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Abstract

The term ‘clinician’ is not reserved for any healthcare professional group. However, there is a general
acceptance that a clinician would have the knowledge, skills and behaviours to enable them to
clinically assess and manage a patient autonomously. The expectation, in a modern collaborative
healthcare system, is that this work would be completed as a part of a planned and integrated multi-
disciplinary care delivery structure, where any given clinician delivers a devolved element of that
patient’s care. Forthcoming changes to regulation and professional development pathways in the UK
will have a profound impact on pharmacist professional identity and practice. From 2026, all new UK
pharmacist registrants will have full independent prescribing rights. A paradigm shift is expected to
enable the development of a Pharmacist Clinician Model, incorporating pharmaceutical care needs
with wider clinical assessment, diagnostic, and clinical management responsibilities. Consideration is
given to this model and its implications. Changes to regulation, policy, education, and the governance
required to deliver safe and effective pharmacist clinicians are outlined. A philosophical critique on
the nature of being a clinician, and the differentiation of pharmacist clinician roles compared to other
healthcare professions, is given. A further examination of the projected risks and expected benefits of

this transformative practice model are then explored.
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1. Introduction

Across the United Kingdom (UK), a significant regulatory change will see all pharmacists at point of
registration from 2026 onwards with full independent prescribing rights, akin to those of doctors or
dentists.! These prescribing rights provide pharmacists with an opportunity to realise the value of the
profession as part of a collaborative healthcare team. It necessitates a reconsideration of the division
of clinical workload in response to the evolving skillset of pharmacists and seeks to evolve the

professional identity of pharmacists as clinicians.

A recent scoping review by Keller et al, looked to explore how pharmacists perceive their own
professional role and identity.? They describe five major identity themes: clinician; dispenser;
businessperson; patient counsellor; and physician supporter. While ‘dispenser’ was noted to be the
most prevalent across the sectors, it was viewed by many as undesirable. The pharmacist ‘clinician’

role was regarded as the most desirable identity but was also considered by many to be aspirational.

The recent Collaborative Care Model argues for the wide-scale professional amalgamation of the
pillars of practice namely: clinical practice, management and leadership, education, and research, into
all future professional roles.® It models pharmacists as autonomous caring participants playing their
part in a dynamic integrated collaborative response to health. This is a model in which participants
have a shared mandate: both the wider role of properly managing public health, and the more specific
role, that is caring for the patient in front of them. This contrasts with an ‘atomistic’ workforce model,
in which individuals typically have specialist jobs, often focused on only a singular constituent
professional ‘pillar’. In the Collaborative Care Model, every participant has responsibilities for all four
pillars. Everyone is involved to a greater or lesser degree in each of clinical care, education, leadership
and research. The Pharmacist Clinician Model presented in this paper is an exponent of the

Collaborative Care Model in practice.

The aim of this paper is to set out the distinguishing features of a Pharmacist Clinician Model, outlining
the need for it, and offering a systematic approach to its safe development. We will critique a
Pharmacist Clinician Model within the collaborative clinical workforce, by exploring:
e Definition of a ‘clinician’
e The need for pharmacists as part of the clinician workforce
e System requirements to operationalise a Pharmacist Clinician Model as part of a
collaborative clinical workforce

e Differentiation among clinician professional characteristics
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2. Definition of a ‘clinician’

For the purposes of this paper, the term ‘clinician’ is defined as a healthcare professional leading on
the assessment, management and investigation of a given clinical presentation, where the clinician
would be expected to have the prerequisite knowledge, skills and behaviours to autonomously and
holistically navigate the clinical episode of care to a satisfactory conclusion, meeting a shared desired
outcome for the patient**. They will be competent to clinically assess patients using clinical history
taking and examination skills; undertake clinical procedures and investigations as necessary; and have
the legal right to independently prescribe healthcare interventions (including medicines). Ultimately
the clinician should be able to formulate a management plan, working with the patient and their
carers, that may include reassurance; monitoring; treatment (pharmaceutical or non-pharmaceutical);

or onward referral to other healthcare professionals/care settings, as appropriate.

Building on the definition of a ‘clinician’ above, the term itself is not a reserved title, nor is it restricted
to a particular professional group. Marcum outlines a theoretical model of the necessary intellectual
virtues of the clinician.® He sub-divided these to ‘reliablist’ virtues e.g. ‘knowledge, perception and
conceptual faculties’, and the ‘responsibilist’ virtues, which are longitudinally acquired through
experience and exposure, and include ‘honesty, courage, open-mindedness, humility, fairness,
curiosity, tenacity, and integrity’, within the patient-facing clinical setting. The paper argues that both

are required to produce the clinician who can function across the cultures of science and humanities.

A clinician is autonomous rather than independent. A professional is independent if their choices are
unlikely to be interfered with during their practice by legal or institutional constraints, or by
colleagues. This notion of independence makes no presuppositions about the evaluative basis of
individual choice. There are very few examples of independence in any form of healthcare. Autonomy
is more substantive, involving the collaborative empowerment to care about things of value, and
particularly about other people.”® Although intrinsically connected, this concept is somewhat distinct
from the clinical responsibility one carries as a member of the clinical team, and the inherent
accountability one has for the clinical care they deliver. Autonomy is suited to the intersection of two
ideas: the ethos of playing one’s part in a collaboration, and that collaboration being designed to
empower participants to care about others. Consequently, this distinction between independence and

autonomy is that of isolated versus collaborative care delivery.

As a pharmacist clinician, therefore, autonomy is the empowerment and agency to act on one’s own

values and skills, being directly accountable for the devolved delivery of patient care (or a component
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thereof) as part of a collaborative clinical team or healthcare system. Collaborative clinical teams,
whether in general practice or hospital-based, would still be expected to have a lead clinician with
overarching clinical governance responsibility who would devolve autonomy within that structured
clinical service. Traditionally this would be a doctor as a registered medical professional. Within the
UK community pharmacy setting, contracts determine the nature of the devolved clinical care they

would be accountable for on behalf of the wider collaborative National Health Service (NHS) system.

Central to a collaborative clinical team model is skills-based, rather than task-based, workforce design.
1013 This enables individuals to be adaptable, making better use of a workers’ skills, rather than
curtailing individuals to an arbitrary or preordained lists of tasks. It permits skill mix within workforce
design —where roles overlap due to overlapping skillsets of the constituent clinicians within that team.
This creates a dynamic and responsive collaboration that is fit to meet the needs of the population it
serves. Task-based workforce design makes it difficult to be responsive to the needs of the
heterogenous population, who present to the clinical team in a varied way. It diminishes the
individual’s ability to use their own judgement within their job and demands they execute a set of
tasks, rather than look to augment and discharge skills to meet the clinical demand. Skills-based
workforce design empowers individuals’ autonomy within a collaborative healthcare system and
develops a more natural and dynamic clinician collaborator. Within this context, clinician workforce

design would best be served as skill-based rather than task-based workforce design.
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3. The need for pharmacists as part of the clinician workforce

This section will have two parts. The first will outline some of the specific drivers for the need to
develop pharmacist clinicians giving a contextual vignette of the Scottish NHS and recently reported
health statistics for the Scottish population. The Scottish case is being used to draw attention to a
more general global healthcare phenomenon. Advantages of pharmacist clinicians will then be

outlined, as well as some potential concerns and principled objections.

3.1 Population healthcare need for pharmacist clinicians

Since 2020, the NHS has faced an unprecedented test to the delivery of care to the public in response
to the COVID pandemic.'* The challenge of service provision during the pandemic was keenly and
universally felt by all specialties, disciplines, and sectors of the NHS. To cope with the pressure and
demands placed on it, the NHS evolved and adapted in real-time to face up to the clinical need of the
age. Now, with the country in a post-pandemic recovery phase, the Scottish Government (SG) have
called upon all NHS services to rethink how they can contribute to the burgeoning NHS workload,
backlog, waiting lists and clinical pressure being exerted on NHS Scotland services. The SG have set
out an NHS Scotland Recovery Plan.!* Within it they call for new ways of working and innovative
thinking as to how services are delivered under unprecedented demand. Further to the recovery plan,
and in support of it, the SG has recognised that if the NHS is going to find new ways of working, then
it needs to review the workforce it requires for optimal functionality. The National Workforce
Strategy'® will install a national workforce forum to consider these new ways of working and what
workforce will be required to deliver future clinical care within NHS Scotland to meet current post-

pandemic pressures, as well as addressing the population health need/inequality agenda.

The Scottish Burden of Disease study®® and the most recent Healthy Life Expectancy statistics®’ (the
number of years a person can expect to live healthy, rather than survive) within Scotland make for
concerning reading. Figures predict an ageing population, with 21% total increase in the burden of
disease across all disease areas over the next 20 years. The Burden of Disease is calculated as a disease
adjusted life year (DALY) where one DALY is equal to a year adversely affected by a disease e.g.
hemiparesis post-stroke, or the difference between the predicted life expectancy for an individual and
the actual duration of life, in the context of the intercurrent illness. Most of this burden will likely
appear in ageing populations residing in primary care due to pressure accumulated from long term

conditions. The latest life expectancy figures have also shown a decrease in population life expectancy
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within Scotland.® To summarise, the projections for our population in Scotland are that the
population will live with increasing morbidity, decreasing years of healthy life, and an overall decrease
in life expectancy. A recent article accepted by The Lancet has reported on global mortality data over
the last 72 years and reports a similar picture to the Scottish context given.'® There is a need for
clinicians, especially at the front-line of service provision, to improve treatment pathways and
optimise benefits from treatment and screening of disease to reverse these pernicious trends.® At a
global level, changes in population and patient demographics also map to greater complexity in service
provision and would suggest a consequent need to be able to endorse enhanced professional

capabilities.?>?! Trends are clear and involve increasingly complex clinical and pharmaceutical care.?

Pharmacists are well placed to develop their skills as patient-facing clinicians. They join the register
with a sound understanding of medicines governance, clinical therapeutics, physiology and
pharmacology, and soon - prescribing rights. They have a historical pedigree and centuries old heritage
in the clinical assessment and management of patients, and one which should be reinvigorated

enabling pharmacists to develop as clinicians.?

3.2 Potential advantages

e [Efficiency: the NHS is stretched, but pharmacist skills are underutilised 2*. Pharmacist clinicians
could autonomously manage more clinical presentations, relieving pressure from other parts
of the healthcare system without the requirement for inefficient onward referral. This is likely
applicable in all sectors of practice: community, primary care, and secondary care. The growth
of pharmacist clinicians would allow work previously completed by pharmacists to be
devolved to other members of the pharmacy team e.g. pharmacy technicians and pharmacy
support workers. In doing so, conferring professional responsibility, and growing the wider

pharmacy professions to ensure a workforce enabled to utilise their skills and capabilities too.

e [Institutional need and opportunity: the regulatory changes enabling all new pharmacists to be
independent prescribers from 2026 onwards requires a more holistic understanding of their
augmented role and a different attitude to patients and risk. Pharmacist prescribing also
happens in countries out with the UK setting (Canada, New Zealand and parts of the United
States).?® In an overwhelmed healthcare system, more pharmacist prescribers would seem a

welcome development.



172
173
174
175
176
177
178
179
180
181
182
183
184
185
186
187
188
189
190
191
192
193
194
195
196
197
198

199
200
201
202
203
204
205

Non-alienation: prevention and restriction of pharmacist clinicians applying an augmented
advanced clinical assessment skill set has been found to be alienating?* and not being able to
work at the full scope of practice has been noted as a cause of burnout®. Distress, as an
unintended consequence of an individual being unable to execute the functions of their role
as they perceive them, has been found in other healthcare professional settings too.?” The
assimilation of clinical pharmacology and therapeutics skills with broader clinical assessment
skills, as well as the opportunity to practice care-delivery, is non-alienating. It allows a
modality for pharmacist clinicians to be responsive to the values at stake, namely by caring
about patients in their totality, by fully utilising their skills. Similarly, the pharmacist clinician
risks becoming alienated from their values if they are prevented from caring about people in
their totality, by focusing solely on medicines or pharmaceuticals.?® This has been described
as a ‘fetishistic end’ — or something which limits the value of the care given for its own sake.?
This is ultimately our objection to the limitations inherent to the focus of pharmacist clinicians
solely on medicines. It limits the application of the evolved skillsets, and skills-based workforce
design of pharmacist clinicians, and may be conjectured to limit the very development of the

evolution of the skillset.

Accessibility and equality: in some sectors of pharmacy practice, utilisation of a Pharmacist
Clinician Model could reduce potential barriers to accessing healthcare expertise for the
general public. In general, most community pharmacies operate a walk-in service allowing
patients access to their local pharmacy at a time that suits them. It also redistributes the
burden of care delivery and provides another point of access within the collaborative primary
care system. In doing so, this potentially also addresses the health access inequality gap,3%3!

something first described in the 1970s by the Inverse Care Law** where those who need

healthcare most, have the least opportunity or ability to access it.

Global workforce transformation: The Pharmacist Clinician Model aligns with FIP’s Brisbane
Calls to Action consensus statement which advocates for: enhanced competency-based
training pathways to better address population health challenges; enablement of pharmacists
to work at full scope of practice, including prescribing; and optimisation of the skill mix in
clinical settings.>® While it is understood that global collaboration would be expected to

t34

accelerate workforce development®, it is also true that many countries do not currently

permit prescribing rights for pharmacists. FIP have developed a 2030 strategy which is
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responsive to the heterogenicity of the global development of pharmacist roles,
understanding that sustainable development must be contextualised within each region.3* In
2020, FIP produced a set of Global Development Goals which can be used as part of a needs
assessment for pharmacy workforce and policy development.®® These have been used in 21

countries to map out country-specific pharmaceutical development goals.?”

Countering potential concerns and principled objections

Professional identity: a recent scoping review noted there to be a lack of reviews of
professional identify of practicing healthcare professions.3® It went on to report on 160 studies
across 17 healthcare professions — four of which related to pharmacist identify. The scoping
review reported ‘broad, varied and rich descriptions’ of professional identify, but noted
professional identity research to be under theorised and potentially inadequate to capture
the complexity involved. Blurring the boundaries between pharmacists and other healthcare
professional clinician groups, especially doctors, could create concerns about accountability,
liability, and trust. While this is a good reason to have relatively settled roles and expectations.
It is not a good reason for the sake of conservatism alone. An alternative role expectation is
offered here that could be easily publicised. Pharmacist clinicians are to be trusted with the
responsibilities of their role as defined and operating in line with nationally approved
curricula, within a professional career framework, and within the expected Standards of
Practice as defined by the GPhC Regulator®®. As such, they will be accountable and liable for
their own clinical decision and actions. There is already evidence that pharmacists operating
in NHS England with these augmented skill sets identify as clinicians.®® This builds upon a
centuries-old heritage of pharmacist roles within the UK, stretching back past the
establishment of the Pharmaceutical Society of Great Britain in 1841,* all the way to our

primordial ancestor — the apothecary, which we share with general medical practitioners*.

Cost of training pharmacist clinicians: while clinical teaching and training is expensive, it is an
investment in clinical safety. The clinical training of pharmacists within the UK has already
been adapted to incorporate independent prescribing teaching, previously conducted in the
post-graduate space, into the undergraduate and pre-registration (FTY) years. More focus is
required on robust systems for post-graduate training of pharmacist clinicians. As such,
investment in pharmacist training is deemed desirable to capitalise on this underutilised

clinical workforce. The costs of this model would include: protected learning time for
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pharmacists; experienced pharmacist educators to supervise; appropriate clinical supervisors
and assessors; and assessment costs. Within NHS England, 300 fully funded places have been
offered to support the training of advanced pharmacists as part of training for existing roles.*
It is important to acknowledge that every healthcare system (including the NHS) works within
a finite funding structure. If funding is to be allocated to a Pharmacist Clinician Model then its
cost-effectiveness, monitoring as well as research and evaluation are needed to assess its
impact. There is good evidence of cost-effectiveness of pharmacist input to clinical care within

hypertension. 4

Pharmacists risk management: this is part of the ‘skill set’ relevant to the optimal division of
responsibilities. Risk aversion is not the same as risk assessment and management — the
former a learned response of risk identification and subsequent avoidance. Research has
shown newly registered pharmacists are cautious of future prescribing roles.** In keeping with
expanding roles, expectations and responsibilities, there is a need to adapt and enhance the
pharmacist response to risk in a planned, structured and safe way during training.
Interprofessional learning through simulation-based education has been shown to increase
trainee pharmacist tolerance of ambiguity.*® It is also possible to change the marketing
concerning the profession. Over time, this will affect the kind of student that enters pharmacy
and the attitude of pharmacists within the profession. Quite generally, the attitudes of the
people in a system are partly endogenous to the system. By changing the structures and role-
based expectations — especially in ways engineered to be more meaningful, social, responsive,
and fulfilling — the attitudes and motivations of the participants will also change.

To mitigate some of the risk under a Pharmacist Clinician Model, pharmacists should be able
to operate within the governance structure within their clinical setting.*” This is likely to be
nuanced to the sector of practice, usually hospital, general practice or community pharmacy.
Within these structures, pharmacists must prescribe within their sphere of competence, in
line with locally approved treatment pathways or protocols. Ideally, pharmacists should

have read/write access to all pertinent medical records as well as have access to laboratory
results and clinical letters. All clinical encounters must be recorded contemporaneously in
the medical/clinical notes. Pharmacist clinicians must have appropriate indemnity insurance

to cover their scope of practice activities.
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4, System requirements to operationalise a Pharmacist Clinician Model as part of a
collaborative clinical workforce
This section will give an overview of present-day education and training of pharmacists, the need for

assurance and regulation to enable the development of a Pharmacist Clinician Model.

As previously mentioned, within the UK from 2026 onwards, pharmacists, doctors and dentists will be
the only healthcare professionals who are independent prescribers at the point of registration. The
main drivers for this are: optimisation of pharmacist’s skills and knowledge; improvement of clinical
healthcare capacity within the NHS; and evolution of the pharmacist workforce. The GPhC Standards
for the Initial Education and Training of Pharmacists provide the regulatory expectations for this.!
Regardless of the ultimate career destination of a pharmacist, all new registrants will be trained to
cover basic ‘clinician’ functions - including consultation, prescribing and clinical skills - under the

revised GPhC Standards.

Gearing of previous pharmacist training enabled pharmacists to become ‘experts in medicines
governance’: how to dispense and supply medicines within the law; how to store, stock and transport
medicines —including those in the cold chain; and how to control the prescribing choices of medicines
within healthcare systems down to individual patient level. Some went on to develop pharmaceutical
care skills; however, using blanket phrases to describe the pharmacist profession as ‘experts in
medicines’ without more nuanced thinking and explanation would seem unhelpful. It is also unrealistic
to use the term ‘expert’ to describe a newly qualified pharmacist.*® This seems inconsistent with views
taken of other healthcare professional registrants — ‘junior doctors’, for example. Fresh thinking has
been called for which looks beyond the historic preserve of pharmacist roles being solely responsive
to the ‘safe and effective use of medicines’.”® There is a spectrum of pharmacist clinical practice which
ranges from medicines governance activity, through pharmaceutical care input, to clinician type roles.
Figure 1 below depicts the increasing accountability for direct clinical care within each of these roles

within the spectrum of clinical pharmacist practice.

<INSERT Figure 1 here>

While pharmacist clinical pharmacology, therapeutics, and prescribing skills at registration offer

significant advantage in terms of healthcare service provision utility within the multidisciplinary team,

further professional-cognitive changes are required in this new pharmacist clinician era: 2
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Sequential skills development throughout the pharmacist career: education and training
innovations should be serially utilised to enable sequential skills development throughout the

pharmacist career, starting with undergraduate education®*>!, leading through to

opportunities for development of advanced pharmacist practice skills>*3,

Training within the clinical environment and team: the profession needs to be realistic about
the product of the current training programmes — while undergraduate and Foundation
Training Year (the training programme between graduating and registering as a pharmacist in
the UK) will now include the prerequisite teaching to allow for prescribing rights at
registration — there is an understanding that these skills need to be nurtured, supervised, and
preceptored in early pharmacist careers to ensure they are embedded in practice. Supervised
learning in clinical practice, including learning with other peer groups, is key to enabling
development of pharmacist clinicians, and reflects the modern multidisciplinary environment

where such pharmacists will work.

Training programmes and accreditation of practice: consideration should be given as to the
educational pathways required to support the development, assessment and accreditation of
the prerequisite knowledge, skills and behaviours required to deliver competent pharmacist
clinician practice. Competency based education (CBE) is the standard for medical colleagues
and its application in pharmacist education and training has been acknowledged.>* A survey
by FIP across 48 countries found that 28 (58%) had or were developing advanced practice
frameworks.?! Educational pathways have now been developed within the UK by the Royal
Pharmaceutical Society (RPS) and would support the development of pharmacists as clinicians
as outlined above. These build on the UK Regulator (General Pharmaceutical Council - GPhC)
Standards for the Initial Education and Training of Pharmacists.* Within the UK, a suite of three
sequential CBE curricula support the safe development and expansion of the scope and level
of pharmacist clinician practice across the four pillars from point of registration throughout
the whole pharmacist career (RPS Post-Registration Foundation, Advanced & Consultant
Pharmacist Curricula).>>>” Curricula are completed by pharmacists who curate a portfolio of
formal written feedback of their observed behaviours in the form of supervised learning
events (SLEs). This portfolio is assessed blind by a multidisciplinary panel, with subject matter
experts in each of the four pillars. Those deemed to have met the standard are accredited by
the RPS at the level of practice assessed in line with a robust governance process. Similarly,

the International Pharmaceutical Federation (FIP) have recently published a Global Advanced
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Development Framework for the pharmacy workforce which also has CBE standards to be met
across these four pillars.®® There is recognition that the supervision oversight required for
pharmacists on training programmes will change according to the level of practice, the risk of
the clinical activity, and the complexity of the cases seen. Healthcare systems and training
providers will need to be adaptive to ensure robust clinical governance and appropriate

clinical supervision is in place to protect patient safety.

Need for assurance: The RPS programmes above offer assurance as to the level pharmacist
clinicians are operating at. The SLEs pharmacists complete as part of the portfolio give further
assurance of clinical activities they are able to undertake. Entrustable Professional Activities
(EPAs) have been used in medical education to enable those in training the opportunity to
practice under less clinical supervision in instances where they have been signed off by senior
clinicians as being competent at a given clinical task.®*®? This provides a robust assurance of
what individuals are capable of doing and what level of supervision they need and should be

considered in pharmacist clinician training.

Need for regulation: The Nursing and Midwifery Council (NMC — Nursing and Midwifery
Regulator in the UK) has recognised the risk associated with advanced nursing practice due to
increased complexity and autonomy.®® As such, the NMC have recently put to their Council a
set of recommendations on the necessity to regulate advanced nursing practice within the
UK.®* They have called for a combination of approaches including: development of standards
for advanced practice; development of UK-wide shared definition of advanced practice; and a
call to establish revalidation of advanced practice for those operating at that level. The RPS
Core Advanced Curriculum provides assurance for the first two of these for the pharmacist
profession. Given the position statements of other non-medical regulators in the UK, there is
now a definitive need for the GPhC to regulate advanced and consultant level practice within

the UK.

Need for educational governance: educational governance structures should be created at an
organisational level within the NHS to ensure the quality of the education and training which
the NHS delivers its pharmacist employees. Investment in education and training by an
organisation is an investment in patient safety and the quality agenda. There is a legal
obligation for organisations to ensure that staff are appropriately trained to execute the

functions of their job descriptions under the auspices of the Health and Care (Staffing)
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(Scotland) Act 2019.5° This provides assurance of quality and structures to patients, staff and
employees. The GPhC Regulator in the UK have also completed a consultation on Standards
for Chief Pharmacists which stipulate that every organisation employing pharmacists are
required to have a Chief Pharmacist who will be accountable for this educational governance

agenda.®®

Need for workforce planning: pharmacists are not the only healthcare professional group that
are expanding the scope of their practice. Pharmacists are not even the only pharmacy
professional group that are looking to expand their practice. The scope of practice for
pharmacy technicians, for example, will be expanded under new legislation from the UK
Government with the expectation of that pharmacy technicians will now be included in the
list of healthcare professionals who can work under the auspices of a Patient Group Direction
(PGD —a focused protocol for non-prescribers to be able to issue prescription-only medicines
to very specific groups of patients when meeting strict criteria).®” With the expected increase
in clinical roles, there has recently been a call from medical colleagues working as part of a
BMJ Commission on the Future of the NHS to ensure there is ‘task and team design’ and that
‘scope and boundaries of practice’ are considered when new roles are workforce
configurations are in the planning stage.®® The underpinning necessity for pharmacist
clinicians to operative as part of a collaborative care model makes this planning and

integration essential.

Need for research and evaluation: as with any service development, there needs to be
consideration of how best to evaluate and monitor any new model once it is introduced.®®
These evaluations should focus on multiple facets of the change including: improvements to
population healthcare; acceptability to patients, staff and other service users; evaluations of
the implementation of the behaviours both at the individual and system level; evaluation of

the career and training pathway.
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5. Differentiation among clinician professional characteristics

This section will compare and contrast professional characteristics of pharmacist clinicians with one
of the other healthcare professional groups that have legal prescribing rights at point of registration,
doctors. The professional expectation as set out in this paper suggests both be considered clinicians:
the healthcare professional with whom a patient will consult directly in any given healthcare
professional contact. We have expounded the case for the development of pharmacist clinicians from
clinical capability, through regulatory changes, and linked to population health need. The pharmacist
clinician draws upon a composite skill set including clinical assessment, diagnostic, investigative and
clinical management skills, which is not restricted to clinical pharmacology and therapeutics. The
convergent and divergent characteristics between the professions, and the application of their skills,

as part of a collaborative clinical healthcare system will now be discussed.

5.1 Convergent characteristics

e Care: aclinician is expected to care about a patient at a human/personal level.®® For Blum, this
is a condition not merely of caring well, but caring about someone at all. He offers the
following analogous example of a teacher: ‘if the only object of a teacher’s concern is making
sure that a pupil understands a certain subject matter, then this teacher does not exemplify
teacher caring. To be caring, the concern must involve some regard for the pupil’s overall good
and a sense of how the good of learning the specific subject matter fits into the pupil’s overall
good. Without this, one can infer that the teacher values [their] subject matter but does not
seem to have a clear sense of the value of [their] pupils as persons in their own right’. Both
the system and the individual roles should be designed in ways that empower clinicians to be
responsive to patients, to people, as such. The proper end for any clinician, and for any health
care professional qua pharmacist, ought to be to care about the person in front of them, and

to service this end by drawing on their clinical skill sets.

e (Core clinician skill: regardless of professional background, there are some core clinical skills
which all clinicians must acquire and practice. The consultative, clinical assessment,
prescribing skill and clinical knowledge for the patient cohort and clinical presentations being
managed. These core skills can be considered horizontal. The vertical nature of the skill

development will be explained below and will differ between professional groups.
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5.2

Functional operational synergy: the COM-B model cites that for an actor to implement a
behaviour (B), which in this case is a pharmacist clinician with evolved skillset, there needs to
be an appreciation of the capabilities (C) of the individual; the opportunity (O) to practice; and
the individual needs to be motivated (M) to do so0.”° If we consider the capability or skill
required to undertake an assessment of a sore throat, for example — an assessment which
could be undertaken by a variety of trained healthcare professionals (horizontal skill) e.g.
general practitioner, pharmacist clinician, advanced nurse practitioner. The degree to which
anyone of them undertakes the skill: technical ability; diagnostic ability; concomitant
procedural ability; will vary depending on the specialism and, to an extent, the professional
cadre of the clinician (vertical skill). Although there is variation in the healthcare professional
undertaking the assessment, this can be stratified based on clinical need and staffing available.
Having multiple healthcare professionals trained in the horizontal skills here allows for a
dynamic and synergistic approach to the functional operation of the clinical service. In terms
of the COM-B model, there are multiple actors who have the capability, the dynamic system
they work in affords the opportunity, and their professionalism gives the motivation. Overall,
this gives continuity of service. The blend of horizontal and vertical skills within the team
ensures the continuity of service, while the collaborative nature of the team response to the
healthcare need will require upskilling of some members, providing stability, continuity, and

support for all.

Divergent characteristics

Variation in training: let us take the example of a trained doctor in any given specialism — say
general practice (family medicine — a General Practitioner or GP). The clinical standard of a
GP, as an output of a GP training programme, is understood. Within medical education, all
junior doctors complete Foundation Training before undertaking specialism-specific training
which is designed to expose the trainee to typical presentations within that given area, such
that on completion of the training programme, they will be able to autonomously manage
these presentations to a senior doctor level. While variation is still to be expected among a
cohort of doctors post-training in any given specialism, there is a reasonable expectation that
all those who attain certificate of completion of training will have the prerequisite knowledge,
skills and behaviours meeting the minimum standard required. Typically, within a general

practice setting this would involve a three-to-four-year programme, initially with trainees
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gaining experience working as middle grade doctors in other specialties, before returning to
general practice under supervision to undertake a CBE portfolio, applied knowledge test, and

t.”* The competencies for GP training are specific to

a practical test of clinical skills assessmen
that specialty and particular to the knowledge required within general practice. This is a key
difference between training in a medical specialty and pharmacist training. For advanced and
consultant pharmacist training, there is one single curriculum which sets the standard for that
level of practice within the UK but that critically, it is not sector or specialty specific. While this
aims to effectively control the standard of practice between sectors, it may lead to intra-
specialism variation due to the lack of a stipulated specialism-specific syllabus where we
postulate that two pharmacists completing the curriculum to the same level of award, may
not necessarily be able to cross-cover each other’s jobs, even within the same specialism. This
is because the curricula assesses the level to which a pharmacist operates in their own scope
and sphere of practice, but does not define the practice itself. In contrast, while some GPs

may have special interests, or additional qualifications/diplomas in GP subspecialties, there is

an understanding of the basic clinical core work expected of a GP.

Variation in clinical skill: breadth of horizonal skills acquisition and height of vertical skills
attainment, is a key differentiator between professional groups. The nature of which is
difficult to determine by sweeping generalisation. The variation in training, as outlined above,
postulates a more generalisable post-training product from a GP training scheme’?, for
example, than it does a generic RPS Post-Registration Foundation® or Advanced Pharmacist®®
scheme - regardless if hosted in the same specialisms when training, for the reasons given
above. This makes comparison unrealistic, heterogeneous, and likely to be determinable only
on an individual basis. Other opportunistic considerations of skills acquisition such as
environmental and social factors need to be considered along with capability. Perhaps it is
better to consider what would be an appropriate level of knowledge, skills and behaviours for
any given presentation, such that a clinician would be able to deal with that presentation in
accordance with the definition of a clinician given in section 2. At the interface between the
professional groups, the lines are blurring. In part due to intraprofessional expansion of the
composite skill sets of the professions. The professions overall though, are not
interchangeable — they are not analogous. Pharmacist clinicians, for example, will not replace
doctors, nor is there an intention (professional or political desire) to do so. There is however
a growing confluence of shared clinical skill. Not only is this desirable, but it should also be

considered essential in a modern collaborative healthcare system — especially in general
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practice. It allows for cross-cover and elasticity in any given system in accordance with the
section on functional operational synergy above. It facilitates collaborative working within
teams, responsive to patient needs, ensuring an appropriate skill mix such that patients are
seen by appropriately trained, skilled clinicians, of whatever denomination. Beside this there
continues to be divergent characteristics between the groups. In the most simplistic terms,
there are legal rights reserved only for medical practitioners — for example, medical
detainment of patients who need urgent treatment and who are a risk to themselves or others
under the Mental Health Act 1983,72 or the issuing a death certificate under the 2011 Act 3.
These skills are best thought of as horizontal skills. It is easy to see the divergence of the skill

sets here as they are beyond the legal scope of practice.

Divergent skill mix characteristics: the concept of skill mix also extends to where skills of
clinicians differentiate too, and so consideration must also be given to when a nominated
healthcare professional group would be the optimal healthcare professional to assess a
patient, in each setting, for a particular condition. This is again part of existing SG strategy to
ensure that the right care is delivered by the right person, in an appropriate setting and in an
appropriate timescale.”® Factoring into this is a desire that all clinicians wholly utilise their
clinical skill sets as part of an enlarged multidisciplinary team.” Again, within a general
practice setting, there is an expectation of medicines management functions being devolved
to pharmacy teams including pharmacy technicians and pharmacy support workers; advanced
practitioners taking on triage, acute assessment and house visits; while mental health link
workers and physiotherapists see patients with mental health and musculoskeletal complaints
respectively.”® Indeed, about half of all consultations in general practice are conducted by
non-GPs — and is essential to allow capacity for GPs to deliver their expert medical generalist
work.”” Community pharmacy also falls under the wider primary care sector, although distinct
from general practice and with a separate NHS contractor status. Expansion of the community
pharmacist role has added value to the role, as well as to the wider collaborative care team
and patients in primary care. The ‘Pharmacy First Plus’ service in NHS Scotland, where patients
may consult with a community pharmacist independent prescriber for any given condition
within their sphere of competence to treat, allows patients to be assessed, diagnosed and
receive a treatment on prescription, if deemed necessary.”® This system aims to reduce
approaches to general practices, improves access to care and treatment for patients, as well
as expanding the role and (expected) job satisfaction for community pharmacists. There is

however a critical difference from the way which community pharmacists and general practice
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or hospital-based pharmacists work — that is in access to patient medical records. It is critical
that pharmacist clinicians, regardless of sector, have access to accurate past medical history
such that they are able to make informed decisions about patients care. This would include
access to laboratory results. Any pharmacist clinician also needs to be able to write an
accurate and contemporaneous note of the clinical encounter, and be able to effectively share

this information, and/or refer, between clinicians in different care settings.”
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6. Conclusion

This paper sets out the distinguishing features of a Pharmacist Clinician Model offering a systematic
approach to the safe development of pharmacist clinicians needed within modern healthcare
structures. It builds on the interdependencies between professions as part of a collaborative clinical
workforce. It articulates what pharmacist clinicians will do for patients, the public, and the wider

health service in support of the delivery of healthcare capacity and population health.

There are several key factors which are essential to enable pharmacist clinician integration including:
devolved clinical autonomy; collaborative clinical service structures; a defined scope of practice and
core clinical skills; and environmental, social and legislative changes such that pharmacist clinicians
are able to apply their knowledge, skills and behaviours in practice. There is an expectation this will
deliver efficient and dynamic workforce transformation. One in which a pharmacist can utilise their
full range of skills to care for patients, avoiding potential alienation through skills-based workforce

redesign.

Revised educational programmes, with sequential horizontal and vertical skills integration, across the
four pillars of practice, are needed to accredit this type of practice. CBE programmes should be
preceptored and supervised, and there is a need for robust educational and clinical governance of
pharmacist clinician skill. Finally, to assure patients, employing organisations, and clinician colleagues
of the level of pharmacist clinician practice, there is a need for regulation of advanced and consultant

pharmacist clinician practice.
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