trainee in such a
course can not only aid knowledge development for the pre-registration examination and

future professional practice, but also instil the philosophy of continuous lifelong learning.

e The ideal delivery method of a pre-registration course varied according to the branch of
training. Therefore, a single newly-created pre-registration course for all trainees may have
to incorporate several methods of delivery. Some subject areas could be delivered using
distance-learning packages while others delivered in an interactive format during

residential weekends or half-day meetings.

e The results suggested that the study group were unsure whether the pre-registration
examination had tested both skills and knowledge and whether it had been a test of
academic ability. However, in hindsight, it would be more appropriate to ask pharmacists
who have taken the examination what they feel should be the ideal purpose and delivery
method of the examination and assess how this correlates with its current objectives and

format.
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CHAPTER 7

Survey of pre-registration tutors in the 1993-94 training year, the first year

competence-based assessment was introduced

This chapter describes the results of a self-completion postal survey
conducted in 1994 of a sample of pre-registration training tutors.
The results of this survey and discussion focus on the role and structure of
the pre-registration year from the perception of tutors in this scheme in the
1993-94 training year, the first year, competence-based assessment was

introduced.
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7.1 AIMS AND OBJECTIVES

7.1.1 Aim of survey

The pre-registration tutor is one of the most important influence in the developmental process
of a pharmacist-to-be. The tutor should be a role model to the trainee and many of their
working practices and professional characteristics such as attitude and demeanour, may be
adopted by the trainee. In addition, the tutors’ commitment to continuing education is likely
to have a considerable impact on the trainee’s future commitment in this area. There have
been two major changes to the pre-registration training year since 1992 which affect both the
trainee and tutor. The competence-based assessment of trainees in the pre-registration
training year was introduced in the 1993-94 training period. This was preceded in 1992-93
with the introduction of a pre-registration examination for all trainees. These major changes
have been described in detail in Chapter Two. This survey was designed, therefore, to
ascertain the tutors’ view on the role and structure of training particularly in light of these
two changes. The survey was also designed to evaluate the training methods and system of
supervision within different branches. As this was the first study of pre-registration tutors on
a UK-wide basis, information regarding continuing education participation and preferred

delivery for this group was also ascertained.

7.1.2 Objectives

e To obtain a profile of the respondents which includes branch of pharmacy and years of
experience as a pre-registration tutor.

¢ To determine level of satisfaction with information received from the RPSGB with regards
to the new changes to the training year.

e To ascertain the changes in training necessitated by the introduction of the pre-registration
examination.

¢ To investigate opinions on the newly introduced competency-based assessment.

¢ To assess tutor participation in continuing education and appropriate methods of delivery
of postgraduate education for tutors.

e To ascertain the views of tutors on the knowledge base evident in new trainees.
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e To obtain information specifically from hospital pre-registration tutors regarding their
training schemes. This includes;
a) Criteria used for selection of assistant tutors within the hospital system
b) Methods and frequency of feedback on student performance from assistant tutors.
¢) Extent of training of assistant tutors to conduct competence-assessment.
d) The suitability of the newly introduced competency-based assessment for hospital-
based trainees.
®* To obtain information specifically from tutors based in the pharmaceutical industry
regarding their training schemes. This includes;
a) The suitability of the pre-registration examination for pre-registration training in
industry.
b) Criteria planned to achieve within the 6-month period spent by trainees in the

pharmaceutical industry.

7.2 METHODOLOGY

7.2.1 Survey population
The survey population was all pre-registration tutors registered with the RPSGB for the

1993-94 training year. The RPSGB had kindly supplied addresses of all registered tutors from

which a random sample of 500 were selected for the study. The sample size selected ensured
that 55% of all tutors would be surveyed as there were a total of 908 tutors in the address
database. At the beginning of the training year, approximately 900 tutors had attended
RPSGB organised one-day induction seminars on competence-based training (109). The cost
of a postal survey and reminders to non-respondents was the main reason precluding a survey

to all tutors.

7.2.2 Pilot study

A pilot study was conducted initially to ensure that any questions used in a questionnaire
would be valid, topical and cover most of the aspects of the training scheme from a tutors’
perspective. A draft questionnaire was given for consideration to a community, hospital and
industry-based tutor. A week after this, a semi-structured interview was conducted with each
tutor for a thorough appraisal of the whole questionnaire. The interviews initially discussed
the wording of each question or statement for clarity and where appropriate, changes were

made. The draft questionnaire contained a core section for all tutors to respond to.
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This was followed by individual sections for the three main branches on specific training
issues. It was felt by the pilot group that the closed-question structure of the core section was
suitable and be retained. The majority of these questions included a five-point Likert scale
response offering a range of opinions e.g. strongly disagree/disagree/ neutral/ agree /strongly
agree. The community pharmacy tutor felt there was no need for a final section specific to
community practice as the core section of the questionnaire dealt with most of the necessary
aspects. This tutor also felt that training was similar in all community pharmacies in that
almost all tutors had constant interaction with and supervision of the trainee, which was not
the case in other branches. Therefore, it would be of little value in having a community-
specific section only to identify small differences from one community training scheme to
another. As the majority of tutors were community-based and therefore possibly the largest
respondent group, it was important not to make the questionnaire too lengthy and thereby
reduce the response rate. The hospital and industrial pilot tutor, however, felt that a section
for each branch was necessary in addition to the core questionnaire. They felt that the actual
training system and supervision differed considerably from one hospital or industry to another
and it would be necessary to evaluate these differences. These tutors concurred with the
questions in this section being mainly of an ‘open question’ style which would allow the
respondents to comment freely. The final questionnaire therefore contained a core section for
all respondents followed by a hospital and industry-specific section for tutors from these

branches.

7.2.3 The survey

Following the pilot study, a postal questionnaire were sent in January 1994 to a random
sample of 500 pre-registration tutors registered for the 1993-94 training period. The
questionnaires were sent with a reply-paid envelope and a covering letter explaining the
objectives of the questionnaire. The random sample was generated from the list of all 908
registered pre-registration tutors for the 1993-94 training year supplied by the RPSGB. The
random sample was generated using RANDGEN, a program written in Basic, designed by
Professor Irwin of Aston University, Birmingham (149). This program generates a random
sample of five-hundred numbers from 1 to 908, the total population size. The tutors on the
address list were numbered according to the descending order they were listed in from 1 to
908. The assigned number corresponding to tutor name and address matching the number

generated by RANDGEN was then selected for the survey.

193



A follow-up questionnaire was sent a month later for non-respondents to complete and

return.

7.2.4 Questionnaire structure

The main or core section of the questionnaire was designed for tutors from all branches
pharmacy. This initial section included profile and level of participation questions for which
the tutor had to select a fixed response. A five-point Likert scale of responses was given for
statements where a level of agreement or satisfaction was required. Two questions required
the respondent to select as many pre-determined factors as felt appropriate and one question

required ranking factors in order of preference.

The latter section of the questionnaire was specific for hospital and industry-based tutor
respondents. Most of the questions in these sections required free comment as they were open
questions. One question in the hospital tutors section required the ranking of factors in order
of preference and one question in the industrial tutors’ section required selection of as many

factors as felt appropriate. A copy of the questionnaire used in this survey is in Appendix 4.

7.2.5 Analysis of results
The total usable 263 responses, were entered into a SPSS Data Entry II programme and then

analysed using the SPSS/PC programme. This program has been described further on p.97 in
the methods chapter. The statistical test employed was the chi-squared test which has been
described on p.97-98. All results stated as significant are at a level of p<0.05 unless a highly
significant value of p<0.005 is stated next to it.

The responses of all tutors were analysed with regard to the competence-based assessment
which began in 1993-94 but only those who had been tutoring in the 1992-93 period were
asked to respond to questions on the first registration examination introduced in that period.
Each question which allowed free comment was analysed by collating tutor comments with
the same message or theme after questionnaires were returned and entered into SPSS/DE as a

numbered code.
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7.2.5.1 Overall satisfaction or agreement value

All the statements requiring a response from a five-point Likert scale were worded as positive
statements. This meant that for all these statements the response of very satisfied/satisfied or
strongly agree/agree supported the positive statements. An overall satisfaction or agreement
value can be calculated for statements of this nature. This is done by assigning the five
responses a value of 1 for very dissatisfied/strongly disagree, 2 for dissatisfied/disagree, 3 for
neutral, 4 for satisfied/agree and 5 for very satisfied/strongly agree.

For each statement, the number of respondents who chose each level of satisfaction or
agreement response is multiplied by the corresponding value attached to that response. The
multiplied totals for each statements’ responses are added together and divided by the total

number of respondents for that statement.

This yields a figure which represents an overall satisfaction or agreement level for that
statement. The higher the figure, the greater the satisfaction or agreement to the statement
because the statements were all positively worded. The value 3 is assigned to a neutral
response it as it represents a mid-way opinion between satisfaction/agreement and
dissatisfaction/disagreement. This method of analysis is cited in social research methodology
(154).

7.3 RESULTS

7.3.1 Response rate

There were a total of 16 invalid questionnaires returned. The reasons for their return were
because the tutor had not taken any trainees in 1993-4, the role of tutor had been given to
some-one else within the work premises or because they had stopped tutoring permanently
that year. Their name and address had not yet been removed from the list of pre-registration
tutors maintained by the RPSGB. A total of 484 questionnaires were therefore regarded as
the sample size for this study. There was a response from 263 tutors representing 54.3% of

the total sample size used and 29% of the total population of tutors in that year.
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7.3.2 Branch of pharmacy of respondents

Q1. ‘In which branch of the profession do you act as a pre-registration tutor?’
Table 7.1 highlights a breakdown of the number of respondents based on the type of

pharmacy.
Table 7.1. Number of tutors based on chain size or branch of pharmacy (n=263)
Branch/chain size % of respondents

Independent community single 13
Community 2-10 pharmacies 7

Community 11-50 pharmacies 2

Community >50 pharmacies 42
Hospital pharmacy 31
Pharmaceutical industry 4.5
Academic tutor 0.5

Of all the respondents, 64% practised in community pharmacy. The number of respondents
from each of the categories are shown graphically in Figure 7.1. The figure does not include

the one academic tutor respondent.

7.3.3 Tutor experience
Q2. ‘For how long have you been a pre-registration tutor?’

Table 7.2 show the percentage of respondents and years of experience as a tutor. The number
of respondents and years of experience is graphically shown in Figure 7.2.

Table 7.2: The percentage of respondents based on years of experience as a

re-registration tutor (n=263)

Time % of respondents
First Year 17
One Year 6.5
Between 2 and 5 Years 31.5
More than § years 45

A majority (76.5%) of respondents were very experienced and have been involved in the
capacity of pre-registration tutor for more than two years. Of all the respondents, 62% of
community (<50 pharmacies), 78% community (>50 pharmacies), 84% of hospital and 82%

of industry-based respondents had been tutors for more than two years.
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Figure 7.1: Number of tutor respondents from each branch
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7.3.4 Information from the RPSGB on competence-based training and assessment

Q4. ‘Please state your degree of satisfaction with the level of information that you

received from the RPSGB this year (1993-94) with regard to the factors listed below.’
The respondents were asked to state their degree of satisfaction with statements on
information received from the RPSGB on issues regarding the 1993-94 competence-based
assessment year. As this was the first year of this format, it was essential that all tutors were
fully aware of any changes required to the training year and their role. For each statement, the
percentage of respondents and degree of satisfaction and calculated overall satisfaction value
is shown in Table 7.3. The method of determining an overall satisfaction value is shown in
section 7.2.5.1.

Table 7.3: Respondents’ level of satisfaction and calculated overall satisfaction value for
each statement on information received from the RPSGB on competence-
based training for the 1993-94 year.

% of respondents
Very Very Overall
Information on competence-based | dissatisfied/ satisfied/ | satisfaction

assessment; Dissatisfied | Neutral | Satisfied value
The reasons for the introduction of the
new competence-based training 19 16 65 3.52
The minimum amount of continuing
education tutors should undertake 16 31 53 3.38
The support and advice available to deal
with any problems associated with the 20 42 38 321
trainee that affect quality of training
The structure of the new competence-
based assessment 29 26 45 3.1
Specific changes in the training and
testing necessary as a result of the 28 33 39 3.04
competence-based testing
The subject areas of continuing
education which tutors should undertake 26 43 31 2.99

These statements in Table 7.3 are in a descending order of their calculated overall satisfaction
value. The reasons for introducing competence-based assessment had been well explained in
general and 65% of all tutor respondents were satisfied with information received. A further
analysis shows that 77% of community tutors (> 50 pharmacies) were satisfied with this
information compared to 59% of community (< 50 pharmacies), 56% hospital and 46%
industrial tutor respondents. The large-chain community tutors were clearly much more

satisfied than smaller-chain/ single pharmacy and hospital tutors.
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Of the hospital-based tutor respondents, 43% were satisfied with information given as to the
amount of minimum education required by them in order to offer the best possible training
compared to 62% of large-chain community respondents.

Only 34% of hospital and 41% of community (<50 pharmacies) tutor respondents were
satisfied compared to 52% community (>50 pharmacies) and 64% of industry-based tutor
respondents with information on the structural details of competence-based assessment.

Of all respondents, only 39% were satisfied with any information received from the RPSGB
on precise changes required in both the training and testing necessitated by the new

competence-based system.

SUMMARY POINT - 10

In general, a majority of tutors were satisfied with the reasons for introducing
competence-based assessment. There was evidence to suggest that large-chain
community tutors were more satisfied with information received on the reasons for
introduction of competency testing and the structure of the new scheme. There was
however a low level of satisfaction with the information received on specific changes
required in training and subject areas for continuing education as a result of introducing

competence-based assessment.

7.3.5 Information from the RPSGB on the pre-registration examination
Q4. ‘Please state your degree of satisfaction with the level of information that you
received from the RPSGB this year (1993-94) with regard to the factors listed below.’
As with the previous section, the respondents were asked to state their level of satisfaction
for statements on information received regarding the pre-registration examination. This was
the second year since the examination had been introduced, and was therefore, better
established than competency training. For each statement, the percentage of respondents and
level of satisfaction and overall calculated satisfaction value (described in section 7.2.5.1) is

shown in Table 7 4.
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Table 7.4: Respondents’ level of satisfaction and calculated overall satisfaction value for
each statement on information received from the RPSGB on the pre-
registration examination for the 1993-94 year.

% of respondents
Very Very Overall
Information on the pre- dissatisfied/ satisfied/ | satisfaction

registration examination; Dissatisfied | Neutral | Satisfied value
The syllabus material for the
examination 26 26 48 3.20
Changes made that are necessary in
training as a result of the introduction 33 34 33 2.94
of the examination
Emphasis on training in specific areas
definitely covered in the examination 34 37 29 2.87
The consequences of the student
failing the examination for both tutor 44 26 30 2.76
and trainee

The statements have been placed in decreasing order of the calculated overall satisfaction
value. The values for these statements indicate that most respondents did not express strong
opinions on these statements. The results indicate satisfaction by 48% of all tutors to
information received on syllabus material for the examination but a majority were unsatisfied
or uncertain with this aspect. At this stage of the training year, 70% of respondents were
either uncertain or dissatisfied with any information received on the consequences of their

student failing the examination.

SUMMARY POINT -11

The high neutral responses indicated that the tutor had little involvement in aspects of
the examination. This was also shown by a mixed response to satisfaction with
information on the examination syllabus or changes required to be made to the training

as a result of the examination.

7.3.6 Changes in training after the introduction_of the examination and competence-

based assessment

(35. ‘Please state your level of agreement with the following statements that are associated
with how certain aspects of the pre-registration year may have changed since the pre-
registration examination was officially introduced in the 1992-3 year as compared to

before this year.’
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The introduction of a pre-registration examination and competence-based training and
assessment over a two-year period has undoubtedly had a profound impact on the tutor.
Several statements were designed to explore the extent to which tutors perceived these
changes had affected them and their trainee. It is envisaged that the two changes made to
training since 1992 will have increased the physical and intellectual demands on tutor and
trainee. For example, a comparison of the training manual for 1992 and 1993 suggests that
competence-based training will take more time and tutor preparation (103,104). The actual
changes in the year as a result of competence-based training have been discussed in Chapter
Two. It was also envisaged that with an increasing orientation towards assessment and
examination in the year, the trainee would expect a higher quality of training before successful
registration as a pharmacist. Only those respondents who were tutors previous to 1992 were
asked to offer their agreement or disagreement to the statements, as they could compare the
new format with the previous one. For each statement, the percentage of respondents and
level of agreement and calculated overall agreement value (described in section 7.2.5.1) is
shown in Table 7.5.

Table 7.5: Respondents’ level of agreement and calculated overall agreement value for
each statement on changes that may have occurred since the 1992-1993
training year. (n=197; 75% of total respondents)

% of respondents

Statements Strongly Strongly | Overall
disagree/ agree/ | agreement
Disagree | Neutral | Agree value

The role of a tutor requires much more
time now to carry out duties effectively 14 7 79 3.99
than it did previously

The continuing education demands on
the tutor are significantly higher now 9 19 72 3.96
In order to gain maximum benefit from
your pre-registration training, the
continuing education demands on the 10 17 73 3.86
student have significantly increased

The students' expectations of the quality

of training provided is much higher now 10 28 62 3.62
The increase in your responsibilities as a
tutor has compromised the quality of 50 30 20 2.69

your training

The statements are placed in decreasing order of the calculated overall agreement value.
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There was a significant difference between the number of tutors who strongly agreed/agreed
(79%) and those who strongly disagreed/disagreed that much more time was required for
carrying out training duties than it did in years previous to 1992, There was little difference in
this response between tutors from different branches.

The results show a significant difference between number of respondents who strongly
agreed/agreed and those who do not that continuing educational demands on them (72%) and
their trainees (73%) were much higher since 1992. Of the single to small-chain respondents
(<10 pharmacies), 76% strongly agreed or agreed there was now an increased continuing
education demand on their trainee as did 77% of mid to large-chain community tutor
respondents (>10 pharmacies). Similarly, 82% of single/small-chain and 85% of mid to large-
chain community tutor respondents felt there was now a greater continuing education demand
on themselves compared to 50% of hospital-based respondents.

A majority (62%) of all respondents agreed that since the examination was introduced, the
trainee’s expectation of the quality of training provided by tutors had increased. There was

little difference in this opinion between tutors from different branches.

SUMMARY POINT -12
There was clearly an increased time commitment and continuing education demand on
the tutor for provision of pre-registration training since 1992. The tutors also perceived

that their trainees had a higher expectation of the quality of training given since 1992.

7.3.7 Competence-based assessment and training
Q6. ‘I am interested in determining your opinions on the new competency-based training.

Please state your level of agreement with the following statements.’
The introduction of an assessment of the professional competence of intending entrants in the
1993-4 training period to the pharmaceutical register by the Council was partially due to the
success of a similar programme adopted in New Zealand in the mid-1980'5 and by non-
pharmaceutical occupations in Britain (102). Competence is described as ‘the ability to
perform consistently to the required standard’. The new training programme was designed to
assess those aspects which every newly-registered pharmacist must be expected to perform,
together with experience specific to each sector of practice for which no assessment of

competence was required (109).
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Originally, it had been intended to introduce core competencies i.e. things that all trainees
should be able to do at the end of the year, together with sectoral competencies i.e. things
they should be able to do which are specific to the sector or sectors of practice in which they
have trained. However, in 1993-94, only the core units of competence were introduced which
would be assessed by community and hospital tutors (127). This meant that industry-based
tutors in this study had no role in actual competence assessment. The competence-based
training system has been further described in Chapter Two.

There was no evidence to suggest that tutors had been consulted by the RPSGB about the
implementation of this new system other than participation by a few tutors in pilot studies to
validate competencies. It was therefore considered important to ascertain tutor agreement or
disagreement with statements on the introduction and appropriateness of competence-based
training and assessment. For each statement, the percentage of respondents and agreement
levels and calculated overall agreement value (described in section 7.2.5.1) is shown in Table
7.6. The responses for industry-based tutors have been omitted as they did not use
competency-based training in 1993.

Table 7.6: Respondents’ level of agreement to statements regarding the newly
introduced competence-based training and assessment.
% of respondents

Strongly Strongly | Overall
Disagree / Agree/ | agreement
Statements Disagree | Neutral | Agree value
It is possible to make an objective
assessment of competency in a day-to-day 11 12 77 3.83

work environment

The competence-based training is difficult
to accomplish effectively due to time 20 22 58 3.69
constraints in day-to-day work

The assessment of competency will allow
you to make an accurate prediction of 21 17 62 3.53
student’s ability as a potential pharmacist
The competence-based training is the

most appropriate method of assessing the 18 30 52 3.45
skills which the student gains during your

training

The competency-based training in your

branch of pharmacy covers all of the skills 27 22 51 3.28

necessary for the student to master before
becoming a pharmacist

The criteria given in the training manual
on testing competency are easy to 45 32 23 2.52
understand and then accomplish
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The statements have been placed in decreasing order of the calculated overall agreement
value. There was a significant difference between the number of respondents who strongly
agreed/agreed (77% ) that it was possible to make an objective assessment of competence in a
work environment compared to those who strongly disagreed/disagreed. Within the two
branches, 82% of community and 66% of hospital tutor respondents strongly agreed/agreed
to this statement.

Similarly, 71% of community tutor respondents strongly agreed/agreed that effective
competence-based training was hindered by time constraints in day-to-day work compared to
52% of hospital respondents. This difference strongly suggests important differences in the
training system within these two branches.

A majority (69%) of community tutor respondents agreed it was possible to make an accurate
prediction of the trainee’s abilities as a potential pharmacist compared to an again lower 51%

of hospital tutor respondents.

The results in Table 7.7 show the number of respondents from each branch for each of the
five levels of response for the statement in Table 7.6 ‘The competency-based training in your
branch of pharmacy covers all of the skills necessary for the student to master before
becoming a pharmacist’. This statement was based on a reason for introducing this new
training programme which was designed to assess those aspects which every newly-registered

pharmacist must be expected to perform (109).

Table 7.7: Number of respondents from community and hospital pharmacy and
level of agreement to the statement ‘The competency-based training in your
branch of pharmacy covers all of the skills necessary for the student to
master before becoming a pharmacist’.

Number of respondents
Tutor Strongly | Disagree | Neutral | Agree | Strongly | Total no. in
Branch disagree agree branch
Community 0 24 40 96 8 168
Hospital 10 32 15 22 3 82

The percentage of respondents from each branch and each agreement response to this

statement is graphically shown in Figure 7.3.
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The results show that tutors within community pharmacy show a much greater agreement
(62%) that the new competency-based training and assessment covers all the skills necessary
for a trainee to master for practice requirements. Of the hospital-based respondents, only 31%
show an agreement response to this statement and 51% strongly disagree/disagree.

All the statements regarding competence-based training and assessment attracted lower
agreement values from hospital tutors in comparison to their community counterparts. This
suggests a fundamentally different approach to training in the hospital environment which will
be discussed later.

SUMMARY POINT - 13

The responses to all the statements suggest differences in opinion on competence-based

training and assessment between community and hospital pharmacy. In general, this new
system had been better received by community-based tutors, who felt it was an effective
format of skill assessment but difficult to carry out effectively due to time constraints. The

bulk of hospital tutors disagreed that this form of training covered all the skills necessary in

their sector.

7.3.8 Continuing education for tutors
Q8a. ‘How much continuing education do you participate in?’

(this includes reading current pharmacy journals, distance-based learning, evening

LPC and branch meetings, courses)
Currently, the Council of the RPSGB recommends that all pharmacists participate in 30 hours
as a voluntary annual requirement for continuous education for pharmacists (199). However,
those pharmacists wishing to act as tutors are required to furnish a declaration of their
undertaking of at least 15 hours a year of continuing professional development, together with
details of such (133). This declaration has to be submitted at the end of the trainee’s year. The
RPSGB directive ensuring compulsory tutor participation ensures that not only does the
trainee receive up-to-date knowledge but will also be encouraged to pursue lifelong
continuing education (CE). However, tutors may make the compulsory 15 hours their
maximum annual participation, which may not be sufficient as all pharmacists are asked to
voluntarily participate in 30 hours a year. In addition, there is no evidence to suggest that the

compulsory directive of 15 hours has been set after an assessment of tutor’s actual

involvement in CE.
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It was therefore important to ascertain the actual level of continuing education participation.
Table 7.8 shows the number of respondents from the three main branches participating in

hours per week of continuing education. The percentage of tutor respondents from each

branch in each category is graphically shown in Figure 7.4.

Table 7.8: Number of tutors in each branch of training and hours per week of
continuing education participation

Number of tutors and hours per week
Tutor Branch Ohrs [0-1hrs [ 1-3 hrs [ 3-Shrs | 5-10 hrs | >10 hrs
Community (n=169) 2 42 95 23 7 0
Hospital (n=82) 0 7 41 21 7 3
Industry (n=11) 0 3 3 <4 1 0

Almost all (99%) respondents participated in 15 hours or more of continuing education in a
year, and 79% participate in over 30 hours a year. The results show an extremely high level of

CE participation by tutors.

7.3.9 Delivery of continuing education for tutors

Q8e. ‘What order of priority would you give to these forms of continuing education with
regards to giving you adequate training in order to provide the best pre-registration
training possible. Please indicate priority by ranking them from 1 to 6 with 1 being
the best possible form of delivery.’
The commitment to continuing education for tutors is absolutely essential as confirmed by the
fact that at present, tutors are the only pharmacists who have to submit evidence of
compulsory participation. Currently, there are a diversity of delivery methods of continuing
education designed specifically for pharmacists. These methods and accompanying courses
are essentially designed for self-improvement and updating of pharmaceutical knowledge. The
pre-registration tutor however, requires continuing education both for the above reasons and
for provision of a high quality of training. Clearly, they are a unique group of pharmacists
who may require a different approach to continuing education. It is therefore important to
evaluate which current format of continuing education delivery is the most suitable to this
group. The survey listed five common forms of continuing education delivery for tutors to

ank in preferential order.
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Table 7.9 shows the delivery methods, an overall rank order value for each method
(calculated using rank order analysis described in Chapter Three) and the number of
respondents who selected each delivery method as their highest preference. The inverse
relationship between overall rank order and preference has been explained on p.98 in Chapter
Three.

Table 7.9: The calculated overall rank order value for and number of respondents
giving highest preference to each method of delivery of continuing education.

No. of Rank 1
Delivery methods of continuing education | Rank Order Value | respondents
Video packages based upon the OU system 2.430 92
Distant learning packs with no meetings 2.771 47
Distant learning packs with occasional meetings 2915 52
Evening/Weekend meetings or courses 3.088 55
Computer packages (sent on compatible discs) 4.008 17

The most suitable form of continuing education delivery for tutor respondents in this study is
the use of video packages based upon the Open University System. There were no differences
in overall preference for this method between the three main branches of training. The OU
system uses television as the medium for education delivery with formal assessment in the

form of assignments and projects and examinations held at designated venues.

The use of distance-learning packs without accompanying meetings were more favoured than
those where tutors would experience some interaction. The evening or weekend meetings and
courses favoured by local branch meetings and specific interest groups attracted a low

preference as did computer packages.

SUMMARY POINT - 14
There was a high participation of tutors in pharmacy continuing education. Video was
the preferred delivery method for continuing education for tutors to provide the best

possible training.
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7.3.10 Level of academic preparation of trainees as perceived by tutors

Q10. ‘How well prepared by their undergraduate course are your pre-registration students
at the beginning of their pre-registration training with regard to the aspects listed
below.’
The first group of pharmacists who have professional interaction with newly-graduated
trainees are pre-registration tutors. The tutors has therefore the ability to judge the
knowledge base a newly-graduated trainee brings into training. In particular, the knowledge
base that will be directly applied in practice. The questionnaire offered a selection of
responses describing varying extents of preparation for areas of knowledge directly related to
practice and normally provided by the undergraduate course. Three of the knowledge areas,
law and ethics, dispensing procedures and drug action and the patient were selected from the
RPSGB accreditation guidelines which evaluate the provision of undergraduate education in
all schools of pharmacy (18, 19, 20). All newly-graduated trainees are expected to have a
sufficient level of knowledge and ability to put into application in these areas. The remaining
knowledge areas were selected from the 1993-94 pre-registration training manual (104).
The area of ‘counter prescribing and responding to symptoms” was in the sectoral checklist
for community-based trainees and which they were expected to have some ‘hands on’
experience in. The remaining areas were covered in core competencies which all trainees
would have to demonstrate an acceptable performance in. These areas were also chosen
because the RPSGB accreditation guidelines indicated that all students should have an
understanding of the pharmacist’s role in these areas.
These areas therefore have an extremely important function in the working practice and
professional development of a pharmacist. It was therefore expected that newly-graduated
trainees would have some knowledge in these areas, but without the ability to apply them in

practice.

The responses of industry-based tutors have been omitted as this training environment cannot
ascertain preparation of the knowledge areas selected. The responses of hospital tutors have
been omitted for ‘counter prescribing and responding to symptoms’ as they cannot offer a
valid response for an activity based solely in community pharmacy. Table 7.10 shows the
percentage of community and hospital-based respondents and their response to the level of
preparation of trainees in their branch. The percentages are based on the total number of

respondents from each branch.
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There was a close similarity in opinion between tutors from both branches on level of
academic preparation of the trainee in ‘law and ethics’ and ‘dispensing procedures’. The
majority of responses from both branches indicated that there was some preparation and
ability to apply the knowledge in practice for these two areas. Although the majority of
responses from both branches indicated that the trainee had some preparation in ‘drug action
and the patient’ there was a fairly even divide between them having and not having the ability
to apply this knowledge in practice. This was a similar trend in response for the area of
‘prescription handling and reading’.

A majority of hospital (64%) and community (66%) tutor respondents indicated there was
little or no preparation of the trainee in ‘communication and advisory skills with other health
care professionals’. Similarly, 60% of hospital and 61% of community tutor respondents felt
there was little or no preparation of the trainee in ‘communication skills with patients’. A
majority (70%) of community tutor respondents indicated the course had either little or not
prepared the trainee for ‘counter prescribing and responding to symptoms’. In hindsight, it
would have been better to ask tutors whether they had felt the trainee had a sufficient
understanding of the pharmacists’ role in these areas. These areas are based on practical
application of knowledge and the responses offered for tutors to select did not distinguish
between theoretical and practical preparation of the trainee by the undergraduate course.

SUMMARY POINT - 15

The results suggest that the undergraduate course provided sufficient preparation in
three of the knowledge areas, law and ethics, dispensing procedures and drug action and
the patient. These were selected from the RPSGB accreditation guidelines. However,
the survey should have distinguished between academic and practical preparation for all

the subject areas to provide better analysis and discussion.

The following sections of the study concentrate on the results of tutor respondents from
hospital and industrial training. The majonty of questions in the two sections were open
questions. The respondents from the two branches were asked to freely write in their

response which were analysed by placing similar comments or themes together.
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HOSPITAL PRE-REGISTRATION TUTOR RESPONDENTS
The term ‘trainer’ had been given by the RPSGB to all those pharmacists who directly

supervise pre-registration training (104). These include community locums and second
pharmacists, hospital speciality and departmental pharmacy managers and industrial
pharmacists in charge of a specialised function. However, for this study the questionnaire
used the term ‘assistant tutors’ to describe those individuals who helped the registered tutor

within each hospital training scheme.

7.3.11 Appointment of assistant tutors

Q1. ‘What order of importance would you give these criteria that may be used to choose
assistant tutors. Please indicate importance by ranking the following factors from 1 to
5 with 1 being of the greatest importance. Please state any other criteria of importance’
In addition to the hospital pharmacy services not being restricted to the dispensary, a number
of hospitals will usually train more than one student. These issues necessitate the appointment
of assistant tutors by the registered tutor to facilitate effective training. The questionnaire
offered five factors that may be applied in the selection of an assistant tutor for ranking by the
hospital tutors. The tutors were also allowed to write in any other criteria they felt had been

important in the selection process.

Table 7.11 shows each factor and the calculated overall rank order value using the rank order
analysis method (described in Chapter Three). The lower the value, the more important was
its overall criteria for selection of an assistant tutor. The inverse relationship between overall
rank order and importance has been explained on p.98 in Chapter Three.

Table 7.11: Overall rank order value of importance of each factor used to appoint
assistant tutors (n=82).

Factors Rank order value
Assistant tutor is the pharmacist specialist in that field 1.378
Assistant tutor has had previous experience of training 2.228
Years of experience in hospital pharmacy 3.095
Assistant tutor has a post-graduate qualification 3.455
Anyone who is available at the time 4.746

The preferred factor, chosen as first rank by 61 of the 82 respondents, was that the assistant
tutor should be an expert in a particular speciality within hospital pharmacy. Previous training

experience was the second most important consideration for selection of assistant tutors.
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A number of other criteria were written in by some respondents as important for the selection
of an assistant tutor, the most popular one was the importance for the tutor to be genuinely
interested in the welfare of young pharmacists-to-be and willing to spend time with them.
This theme was indicated by 14 out of a total of 27 written comments.

7.3.12 Method of feedback of information from assistant tutor to tutor

Q2. ‘What method do the assistant tutors use to report back to you about student
performance and how often?’

This was an open question. The most popular method, used by 50 of the 80 respondents
(63%), was to have regular discussion sessions with the assistant tutors. This involved initial
discussion on the method of supervision and areas of competence assessment and then to
receive feedback on student performance before a 13-week appraisal. The appraisal would be
then be carried out by either the assistant or tutor.

The second most popular method, chosen by 15 of the 80 respondents (19%), was a complete
contrast to the first in that assistant tutors were given total authority to do their own
competence assessments and 13-week appraisals. The comments indicated that the
assistant(s) who had supervised the trainee in a 13-weekly period for the longest period
would normally conduct the appraisal. However, most of these tutors had instructed their

assistants to give them continuing feedback on trainee performance.

7.3.13 Training of assistant tutors

(3. ‘Have the assistant tutors been trained to do the competence-based assessment?’

This was an open question. The results show that 38 of the 82 respondents (44%) indicated
that their assistant tutors had received no training of any kind. Two respondents stated that
their assistants had received verbal training from them and another two stated that training
was about to commence which would be conducted by regional training staff.

A total of 18 respondents (22%) specified the type of training their assistants had received to
conduct competence-based assessment. Of these, 7 tutors had formally trained their assistants
using their own initiative, 2 had sent their assistants to attend the RPSGB one-day course for
tutors, 4 had sent theirs to attend a regional course, 2 had registered their assistants in a NVQ
course on ‘Training the trainers’ and 3 tutors had sent their assistants to a course outside the
hospital run by an educational expert. A further 12 tutors (15%) replied ‘yes’ but did not
specify the nature of training their assistants had received. The remaining 14 tutors did not

offer any response.
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7.3.14 Complete view of hospital pharmacy

Q4. ‘Do you feel that the student gets a complete view of hospital pharmacy at the end of
their training?’

This was an open question. A majority (74%) of tutors indicated that their training program

ensured that the trainee got a complete view of hospital pharmacy by the end of their training.

Some of the respondents stated that they had their own training manuals in addition to the

official RPSGB training manual which ensured that trainees covered all aspects of work in a

hospital pharmacy. These included the hospital specialities not covered by the competence-

based assessment.

7.3.15 Training manual

Q5. ‘Do you feel that the pre-registration manual adequately covers all possible aspects of
hospital training?’
This was an open question. A total of 32 of 78 respondents gave an unequivocal affirmative
response to this question. The remainder of the responses varied, with 20 respondents
indicating that many important specialist areas had been ignored in the core competency
section of the manual. The more frequent examples offered were aseptic pharmacy, ward
pharmacy and radiopharmacy. A total of 5 respondents stated that the manual was less
detailed now and covered only general competencies, 6 respondents indicated that the clinical
role had been poorly covered in the manual and 8 respondents stated that the manual did not

cover all important elements but offered no reasons.

7.3.16 Inclusion of all important aspects in competence-based assessment

Q6. ‘Do you feel that the competency assessment covers all possible aspects of hospital
training?’

This was an open question. A total of 21 of 76 (28%) respondents offered an affirmative

response to this question. A further 7 respondents (9%) indicated that although it did not

include all aspects, enough was covered that was essential for pre-registration training. A

total of 34 of 76 respondents (45%) indicated a similar theme to the question before that

competence in some sectoral specialities which were now considered fundamental to a

hospital pharmacist should be tested.
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7.3.17 External experience

Q8. ‘Do any of your students spend any time in community pharmacy during their
training?’

This was an open question. Of the 82 respondents to this question, 88% of tutors ensured

that their trainees spent a minimum period of one week in a community pharmacy with two

reasons indicated most frequently. Firstly, to help them for the pre-registration examination

and secondly, to enable them to be better prepared to work in community pharmacy in the

future.

INDUSTRY PRE-REGISTRATION TUTOR RESPONDENTS

The final major section of the tutor study ascertained the opinions of the industrial tutors on
their individual training systems and aspects of training unique to the pharmaceutical industry.
The pre-registration training period in industry covers a period of six months. There were a

total of 11 respondents from industry-based tutors.

7.3.18 The pre-registration examination

Q1. ‘Do you feel the pre-registration examination covers those area appropriate to
industrial training?’

This was an open question. A total of 5 of the 11 respondents indicated that their training had

no place or offered no underpinning knowledge in an examination. One respondent felt that

the examination did not recognise industrial training and three felt the examination questions

were inappropriate for a trainee who had spent 50% of the year in this branch.

7.3.19 Achievable goals in industry training
(4. ‘Please tick those of the following factors you realistically plan to achieve within a

six-month training period with pre-registration students.’
The trainee can only spend a maximum of six months training in the pharmaceutical industry.
The training in this sector can therefore realistically achieve only a limited number of
objectives. A selection of objectives were listed in the survey for industrial tutors to select as
many as they felt would be realistically achieved. In hindsight, it would have been better to
have offered a ranking system for these objectives. The RPSGB objective of training is to

primarily give an awareness of the pharmacist’s role in this sector.
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The remaining objectives were chosen after consultation with the industry-based pilot group
pharmacist. The number of respondents who selected each factor is shown in Table 7.12.

Table 7.12: The number of industry-based respondents who selected each factor
as being realistically achievable within a six month training period.

Factors No.of respondents (n=11)
An awareness of the pharmacist’s role in
pharmaceutical industry 11
To create an interest in industry so that trainee may
choose it as their future career after training 10
For the trainee to work in only some specialised
areas and obtain a good appreciation of those areas 7
For the student to spend some time in all of the
possible areas within your industry 6
An obligation to the RPSGB to fulfil each year 5

All the industry-based respondents felt that the training would create an awareness of the
pharmacist’s role in industry. All but one respondents also selected the objective which was to

create an interest in the trainee as a future branch of work as a pharmacist.

7.4 EVALUATION AND DISCUSSION

7.4.1 Branch of pharmacy and experience of respondents

The response from 263 tutors (54%) was encouraging particularly as this was a fairly lengthy
questionnaire which may have taken considerable time to complete. The majority of
respondents were from large-chain community pharmacy groups (>50 pharmacies), but
overall, the community sector was represented by approximately two-thirds of all
respondents. The single largest trainer of community pre-registration graduates, Boots the
Chemists, had set a target of 275 places for the 1993-94 training year. This represented
approximately 46% of all the graduates in community training for this year (200). However,
the single independent community pharmacist tutors (13%) remain an important provider of
training. The quality of training in independent community pharmacies will depend on the self-
motivation and enthusiasm of the tutor who will also, quite possibly, be the proprietor. The
independent sector can utilise several external facilities to facilitate their training. For
example, the RPSGB provides a two-day course specifically designed for trainees from the
independent sector or trainees can attend regional training or study days organised by health

authorities (131, 201).
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The hospital sector was represented by 31% of all respondents in this study. It has been
reported that this sector has in recent years accounted for 35 to 40 per cent of the training
places available, even though only 20 per cent of the profession practices in hospitals (200).
This was an issue explored in Chapter Six, which showed that a proportion of hospital-trained
pharmacists left this sector on completion of training.

This implies that some of the hospital tutors in this study;

a) did not sufficiently encourage the trainee to remain in this sector after training.

b) did not sufficiently highlight the merits of future practice in the hospital sector.

c) trained with the knowledge that many of their trainees will never utilise the knowledge

and skills given to them specific to this sector.

It must however be quite frustrating for hospital tutors to continue to lose a considerable
number of trainees to other sectors. It would be interesting to assess whether there is a level
of frustration on this aspect among hospital tutors. A radical solution, which would defeat the
very ethos of pre-registration training, would be to re-design the whole year to provide only
hospital-specific competencies. The trainee would then be highly hospital-orientated and may

be reluctant to enter another sector on registration.

7.4.2 Information from the RPSGB on competence-based training/assessment and the

pre-registration examination

(i) Competence-based training and assessment

As this was the first year of competency assessment, it was expected that the RPSGB had
supplied tutors with some information on all aspects of this format of training. In addition, as
this was the second year of the pre-registration examination, it was envisaged that tutors
would have received information on this aspect based on feedback from the previous year and
regarding development and structure for the current year. Both these elements of information

would allow the trainee to have a better understanding of their trainee’s requirements.

There was however a substantial difference in satisfaction between tutors from large-chain
community groups and the other tutors on information received regarding reasons for
introducing competence-based assessment. A larger proportion of large-chain community

tutors were satisfied with the reasons.
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It may suggest that tutors from large-chain community groups were given additional
information from their employers which may be perceived as originating from the RPSGB. It
may also imply that this group of tutors had been better prepared by their employers to
conduct this form of assessment. This would make them more aware of its reasons for

implementation.

The high level of training experience shown by these tutor respondents will be very useful in
easing the facilitation of a new training system, but equally, emphasis on the importance of
reasons for changing the previous training system has to be made precisely clear to all tutors.
However, the literature shows that efforts were made by the RPSGB to inform tutors. A
small group of tutors had been initially and successfully piloted with draft versions of the core
competencies (127). In addition the Pharmaceutical Journal had since 1991 printed regular
articles explaining the introduction, continuing development and structure of both the pre-
registration examination and competence-based assessment (102,109,127). These should have

increased their awareness of the reasons for introduction of the new system.

The 1993 training manual clearly states that proof of 15 hours of continuing education
participation by all tutors must be sent to the RPSGB at the end of each training year (104),
yet 47% of all tutors were either unaware or dissatisfied with information received on amount
of continuing education required. From all the tutors, the large-chain community tutors
showed the highest majority who expressed satisfaction with information received on this
aspect. This again indicates that these tutors may have actually received additional
information from their employers which is perceived as originating from the RPSGB. It also
suggests that large-chain community employers have emphasised the necessity and amount of

continuing education to their tutors.

The responses regarding information received on the structure of the new assessment system
and information on the precise changes required in training as a result of the new system did
not show distinctive satisfaction or dissatisfaction levels. One of the problems analysing these

issues were the high proportion of responses offering a neutral opinion.
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Only one-third of tutors from hospital (one-third also neutral) and approximately half from
community pharmacy showed satisfaction with information received on the structure of the
new assessment system. Similarly, only 38% of hospital and community tutor respondents
expressed satisfaction with information received on the precise changes required in training as
a result of the new system. In both cases, the largest satisfaction response was from tutors in

large-chain community groups.

The pre-registration training manual given to tutors for the 1993-4 training year by the

RPSGB was extremely comprehensive in details on the structure of competence assessment

and clearly outlined all the areas to be assessed. There was also explanation on how tutors

should best assess competency including advice on appropriate methods of assessment. It also

offered handy tips on how to continually motivate and encourage the trainee even if they have

shown a poor performance in a competency (104). In addition, the RPSGB had organised a

one-day course for tutors to explain competence-based assessment in 1993, which over 900

tutors had attended (109). Despite the provision of the manual and course, the results show

low levels of satisfaction on information received regarding the structure of competence-

assessment and changes required to the training process.

It is difficult to understand this negative attitude of respondents from community and hospital

practice on information received.

There may be several reasons for this;

a) a possibility that the new system was complicated and required too large an organisational
change by a tutor.

b) The results may also suggest that tutors had not yet properly read and assimilated manual
information, which would render the whole system useless.

c) The most likely explanation is that the responses were naturally cautious as the system

was new and respondents preferred not to pass judgement until it was better established.

A new training system, particularly based on competence, will take years for the tutors to
develop as a means of accurately assessing the ability of a trainee to perform to a consistent
standard. For example, the Pharmaceutical Society of New Zealand has operated a

competence-based training programme for pre-registration graduates since 1985 (202).
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In a presentation to the 1989 BPC in Keele, it was reported by a New Zealand pharmacist
that the competency programme had so far made satisfactory progress, and, with additional
funding, this format could still be developed its full potential (203). This indicates that this

format requires continual improvement after inception before it can achieve its’ true potential.

(ii)  Pre-registration examination

Only half of all the respondents expressed satisfaction with information received from the
RPSGB on the syllabus material. The remaining responses were equally divided between a
neutral and dissatisfaction response. Yet, a syllabus for the examination was listed in the
1993-94 pre-registration training manual with a detailed list of topics (104). This suggests
that some tutors had not studied this section of the manual. There was a fairly even divide of
responses between dissatisfaction, neutrality and satisfaction on information received on
changes necessary or areas of emphasis in training as a results of introducing the examination.
The 1993 training manual did not offer any information regarding these two issues and this
may explain the mixed responses. In hindsight, it would have been better to ascertain whether
tutors wanted information about which practical areas could be emphasised during training
that applied knowledge essential to the examination. The link between an increased ability to
recall knowledge in the examination and daily application in training practice of that

knowledge has been discussed in Chapter Five.

7.4.3 Changes in training since 1992

The introduction of competence-based assessment in 1993 coupled with the pre-registration
examination in 1992 has brought two of the biggest structural changes to pre-registration
training since its’ inception. These two changes have not only increased the importance of the
role of the pre-registration tutor but also, possibly, increased the intellectual and physical

demands on both the tutor and trainee.

There was strong agreement by all respondents that much more time was now required to
carry out training effectively. In addition to spending more time observing, testing and giving
feedback for each competency, time will be also spent by community and hospital
tutors/assistant tutors preparing for each competency assessment. This includes the reading

and understanding of the assessment criteria for each competency in the manual.
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More time will also be spent in writing the report on trainee performance in the 13-weekly
appraisal forms to be sent to the RPSGB. This has been supported by a recent study of
hospital pre-registration trainers (termed assistant tutors in present study) in the former
Yorkshire health region. The main concern indicated by the trainers was the extra resources
and time required for the competence-based training programme (129). Similarly, in a survey
of Scottish tutors and trainees on aspects of supervision and training, Groundland er al
acknowledged that competence-based training would increase the amount of time required for

both assessment and training (204).

A clear majority of tutors from all branches agreed that the educational demands on the
trainee were much higher now. This supports the consideration that pre-registration training
is more intellectually demanding on the trainee since the changes were introduced. Only 50%
of the hospital tutor respondents felt their own educational demands had increased in
comparison to 84% of community tutor respondents. This difference may be due to hospital
tutors not having as much day-to-day contact or supervision as a community tutor. The
hospital tutor will have an overall supervisory role but much of the daily training will be
conducted by assistant tutors. An increase, therefore, in educational demands should be

experienced by assistant tutors.

The increase in educational demand on trainee will be mainly due to the examination. The
tutor, and to some extent trainee, will experience increased educational requirements as a
result of competence-based assessment. For the tutor, it will be vital that they have complete
knowledge of all aspects related to a specific competency for them to be in a position to
supervise, critically analyse and offer useful feedback to the trainee on their performance in
that competency. For the trainee, it will be important that their knowledge base for each
competency is sufficient for them to perform it to a consistent level and then be able to

discuss it in the feedback with the tutor.

The respondents agreed that the trainees’ expectations of the quality of training provided had
increased since 1992 which was to be expected as trainees are now subjected to a system of
increased assessment and examination in the year. These have combined to create a much

greater obstacle to qualification as a pharmacist than previously.
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The trainee will therefore expect the tutor and the training to offer sufficient knowledge and
skills to ensure successful registration as a pharmacist. The increased expectation was shown
at the 1993 BPSA conference where members called for a selection procedure and monitoring
of tutors. The members felt that with the introduction of competency testing and examination,
there was a greater emphasis on the role of the tutor who would require better training to
ensure a trainee was successful (136). This increased expectation has also been shown in a
recent report produced jointly by the BPSA and YPG. In this report, Mathur et a/ suggest
that all tutors should have 30 hours certificated continuing education per year and should also

attend and pass a “training to train’ course every five years (123).

7.4.4 Competence-based training and assessment
The introduction by the Council of the RPSGB of an assessment of the professional

competence of intending entrants in the 1993-4 training period to the pharmaceutical register
was partially due to the success of a similar programme adopted in New Zealand in the mid-
1980's and by non-pharmaceutical occupations in Britain (102). Competence is described as
‘the ability to perform consistently to the required standard’. A competence-based training
programme defines the standards expected, which makes it easier for tutors to identify those
areas in which performance is acceptable. The new training programme was designed to
assess those aspects which every newly-registered pharmacist must be expected to perform,
together with experience specific to each sector of practice for which no assessment of

competence was required (109).

Although there is little argument about the merits and objectives proposed by the RPSGB on
introducing this system, it is the tutor who had to implement the system and ensure that it was
carried out successfully. It was therefore necessary to evaluate what they felt about the aims,
objectives, appropriateness and practicalities of this system based on a few months of
experience. This was done by ascertaining level of agreement to statements relating to these
issues. The responses of industrial tutors were omitted as they did not conduct competence-

based assessment.
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As in the previous section, a larger proportion of community tutor respondents agreed with
all the statements than hospital tutors. From the comments made by hospital tutors in the
latter hospital-specific section of the questionnaire, the assistant tutors assessed the
competency of the trainee. Therefore, the opinions of assistant tutors would have provided a

more accurate response from the hospital sector on issues relating to competency.

A clear majority of community tutors (82%) and a smaller majority of hospital tutors (66%)
agreed that it was possible to make an objective assessment of competency in a work
environment. In other words, this form of training would identify the trainee’s ability to
consistently perform to an acceptable standard without prejudice. This is a major aim of
competence-based training. The use of this form of training has also more recently been
supported by a majority of hospital trainers (assistant tutors) from the previously mentioned
study in the former Yorkshire region. The study found that competence-based training was a

more structured and a fairer appraisal system than the previous system (129).

A comparison of the pre-registration manual before and after the introduction of competence-
based training underlines the fact that this format of training may take more time to supervise,
assess, review additional evidence from trainee and provide feedback. This was supported by
the consideration that a significant majority of community tutors (71%) agreed that
competence-based training was difficult to accomplish effectively due to time constraints
imposed by other pharmacy work. It must therefore be considered whether it is realistic for a
community-based tutor to dedicate sufficient time towards effective competence-based
training. Overall, strong majorities of community tutors agreed that competence-based
training and assessment gave an accurate prediction of trainee’s future potential as a
pharmacist, was the most appropriate method of skill assessment and covered all the skills

necessary for the trainee to master before becoming a pharmacist.

The results suggest that based on a few months of experience in this system, tutors from the
community sector were positive about the use of competence-based training in the provision
of pre-registration training. The only concern was that within the first few months, this form

of training was hindered by daily time constraints.
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For all these statements, approximately half the hospital tutors offered an agreement response
and again, in hindsight, the study should have included hospital assistant tutors which would

have given a more accurate profile.

7.4.5 Continuing education (CE) of tutors

The reasons for ascertaining tutor involvement in CE have been described in the results
section. There was a high level of participation among tutors, with a significant majority
exceeding the annual recommendation of 30 hours of continuing professional development set
for pharmacists on a voluntary basis (199). The tutors have to submit evidence of 15 hours of
continuing professional development at the end of the training year and the results showed all
but one tutor participating in more than 15 hours a year. Based on this evidence, the quantity
of CE involvement by tutors is commendable and will set a good example to trainees. A more
difficult criteria to measure is the quality of education. The measurement of hours of
continuing education is a contentious issue and may not reflect the educational value of the

process.

The pre-registration training process is highly documented and organised for the trainee.
However, the tutors and trainers are left to educate themselves in a manner which relies on
their own motivation or enthusiasm. If there is to be a consistent training process in all
establishments, then uniform and possibly, compulsory, criteria for CE quality and quantity
have to be set for all tutors and trainers. After all, the quality of the overall training process is
initially determined by the quality of the tutors and trainers. For example, it is futile to have
in-house high quality training courses for tutors in large chain community groups while an
independent community pharmacy tutor has no such benefits. In 1994, the Steering
Committee on Pharmacy Postgraduate Education (SCOPE) recommended the development
of an enhanced training programme for pre-registration tutors, including coaching and
mentoring skills which should be considered after a training needs analysis (205). This
recommendation would ensure that the pre-registration training process is supervised by
tutors and trainers who have received the same quality of training for this role. As the
structure and objectives of the pre-registration year continue to be improved for trainees, it is

imperative that attention is given to quality criteria and training of tutors.
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The view has also been expressed by Taylor ef al that, while education and continuing
education are vitally important for pharmacists to assume their place in the health care team,
pharmacists should be wary of convincing themselves that education alone is the vehicle to
enhance and promote the profession. The pharmacists’ professional skills as well as their
personal experiences are also major determinants of the quality of service provided and
should not be overlooked (206). This sentiment applies to the pre-registration tutor as well.
Although it is vital that tutors maintain a high level of CE to provide up-to-date training, their
accumulated experience, professional skills and attitude will also determine many of the future

qualities of the trainee.

Although the present study did not assess the need for a postgraduate course specifically for
the tutors and their training role, it assessed the preferred methods of delivery of continuing
education for tutors to provide better training. These results could be extrapolated to provide
the type of programme recommended by SCOPE. The preferred delivery method of
continuing education, which is not commonly used in pharmacy, was by video packages based
on the Open University system. In other words, this method could be accompanied by formal
assessment. This format is also commonly used by management institutions for post-graduate
courses and by the RPSGB. The RPSGB video packages are freely available to all UK
pharmacists as an educational facility and can be borrowed from the Society’s headquarters
(207). The use of distance learning packs with no requirement of meetings was the second
most preferred method by tutors. This format is also a convenient form of education delivery
as it requires no external commitment for the participant. A variation of this format is to
maintain the distance learning and self-assessment but combine it with a voluntary or
compulsory requirement to meet with teachers at regular periods. This method was not highly
preferred by tutors. However, it an example of the CPPE format of continuing education,
which accompanies distance-learning packages and self-completion assessment with voluntary
attendance of workshops (208). The use of evening/weekend meetings showed a very low
overall preference by these tutor respondents. These are usually offered by many pharmacy
related institutions such as the UKCPA to their members. This method can contribute to a

formal qualification and can incorporate additional forms of educational delivery (201).
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It is obvious that tutors prefer delivery methods for a tutor-specific course where little or no
interaction occurs with fellow tutors. However, it could be argued that tutors from different
employers and branches should interact with each other to reduce the diversity of pre-
registration training programmes. In particular, courses which improve training or mentoring

skills would be more effective in an interactive environment.

The use of computer packages was regarded as the preferred method by only 17 respondents.
In the past, the problems with this mode of delivery are that packages have needed to be
compatible with a wide variety of common computer systems and users computer literate.
However, nowadays, the majority of computers in pharmacy are IBM or Windows-based and

CAL programs fairly easy to install and use.

The following recommendations should be considered;

a) That there is a national pre-registration tutor course, as recommended by SCOPE, which
provides tutors with training, communication and mentoring skills.

b) That there is a definitive syllabus guideline of additional CE subject areas for tutors which
would improve their knowledge base specifically for this role.

c) That the national course incorporate interactive delivery methods, but the delivery of

additional tutor-specific CE be delivered by Video packages.

The reason for including two sections in the survey specifically for hospital and industnal
tutors partly arose from the fact that the training process occurs in a more diverse
environment. The trainee in the community sector spends most of their training in a particular
pharmacy and therefore mostly under the constant supervision of their tutor. However, in the
hospital and industrial sector, the training period is designed to offer the trainee experience in
different work specialities or divisions. The period of time spent in each speciality will be
dictated by its relevant importance to training e.g. a longer period may be spent if it is related

to a core competency.

228



7.4.6 Hospital tutors

The normal practice in hospital pharmacy, is for the tutors to appoint ‘assistant tutors’ to
assist them in training supervision. The fact that several trainees acquire training in any one
hospital coupled with the diverse nature of hospital specialities makes appointment of these
assistants essential. It can be argued that the hospital ‘assistant tutor’ has a more important
role than the tutor in pre-registration training. At the time of this study, it was envisaged that
the ‘assistant tutors’ supervised and assessed competency, but, the tutor conducted the 13-
weekly after feedback from their assistants. This section of the questionnaire was therefore
designed to explore the appointment procedure, feedback mechanism and training of

‘assistant tutors’. In addition, an overall view of hospital training was ascertained.

As the results suggested, the most important reason for selecting an ‘assistant tutor’ was
because that pharmacist was the expert in a particular speciality within the hospital e.g. the
dispensary. This is supported by a report in 1992 on how the North-West region of England
was preparing for competency training which indicated that the majority of tutors in this area
were district pharmaceutical officers but the trainers were senior pharmacists in charge of
various departments or specialist placements (209). The trainee will spend most of the year
with a number of pre-designated assistant tutors. The number of assistant tutors and nature of
specialities depends on the size and type of hospital and the trainee can be under the tutelage
of a wide variety and number of assistant tutors. However, only those assistants directly
involved in the functions tested by competence-based assessment should be able to make an

objective assessment of the trainee.

In a system where there are a number of assistant tutors involved in the training system, it is
important that there is a system of feedback of information to the tutor. The method of
feedback was one of the aspects ascertained. The majority of tutors indicated that there was
regular discussion and feedback from assistant tutors. This usually involved initial discussion
on methods of supervision and how competency was to be assessed. The results suggested
that the main feedback occurred just before a 13-week appraisal which was then either
conducted by the tutor or the assistant who had spent most of that 13-week period with the

trainee.
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However, a number of tutors gave complete authority to their ‘assistant tutors’ which
empowered them to conduct both assessments and 13-week appraisals. However, these
assistants were aware that they could discuss any training issues with the tutor at all times.
This was in contrast to what had been envisaged when the study was carried out as it had
been thought that the tutor conducted 13-week appraisals. However the training manual
recommends that the tutor has the overall responsibility over the trainee and conducts the
final appraisal. A majority of the responses indicated that the tutor did conduct the final
appraisal which would indicate the trainee is competent to practice as a pharmacist. However,

some of the final appraisals were conducted by assistants, underlining their important role.

In general, the results indicated a system of regular feedback from assistant to tutor. It is
imperative that the tutor has a complete picture of each trainee they sign off as competent to
practice as a pharmacist. If this does not occur, the tutor cannot sign off the final appraisal

form with sufficient honesty about the ability of the trainee.

The results indicated that a number of ‘assistant tutors’ conducted competence-based
assessment for the hospital trainee. However, at the time of this study, only a few tutors had
provided training for their assistants to conduct competence-based assessment. A minority of
tutors had exercised their own initiative by ensuring their assistants received some formal
training. This issue was acknowledged as an area of implementation in a 1992 report on how
the North-West of England was preparing for the new format of training. The report indicated
that although provision of training for supervisers (assistant tutors) had to be planned, it was
recognised that training was to be given on coaching, monitoring, assessing and giving
feedback as well as an overview of competence-based training including the documentation.
The training envisaged for these North-West trainers (assistant tutors) was probably a
distance learning self-assessment package combined with a follow-up three to four day
course. This could lead to a Training and Development Lead Body (TDLB) qualification as a
work place assessor (209). A recommendation in the 1997 pre-registration training manual is
for tutors and assistants to enrol on a NVQ “Training for trainers’ course which will help
provide them with suitable training skills and understand competency (108). The view has
been expressed that NVQ’s can work because they represent the most practical and logical

means of delivering vocational training (210).
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Currently, the RPSGB organise a one-day course for all new tutors to explain the role of the

year and the training manual. In addition, the training manual as discussed in Chapter Two,

offers a detailed explanation of the principles and application of competency during the year.

An important issue revealed in this study is the role and training of assistant tutors within the

hospital sector. Although the training manual recognises the role of the assistant tutor

(trainer), it is the tutor who is supposed to have a key role in training. However, as shown by

the results, the extent of involvement of assistants in the training process necessitates their

recognition as key personnel. This would imply that any policies affecting the quality, training

or CE of tutors must also include the assistant tutors. From the results, the training of

assistants was usually left to the motivation of the designated tutor for that hospital.

Any training given to assistant tutors for their role should;

a) provide a better understanding of the concept, appropriateness and evaluation of skill
assessment within a speciality.

b) give an indication of the required restructuring in a speciality to provide the most
appropriate environment for competency assessment.

c) provide a better insight into the most appropriate method of supervision of and feedback

to the trainee and tutor.

It is necessary to consider a follow-up study which would include “assistant tutors’ and assess
the current type and level of training received for conducting and understanding competence-

based training and assessment.

As described in Chapter Two, in addition to the core competencies for hospital trainees, there
were areas of experience and information specific to hospital practice covered by the sectoral
section in the 1993-94 training manual. Within this sectoral section, some hospital specific
activities are recommended for hands-on experience and some knowledge-based only which
can be covered by provision of information alone (104). The results suggested that some of
the specialities or hospital specific activities from the hospital sectoral section of the training
manual like ward pharmacy, clinical pharmacy and radiopharmacy had now become core
functions in hospital pharmacy and that competency in them should be tested. Some of the
opinions were based on the consideration that a newly-qualified pharmacist would be
expected to perform these activities immediately after registration and therefore needed to be

tested properly on these aspects during training.
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A suggestion would be for hospitals to adopt an objective structured clinical examination
(OSCE) technique to assess the important specialities included in the sectoral section of the
manual. Instead of just ensuring that a trainee receives ‘hand on’ experience or information on
these specialities, an OSCE would provide a formal assessment of ability. Other health
professionals, such as medical practitioners, have found OSCE’s to be the most appropriate
method for measuring competency in clinical functions (211). The usefulness of OSCE as a
method of assessing clinical competence of pre-registration trainees was tested in the South
Thames (east) region where 28 trainees participated in the OSCE. Assessors were selected
from clinical pharmacy practitioners and an experienced staff nurse. Candidates were assessed
according to pre-defined checklists at a particular workstation. The workstations included
assessment of taking drug history, retrieval of information from medical notes and counselling
patients on use of devices. The checklists at each workstation comprised a task checklist
reflecting components of the task to be performed, and a professional and technical
competencies checklist reflecting the competencies allocated to the task from the RPSGB
pre-registration training manual. The study showed OSCE to be a valid, reliable, feasible and
acceptable way of measuring the clinical competence of trainees at the end of their pre-
registration training (212). By adopting or modifying the OSCE format, the hospital training
year could then provide competence-based assessment for the core competencies section of
the training manual and assessment of some of the clinically-orientated areas in the sectoral

section.

7.4.7 Industry-based tutors
The industrial tutors were asked whether the examination covered areas appropriate to their

training. There were two reasons for asking this question;
a) During the 1992-93 year, the first year of the examination, there had been numerous
letters in the Pharmaceutical Journal from trainees and pharmacists suggesting that the

examination favoured knowledge from community and hospital pharmacy.
b) The examination was designed partly to test the ability to recall knowledge acquired in the

training year. Therefore, this would include knowledge gained from a six-month period in

industry.
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The majority of tutors from this sector felt that the examination did not recognise the six
months a trainee spent in industry. An important point raised here was that if the examination
is perceived by tutors as not recognising the time and effort put in training by them and their
trainees, this may reduce their motivation to continue providing pre-registration training.

The reducing number of industry training places has already been an issue of concern. In
1994, at a RPSGB Council meeting, the Education Committee agreed that action was needed
to increase the number of pre-registration training placements within the pharmaceutical
industry. The meeting acknowledged that over the previous two years, there had been a steep
decline in the number of graduates undertaking training which incorporated a six-month

industry placement (213).

The general consensus by industrial tutors was that their training was simply to create an
awareness of the pharmacists’ role in industry with a further hope that it created an interest in

the trainee to pursue a career as a pharmacist in industry.

7.8 CONCLUSION

e The pre-registration tutors used for this study were a unique group as they were the first
tutors to conduct competence-based training and assessment. The majority of tutors who
responded to the survey represented large-chain community pharmacy employers who own
more than 50 pharmacies.

e The tutors from large-chain community pharmacy groups expressed greater satisfaction
with information received from the RPSGB on the reasons for introducing competence-
based assessment and continuing education required to provide competency training.
These tutors may have received additional information from their employers on these
aspects, perceived to originate from the RPSGB. This implies that large-chain employers
provide additional training, support and information for their tutors and trainees.

e There was a low number of responses indicating satisfaction on information received from
the RPSGB regarding the structure of the new assessment system or the changes required
in training due to the introduction of the system. A considerable number instead, expressed
a neutral opinion. This was difficult to understand as the RPSGB had been publishing this
information for all pharmacists to read since 1991. It is likely that tutors were being

cautious with their opinion at this early stage of a new system.

233



In general, the use of competence-based training and assessment was well received by
tutors from the community sector. The responses from hospital tutors implied that the
study should have included ‘assistant tutors’ from this sector, who may have provided
more accurate opinions on the role and suitability of competency in hospital training. In
many hospitals, it is the hospital “assistant tutor’ who carries out competence-based
training and assessment.

The main concern about competence-based training and assessment was the strong
agreement, particularly from community tutors, that it was difficult to accomplish
effectively due to time constraints caused by other day-to-day work duties. Unlike other
sectors, the community tutor will usually have constant supervision and training
responsibility for their trainee in addition to a host of other duties.

The majonty of tutors agreed that since the introduction of the examination and
competence-based training, the continuing education demands had increased on the
trainee. This would be a repercussion of the increasing level of assessment created in the
training year.

The majority of tutors indicated a high level of time commitment in continuing education,
but the study did not ascertain the quality of this education. The preferred method of
delivery of continuing education envisaged by tutors for providing better training was the
use of Video packages in a format similar to the Open University system. This method is
recommended for some future courses designed for tutors.

The hospital ‘assistant tutors’ who were selected mainly as they were the expert
pharmacist in a speciality had an extremely important role in supervision, assessment of
competency and appraisal of trainees. The study suggests that they would have a greater
daily interaction with the trainee and probably, a more important role in provision of
training than the registered tutor. It is imperative therefore, that the hospital ‘assistant
tutor’ receives adequate training, support and recognition for this role.

The majority of industry-based tutors felt the knowledge imparted from their training was
not recognised in a pre-registration examination. The major reason for providing training
in this sector was to provide an awareness of the role of the pharmacist in the

pharmaceutical industry.
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CHAPTER 8

Survey of pharmacists in 1996 who registered to practice pharmacy in 1993.

This chapter describes the results of a self-completion postal survey of
pharmacists who registered to practice in 1993. Prior to 1993, the bulk of this
group had undertaken a three-year UK pharmacy course and one year of pre-

registration training. The majority of the study population had been surveyed at
the beginning and mid-way of their pre-registration training, described in Chapters
Four and Five respectively. Approximately one-third of the study group had also
been surveyed at the end of their training (Chapter Six).

The survey was designed to follow-up a group who had previously been surveyed
about undergraduate education and pre-registration training. The present study
would obtain opinions on these two issues but now from the perspective of a
practising pharmacist. The study also provided an opportunity to gather
information from these young pharmacists on their career, future aspirations and

the pharmacy profession .
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8.1 AIMS AND OBJECTIVES

8.1.1 Aims of the survey
The majority of the present study group had been surveyed in August 1992, shortly after

commencing their pre-registration training. The 1992 survey had gathered information on the
three-year undergraduate pharmacy course just completed and perceptions of the training
year ahead. The majority of the present study group were then followed up at a mid-way
stage of their pre-registration training in March/April 1993. The 1993 survey gathered
information on the extent to which training had progressed and met the expectations of the
study group. Following this, a survey in November 1993 of approximately one-third of the
present study group, gathered information on the recently completed pre-registration training
year and the first-ever pre-registration examination. The present study was therefore designed
as the final component of the series of studies which commenced in 1992. The present study

group had, since registration in 1993, been practising as pharmacists for three years.

There were several reasons for this study;

a) The 1992 study had gathered information on the three-year pharmacy undergraduate
course. One of the aims of the present study was therefore to obtain information on a
similar theme to 1992, but for a four-year course. The four-year course had been officially
introduced by the RPSGB in 1995 with the first intake for 1997.

b) The information gathered in the 1992 study had been based on perceptions of future
knowledge requirement as a pharmacist. The information gathered from the present study
would be based on the current knowledge requirements of a practising pharmacist.

c) The 1992 and 1993 studies had gathered information on pre-registration training based
mainly on on-going experience of the training. The present study would therefore obtain a

retrospective view of training based on the current requirements of a pharmacist.

In addition, the aim of the present study was to gather information on issues pertinent to the
career and development of a group of young pharmacists who represent the future of the
profession. These issues included extent of participation in continuing professional education,

future career aspirations and future direction of the pharmacy profession.
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8.1.2 Objectives

e To obtain a personal, work and educational profile of the respondents. This includes;
a) branch of pre-registration training
b) current work position
¢) hours of work in a week
d) sex
e) ethnic origin
f) school of pharmacy attended.

e To determine opinion on the respondents feelings of current and future development of
their career and of the profession of pharmacy.

e To identify the factors that would most improve the current working environment of
respondents.

¢ To obtain views on changes needed in syllabus topics for a four-year course based upon
their current knowledge of the requirements to work as a pharmacist.

e To determine their views on the extent to which the inclusion of several proposed
structural changes to the training year might have provided a better pre-registration
training.

e To ascertain participation in continuing education programs and assess usage of literature

relevant to pharmacy.

8.2 METHODOLOGY

8.2.1 Survey population

The survey population comprised of all the individuals who had registered as pharmacists
with the RPSGB to practice as pharmacists in 1993. The names and address of all the
individuals representing this group were kindly supplied by the RPSGB. The address list
provided contained 1003 pharmacists. It was then realised that the RPSGB address list did
not include any Northern Ireland based pharmacists or individuals who may have since 1993,
terminated their registration as UK pharmacists. In 1993, a total of 1081 graduates had
actually registered with the RPSGB as pharmacists (214). A further 82 pharmacists on the list

were excluded from the present study as they were practising pharmacy outside the UK.
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However, the study group included a few pharmacists who registered in 1993 and were
practising in the UK, but, may have studied pharmacy outside the UK. A total of 921
pharmacists from this population were surveyed. The study was carried out by means of a

postal survey in October and November 1996, three years after registration as pharmacists.

8.2.1.1 Comparison of this present group with 1992 and 1993 studies
(i) August 1992 study (Chapter Four)
The 1992 study surveyed all pre-registration trainees who had registered with the RPSGB by

August 1992 after undertaking a UK undergraduate course. The 1992 study did not include
Bradford sandwich course students or those who had studied at Queen’s University, Belfast
and were undertaking training in Northern Ireland. Unlike the 1992 study, the present study
included pharmacists who studied at Bradford University and graduated and registered in
1993. In addition, the present study included a very small number of pharmacists who did not
undertake UK pre-registration training or education, but, registered with the RPSGB in 1993.
A number of pre-registration trainees from the 1992 study failed both the first and resit pre-
registration examination, emigrated or terminated RPSGB registration after completion of
training. They are not included in the present study.

(ii)  March/April 1993 study (Chapter Five)

The Easter 1993 study group of pre-registration trainees included Bradford students in the
fourth year of their sandwich course. Other than that, the differences between the 1993 and
present study group are similar to those stated above for the 1992 study.

(iii) November 1993 study (Chapter Six)

The November 1993 study group is very similar to the present study. The only difference in
the present study is the exclusion of pharmacists who no longer maintain RPSGB registration

or have emigrated since the November 1993 study.

8.2.2 Pilot study
Initially, a random sample of 10 pharmacists were used for a pilot study. Their names and

addresses were picked by selecting the 100th individual from the address database. In a
personalised letter to each, they were asked to be completely honest with their opinions about
the questions in the survey and comment wherever necessary. A response was received from
8 individuals which provided useful structural comments and lead to changes in the wording

of questions.
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The overriding concern indicated by the pilot group was that the draft questionnaire included
too many open questions which asked for philosophical comments. These were considered
too time consuming. Unlike previous surveys, the draft questionnaire offered a four-point
Likert scale for statements requiring a level of agreement response instead of a five-point one.
It was felt that the middle or neutral response became a convenient choice for respondents
who perhaps did not wish to spend more time formulating a definite opinion to a statement. A
large frequency of middle responses had also made analysis difficult previously. A four-point
Likert scale without a middle response would ensure that all statements received the full
attention of a respondent before a response was chosen. Following the pilot responses, a
number of changes were made to the draft questionnaire. One pilot respondent had
commented on offering the respondents the choice of branch of branch based on full or part-
time work which was adopted. All open questions were either removed or altered to closed
ones. The draft questionnaire included some questions where a response had to be selected by
ticking and some by circling a given answer. The questionnaire was redesigned to ease
completion by requiring a tick in a response box for all questions. The amended questionnaire
was then given to five practising pharmacists who had all been practising longer than three
years. Their comments were used to make final changes to the questionnaire, particularly in

the areas of the extended role and continuing education of pharmacists.

8.2.3 The survey
The number available for the study, including the pilot group of 10, was 921 pharmacists

practising in the UK. As mentioned, RPSGB registered pharmacists living and working
outside the UK were excluded from the study. This left a total valid sample size of 911
pharmacists to whom questionnaires were posted in October 1996. The questionnaires were
posted with a covering letter explaining the nature of the study and a reply-paid envelope to
return the completed questionnaire. A follow-up of non-respondents identified by a code

number on each questionnaire was conducted three weeks after the original posting.

The follow-up was done by posting a covering letter reminding them of the study and a
duplicate questionnaire and reply-paid envelope. The pharmacists were asked to respond as
soon as possible, although the returned questionnaires were not analysed until January 1997,

allowing approximately 3 months for their return.
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8.2.4 Questionnaire structure

All the questions were closed questions requiring the respondent to select one or more
responses from a menu style checklist. Closed questions were felt to be most appropriate due
to the ease with which they can be answered and usefulness as an aid to increase response
rate. One of the questions required respondents to rank items in order of preference. The
number of ranking questions was kept to a minimum as the completion of such questions is
known to be more cumbersome (158). The remaining questions were a combination of those
requiring the respondents to tick a box corresponding to an appropriate response and those
designed with a Likert scale whereby respondents were asked to agree or disagree with a
statement along a four-point scale (i.e. strongly agree, agree, disagree, strongly disagree). A
copy of the questionnaire used in this study is included in Appendix 5.

8.2.5 Questionnaire analysis

The total usable 558 responses, were entered into a SPSS Data Entry II programme and then
analysed using the SPSS/PC programme. This program has been described further in the
methods chapter. The statistical test employed was the chi-squared test which has been
described on p.97-8. All results stated as significant are at a level of p<0.05 unless a highly

significant value of p<0.005 is stated next to it.

8.3 RESULTS

8.3.1 Response rate

A total of 911 questionnaires were originally posted which included 328 males (36%) and 583
female (64%) pharmacists. This is similar to the 39% male and 61% female of the 952 sample
size used in the 1992 survey in Chapter Four. A total of 20 questionnaires were sent back by
the postal service or representatives of the named individual. Of these 11 were travelling
abroad indefinitely, 6 had been sent to incorrect addresses and the named individual did not
live or work there and 3 had been sent back unanswered with no explanation.

The total known valid sample size was therefore 891, from which there were 558 respondents

representing a 63% response rate.
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8.3.2 Branch of pre-registration training

Q1. ‘In which area of pharmacy did you undertake your pre-registration training?’

Table 8.1 show the percentages and numbers of respondents based on the branch, community
chain size or name where pre-registration training was undertaken in 1992-3. The percentages
have been combined in Figure 8.1 to show the number of respondents undertaking pre-

registration training in each branch(s) of pharmacy.

Table 8.1: The percentage and number of respondents in each branch category where
pre-registration training was undertaken in 1992-93 (n=557).

% of No.of respondents
Branch of pre-registration training respondents (n=557)

Single Community 6.3 35
Community chain (2-10 shops) 5.8 31
Community chain (11-50 shops) 2.3 13
Community chain (> 50 shops);

Boots the Chemists 25.3 141
Lloyds Chemists 7.2 40
Safeways 1.8 10
NCC/CO-OP 1.2 7
Moss Chemists 0.7 4
Hills Chemists 0.4 2
Rowland and Co 0.4 2
Tescos 0.2 1
Unspecified 2 11
Hospital 33 184
Industry and Hospital 6.3 35
Industry and Community 0.4 2
Community and Hospital 6.3 35
Other 0.7 4

A majority (60°0) undertook either six months or a full-year of training in community
pharmacy, with 53% spending the full year in this branch. A total of 262 respondents (47%)
undertook a full-year of training in a multiple community group (>1 pharmacy) with 218
(39%) of all respondents in large-chain community group (> 50 pharmacies). Of the latter

group, 65% trained for Boots the Chemists.

A total of 254 respondents (46%) spent at least 6 months training in hospital practice of
which 184 (33%) of all respondents spent the full year in this branch.
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8.3.3 Current branch and category of work

Q2. ‘State in which area you are currently working and indicate if it is full or part-time
(less than 35 hours a week).’

Table 8.2 shows the percentages and numbers of respondents based on the area of pharmacy

work. Figure 8.2 shows the number of respondents working full-time in each branch. The

multiple group pharmacy represents any employer with more than one pharmacy.

Table 8.2: The percentage and numbers of respondents in each current area/branch
of pharmacy work (n=545).

% of Number of

Area of current work respondents respondents
Pharmacy Manager/Pharmacist for a multiple
community group 35.1 191
Hospital pharmacy 26.6 145
Manager/Pharmacist of single pharmacy 8.6 47
Community Locum pharmacist 6.1 33
Full-time Pharmacy post-graduate student e.g. PhD 5.9 32
Relief Pharmacist for a multiple community group 4.8 26
Pharmaceutical industry 2.9 16
Owner of community pharmacy 2 11
Area/District Pharmacist for multiple community group 1.1 6
Pharmacy Academia 0.6 3
Other 14 8
Part-time (<3 5hrs/week) community pharmacy 3.3 18
Part-time (<3 Shrs/week) hospital pharmacy 0.4 2
Part-time (<3 5hrs/week) other 12 7

A majority (61%) were working in community pharmacy. Of all the respondents, 44% were
working in either a full or part-time capacity in the multiple community pharmacy sector, the
most popular area of work. The hospital sector accounted for 27% of the respondent group, a
fall from 46°0 who had spent either six months or the full year training in this branch. Of the
32 full-time postgraduate students, 24 also indicated that they worked part time as locums in

community pharmacy.

The ‘other’ group included respondents as a prescribing adviser, research assistant, software

developer, nurse and an MCA controller.
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Figure 8.2: Respondents categorised by current area/branch of work
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Of the hospital-based respondents, a majority of 67% were working as a C-grade
pharmacists, 22% in position as A or B grades and 12% as D-grade pharmacists. The most
frequent titles or positions stated for the hospital respondents were ‘Clinical Services
Pharmacist’ (32%), ‘Information Pharmacists’ (10%), ‘Resident Pharmacists’ (7%) and
‘Rotational Pharmacists’ (5%). The remainder offered varied titles of work such as dispensary
manager and psychiatrist pharmacist. Of the 16 industry-based respondents, 7 classified

themselves as formulation scientists and 2 as regulatory affairs pharmacists.

8.3.3.1 Comparison of training and current work branch
Table 8.3 show the percentages of all respondents based on branch and category of pre-

registration training and current pharmacy work. This comparison will highlight any important
branch transitions of respondents from training to current practice.

Table 8.3: A comparison of respondent proportions in branch or category of pre-
registration training in 1992-93 and current (1996) pharmacy work.

% of respondents
Pre-registration | Pre-registration | Current work Current work
training branch training branch/category
Single independent Manager/pharmacist single
community 7 9 independent community
Multiple Multiple group pharmacist
community group 47 44 (all posts)
Hospital 33 27 Hospital
6 Community locum
Split schemes 13 3 Other
3 Industry
6 Full-time postgraduate
2 Owner independent

The comparative results show that the hospital sector have lost a number of pharmacists who
had undertaken a full-year of training in this branch. This number is even greater when it is
considered that an additional 12% of respondents had undertaken six months of training in

hospital pharmacy.

Overall, there has been an increase from 54% of respondents who undertook a full-year of

training in community pharmacy to 61% who were working in this sector in 1996.
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8.3.4 Hours of work

Q4. ‘How many hours on average do you officially work each week?’

Table 8.4 shows the number of hours and percentage of respondents within different branches
of pharmacy for the hours of work each week. The official hours would be described as the
period spent during opening hours of a pharmacy and any additional time spent on aspects
directly related to daily pharmacy duty. This may include delivery of medicines and
paperwork but does not include continuing education periods. The pharmacists working part-
time (<35 hours/week) have not been included in these results.

Table 8.4: The numbers and percentages of respondents in each branch category and
official hours worked in a week.
Key:
1st row numbers: Numbers of respondents in each category
2nd row numbers: Percentage based on the total number of respondents in each
work category

Hours officially worked per week
Pharmacist categories 35-38 hours | 39-45 hours | >45 hours
1 4 6
Owner independent community
9% 36% 55%
10 26 10
Manager/pharmacist single community
harmacy 22% 56% 22%
87 113 22
Multiple community pharmacist employee
39% 51% 10%
3 16 14
Community locum
9% 49% 42%
28 112 3
Hospital pharmacist
20% 78% 2%
10 4 1
Industry pharmacist
67% 27% 6%

Although there are smaller numbers of community pharmacy owner respondents, they
represented the highest percentage working longer than 45 hours per week. The second
largest group working longer than 45 hours per week were the community locums. The
majority of hospital and multiple community pharmacist respondents work between 39 and 45

hours per week. A majority of industrial pharmacists work a maximum of 38 hours a week.
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8.3.5 Sex of respondents

Q17. ‘Are you male or female?’

A total of 557 of 558 individuals responded to the question. The respondents comprised of
34% male (n=188) and 66% female (n=369) which is exactly the same proportion as the
respondents in the 1992 Study in Chapter Four.

8.3.6 Ethnic origin of respondents

Q18. How would you describe your ethnic origin?’

Figure 8.3 show the number and percentage of respondents based on ethnic origin. The
percentages of males and females based on ethnic origin shows strong similarity to the total
percentage of respondents from each origin in Figure 8.3. For example, 77% of all females
and 71% of all males are White, 12% of all females and 14% of all males are Indian and 2%

female and 1% male are Black-Africans.

A comparison of branch of pharmacy work based on ethnic origin between the 1992 and
present study has been described in Chapter 9.

8.3.7 School of pharmacy attended

Q19. Which school of pharmacy did you study in?’

The number of respondents and school representation is shown in Figure 8.4. There were two
reasons for asking respondents to state the school of pharmacy they had attended. Firstly, to
ascertain if all schools were represented in opinion on the undergraduate course and secondly,
to exclude opinions on the undergraduate course of those respondents who had not studied a
UK course.

With the exception of Queen’s University in Belfast, there were respondents from all schools

of pharmacy in the UK.
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8.3.8 Attitudes to status and future development of current career

Q7. ‘To what extent do you agree or disagree with the following statements in relation to
your career?’

A response of strongly disagree, disagree, agree or strongly agree was sought on a selection

of statements pertaining to the respondents current career and future development. These

statements were based on issues that may directly affect daily work or the motivation of

young pharmacists in a relatively early stage of their career.

8.3.8.1 Future development of career
When asked whether they wanted to be promoted from their current position to one with

more responsibilities within the next two years, there was a significant difference between the
number of respondents who strongly agreed/agreed (71%) and those who strongly
disagree/disagreed. However, a smaller proportion (57%) agreed that they wanted to be
continuously promoted every few years to positions of higher responsibility. There was little
difference in these results between community, hospital and industry respondents. The results
suggest that a majority of respondents envisaged their career to progress much further with

increasing experience.

8.3.8.2 Opinion on public perception of pharmacist role

A majority of 64° of all respondents disagreed with the statement that they were happy with
the public perception of their professional status as a pharmacist. When asked whether they
were satisfied with the public’s awareness of their role as a pharmacist, there was a significant
difference between the number of respondents who strongly disagreed/disagreed (74%) and
those who strongly agreed/agreed. There was little difference in these results between hospital
and community respondents. The results suggest that these young pharmacists did not feel

their role or status as a pharmacist was fully appreciated by the public.

8.3.8.3 Satisfaction with salary
Of all the respondents, a majority of hospital-based (66%) and industry-based (69%)

pharmacist respondents agreed with the statement that they were satisfied with their current
remuneration. However, only 48% of community pharmacist employees and 33% of

community locum respondents agreed with this statement.
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8.3.8.4 Challenges, demands and utilisation of professional knowledge
When asked whether their current work was boring and did not offer any new challenges,

there was a significant difference between the number of respondents who strongly
disagreed/disagreed (78%) and those who strongly agreed/agreed. However a clear majority
of single community pharmacist (81%), multiple-group community pharmacist (73%) and
community locum respondents (79%) agreed that their day-to-day work did not fully utilise
their professional knowledge. In contrast, only 33% of hospital-based respondents expressed

agreement to this statement.

SUMMARY POINT - 16

A large number of these pharmacists envisage further progression in their career with
increasing experience. However, a strong majority of these pharmacists are dissatisfied
with the public’s awareness of their role as a pharmacist. Community pharmacists
respondents are less satisfied with the salary they earn and evidence suggests that most
of these community pharmacists feel their professional knowledge is under-utilised in

their work environment.

8.3.9 Organisational changes with most potential of improving work environment
Q9. ‘Rank in order of priority the impact of the following organisational changes upon

your current work environment. Please select only SIX of the below and rank them

in a descending order with rank 1 being the change that would most improve your

work and 6 being the least.’
The respondents were given a wide selection of factors which could change the working
environment of a pharmacist. All the organisational changes offered to respondents were
perceived to represent improvements in a pharmacist’s work environment. The respondents
had to select six changes from the selection which they felt would most improve their work
environment. The changes involving employment of support personnel were simply based on
the premise that additional staff would give them freedom to pursue other pharmacy related
roles. The changes involving training of staff, provision of breaks and better organisation of
staff hours were based on concerns addressed by the RPSGB working party on the needs of
employee pharmacists (215). The changes involving closer liaison with health professionals,
including medical practitioners, were based on the premise that these liaisons would facilitate

better patient care, prescription and medicine transfer and increase status of the pharmacist.
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All the other changes were based on the fact that many posts advertising for pharmacists in
the Pharmaceutical Journal offer them as incentives, which implies, that they create a better
working environment. The results in Table 8.5 show the organisational changes, each overall
rank order value and number of respondents who chose each factor as change that would
most improve their work (i.e. Rank 1). The overall rank order value for each organisational
change was calculated using the rank order analysis method described on p.98 in Chapter
Three. The lower the overall rank order value, the greater its potential in improving the work
environment of respondents. The inverse relationship between overall rank order and
importance has been explained on p.98 in Chapter Three.

Table 8.5: Calculated overall rank order value for each organisational change and
number of respondents selecting each change as having highest potential.

Rank | No. of Rank 1
Organisational changes Order respondents
Employ another full-time pharmacist 2.137 84
Employ a part-time pharmacist 2.958 40
Closer liaison with local medical practitioners 2.959 88
Employ a dispensing technician/assistant 3.022 41
Better support from superiors 3.269 56
Closer liaison with other health professionals 3.569 26
Better training of support staff 3.597 35
Provision of adequate and regular breaks 3.625 31
Provide well defined critenia for in-house career progression | 3.642 31
Better organisation of staff hours 3.800 16
Offer a work effort related monetary bonus 4.009 19
Less paper-work to do 4.010 24
Less management responsibility of staff 4.074 8

The organisational change that was considered to offer the greatest potential improvement in

the work environment was to employ another full-time pharmacist.

The results can be discussed better if the ranking of changes from respondents from
community and hospital pharmacy are analysed separately. This would provide an indication
of those changes which would have most potential in improving the work environment

specific to each branch.
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8.3.9 (a) Community-based respondents

Figure 8.5 shows six organisational changes with the lowest calculated overall rank order
values for community-based respondents. The higher the overall rank order value, the less the
overall potential of the organisational change in improving the work environment.

The employment of another full-time pharmacist had the lowest overall rank order value and
would therefore be considered as the change which would have most potential in improving
the work environment of community pharmacist respondents. The employment of a part-time
pharmacist had the second lowest calculated overall rank order value. This would be
considered as the organisational change of second highest potential in improving the
community work environment. Either of these changes would free community pharmacists
from some of their current commitments to perform newer or extended pharmacy related
roles.

8.3.9 (b) Hospital-based respondents

Figure 8.6 shows six organisational changes with the lowest calculated overall rank order
values for hospital-based respondents. As with the community-based respondents, the
employment of another full-time pharmacist had the lowest overall rank order value. This
would therefore be considered as the change which would have most potential in improving
the work environment of hospital pharmacist respondents. The employment of pharmacists or
support staff were considered as organisational changes of the first, third and fourth highest
potential in improving the hospital pharmacy environment. A better support from hospital
superiors had the second lowest calculated overall rank order value. This would be
considered as the organisational change of second highest potential in improving the hospital

work environment.

SUMMARY POINT ~17

For both community and hospital pharmacists, the employment of another full-time
pharmacist was the organisational change with the highest potential of improving the
work environment. For community pharmacists, the employment of a part-time
pharmacist was considered a change with second highest potential. However, for the
hospital pharmacists, a better support provision from superiors was considered an
organisational change of second highest potential in improving the work environment.
This implies that workload or limitations in work practice were considered the major

problems.
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8.3.10 Opinions on the future of pharmacy in the UK

(8. ‘To what extent do you agree or disagree with the following statements relating to
pharmacy in the future in the UK?’
Figure 8.7 shows the percentage of respondents who either strongly agreed or agreed to the

following statements for further clarification of results.

8.3.10.1 Pharmacy ownership and multiple community group expansion

Of the community pharmacy respondents, 96% agreed that it will be increasingly difficult for
them to own an independent community pharmacy in the future. Of the community-based
respondents, 55% of the employed pharmacists and all the pharmacy owner respondents
agreed that the future of community pharmacy is threatened by continuous multiple pharmacy

expansion.

8.3.10.2 Extended role of the pharmacist in the future

Of the community pharmacist respondents, 93% agreed that pharmacy as a profession cannot
survive unless it establishes additional remunerable roles to the current ones. There was a
highly significant (p<0.005) difference between the number of respondents who strongly
agreed/agreed (92%) and those who strongly disagreed/disagreed that the extendinig of

professional roles will lead to greater recognition among all other health professionals.

8.3.10.3 Introduction of mandatory education
There was a highly significant difference (p<0.005) between the number of respondents who

strongly agreed/agreed (93%) and those who strongly disagreed/disagreed that as the
professional role of the pharmacist is widened, it is essential that mandatory continuing

education is introduced.

8.3.10.4 Career progression of hospital-based respondents

There was a highly significant (p<0.005) difference between the number of hospital pharmacy
respondents who strongly agreed/agreed (82%) and those who strongly disagreed/disagreed
that the prospects of progression within hospital pharmacy is more difficult for them due to

stagnation of pharmacists in senior positions.
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Figure 8.7: Percentage of respondents who strongly agree and agree to statements regarding the future of pharmacy in the UK
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SUMMARY POINT - 18

The majority of community pharmacist respondents agreed that the possibility of owning a
community pharmacy was becoming increasingly difficult. Many of the community
pharmacists, including employees from the multiple chain sector, agreed that pharmacy was
threatened by continuous multiple chain expansion. This also has important implications on
independent pharmacy ownership and retention. There was a very strong agreement that
the introduction of mandatory continuing education in pharmacy was essential as the

professional role broadened.

8.3.11 Content of topics for a four-year course

Q12. ‘Using the knowledge you feel you use regularly, never use, lack or require more of
in your current job as a guide, should the following subjects be expanded,
contracted or left unchanged in the new four-year undergraduate course?’
In August 1992, the study of pre-registration trainees, which had included the majority of the
present study group, had gathered information regarding the three-year course which they had
just completed. This study has been described in Chapter Four. Some of the important results
were discussed by extrapolating them for consideration in an extended course. In 1995, the
RPSGB formally announced the extension of the undergraduate pharmacy course to four
years with the first intake in 1997 (58). Therefore, there were two primary differences
between this study group and the one in 1992. Firstly, the opinions of this group on change in
syllabus topics would be based on knowledge requirements of a practising pharmacist, and
not perceptions based on future requirements as in the 1992 study. Secondly, the study was
designed for the opinions to be ascertained and discussed for a definitely implemented four-
year course.
The respondents were asked to give their opinion on whether a wide variety of pharmacy
topics should be expanded, contracted or left unchanged in a four-year course. A support for
expansion of a topic would imply that it required an increase in content and teaching time
based on the extent to which it had been taught in the three-year course. It would also imply

that knowledge from this topic was required to a greater extent in current practice.
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A response indicating no change would imply that the topic had been sufficiently covered in
the three-year course and that the knowledge imparted from it was sufficient for current
practice. A majority of the topics included in this survey had also been included in the 1992
survey on perceived usefulness and allocated teaching time. A number of the remaining
topics, taught in schools outside the UK, had also been ascertained for inclusion in the three-
year course in the 1992 study. The remainder of the topics in this survey were included
because some, but not all, schools of pharmacy had listed them in their 1996-97 syllabus.
These topics were primarily within the social and behavioural element of pharmacy education,
one of the areas the RPSGB had indicated as requiring greater emphasis in a four-year course.
The opinions of respondents who did not study in a UK school of pharmacy have been
disregarded for the whole section on undergraduate education and pre-registration training.
The responses have been assessed for topics within each subject area of the course based on
respondents working full or part-time in community, hospital and industrial pharmacy. The
results for each area are shown in Tables 8.6 to 8.13. The combined responses of all
respondents for nature of change required for topics in each subject area are shown in Figures

8.8t08.15.

8.3.11 (a) Pharmaceutical Chemistry

Table 8.6: Community, hospital and industry-based respondents’ opinions on nature of
change required for each topic in Pharmaceutical Chemistry in a four-year
course.

Key:
¢ = community pharmacist  h = hospital pharmacist i = industry-based pharmacist

% of respondents (from total in each branch)
Expand Contract No change

Pharmaceutical Chemistry | ¢ h i c h i [ h i

Organic chemistry 0 0 0 48 | 52 | 31 52 | 48 | 69
Stereochemistry 1 1 0 60 | 67 | 31 | 40 | 33 | 69
Analytical chemistry 2 3 31 |45 | 56 | 6 53 | 41 | 63
Biochemistry 15 16 25 25 | 21 25 60 63 50

The majority of respondents indicated that all the topics in this area were either to be reduced
or left unchanged in a four-year course. A majority of community-based respondents

supported a reduction in ‘stereochemistry’ in a four-year course.

259



In the hospital sector, a majority of respondents supported a reduction in all topics in this area
except ‘Biochemistry’. In the industrial sector, the majority of responses indicated that all
topics be left unchanged. From Figure 8.8, the combined opinion of all respondents shows
that a majority indicated no change was required in ‘biochemistry’, ‘organic’ and ‘analytical’
chemistry but a reduction in ‘stereochemistry’.

8.3.11 (b) Pharmaceutics

Table 8.7: Community, hospital and industry-based respondents’ opinions on nature of
change required for each topic in Pharmaceutics in a four-year course.

Key:
c =ycommunity pharmacist  h = hospital pharmacist i = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change
Pharmaceutics [ h i c h i c h i

Formulation 20 12 56 13 12 0 67 76 44
Pharmacokinetics 26 46 37 13 5 13 61 47 50
Drug delivery systems | 38 29 50 5 8 6 57 63 44
Bioavailability 36 35 56 6 3 0 58 62 44

The majority of community and hospital-based respondents indicated that no change was
required for all the topics in Pharmaceutics in a four-year course. The majority of the
industry-based respondents, many who work in the area of formulation and drug delivery
development, supported an expansion in all topics except ‘pharmacokinetics’. From Figure
8.9, the combined response of all respondents shows that a majority indicated that no change
was required in all the topics in this area.

8.3.11 (¢) Microbiology

Table 8.8: Community, hospital and industry-based respondents’ opinions on nature of
change required for each topic in Microbiology in a four-year course.

Key:
¢ = community pharmacist  h = hospital pharmacist i = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change
Microbiology c h 1 c h i c h i
Aseptics 9 41 44 | 34 3 0 57 | 56 | 56
Immunology 35 | 49 13 11 3 6 54 | 48 | 81
P’ceutical microbiology 18 | 46 19 | 20 4 0 62 | SO | 81

The results for this area are similar to Pharmaceutics in that for all topics, the majority of all

respondents indicated that no change was required in a four-year course.
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8.3.11(d) Physiology and Pharmacology

Table 8.9: Community, hospital and industry-based respondents’ opinions on nature of
change required for Physiology and Pharmacology in a four-year course.

Key:
c =ycommunity pharmacist  h = hospital pharmacist i = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change
Pharmacology c h i c h i c h i
Physiology 55 37 38 2 3 6 43 60 56
Pharmacology 64 | 47 31 2 1 0 34 52 | 69

A majority of community-based respondents supported an expansion of both “physiology’ and
‘pharmacology’. In the hospital and industrial sector, the majority indicated that no change
was required in these topics. From Figure 8.11, the combined opinion for all respondents
shows that a small majority supported an expansion of Pharmacology, presumably because of

the large numbers of community pharmacist respondents.

8.3.11 (e) Clinical Pharmacy

Table 8.10: Community, hospital and industry-based respondents’ opinions on nature
of change required for each Clinical Pharmacy topic in a four-year course.

Key:

c =ycornmunity pharmacist  h = hospital pharmacist 1 = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change

Clinical pharmacy C| H i c h i c h i

Clinical pharmacy 851 92.|1 75 1 0 0 14 | 8 25

Clinical pharmacy by internship

in a hospital environment 68 93 | 69 | 7 0 0 {25) 7 | 31

Chemotherapy 391 75 31 |10 ] 1 0 51 | 24 | 69

A strong majority of hospital-based respondents supported an expansion of all these topics
related to clinical pharmacy. A strong majority of community and industry-based respondents
supported an expansion of the first two topics but no change was required in ‘chemotherapy’
in a four-year course. From Figure 8.12, the combined opinion for all respondents shows that

a majority supported an expansion of all these topics in a four-year course.
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8.3.11 () Pharmacy Practice

Table 8.11: Community, hospital and industry-based respondents’ opinions on nature
of change required for each topic in Pharmacy Practice in a four-year

course.
Key:
¢ = community pharmacist  h = hospital pharmacist i = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change
Pharmacy practice ¢ | H i [ h i c h i
Law and Ethics 40 | 10| 7 | 2 4 | 7| 58 | 86 | 86
Dispensing practicals 63 [ 45|50 | 5 4 | 6 ) 32 | 51 | 44
Responding to symptoms 92 [ 82 | 88 | O 0|0 8 18 | 12
Developing communication skills [ 86 | 76 | 69 | 1 1 0 13 | 23 | 31
Practice research methodology 41 | 57 [ 69|16 | 6 | 6 | 43 [ 37 | 25

The majority of respondents from each branch indicated that no change was required in ‘law
and ethics’ in a four-year course. A majority of industry and community-based respondents

supported an expansion of ‘dispensing practice’.
The majority of community-based respondents indicated that no change was required in
‘practice research methodology’ but the majority of respondents from the other two branches

supported an expansion of this topic.

A clear majority of respondents from each branch supported an expansion of ‘responding to

symptoms’ and ‘developing communication skills’ in a four-year course.
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8.3.11(g)  Social and behavioural studies

From Figure 8.14, the combined response of all respondents shows that a majority supported
an expansion of all the topics in this area. A majority of community and industry-based
respondents supported an expansion of all the topics in this area. The topics of health care at

home and drug use and abuse attracted the largest majority of community and hospital-based

respondents who supported their expansion.

8.3.11 (h) Miscellaneous Topics

Table 8.13: Community, hospital and industry-based respondents’ opinions on nature
of change required for each Miscellaneous topic in a four-year course.

Key:

¢ = community pharmacist  h = hospital pharmacist 1 = industry-based pharmacist
% of respondents (from total in each branch)
Expand Contract No change

Miscellaneous topics C | H i C h i c h i

Computer-aided learning 54 | 58 | 56 8 6 6 | 38 | 36 38

Management and organisation

of business and personnel 84 | 58 | 75 1 3 0 15 | 39 25

Information technology and

computer literacy relevantto | 74 | 79 | 75 | 3 3 0 {23 |18 | 25

computer use in pharmacy

A majority of respondents from all three branches supported an expansion of all these topics

in a four-year course.

SUMMARY POINT - 19

There is strong evidence to suggest that most of the scientific topics were indicated as
requiring no change in a four-year course. As in the 1992 study, the results suggest an
expansion is required in some pharmacy practice topics, clinical pharmacy and all topics
within Social and Behavioural studies in a four-year course. The knowledge from these

topics is therefore required to a greater extent in current practice.
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8.3.12 The pre-registration training year

Q14. ‘Looking back to your pre-registration year, which of these changes, if included,
would have improved your overall training?’
The majority of this study group completed their pre-registration training in the UK in 1993.
At the time of their training, this group participated in the first ever pre-registration
examination but were not involved in competence-based training which was introduced a year
later (102). The respondents were offered a selection of proposed changes that may improve
the quality of training if introduced to the pre-registration training year. The percentage of
respondents for each response choice is shown in Table 8.14.
8.3.12.1 Split training year
A clear majority (82%) felt there would be some or great improvement in training if the
structure was changed to allow a three-month period to be spent in the hospital sector for
community trainees and, conversely, three months in community for hospital and industrial
trainees. There was a significant difference between the number of respondents who selected
‘some (35%) or significant improvement (47%) if included’ and those who selected ‘no
improvement if included’ for this change.

8.3.12.2 Mandatory education during training

A clear majornity (84%) felt improvement to training could be effected by the introduction of
mandatory continuing education for specific areas of training. There was a significant
difference between the number of respondents who selected ‘some (50%) or significant
improvement (34%) if included’ and those who selected ‘no improvement if included’ for this
change.

8.3.12.3 Quality criteria

A majority (79%) felt training would be improved if there were well defined quality criteria
for pharmacists wishing to act as tutors. A smaller majority (59%) felt that similarly, training
would be improved if there were well defined criteria for the premises in which training took
place.

8.3.12.4 The pre-registration examination

A majority (73%) felt that improvement in training could be effected by a change in the
structure of the examination to include a formal observation of skills followed by an oral
examination. There was a significant difference between the number of respondents who
selected ‘some (41%) or significant improvement (32%) if included’ and those who selected

‘no improvement if included’ for this proposed change.
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8.3.13 Continuing education participation

Q15a) ‘Below is a list of continuing education programs and methods. Indicate which
applies to you for each by placing a tick in the appropriate box.’

The present study also looked at current participation in continuing education programmes

currently available. The results below are based on pharmacist respondents in community and

hospital pharmacy.

(i) CPPE courses

Figure 8.16 shows the percentage of community pharmacist respondents participating in

CPPE workshops and using CPPE distance learning packages. The results show that

pharmacy owners and pharmacists working in single pharmacies had a higher participation in

the workshops compared to multiple group pharmacists and locums. However, the uptake of

CPPE distance learning packages was much higher than the workshop participation for all

community-based respondents. The distance learning format was extremely popular with

multiple group pharmacists as 94% had participated in this format.

(ii) Diploma in Clinical or Community Clinical Pharmacy

There was a significant difference between the number of hospital pharmacist respondents

who had completed or were currently participating (88%) in an employer sponsored Diploma

in Clinical Pharmacy and those who were not. However, only 12% of respondents from the

multiple-group community sector had completed or were currently participating in an

employer sponsored Diploma in Clinical Pharmacy or Diploma in Community Clinical

Pharmacy. No pharmacists employed in single pharmacies had been sponsored by their

employer to study for either of these qualifications.

8.3.14 Reading and assimilation of literature relevant to pharmacy

Q15b) ‘Below are a list of journals relevant to pharmacy. Indicate the extent to which you
read them by ticking the appropriate box.

(i) Pharmacy-related journals

Of all community-based respondents, 47% read and assimilated the clinical section of the

Pharmaceutical Journal only if applicable to their needs and 45% read and assimilated this

section regularly. However, 80% of hospital-based respondents read and assimilated this

section regularly. A majority of the community-based respondents (80%) read and assimilated

regularly either the whole or relevant sections of the Chemist and Druggist weekly journal.
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(iii) Other literature

The MEREC bulletin was read and assimilated regularly by 76% of all respondents. Medical
journals like the BMJ and Lancet were read regularly by many hospital respondents but only
12 of 298 respondents in the community sector read the BMJ compared to 117 of 142
hospital respondents. Similarly, 7 of 297 community respondents read the Lancet compared
to 104 of 141 hospital respondents. However, 88% of community respondents had no access

to either the BMJ or the Lancet.

SUMMARY POINT - 20

The provision of continuing education by the CPPE is highly utilised by community
pharmacists from this study group. The majority of hospital pharmacists from this study
are however sponsored by their employers to participate in a Diploma in Clinical
Pharmacy. There is however a poor level of participation of community pharmacists in

this study in clinically-orientated postgraduate courses.

8.3.15 Satisfaction with pharmacy as a career

Q3. ‘How satisfied are you at having chosen pharmacy as a career?’
Of the respondents, 58% were satisfied and 26% very satisfied at having chosen pharmacy as
a career. The highest amount of dissatisfaction was shown by pharmacy owners (4 of 11) and

community locums (45%) for having chosen pharmacy as a career.

8.4 EVALUATION AND DISCUSSION

This study achieved a response rate of 63%. The response rate for the present study is
considered good in social research methodology (152). The 1992 study of pre-registration
trainees, which included a majority of the present study group, had achieved a response rate
of 73%. Two factors may have contributed to a smaller response rate in the present study.
Firstly, the members of the present study group would have greater work responsibility as
pharmacists and possibly greater commitment at home and socially. Secondly, many of the
individuals had already been surveyed three times previously which could have reduced their

motivation to respond to the present study.
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8.4.1 Pre-registration training and current work branch of respondents
A total of 53% and 33% of respondents undertook a full-year of pre-registration training in

community and hospital pharmacy respectively. A further 13% undertook training in split
branch schemes. The 1992 study had shown 55% and 38% who trained a full-year in
community and hospital pharmacy respectively and 7% in split branch schemes. The 1992
study did not include any Bradford graduates which may have accounted for the lower
proportion of split scheme trainee respondents. In 1992, the number of graduates, excluding
sandwich course students, undertaking a full year in one branch of pre-registration training
was 580 in community placements and 351 in hospital (194). Of these, 297 (51%) of the
community pharmacy trained and 184 (52%) of the hospital pharmacy trained pharmacists
responded to the present study.

The present study showed that 61% of the respondents were working in community
pharmacy, 27% in hospital pharmacy and 3% in the pharmaceutical industry either on a full or
part time basis. The RPSGB survey of UK pharmacists on the 1994 register, which would
include this group of respondents, shows that 61% of all pharmacists worked in the
community sector, 16% in hospital pharmacy and 5% in industry. The remaining pharmacists
work in diverse areas such as wholesaling, academia and non-pharmacy employment (216).
Although the proportion of community pharmacists in the 1994 survey is exactly the same as

the present study, there is a considerable difference in the hospital sector.

The proportion of hospital pharmacist respondents (27%) in the present study was lower than
the total proportion of these respondents who had trained (33%) in this sector three years
previously. However, the 27% of hospital pharmacist respondents is still considerably higher
than the proportion of all UK hospital pharmacists (16%) in the 1994 RPSGB survey. This
suggests that some of these hospital-trained pharmacists had moved to other sectors between
1993 and 1996 and others will continue to leave this sector later in their lives. This is further
discussed in the next chapter. In addition, the proportion of hospital pharmacists had
decreased from that in pre-registration training in this branch. A number of respondents from
the present study were undertaking a PhD qualification and may then work in industry. This
would increase the industry representation of this group to a level closer to the 1994 survey
of all pharmacists on the register. A detailed comparison of respondents from the 1992 and
present study with regard to branch of work, sex and ethnic origin is studied in the next

chapter.
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8.4.2 Multiple group community employment

The sector accounting for the largest number of pharmacists in the present study was

employment within a multiple-group community pharmacy (employer owning more than one

pharmacy). This sector accounted for 44% of all respondents working either full or part-time

not including those locum pharmacist respondents who also worked for them. It is likely that

the proportion of newly-qualified pharmacists who choose employment with the multiple

community pharmacy sector may continue to increase. There are several reasons that may

explain this increased likelihood and account for this sector being responsible for the largest

number of pharmacists in this study.

These are;

a)

b)

d)

The introduction of the four-year course means that in the year 2000, there will no new
pharmacists registering from UK schools. The multiple sector are counter-acting the
fallow year by increasing their recruitment of pre-registration trainees and pharmacists.
An IPMI survey of community pharmacy showed that four community groups accounted
for approximately 700 of the 1000 pharmacists registering in 1997 (217).

Increasing number of multiple-group pharmacies. The majority of the multiple community
groups have increased their acquisition or openings of new pharmacies. For example, one
of the newer multiples, Superdrug stores PLC opened their 100th and 101st pharmacy
within their stores in 1996. The company aims to have a pharmacy in each one of its chain
of 700 stores (218). Similarly in 1996, Boots the Chemists, had in a year opened eight
new stores taking the total to 1,233 stores. A further thirty were planned to open during
the second half of 1996 (219). In 1997, Moss chemists, part of the Unichem group,
acquired its 500th pharmacy by buying an existing contract (220).

The growing number of pharmacies in supermarkets. At a recent IPMI conference on
pharmacy manpower, the view was expressed that the supermarket pharmacy usually has
long hours and opens everyday of the week which requires the services of more
pharmacists than a typical community pharmacy (221).

A better remuneration package offered by the multiple sector. The basic salary is just one
of a number of factors that is used for recruiting and retaining employees. Other benefits
offered by the multiple sector include pension schemes, staff discounts, low interest loans,

subsidised travel and health insurance (222).
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e) A different philosophy of employment offered by some multiple groups. For example,
Tesco’s encourage pharmacists to develop a teamwork approach with staff in the
supermarket to provide a better focus on the customer (223). Similarly, BTC
acknowledge that they are more successful at recruiting pharmacists because their
philosophy is to give them more time to advise and counsel patients by freeing them of
administrative duties (224).

f) Less motivation to own a pharmacy. It has been reported by Professor Ian Jones
(Portsmouth university) that the gross margin figure excluding professional allowance
dropped to 17.8 per cent in 1993 and in January 1994 it had fallen further to 17.0 per cent
(225). There will be less inclination for young pharmacists to buy pharmacies if profit

margins continue to decrease.

8.4.3 Hours of work

The results show that pharmacy owners and community locum pharmacists worked the
longest hours. For the locum pharmacist, the hours of work should be a voluntary choice due
to a self-employed status. However, locums may not be able to dictate the number of hours
they wish to work in a day in a pharmacy. It has been suggested that the traditional 44-hour
week has now been replaced by a 60-hour week for a pharmacy. This is because many
pharmacies remain open during the lunch hour and close later in the evening (226). It is
usually easier for an employer to appoint just one locum to work the full opening hours of
their pharmacy each day. In 1993, there had been an adequate supply of locum pharmacists
and both employers and locums could be selective in their choice of a locum (227). However,
since then, the shortage of pharmacists has increased the demand on existing locums. It may
therefore be difficult for locums to refuse work created by the increased demand for it ensures

a high level of income.

8.4.4 Attitudes to status and future development of current career

A majority of respondents were unhappy with the public perception of their professional
status as a pharmacist and dissatisfied with public awareness of their role as a pharmacist.
Over the past few years, there have been several campaigns run by the NPA to increase public
awareness of the role of a pharmacist. This commenced in 1983 with the ‘Ask your

pharmacist’ advertisements which have been followed by numerous similar campaigns (228).
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In his topical reflections in the Chemist and Druggist on the profession of pharmacy, Xrayser

who is a community pharmacist, suggests that the misconceptions the public have of the

pharmacist’s professional status is because they are unaware of the educational background of

a pharmacist (229).

Two reasons that may contribute towards these respondents feeling dissatisfied with public

awareness of their role are;

a) That the years of positive propaganda the respondents receive in their school of pharmacy
before commencing practice creates too great an expectation of the importance of their
role as a pharmacist. This does not then relate to the satisfaction shown by the public for
the duties performed by these respondents in practice.

b) The nature of work of some of these respondents does not allow them to create a greater
awareness among the public. For example, if their work restricts them to dispensing, there

may be little opportunity to counsel patients or participate in extended roles.

The lowest satisfaction with salary was shown by community locums. A survey of salary
increases of community pharmacy staff in 1994 showed that locums rates had only increased
by 1.75% in 1994 compared to 2.8% in 1993 and 4.55% in 1992. In addition, several
companies had reduced travel allowances, so leaving locums with an actual reduction mn
income (230). However, at the time of the study the increasing demand caused by shortage of
locum pharmacists should have forced an increase in locum rates. A cursory glance of
advertisements for locum pharmacists in the Pharmaceutical Journal shows that a rate of
£11.50 to £12.50 per hour was the ‘going’ rate in 1994. A similar observation of
advertisements in 1996 shows the rate to be about £13.50 to £14.50 per hour. This represents
an increase of more than ten per cent which makes it difficult to understand why they are
dissatisfied.

A clear majority of the community pharmacists agreed that their work did not fully utilise
their professional knowledge. This was in strong contrast to the response of hospital
pharmacists. This has a direct connection with the perceived dissatisfaction of these
respondents with public awareness of their professional role. Public awareness will improve if
the community pharmacist can fully utilise his or her professional knowledge. At the 1993
YPG conference, Jon Merrills, then deputy chief pharmacist in the DOH stated that
pharmacists had to clarify their link to health, tell the public of the complexity of the

knowledge base they used and needed to provide individualised services to the public (231).
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Simply, these young community pharmacists in this study have to promote themselves and
create opportunities to utilise their knowledge. Their youth puts them in a unique position of
being able to make positive changes to their role in the work environment which both utilises

knowledge to a greater extent and increases public awareness.

8.4.5 Organisational changes with most potential of improving work environment

It was considered important to ascertain those factors which could most improve the working
environment of this study group of pharmacists, particularly at this early stage of their career.
(i) Employment of another pharmacist

The employment of another full-time pharmacist was the change with the highest potential of
improving the work environment for both community and hospital-based respondents. The
appointment of a part-time pharmacist was the change with second highest potential by the
community-based respondents. A second pharmacist would reduce the current workload of
respondents and allow them to pursue further roles. For example, it would allow them to have
greater contact with patients in an advisory capacity and participate in extended professional
roles thereby also increasing public awareness of their role. In the hospital environment, a
second pharmacist would allow respondents to develop their clinical role and interaction with
other health professionals. However, the current manpower problems and financial
implications will make universal appointment of second pharmacists in both these sectors very
difficult.

(ii) Liaison with local medical professionals

This was the change with the fourth highest potential of improving the work environment of
both community and hospital-based pharmacists. However, it is difficult to create a system to
facilitate closer liaison with local medical practitioners. The development of this relationship
requires initiative from these pharmacists. The community pharmacy employer can encourage
the liaison by freeing up these pharmacists to visit local surgeries regularly to instigate and
develop the relationship. In the hospital environment, the relationship is easier to develop if
the pharmacist is involved in ward rounds and meetings with practitioners.

(iii) Support from superiors

This was the change with the second highest potential of improving the work environment of
hospital-based respondents. In this sector, there is a hierarchical system, which normally
implies that pharmacists of a senior grade have greater responsibility and may be in charge of

a pharmacy speciality.
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This inevitably means that the hospital pharmacists in this study, most of whom were C-

grades, were working under the supervision of a senior pharmacist.

Some of the reasons that may account for poor support by superiors in hospital pharmacy are;

a) the senior pharmacist may have themselves have great work, staff and administrative
responsibilities. Therefore, they are too busy to support these respondents.

b) the senior staff are only interested in their own welfare and progression.

c) the senior staff have not been trained to provide support to junior grade pharmacists.

8.4.6 Opinions on the future of pharmacy in the UK

The individuals in this study represent young pharmacists who are serving the profession at a
time where it is facing great challenges. They will be expected to have a crucial role in the
implementation of recommendations from the RPSGB’s New Age campaign and the
‘Building the future’ strategy report. In addition, their youth puts them in a position to
develop recently introduced and future extended roles. However, the nature and extent of
participation in these roles may be governed by the changing pharmacy environment in which
they work. These pharmacists strongly indicated that it would become increasingly difficult to
own an independent community pharmacy in the future. This sentiment is expressed quite
possibly because of the continuing expansion of the multiple community pharmacy group. In
1994, 32 per cent of all pharmacies in the UK belonged to multiples ranging from small chains
of five or six pharmacies to the very largest. This proportion had been steadily increasing
from preceding years (232). As discussed previously, the expansion of multiple-group
pharmacies is continuing, mainly, through buying existing contracts. These pharmacists may
feel that they will never be able to compete with the multiples for viable pharmacies. It is
therefore possible that in the future, a small number of large-chain multiple employers will
dictate the nature and extent of participation in extended professional roles for most

community pharmacists.

Almost all the respondents agreed that mandatory continuing education would have to be
introduced if the widening of the role of the pharmacist is to continue. It was recently
announced by the President of the RPSGB, Mr. Peter Curphey, that the bones of a system of
continuing professional development were already in place, and subject to RPSGB Council

agreement, the system would almost certainly become mandatory (233).
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There is a strong feeling among the hospital-based respondents that their own prospects of
progression in this environment are hindered due to stagnation of pharmacists in senior
positions. In other words, progression of pharmacists becomes more difficult as senior
positions are occupied by staff who are either content with that position or are limited in their
own progression. This could make young hospital pharmacists increasingly disillusioned if
they feel there is little potential for progression. It is possible that they may even consider
leaving this sector if the prospects are poor, because from earlier results, a majority agreed
that they were keen to be promoted every few years. This is a cause for concern as
highlighted in a recent NHS Executive Pharmacy Workforce and Training Executive
Summary Report which has indicated that more needs to be done to retain younger
pharmacists. Although the perception of poor progression is not addressed in the report, it
acknowledges that research needs to be done to understand the changing nature of the
hospital pharmacy workforce for the development of effective recruitment and retention of

pharmacy staff (234,235).

8.4.9 Content of topics for a four-year course

In April 1995, the Council of the RPSGB formally announced that the pharmacy degree
course would be of a four-year duration from 1997. The Council approved the view of the
Heads of Schools that new or enhanced content would be added throughout existing
programmes and that most of the new material would be scientific subject matter (58).
However, as discussed in Chapter One, the decision to approve an even greater content of
scientific subject matter immediately raised some concerns. The primary concerns expressed
by many authors have two main themes. Firstly, that the four-year course should re-address
the balance between the traditional scientific and practice-orientated content of the course
(62,236,237,238,239). Secondly, that opinions of pre-registration trainees, recent graduates,
pre-registration tutors and ‘grass root’ academics had not been sought on course content in a
four-year course (53, 61, 62). These issues have been further discussed in Chapter One.
Extensive literature searches show that much of the debate and discussion about the four-year
course is based on anecdotal comments made by a few interested members of the profession,
in response to a suggestion or policy implementation by the Council of the RPSGB or by

academics based on their experiences of pharmacy education.
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The literature has shown that in the UK, any research into pharmacy education has usually
encompassed one school or one area of the country, and previous to the surveys in this thesis,
opinions of graduates and pharmacists on a nation-wide scale in the UK had never been
sought either on the three or four-year pharmacy course. The 1992 study, described in
Chapter Four, obtained opinions of a group of newly-graduated pre-registration trainees on
allocation of teaching time of topics in the three-year course based on perceptions of
knowledge requirement for future practice. The present study was designed to ascertain
opinion on change in content of syllabus topics for a four-year course based on the
knowledge currently required as a pharmacist. The results from the 1992 study had supported
a decrease in allocation of teaching time for some of the traditional chemistry-based topics, no
change in the other scientific topics and an increased allocation of clinical pharmacy and some
topics within pharmacy practice. The results from the present study are very similar to those
in 1992. A comparison of the results on content of course topics between these two studies is

studied in more detail in the next chapter.

(a)  Scientific topics

The results show that the majority of respondents felt there was no need to change the
content of any of the topics within the area of Pharmaceutics and Microbiology and the topic
‘physiology’. However, there were a few differences in opinion based on respondents in a
specific branch of pharmacy. Within Pharmaceutics, formulation and drug delivery
development were supported for an expansion by a majority of respondents working in the
pharmaceutical industry and immunology by a majority working in hospital pharmacy. This
implies that any increase in these three topics should be incorporated as specialisation options
for students wishing to work in industry or hospital pharmacy. For example, in France,
several schools offer specialisation options in Pharmaceutics in the final year for students
wishing to pursue a career in the pharmaceutical industry (240). Within Pharmaceutical
Chemistry, the majority of respondents supported a reduction in ‘stereochemistry’ and no
change for the other topics. The results showed a small majority who supported an expansion
of Pharmacology.

Based on these findings, the overall recommendation would therefore appear to be, that the
core content of scientific topics should be left relatively unchanged in the four-year course,
other than an expansion in the areas of pharmacology and reduction in that of

stereochemistry.
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(b) Clinical pharmacy
There was strong support for expansion of clinical pharmacy by all respondents irrespective
of branch of work. Similarly, there was strong support for an expansion of clinical pharmacy
by integration of students in a hospital environment. This method of teaching is endorsed by
some hospital pharmacists and academics. In a report by a senior hospital pharmacist, it is
suggested that it would be possible to accommodate students in a training base in a hospital
within travelling distance of a school of pharmacy. The report states that students could assist
with real tasks associated with the provision of pharmaceutical care in the same way that
medical students contribute to the medical management of hospital patients (241). It has also
been suggested by some hospital pharmacists that the final year of the four-year should
include a hospital clinical secondment and community secondment to better integrate
knowledge and practice (242). Some pharmacy courses currently provide hospital visits for
their students, but the quality and quantity varies between schools. The school of pharmacy at
Bath for example, ensures that students receive 36 hours of didactic lectures at the university
from expert clinicians covering various disease states, and five three-hour hospital visits run
by clinical pharmacists. The staff who organise the Bath programme suggest that experiential
programs provide students a structured learning opportunity to provide pharmaceutical care
in the clinical setting and that by learning to apply their knowledge in the practice setting,
students can begin to understand how this knowledge will contribute to their professional life
(243). An integrated format of teaching has been adopted at the school of pharmacy at King’s
college London. At this school, joint therapeutics teaching sessions with final year pharmacy
and medical students who have completed their second MB have been designed.
Interdisciplinary pairs are assigned a patient with common medical and therapeutic problems.
The pharmacy student has to obtain the patient medication history. Subsequently, the medical
student presents a brief medical history of the patient’s current medical problems and the
pharmacy student presents the current therapy, its rationale and how it is to be monitored
(244). However, unlike medical education, there is no additional funding for clinical or
integrated teaching. It usually relies on the initiatives shown by individual schools. One of the
problems is that most schools of pharmacy are not in the same institution as medical schools.
If they were, it would be easier to provide integrated learning. As early as 1986, the Nuffield
Committee recommended for schools to develop closer links with medical schools. In this

way, the provision of clinical and integrated teaching could be enhanced.
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These formats of learning adopt problem-based learning (PBL) methods, which are ideal
method for teaching both university-based and integrated clinical pharmacy. There are
numerous reports dogumenting the benefits of teaching medicine or clinical pharmacy using
PBL methods (84, 85, 87, 88, 89, 90, 91, 92, 94, 95) and these are discussed in Chapter One.
In fact, in medical education, PBL is now used to teach large areas of the course. As early as
1992, the General Medical Council had made a recommendation for degree courses in
medicine to introduce a substantial component of problem-based learning (51).

There are several issues of consideration if schools are to increase PBL and integrated clinical

pharmacy teaching including hospital visits. These are;

a) The financial implications. There is no additional funding for schools to arrange teaching
sessions with local medical schools or hospitals. It is unlikely that funding can be made
available by the DOH because pharmacy is funded as a science subject and not one allied
to medicine, which attracts additional clinical funding,

b) The internal staffing resources. PBL ideally requires small group teaching which demands
greater numbers of trained staff. This again has financial implications for schools, and it is
difficult to envisage PBL as a major learning method particularly as student numbers
increase.

Despite this constraints, the four-year course syllabus includes fixed proportion of directed

study periods. This study encourages students to work on their own either in preparation for

a course item or to enhance understanding of taught material. It is possible to incorporate

PBL in the directed study, which can enhance the understanding of taught clinical material.

For example, for every major therapeutic area taught, students can be given problem-based

case studies to work through in the directed study.

(c) Pharmacy practice

There was a strong support for expansion of ‘communication skills’ and ‘responding to
symptoms’ in a four-year course. Irrespective of branch of work, knowledge from these two
topics is clearly used in practice regularly. These areas were also shown to require an
increased allocation of teaching time in the 1992 study. The teaching and awareness of
required communication skills can be fully achieved in a four-year course by introducing a
greater element of ‘realism’. For example, in the USA, standardised patients (SPs) have been
used to successfully enhance the teaching of ‘real’ communication skills. By definition, SPs

are patients uniquely qualified to teach and assess interpersonal skills.
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In pharmacy, SPs can be a patient, nurse or physician with whom pharmacists usually interact.
They are used in laboratory classes and provide students the opportunity to learn how to deal
with difficult situations in a controlled environment and provide necessary practice required

for competent patient counselling (245).

(d) Social and behavioural studies

The area of Social and Behavioural studies has been continually promoted by the RPSGB for
greater inclusion in a four year course. One of the four reasons the RPSGB presented to the
HEFCE for extension to the course in 1992 was, that the course needed to incorporate a
useful grounding in social and behavioural sciences relevant to practice and meeting the needs
of patients and other health care professionals. The importance of this area was re-emphasised
at the AGM of the RPSGB in 1997. At the AGM, Mr. Ian Caldwell (1996-97 President,
RPSGB), stated that Council had encouraged and required schools of pharmacy to introduce
elements of the social and behavioural sciences to their courses in order to ensure that
graduates had excellent communication skills and that knowledge about people and patients
was as important as knowledge about medicinal products (238). In the 1992 study, a small
majority of respondents had supported an increased allocation of teaching time of this subject.
Because of the diversity of this subject, a wide range of individual topics encompassing this

area were selected for respondents to consider.

The results showed that a majority of community and industry-based respondents supported
an expansion of all the topics. The hospital-based respondents were more discerning as only
three topics were supported by a majority for expansion. A majority of respondents from each
branch supported an expansion of the study of drug use and abuse. This can include the
nature of various drugs of abuse, understanding dependence and addictive personality
disorders, role of the pharmacist in advice and supply of prescription drugs used for treating
dependence. This area has been successfully introduced in the curriculum in a pharmacy
program at the University of Toronto, Canada. The objectives of the course were to teach the
students of their role in the detection and prevention of alcohol and substance abuse and
increase their knowledge with respect to the assessment and treatment of patients with
alcohol and drug abuse problems (246). In the UK, an observation of school syllabi shows

that this area is usually incorporated within pharmacology and clinical pharmacy.
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A study of third year pharmacy undergraduates at the School of Pharmacy, London and all
pre-registration trainees who had graduated from the school the preceding year found that a
majority of respondents expressed the view that there should be an increase in time spent on
teaching about drug misuse and about HIV/AIDS in the course. Although a majority in both
groups felt the teaching of pharmacology of drugs liable to misuse was good, teaching
concerning rehabilitation and treatment for drug misusers, drug treatment for HIV/AIDS and
health advice on HIV/AIDS was poor (82).

A majority of community and industry-based respondents supported an expansion of the
study of attitudes to safe sex and related factors e.g. transmission of STD’s. This area could
be taught as a specialisation option in the final year. A survey of three USA colleges of
pharmacy had also found that students were willing to lean about safe sex and AIDS. The
students recognised the important role a pharmacist had in advice on AIDS prevention and

felt the course should increase their knowledge on AIDS transmission and prevention (247).

The study of dietary habits of different groups of the population were also supported for an
expansion by community and industry-based respondents. The community pharmacist has an
important role in advice on good dietary habits, foods of nutritional value and nutritional
supplements particularly for the elderly or frail. In addition, the pharmacist dispenses a wide
range of food supplements for nutritional disorders. Many USA schools of pharmacy utilise
nutritional experts to teach nutrition and dietary education. Some of the basic entry-level
programmes (equivalent to a degree course) provide between 12 to 15 contact hours of
nutritional education, with many providing experiential training as well. This is normally in the

form of clerkships focused around nutrition (248).

8.4.9.1 Critical evaluation of results on course content

One of the observations made from these results was that although several areas were
supported for expansion, only one topic was supported by a majority of all respondents for a
reduction. It is the old adage that ‘it is easier to increase rather than decrease knowledge’.
Secondly, because respondents were asked to consider the required content of topics based
on current knowledge requirements, it would be inevitable that those areas directly applied in

practice appear to show the strongest perception of deficiency in a course.
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However, there is no question that these areas require much greater consideration in the

design of a four-year syllabus. The overall impression from the results is that a four-year

course should retain the scientific component to the same extent as it was in the three-year
course, but, increase the clinical, practice and social component. As discussed in Chapter

One, pharmacy is funded as a science-based course which means that the scientific content

will have to be maintained as a significant component of the course. However, this

component can also utilise problem-based learning methods similar to those recommended for
the clinical component. Furthermore, many important generic skills can be and are taught in
the scientific component. These include decision making, analytical and communication skills.

The importance of maintaining an adequate science-based was also recognised by the 1986

Nuffield Committee of Inquiry. However, the Committee felt that attention should be focused

on ensuring that the science taught was the appropriate science and taught in the most

effective way. The report indicated that teaching of science in the course must be applied in
that it would be relevant to pharmacy and must relate to all aspects of the work, behavioural

and pharmaceutical (16).

In light of current policies there are some constraints preventing a radical increase of the

clinical, practice and social component of the course. Some of these are;

a) Whilst pharmacy is funded as a science subject, there will be no additional funding by the
DOH to broaden or strengthen clinical aspects of the course, particularly those which
require hospital-based teaching by clinical practitioners. The RPSGB should consider
discussion with the DOH for additional funding. In addition, individual schools have to
continue fostering relationships with local hospitals to utilise their facilities and pharmacist
staff to facilitate the teaching of this component of the course.

b) Universities will continue to recruit staff who have proven research ability and who can
enhance the next research rating in 2000. However, it is difficult to recruit pharmacy
practice staff who have well established research profiles. This area of research is
relatively young in comparison to the scientific areas. The universities should adopt a
different attitude towards recruitment of expertise staff in this area. In addition, the

RPSGB should adopt a firmer stance on this issue during the accreditation process.
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c) The current salary structure offered by many universities is unlikely to attract pharmacists
with proven track records in these teaching fields. The salaries offered are far lower than
those offered by “more’ glamorous position in health authorities, industry and community
practice. This issue has to be recognised by academic institutions, if they are to attract

more pharmacists to teach the vocational elements.

Despite these constraints, the strength of the results supporting expansion of many of the
topics within the clinical, practice and social component of the course, means that they should
be taught to a much greater extent in a four-year course. In Chapter 10, there is further
discussion on why this is necessary, particularly in light of recent governmental and
professional policies towards the broadening of the pharmacist's role. Other than the basis that
pharmacy is funded as a science-based course, it is difficult to understand how the Council of
the RPSGB approved the view of the Heads of Schools that for the four-year course, new or
enhanced content would be added throughout existing programmes and that most of the new
material would be scientific subject matter (58). As this was the first nation-wide study of
pharmacists opinions on a four-year course, a further recommendation would be to evaluate
the new-four year course in all schools of pharmacy. This evaluation should assess the actual
changes made to the nature and extent of the scientific and practice-orientated component.
The evaluation should also consider how individual science-based topics are made relevant to
practice. In addition, the extent of using novel methods of learning in all areas such as PBL

should be studied.

8.4.10 The pre-registration training year

Although it was not possible to assess the opinions of this group on the structure of the
training year with regard to competence-based assessment, opinions could be sought on
general methods of improving the training year. Some of the issues considered in the study
were based on results collated from the study of pre-registration tutors (Chapter Seven) and
some on recent debate of the role of training. In the 1992 study, respondents had offered
opinion on training based on perception of the skills they would require in practice as
pharmacists. The present study was designed to assess whether some of those opinions were
still held after the respondents had been practising for three years. The 1992 Study had shown

strong support from respondents for a 6-month split training year.
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A motion for a compulsory split training year was proposed by the BPSA as early as 1984
which was then recommended in 1987 by a RPSGB Council working party, with the objective
of producing pharmacists with broad knowledge and skills. In 1994, the Council indicated
that they would be considering a proposal for the long term objective of a community-hospital
joint pre-registration year (138). This was further supported in 1995 by the acceptance by the
Council of the RPSGB to acknowledge it as a policy for review after consulting interested
employers and students (139). The BPSA again underlined in 1995 its support for a split pre-
registration year accompanying the new extended four-year course (140).

After consultation with tutors, employers and other interested parties, the Council decided in
April 1996, that it no longer intended developing a mandatory joint pre-registration year
involving six-month periods in both community and hospital pharmacy (141,142). However,
there may still be a possibility of a structured and compulsory smaller period of time spent in
another branch of training. The minutes of the June 1996 RPSGB Council meeting state that
as result of moving to a set of enhanced competences to be expected of all new registrants,
the main consequence is that some split of the total period between hospital and community
practice may be essential since a broader range of competences may not be easily obtained in
one sector alone (17). The present study therefore asked respondents to consider the value of
a split scheme involving a three-month period in another branch. A clear majority of
respondents felt there would be either some or significant improvement to the training year if
this split scheme was introduced. A three-month period of training in a second branch would
give a trainee at least some exposure to the skills required in this branch, and yet, allow
sufficient time for training in the main branch.

The results showed that respondents felt training would be improved if there were clearly
defined critenia for pharmacists wishing to act as tutors. At present, the minimum criteria for
becoming a tutor is three years of qualification as a pharmacist and attendance of a one-day
course organised by the RPSGB for first-time tutors. There have been arguments for a more
detailed critenia for the selection of tutors. As early as 1993, the BPSA called for training of
pre-registration tutors. At the 1993 BPSA conference, members called for a selection
procedure and monitoring of tutors. The members felt that with the introduction of
competency testing and examination, there was a greater emphasis on the role of the tutor
who would require better training to ensure a trainee was successful (136). Following this, at
the AGM of the RPSGB in 1993, the BPSA proposed this motion which had been passed at

their conference.
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An amendment to the motion was put forward by a practising pharmacist indicating that the
Society should improve training and monitoring procedures for tutors but ensuring the right
balance was struck between making this and placing too onerous a burden on tutors. This
motion was carried at the AGM (137). However, there have been no documented
developments on this area since then. This relates to the discussion in the previous chapter
underlining the need for standardised training of assistant and main tutors before they can
take on this role. The effectiveness of the pre-registration training scheme depends on the

quality of these tutors and this issue requires immediate consideration.

At present, the pre-registration examination is structured as a two-paper open and closed
book examination comprising solely of multiple choice questions. A majority of respondents
felt there would be some or significant improvement in training if the examination included a
practical observation of skills and an oral test instead of the current format. There has been,
perhaps inevitably, much debate and discussion particularly from pharmacy students, past and
present, and at student conferences about the structure and role of the examination
(121,122,123). Most recently, at the 1997 RPSGB branch representatives meeting, there was
a call for an urgent independent review of the examination, a motion which was carried (124).
It was felt that the examination, particularly the closed book paper, was ambiguous and
inappropriate. The consistent criticism in pharmaceutical press of the examination from recent
candidates, tutors and other involved in the examination had partly prompted the proposal of
this motion. However, after careful consideration to this motion, the Council of the RPSGB
has decided that no action need be taken mainly because the examination has met the
specification based on a working party’s report which was the subject of wide consultation
with members and students and that the examiners have been and are responsive to

suggestions for incremental improvements to the examination (249).

At the same meeting, a second motion urged the Society to work towards incorporating an
OSCE (Objective Structured Clinical Examination) as an integral component of the pre-
registration examination. The motion stated that multiple-choice questions had some
limitations as they could not examine skills, thought processes or professional judgement all

of which were essential for the day-to-day work of a practising pharmacists. This motion was
also carried (124).
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The Council confirm that the use of OSCE as a tool for undertaking and quality assurance of
competence assessment, and not the examination, of trainees by tutors will be analysed and
explored for suitability (249). As discussed in Chapter Seven, it was felt that the OSCE
format tests clinical competence and will not be suitable to test all aspects of knowledge
gained by trainees in all branches. If this format was to be adopted, it would require
‘extrapolation’ to test knowledge, other than that of clinical-orientation. The current
examination format is possibly favoured because it is economically and practically suitable to
test knowledge of a large number of trainees. Although pharmacists and students were
initially consulted about the introduction of the examination by a working party, the
opposition to it currently stems mainly from those pharmacists who have sat the current
format. A recommendation would be to ascertain the views of all pharmacists who have taken
the examination on role, appropriateness, structure and suggestions for improvement of the

examination.

8.4.11 Continuing education

The RPSGB defines continuing education (CE) as the ‘ongoing learning that professionals
need to undertake throughout their careers as a contribution towards the maintenance and
enhancement of their personal development and professional competence’. It is the
responsibility of individual pharmacists to relate their current personal levels of competence,
knowledge and skills to those expected by the pharmacy profession. To help fulfil this
responsibility, pharmacists are expected under the code of ethics to engage in a variety of
methods of CE for at least 30 hours per year (250). Following this, the RPSGB developed a
national continuing education syllabus for pharmacy, which comprises core and sectoral
syllabuses for the main areas of practice (251, 252, 253). The debate within the profession as
to whether the RPSGB should implement a mandatory CE policy has continued in recent
years (254,255,256,257,258). It was recently announced by the President of the RPSGB, Mr.
Peter Curphey, that the bones of a system of continuing professional development were
already in place, and subject to RPSGB Council agreement, the system would almost certainly
be mandatory (233). The present study shows that these pharmacists have no objection to self
professional development and education being made an obligation. However, the format for

monitoring or assessment of mandatory CE will require serious consideration.
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A format of assessment of CE knowledge recently investigated in the Columbia State in
Canada requires pharmacists having to pass an assessment of practice knowledge. If they do
not pass, continuing education in specific areas is required before a licence to practice is
renewed (259). Although this method was shown to be feasible and acceptable in this State, it
would not be realistic to use for over 30,000 UK pharmacists as it will be too expensive and
time-consuming. It would be more appropriate for individual CE providers in the UK to have
their own formal assessment and monitoring procedures approved by the RPSGB. It was
therefore important to determine participation of this study group in current CE. This would
then provide an indication of the formats of CE most commonly used by these young

pharmacists, and which may play an important role in mandatory CPD.

The present study group showed a very high level of participation of community-based
pharmacists in CPPE distance-learning packages but lower involvement in the workshop
sessions run by the CPPE. The high participation in CPPE distance learning courses in this
study supports other studies which have shown this format to be a most useful method of CE
(260,261,262). The CPPE annual report between 1993 to 1995 shows a consistently higher
participation rate of community pharmacists in distance learning. In the 1994-95 year, over
50,000 distance learning packages were ordered by community pharmacists compared to just
under 10,000 community pharmacists attending workshops in the same period (263).
However, a survey of all registered pharmacists in Scotland on their attitudes and
participation to continuing education showed that 30% of respondents had completed SCPPE
(the Scottish equivalent of the CPPE) distance learning packages and returned the
accompanying MCQ assessment for a list of seven courses. A further 13% had completed the
package but not returned the MCQ for assessment and 57% had partially completed the
package (260).

This implies that ordering CPPE type distance learning packages does not necessarily mean
that the pharmacist reads, assimilates and tests their knowledge for that package. If
mandatory continuing education is to be introduced, then, formal monitoring of participation
and assessment of knowledge would have to be introduced. For example, the CPPE would

have to introduce these two concepts for their distance-learning packages.
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This raises several concerns;

a) Currently, voluntary assessment is sent usually with the CPPE package and relies on the
participant’s honesty to assess their knowledge without referring to the package.
Compulsory CPPE assessment would have to either continue to rely on honesty or be
conducted at examination venues around the UK. The practical and economic
considerations are huge for the latter option.

b) The assessments would have to be rigorously assessed for suitability and clarity with
specific procedures for failed candidates.

¢) The RPSGB would have to define clear training objectives and disciplinary procedures for
participants who fail to meet minimum requirements.

If compulsory CE is based on a minimum hours of participation a year, a formal recognition

will be required for hours provided by all forms of postgraduate education. This includes

branch meetings, conferences and university post-graduate courses. Many of these forms of

CE provision including CPPE, provide participants with certificates recognising varying

number of hours of CE participation. Each pharmacist may have to submit proof of this form

of participation to the RPSGB annually.

The present study showed an extremely high participation of hospital pharmacists in
employer-sponsored clinical diploma postgraduate courses, but very low participation of
community pharmacists in any form of clinical-orientated postgraduate courses. The
extremely high participation of hospital pharmacists (88%) in employer-sponsored clinical
postgraduate courses indicates that the hospital sector has invested heavily to ensure that
most if not all their new pharmacists attain knowledge in an area of fundamental need to a
pharmacist from this sector. In fact, a survey of hospital vacancies has shown that applicants
for junior hospital posts will be reluctant to accept a basic-grade position unless they are
attached to clinical diploma courses (195).

The respondents from the community sector showed very low participation in either a clinical
or community clinical diploma with or without employer sponsorship. However, from 1997,
Boots the Chemists are ‘drastically’ increasing the number of their pharmacists taking
diplomas in community clinical pharmacy. It is to fund 240 pharmacists to study for a diploma
compared to 150 who had completed or were studying for one in the previous three years.

The participation in the diploma will also be linked to a pay incentive (264).
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The benefits of participation in this format of CE is that it is already monitored and assessed
by the provider, usually a school of pharmacy. However, unlike the CPPE, there is no
Government funding to run these courses. Because of a different funding mechanism for CE
in Scotland and Northern Ireland, there are some variations in the forms of CE employed. In
Scotland, in addition to the SCPPE, funding is also available for hospital and community
pharmacists wishing to undertake postgraduate diploma/ degree courses. Since its inception in
1989, funding has been provided for 170 pharmacists to take up formal postgraduate degrees
(260). In Northern Ireland, the CPPET also use pharmacy journals which will deliver learning
credits to pharmacists developing professional education. For example, Northern Ireland
pharmacists will be given 50 per cent funding for the C&D Community Pharmacy Certificate

in community pharmacy management which costs £275 (265, 266).

This study found that just under half the community-based respondents read and assimilated
the clinical section of the PJ regularly compared to 80% of hospital-based respondents. Of the
community-based respondents, 80% regularly read the Chemist & Druggist. A recent survey
of 1,100 community pharmacists found that 86% and 89% of respondents regularly read the
Chemist & Druggist and continuing education articles in the PJ respectively (267). Both these

journals represent an important medium of delivery of continuing education for pharmacists.



8.5 CONCLUSION

e Employment with multiple chain community pharmacy groups accounted for the largest
number of pharmacists in this study group. The proportion of community pharmacist
respondents in this study was exactly the same as that of the 1994 RPSGB survey of all

UK pharmacists working in community pharmacy.

e The proportion of hospital pharmacists in this study was considerably higher than that of
all UK hospital pharmacists in the 1994 RPSGB survey. This suggests that either the
hospital sector have increased retention and recruitment of pharmacists or that a number of

these pharmacists will leave this sector eventually.

e A majority of these pharmacists, particularly in the hospital and community sectors, were
not satisfied with the awareness the public had of their role. In addition, a majority of
community pharmacists felt their professional knowledge was not fully utilised in their

current work environment.

e The organisational change with the most potential of improving the working environment
of both hospital and community pharmacists was the employment of another full-time
pharmacist. It is assumed that this would provide a greater opportunity to spend more time
in advising patients and participating in extended roles. This would allow them to increase

public awareness of their role and increase their knowledge utilisation.

e There was a strong agreement that future ownership of a pharmacy was becoming
increasingly difficult. This opinion is probably based on the continuing expansion of a few
large-chain multiple community pharmacy groups. The majority of hospital pharmacists in
this study agreed that their prospects of progression within this sector were made more
difficult by stagnation of hospital pharmacists in senior positions. This may precipitate the

transition of more of these hospital pharmacists to other branches.

e There was a strong support by these pharmacists for introduction of mandatory continuing

education.
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e The results suggested that the majority of topics within the scientific component of a
pharmacy course required no expansion in a four-year course. The only exception was
Pharmacology. These views were based on the extent to which topics had been taught in

their three-year course and were based on current knowledge requirements in practice.

e The clear conclusion derived from this section of the study was that greater consideration
has to be given towards the expansion of clinical, practice and social-based topics in the

four-year course.

o Currently, the pre-registration training year is in process of a reform which includes a
broadening of competencies expected of all new registrants. The main consequence of this
reform, as indicated by the RPSGB Council, is that some split of the total period between
hospital and community practice may be essential. The results suggest that the provision of
pre-registration training could be considerably improved if a trainee was given the
opportunity to spend a three-month period in a second branch of pharmacy. This format

should be considered in the reform process.

e The results from this study showed that the majority of hospital pharmacists were
sponsored by their employers to participate in postgraduate courses of clinical orientation
while most community pharmacists relied on their own motivation and enthusiasm for
participation in continuing education, with a high utilisation of CPPE distance learning

packages
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CHAPTER 9

A comparison of results between the survey in 1992 and 1996

This chapter compares some results between the surveys in 1992 and 1996,
described in Chapter Four and Chapter Eight respectively.

The 1992 survey used the majority of the whole population of pharmacy
graduates who were just commencing their pre-registration training in 1992,
The 1996 survey, of all pharmacists who had been on the register for three
years, included the majority of the individuals from the 1992 survey. A
number of questions in these surveys ascertained similar information for

which results have been compared.
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9.1 The surveys
9.1.1 The 1992 survey

The methodology and results of this survey have been described in detail in Chapter Four.

The population for this survey was all the new pre-registration trainees who had registered to

train with the RPSGB by August 1992. A postal questionnaire survey was sent to 952 of

these trainees, and there was a response rate of 73% (n=695).

The results from the following questions have been used in this chapter;

Q1. ‘Where are you working your pre-registration year?:’

Q3.  ‘When you decided to study pharmacy, in which branch of the profession were you
most interested in working?’

Q17. Are you Male or Female?

Q16. How would you describe your ethnic origin?

Q6.  ‘Please state whether the total number of hours taught for each of these subjects
should be more or less than at present.’

This survey will be described as the 1992 study in this chapter.

9.1.2 The 1996 survey
The methodology and results of this survey have been described in detail in Chapter Eight.

The population for the survey was the pharmacists who registered to practice pharmacy with

the RPSGB in August/September 1993. The survey population included all the individuals

from the 1992 study other than those who emigrated or failed to register as pharmacists in

1993. However, the survey population included a very small number of pharmacists who

registered in 1993 but completed pharmacy education and training outside the UK. The

results from this group of pharmacists have been omitted in this chapter.

A total of 911 questionnaires were originally posted which included 328 males (36%) and 583

female (64%) pharmacists. The total known valid sample size was 891, from which there

were 558 respondents representing a 63% response rate.

The results from the following questions have been ysed in this chapter;

Q2. ‘State in which area you are currently working and indicate if it is full or part-time
(less than 35 hours a week).’

Q17. ‘Are you male or female?’

Q18. How would you describe your ethnic origin?’
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Q12. ‘Using the knowledge you feel you use regularly, never use, lack or requirg more of
in your current job as a guide, should the following subjects be expanded,
contracted or left unchanged in the new four-year undergraduate course?’

The survey will be described as the 1996 study in this chapter

9.2 Comparison of branch proportions from 1992 to 1996

The results in Table 9.1 show a five-way comparison of the respondents from the 1992 study
(Q1 and Q3), 1996 study (Q2) and the 1992 and 1994 RPSGB Manpower survey of all UK
pharmacists (268,216). The 1994 RPSGB survey would include the pharmacists from the
1996 study.

9.2 (a) Community pharmacy

Based on the pre-registration training proportion, there was an increase in proportion of
community-based pharmacists in the three years after registration. The percentage of
community pharmacist respondents in the 1996 study is very similar to the percentage of all
UK pharmacists in this sector. A simple comparison would suggest that at the time of
choosing pharmacy undergraduate study, the majority of students interested in working in
community pharmacy in the future actually undertook their training in this branch after
completion of their education. After training, the majority of the community trained
individuals have remained in this branch of practice as pharmacists.

9.2 (b) Hospital pharmacy

There is close similarity in the proportion of respondents who were initially interested in
future hospital practice at the time of choosing pharmacy study (28%) and three years later in
1996 (27%) as hospital pharmacists. However, at variance with this, was the high percentage
of respondents (38°0) who actually trained in this branch. It suggests that more students
undertook hospital pre-registration training than were accommodated as pharmacists in this
sector after training. When the proportion of hospital trainees in the 1992 study (38%) is
compared to that of pharmacists working in this sector in the 1996 study (27%), it can be
seen that a considerable number of hospital trained pharmacists have left this sector within the
first three years of practice. In 1992, a report indicated that the Secretary of the RPSGB felt
that this imbalance should be maintained in the interest of the NHS pharmaceutical service as
a whole. The main reason indicated, which is supported by these results, was that there was a

significant movement of pharmacists between hospital and community pharmacy in the first

five years of registration (200).
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Therefore, by training much larger numbers, there would be a better possibility of retaining an
adequate number of newly-qualified pharmacists in hospital pharmacy. However, a view has
been expressed that a number of senior hospital pharmacists do not see this imbalance
continuing as there may actually be a reduction in number of trainees in this sector due to
future funding arrangements (269). It is quite possible that many hospital-trained pharmacists
voluntarily leave this sector immediately after registration. This is partly supported by a recent
survey of hospital vacancies which found that Grade A and B pharmacist posts had the largest

percentage of unfilled vacancies (195).

The 1994 manpower survey shows that 15% of all UK pharmacists worked in hospital
pharmacy, which indicates that a further number of the 1996 respondents in hospital

pharmacy will probably leave this sector later in their life.

9.2 (c¢) Industry-based pharmacy

A total of 10% of respondents from the 1992 study were interested in this sector as a future
career branch when choosing pharmacy study. However, only 3% of respondents were
actually working in this branch three years after registration. The 1992 and 1994 Manpower
survey shows 5% of all pharmacists in the UK working in this sector (268,216). A number of
the respondents in the 1996 study (n=32) were completing a PhD study, who may then work

in the industrial sector.

9.2 (d) Other

In the 1996 study, only 7 (1%) respondents were not pursuing a career in a pharmacy related
field. The remainder of the ‘other’ category included postgraduate study and pharmacy
academia. However, in the 1994 RPSGB manpower survey, 18% of all pharmacists in the UK
were in the ‘other’ category. Of these, 2% were in a non-pharmacy category and 12.5% in no
paid employment (216). A substantial number in the latter category may be retired
pharmacists. A view has been expressed that some pharmacists, typically about the age of 30,
will leave the profession completely as it never meets their expectations (270). The 1996
study shows no evidence to suggest that these pharmacists, most of whom are under the age

of 30, are leaving the profession.
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9.3 Comparison of gender of those in each branch of pharmacy from 1992 to 1996
The results in Table 9.2 show a four-way comparison of male and female respondents from

the 1992 study (Q1, Q3 and Q17), 1996 study (Q2 and Q17) and 1994 RPSGB Manpower

survey of all pharmacists (216).

Table 9.2 shows the percentage of male and female respondents and the branch of pharmacy;

a) of most interest for working in the future at the time of choosing to study pharmacy and
pre-registration training from the 1992 study.

b) of work three years after training from the 1996 study.

c) of all UK pharmacists from the 1994 RPSGB Manpower survey (which includes
respondents from the 1996 study).

Figure 9.1 and 9.2 shows the distribution of male and female respondents from these surveys

respectively in community and hospital pharmacy.

9.3 (a) Male respondents

The results show that although 57% were initially interested in community practice, 69% of
male respondents actually undertook pre-registration training in community pharmacy. The
percentage of male respondents then remained fairly static at 68% three years after training.
The RPSGB manpower survey proportion of all UK male pharmacists is fairly similar to the
1996 study proportions. Based on the results, this suggests that a similar majority of males
trained in the community sector and will continue to work in this branch after registration.
The hospital sector attracted a smaller proportion and even smaller number of males
compared to females during pre-registration training. A total of 60 males trained in hospital
compared to 201 females in the 1992 study. However based on comparison of respondents in
the two studies with the manpower survey, the proportion of males in hospital pharmacy

continues to decrease substantially after completion of pre-registration training.

9.3 (b) Female respondents

The results showed a strong similarity in the percentage of female respondents initially
interested in community (54%) and hospital (31%) pharmacy for future practice and the
percentages working in these two branches (55%) and (32%) three years after training. There
was however a substantial increase in female respondents (45%) who actually undertook their

training in hospital pharmacy from the proportion who showed initial interest in this branch.
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The proportion of females training was much higher than that of males in hospital pharmacy
and much lower than that of males in community pharmacy. However, because females
represented 64% of the total response rate from the 1992 study, the numbers of female
respondent trainees were higher than males in both community and hospital pharmacy. In the
1992 study, 171 male compared to 215 female respondents undertook their training in
community pharmacy and 60 male compared to 201 female respondents undertook their

training in hospital pharmacy.

Based on the results in the 1992 and 1996 study, a substantial proportion of females left the
hospital sector after training to join community pharmacy or pursue ‘other’ interests within
the first three years of practice. Based on the respondents in the 1996 study and the RPSGB
manpower survey, a proportion of females will continue to leave hospital pharmacy after
three years of practice. However, females represent more than double the proportion of male

pharmacists in hospital pharmacy in the RPSGB survey.

9.3.1 Discussion

There are several observations made from this comparison of male and female work

proportions;

a) For both the 1992 and 1996 study, females represented approximately 64% of the
response rate (and total population). This means that the number of females training or
working were almost double that of males.

b) A much larger proportion (and number) of females, either through choice or through
recruitment bias, trained in hospital pharmacy compared to males. However, this
proportion will continue to decrease after registration.

¢) The majority of males trained and will continue to work in community pharmacy. A
substantial proportion of males who trained in hospital pharmacy will leave the hospital
sector after registration.

d) A larger proportion of males compared to females had started pursuing other interests

after registration and this proportion continues to increase, as observed in the RPSGB

survey.
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The 1994 RPSGB manpower survey of all UK pharmacists found that 68% of all full and
part-time hospital pharmacists were female, of which 70% were under 40 years of age (216).
A previous survey by Elworthy in 1988 found that women pharmacists were likely to work in
full-time employment for 43% their careers compared to male pharmacists who were likely to
do the same for 80% of their career (235). The 1994 manpower survey showed a substantial
fall in the proportion of women after the age of 29 who continue to work full-time (216).
Based on the comparative study in this chapter, it is therefore most likely that the hospital
sector lose a large proportion of their full-time young pharmacists, as they are female. It is
quite possible that this contributes to the well documented shortage of pharmacists in NHS
hospitals in recent years (196,234,235). It is envisaged that a proportion of hospital pharmacy
females will have a break in their career before returning to practice either on a full or part-
time basis. Some of these will return to the community sector where part-time self
employment is easily available. This suggests that the hospital sector have a responsibility to
consider newer and flexible retention policies for their female pharmacists, who represent the
main workforce in this sector. This may include part-time job sharing, on-site créche facilities

and flexible working hours.

9.4 Comparison of ethnic groups in each branch of pharmacy from 1992 to 1996
It is useful to observe any existing trends, as previously with gender, between different ethnic

groups and their transition of branch from training to practice. For the purpose of this

comparative study, the Black group comprise of Black-African and Black-Caribbean

respondents. The White, Indian, Pakistani and Chinese respondents have been looked at

individually and all other groups omitted for this comparison as they were too small to

analyse properly.

Table 9.3 show a comparison of percentages of these five groups of respondents from the

1992 and 1996 study for pharmacy branch;

a) of most interest for working in the future at the time of choosing to study pharmacy and
pre-registration training from the 1992 study.

b) of work three years after training from the 1996 study.

Figure 9.3 and 9.4 shows the percentages of different ethnic group respondents in pre-
registration training and work three years after training in community and hospital pharmacy

respectively.
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In the 1992 study, there were 489 White, 106 Indian, 30 Pakistani, 12 Black and 38 Chinese
respondents. In the 1996 study, there were 419 White, 71 Indian, 25 Pakistani, 13 Black and
11 Chinese respondents.

The main reason for this comparative study of branch ethnic group distribution is to assess
whether there are any distinctly different work trends which may be accounted by cultural
differences. In addition, the recent NHS Executive report on pharmacy manpower in hospital
pharmacy indicates that not enough is known about work trends of ethnic minorities in their
sector (235). This comparative study may offer some indication of trends based on the two
studies.

9.4 (a) Community pharmacy

The proportion of White respondents was fairly consistent in community pharmacy with 59%
who initially showed interest in this branch falling to 50% in pre-registration training followed
by an increase to 56% three years later in 1996. In both studies, the number of Indian
respondents represents the second highest ethnic representation. Three-quarters of all Indian
respondents trained in community pharmacy even though only 61% had shown an initial
interest for future work in this branch at the time of choosing pharmacy study. There was
then a further increase to 78% of Indian respondents three years after completion of pre-
registration training. The 1996 study proportion of Indian respondents is much higher than
the RPSGB manpower survey proportion of all UK community pharmacists (61%). The
Black group shows a similar trend in community pharmacy to that of Indians. In 1992, the
proportion of community Pakistani pre-registration trainees was similar to White trainees, but
three years after training, the proportion of Pakistani community pharmacists had increased
much more than that of White pharmacists. The results suggest that this substantial increase is
mainly due to an influx of hospital-trained Pakistanis. The results of the Chinese group are
difficult to analyse because 38 trained in 1992 and only 11 were working in 1996.

9.4 (b) Hospital pharmacy

In the hospital sector, a substantially higher proportion of White and Pakistani respondents
compared to other group trained in hospital pharmacy. In addition, unlike the other groups,
the proportion of trainees from these two groups had increased from the proportion which
had shown an initial interest in future hospital practice at the time of choosing to study
pharmacy. However, based on the 1996 study, a much greater proportion of Pakistani

respondents had left this sector after training compared to White respondents.
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The same proportion of White and Indian respondents (30%) initially expressed an interest in
hospital pharmacy for future work at the time of choosing pharmacy study. However, only
20% of Indian respondents actually undertook training in this branch compared to 42% of
White respondents. Whereas the percentage of White respondents in hospital pharmacy in
1996 was very similar to the proportion who had shown an initial interest in this branch for
future work, the percentage of 1996 Indian hospital pharmacists is approximately one-third of
the proportion who had shown an initial interest in this branch. In the 1996 study, the Indian
respondents represented the smallest proportion working in hospital pharmacy three years

after completion of training..

9.4 (c) Industry-based pharmacy

Although 4% of Indian respondents were initially interested in working in industrial pharmacy
at the time of choosing pharmacy study and 5% actually undertook a 6-month training period
in this branch, no Indian respondents were working in the pharmaceutical industry in 1996.
No Black respondents showed an initial interest in this branch, spent a 6-month period

training in industry or were working in this branch in 1996, three years after training.

9.4.1 Discussion

There are several observations from the comparative study of ethnic groups;

a) In community pharmacy, only non-White respondents showed an increased proportion
working as pharmacists three years after training in comparison to those who had initially
expressed an interest in this branch for future work. A survey by Hassell of graduates
from one school of pharmacy over a 10-year period found an even larger disproportionate
representation in community pharmacy in that 57% of ‘non minority’ pharmacists were
working in community pharmacy compared to 87.5% of ‘minority” pharmacists (164).

b) In hospital pharmacy, only in the case of White respondents was there similarity between
the proportion who had expressed an initial interest in future work in this branch and the
proportion working as pharmacists three years after training. In the case of all the non-
White respondents, there was a much lower proportion who fulfilled their initial intention
to work in this branch. The survey by Hassell shows that of the ‘non minority’ group,
31% worked in hospital pharmacy compared to only 7.5% of ‘minority’ pharmacists
working in this branch (164).
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It is therefore possible, based on the survey by Hassell, that non-White respondents from the

1996 study will continue to leave hospital pharmacy to join the community sector.

It is important to consider some possible reasons for these observations from this comparative

study;

a) The undergraduate course structure changes the initial interest of non-White respondents
as they realise their ability is better suited to community practice.

b) The non-White pharmacists enter community practice where not only are there better
remuneration prospects but also of being self-employed or owning a pharmacy. In the
1992 study, ethnic minority respondents had attached greater value than White
respondents to owning a business as a reason for choosing pharmacy study (Chapter
Four). Similarly, this factor was a very important reason for minority groups choosing
pharmacy in the Hassell study (164). It has also been proposed that Asians may be
attracted to pharmacy because of the appeal of being self-employed (271). Furthermore,
an explanation identified in the sociological literature for the attraction of business to
ethnic minorities is that entrepreneurial success is culture bound i.e. that certain ethnic
groups have an innate ability that attracts them to business (165).

¢) There is some form of discrimination towards some ‘non White’ respondents especially
during hospital pre-registration recruitment. The survey by Hassell suggested that there
was some evidence of discrimination as more than twice the proporti;on of minority
pharmacists, compared with non-minority pharmacists, had experienced difficulty

obtaining a pre-registration post.

9.5 Comparison of extent of teaching of undergraduate course topics from 1992 to 1996

The 1992 study had ascertained opinion of recent graduates on the allocation of teaching time
of syllabus topics in the three-year undergraduate course. The 1996 study group had been
practising as pharmacists for three years and opinions of this group on syllabus content of
topics for a now formally introduced four-year course based on definite knowledge
requirements in practice were ascertained.

Figure 9.5 shows the percentage of respondents who supported a reduced time allocation in
the 1992 study and content contraction in the 1996 study for each topic. Figure 9.6 shows the
percentages who supported an increased time allocation in the 1992 study and content
expansion in the 1996 study for each topic. Figure 9.7 shows the percentages who felt

content was sufficient and required no change for each topic from both studies.
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In 1992, only in the case of a few syllabus topics was there a majority response supporting an
increased time allocation. These topics were from the Pharmacy Practice area and were
‘communication studies’, ‘social and behavioural studies’, ‘clinical pharmacy’ and
‘responding to symptoms’. In the 1996 study, these four topics attracted even stronger
support for expansion in a four-year course. The 1996 study showed a majority who
supported an expansion of ‘dispensing practicals’ and ‘pharmacology’ in a four-year course,
both of which had been deemed sufficient by a majority in the three-year course in the 1992
study. In the 1992 study, only in the case of ‘organic chemistry’, ‘inorganic chemistry’ and
‘stereochemistry’, was there a majority response supporting a reduced time allocation. These
topics were all in the area of Pharmaceutical Chemistry. In the 1996 study, only in the case of
‘stereochemistry’ was there a majonity support for contraction in content. The topic
‘inorganic chemistry’ was not included in the 1996 study. As in the 1992 study, a majority of
respondents indicated that no change was required for content of all topics within the area of
Microbiology and Pharmaceutics, except for ‘chemotherapy’. This topic had been placed
under the subject area of Clinical Pharmacy in the 1996 study and a majority supported an

expansion of this topic in a four-year course.

9.5.1 Discussion

The respondents from the 1992 and 1996 study showed strong similarity in opinion on the
nature of change required in allocated teaching time or content for almost all syllabus topics.
Despite the fact that the 1992 study ascertained opinions on a three year course and the 1996
study on a four-year course, a majority in both studies supported an increased allocation of
teaching time and content for most of the clinical, social and practice-based topics. The
similarity in opinions between the two studies indicates that the 1992 respondents were
suitably aware of their future knowledge requirements. This is because the 1992 study had
ascertained the change required in allocation of teaching time for topics based on knowledge
requirements in future practice whereas the 1996 study ascertained change based on

knowledge required by pharmacists who had been practising for three years.
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CHAPTER 10

OVERALL CONCLUSIONS

This chapter presents the overall conclusions of the thesis. It focuses on
areas where the results of the surveys relate to pharmacy undergraduate
education, pre-registration training and continuing education. In addition,
some observations of the training and work branch patterns of pharmacy
graduates from the results are considered. Finally, the chapter provides
some recommendations for these aspects based on the results and lists

areas requiring further investigation.
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The fact that after graduation, a majority of pharmacy graduates serve the public means that
consideration should be given to the method of selection of aspiring pharmacy students. The
desire to provide health care as an expert on drug use, which is effectively the primary
occupation of a pharmacist, was regarded as the most influential factor in choosing to study
pharmacy. In addition, previous ability and interest in school chemistry was a very influential
factor. The subject area of chemistry has been a cornerstone of pharmacy since the early
development of the profession. The advancement of chemistry and pharmacy is one of the
principles in the founding charter of the profession. In addition this subject area is also
considered as a compulsory requirement at A or H-level for studying pharmacy and occupied
the highest proportion of contact hours in the three-year course. It is therefore obvious that
any school student who has ability or interest in this topic, will find that pharmacy appears as
an obvious vocational qualification in prospectuses or promotional literature. However, in
addition to school chemistry, the personality and attitudes of school students are important
factors of consideration. The 1996 RPSGB consultation document, ‘The New Horizon’,
indicates a wide variety of roles in which pharmacists should be involved in the future. This
document was published after more than 5,000 pharmacists responded to the invitation to
take part in Pharmacy in a New Age, a consultation on the future of the profession into the
next century (272). Many of the roles will involve the pharmacist in services outside the
pharmacy itself including patient’s own homes, clinics and surgeries. Pharmacists will also be

expected to develop greater inter-professional liaisons and working relationships (272).

In addition to academic ability, it is therefore important that an aspiring pharmacy student has

a caring personality, confident nature and positive attitude or ability to adapt to diverse or

changing situations. There are two ways that these innate traits can be identified in a school

student by each school of pharmacy. These are;

a) for all schools to hold personal interviews of students applying to study pharmacy at their
university. Currently, only a number of schools interview prospective pharmacy students.

b) subject all aspiring pharmacy students to a recognised psychometric or aptitude test.
These tests can be designed to identify these type of traits in individuals and have been

used in the USA to study attitudes of students entering pharmacy study (68).
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The influence of career advisers or sessions at school had little influence in motivating the
trainees to study pharmacy. This is an important method of career information dissemination
and a suggestion would be for local pharmacy branch groups and schools of pharmacy to
orchestrate career sessions in all local schools and colleges offering university entry

education.

A major finding of this study, was for an increased content, teaching and emphasis on
clinical, social and practice-based topics, and, no change to any of the scientific topics, except
pharmacology, in a four-year course. Pharmacology was seen as the only scientific subject
requiring an expansion in a four-year course. However, pharmacy is primarily taught at
undergraduate level as a scientific discipline. This is partly because it is funded as a science-
based subject which ensures a higher income to each institution. The present system of
funding means that there will continue to be a greater emphasis on the scientific areas and any
increase in this vocational content may be limited. One of the primary challenges in
pharmaceutical education is to create a suitable balance which allows development of
vocational knowledge and skills and yet maintains an adequate scientific base. Arguments to
focus pharmacy undergraduate education solely on vocational aspects may risk funding of
pharmacy as a science subject and reduce recognition of pharmacists as a scientific expert on
drugs. On the other hand, education which over-emphasises the scientific element may

produce graduates incapable of adopting extended and new roles for the pharmacist.

However, there are several issues which require consideration in a four-year course;

1. Increasing relevance of scientific content to practice

The 1986 Nuffield Committee of Inquiry recognised the importance of the scientific content
of the course, but, felt that its’ teaching must be applied in that it would be relevant to
pharmacy and must relate to all aspects of the work, behavioural and pharmaceutical (16). In
1994, the Steering Committee on Pharmacy Postgraduate Education (SCOPE) also
recommended that undergraduate education should highlight the relevance of the pharmacy
degree course to subsequent employment (206). In addition, the broad RPSGB guidelines for
the four-year course recommend a greater integration and relevance of the pharmaceutical
sciences (4). Some methods of increasing this relevance have been discussed in the thesis. For
example, pharmaceutical chemistry can be taught using a concept of teaching termed

Structurally Based Therapeutic Evaluation (SBTE) of drugs (169).
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This concept emphasises the relevance of chemistry to the practice of pharmacy and has been
discussed in this study. Another method of increasing the relevance of science to practice is
for consideration to be given to selecting a number of drugs or therapeutic classes of drug and
designing a teaching programme so that for each, the chemistry could be taught, followed by
the pharmacology, pharmaceutics, clinical use and supply. However, all academics should
endeavour to have an awareness of the changing roles of pharmacists in practice in order to
keep their teaching up-to-date. In addition, the teaching organisation of each scientific subject
area could be conducted with the presence of pharmacist academics or teacher-practitioners

who can provide a ‘quality assurance’ of the relevance of topics to pharmacy.

2. Increasing the vocational content of the course

Recent governmental and RPSGB policies indicate an inevitable changing of the role of a
pharmacist. Increasingly, there is less emphasis on the traditional supply function, but, more
on an advisory or facilitative role. The RPSGB consultation document, ‘The New Horizon’,
indicates a wide variety of roles involving the pharmacist in services outside the pharmacy
itself including patient’s own homes, clinics and surgeries (272). The NHS Executive
document ‘Primary care: The Future’ suggests that undergraduate education for health care
professionals should ‘cover explicitly the problems which occur in primary care settings; and
should increasingly be located in primary care to reflect where most patient contact takes
place’ (273). The recent White Paper ‘The New NHS’ indicates that the Government intends
to establish Primary Care Groups across the country, bringing together GP’s and other health
professionals in each area to work together to improve the health of local people (274). The
White Paper acknowledges the need to extend and develop opportunities in primary care. To
this extent, the pharmacist will have an important role in offering prescribing advice to
practitioners, developing relationships with other members of the Primary Care Groups and
extending their service to the public outside of the pharmacy. One of the aims of the latest
Green Paper ‘Our Healthier Nation, A Contract for Health’ is to improve the health of the
worst off in society and to narrow the health gap. The Green Paper strongly emphasises the
need for health professionals to educate the public on health lifestyles and thereby reduce the
incidence of diseases such as heart disease, stroke and cancer (275). These governmental
priorities must be reflected in undergraduate education. In medical education, some of these
priorities are now reflected as radical changes have been made in undergraduate education,

some of which were discussed in Chapter One.
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In medicine, there has been a reduction in emphasis on some scientific areas and more on
social medicine. The General Practice Departments in some of these schools have expanded
and more staff in these areas recruited. A medical student is now taught much more about
medicine and its’ impact in primary care and also spends more time learning in primary care
settings such as GP surgeries. The pharmacy student has to be given an awareness of these
issues in the vocational element of the course. The student also needs to be exposed to the
role of the pharmacist in a primary care setting. The course should provide the knowledge
base required for these new and challenging roles. After that, it is then upto individual
pharmacists to attain further knowledge in specific areas and develop role-specific skills.

The 1992 and 1996 study both showed a strong support towards the increased emphasis,
allocation of teaching time and content of clinical, social and practice-based topics for both
the previous three and new four-year course. The strength of support from this study means
that the vocational content should be given more consideration in a four-year course.
However, as previously discussed, a balance has to be struck between the scientific and

vocational content, which from the results of this study had not been achieved.

3. Staffing considerations

The four-year course provides an ideal opportunity to re-design the course and incorporate
many of the changes discussed, to produce graduates who are capable of implementing many
of the views expressed in the “‘New Horizon’ and recent government documents. However,
one of the major constraints to developing the course may well be related to staffing and
personnel in academia. At a recent Council meeting of the RPSGB, a Council member
commented that teaching staff in schools of pharmacy were already subject to an increased
workload as a result of 50 per cent increase in students in some cases. One area of particular
concern mentioned was that it was becoming increasingly difficult to recruit pharmacist
academics, and as pharmacy practice teaching has to use pharmacists, this would be an area
of concern, particularly if this subject area was significantly increased in an extended course
(276). One of the bigger challenges facing academua is that it is increasingly difficult to recruit
pharmacists into specialised science areas. Many universities now operate a policy whereby an
appointment will made of the best qualified person for that post. Therefore, it is likely that the
posts in many of the scientific areas will be offered to people who have undergraduate and

postgraduate education in a specific area e.g. chemistry, biochemistry, molecular biology.
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Some further areas of staffing requiring consideration are;

1. Staff may be reluctant to devoting much time to course re-organisation as it affects their
research activity, which is how their status is judged both by the research selectivity
exercise and for future promotion.

2. From the author’s observations, some current pharmacist academics have not practised
outside of academia for years and their input towards increasing relevance of courses to
practice may be minimal.

3. Currently, the pharmacy practice section of many schools represents the smallest staffing
group in the school, but, many of the changes would affect this area of teaching.

The obvious solution is for schools to continue to develop links with community employers,

hospitals and industry to create more teacher-practitioners funded mainly by these bodies. For

example, the first-ever NHS funded teacher-practitioner post has been set up at Aston

University, Birmingham (277). These types of appointments will be very useful to the

provision of pharmacy education.

The use of problem-solving skills was considered to be the most useful form of learning by

respondents. This method ideally involves small groups of students for effective teaching and

can be used to reinforce teaching provided through didactic formats. It is an effective method
of learning for a student as it enhances understanding and deep-learning. Problem-based
learning (PBL) is now used extensively in medical education, particularly in clinical medicine.

This area can be adapted to teach all elements of pharmacy but does have repercussions on

student and staffing numbers. The use of problem-based or computer-aided learning (CAL)

encourages self-study and greater self-responsibility for improvement in the student. This
form of learning can instil an ethos of self-motivation in the student to pursue lifelong learning
and professional development. At the time of the 1992 study, approximately one-third of the
trainees in this study had not used CAL and from the trainees who had used CAL, there were
mixed responses regarding its’ usefulness as a learning method. Since then, increasing
numbers of sophisticated and interactive computer packages have been developed specifically
for pharmacy education. An increased use of CAL at undergraduate level would facilitate its’
use in postgraduate education. For example, the pre-registration tutors in this thesis did not
place a high preference on the use of CAL in postgraduate education probably because they
have had little or no exposure to this method in education and practice. The students
currently graduating will have more confidence and ability in accessing CAL programs during

practice, as they will have used this format at undergraduate level.
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In the current climate of an increasing staff-student ratio, the use of CAL should be
promoted. Although the initial equipment outlay is costly, this method of leamning does not
require intensive staffing. The CAL programs are usually self-explanatory and can be
followed by students with minimal supervision. In contrast, PBL using small student groups is

staff and time intensive. From this study, PBL would be most useful in clinical pharmacy.

In principle, the present study (Chapters Four and Six) found that recent graduates supported
the concept that one of the objectives of training should be as an application of knowledge
gained at undergraduate level in. However, in reality, there was no clear support that this was
actually happening during training (Chapter Five). Two of the concerns the Nuffield report
expressed regarding the pre-registration year was that the year had been designed in isolation
from the content and structure of the degree course and schools and teachers from the
schools of pharmacy should have a more active role in the discussion of the ground to be
covered by the training year (16). Currently, it appears that the pharmacy course and training
year are designed independently with one having very little influence on the other. For
example, the study shows that a number of the issues tested in the pre-registration
examination have been taught and assessed at undergraduate level. The four-year course
provides the opportunity to increase the relevance and application of education to the training
year. Similarly, during training, the assessment of competencies should incorporate the
trainee’s utilisation of scientific and practice-orientated education. However, increasing
interaction can only be achieved if academics are allowed to have an influence on the training
year, and vice-versa, pre-registration tutors can influence the provision of the course.

This study supports the above views of Nuffield and offers three recommendations;

a) A body of ‘grass roots’ academics, not Heads of Schools, should be appointed to review
the training year, with particular regard to areas where undergraduate education
application can be increased. Conversely, this can also provide useful ideas for
improvement to the course itself.

b) Consultant academic tutors should be appointed from each school of pharmacy. Their
primary role would be to help pre-registration tutors and trainees. This help could be
provided as and when required in areas of academic knowledge requirement.

¢) Each school should appoint an advisory panel consisting of pre-registration tutors from
each branch who can review the syllabus and offer advice for future curriculum

developments.
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The development of an interactive relationship between education and training is an issue

requiring immediate consideration.

The cohort of trainees and subsequently pharmacists surveyed in this group were the first to
sit the pre-registration examination. There were two main findings in this study on this aspect,

both of which are fairly contentious issues.

1. There was little guidance provided by tutors on ‘must know’ topics.

The primary ‘bone of contention’ is the extent to which the examination and training are
linked and the extent to which a tutor can guide the trainee on examination issues. The survey
of tutors indicated that they had no definite opinions on the examination aspect which
suggested that they had little involvement in this area. This is confirmed in the 1997 pre-
registration manual which states that the tutor assesses practical and professional skills while
the examination tests knowledge, the application of knowledge and professional cognitive
skills (108). Since the study, the syllabus for the examination has been re-structured so that
most of the ‘must know’ topics are now termed ‘essential for day to day practice’. In
addition, there is a clearer description of the syllabus and the objectives, format and
assessment of the examination. These changes should help the trainee in preparation for the
examination. As the syllabus terminology suggests, the knowledge tested in the examination
and the application of this knowledge in practice is inextricably linked. It is therefore the
author’s opinion that tutors should be instructed to assimilate the examination syllabus so that
better guidance can be given to the trainee. For example, a tutor who is fully aware of the
syllabus can utilise existing or create new problem-solving scenarios which would encourage
the trainee(s) to apply knowledge from essential examination topic areas. This would enhance
the ability of the trainee to recall this knowledge in the examination. Alternatively, a tutor or
trainer should only be allowed to perform this role after they have been assessed by the
RPSGB on their knowledge of the examination syllabus and competences. This could take
place as an oral examination or interview of a prospective tutor. Currently, the minimum
criteria to be a tutor is three years post-qualification practice, which can be argued as not

being a rigorous selection process.
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2. From the 1996 study, 73% of the respondents felt some or significant improvement
could be made to the training year if the examination comprised of a practical
observation of skills and an oral test.

There has been , perhaps inevitably, much debate and discussion particularly from pharmacy

students, past and present, about the structure and role of the examination

(120,121,122,123,124). The format suggested above which was given to the respondents to

consider in Chapter Eight would be impractical and expensive to carry out and possibly a

repetition of competency assessment. Other alternative formats suggested such as the OSCE

(Objective Structured Clinical Examination) would also be expensive and difficult to carry out

on a large scale. OSCE tests clinical competence and may not be suitable to test all aspects of

knowledge gained by trainees in all branches. If this format was to be adopted, it would
require ‘extrapolation’ to test knowledge, other than that of clinical-orientation. The current
examination format is favoured because it is economically and practically suitable. One aspect
that requires investigation would be whether it may be more appropriate to have one generic
examination paper, similar to the current closed book format, and one paper specific to the
branch(s) of training. The practicality and appropriateness of this format would require
consideration. This type of an examination would then actually relate to the knowledge
gained by a trainee in the training year, rather than knowledge gained simply through

cramming relevant general reference material.

These two findings present several issues requiring further consideration,

a) Currently, there is no system to recognise the extent the tutors help prepare their trainees
for the assessment of their knowledge base via the examination. In addition, as previously
discussed in this study, there is little guidance for or emphasis on the tutor on involvement
in their trainee’s preparation for the examination.

b) The pre-registration examination may be considered as a repetitive assessment of
knowledge as the RPSGB already accredit the undergraduate pharmacy program as the
prerequisite knowledge base. This raises the concern that the examination was introduced
because either the RPSGB were not fully satisfied with the quality control methods
employed in undergraduate education or because there were other motives, such as
having a further means of controlling pharmacist numbers and wanting to be an examining
body.
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¢) The examination continues to create debate on its role, structure and appropriateness.
This issue has been discussed in length in Chapter Eight. The main concern raised is that
the examination is testing knowledge gained from or applied in a practical work setting
which makes it difficult to separate theory from practice. It should be considered whether
a rigorous competence-based assessment scheme should be the sole method of testing a
trainee. This method tests practical ability and with further improvement, can also test
practical utilisation of knowledge. It may also be possible to incorporate an OSCE format
of examination within certain competencies. However, quality assurance and training of
all tutors and trainees would have to be introduced before this method could be wholly

reliable and consistent.

This study found that the introduction of competency training had generally been well
received in the first year by tutors from the community sector. Competence is described as
‘the ability to perform consistently to the required standard’. A competence-based training
programme defines the standards expected, which makes it easier for tutors to identify those
areas in which performance is acceptable. The new training programme was designed to
assess those aspects which every newly-registered pharmacist must be expected to perform,
together with experience specific to each sector of practice for which no assessment of
competence was required (109). In hindsight, the study should have included “assistant tutors’
(trainers) from the hospital sector, who would have provided more accurate views on the role
and suitability of competency in hospital training. The hospital ‘assistant tutors’, selected
mainly as they were the expert pharmacist in a speciality, had an extremely important role in
supervision, assessment of competency and appraisal of trainees. The study suggests that they
would have a greater daily interaction with the trainee and probably, a more important role in
provision of training than the registered tutor. There were three findings which raised concern
about competence-based training and assessment in its’ first year of inception;

1. Community tutors felt it was difficult to accomplish effectively due to time

constraints caused by other day-to-day work duties (Chapter Seven, p202).

Unlike other sectors, the community tutor will usually have direct supervision and training
responsibility for their trainee in addition to a host of other duties. It is also possible that this
format of training and assessment does not favour tutors who have little or no company or

employer support.
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In particular, tutors from the independent community sector may be at a disadvantage. As this
was the first year of competency, it is possible that tutors are now better equipped and
experienced to carry it out effectively despite work constraints. The 1997 training manual is a
considerable improvement to the 1993 one, and offers advice and guidance on carrying out
the training role effectively within the normal daily work routine.
2. Little or no training of ‘assistant tutors’ in the hospital sector to carry out
competency assessment.
In fact, other than a one-day course organised by the RPSGB, there is no uniform method of
training tutors and assistant tutors to conduct competence-based training and assessment. In
addition, there are no formal quality assurance mechanisms in place to ensure an acceptable
level of training supervision. The 1997 training manual recommends NVQ work-based
assessor courses which would help tutors and assistants understand the concept of
competency, adapt it to their workplace and carry it out effectively. Within this qualification,
D32 and D33 (discussed in Chapter Two) are two units which can be taken on their own and
are specifically designed to formally demonstrate competence at assessing trainees in the
workplace. This recommendation is voluntary and requires the participant to pay their own
fees for the course. The author therefore recommends that gaining these two units be made a
compulsory requirement for all pharmacists wishing to register as tl;tors or ‘assistant tutors’
(trainers) for the first time. It is important that competency-based training is carried out
effectively, and that the tutor or trainer can make a reasoned and accurate judgement about
the trainee’s ability to perform to a required standard consistently. Otherwise, the system
would be no different to that previous to 1993. In addition, consideration must be given to
introducing a quality assurance system for tutors and assistants which should include
mandatory continuing professional development and feedback from individual trainees.
3. Assessment of sectoral experience section
Currently, there is no formal assessment of this section of the training manual. This study
showed that tutors, particularly from the hospital sector, had felt that some of the areas in this
section represented core pharmacist functions and should therefore be included in competency
assessment. Currently, the RPSGB is reviewing competency training with a view to moving
to a set of enhanced competences to be expected of all new registrants. It is possible that
some of the sectoral experiences may be covered in this re-structuring. A suggestion would
be for hospitals to adopt an objective structured clinical examination (OSCE) technique to

assess some of the clinical specialities included in the sectoral section of the manual.
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The debate for a split training year has continued for many years, mainly supported by the
BPSA. Some form of a split training scheme was strongly supported by respondents in both
the 1992 and 1996 surveys. In the latter survey, the split scheme favoured would involve a
three-month period in a second branch of pharmacy. The RPSGB have indicated that as a
consequence of the new enhanced competency system some split of the total period between
hospital and community practice may be essential since a broader range of competences may
not be easily obtained in one sector alone (17). This would be welcomed based on the
findings in this study. There are many benefits to introducing a split training scheme for all
trainees. Some of these are that;

1. it would give some trainees the confidence and ability to move from one branch to another
on registration. Currently, a hospital-trained pharmacist can assume sole responsibility of a
community pharmacy a day after registration with no previous experience in this area.

2. the provision of joint educational and training sessions for trainees could be organised
through a closer working liaison of community and hospital tutors.

3. the trainee can acquire knowledge relevant to a second branch which would broaden their

knowledge base for the examination.

In both the 1992 and 1996 surveys, there was strong support from the respondents, for
mandatory continuing education during pre-registration training. The survey of tutors had
found that that since the introduction of the examination and competence-based training,
tutors felt that the continuing education demands had increased on the trainee. This is
possibly a repercussion of the increasing level of assessment created in the training year. In
addition, the majority of the newly-qualified pharmacists from the November 1993 study
would have been keen to participate in an independent educational course specifically for pre-
registration trainees. Therefore, all trainees could be provided with mandatory continuing
education using a uniform educational course. A pre-registration continuing education course
could not only provide additional knowledge in areas specific to the examination but also
contribute towards a post-graduate qualification attained after registration. The course could
incorporate a variety of delivery methods. In this study, the hospital and community
respondents preferred a ‘residential weekend’ and “distance learning” format respectively. The
course could incorporate these two methods or provide two courses using these individual

delivery methods.
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The exact details of the course would require consultation between employers, tutors,
academics and the RPSGB and could be provided by universities. Of most importance, is that
the course would provide a format of structured learning which should also motivate trainees

to continue lifelong learning.

There was a strong support by the pharmacists from the 1996 survey, who had been on the
register for three years, for introduction of mandatory continuing education. At the time, a
majority of these pharmacists were dissatisfied with the public perception of their role and
status. It is possible that this group envisage mandatory CE as the way forward in developing
their career and enhancing their status. In 1997, it was announced by the President of the
RPSGB that compulsory continuing professional development will, subject to Council
approval, be introduced in the near future. The study supports this future mandate. However,
as discussed in Chapter Eight, the monitoring and assessment of mandatory CE will require
considerable attention. In addition, the challenge facing the introduction of this mandate is
how the objectives will be defined, who will define them, how will the needs of individual
pharmacists be ascertained and what will be the overall aims of a mandatory program. There
is little point in making a concept compulsory unless its’ purpose is clearly defined.

The study also found that a large majority of these young hospital pharmacists were
sponsored by their employers to participate in postgraduate courses of clinical orientation and
qualification. However, most of the community pharmacists relied on their own motivation
and enthusiasm for participation in continuing education, with a high utilisation of CPPE
distance learning packages. It is the author’s opinion that more community employers should
sponsor or contribute towards the participation of their pharmacists in postgraduate courses
offering a recognised qualification. This would enhance retention of pharmacists and increase
the profile of these employers. In addition, it would allow employers to provide a wider
pharmaceutical service, as recommended by recent governmental and RPSGB policies, using

properly trained pharmacists.
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The multiple community pharmacy groups were the largest employers of pre-registration
trainees and subsequently, newly-registered pharmacists. It is likely that this trend will
continue to increase as these groups continue to expand. The study shows that these
employers are very successful at retaining trainees as pharmacists (Chapter Eight).
Approximately one-third of hospital-trained pharmacists had left this sector either
immediately after registration or within the first three years of practice, many to move to the
community sector. Based on the 1992 and 1994 RPSGB Manpower survey of all UK
pharmacists, a further proportion of pharmacists in hospital pharmacy will continue to leave
this sector (268,216). The hospital sector trained almost double the proportion of females
than males. It is therefore envisaged that the hospital sector continues to lose pharmacists
presumably because women may have a break in their career to have a family, and may never
return to this sector. In addition, the hospital sector retained lower proportions of hospital-
trained Indian pharmacists compared to White pharmacists. This is the largest minority ethnic
group in pharmacy and the results suggest that the community sector accounted for a large
proportion who left hospital pharmacy. The hospital sector should reconsider their pre-
registration recruitment and retention policies based on these findings.

Based on the study, the recommendations for the hospital sector are;

a) to develop or promote the provision of job sharing schemes, flexible work options and
incentives for women pharmacists returning to practice.

b) to attract more males and ethnic minority students for pre-registration training places.

¢) to investigate methods of retaining pharmacists from ethnic minority groups, as it is clear
that many leave this sector after training. A better understanding of their future career
progression and remuneration needs in this sector is recommended.

d) to offer better remuneration for newly-qualified pharmacists. If they do not do this, many
will continue to move to the community sector, where they can earn far more than in
hospital pharmacy.

e) continue to offer incentives such as postgraduate clinical qualification courses, but
perhaps, offer increased remuneration or quicker career progression on successful

completion of the course.
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10.1 Some considerations for the future

The four-year course provides an opportunity to re-appraise the nature and provision of
undergraduate pharmacy education. The findings from this study do not support the view of
the RPSGB Council that for the four-year course, new or enhanced content would be added
throughout existing programmes and that most of the new material would be scientific subject
matter (58). This study indicates that the scientific knowledge provided in previous courses is
sufficient and requires no further enhancement but, the practice-orientated content does. The
argument is whether undergraduate pharmacy education should produce scientists who
become pharmacists after a period of vocational pre-registration training or whether it should
produce graduates with a scientific base, but, with complete awareness of their role and
responsibilities as health care professionals. As pharmacists are continually expected to
broaden their professional horizons and accept newer challenges, pharmacy undergraduate
education must be expected to adapt accordingly to produce graduates capable of accepting
these challenges. However, if pharmacy undergraduate education does not adapt or decides
its” primary objective is to produce scientists whilst all other medical-based courses adapt to
change, pharmacists will lose their credibility or status as health care professionals. In fact, the
most recent White Paper “The New NHS’ makes no emphasis on the role of the pharmacist in
primary care. There is a need to clarify the objectives of pharmacy undergraduate education
and its’ role in producing future pharmacists. Currently, it is assumed that all pharmacy
degrees are the same irrespective of the institution. However, the results of the pre-
registration examination have shown that some schools continue to have higher numbers of
failures. The RPSGB must have an awareness if there is a correlation between numbers of
failures and schools attracting lower A-level entry grade students. The analysis in Table 1.4
(p.44) shows considerable variation in A-level entry requirements between schools. If there is
a correlation then, consideration should be given to imposing a minimum A-level entry

requirement for all schools of pharmacy.

This study shows no strong evidence to support pre-registration training as an application of
education. Perhaps, a more radical means would be to introduce a USA style of internship
where vocational skills are compulsorily developed and assessed during the educational
period. This could be organised during vacational periods or in the fourth year allowing

students to spend time in external primary care settings.
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In this way, the pre-registration training year becomes an extension of the development and
assessment of skills already instigated at an earlier level. It also becomes easier to develop a
relationship between education and training, but, would require a complete overhaul of the

current system in the UK.

Currently, it is acceptable for trainees to train a whole year in one branch of pharmacy and yet
acquire a licence to practice in any field of pharmacy immediately after. The demands and
skills utilisation are considerably different from one branch to another. The Nuffield Report
suggested a period of post-registration supervised training in a new branch of pharmacy. This
study supports this recommendation. Over the past few years, there has been so much change
to the pre-registration training year and the challenges it offers to trainees. Yet, the entry
criteria for tutors has remained exactly the same. Currently, it is assumed that three years of
post-registration experience is sufficient to supervise using competence-based training. In
addition, there is so much variation between tutors and the support they receive. Some tutors
have considerable employer support and have more time for the training role while others
have little or no support. For a trainee to receive the best possible competence-based training
supervision, it is absolutely crucial that emphasis should now be placed on the uniform
training and quality assurance of tutors and trainers. This study also recommends an
assessment of the needs of tutors and trainers to be able to provide the best possible training.
A future aim of an integrated pharmacy undergraduate education and pre-registration training
system should be to produce pharmacists who are recognised as full members of the health
care team, respected for their scientific knowledge of drugs, can adapt to new challenges,

take on newer and more responsible roles and continue life-long learning.
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10.2 OVERALL RECOMMENDATIONS

1.

All schools of pharmacy should conduct personal interviews or psychometric tests for

students applying to study pharmacy.

. Each school of pharmacy should increase the emphasis and content of clinical, social and

practice-orientated subjects, but, maintain the previous scientific content in a four-year

course.

. Schools of pharmacy should increase the relevance of the scientific content to practice by

adopting new learning methods such as SBTE and problem-based learning.

. The RPSGB are encouraged to advise universities to increase their staffing levels in

pharmacy schools, particularly of trained pharmacists and teacher-practitioners.

Each school of pharmacy should consider increased use of problem-based and computer-
aided learning as directed study and to reinforce knowledge gained from didactic forms of
learning.

The RPSGB are encouraged to open dialogue between schools of pharmacy and pre-
registration tutors to strengthen the relationship between education and training.
Pre-registration tutors and hospital trainers should be instructed to assimilate the pre-
registration examination syllabus and wherever possible, offer the trainee, the opportunity
to apply knowledge from these syllabus areas in practice.

All new tutors and hospital trainers must gain a N/SVQ work-based assessor course
qualification, particularly in unit D32 and D33, before being allowed to supervise pre-
registration training.

A regular quality assurance mechanism of tutors should be introduced, which takes into

account feedback from pre-registration trainees.

10.The RPSGB is encouraged to pursue a split training scheme for all trainees.

11.The development of a pre-registration continuing education course for trainees is

recommended for implementation. Current postgraduate course providers should consider

the viability of providing this course.

12.Future continuing education or training courses specifically for pre-registration tutors

should be delivered in a video format, as this is their preferred method.

13.More community pharmacy employers are encouraged to sponsor their pharmacists to

undertake a recognised postgraduate clinical qualification.

14.The hospital sector should review or consider their recruitment and retention policies

particularly towards female and ethnic minority pharmacists.
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10.3 SUGGESTIONS FOR FURTHER WORK
I

The four-year pharmacy syllabus, learning methods, directed study and staffing should be
evaluated in detail for each school of pharmacy. The evaluation can then provide an overall
picture of the actual changes that have taken place for the four-year course and how these
meet the recommendations of this study.

A large scale survey of pharmacists who have undertaken the pre-registration examination
since its’ inception should be carried out. The survey should ascertain opinions on the
format and structure of the examination and the extent to which knowledge from the
undergraduate course, pre-registration training and reference books is utilised in the
examination.

A follow-up survey of pre-registration tutors on competency training should be carried
out. This form of training is now in its fifth year and the survey should ascertain current
opinion on its suitability and effectiveness, level of training and educational needs of tutors
and trainers to carry out competency assessment.

A study of a cross-section of pharmacists who have been on the RPSGB register less than
10 years should be carried out to ascertain work patterns. The study should include a
postal survey and focus group discussions. The study should try and find out the extent
and reasons for transition of hospital-trained pharmacists into other sectors and investigate

female and ethnic minority work patterns in pharmacy in the first ten years of practice.
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APPENDIX 1

PHARMACY UNDERGRADUATE EDUCATION AND
PRE-REGISTRATION TRAINING

Copy of the questionnaire used for the 1992 survey of newly graduated
pharmacy pre-registration trainees




SURVEY OF 1992-93 PRE-REGISTRATION PHARMACY GRADUATES ON

PHARMACY EDUCATION.

All questions apply to the pre-registration pharmacy
student and your opinions on aspects of education

in the undergraduate course and in your pre-
registration year.

This survey DOES NOT in any way seek any information
about your employers or details of employment.

ABOUT THE QUESTIONNAIRE:

1. For most questions please CIRCLE the number
corresponding to the appropriate response.

2. For some questions you are asked to write any
comments or place number in the space provided.

3. I believe you will find the questionnaire both

interesting and easy to complete and should
not take too much time.

Finally, all information will be treated in strictest
confidence.

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE




l.Are you working your pre-registration year in

Community 1
Hospital 2
Community and Hospital 3
Community and Industry 4
Hospital and Industry 5
If Other,
Please specify....cccvvve i &

vod Baenm e i somrenes BAD $ See B 6

2. Which schoeol of Pharmacy did you attend ?

3. When you decided to choose to study Pharmacy which branch of
the profession were you most interested in working in.

Please CIRCLE the number opposite the appropriate response.

COMMUNITY 1
HOSPITAL 2
INDUSTRY 3
RESEARCH 4
TEACHING 5

IF OTHER, PLEASE SPECIFY



4. Please state how important the following factors were in
you choosing to study Pharmacy. Please CIRCLE the number
corresponding to the appropriate response.

Oof little Importance Very
Not Important Importance unknown Important Important
1 2 3 4 5
a) Liked or good at
Chemistry in school 1 2 3 4 5
b) Influenced by Careers day,
careers officer or teacher 1 2 3 4 5
c) Influenced by family or
friends 1 2 3 4 S
d) Desire to become an
adviser to the public
about health matters 1 2 3 4 5
e) Desire to provide health
care by becoming an expert
on drugs and their use 1 2 3 4 S
f) Desire to be a professional
and own a business. 1 2 3 4 5
g) Unable to get into another
medical based profession 1 2 3 4 5

Any other reason

-------------------------------------------------------------

-------------------------------------------------

------------------------------------




YOUR UNDERGRADUATE COURSE

5. I am interested in determining the USEFULNESS of topics
taught in the undergraduate course.

Please state how USEFUL you think the topics listed will be
with respect to providing you with the knowledge necessary
to work effectively during your pre-registration year.

If the topic is unfamiliar please leave it unanswered or
replace with any topic taught in your school that I have
not included.

PLEASE CIRCLE THE NUMBER CORRESPONDING TO THE APPROPRIATE RESPONSE

OF NO USE OF LITTLE USE NOT SURE OF SOME USE OF GREAT

USE
1 2 3 4 5
A. PHARMACEUTICAL CHEMISTRY
a) organic chemistry il 2 3 4 5
b) stereochemistry 1 2 3 4 5
¢) inorganic chemistry 1 2 3 4 5
d) analytical chemistry 1 2 3 4 5
e) biochemistry 1 2 3 4 5
B. PHARMACEUTICS
a) formulation 1 2 3 4 5
P) Pharmacokinetics 1 2 % 4 5
€) Quality assurance 1 2 3 4 5
d) drug delivery systems 1 2 3 4
e) biocavailability 1 2 5 . g
C. MICROBIOLOGY
a) aseptics £ 2 3
b) chemotherapy 1 2 3 4 5
c) immunology 0 2 3 4 5
d) Pharmaceutical microbiclodyY 1 2 = 4 5
4
D- PHARMACOLOGY 3
a) Physiology 1 9
p) Pharmacology 1 > 3 4
c) clinical pharmacy 1 > 3 4 g
3
E. PHARMACOGNOSY 1 2 4 S
3
F. PHARMACY PRACTICE 4 5
a) law and ethics : 8 >
P) dispensing practicals 1 2 3
¢) responding to symptoms 1 > 3 4 5
d) communication studies 8 > 3 4 5
e) social\ behavioural studies 1 > 3 a 5
3 4 5
G. OTHER AREAS 4 5
a) statistics 1 >
b) computing 1 > 3
¢) options and electives 1 2 3 1 S
d) project 1 > 3 2 5
e) visits to hospitals 1 5 3 4 :
f) visits to industry 3 > g a =
4 5



6. I am interested in determining the EXTENT OF TEACHING of
topics taught in the undergraduate course.

Please state whether the total number of hours taught for
each of these subjects should be more or less than at
present.

If the topic is unfamiliar please leave it unanswered or
replace with any topic taught in your schoel that I have
not included.

PLEASE CIRCLE THE NUMBER CORRESPONDING TO THE APPROPRIATE RESPONSE

A LOT LESS A BIT LESS JUST RIGHT A BIT MORE A LOT
MORE
1 2 3 Bl 5

A. PHARMACEUTICAL CHEMISTRY

a) organic chemistry 1 2 3 4 5
b) stereochemistry 1 2 3 4 5
c) inorganic chemistry 1 2 3 4 5
d) analytical chemistry 1 2 3 4 5
e) biochemistry 3 2 3 4 5
B. PHARMACEUTICS

a) formulation 1 2 3 4 5
b) pharmacokinetics 1 2 3 4 5
¢) qQuality assurance 1 2 3 4 5
d) drug delivery systems 1 2 3 4 5
e) bicavailability 1 2 3 &4 5
C- MICROBIOLOGY

a) aseptics 1 2 3 4 5
p) chemotherapy i 2 3 4 5
¢) immunology 1 2 3 4 5
d) pPharmaceutical microbioclogy 1 2 3 4 5
D. PHARMACOLOGY

a) bPhysiology 1 2 3 4 5
P) bPharmacology 1 2 3 4 5
c¢) clinical pharmacy 1 2 3 4 5
E. PHARMACOGNOSY L 2 3 4q ]
F. PHARMACY PRACTICE

a) law and ethics 1 2 3 4 5
b) dispensing practicals 1 2 3 4 5
c) responding to symptoms 1 2 3 4 5
d) communication studies 1 2 3 4 5
e) social\ behavioural studies 1 2 3 4 5
G. OTHER AREAS

a) statistics 1 2 3 4 5
P) computing 1 2 3 4 5
c) options and electives 1 2 3 4q 5
d) project 1 2 3 4 5
e) visits to hospitals 1 2 3 4 5
f) visits to industry 1 2 3 4 5



7. The following subjects are taught in various schools across

the world and maybe to some extent in the U.K

Please state how useful you feel their INCLUSION in the

undergraduate course would be.

Please CIRCLE the number corresponding to the appropriate

response.
OF NO OF LITTLE OF SOME OF GREAT
USE USE NOT SURE USE USE
1 2 3 4 5
a) Drug abuse and addiction,
social and clinical aspects 1 2 3 4 5
b) Environmental issues
concerning health 1 2 3 4 5
c) Study of food and
dietary habits 1 2 3 B 5
d) Study of ethnicity
and ethnic diseases 1 2 3 4 5
e) Clinical pharmacy by integration
in a hospital environment 1 2 3 4 5
f) Study of providing home health
care for homebound patients
e.g. parenteral (TPN) therapy,
monitoring compliance, mobility
aids and advice 1 2 3 4 5
g) Management and organisation of
business and employees 1 2 3 4 5
h) Study the understanding of social
factors such as poverty and their
implications on illness 1 2 3 4 5
i) Information technology and
computer literacy relevant to
computer use in pharmacy 1 2 3 4 5

8. Are there any other topics you would like to see included

in the undergraduate course ?
Please give details.

----------------------------------

..........




9. Are their any changes that you would like to be made to the
current undergraduate course?

YES 1

NOT SURE 2

NO 3
Please give details

10. Do you feel that the current undergraduate course should
be extended by a year, that is, one more year in the
school of pharmacy?

YES 1
NOT SURE 2
NO 3

IF YOUR RESPONSE IS YES, HOW MIGHT THIS YEAR BE BEST USED:-

--------------------------------------------------------------

--------------------------------------------------------------



11. The following is a list of learning methods used in
various undergraduate courses.

Which of these methods were used in your course and if so, how
useful did you find them in improving your ability to learn and
understand syllabus topics. Please CIRCLE the number corresponding
to the appropriate response.

[ USED? If yes, then how USEFUL? R
No Yes no little not some = very
use use sure use useful
1 2 1 2 3 4 5
a) Computer-aided
learning 1 2 1 2 3 4 5
b) STUDENT
PARTICIPATION
a) posters ) 2 1 2 3 4 5
b) presentationsl 2 1 2 3 4 5
c) projects 1 2 1 2 3 4 5
c) Problem solving
e.g.case studies
in clinical
pharmacy 1 2 1 2 3 4 5
d) Lectures 1. 2 1 2 3 4 5
e) Tutorials
or seminars 1 2 1 2 3 4 5

f) Practicals 1 2 1 2 3 4 5



12. To what extent do you agree or disagree with these
statements that refer to the undergraduate course and
Pharmaceutical education.

Please CIRCLE the number corresponding to the appropriate

response.

a) The undergraduate syllabus in general bears little
relevance to the knowledge I require in practice.

Strongly
disagree Disagree
1 2

P) The undergraduate course
communicative skills.

Strongly
disagree Disagree
3 2

¢) The undergraduate course
relevant to pharmacy.

Strongly
disagree Disagree
il 2

d) The undergraduate course
pharmacist's role in the

profession.
Strongly
disagree Disagree
1 2

e) At the completion of the

Strongly
Indifferent Agree agree
3 4 5

has enabled me to develop my

Strongly
Indifferent Agree agree
3 4 5

does not teach about social issues

Strongly
Indifferent Agree agree
3 4 5

has developed my awareness of the
three main branches of the

Strongly
Indifferent Agree agree
3 4 5

undergraduate course I do not feel

confident enocugh to recommend appropriate use of medication
to achieve optimal therapeutic outcomes.

Strongly
disagree Disagree
1 2

Strongly
Indifferent Agree agree
3 4 5

f) I am confident I have working knowledge of drug formulation
with respect to methods of delivery to the body.

Strongly
disagree Disagree
1 2

Strongly
Indifferent Agree agree
3 E 5

g) More emphasis should be placed on teaching clinical and

practice subjects.
Strongly
disagree Disagree

1 2

Strongly
Indifferent Agree agree
3 4 5



THE UNDERGRADUATE COURSE AND PRE-REGISTRATION YEAR

13. The Royal Pharmaceutical Society of Great Britain has recently
published a syllabus of topics for the pre-registration exam.
You will need to have sufficient knowledge of these topics to
pass the examinations held towards the end of your pre-
registration year (You have or will be receiving a copy of this
syllabus).

Which of these subjects below, listed under the "must know" category in
the syllabus, were taught in your degree course?

Please CIRCLE the number corresponding to the appropriate response.

1

NOT TAUGHT

2 TAUGHT BUT DID NOT UNDERSTAND
3 = NOT SURE IF I WAS TAUGHT

TAUGHT BUT NOT SURE IF I'LL BE ABLE TO APPLY IN PRACTICE

S
I

5 = TAUGHT AND I'M SURE I'LL BE ABLE TO APPLY IN PRACTICE

a) Sale and supply of medicines

and poisons 1 2 3 4 5
b) Code of Ethics 1 2 3 4 5
c) Health and safety and safe

systems at work 1 2 3 4 5
d) Consumer Protection Act 1] 2 3 4 5
e) Data Protection Act 1 2 3 4 5

f) The National Health Service in
Great Britain, its role and
structure 1 2 3 4 5

d) The basis of responding to symptoms
including the major categories of
symptoms and the appropriate
responses by a pharmacist 1 2 3 4 3

h) Reading and interpreting
prescriptions 1 2 3 4 S

i) Drug action, absorption,
distribution, metabolism and
elimination 1 2 3 4 5

j) Adverse drug reactions, side
effects, interactions and
contra-indications 1 2 3 4 5

k) The use of reference books and
other information sources 1 2 3 4 5




QUESTION 13 CONTINUED

1 = NOT TAUGHT

TAUGHT BUT DID NOT UNDERSTAND

(Y]
i

3 = NOT SURE IF I WAS TAUGHT
4 = TAUGHT BUT NOT SURE IF I'LL BE ABLE TO APPLY IN PRACTICE

5 = TAUGHT AND I'M SURE I'LL BE ABLE TO APPLY IN PRACTICE

1l) Labelling 1 2 3 4 5

m) Advice to patients and members of
the public on medication and usel 2 3 4 5

n) Maintenance of a working
relationship with other health

Professionals L 2 3 4 5
©) Stability and storage of
" medicinal products 1 ) 3 4 )
P) Good dispensing practice 1 2 3 4 5

14. which of the following factors were relevant to you when
you were choosing your pre-registration training.
Please CIRCLE the number 1 next to the statement in the
LEFT-HAND column. (choose as many that apply)

Secondly, In the RIGHT-HAND column please rank the factors you have
chosen in order of importance with 1 being the most important down
to the least important.

RANK

Offered best opportunity to apply knowledge into practice 1 ....

Training offered was very good s AR
Good career prospects with same employer afterwards b S
Branch of Pharmacy I want to work in after training 5L yrurpone
Familiar with the employer due to previous work here L e

Recruitment opportunity by employer at school of Pharmacy 1 ....

To be near family or friends or partner 1 wonmie
Only prospect available 1 cone
Unable to get into first choice of training p SR

Qualify as a Pharmacist before doing something else L o



15. To what extent do you agree or disagree with the following
statements that refer to the pre-registration year and
exam.Please CIRCLE the number corresponding to the
appropriate response.

a) The pre-registration year will not give me the opportunity
to apply the knowledge from the undergraduate course into

practice.
SFrongly Strongly
disagree Disagree Indifferent Agree agree

1 2 3 4 5

b) The pre-registration year should be split to allow me to
gain an insight and experience in two branches of the

profession.
Strongly Strongly
dlsagree Disagree Indifferent Agree agree

1 2 3 4 5

c) At the completion of my pre-registration year I feel
confident that I will be able to work as a Pharmacist in
any branch of the profession.

Strongly Strongly
disagree Disagree Indifferent Agree agree
1 2 3 4 5

d) At the completion of my pre-registration training I should
be capable of offering advice on medications and their use
to patients and members of the public.

Strongly Strongly
disagree Disagree Indifferent Agree agree
1 2 3 4 5

e) The pre-registration year will not equip me sufficiently to
organise and manage employees.

Strongly Strongly
disagree Disagree Indifferent Agree agree
1 2 3 4 D

f) It should become MANDATORY for pre-registration students to
attend a minimum number of Pharmacy continous education
study days or evening seminars.

Strongly Strongly
disagree Disagree Indifferent Agree agree

1 2 3 4 5



16. How would you describe your ethniec origin ?

WHITE il PAKISTANI 6
BLACK~CARIBBEAN 2 BANGLADESHI 7
BLACK-AFRICAN 3 CHINESE 8
BLACK-OTHER 4 ANY OTHER ETHNIC GROUP

INDIAN ] Please specify..........9

17. Are you
Male 1

Female 2

If there are any other comments that you'd like to make about the
undergraduate course or pre-registration year please write them in
the space here.

--------------------------------------------------------------

-------------------------------------------------------------

------------------------------------------------------------

Thank you very much for your co-operation in this survey and I
wish you the best of luck for the future.

Yours Sincerely,

Mandeep Mudhar



APPENDIX 2

PHARMACY PRE-REGISTRATION TRAINING

Copy of the questionnaire used for the 1993 survey of pre-
registration trainees during the training year




This brief questionnaire is 1o assess how your pro-fegistration training is progressing. The information is confidential and will only be
wsed for a PhD rescarch in pharmacy education and has no connection with the London Pharmacy Consortium.

Please mark anywhere on the horizontal line where you feel your response is most appropriate to each statement.

Example: 1 wish I was a student again so that I wouldn't have to wake up for work at 9 AM everyday

Definitely not X Definitely yes
L Is yoar pre-registration training in:~(please circle)
Community Hospital Community and Hospital Community and Industry ~ Hospital and industry  Other
1 2 3 4 5 6

2. To what extent were the questions in the pre-test more demanding than anticipated?
Not demanding at all

Very demanding

3. Has the pre-test increased your awareness of the type of questions that might be set in the pre-registration exam?

Not at all Completely
4. To what extent do you feel the pre-test utilised any knowledge attained at undergraduate level while studying pharmacy?
Not at all Completely

5. To what extent does your pre-registration tutor give you guidance oa topics that are classed as "must know" in your manasl and
may be asked in the exam?

Not at all Completely
6. To what extent do you feel your pre-registration training so far :-
a) bas enabled you to identifly and provide relevant reference waterial to help you to pass the exam?
Not atall Completely
b) bas enabled you to exercise your own knowledge and experience?
Not at all Completely
) has been a "hands on™ practice of what you learned at your school of pharmacy.
Not at all Completely
d) is what you expected of pharmacy
Not at all Completely
¢) is teaching you the day to day skills you will require as a pharmacist?
Not at all Completely
7. After your pre-registration training , do you hope to stay in the same branch of the profession that you are currently in?
Definitely not Definitely yes
8. At this moment in life how do you feel about having chosen pharmacy as a career?
Very disillusioned Very happy

Thank vou very much for your co-operation, Good luck with the rest of your pre-reg year.



APPENDIX 3

PHARMACY PRE-REGISTRATION TRAINING

Copy of the questionnaire used for the survey of newly registered
pharmacists who completed pre-registration training in 1993




SURVEY OF 1993 NEWLY QUALIFIED PHARMACISTS CONCERNING PRE-
REGISTRATION TRAINING AND EDUCATION

Most of the the questions in this survey are concerned with education in the pharmacy pre-
registration year. They are to assess your opinions about whether or not you think more
training is needed during the pre-registration year.

No information is sought about your employers or terms of employment
About the Questionnaire

1) For most of the questions, please circle the box corresponding to your response.
2) For all the other questions, please respond as asked to do.

3) Please make any comments about any topics you feel haven’t been covered in enough
detail or about any of the questions asked, in the space provided at the end of the
questionnaire.

4) I hope that you will find this questionnaire both interesting and easy to complete without it
taking too much of your time.

All information received will be treated in the strictest confidence.

Thank you for taking the time to complete this questionnaire,




(1) In which area of pharmacy did you undertake your pre-registration training?
Community - single independent U1
Community - chain 2-10 shops [1]

Community - chain 11-50 shops []

Community - chain > 50 shops [1]
Hospital []
Industry and Hospital []
Industry and Community [1]
Community and Hospital []
Others, please specify

(2) In which area of pharmacy are you currently working?
Community - single independent [1]
Community - chain 2-10 shops [1]

Community - chain 11-50 shops []

Community - chain > 50 shops []
Hospital []
Industry []

Others, please specify

(3) On a scale of 1 to 5 to what extent do you think that the knowledge you gained at
University prepared you for your pre-registration year where 1 indicates completely
and 5 not at all?

Please circle the box which corresponds to your response.

[1] [2] [3] (4] [5]



(4) Please state your level of agreement with the following statements that may be used
to describe the purpose of the pre-registration year?

State your level of agreement by circling the box that corresponding to the appropriate
response using the key below.

1 = Strongly Agree 2= Agree 3 = Neither agree nor disagree

4 = Disagree S = Strongly Disagree

The pre-registration year:

(a) Is necessary for the graduate to gain competence in approved areas of
practice.

[1] [2] [3] (4] (5]

(b) Is necessary for the graduate to apply the knowledge and skills gained at
University.

(1] (2] [3] (4] [5]
(c) Is necessary for the graduate to gain practical experience in the workplace.

[1] (2] [3] [4] [5]
(d) Is necessary to develop the professionalism of the graduate prior to practice.

(1] [2] 3] (4] [3]

(e) Trains the graduate to pass the registration examination.

(1] [2] [3] [4] [5]

(5) How satisfied were you with the standard of pre-registration training you received?
Please circle the appropriate response

Very Satisfied Satisfied Neutral
(1] 2] B3l

Dissatisfied Very Dissatisfied
[4] (5]




(6) The following subject areas are categorised by the RPSGB as 'must know" topics in
order to successfully complete the pre-registration training.
How useful do you consider your pre-registration training in these subjects to have
been for successful completion of your pre-registration year. Please circle the box
corresponding to the most appropriate response using the key below.
If you did not receive training in any of these areas please leave the appropriate box
blank.

1 = Very Useful 2= Useful 3 = Neutral

4 = Not much use 5 = Of no use at all

a) Pharmacy Law e.g. sale and supply of medicines and poisons, consumer and data
protection act, Health and Safety act e.t.c.

[1] [2] 3] [4] 5]
b) Code of Ethics
(1] [2] [3] [4] [3]
c¢) The National Health Service in Great Britain, its role and structure
[1] [2] (3] [4] [5]
d) The basis of responding to symptoms including the major categories of symptoms.
(1] [2] [3] [4] [5]
e) Reading and interpreting prescriptions
(1 [2] 3] [4] (5]
f) Clinical pharmacy.
(1] (2] [3] [4] [5]
8) The use of reference books and other information sources
(1] [2] 3] [4] [5]
h) Labelling
(1] (2] [3] [4] [5]

1) Communication and interpersonal skills with patients and members of the public on
medication and use

(1] (2] 3] [4] [5]
J) Maintenance of a working relationship with other health professionals

[1] [2] [3] (4] [3]
k) Role of the RPSGB

(1] (2] (3] (4] (5]

1) Preparation for the registration examination.

(1] (2] B3] [4] (3]



(7) Please state whether you would have liked more or less training in these
subjects during your pre-registration year to prepare you to practice
pharmacy after your pre-registration year.
Please circle the box corresponding to the most appropriate response using the key below.

1 = Much more 2= More 3 = Neutral

4 = Less 5 = A lot less

a) Pharmacy Law e.g. sale and supply of medicines and poisons, consumer and data
protection act, Health and Safety act e.t.c.

(1] [2] [3] (4] [3]
b) Code of Ethics

(1] [2] (3] (4] [5]
c¢) The National Health Service in Great Britain, its role and structure

(1] [2] (3] [4] [3]
d) The basis of responding to symptoms including the major categories of symptoms.

(1] (2] 3] [4] (5]
e) Reading and interpreting prescriptions

[1] [2] [3] [4] [5]
f) Clinical pharmacy.

[1] (2] 3] [4] (5]
g) The use of reference books and other information sources

[1] [2] [3] 4] (3]
h) Labelling

(1] (2] (3] [4] (3]

i) Communication and interpersonal skills with patients and members of the public on
medication and use

(1] (2] [3] [4] (3]
j) Maintenance of a working relationship with other health professionals

(1] (2] 3] [4] [5]
k) Role of the RPSGB

(1] (2] (3] [4] [3]



(8) If you undertook any of the following forms of training outside your place of
pre-registration work, please state how useful you found them by circling the
box that corresponds to the most appropriate response using the key below.

Please leave blank the ones you did not.

1= Very Useful 2= Useful 3 = Neutral
4 = Not much use 5 = Of no use at all

(a) Self study books (1] [2] 3] (4] [5]

(b) Self study modules and tutorials ~ [1] 2] [3] [4] [5]

(c) Company training courses [1] [2] [3] [4] (5]

(d) RPSGB training days [1] [2] [3] [4] [5]

(e) Regional health authority training days [1] [2] [3] [4] [5]

(f) Training periods arranged in
other establishments [1] [2] [3] [4] [5]

please specify where

(9) How keen would you have been to attend an independent training course designed
specifically for pre-registration graduates e.g. one organised by a school of
pharmacy? Please circle the appropriate response.

Very keen Keen Neutral Not very keen Unwilling to attend
(1] 2] 3] 4] 5]
(10) The following are various methods which could be used to deliver a

pre-registration training course.

Please rank the following in order of how a training course could have been best delivered to
you where 1 would be your first choice and 5 the last choice.

Distance learning only
Distance learning and tutorials
Half day course

Evening course —_

Residential weekend N




(11) If a pre-registration training course had counted as one of several points towards
a post-graduate qualification, how influenced would you have been to attend
such a course?

Please rank your influence on a scale of 1 to 5 where 1 indicates completely
influenced and 5 not influence at all.

(1] [2] 3] (4] (3]

(12) Please state how much you would have been prepared to pay for a one day pre-
registration course on any aspect of your training that you felt needed extra
learning.

(13) How important do you feel interaction with the pre registration tutor is in the
learning process? .

Very Important [1] Important [2] Neutral [3]

Not important [4]  Not important at all [5]

(14) Did you feel that your tutor had sufTicient training to help you gain the most
out of your pre-registration year ?
Please indicate your response on a scale of 1 to 5 where 1 indicates the tutor
being sufficiently trained and 5 not trained at all.

(1] (2] B3] (4] [3]



(15) Please state your level of agreement with these statements concerning the

pre-registration examination by circling the most appropriate response using the
key below.

1 = Strongly Agree 2 = Agree 3 = Neither agree nor disagree

4 = Disagree S = Strongly Disagree

The pre-registration examination:
(a) Is a test of academic ability.

(1] [2] [3] (4] [5]
(b) Is a means of controlling the standard of pharmacists entering the profession.

(1] (2] (3] (4] [5]
(c) Is a test of skills and knowledge gained during the pre registration year.

(1] (2] B3] [4] [5]
(d) Tests the same skills and knowledge as the undergraduate course.

(1] [2] [3] (4] [5]
(e) Is just part of the pre-registration year.

(1] [2] 3] (4] [3]
() Is not of much use.

(1] (2] 3] (4] (3]

(16) Did you pass the exam first time ?
Yes [] No []
(17) How confident did you feel about practising as a qualified pharmacist after you
had completed your pre-registration year ?
Very Confident [1] Confident [2] Not sure [3]

Not Confident [4] Not confident at all [5]



(18) How strongly would you support the introduction of a four year degree

course?
Please indicate response on a scale of 1 to 5 where 1 represents very strong support and 5 no

support at all for a four year course.

[1] [2] [3] [4] (3]

(19) How strongly do you agree that a four year course which includes a

minimum compulsory vocational period in any branch of pharmacy would

help graduates to gain more from their pre-registration year ?
Please indicate response on a scale of 1 to 5 where 1 represents very strong agreement and 5
no agreement at all.

(1] [2] 3] [4] [3]

Thank you for completing this questionnaire. All responses will be treated in the
strictest confidence.

Yours Sincerely



APPENDIX 4

PHARMACY PRE-REGISTRATION TRAINING

Copy of the questionnaire used for the survey of 1993-94 pre-
registration tutors




SURVEY OF PRE-REGISTRATION PHARMACY TUTORS
ON ASPECTS OF PRE-REGISTRATION TRAINING

All questions apply to pre-registration pharmacy tutors and their opinions on
pre-registration training.

This survey does not seek in any way information about your employer or details of
employment.

All information will be treated with the strictest confidence

ABOUT THE QUESTIONNAIRE

. For most questions please CIRCLE the number corresponding to the most
appropriate response.

. For some questions you are requested to place a number in the space provided to
indicate priority or to tick those factors which have some relevance to your training.
For others, comments are requested; please feel free to respond as you wish.

. In order to satisfactorily assess the role of pre-registration training, it has been
necessary to cover a broad range of topics and to ask specific questions about the
different branches of pharmacy at the end of the questionnaire.

I apologise for the length of the questionnaire.

. The results will be used in my PhD thesis on Pharmacy education. This will analyse

the pre-registration year which, I believe, is the most important training period of
all.

Once again, all information will be treated in strictest confidence

THANK YOU FOR TAKING THE TIME TO COMPLETE THE
QUESTIONNAIRE




1. In which branch of the profession do you act as a pre-registration tutor?

Community single independent 1
Community pharmacy chain of 2-10 pharmacies 2
Community pharmacy chain of 11-50 pharmacies 3
Community pharmacy chain of over 50 pharmacies 4
Hospital 5
Industry 6

Other, please State ..............ccooiiiiiiiiiieeie e

2. For how long have you been a pre-registration tutor?

My first year 1
1 year 2
Between 2 and 5 years 3
More than 5 years 4

3. How many pre-registration students are registered to you as a tutor this year?

One student 1
Two students 2
Between 3 and 5 students 3
Between 5 and 10 students 4

Over 10 students 5



4. Please state your degree of satisfaction with the level of information that
you received from the RPSGB this year (1993-4) with regard to the factors listed
below.

Please state your degree of satisfaction by circling the number corresponding to the most

appropriate response using the key below. If you would like to comment on any question
please feel free to do so.

Very dissatisfied Dissatisfied Neutral Satisfied Very satisfied
1 2 3 4 5

a) The syllabus material for the pre-registration examination.
1 2 3 4 5

b) Changes made that are necessary in the pre-registration training as a result of the
introduction of the examination.

1 2 3 4 5
¢) Emphasis on training in specific areas that are definitely covered in the examination.
1 2 3 4 5

d) The consequences of the student failing the examination for both you and the
student.

1 2 3 4 5
e) The reasons for the introduction of the new competency-based training.
1 2 3 4 5
f) The structure of the new competency-based assessment.
1 2 3 4 5
g) Specific changes in the training and testing necessary as a result of the new
competency-based testing.

1 2 3 4 5

h) The minimum amount of continuing education pre-registration tutors should
undertake.

1 2 3 4 5

1) The subject areas of continuing education which pre-registration tutors should
undertake.

1 2 3 4 S

j) The support and advice available to deal with any problems associated with the
student that may affect the quality of training received during the year.
1 2 3 4 5



If you were not a pre-registration tutor before the 1992-3 training year,
please proceed to Question 6.

5. Please state your level of agreement with the following statements that are
associated with how certain aspects of the pre-registration training may have
changed since the pre-registration examination was officially introduced in the
1992-3 year as compared to before this year.

Please use the key below to circle the number corresponding to the most appropriate
response.

Strongly disagree Disagree Neutral Agree Strongly agree
1 2 5 4 5

a) There has been a significant improvement in the training manual making it much
more clearly defined in terms of training requirements.

1 4 3 4 5

b) In order to gain maximum benefit from your pre-registration training, the continuing
education demands on the student have significantly increased.

1 2 3 4 5
¢) The continuing education demands on the tutor are significantly higher now.
1 2 3 4 5
d) The students' expectations of the quality of training provided is much higher now.
1 2 3 4 5
e) Being a pre-registration tutor is more intellectually demanding than before.
1 2 3 4 5
f) The RPSGB provide adequate advice and support for the role of the tutor.
1 2 3 4 5

£) The increase in your responsibilities as a pre-registration tutor have compromised
the quality of your training.

1 2 3 4 5

h) The role of a pre-registration tutor requires much more time now to carry out the
duties effectively than it did previously

1 2 3 4 5




6. I am interested in determining your opinions on the new competency-based
training.

Please state you level of agreement with the following statements by circling the number
corresponding to the most appropriate response using the key below.

Strongly disagree Disagree Neutral Agree Strongly agree
1 s 3 4 5

a) It is possible to make an objective assessment of competency in a day-to-day work
environment.

1 2 3 E 5

b) The assessment of competency will allow you to make an accurate prediction of
the student's ability as a potential pharmacist.

1 % 3 4 5

c) The competency-based training is the most appropriate method of assessing the
skills which the student gains during your training.

1 2 3 4 5

d) The competency-based training in your branch of pharmacy covers all of the skills
necessary for the student to master before becoming a pharmacist.

1 2 3 4 5

If your response to the above statement is disagree or strongly disagree please state which
areas of testing you feel have been omitted.

e) A strong correlation between the student's examination performance and their
performance in the competency-based assessments is expected.

1 2 3 4 5

f) The criteria given in the training manual on testing competency are easy to
understand and then accomplish.

1 2 3 4 5

g) The competency-based training is difficult to accomplish effectively due to time
constraints in day-to-day work.

1 2 3 B 5



If you were not a pre-registration tutor during the 1992-3 year please
proceed to Question 8.

7. 1 am interested in determining your opinions about the first pre-registration
examination held at the end of the 1992-3 year.

If you were a tutor during the 1992-3 training year please state your level of agreement
with the following statements by circling the number corresponding to the most
appropriate response using the key below.

Strongly disagree Disagree Neutral Agree Strongly agree
1 2 3 4 5

a) The examination tested very few of the skills your student gained in the
pre-registration training.

1 2 3 4 5

b) Performance in the pre-registration examination indicates the same academic
abilities already assessed by the undergraduate degree.

1 2 3 4 5

c) The pre-registration examination is appropriate for assessing whether a student
should qualify to become a pharmacist.

1 2 3 4 5

d) The examination favoured those students who did all or part of their training in
community pharmacy.

1 2 3 4 5

e) The use of multiple-choice based questions is inadequate to test many areas of the
pre-registration training.

] 2 3 4 )

f) The 13 - weekly assessments were a good indicator of how your student
would perform in the examination.

1 2 3 4 5

g) The pre-registration examination has been introduced as a device for controlling the
numbers of qualified pharmacists in the profession.

1 2 3 4 5

Please feel free to comment on any aspects of the pre-registration examination on the
last page of this questionnaire.




8. I am interested in determining your opinions on continuing education and its
influence on providing the best pre-registration training possible.

Please write any comments in the space provided.
a) How much continuing education do you participate in?

(this includes reading current pharmacy journals, distance-based learning, evening
LPC meetings, courses)

None 0
Between 0 and 1 hours per week 1
Between 1 and 3 hours per week 2
Between 3 and 5 hours per week 3
Between 5 and 10 hours a week 4
Over 10 hours per week 5

b) Do you feel this is sufficient for you?

YES 1
NOT SURE 2
NO 3

c) Please tick which of the following factors, if any, may contribute towards not
spending more time on continuing education.

Time constraints at work.
Working long hours.

Time away from work is spent relaxing or with
family/friends/partner.

No financial incentive.

Parent company does not sponsor
or pay for any such interests.

Current continuing education facilities
are insufficient or not good enough.



d) If you feel that there is a need for better continuing education in order to
provide the best pre-registration training possible, what areas of pharmacy
would you like to see covered?

Please state as many as you feel necessary.

e) The following are various forms of delivering continuing education.

What order of priority would you give to these forms of continuing education with regards to
giving you adequate support and training in order to provide the best pre-registration training
possible? (Please indicate priority by ranking them from 1 to 6 with 1 being the best
possible form of delivery)

Distant-learning packs with occasional weekend
meetings based at a school of pharmacy

Distant-learning packs with no weekend meetings

Evening / weekend meetings

Video packages based upon the Open University system

Computer packages (sent on compatible discs)

A phone-line providing a support and advisory service

9. Please tick which of the following personal qualities useful in pharmacy you feel
your pre-registration student(s) lack at the beginning of their pre-registration
training either regularly from past years (for tutors with previous experience) or just
this year (for first time tutors).

Ability to present a professional appearance and demeanour

Ability to put theoretical based learning into practice

Ability to accept day-to-day responsibilities

Ability to carry out tasks with enthusiasm

Ability to display a willingness to learn.

—

Present acceptable attitudes with regards to:
other work colleagues
patients or public
day-to-day work

—
—



10. I am interested in determining how well prepared by their undergraduate
course are your pre-registration students at the beginning of their
pre-registration training with regard to the aspects listed below?

(Please use the 1 to 5 scale listed below).
Not prepared at all 1

Prepared to a little extent 2

Prepared to some extent but without the
ability to put the knowledge into practice 3

Prepared to some extent and with the ability

to put some knowledge into practice 4
Very well prepared 5
1) Knowledge of Law and Ethics
1 2 3 4 5

i) Dispensing procedures

1 2 3 4 5
iii) Prescription handling and reading

1 2 3 4 5
iv) Communication and advisory skills with other health professionals.

1 2 3 4 5
v) Communication and advisory skills with patients.

1 2 3 4 5
vi) Drug action and the patient

1 2 3 4 5
vii) Methods of drug delivery from different formulations.

1 2 3 4 5
viii) Counter- prescribing or responding to symptoms.

1 2 3 4 5
ix) Laboratory and analytical skills.

1 2 3 4 5



If you are a tutor in community pharmacy please proceed to the last page of the questionnaire
to make any comments you feel about the pre-registration year.

If you do not wish to, thank you very much for your time and help in this survey. Please use
the reply-paid envelope enclosed.

If you are a hospital or industry tutor I am interested in seeking a small amount of
further information specific to your training. I would be very grateful if you could
complete the next section relevant to your branch.

QUESTIONS SPECIFIC TO HOSPITAL TUTORS

1. What order of importance would you give these criteria that may be used to
choose assistant tutors responsible for training the pre-registration students in
the various specialities in hospital pharmacy. (Please indicate importance by
ranking the following factors from 1 to 5 with 1 being of the greatest importance)

Assistant tutor concerned is the
pharmacy specialist in that field.

Years of experience in pharmacy
Anyone who is available at the time

Assistant tutor has had previous experience
of training

Assistant tutor has a post-graduate qualification
e.g. Diploma, MSc.

Please state any other criteria you feel important.

2. What method do the assistant tutors use to report back to you about student
performance and how often?

3. Have the assistant tutors been trained to do the competency-based
assessment? If not, please state why not and if so how was the training done.




4. Do you feel that the students get a complete view of hospital pharmacy at the
end of their training?

S. Do you feel that the pre-registration manual adequately covers all possible

aspects of hospital training?
If not, please state those areas you feel are not covered or covered inadequately.

6. Do you feel that the competency assessment covers all possible aspects of
hospital training?
If not, please state any aspects that could be covered.

7. Do you feel that the examination adequately tests the students' skills in

hospital pharmacy?
If not, please state your opinions of the pre-registration examination with regards to hospital
training and pharmacy.

8. Do any of your students spend any time in community pharmacy during their
training?

If yes, please state how long and why?

If no, please state if any have requested to do so this year.

9. Generally how does the training differ for the students who come for only 6
months, the other 6 months being spent in industry or community?




If you would like to make any more comments about the pre-registration training please turn

to the last page of the questionnaire.
If not, thank you very much for your time and patience in completing my questionnaire.

Please use the reply-paid envelope provided.
QUESTIONS SPECIFIC TO INDUSTRY TUTORS
1. Do you feel that the pre-registration examination covers those areas

appropriate to industrial training?
If no, please state your opinions about the pre-registration exam with regards to industry

training

2. Do you feel that the pre-registration manual covers all aspects of industry
training?
If not, please state those areas that have not been covered or covered inadequately.

3. Do you feel that the competency-based assessment covers all the important

aspects of industry training?
If not, please state those areas that have not been covered.

4. Please tick those of the following factors you realistically plan to achieve
within a 6 month training period with pre-registration students.

An awareness of the pharmacist's role
in pharmaceutical industry

For the student to work in only some specialised
areas and obtain a good appreciation of those areas

For the student to spend some time in all of
the possible areas within your industry.

To create an interest in industry for the student
so that they may choose it as their

vocation at the end of their training.

An obligation to the RPSGB to fulfil each year.



If you would like to make any more comments about the pre-registration training
please use the space provided below.

If not, thank you very much for your time and patience in completing my
questionnaire. Please use the reply-paid envelope provided.

ANY ADDITIONAL COMMENTS:

Thank you very much for taking the time to complete this questionnaire. If there are any
problems or you would like to contact me about any aspects of the pre-registration
training. I would be delighted to hear from you.

Yours sincerely

MANDEEP MUDHAR

DEPARTMENT OF PHARMACEUTICAL AND BIOLOGICAL SCIENCES
ASTON UNIVERSITY

ASTON TRIANGLE

BIRMINGHAM B4 7ET TELEPHONE: 021-359-3611 EXT 4678



APPENDIX 5

PHARMACY UNDERGRADUATE EDUCATION,
PRE-REGISTRATION TRAINING AND CONTINUING
EDUCATION

Copy of the questionnaire used for the 1996 survey of pharmacists who
registered to practice in 1993




SURVEY OF PHARMACISTS WHO QUALIFIED IN 1993

INSTRUCTIONS FOR FILLING IN
THIS QUESTION BOOKLET

Thank you for filling in this Question Booklet. I believe you will find it easy and
interesting and it should only take you a few minutes.

Most of the questions can be answered by putting a tick V in a box next to the answer
you want to give. Please ignore numbers in the boxes, these are for analysis purposes.

The number at the back of the Question Booklet is simply there to identify
non-respondents and send them a reminder letter. If you do not wish to answer the
Questionnaire, please send it back as it is and you will not receive a reminder.

When you have finished, please post the Booklet using the enclosed reply-paid
envelope

Finally, you can be assured that your responses will be treated in strictest confidence
and your name and address will not be made available to anyone.

I appreciate the time you are giving to fill in this booklet and would like to emphasise
that your views are very important in identifying the needs of recently qualified
pharmacists and improving the undergraduate course and pre-registration training.

If there are any queries, please contact me on 0121-359-3611 ext.4678.

THANK YOU VERY MUCH FOR YOUR TIME




A SURVEY OF PHARMACISTS WHO QUALIFIED IN 1993

Section 1: WORK DETAILS

QL.

Q2.

Q3.

In which area of pharmacy did you undertake your pre-registration training?

Branch of pre-registration training

v Please Tick

Single Community

Community chain (2-10 shops)

2

Community chain (11-50 shops)

3

Community chain (> 50 shops)
Please state the name of the chain

Hospital

Industry and Hospital

Industry and Community

Community and Hospital

NPA

Other, please specify

If you are not currently practising as a pharmacist please move to 020.

State in which area you are currently working and indicate if it is full or
part-time (less than 35 hours a week). Please tick appropriate box
Part-time
Area of current work Full-ime | <35hrs/week
Owner of Independent Community Pharmacy . i
Manager/Pharmacist of Independent Community Pharmacy 5 i
Pharmacy Manager for a multiple community pharmacy group < .
Pharmacist for a multiple community pharmacy group i i
Relief Pharmacist for a multiple community pharmacy group . i
Area/Distnict Pharmacist P 2
Communty Locum pharmacist 7 21
Hospital pharmacy: Please specify your grade and job title:
9 ya
Industry: Please specify vour job title:
10 24
Teacher practitioner - 5§
Pharmacy Academia i 5
Full-ime Pharmacy post-graduate student e.g. PhD - 3
Other; Please specify your role and job title;
14 b
How satisfied are you having chosen pharmacy as a career?
Verv Dissatisfied Dissatisfied Satisfied Very satisfied




Q4. How many hours on average do you officially work each week? Please tick box.

Hours of work a week v
Less than 35
35-38
3945
46+
Qs. How long have you held your current job position? Please tick box.
Period of time v
0-6 months
1
6-12 months
2
Between 1 and 2 years
3
Between 2 and 3 years
4
Since end of pre-registration training
5

Qeé. What were you doing before your current position, excluding your pre-
registration training. (¢.g. branch and posmon of work, travel, post- gradnate
education etc.) ... SR S T e

Section 2: ATTITUDES TO PHARMACY

Q7. To what extent do you agree or disagree with the following statements in
relation to vour career? Please tick appropriate box

Statements Strongly
Agree | Agree | Disagree

Strongly
Disagree

I want to be promoted from my current position to one with i 5 3
more responsibilitics within the next two vears.

I want to be continuously promoted every few years to
positions of higher responsibility

| am happy with my current position and it’s responsibilities
for at least the next five vears.

1 am happy with the public perception of my professional
status as a pharmacist

I am satisficd with the awareness the public have of my role
as a pharmacist

I regard myself as a full member of the primary health care i g < "
team
1 am satisfied with the salary [ get for my current job. : 3 3 »

My day-to-day work dectail is far too demanding for one
harmacist to perform satisfactorilv

My day-to day work detail is boring and does not offer any
ncw challenges

My day-to-day work dectail does not fully utilise my
_professional knowledge

My day-to-day work detail is not intellectually stimulating ; y 5
enough for a pharmacist

I will not hesitate in moving to another location should I be
offered a better job

I have an adequate number of staff to assist me in my current
position.

I am satisfied with the training the staff who work with me
have




Q8. To what extent do you agree or disagree with the following statements relating to pharmacy
in the future? Please tick appropriate box

Strongly Strongly
Agree Agree | Disagree | Disagree
It will be increasingly difficult to own an independent y 3 3 i

community pharmacy in the future

The ‘New Age’ initiative will result in a positive future for
pharmacy

Pharmacy cannot survive unless it establishes more
remunerable roles in addition to the current ones

The extending of professional roles of pharmacists will lead
to increased recognition amongst all other health
rofessionals

The development of a wider professional role implies that
mandatory continuing education will become essential

Supermarket pharmacies pose a threat to the professional
image of the community pharmacy

The future of community pharmacy is threatened by . . 5 .
continuous multiple pharmacy expansion

The prospects of progression within hospital pharmacy are
more difficult due to stagnation of pharmacists in senior
positions

Eventually. most people will have to pay at the point of use
for their own health care.

The use of mail-order services to fulfil prescriptions will
become a reality in the future.

I would advise any young person to take up pharmacy as a
career

Q9. Rank in order of priority the impact of the following organisational changes upon your current
work environment.

(Please select only SIX of the below and rank them in a descending order with rank 1 being the change
that would most improve your work and 6 being the least)

Organisational changes Rank
Employ another full-time pharmacist
Employ a part-time pharmacist
Emplov a dispensing technician/assistant
Better training of support staff
Better organisation of staff hours
Provision of adcquate and regular breaks
Offer a work cffort related monetary bonus
Provide well defined criteria for in-house career progression
Provision of a better computer labelling svstem
Less paper-work to do
Less management responsibility of staff
Better support from superiors
Closer liaison with local medical practitioners
Closer liaison with other health professionals




Section 3: THE PHARMACY UNDERGRADUATE COURSE

Q10.To what extent do you agree or disagree with the following statements about the undergraduate
course with respect to your knowledge and ability in your current job. Please tick appropriate box

Statements

Strongly
_agree

Agree

Disagree

Strongly
disagree

The course provided a sound basis of Law and Ethics for
me to apply in practice

1 2 3

4

The course provided a good foundation of pharmaceutical
sciences relevant to pharmacy

The course provided a satisfactory theoretical background
for the branch I work in

The course should be structured so that the final part
gives an opportunity to specialise in a branch of
pharmacy

The course should provide a period of ‘internship’ where
one can spend some time working in a branch of
pharmacy of their choice as an assessable part of the
course (not counted as

pre-registration training)

The pharmacy dispensing classes gave a true insight of
the demands currently placed on me as a pharmacist

In addition to dispensing practicals. there ought to be
more discussion and problem-solving of real-life case
studies which test our legal and ethical knowledge in
practice.

Q11

appropriate box.

The following are possible objectives of the undergraduate course. Please indicate the extent to
which vou feel each of these was achieved in the undergraduate course you studied by ticking the

Not achieved | Not possible
Fully Partly but ought to | to achieve in
Objectives Achieved | achieved have been the course

To adapt to an environment where there 15 a
constant demand to provide answers and make
decisions on the spot.

To commumncate and counscl pauents and
members of the public

To communicate cffectively with other health
professionals

To understand the roles and needs of other
health profcssionals

To work in a situation where a multitude of
activities require constant supecrvision

To work in a real-lifc situation where
prescriptions arc poorly written. patient
responses are vague and problems can take
frustatingly long to solve

To organise and manage staff to provide the
best possible support

To help understand the attitudes and beliefs of
patients and their health in anv location




Q12.

Using the knowledge you feel you use regularly, never use, lack or require more of in

your current job as a guide, should the following subjects be expanded, contracted or left
unchanged in the new four-year undergraduate course?

Please tick appropriate box.

Subjects

Expand

Contract

No change |

PHARMACEUTICAL CHEMISTRY

2

3

a) organic chemistry

b) stereochemistry

c¢) analytical chemistry

d) biochemistry

PHARMACEUTICS

a) formulation

b) pharmacokinetics

d) drug delivery systems

¢) bioavailability

MICROBIOLOGY

a) ascptics

b) chemotherapy

¢) immunology

d) pharmaceutical microbiology

PHARMACOLOGY AND CLINICAL

a) phvsiology

b) pharmacology

¢) Clirucal Pharmacy

d) Chrucal pharmacv by internship in a hospital environment

PHARMACY PRACTICE & MISCELLANEOUS

a) law and ethics

b) dispensing practicals

¢) responding to svmpioms

d) developing communication skills

€) Practice research methodology

f) Study of providing home health care for homebound

paticnts
and/or the elderly e.g. parental (TPN) therapy, monitoring
compliance. mobility aids and advice

| ) Study of drug use and abuse and it’s effect on health

h) Study of attitudes towards sex and its effects on e.g.
lcenage pregnancy. transmission and prevalence of STD's

1) Environmental issues affecting health

) Study of dietary habits of different groups of the population

k) Study of different cultural health beliefs and ilinesses
affecting
specific ethnic groups

1) Study the understanding of factors such as poverty and
education and their implications on health care

m) computcr-aided Icarning

n) Management and organisation of business and emplovees

o) Information technology and computer literacy relevant to
computer use in pharmacy




Section 4: THE PRE-REGISTRATION TRAINING YEAR

Q13

Looking back to your pre-registration year, which of the following aspects could have been

improved to provide you with a better overall training? Please tick appropriate box.

Could have been
considerably
improved

Could have
been improved
to some extent

Did not need
improvement

A pre-registration tutor with better training
skills

A pre-registration tutor with better knowledge
of my requirements to practice pharmacy

How to organise and manage staff and their
day-to-day affairs

A better guidance of areas of training to be
included in the examination from the tutor

More time off to prepare for the examination

The extent of time spent in another branch of
pharmacy

A pre-registration manual with easier to
understand aims and objectives

A pre-registration manual with a more detailed
syllabus for the registration examination

Q14. Looking back to your pre-registration year, which of these changes, if included, would have
improved vour overall training? Please tick appropriate box.
Significant Some No
improvement if | improvement if | improvement
included included if included
A three-month penod in the hospital sector for
community-based trainees and the community
sector for the hospital and industrial trainees
A compulsory 6-month split pre-registration \ 2 3

year

Mandatory continuing education during
traiming specifving arcas requiring study

Clearly defined quality critena for pharmacists
wishing to act as a tutor

Clearly defined quality criteria for pharmacy
_premises 1o be used for training

An examunation that includes practical
observation of skills and an oral test instead of
the current format




Section 5: CONTINUOUS EDUCATION

Q15a) Below is a list of continuing education programs and methods. Indicate which applies to you for

each of them by placing a tick in the appropriate box.
(Please leave those methods not relevant to you as blank.)

Continuing Education Programs Have Currently Will Will Not
completed | participating | participate | participate
in future
CPPE workshops
1 2 3 4

CPPE manuals + submission of MCQ
questions in manuals

College of Pharmacy Practice

A hospital-sponsored Diploma in Clinical
Pharmacy

A community pharmacy-sponsored
Diploma in Clinical Pharmacy

A community pharmacy-sponsored
Diploma or MSc in Community-based
Clinical P'cy

A sclf-sponsored Diploma in Clinical
P'cy

A sclf-sponsored Diploma or MSc in
Community-based Clinical Pharmacy

Other Diploma. MSc or PhD

A management-qualification e.g. MBA

Q15b) Below are a list of journals relevant to pharmacy. Indicate the extent to which you read them
by ticking the appropriate box. (You may use the section at the bottom to write down other

journals)
Journals Read and Read and
assimilate | assimilate Do not read | No access to
regularly only if or assimilate | journal
applicable to
me
Chinical section of the Pharmaceutical
Journal
Law and Ethics updates in the
Pharmaccutical Journal
Institute of Pharmacy Management
International Journal
The Chemist and Druggist Magazine | 5 5 "
The Pharmacy Magazine
MEREC bullctin
Community Pharmacy Journal g .

British Medical Journal

Lancet

International Journal of Pharmacy
Practice

Others; State the title(s) and tick box




Section 6: THE EXTENDED ROLE

Q16. Please tick the box that best represents the opportunity and involvement that you
have in the following functions as a pharmacist.

Have Have No No
Have opportunity, opportunity, | opportunity opportunity,
opportunity but no but no wish to | , but want and do not
and involvement be invoived | involvement want any
involved yet involvement

Use of referral
forms to GP’s with
your patient
diagnosis

HIV testing

Therapeutic Drug
Monitoring

Administration of
SCand IM
injections e.g. flu-
vaccines

Development of
prescribing
formularics

Development of
medicine and 1 2 3 4 5
health policics in
schools

Participation in
health promotion
rojects

Synnge and Needle
exchange scheme

Pharmacist
prescnibing for
specified current
POM medicines

Management of
rcpeal prescribing

Cholesterol testing

Blood Pressure
monitoring

Advice to doctors
on drug sclection

Management of all
medicines in
residential and

nursing homes




Section 7: PERSONAL INFORMATION

The following questions are solely to enable me to ascertain that the respondents to this questionnaire are
representative of the gender and background of all pharmacists in the profession.

Q17. Are you?

Male
Female

Q18. How would you describe your ethnic origin ?

y v
WHITE 1 | PAKISTANI 6
BLACK-CARIBBEAN 2 | BANGLADESHI 7
BLACK-AFRICAN 3 | CHINESE 8
BLACK-OTHER OTHER ETHNIC GROUP
4 | Please specify 9
INDIAN 5
Q19. Which school of pharmacy did you study in?
Area v Area v
Aberdeen Leicester
1 9
Aston Liverpool
2 10
Bath London, Brunswick Square
3 11
Belfast London, King’s College
4 12
Bradford Manchester
5 13
Brighton Nottingham
6 14
Cardiff Portsmouth
7 15
Glasgow Sunderland
8 16
Other
17

FOR NON-PRACTISING PHARMACISTS

Q20  If you are not practising as a pharmacist, select which of the following best applies to you.

Unemploved
Secking work in pharmacy
Working but not in pharmacy

Studving or intending to study a course not relevant to
pharmacv
Other rcason

Please briefly state the reasons you have chosen this role:



THANK YOU FOR YOUR CO-OPERATION

Please return to:

MANDEEP MUDHAR
DEPARTMENT OF PHARMACEUTICAL AND BIOLOGICAL SCIENCES
ASTON UNIVERSITY
ASTON TRIANGLE
BIRMINGHAM B4 7ET

PLEASE USE THE REPLY-PAID ENVELOPE PROVIDED



