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1 INTRODUCTION 

1.1 Background 

Pharmacists are highly trained healthcare professionals who are experts in the actions, uses and 

side-effects of medicines, and their contribution to high quality patient care has been increasingly 

recognised.1  The range of services which pharmacists offer has developed far beyond a supply 

function related to the safe and efficient dispensing of NHS prescriptions and to the sale of over-the-

counter (OTC) medicines.  Pharmacists now offer increasing levels and ranges of clinical, diagnostic 

and public health services, in keeping with the profession’s increasing involvement in clinical, 

patient-focused activities.  Yet evaluations of new services suggest that substantial work 

intensification, high levels of work pressure,2,3 conflicting priorities and increased workload for 

pharmacists may arise as a result of delivering these services, with potential implications for patient 

safety.4-9   

 

For this range of services to develop further, it is crucial that pharmacists work effectively with, and 

delegate to, other members of the pharmacy team, often referred to collectively as ‘pharmacy 

support staff.’  Pharmacy support staff comprise medicines counter assistants (in community/retail 

pharmacy), pharmacy assistants, and pharmacy technicians (PTs) (Table 1-1 provides detail of 

pharmacy support staff roles and qualifications in the UK).  Since 2011, in the UK, PTs have been 

required to register with the pharmacy regulator, the General Pharmaceutical Council (GPhC), so are 

now a second group of regulated pharmacy professionals, alongside pharmacists.  However, 

concerns about the competence level of support staff have been raised, as have problems with 

pharmacists feeling uncomfortable delegating roles to other members of the pharmacy team.10-15  

Nevertheless, support staff do play a key role in the delivery of pharmacy services.16-18  

 

Despite these potential barriers to delivering new services, a number of policy and consultation 

documents, published in all four countries of the UK,1,19-24 have outlined the case for changes to 

pharmacy practice.  Public consultation on proposals for the better use of pharmacists and other 

staff working in pharmacies undertaken in 2004 and 200525,26 resulted in clear and strong support for 

changes in legislation to allow pharmacies to make the best use of pharmacists’ and other pharmacy 

staff’s training and skills. Key issues identified included the existing arrangements for personal 

control and supervision of registered pharmacy premises, as required under the Medicines Act 

1968.27  Essentially, these requirements mean that a pharmacist is required to be present to 

supervise medicines sales and dispensing operations on registered pharmacy premises at all times 

during opening hours.  If a pharmacist was to be absent for any period of time, the pharmacy could 

not operate during this period.  These requirements were viewed as a constraint to the possibility of 

fully utilising the skills and training of pharmacy staff as well as modern technologies supporting the 

provision of safe and effective pharmaceutical services. Consequently, when the Health Act 200628 

was introduced sections of  the Medicines Act 1968 were amended which removed the requirement 

for ‘personal control’ and replaced it with the concept of the Responsible Pharmacist (RP).29 

The Responsible Pharmacist regulations make it a requirement that a RP is “in charge of the business 

at the premises,” and this relates to all GPhC registered pharmacies (mainly community pharmacies).  



9 

A legal duty is placed on the RP “to ensure the safe and effective running of the pharmacy in relation 

to the retail sale and supply of all medicines (not other services, such as diagnostics).”29 

 
Table 1-1: Pharmacy support staff roles and qualifications in the UK

30-32
 

Support staff title Role Training / qualification 

Medicines counter assistant  Involved in the sale of 
over-the-counter 
medicine, working under 
supervision in community 
(retail) pharmacy 

GPhC accredited medicines counter 
assistant course 

Pharmacy assistant 
 
In community pharmacy titles used 
include: dispenser, dispensing assistant, 
pharmacy assistant and healthcare 
assistant 
 
In hospital pharmacy titles used include:  
assistant technical officer, pharmacy 
assistant 

Involved in a range of 
duties, working under 
supervision.  Assists 
pharmacist and PT with 
dispensing process 

To meet minimum training 
requirements a pharmacy assistant 
needs to take the relevant modules 
of the level 2 NVQ Certificate in 
Pharmacy Service Skills (accredited 
by the GPhC). Trainees must be 
employed in a pharmacy. 
 

Pharmacy Technician (PT) Working primarily in 
community and hospital 
pharmacy, under 
supervision.  Involved in 
the preparation and 
supply of medicines and 
other healthcare products 
and the provision of 
guidance on taking 
medicines to patients. 

From 1st July 2011, all PTs in the UK 
were legally required to be 
registered with the General 
Pharmaceutical Council (GPhC).  They 
are the only registered pharmacy 
professionals other than 
pharmacists. 
To register as a PT completion of the 
level 3 NVQ Diploma in Pharmacy 
Service Skills (or equivalent GPhC 
accredited qualification) is required 

Accredited/Accuracy Checking (Pharmacy) 
Technician (ACPT or ACT) 

Working in both 
community and hospital 
pharmacy, ACPTs/ACTs 
check the accuracy of 
dispensed items (e.g. right 
medication has been 
selected, that the dosage 
is as prescribed and that 
labelling is correct ) 

Accredited/accuracy checking 
qualifications have not been 
accredited by the GPhC and there 
are several training providers.  The 
majority of these courses will only 
accept registered PTs, but other 
members of support staff can also 
take accuracy checking 
qualifications.  This has created a 
situation were both PTs and non-PTs 
with accuracy checking qualifications 
are often referred to as ACTs 

 

However, the RP regulations also allow the  named ‘responsible pharmacist’ to be absent from the 

pharmacy  for a maximum of two hours per day, with the intention of enabling pharmacists to 

provide clinical services to patients and other healthcare professionals away from the registered 

pharmacy premises.  The sale of General Sales List (GSL)i medicines is now permitted during this 

absence, although the longstanding requirement for sales of Pharmacy (P) medicines and the 

dispensing of all prescription-only medicines (POM) to be supervised by a pharmacist who is 

                                                           
i
 There are three medicine categories in the UK.  GSL items can be purchased from general retail outlets without the 
supervision of a pharmacist.  Pharmacy (P) medicines can only be purchased from a pharmacy, but do not require a 
prescription.  Prescription only medicines (POM) require a prescription for supply.   
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physically present remains unchanged.  Ultimately, this means that during the absence of a RP, and 

without a second pharmacist present, most core pharmacy functions still cannot be legally 

performed. 

 

The amendments to the Medicines Act 1968 (through the Health Act 2006 and the RP regulations) 

were intended as legislation that clarifies current arrangements and responsibilities and facilitates 

the possibility of further changes to pharmacy supervision.  Nevertheless, anecdotal reports suggest 

that the introduction of the RP regulations have led to widespread unease amongst the pharmacy 

profession, both in terms of the effect of the regulations themselves, and concerns about  future 

changes to supervision which this legislation has enabled.33-36  Some of these concerns include 

questions around appropriate risk assessments, requirements for staff training and the readiness of 

different pharmacy staff for extended roles and responsibilities, as well as concerns over increasing 

liability of individual pharmacists, diminishing accountability of superintendent pharmacists and 

abuse of the RP absence by employers for unpaid breaks. 

 

A recent impact evaluation of the RP regulations, commissioned by the Royal Pharmaceutical Society 

(RPS)and the  Pharmaceutical Society of Northern Ireland (PSNI)37 found that one of the main 

barriers to utilising the absence provision of the regulation was a strong prevailing professional 

culture amongst pharmacists about the need to be present.  Forty-four percent of respondents 

strongly disagreed that a pharmacy should be able to continue operating if the pharmacist is absent, 

regardless of the RP regulation.  Around a half of pharmacists felt that having the right skill mix in 

the pharmacy and better staff training would aid the implementation of the regulations.    

Findings from a survey of both community and hospital pharmacists in 2010 suggest that large 

numbers of pharmacists did not completely understand the RP regulations.38  Many community 

pharmacists also appeared not to be clear about the need for the legislation to be introduced or its 

implications for their own professional and legal responsibilities.  The survey further suggested a 

possible lack of confidence in the pharmacy support team, with mixed experiences with regards to 

the support respondents had received from their employers to guide implementation and staff 

training.  There were also some notable differences between the perspectives of employed 

pharmacy managers and those who worked as owners or locums.  Interestingly, community 

pharmacists highlighted that the two hour absence was more commonly used for lunch breaks or 

medicines assembly before the pharmacy opened, rather than for clinical services.  Other concerns 

were more specific to hospital pharmacists, where skill mix and role delegation may be much further 

developed, with pharmacy technicians commonly in charge of hospital dispensaries.  With hospital 

pharmacists routinely delivering clinical services close to patients and thus away from the registered 

pharmacy premises, the two hour limitation on absence seemed to restrict their ability to deliver 

these services effectively.38   

 

Although these studies37,38 provide some useful insights into current levels of understanding and use 

of the existing RP regulations, they only provide rather limited evidence about future supervision 

arrangements.  What is missing from the literature is an analysis of pharmacy activities with a view 

to identifying perceptions of the most risk-prone activities so that potential risks associated with 

changes in supervision can be avoided.  In our study we recognise that the weighting of possible 

consequences or outcomes of changes to supervision may vary, as other studies of healthcare teams 

suggest that perceptions of risk vary according to team/ professional role.39,40  For this reason we 
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invited pharmacists and pharmacy technicians to evaluate the risk associated with a range of 

pharmacy activities in the study reported here.  Whilst, some pharmacy activities are likely to carry a 

higher risk and should therefore require a pharmacist’s direct supervision (e.g. dispensing of newly 

prescribed prescription-only items), others could potentially be safely performed by pharmacy 

support staff, with the pharmacist being available or contactable for remote supervision (e.g. the 

dispensing of a previously used GSL product to a patient without any other prescribed or OTC 

medicines use).  Amongst support staff, the now GPhC registered and thus regulated group of 

pharmacy support staff, pharmacy technicians, may be in a particularly good position to take on 

some of these activities. 

 

This study aims to address the lack of a clear definition and understanding of supervision, as well as 

supervision requirements for varying types of community pharmacy activities, including contextual, 

organisational and pharmacy team requirements.  The proposed study thus offers to inform the 

government consultation on supervision41 with in-depth qualitative insights as well as a larger scale, 

representative survey of views from the pharmacy profession. 

 

1.2 Aims and objectives 
 
This study aimed to investigate current arrangements for supervision, role delegation and skill mix in 

community pharmacy and to seek stakeholders’ perceived risk levels associated with different types 

of pharmacy activities and services, and views on potential changes to supervision requirements. 

 

The study objectives were to: 

• Explore current arrangements for supervision, role delegation and skill mix in community 

 pharmacy  

 Rank community pharmacy activities in terms of risk and perceived requirements for (direct 

or remote) supervision 

 Investigate current and potential future arrangements and perceived requirements for team 

composition and role delegation with varying levels of supervision 

 Investigate the role of familiarity and mobility 

• Investigate stakeholder views on potential changes to supervision requirement 

 

1.3 Structure of report 

To address the above aims & objectives, we used a mixed methods approach, using qualitative and 

quantitative methods, thus allowing detailed insights and understanding, as well as providing views 

from a larger, representative sample of pharmacy professionals.  Stage 1, the more qualitative study 

element, involved four group discussions using the nominal group technique and six one-to-one 

interviews, to explore stakeholder views on activities which may lend themselves to supervision 

during pharmacist absence, through to those which would always be seen as requiring direct 

supervision of a pharmacist. 
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Stage 2 was informed by the findings of stage 1, which informed the development of a questionnaire 

sent to pharmacists and pharmacy technicians working in community and hospital pharmacy in 

England.  This enabled us to explore respondents’ views of supervision, and which pharmacy 

activities they felt could (or could not) be safely performed during a pharmacist’s absence, using 

representative samples.  In our analysis of the quantitative data comparisons are made between 

community and hospital pharmacy, as these two sectors use different skill mix and role delegation 

arrangements, which are likely to be relevant when considering future developments in community 

pharmacy.  Demographics and validated measures of workload, skill mix and other contextual 

variables were also explored for their relationship with respondents’ experiences and views 

regarding supervision. 

 

As stage 2 builds on the findings of stage 1, the report presents these two stages as two separate 

sections, each containing a methods and a findings section (sections 2 & 3).  The discussion (section 

4) at the end serves to draw together findings from both stages, summarise key findings and make 

recommendations for practice, policy and research priorities.  An appendix contains the 

questionnaires as well as detailed tables presenting quantitative analyses, which was not required 

for the presentation of findings in the main report, but is nevertheless valuable to underpin our 

analysis in detail. 

 

The study received ethical approval from the University of Manchester Research Ethics Committee 1 

(ref 11375). 

 

2 NOMINAL GROUP DISCUSSION AND INTERVIEW FINDINGS 

2.1 Introduction 

This section presents the methods used in, and findings from, stage 1 of this project, which  

employed the nominal group technique for discussions with pharmacists and pharmacy support staff 

in both community and hospital pharmacy.  Furthermore, telephone interviews were also conducted 

with superintendent pharmacists in community pharmacy. 

2.2 Method 

To ensure our study was firmly grounded in current practice, we undertook five informal 

observations in different types of pharmacies (one independent, one multiple, one health centre 

pharmacyii, one supermarket pharmacy, one internet pharmacy), so that different ownership/ 

organisational arrangements and varying staffing and skill mix arrangements could be captured.  

These observations, and the literature, informed the approach to the nominal group discussions, and 

these, in turn, informed the topics covered in interviews with superintendents. 

 

                                                           
iiii

 Health centre pharmacies are community pharmacies which are co-located in the same building as GP 
surgeries (or other healthcare services). 
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2.2.1 Nominal group discussions with pharmacists and pharmacy support staff 

The study adopted the Nominal Group Technique (NGT) as described by Van de Ven and Delbecq.42  

The NGT was chosen for this study as it is a particularly powerful tool that allows the generation of 

ideas, ranking of ideas and group discussion.   Four nominal group discussions were conducted in 

May 2012, with the following groups: community pharmacists, community pharmacy support staff 

(pharmacy technicians, dispensers, and pharmacy assistants), hospital pharmacists and hospital 

pharmacy support staff (pharmacy technicians and Assistant Technical Officers (ATOs)).  Participants 

were purposively recruited in a variety of ways, using postal, e-mail and personal invitations via 

various networks (See Table 2-1 – and see Table 1-1 as a reminder for roles and qualifications of 

different types of pharmacy support staff). 

 

Although the focus of the study was on supervision arrangements in community pharmacy, input 

from hospital pharmacy staff was also sought with the aim of providing an insight into how 

supervision and task delegation works in other settings.  Hospital pharmacists commonly deliver 

clinical services away from the pharmacy, and whilst clinical checks are still performed by 

pharmacists, other functions, such as accuracy checkingiii, may be performed by support staff 

without direct pharmacist supervision.  It was felt that such experiences could help to inform the 

future evolution of supervision in community pharmacy. 

 
Table 2-1: Methods of recruitment for participants 

Recruitment method Target group(s) 

Postal invitations to community pharmacies within a 5 mile radius Community pharmacists 
Community pharmacy support staff 

Invitation visits by researcher to community pharmacies within a 
2mile radius 

Community pharmacists 
Community pharmacy support staff 

Email invitation to NHS Pharmacy Workforce Northwest distribution 
list 

Community pharmacists 
Community pharmacy support staff 
Hospital pharmacists 
Hospital pharmacy support staff 

Email invitation to those registered with Greater Manchester Royal 
Pharmaceutical Society Local Practice Forum 

Community pharmacists 
Hospital pharmacists 

Email invitation to all pharmacy staff at 3 local hospitals Hospital pharmacists 
Hospital pharmacy support staff 

Attendance at local Association of Pharmacy Technicians  UK meeting 
to distribute invitations and email to local branch members 

Hospital pharmacy support staff 
Community pharmacy support staff 

Posting on the Centre for Pharmacy Postgraduate Education (CPPE) 
‘Facebook’ page and ‘Twitter’ streams 

Community pharmacists 
Community pharmacy support staff 
Hospital pharmacists 
Hospital pharmacy support staff  

Email invitations to Local Pharmaceutical Committee secretaries Community pharmacists 

 

 

                                                           
iii
 Accuracy checking involves checking to ensure that the right medication has been selected, that the dosage is as prescribed and that the 

labelling is correct.  Support staff who are qualified in accuracy checking (accuracy checking technicians) can check a prescription that has 
been assembled by another member of pharmacy staff, but not one they have assembled themselves.  Traditionally, a pharmacist would 
perform an accuracy check alongside their clinical and legal checks.  Having another member of staff perform the accuracy check aims to 
free-up the pharmacist time, meaning that the pharmacist is only required to check that the prescription is legal and that the prescribed 
medication is clinically appropriate for the patient.    
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2.2.2 NGT procedure 

The NGT process as outlined by Van de Ven and Delbecq42 was followed for each group.  The stages 

were as follows: 

 

Stage 1:  Introduction. The groups were facilitated by two of the authors (one pharmacist ES, one 

social scientist FB).  The topic of supervision and structure of the session was firstly introduced.  

Then participants were presented with the following question for consideration: 

“Which pharmacy activities do you think CAN and CANNOT be safely performed by support staff 

when a pharmacist is not physically present (but is accessible to advise and intervene)?” 

Participants were asked to assume that support staff were appropriately trained and competent, 

with a sufficient number working in the pharmacy. 

 

Stage 2: Silent generation of ideas.  Participants were asked to write their ideas for activities that 

could be performed when the pharmacist was absent on yellow ‘sticky notes’ and those which they 

thought could not be performed on pink ‘sticky notes’. 

 

Stage 3: Round-robin of ideas.  Each participant then called out their ideas in a round-robin fashion 

and the ‘sticky notes’ were displayed on the wall, under a list of ‘cans’ and ‘cannots’.  No discussion 

of ideas occurred at this stage, but if participants thought of additional ideas they were allowed to 

add these. 

 

Stage 4: Discussion of ideas. Once all the ideas had been exhausted the facilitators encouraged the 

group to enter into a discussion, taking one idea at a time.  Participants were asked to clarify, 

elaborate, defend and debate their ideas.  

 

Stage 5: Voting. During a break for refreshments, the facilitators compiled the ideas into a succinct 

list of ‘cans’ and ‘cannots’, displayed on the wall.  Participants were then asked to consider to what 

extent they agreed or disagreed that the activities could/could not be safely performed during 

pharmacist absence, using a scale of 1= strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree.  

Participants placed smaller ‘sticky notes’ stating their agreement score (1-4) next to each item. 

After the voting stage the session was drawn to a close.  Van de Ven and Delbecq42 propose two 

further stages, including a discussion of the vote and then re-ranking and rating priorities.  These 

two stages were not considered necessary as the aim of the session was not to reach an overall 

consensus and the sessions were limited to a two hour time period. 

 

All discussion elements of the sessions were audio-recorded and transcribed verbatim.  Transcripts 

were organised in Nvivo 7 (QSR International: Melbourne, Australia) and subjected to thematic 

analysis.  The facilitators made a written record of the voting results at the end of each session.  

Votes for each activity were totalled for each group and a mean agreement score calculated from 

this. 

 

2.2.3 Interviews with Superintendent Pharmacists 

A series of short telephone interviews were also conducted with superintendent pharmacists, for 

whom group discussions were not considered appropriate.  Despite guaranteeing confidentiality to 
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the nominal group participants and asking that all matters discussed in the group were held 

confidentially by participants, it was felt that superintendent pharmacists, who hold senior positions 

in their respective pharmacy companies, may be reluctant to discuss the matter in a group situation 

due to commercial sensitivities.  The respondents were also widely spread geographically with 

limited availability due to busy work schedules, thus meaning that it would have been problematic 

to secure the attendance of the required number of participants in one particular location at the 

same time.  Superintendents from the four major supermarket pharmacies and five major multiple 

pharmacies were approached by email to take part, along with three superintendents from smaller 

multiple chains.  

 

The findings of the nominal group discussions helped to inform the development of a semi-

structured interview schedule for superintendents, which focused on company policies on 

supervision and skill mix, ideas for the future of supervision, and which activities they felt 

could/could not be safely performed by support staff during a pharmacist’s absence.  Telephone 

interviews lasted between 15-30 minutes and were audio recorded, transcribed verbatim and 

subjected to thematic analysis with the aid of Nvivo 7.43 

 

All nominal group discussion and interview participants were offered a £20 gift voucher for taking 

part (some superintendents interviewed refused to accept the voucher or donated it to charity).  All 

participants were provided with an information sheet explaining the study and asked to sign a 

consent form prior to taking part.  

 

2.3 Findings  

The results from this study are presented in three sections.  The first section focuses on the types of 

pharmacy activities which were generated by the nominal group participants.  The second section 

presents some of the over-arching themes from the group discussions, which can be considered 

important areas to address and consider if changes to pharmacy supervision are to be made in the 

future.  The final section provides an overview of superintendent views on supervision. 

 

2.3.1 NGT: Pharmacy activities 

 

Table 2-2: Nominal group composition  

Group  Number of 
participants 

Roles 

Community pharmacists 8 Locum pharmacist (n=5) 
Employed pharmacist (n=2) 
Pharmacist area manager (n=1) 

Community pharmacy support staff 6 Pharmacy technician (both ACTS) (n=2) 
Dispenser (NVQ level 2) (n=3) 
Medicines counter assistant (n=1) 

Hospital pharmacists 4 Hospital pharmacist (n=4) 
Hospital pharmacy support staff 3 Pharmacy technician (n=2) 

Assistant Technical Officer (ATO) (n=1) 

 
Table 2-2 provides an overview of the number of participants and the composition of these groups.  

It was decided that the groups would be homogenous as it was felt that, for example, support staff 
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would feel more comfortable discussing the issue with other support staff rather than with 

pharmacists.  Tables 2-3 and 2-4 present an overview of the main ideas generated by participants 

about which pharmacy activities were and were not considered safe for support staff to perform 

when a pharmacist was absent (but contactable).   

 

2.3.1.1 Can be safely performed 

Table 2-3 presents the generated ‘can’ items, along with the mean agreement score for each group, 

with those activities having a higher mean score being the activities most likely to have been 

perceived as ‘safe’ for support staff to perform during a pharmacist’s absence by all participants.  

The findings demonstrate that certain activities, such as the assembly of prescriptions and selling of 

GSL medicines received a high level of agreement between groups.   Other activities were 

characterised by greater disagreement, such as the handing out of medication or selling of P-

medicines.  In the illustrative quotes provided, participants are identified by, CP (community 

pharmacist), CPSS (community pharmacy support staff), HP (hospital pharmacist) or HPSS (hospital 

pharmacy support staff). 

 
Table 2-3: Items generated by nominal group discussion participants – ‘can be safely performed’ 
Can be safely performed CP CPSS HP HPSS 

Assembling prescriptions (not controlled drugs (CDs))  3.13  3.83  4  4 
Accuracy checking dispensed items  2.75  3  4  3.67 
Handing out previously checked and bagged prescriptions  2.38  2.17  3  2.33 
Selling GSL items  3.75  4 3.75 - 
Taking in prescriptions from patients -  4  3.25  4 
Providing basic patient counselling (within guidelines) -  3.33  3.25  2.67 
Taking in CD deliveries/signing for these -  2.5  3.25  3.33 
Taking patient drug histories - -  2.75  3.67 
Provision of some services (needle exchange, smoking 
cessation, blood pressure checks) 

 3.22  3.17 - - 

Selling P-medicines (within guidelines) 2.29   3.6 - - 
Providing healthy lifestyle advice to patients  3.85 - - - 
Taking in medication deliveries -  3.83 - - 
Supplying stock to wards - -  3.67  
Transcribing prescriptions/requisitions (hospital only) - - -  3.67 
Liaising with other health care professionals - - -  3.67 
Re-supplying existing medicines to patients - -  3.25 - 
Making changes to prescriptions (common prescribing errors) - - -  3 
Dispensing and checking established repeat medication  2.75 - - - 
CP = community pharmacy; HP = hospital pharmacy; P = pharmacist; SS = support staff 
 = item generated by group    - = item not generated by group 
Scores represent the mean of the votes cast by the group on an agreement scale (1= strongly disagree; 2= disagree; 3= agree; 4= strongly 
agree).  The higher the score the higher the agreement level, for example, a mean of 4 indicates that all members of the group strongly 
agreed that the item could be safely performed.  Scores in red represent a mean disagreement score. 

 

Supply of over-the-counter (OTC) medicines 

All community pharmacy support staff and the majority of the community pharmacists were in 

agreement that it would be safe for support staff to sell General Sales List (GSL) items, which is in 

line with the current ‘responsible pharmacist’ legislation.  There was consensus amongst the 

respondents that it would be safer for patients to buy GSLs from trained pharmacy staff rather than, 

for example, purchasing these from a supermarket or petrol station: 
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CP6: …before, a pharmacy couldn’t sell a GSL medicine, but under the responsible 
pharmacists legislation, it now can, without a pharmacist being there…I personally think it’s 
a good idea that they can.  Because I’d rather see someone who’s trained, give out advice 
with GSL medicine than say a check-out person.   
CP4: I agree. 
CP3: I agree. 

 (Community pharmacist group) 
 
There was however more debate around the supply of pharmacy (P) medicines, which currently 

requires pharmacist supervision (and physical presence).  Opinion was most divided amongst the 

community pharmacist group as to whether the selling of P-medicines would be safe. Those who 

agreed felt there was a need to distinguish between different types of P-medicines:  P-medicines 

which were considered unsafe to be sold included those which had recently been re-classified from 

Prescription Only Medicine (POM) to P or those with the potential risk of abuse or misuse.  These 

drugs were termed ‘red-list’ drugs by the group; all members of the group were in agreement that it 

would not be safe for support staff to sell any ‘red-list’ drugs when a pharmacist was absent.  It was 

suggested, however, that if certain high-risk P-medicines were excluded and strict protocols 

implemented, then the selling of other P-medicines could be a possibility: 

 
CP4:  …there’s always some discussion about whether some medicines should be 
reclassified and we hear a lot about codeine and dihydrocodeine, whether that should even 
be a P medicine and  we wouldn’t want to see that sold without a pharmacist there.  But we 
might be quite happy for our counter staff to sell P medicines when we’re not there, which 
are medicines which they are trained to do, but not some of the more, the ‘red drugs’, we’re 
going to call them…I think there’s a lot of medicines, I would be very happy for my trained to 
staff to handle, if I’m not there…as long as they’re selling them within the agreed protocols 
and can flag to me, when I need to be involved, that is what I need. 
(Community pharmacist group) 

 
There was more agreement about the selling of P-medicines during pharmacist absence amongst the 

community pharmacy support staff group, but this group also felt that the selling should be 

restricted to what they termed ‘straightforward’ P-medicines only.  Several of the group stated that 

they would be uncomfortable, and that it would not be safe, to sell any OTC (GSL and P) medicines 

without a pharmacist’s presence to patients who had any existing health conditions, were taking 

other medicines or had other complications: 

 
CPSS1: So you’d be happy without a pharmacist being there selling P meds? 
CPSS2: Yes. 
CPSS1: So… you know if that patient was to say to you I’ve got high blood pressure…? 
CPSS2: Well obviously then I wouldn’t sell it because they’d have to speak to the pharmacist 
obviously. 
CPSS1: Right okay. 
CPSS3: I slightly disagree, I think we would like to sell over-the-counter medication but 
where there are no other problems.  Not just general over-the-counter sales but selective 
ones.  If somebody’s got diabetes or whatever, you know, I wouldn’t take the responsibility of 
selling them something, I would query it with the pharmacist.  So yes I agree with that but 
with the condition of, you know, without any complications… 
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CPSS1: As long as you’re doing your WWHAM questions.iv 
CPSS3: Your WWHAM questions yes.  As long as you’ve satisfied your WWHAM questions. 
(Community pharmacy support staff group) 

 

Dispensing of prescriptions 

All community pharmacy support staff, hospital pharmacists and hospital support staff and most 

community pharmacists agreed that assembly of prescriptions (with the exception of controlled 

drugs (CDs))v could take place during a pharmacist’s absence, as well as the taking in of prescriptions 

from patients.  Assembly of prescriptions involves the selection of items and labelling.  Pharmacists 

undertake a clinical check either before or after assembly; accuracy is then checked by a pharmacist 

or an accuracy checking technician. 

 

Community pharmacy support staff, hospital pharmacists and hospital pharmacy support staff were 

in agreement that accuracy checking of prescriptions could be safely performed by qualified support 

staff, but not all community pharmacists agreed that this would be safe.  Some expressed concern 

that the Accuracy Checking Technician (ACT) qualification had not being accredited by the General 

Pharmaceutical Council (see Table 1-1); meaning that pharmacy staff who were not registered as 

pharmacy technicians could still be awarded the qualification and use the title of ACT.    

 
CP1: They’ve accredited the fact that they’re a technician, not the fact that they’re an ACT.  
There’s no requirement also, for anyone to be a technician, before they’re an ACT, so you 
could get the cleaner doing the checking. 
CP6: I also don’t like the, sorry, the ACT, the technician part of the end of it, because it’s 
kind of slightly confusing, and that’s just my personal opinion.  Because you get a technician, 
you get a pharmacy technician, you get an accuracy checking technician, you’ve got a 
dispensing checker or checking dispenser, or something like that.  I find it slightly confusing. 
(Community pharmacy group) 
 

Handing out prescriptions 

The handing out of bagged, labelled and previously checked prescription items to patients caused 

disagreement across all groups.  Hospital pharmacists were mostly agreed that this would be safe for 

support staff to perform when a pharmacist was absent but contactable.  Several of the hospital 

pharmacists described that it was the norm for pharmacy technicians to hand out bagged 

prescriptions to patients and also provide counselling on that medication, as directed by the 

counselling point notes left by the pharmacist: 

 
HP4: … that’s very similar to me how I work in outpatients and the dispensary with 
counselling points, with technicians being the last port of call for that prescription unless they 
ask specifically for a pharmacist to hand out the prescription. 
HP2: As long as I could intervene and they could ring me.  If they rang me and said ‘oh this 
patient’s got this and they’ve got a bit worried about what one of the counselling points 
means’ I’m like ’right I’ll be down in a moment’… I wouldn’t worry about wanting to be there 

                                                           
iv WWHAM stands for a series of questions commonly asked by pharmacy staff before a medicines supply is made to the patient. These 
include: Who is it for?  What are the symptoms?  How long has the patient had the symptoms?  Action already taken?  Medicines 
(prescribed or others) taken for other reasons and any other medical conditions?   
v Certain medicines are classified as controlled drugs (CDs) under the The Misuse of Drugs Regulations 2001 (UK).  In a pharmacy CDs in 
Schedules 2 and 3 must be stored in a locked CD cabinet and a CD register must be kept for Schedule 2 CDs. 
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if I’d written down the points.  I’d want to be there if I’d written down a pharmacist must give 
this out or get one of my colleagues to take over who was available if I wasn’t. 
 (Hospital pharmacist group) 

 
In contrast, several community pharmacists stated that only a pharmacist should hand out 

prescriptions and counsel patients on medicines; although demands on the pharmacist’s time and 

requirement to check prescriptions often hindered the fulfilment of this role: 

 
CP2: … It’s where you’re talking to the patient and you’ve got the medicine in your hand, 
and you say…” Do you fully understand what you’re doing and why, and what the benefits 
are, and what the risks are?”  And you have that conversation with the patient and that’s 
what pharmacists do really, really well.  
CP5: That’s why I think *support staff+ shouldn’t hand out anything without the 
pharmacist there…I’ve given out plenty of prescriptions where I’ve said, have you had it 
before, but then I’ve kind of volunteered some information that they’ve not necessarily 
wanted, and then it’s come out, that no one’s ever counselled them on it…Just because 
they’ve had it before, doesn’t mean they’re taking it safely…I personally try and hand out as 
many scripts as I can throughout the day.  I much prefer handing them out because that’s 
when I get to speak to them about their medicines… I don’t necessarily want to stand there 
checking all day…but that doesn’t always happen unfortunately, and the medicines get given 
out by all the counter staff and they’re not even always asked if they have taken it before, 
and if they’ve got any questions, they just get given the medicine.   
(Community pharmacist group) 

 
In the community pharmacy support staff group, two dispensers from the same pharmacy had 

experience of the pharmacist leaving the pharmacy for a 45 minute prayer break every day.   These 

dispensers described how they often found this period frustrating in terms of not being able to hand 

out already checked and bagged prescriptions to waiting customers.  Although others in the same 

group, who had not been confronted with such a situation, were more cautious about handing out 

any prescriptions without the pharmacist being present: 

 
Int: In a way you’re being confronted with this situation though in real life where you 
think “I should be able to do this.” 
CPSS5: Yes, because it’s been checked by the pharmacist anyway. 
CPSS6: You can’t, but you think ‘well, actually why not?’ 
CPSS1: Sometimes with pharmacists though they check a medication, you don’t know what’s 
gone through their head when they check that medication to put it to one side, that’s been 
checked.  I’m hoping, you know, that 100% that’s been checked and it can go out but there 
might be the odd one, where they forgot to put ‘speak to the pharmacist’ on that bag, or it’s 
the first time they’re on a certain drug or something like that…I’d be so uncomfortable giving 
out without the pharmacist, anything that’s been dispensed. 
CPSS3: I even get wary of it now. 

 (Community pharmacy support staff group)  

Provision of pharmacy services 

There was some support amongst community pharmacists for staff to undertake some NHS 

commissioned pharmacy services during their absence, such as smoking cessation, checking blood 

pressure and needle exchange.  Additionally, the provision of ‘healthy lifestyle’ advice by support 

staff was the most agreed upon item by community pharmacists.  Community pharmacy support 

staff also generated similar lists of services, although some participants who did not have experience 
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of the provision of these services felt unable to say whether these could be safely performed.  Those 

with experience of these services felt that they could provide these without a pharmacist being 

present, as long as they had appropriate training and support from another member of staff: 

 
CPSS5: …we’re a healthy living pharmacy as well now so we’ve undergone all that sort of 
training as well.  See you can advise on lifestyle weight loss… smoking, you know, all the 
package really to enable somebody to help themselves.  If they’re not sort of going down that 
route then yes you’re signposting them to specific areas. 
CPSS4: I wouldn’t do it if I was on my own because you need someone to run the counter 
and stuff like that…but I’d do it without the pharmacist present…but then again if any 
problems arose… 
CPSS5: But then you would either ask them to wait until the pharmacist comes back or you 
would, I mean there’s always a way round that, there’s always an alternative. 
(Community pharmacy support staff group) 
 

Both community pharmacists and community pharmacy support staff were in agreement that 

services requiring more clinical input, such as Medicines Use Reviews (MURs), New Medicines 

Service (NMS) and the provision of Emergency Hormonal Contraception (EHC) should not be 

performed during pharmacist absence. 

 

2.3.1.2 Cannot be safely performed 

Table 2-4 presents the ‘cannot’ items generated by the nominal groups, along with the mean scores 

for each group.  In contrast to the ‘can’ items there was less disagreement both within and between 

the groups for ‘cannot’ items, as evidenced by the high mean scores for each of these items.  In 

summary, respondents agreed that activities related to the clinical expertise of the pharmacist, such 

as clinical checking and provision of clinical advice to patients required pharmacist presence.  

Activities involving controlled drugs were also viewed by the majority as requiring pharmacist 

supervision and presence. 

 
 

2.3.2 NGT: Overarching themes 

As to be expected, when asking participants to generate ideas about which pharmacy activities could 

and could not be safely performed by support staff in the absence of a pharmacist, several stated 

that there were a number of dependent factors upon which their decisions were based.  This section 

outlines some of these factors. 
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Table 2-4: Items generated by nominal group discussion participants – ‘cannot be safely performed’ 
Cannot be safely performed CP-ph CP-ss HP-ph HP-ss 

Clinically checking prescriptions  4  4  4  4 
Providing clinical advice to patients  4  4  3  3.33 
Using clinical knowledge around CDs - -  3.75  3.67 
Providing advanced services to patients (community only)  3.88  4 - - 
Supplying new medicines  3.88 -  3.75 - 
Selling  P-medicines (‘red list’)  4 -  3.25 - 
Destroying CDs -  4  2.5 - 
Selling OTCs when other medication or complications are present -  4 - - 
Providing clinical information to wards - -  4 - 
Accessing the CD cabinet -  3.83 - - 
Providing the ‘Medicines Information Service’ (hospital only) - -  3.75 - 
Anything to do with CDs  3.75 - - - 
Dealing with errors, complaints  3.63 - - - 
Supplying medicine under patient group direction   3.63 - - - 
Amending medicines on prescriptions - - -  3.33 
Carrying out extemporaneous preparation  3.5 - - - 
Advising patients on POMs & P-medicines  3.5 - - - 
Opening or closing the pharmacy -  3 - - 
CP = community pharmacy; HP = hospital pharmacy; ph = pharmacists; ss = support staff 
 = item generated by group    - = item not generated by group 
Scores represent the mean of the votes cast by the group on an agreement scale (1= strongly disagree; 2= disagree; 3= agree; 4= strongly 
agree).  The higher the score the higher the agreement level, for example, a mean of 4 indicates that all members of the group strongly 
agreed that the item could not be safely performed.  Scores in red represent a mean disagreement score. 

 

2.3.2.1 Taking professional responsibility  

Taking responsibility emerged as a central theme and was raised by participants in all groups.  

Amongst community pharmacists there was general consensus that if pharmacy support staff were 

to take on more roles when a pharmacist was absent they should accept professional responsibility 

for their actions.  Furthermore, community pharmacists wanted more clarity over who was 

accountable for such actions before they would comfortably delegated certain activities to support 

staff in their absence.  Pharmacy technicians, now registered with the General Pharmaceutical 

Council (GPhC) and therefore a regulated professional group, were viewed as the obvious candidates 

to take on this professional responsibility and accountability: 

 
CP8: I think there’s some things we have to do, because we are told by the insurance 
company, this is what you are going to have to do.  If there was an error that occurred with 
the ACT, the pharmacist responsible on the day is the person who would be called up.  So I 
don’t blame some pharmacists for saying, “I don’t care what qualification the ACT has.  I’m 
going to do that job”. 
CP4: Hmm, absolutely, yeah. 
CP1: It’s your neck on the block. 
CP2: That said, though, now we’ve got registered technicians, if we were to change those 
rules so that the technician took professional responsibility for the checking, and if it was an 
accredited… course that they’ve done, and therefore they were qualified, and they were 
prepared to take professional responsibility, I would be quite happy for them to do the entire 
assembly process and just leave me to do the patient interface bit, which is where I think 
pharmacists add value.  
(Community pharmacist group) 
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Hospital pharmacists also reported the need for more clarity around professional accountability and 

spoke of disparity between hospitals in relation to how accountability was interpreted.   One 

example provided was the taking of drug histories by pharmacy technicians (a relatively new role for 

pharmacy technicians, previously undertaken by a pharmacist), with questions raised over who was 

ultimately accountable for these drug histories: 

 
HP3: We’ve just moved to technicians taking drug histories, that’s fine they’ve been 
trained but I don’t like us having to sign those technicians’ drug histories off… I don’t know 
how my insurance will cover me but I feel if I’m going to put my name to it I actually have to 
go and check it.  So then you’ve got two people tied up for 20 minutes each… 
HP2: I think it works quite well if they sign to say that they’ve done a drug history …you’ve 
got an accurate list of medicines of what they’re on and then I sign to say that the medicines 
is clinically appropriate for that patient.  So I countersign a technician’s drug history…  
HP1: I think where we work people work with it differently…I think a bit more guidance is 
needed as to what that verification means because I don’t think there’s a lot of clarity on that. 
HP3: No there’s not. 
HP1: On both the technician side and our side.  Like you say who is ultimately responsible 
for that drug history? 
HP2: If they are on the register to me and they’ve said they’ve done the training and said 
that they’re competent … they are responsible for the drug history…that’s my attitude. 
(Hospital pharmacist group) 

 
In the hospital support staff group, opinions on how much responsibility pharmacy technicians 

should take differed.  One pharmacy technician was explicit in his support for pharmacy technicians 

taking on extended roles and consequently accepting more professional responsibility for doing so.  

Another pharmacy technician was less willing to accept this additional responsibility.  The following 

exchange highlights these differing opinions, with respondent 1 being reassured by the fact that he 

was now a registered professional with support from professional bodies, and respondent 2 stating 

that he was reassured by the current situation in which the responsible pharmacist or chief 

pharmacist takes ultimate responsibility for the actions of their staff: 

 
HPSS1: … now that the role of the technician is evolving and we are taking on a lot more 
responsibility we do now have them people there to help us and guide us if things ever do go 
wrong.  If a mistake is made or an error we do have… the *General+ Pharmaceutical Council, 
the Association of Pharmacy Technicians, people there for when things do go wrong.  So for 
me, purely for my progression and my career, I’m very pro technician in that I’d quite happily 
take on more responsibility because I feel confident that I can do that.  I’m happy to take on 
the responsibility and I get a little bit of comfort at least knowing that if something does go 
wrong then there’s people there to help you through it. 
HPSS2: Yeah.  Because still even in community or in hospital you’ve still got the head honcho 
that is taking responsibility for all of their staff whether they’re there or not, so if anything 
was to go wrong it’s not just the buck will stop at us, they have to in theory take some 
responsibility for it just because of the way the profession is. 
(Hospital pharmacy support staff group) 

 
In the community pharmacy support staff group, a reluctance to take professional responsibility for 

activities performed in the absence of a pharmacist was commonly expressed, for example: 
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CPSS1:  I agree, if I was doing the ACT role, as it were, I’d be happy to check an owing, 100% 
happy checking it because the clinical check has been done, but leaving the pharmacy no.   
Because that pharmacist has done that clinical check and they’ve got responsibility for that 
leaving the pharmacy, I would not like that responsibility. 
CPSS2: No I agree with you, I agree with that. 
CPSS3: See we don’t want responsibility do we really? 
CPSS2: We don’t like the blame on our shoulders. 
(Community pharmacy support staff group) 

 
Community support staff also raised the issue of financial reward for taking responsibility, arguing 

that, unlike pharmacists, they were not paid sufficiently to accept this responsibility: 

 
CPSS3: Yes that’s true they get paid the big money to take the responsibility as well. 
CPSS1: There is that side of thing… I didn’t think about that actually. 
CPSS2: Yes the financial reward. 
CPSS3: Yes definitely. 
(Community pharmacy support staff group) 
 

Unlike the hospital pharmacy technician who viewed pharmacy technician registration as a step 

towards greater recognition for the profession and further evolution of the pharmacy technician role, 

community pharmacy technicians saw little benefit to registration.  Pharmacy technicians from this 

group felt that their roles had not changed since registration: 

 
CPSS1: Obviously I’m in my second year *of pharmacy technician training+ now, I don’t see 
any benefit from being registered, I don’t see it. 
CPSS3: You’re just, they say you’re protected don’t they, but I don’t know by who?... 
CPSS2: I know they’re paying what is it £120 a year just to have us on the register and I don’t 
get any benefit… 
Int: So you don’t really see a difference? 
CPSS2: Not really nothing really, no difference to 12 months ago other than you’ve got a 
certificate on the wall, another one… 
CPSS3: I don’t feel any different….I don’t feel any more professional than I did before to be 
honest. 
(Community pharmacy support staff) 

 

2.3.2.2 Knowing the team 

For both hospital and community pharmacists one of the most important factors influencing how 

comfortable and confident they felt about delegating to support staff during pharmacist absence 

was their knowledge of their team.  Having awareness about their support staff’s level of training 

and competency was said to be critically important: 

 
HP4: I think it comes down to having that good relationship …with your support staff and 
knowing their limitations and them knowing what you’re willing to accept them to do within 
their role.  And I think that comes with experience and also having that relationship with your 
technician.   
(Hospital pharmacist group) 
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For community pharmacists, in particular, the issue of being a locum and not necessarily having 

awareness of the training and competence of support staff was raised as a problem.  It was 

suggested that any changes to supervision would need to take account of support staff’s varying 

competency levels and the possibility that pharmacists may not always possess an awareness of the 

competencies of the staff they work with: 

 
CP2: …I’m very conscious that I’ve worked in certain pharmacies where, as a locum, I 
haven’t had the confidence that the staff would be able to do that. 
CP4: I absolutely agree.  That’s why I’m saying, within a situation where you’re working 
with a team you know, it is absolutely fine.  I’m lucky at the moment, that I’m working with a 
team that I know, but I have worked in stores where I haven’t, in the last few years.  And you 
think, “Hmm, I don’t know what their level of training is”.  Even if they appear to have that 
level of training, you don’t actually observe it.  You haven’t had the opportunity to observe it 
yourself and feel comfortable with it.  And so when you start talking about supervision down 
the line and changes, to be able to put legislation in, that will fit the lowest, common 
denominator, is what will have to happen.  And that will then be a constricting thing for 
pharmacists that are running very well and with incredibly well trained staff.  That is going to 
be where the balance is difficult. 
(Community pharmacist group) 

 

Conversely, both hospital and community pharmacist support staff spoke frequently about being 

aware of their own competency levels, knowing where the limitations of their role lay and when to 

seek help from others: 

 
HPSS1: I am very self aware and I do know my own competence and what I know I can do 
and what I know I can’t do. I have no problem with contacting the pharmacist when I don’t 
know.  There have been plenty of times where I’ve been asked a clinical question on a ward 
and I’ve said “I’m sorry, I don’t know, you will have to speak to a pharmacist”. But there’s 
also other times where I’ve been asked questions and I’m happy to answer them because I 
genuinely know the answer and I’m happy to take that responsibility. 
(Hospital pharmacy support staff group) 

 
CPSS1: … know your limitations within your role…know always when to pass it over…I’m a 
confident mouthy person and I will say to somebody if I’m uncomfortable with it, whatever 
the reaction is afterwards. 
CPSS2: Yes I think so, it’s always best to ask. 
CPSS1: Because at the end of the day it’s that patient that’s taking that medicine and it’s 
their safety and what have you leaving that pharmacy.  So I’m confident with myself, you 
know, with the experience I’ve got working in a pharmacy. 
(Community pharmacy support staff) 

 

2.3.2.3 Pharmacist presence and relinquishing control 

An important theme emerging from the community pharmacist group was the need to be physically 

present in the pharmacy at all times; many were adamant that their presence was critical to the safe 

operation of a pharmacy.  They stated that pharmacist presence was reassuring for patients and 

provided a general air of safety, but also acknowledged that they could not always be fully aware of 

everything happening in the pharmacy.  For some, the importance of being physically present was 
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difficult to articulate, but was spoken of in terms of the possession of tacit or ‘subliminal knowledge’ 

about what was going on in the pharmacy: 

 
CP5: There needs to be a pharmacist there all the time…it’s not always good to do it over 
the phone, because you can’t pick up, the cues on their face, you can’t see whether they look 
confused or not, or…and those are the things that sometimes make you jump in and do 
something. 
 
CP6: …it’s different over the phone or on a screen, it’s something about a pharmacist 
being in the pharmacy, that to me feels more safe and I can’t really explain it. 
 
CP2: …there is that radar.  It’s sort of subliminal knowledge of what’s going on in the 
pharmacy.   
(Community pharmacy group) 

 

Some community pharmacists did however challenge this perception, indicating that opposition 

towards changes to supervision could be related to reluctance by pharmacists to relinquish some of 

their control, utilise available skill mix and delegate appropriately:  

 
CP2: …patients will be harmed…because they won’t get the clinical input that only a 
pharmacist can give. 
CP3: Hmm. 
CP8: I disagree with that.  Ten to fifteen years ago, nurses started doing jobs which they 
were not thought to be capable of doing.  They started doing some of GP jobs, they’re now 
doing it as a matter of routine.  I think that there are staff who are trained up to do that job.  
They can do that job.  I don’t think it’s… 
CP2: I would agree with that but then they’d be called pharmacists. 
CP8: I would disagree with that as well. 

 
CP4: People say, “Oh we’re needed to do X, Y and Z”…a lot of the things we’re talking 
about there that we have to do, we clearly should do, but there’s an awful lot of stuff we 
think we need to do that I challenge whether we actually do need to do. 
(Community pharmacist group) 
 

Participants in the hospital pharmacist group had more experience of working away from the 

dispensary and being contacted by support staff if required.  Again there was some disagreement 

about the necessity for pharmacist presence in the dispensary and whether or not, when present, a 

pharmacist could realistically be aware of and fully supervise the dispensary:  

 
HP2: I know some technician led dispensaries that don’t have pharmacists in the building, 
that have a pharmacist remote and they work amazing. 
HP1: I think as long as there’s someone *technicians+ can contact.  Because often I’ll be in 
the dispensary and I’ll just be accuracy checking not doing anything that needs to be done by 
a pharmacist and I’m not having to intervene… 
HP3: But you’re there and you’ve got the overview of being a pharmacist.  In fact you 
probably shouldn’t even be accuracy checking you should just be observing and monitoring 
what’s going on.  
HP1: But you hope your dispensary... your senior technical staff they’re registered 
professionals they should be doing that and there’s no reason why you need to be a 
pharmacist to check... 
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HP3: To hear what’s going on over the phone, over the reception area, just to keep that 
professional, second professional eye and ear on the running of the dispensary. 
HP1: I guess sometimes you do... you’re just listening while you’re working and you go 
hang on what was that, what were you talking about there...? 
HP3: But if you’re not there you don’t hear it. 
HP1: But you might not hear it anyway. 
(Hospital pharmacist group) 
 

 

 

2.3.3 Superintendent views 

Superintendents from one supermarket, four large multiples, and one smaller multiple agreed to 

take part in the interviews. 

2.3.3.1 The case for change 

Overall, the six superintendents interviewed expressed similar views in relation to the need to 

reform supervision requirements in the future, to enable greater flexibility.  All felt that current 

supervision requirements were in some ways impeding the ability of pharmacists to offer more 

clinical patient-focused activities.  They also spoke about the current ‘responsible pharmacist’ 

regulations stating that the loss of function in the pharmacy as a result of pharmacist absence both 

inconvenienced and confused patients: 

 
…as long as functionality can continue by handing out prescriptions so patients aren’t 
inconvenienced… I think the Responsible Pharmacist regs have not really been very useful for 
us and a bit restrictive really because nothing can happen once the pharmacist leaves, we 
would want to be able to do some things which we can’t do at the moment.  (Superintendent 
2, large multiple a) 

 
Well the public don't understand why 32 paracetamol are a P, but you can buy a few packets 
of 16 in a garage or a corner shop.  They don't understand why a prescription that's already 
been checked by a pharmacist can't be handed out when the pharmacist is not there, when 
quite often in the real world, everybody knows that when the pharmacist then returns to the 
branch they may or may not *hand it out to the patient+…The public don't understand the 
differences between some of these things or why people can't leave the branch to do things.  
(Superintendent 3, large multiple b) 

 

2.3.3.2 What change should look like 

In terms of activities that could be performed safely by support staff when a pharmacist was absent, 

the most common activities mentioned by superintendents were similar to those generated by the 

nominal group participants.  There was agreement that GSLs and some P medicines (using a red and 

white card alert system) could be sold and that the handing out of checked and bagged prescriptions 

was appropriate.  Dealing with controlled drugs was commonly raised by superintendents as an 

activity not considered safe. 

 

Whilst superintendents wanted supervision requirements to be relaxed in some way to offer greater 

flexibility, complete remote supervision was not the preferred model.  All superintendents stated 

that community pharmacy’s strength was the accessibility of the pharmacist for patients and this 
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should not be comprised by any changes.  There were suggestions that remote supervision could be 

utilised in out-of-hours situations, in pharmacies with very low volume of prescriptions, in more rural 

remote areas, and in emergency situations (pandemic or severe weather conditions).  Although most 

superintendents were against a complete remote supervision model for community pharmacy, they 

felt it necessary to have legislation in place to allow remote supervision to occur if necessary: 

 
I think pharmacists are seen to be accessible when GPs aren’t.  I think *remote supervision+ 
would really do some damage to our reputation, however, I’m sure there must be some 
scenarios where in remote areas maybe...it would help with access.  It would have criteria 
really as to justify that…From our perspective in my company I think with 100 hours we 
would like to see if we could push the rules a little bit if it was legal, maybe for that last hour 
in a pharmacy when you get one script but there must always be somebody available. 
(Superintendent 2, large multiple a) 
 
…the scenarios that have been painted in some of the professional press…you'd only got one 
pharmacist sat in like mission control, supervising lots of pharmacies.  I don't subscribe to 
that model.  But I think we could use technology to enable pharmacists to be flexible so that - 
particularly in the branches where perhaps the volume of prescriptions coming through 
means that actually you would have the time to go and do some added value service.  
(Superintendent 3, large multiple b) 
 
…if it’s good enough for out of hours, is it good enough for all hours?  So could then one 
pharmacist look after a couple or three pharmacies and the other pharmacists who were 
there before do other more meaningful work?  Your pharmacist at the moment is just 
wasted…just kind of checking for the sake of checking, and that isn’t what most pharmacists 
do their degree for. (Superintendent 5, supermarket) 
 

Another scenario mentioned by several superintendents was the health centre pharmacy and the 

need for changes in supervision requirements to take account of pharmacies situated in or linked to 

other premises – to allow pharmacists to be elsewhere in the building but not tied to the area of the 

registered pharmacy premises: 

 
I wouldn’t want *the pharmacist+ to be much further away than say next door at the GP 
practice… many of our pharmacies link into another healthcare environment and being able 
to do that and not worry… because the doctor’s got a patient in with him you could slot in 
between the next one and nobody knows whether that’s two minutes or five minutes but you 
miss the opportunity [to do that] by rushing back to the pharmacy simply to say yes to 
somebody buying some paracetamol, we all look stupid. (Superintendent 1, small multiple) 

 

All superintendents were also supportive of the idea of utilising the skills and competencies of 

trained support staff further.  The need to explore and utilise new forms of technology which could 

enable changes to supervision was also raised by some superintendents interviewed. 

 

2.3.3.3 The role of pharmacy technicians 

All superintendents clearly stated that pharmacy technicians could and should play a greater role in 

community pharmacy in the future.  Many felt that as registered professionals they were an 

untapped resource not being fully utilised.  Several stated that there was currently little difference in 

the roles undertaken by NVQ level 2 dispensers and NVQ level 3 pharmacy technicians.  
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Comparisons were also made with the system in hospital pharmacy and a need for community 

pharmacy to think more creatively about how pharmacy technicians’ skills could be used and 

developed in the future: 

 
If you walked into a pharmacy and there was just people working there, you would find it 
really difficult to distinguish based on watching their work who was an NVQ2 and who was 
an NVQ3… there's a lot that community pharmacy can learn from the hospital structure 
about allocating additional tasks or responsibilities to perhaps technicians and dispensing 
assistants who would traditionally have sat with the pharmacist.  (Superintendent 3, large 
multiple b) 
 
I don’t think at the moment pharmacists understand the resource they’ve got or use it 
appropriately but I equally don’t think that many technicians in our area they’re not people 
whose sole career has been a technician.  They’re not particularly empowered if you like to 
think oh I really must do this job. (Superintendent 1, small multiple) 
 
…they don’t do any different from before, and also they don’t do much different from a 
dispensing assistant…So there’s not enough of a role for them.  If the law changed, where 
they could supervise the pharmacy without the pharmacist being there, then I can see doing 
a lot more with them.  (Superintendent 5, supermarket) 
 

2.3.3.4 Clarity on responsibilities 

The superintendent quoted above suggested that in the future, supervision regulations could change 

to allow a ‘pharmacy professional’ to be responsible for the operation of the pharmacy, which would 

therefore enable pharmacy technicians as well as pharmacists to take on this role and be jointly 

accountable.  All superintendents felt that in order for changes to supervision to be made it would 

be useful to have greater clarity on the professional responsibility and accountability of pharmacy 

technicians.  Several also felt that currently there were not clearly drawn lines of responsibility 

between superintendents and responsible pharmacists, which also needed to be addressed: 

 
I think it’s very grey to be honest…the buck obviously has to stop with somebody but I think 
there’s some culpability in both from an RP and the superintendent and it depends on what 
the incident is…I think you may find as the roles change and supervision does come in there 
will have to be…accountability for the person whose actions were undertaken to make 
something happen.  So if somebody has been trained signed all the SOPs, knows the process, 
has worked with the pharmacist for years and something happens that is not just a human 
error there’s got to be some accountability. (Superintendent 2, large multiple a) 
 
I think, as well, if we get into greater defining processes with regards to control, safety and 
responsibility, then we would be less likely to need to define supervision.  So I think a greater 
understanding of the role of a registered technician, what they can do; clarity around what 
the superintendent is responsible for, and clarity around what the responsible pharmacist is 
for, and the registered technician.  I think if we had that degree of clarity you would then be 
able to have a greater flexibility with regards to supervision.  (Superintendent 4, large 
multiple c) 
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2.4 Discussion 

This stage 1 of the study utilised the Nominal Group Technique, a structured procedure which allows 

for the gathering of qualitative insights,44 and interviews, has generated a number of possible ideas 

about the activities pharmacy support staff could perform during a pharmacist’s absence.  These 

include the provision of some newer services, particularly those which require less clinical 

knowledge, such as ‘healthy lifestyle’ advice and other public health services.  With regards to the 

sale and supply of medicines, the more traditional and core pharmacy activities, accuracy checking, 

the assembly of prescriptions, the handing out of previously checked and bagged dispensed 

prescriptions, and the supply of GSL and a selective list of P-medicines within guidelines were 

suggested. 

 

Some of the main barriers and challenges to supervision changes in the future were identified, 

including community pharmacists’ perceptions about their presence being critical to patient safety 

and a reluctance to relinquish control.  Concerns about knowing and trusting the competencies of 

support staff were identified, and that needs may be different for those familiar with their staff 

versus those unfamiliar with support staff and their competencies, such as locums who cover 

different pharmacies.  A need for clarity on professional roles, responsibility and accountability was 

also identified as important to enable effective delegation.  Having sufficient numbers of 

appropriately trained support staff was identified as potentially enabling future changes to 

supervision arrangements; however reluctance by support staff to take greater professional 

responsibility, and pharmacist reluctance to take responsibility for the actions of others during their 

absence, were identified as potential barriers to implementing any changes.   There appeared to be 

some differences in views held by pharmacists and support staff, and also differences depending on 

sector, i.e. whether participants worked in community or hospital pharmacy. 

 

Findings from this first stage of the study were taken forward and used to inform the design of a 

questionnaire for pharmacists and pharmacy technicians, discussed next in section 3.  A complete 

discussion of findings and their implications can be found in the main report discussion in section 4. 

 

 

 

3 PHARMACIST AND PHARMACY TECHNICIAN SURVEY 
 
 

3.1 Introduction 
 
Following the qualitative stage 1 of this project, involving nominal group discussions with 

pharmacists and pharmacy support staff in community and hospital pharmacy and telephone 

interviews with superintendent pharmacists (see preceding section 2), a questionnaire was designed.  

This was distributed to a representative sample of pharmacy professionals registered with the 

General Pharmaceutical Council (GPhC).  The survey investigated respondents’ perceptions of which 

pharmacy activities they felt could be performed while a pharmacist was not present (but 

contactable).  Respondents’ perceptions of risk to patient safety, if these activities were to be 

performed during a pharmacist’s absence, were also investigated in the survey.  Views on trust in 
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support staff confidence and competence, and professional roles and responsibilities (accountability) 

were also sought.  In order to determine the extent to which respondents’ views were influenced by 

contextual / organisational variables (such as skills mix) and pharmacist characteristics (such as years 

in practise) data related to these variables were also collected by the survey.   Besides data on 

respondents’ characteristics, sector and work settings, we also used validated measures of workload,  

to allow analysis of how they relate to respondents’ experiences and views regarding supervision.  

The following section details our approach in detail (3.2 method), whilst the following section (3.3 

findings) details our analysis, with further information in Appendices B to F. 

 

 

3.2 Method 
 

3.2.1 Questionnaire design 

Two versions of the questionnaire were designed, one for pharmacists and one for pharmacy 

technicians (see appendix A for pharmacist version of the questionnaire), aimed at pharmacy 

professionals working in either community or hospital pharmacy.  The majority of questions were 

identical for both versions; differences included job title and qualification questions and the 

inclusion of additional questions about the use of the ‘Responsible Pharmacist’ absence and locum 

pattern of work for pharmacists only.  Because sector of work information was not available to the 

research team (and therefore the questionnaires was distributed to a representative sample of GPhC 

registered pharmacy professionals in England in all sectors, so also including, for example, academia 

and the pharmaceutical industry), a filter question was included at the start of the questionnaire.  

Those not working in hospital or community pharmacy were not required to complete the 

questionnaire, but asked to complete this initial question stating their sector of work and leave the 

rest of the questionnaire blank.   Section A of the questionnaire contained background/demographic 

questions which included: job title, type of organisation worked in, hours worked, number of staff 

worked with, years working in current pharmacy, years working in pharmacy generally, qualifications, 

gender, age and ethnic group. 

 

The main section of the questionnaire (section B), presented respondents with a list of 22 activities.  

These activities were derived from the NGD findings outlined in section 0 and were grouped into a 

list of medicine related activities and service related activities.  Both those activities which stage 1 

participants had identified as CAN, or CANNOT, “be safely performed by support staff when a 

pharmacist is not physically present (but is accessible to advise and intervene)” were included.  The 

first question (B1) was designed to be similar to the question posed to respondents during the NGDs: 

 

If a pharmacist was not physically present on the pharmacy premises for up to 2 hours (but 

contactable to advise and intervene), it would be safe for suitably trained and competent 

support staff to (followed by list of 22 activities) 

 

To examine the strength of agreement (or disagreement), a four-point agreement scale was 

presented to respondents (1=strongly agree, 2=agree, 3=disagree, 4=strongly disagree) as well as a 

‘don’t know/not relevant’ option.   The definition of the pharmacist’s absence being ‘up to two hours’ 

was added in order to ground the question in current practice under the RP legislation.  As in the 
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NGDs, respondents were asked to assume that staff were suitably trained and competent.  

Additionally, support staff were defined as those in possession of NVQ level 2 or 3 (or equivalent).  

Initially, the research team considered limiting this definition to PTs only (and thus level 3 NVQ and 

GPhC registered only).  However it was apparent from the NGDs and previous studies18 that not all 

pharmacies employ PTs, so some pharmacist respondents may not have had any experience of 

working with PTs.  It is recognised that this is a limitation of the survey with the competencies and 

knowledge of PTs being possibly more advanced than those of pharmacy/dispensing assistants.  

Although PT questionnaire respondents were also asked to consider both NVQ level 2 and 3 staff, 

they may have been likely to base their answers on their own level of competencies as PTs, whereas 

pharmacists may have based their answers on staff with a lower level of competency.   

 

Question B2 presented the same 22 activities to respondents but asked them to assess the 

perceived risk level to patient safety if these activities were to be carried out by support staff: 

If a pharmacist was not physically present on the pharmacy premises for up to 2 hours (but 

contactable to advise and intervene), and support staff were to carry out these tasks, the risk 

to patient safety would be: 

 

A four point perceived risk scale (1=no risk, 2=low risk, 3=moderate risk, 4=high risk) was 

presented to respondents for this question and a fifth option of ‘don’t know.’  The aim of this 

question was to examine how respondents rated the risks of these activities and whether there 

was any correlation between their agreement level that an activity was or was not safe for 

support staff to perform and their perception of the risks involved if this were to happen. 

 

These questions were followed by a series of statements (B3 to B5) to examine perceptions about 

changes to supervision and role delegation, which aimed to explore readiness for change.  They 

were based on ones developed in a previous study38 and expanded these using the findings from this 

study’s stage 1.  The same four point agreement scale used in B1 was presented here. 

 

Section C was designed to be completed by those working in community pharmacy only and aimed 

to collect additional background information for these respondents, about workload (in terms of 

number of items dispensed), advanced and enhanced service provision, opening hours and pattern 

of locum work (for locum pharmacists only).  A free text comments box was also included to allow 

respondents to make any additional comments about supervision arrangement in pharmacy.  

Comments made by respondents are presented following analysis of the quantitative data in section 

3.3.9 of this report. 

 

The questionnaire was piloted with five pharmacists and three pharmacy technicians identified 

through the research team’s own network of contacts 

   

3.2.2 Sample selection 

The aim of the sampling strategy employed was to gather views from a representative sample of 

pharmacists and pharmacy technicians in England in such a way that the findings would be 

generalisable to the wider population.  The rationale for the study being undertaken in England only, 

despite supervision requirements applying UK wide, is that there are considerable differences 
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between England, Wales, Northern Ireland and particularly Scotland, especially with regards to 

community pharmacy services and contractual arrangements.  It was outside the scope of a study of 

this size to also take account of these variations. 

 

An a priori power analysis during the design stage of the study was carried out to determine 

necessary sample size.  This was far from straightforward due to there being several variables of 

interest for which there is little or no accurate information about their distribution in the population 

as a whole.  However, following statistical advice, a power calculation was performed on a number 

of parameters, including an alpha level of 0.05 (or p-value of ≤0.05) and a desire to detect effects of 

10%.  A sample of 200 pharmacists and 200 pharmacy technicians gave 90% power to detect a 

difference of 10% (10% in one group versus 20% in another group) at the 5% level of significance. 

 

At the time of designing the study and power analysis, the most up-to-date workforce figures were 

from the 2010 RPSGB Register of Pharmacists analysis45 which reported that there were 

approximately 33,000 practising pharmacists in England i.e. those who were subsequently 

transferred to the GPhC register.  Also at this time it was estimated that following registration 

becoming mandatory from 1 July 2011, the number of pharmacy technicians was around 15,000 in 

England [personal communication Janet Flint, GPhC, June 2011]. It was decided that a 5% 

representative sample of pharmacists and 10% of pharmacy technicians on the GPhC register in 

England, about 1,500 in each group, would be a sufficient sample size.  If a minimum response rate 

of 40% was assumed, this would equate to receiving returned questionnaires from approximately 

600 pharmacists and 600 technicians.  Given that about two thirds of pharmacists46,47 and pharmacy 

technicians16 work in community pharmacy, it was estimated that responses from these groups 

could equate to around 400 from each group; double the amount required to give 90% power to 

detect a difference of 10%. 

 

After submitting a request to the GPhC for access to data for research purpose, the research team 

were provided with a random sample of 1,500 pharmacists and 1,500 pharmacy technicians based in 

England from the GPhC register.  The database provided contained the respondents’ names, 

addresses and email addresses (where available). 

 

3.2.3 Questionnaire distribution 

A few days prior to postal distribution of the questionnaire, an email was sent to those in the sample 

whose email addresses were available, notifying them that they would be receiving a questionnaire 

in the next few days.  Paper questionnaires were distributed to potential respondents with a 

covering letter, information sheet and freepost return envelope at the beginning of August 2012.  

Each individual in the sample was assigned an ID number to enable reminders to be sent to non-

responders.  In an effort to boost response rates, online versions of the questionnaire were also 

developed using selectsurvey.net.  Non-responders received a reminder letter including another 

copy of the questionnaire and an email reminder containing a link to the online version 

approximately four weeks later.  Two weeks following this, a second email reminder was sent.    
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3.2.4 Analysis 

All community and hospital sector respondent data were inputted into SPSS v16.   Data were 

entered into two separate databases, one for pharmacists and one for PTs; these were later merged 

into one database using only variables present in each.   

 

The aims of the analyses were to: 

1. Demonstrate to what extent respondents considered the 22 activities safe for support staff 

to perform during pharmacist absence, providing a ranking of these. 

2. Examine how respondents perceived the risk levels associated with these 22 activities and 

provide a ranking of these. 

3. Assess the level of agreement with the changes to supervision and role delegation 

statements and thus readiness to change. 

 

Then to: 

4. Examine differences in agreement levels and risk perceptions between professional role 

(pharmacist vs. pharmacy technician) and sector (hospital vs. community).   

5. Examine in detail differences in agreement and risk levels within community pharmacists as 

a professional group and community PTs as a professional group, exploring the relationship 

between agreement/risk levels and a series of demographic and contextual variables (such 

as job role, working patterns and hours, organisation, number of staff experience and 

qualifications) that the research team considered may influence respondents’ views of the 

activities and the risk associated with performing these activities during a pharmacist’s 

absence. 

 

All analyses were performed in SPSS.  Simple descriptive statistics, including frequencies, mean, 

range and cross-tabulations were performed to examine aims 1-3.  Bar charts to display these data 

were produced in Excel. 

 

Chi-square tests were used to examine aim 4, which involved the recoding of the agreement scale 

and risk scale variables into binary variables.  Here, agreement was recoded from 1=strongly agree, 

2= agree into 1=agree,, and 3=disagree and 4=strongly disagree into 0=disagree.  The scale 

measuring perceived risk was recoded from 1=no risk, 2=low risk into 1=no/low risk and 3=moderate 

risk, 4=high risk into 0=moderate/high risk.  Respondents answering ‘don’t know/not relevant’ were 

excluded from this analysis.  Statistical significance was defined as 𝜌 ≤ 0.05.   

 

For aim 5, independent samples t-tests were used to examine significant differences between the 

mean agreement and risk ratings of two groups, using the dependent agreement and risk scale 

variables and a series of independent categorical variables (e.g. locum pharmacists vs. non-locums, 

ACT qualified vs. not ACT qualified).  These tests necessitated the recoding of the independent 

variables into binary variables.  Statistical significance was defined as 𝜌 ≤ 0.05.  In these analyses 

the agreement and risk scales have been conceptualised as continuous variables.  It is acknowledged 

that there is debate about the appropriateness of using ordinal data as interval data and while the 

research team acknowledge this as a potential limitation to the analysis have chosen to follow the 

convention of viewing Likert scales as representing an underlying continuous measure.48-50 
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Additionally for aim 5, Spearman’s rank correlation was performed to examine positive or negative 

correlations between the agreement/risk scale variables and other continuous variables (such as 

number of support staff worked with or years experience in pharmacy).  Again, statistical 

significance was defined as 𝜌 ≤ 0.05. 

 

Multiple linear regression analysis was also performed on the community pharmacists and 

community PT data using two dependent variables and a series of potential predictor variables.  The 

dependent variables were the number of activities agreed safe for support staff to perform, and the 

number of activities rated as no or low risk.  Potential predictors included binary variables, such as 

full-time or not, locum/relief CP or not, ACPT or not, uses RP absence or not, large pharmacy or not, 

and continuous variables, such as years in pharmacy, number of support staff and number of PTs 

worked with.  The results from the regression analysis did not indicate a good fit for the models, 

with R2 values of less than 0.07, suggesting that there are other factors that confound the 

relationship between the dependent and predictor variables and have therefore not been included 

in this report.   

 

3.3 Findings 
 

3.3.1 Response rate 

The survey achieved an overall response rate of 50%, as detailed in Table 3-1.  A number of surveys 

were returned as ‘undelivered’ by Royal Mail.  Some respondents also returned their questionnaires 

blank with a note explaining that they no longer worked in or had retired from pharmacy.  Excluding 

these responses gave a revised response rate for PTs of 57.3% and 43.2% for pharmacists.  The 

number of useable responses (excluding those respondents who did not work in hospital and 

community pharmacy) is given in the final column of Table 3-1.  As sector information was not 

included in the sample provided by the GPhC, it is not possible to calculate response rates by sector. 

 
Table 3-1: Survey response rate 

 Surveys 
returned 
(n) 

Response 
rate  
(%) 

Undelivered 
/other 

Revised 
response 
rate (%) 

Non CP/HP 
respondents 
(n) 

Useable 
responses 
(n) 

Pharmacists 642 42.8 14 43.2 96 546 
Pharmacy 
technicians 

854 56.9 10 57.3 80 774 

Total 1496 49.9 24 50.3 176 1320 

 

 

3.3.2 Respondent demographics 

3.3.2.1 All respondents 

Table 3-2 gives a breakdown of the gender, age, ethnic group, working hours and sector information 

for the pharmacist and pharmacy technician respondents (working in community and hospital).  The 

demographics of the survey respondents in terms of gender and ethnic group are similar to those of 

the wider pharmacist and pharmacy technician population in the UK, as demonstrated by the 

corresponding GPhC register analysis figures also provided in Table 3-2.  
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3.3.2.2 Community pharmacy respondents 

Table 3-3 shows that the majority of community pharmacy respondents were working in large 

multiple chain pharmacies.  The majority of community pharmacist respondents reported working as 

pharmacy managers, with a quarter reporting they worked as locum community pharmacists.  

Combined with the category of relief pharmacists, around 38% of the respondents were therefore 

working in a potentially less static, more flexible role in community pharmacy.  For community 

pharmacy technicians around a third of respondents reported working as accuracy checking PTs 

(ACPTs).  For both community pharmacists and PTs, the mean number of years working in pharmacy 

was 18 years (range 0-62 years for CPs, range 2-45 years for CPTs) (see Table 3-5).  The number of 

staff worked with is also shown in Table 3-5.  Community pharmacist and community pharmacy 

technician responses indicate that there was, on average, around 1.3 pharmacists working in each 

respondent’s pharmacy.  The majority of community pharmacists reported that they did not use the 

RP absence (68.7%) (see Table 3-6).  Table 3-7 shows community pharmacy respondents’ reports of 

a selection of advanced and enhanced services. 

 
Table 3-2: Demographics (all respondents) 

             Pharmacist Pharmacy technician 

 N % GPhC 
register 
(2011) 

N % GPhC 
register 
(2012) 

Male 219 40.1 40.6 56 7.2 9.8 
Female 327 59.9 59.4 718 92.8 90.2 
Total 546   774   
       
White 333 61.6 61.3 696 89.9 89.5 
Asian or Asian British 152 28.1 26.9 49 6.3 7.6 
Black or Black British 30 5.5 5.4 14 1.8 1.8 
Mixed ethnic group 8 1.5 * 11 1.4 0.6 
Chinese 14 2.6 3.7 0 0 0.1 
Other ethnic group 4 0.7 2.8* 4 0.5 0.4 
Total 541   774   
       
Under 25 12 2.2  23 3.0  
25-34 191 35.2  182 23.6  
35-44 109 20.1  216 28.0  
45-54 113 20.8  238 30.8  
55-64 86 15.8  109 14.1  
65+ 32 5.9  4 0.5  
Total 543   772   
       
Full-time 351 64.5  446 57.7  
Part-time 130 23.9  317 41.0  
No set hours 63 11.6  10 1.3  
Total 544   773   
       
Community pharmacy 430 78.8  476 61.5  
Hospital Pharmacy 102 18.7  291 37.6  
Both community and 
hospital pharmacy 

14 2.6  7 0.9  

Total 546   774   
* Mixed and other ethnic group combined in pharmacist register analysis 
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Table 3-3: Organisation and job title of community pharmacy respondents 

 Community 
pharmacist 

Community PT 

 N % N % 
Independent 96 22.7 85 18.3 
Small chain (2-4 stores) 38 9.0 21 4.5 
Medium chain (5-25 stores) 37 8.7 30 6.5 
Multiple (25-100 stores) 25 5.9 38 8.2 
Large Multiple (>100 stores) 194 45.9 260 55.9 
Supermarket 33 7.8 31 6.7 
Total 423  465  
 N % N % 
Pharmacy owner 42 9.8   
Superintendent 17 4.0   
Pharmacy manager 131 30.5   
Area manager 3 0.7   
Second pharmacist 49 11.4   
Relief pharmacist 56 13.1   
Locum pharmacist 108 25.2   
Pharmacy technician   312 65.5 
Accuracy checking PT   163 34.2 
Other  23 5.4 1 0.2 
Total 429  476  

 

 
Table 3-4: CP locums - pattern of work 

 Community 
pharmacist 

 N % 

One or two regular stores within the same company 38 35.5 

One or two regular stores across different companies 16 15.0 

A variety of different stores within the same company 6 5.6 

A variety of different stores across different companies 35 32.7 

Other pattern of locum work 12 11.2 
Total  107  

 
 
Table 3-5: Number of staff worked with and years experience in pharmacy (range) (community pharmacy respondents 
only) 

 Community pharmacist Community PT 

 Min Max Mean Min Max Mean 
Pharmacists

*
 0 4 0.33 0

†
 10 1.32 

Pharmacy technicians
*
 0 9 0.77 0 7 1.04 

Accuracy checking technicians
*
 0 5 0.34 0 4 0.47 

Dispensing/pharmacy assistants 0 11 1.53 0 12 2.18 
Medicine counter assistants 0 8 1.35 0 10 1.76 
       
Years working in pharmacy 0 62 18.39 2 45 17.93 
* 

Respondents were asked not to include themselves in these counts 
† 

5 community PTs answered ‘0’ for the number of pharmacists they worked with.  As community pharmacists must be under the 

supervision of a pharmacist, this anomaly in the data is unexplained 

  



37 

Table 3-6: Use of the responsible pharmacist (RP) absence by community pharmacists 

 Community 
pharmacist 

 N % 
Never is RP 14 3.3 
Never uses RP absence 288 68.7 
Uses  absence every day that they are  RP 24 5.7 
Uses absence regularly but not every time they are RP 18 4.3 
Uses absence only occasionally when they are RP 75 17.9 
Total 419  

 

 
Table 3-7: Service provision (community pharmacy respondents only) 

 Community 
pharmacist 

Community PT 

 N % N % 
Medicines Use Reviews (MURs) 401 95.5 454 96.4 
New Medicines Service (NMS) 383 91.2 429 91.1 
Supervised administration (meds) 304 72.4 363 77.1 
Stop smoking service 288 68.6 234 68.8 
EHC service (under PGD) 263 62.6 116 24.6 
Blood pressure check 244 58.1 246 52.2 
Patient Group Directions 183 43.6 129 27.4 
Minor ailments scheme 151 36.0 171 36.3 
Seasonal influenza vaccination 136 32.4 191 40.6 
Needle & syringe exchange 124 29.5 136 28.9 
Weight Management 106 25.2 173 36.7 
Chlamydia screening & treatment 91 21.7 117 24.8 
NHS Health check (vascular) 30 7.1 42 8.9 
Total 420  471  

 

3.3.2.3 Hospital pharmacy respondents 

The majority of hospital pharmacy respondents reported working in district general or teaching 

hospitals (see Table 3-8).  Most hospital PTs were working at Band 5 or 6 level, with the majority of 

hospital pharmacists at Band 7 or 8a.  For hospital pharmacists the mean number of years working in 

pharmacy was 17 years (range 1-51 years).  For hospital PTs the mean number of years in pharmacy 

was 19 years (range 2-49 years).  

 
Table 3-8: Organisation of hospital pharmacy respondents 

  Hospital Pharmacist Hospital PT 

 N % N % 
Teaching 28 28.0 87 30.4 
District General 49 49.0 128 44.8 
Specialist 17 17.0 44 15.4 
Private 4 4.0 13 4.5 
Other 2 2.0 14 4.9 
Total 100  286  
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Table 3-9: Job title/ band of hospital pharmacy respondents 

  Hospital Pharmacist Hospital PT 

 N % N % 
Band 4   50 17.2 
Band 5   145 49.8 
Band 6 13 13.0 71 24.4 
Band 7 28 28.0 14 4.8 
Band 8a 29 29.0   
Band 8b 15 15.0   
Band 8c 8 8.0   
Band 8d 4 4.0   
Locum 2 2.0   
Other 1 1.0 11 3.8 
Total 100  291  

 

 

3.3.3 Categorisation of activities 

Respondents were asked to consider whether 22 medicine supply and pharmacy service activities 

could be safely performed by support staff when a pharmacist was not physically present on the 

premises for up to two hours (but was contactable to advise and intervene), as described in section 

3.2.1.  The agreement scale of 1=strongly agree, 2=agree, 3=disagree, 4=strongly disagree was 

provided.  A ‘don’t know/not relevant’ option was also given, but these responses have been 

excluded from the analyses. 

 

Figure 3-1 shows the mean score recorded in relation to each activity in relation to each professional 

subgroup within the sample.  The black horizontal line shows the cut-off point for agreement, i.e. 

where the mean <=2 [agree].  Using the mean scores recorded, the 22 activities have been 

categorised into three groupings: 

 

1) ‘safe’ activities 

2) ‘borderline’ activities and 

3) ‘unsafe’ activities. 

 

‘Safe’ activities are categorised as those activities that achieved a mean of <=2 for each professional 

subgroup (community pharmacists, community PTs, hospital pharmacists and hospital PTs). 

‘Borderline’ activities have been categorised as those activities that did not achieve a mean of <=2 

from every professional subgroup, but did achieve this from at least one professional subgroup. 

‘Unsafe’ activities are categorised as those activities that did not achieve a mean of <=2 from any of 

the professional subgroups, i.e. all groups disagreed that these activities could be safely performed 

during a pharmacist’s absence (mean > 2). 

 

 The following sections present the analysis of each of these three categories in turn. 
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Figure 3-1: Mean agreement levels for pharmacy activities   Scale of 1=strongly agree 2=agree 3=disagree 4=strongly disagree 
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Figure 3-2: Mean risk rating levels for activities   Scale of 1=no risk 2=low risk 3=moderate risk 4=high risk  
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Figure 3-3: Mean agreement levels for perception statements (scale of 1=strongly agree, 2=agree, 3=disagree, 4=strongly disagree) 
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3.3.4 ‘Safe’ activities 

For the first seven activities shown in Figure 3-1 (indicated by the vertical green line), the mean was 

2 or less for all professional groups6, despite a variance in strength of agreement between the 

subgroups.  This finding indicates that there is general agreement across the different subgroups of 

respondents that these seven activities can be safely performed by support staff when a pharmacist 

is not present for up to two hours.  These seven activities are shown in Box 1 below: 

 
Box 1: 'Safe' activities 

1. Take in prescriptions 
2. Sell General Sales List (GSL) medication 
3. Sign for deliveries of medicines (not CDs) 
4. Assemble (without labelling) prescriptions (not CDs)  
5. Label prescription items (not CDs) 
6. Signposting to other services 
7. Provide healthy living advice to patients 

 

3.3.4.1 ‘Safe’ activities – Perceptions of risk 

Respondents were asked to consider the risk to patient safety if support staff were to perform the 

22 activities in the absence of a pharmacist (for up to two hours, but contactable to advise and 

intervene during this time).  Figure 3-2  shows the mean perceived risk for the 22 activities for each 

profession, using the scale 1=no risk, 2=low risk, 3=moderate risk, 4=high risk.  On average, all 

groups perceived the risk of each of the seven ‘safe’ activities (Box 1) to be either no or low risk7 

(mean of <=2), except for community pharmacists and the labelling of prescription items (mean of 

2.07). 

 

3.3.4.2 ‘Safe’ activities – Differences between professional groups 

For all seven ‘safe’ activities, community pharmacy technicians were more likely to have strongly 

agreed that these activities were safe to perform than the other three professional subgroups 

(Figure 3-1).  Similarly, community pharmacy technicians on average perceived the risk of these 

seven activities to be lower than the other professional subgroups (as shown in Figure 3-2). 

Generally, community pharmacists were less likely to have strongly agreed that these activities could 

be performed than the other three professional subgroups.  There was a tendency for hospital 

pharmacy technicians to be less likely to have strongly agreed about certain activities not usually 

performed in hospital pharmacy, such as the sale of GSLs and healthy living advice. 

 

Table C- 1 to Table C- 4 (in Appendix C) show the mean rankings of all 22 activities for each 

professional subgroup.   On average community pharmacists agreed that there were seven ‘safe’ 

activities (those outlined in 0box 1 above), hospital pharmacists eight activities, community 

pharmacy technicians 13 and hospital pharmacy technicians 15 activities.  Dispensing established 

                                                           
6
 ‘Healthy living advice’ received a mean agreement level of 2.01 from hospital pharmacists, but has been 

categorised here as a ‘safe’ activity. 
7
 Similarly ‘Healthy living advice’ received a mean risk rating of 2.01 from hospital pharmacists. 
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repeat prescriptions and accuracy checking items were rated by hospital pharmacists as activities 

they agreed could be safely performed, but were not viewed as safe by community pharmacists.  

Again this may be indicative of the types of tasks pharmacy technicians more routinely perform in 

hospital pharmacy compared with community pharmacy.  Similarly, hospital pharmacy technicians 

on average felt that accessing the CD cupboard, signing for CD deliveries and extemporaneous 

preparation were safe activities, whilst community pharmacy technicians were less likely to have 

agreed that these activities could be performed safely during a pharmacist’s absence; possibly again 

reflecting differences in the types of tasks more routinely performed by hospital pharmacy 

technicians. In comparison, community pharmacy technicians were more likely to have agreed that 

health checks (e.g. blood pressure and weight checks) – a service more common to community 

pharmacy - were safe to perform. 

 

A series of chi-square tests were performed to test for any significant differences  𝑝 < 0.05 . 

between professional role and whether or not respondents agreed that the seven activities could be 

safely performed, and also (separately) professional role and whether or not respondents rated the 

risk level as no or low risk (see Table B- 1 to Table B- 8 in Appendix B).  For this purpose, the 

agreement scale and risk rating scales were collapsed into binary variables (0=disagree, 1=agree and 

0=moderate/high risk, 1=no/low risk).  

 

Differences between community and hospital pharmacists 

A significant difference was found when comparing between pharmacists’ sector of practice 

(hospital or community) and whether or not respondents agreed that the labelling of prescription 

items could be safely performed (χ2 (1) = 6.10, 𝑝 = 0.014), with a larger proportion of hospital 

pharmacists agreeing that this activity could be safely performed during a pharmacist’s absence 

(Table B- 1, Appendix B).  No significant differences were found when comparing between these 

subgroups in the sample and their evaluation of the potential risk of these activities, suggesting that 

community and hospital pharmacists were mostly in agreement in their ratings of safety and risk 

(Table B- 5, Appendix B).  

 

Differences between community and hospital pharmacy technicians 

A significant difference was found when comparing between pharmacy technicians’ sector of 

practice (hospital or community) and whether or not respondents agreed that the selling of GSL 

medication could safely be performed (χ2 (1) = 5.20, 𝑝 = 0.023), with a larger proportion of 

community pharmacy technicians agreeing that this activity was safe to take place during a 

pharmacist’s absence.  Significant differences were also found between the sector of practice of a 

pharmacy technician (hospital or community) and whether or not respondents rated the risk level as 

no/low risk for the selling of GSL medicines (χ2 (1) = 22.44, 𝑝 <0.001), labelling of prescription items 

(χ2 (1) = 6.88, 𝑝 =0.009), signposting to other services (χ2 (1) = 10.02, 𝑝 =0.002), and providing health 

living advice (χ2 (1) = 4.23, 𝑝 =0.040) (see Table B- 2, Appendix B).  In each case a larger proportion of 

hospital pharmacy technicians rated the risk of these activities as moderate or high risk compared 

with community pharmacy technicians (Table B- 6, Appendix B).  The majority of these activities 

(sales of GSLs, signposting and healthy living advice) are more typical community pharmacy activities, 

i.e. ones which hospital staff are less likely to have experience with. 
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Differences between hospital pharmacists and hospital pharmacy technicians 

No significant differences were found when comparing between hospital pharmacy roles 

(pharmacist or pharmacy technician) and responses given in relation to the seven activities (Table B- 

3, Appendix B).  A significant difference between hospital pharmacy roles (pharmacist or pharmacy 

technician) and respondents’ rating of risk was found for one activity – the taking in of prescriptions 

(χ2 (1) = 4.14, 𝑝 =0.042) – with a larger proportion of hospital pharmacy technicians rating this 

activity as no/low risk compared with hospital pharmacists (Table B- 7, Appendix B). 

 

Differences between community pharmacists and community pharmacy technicians 

Significant difference between a community pharmacy role (pharmacist or pharmacy technician) and 

whether respondents agreed that the activities could be safely performed were found for all seven 

activities (all 𝑝 <0.001, except for signposting to other services, 𝑝 = 0.004).  In each case, the 

proportion of community pharmacy technicians agreeing that an activity could be performed safely 

was larger than the proportion of community pharmacists who agreed (Table B- 4, Appendix B).  A 

similar pattern was found when respondents’ perceptions of risk were analysed in relation to their 

community pharmacy role, with a larger proportion of community pharmacy technicians rating these 

activities as no/low risk compared with community pharmacists (all 𝑝 <0.001, except for signposting 

to other services, 𝑝 = 0.022), (Table B- 8, Appendix B). 

 

3.3.4.3 ‘Safe’ activities – Key points 

 
Box 2: 'Safe' activities – Key points 

 

 Seven activities were on average considered ‘safe’ by each professional group (community 
pharmacists, hospital pharmacists, community pharmacy technicians, hospital pharmacy 
technicians). 

 On the whole, perceived risk for these seven activities was either no or low risk amongst 
each professional subgroup, apart from the ‘labelling of prescription items’ which was on 
average perceived as representing a relatively higher risk activity by community 
pharmacists. 

 The largest difference in opinion was between community pharmacists and community 
pharmacy technicians, with a greater proportion of community pharmacy technicians 
agreeing that these seven activities could be performed by support staff and that the risk 
level of these was no/low risk.  These differences were found to be statistically significant. 

 Differences between hospital and community pharmacists, and hospital and community 
pharmacy technicians were also found and may be explained by the level of familiarity 
those in different sectors have with these activities. 

 Findings suggest that if supervision changes were made to allow support staff to perform 
more activities during a pharmacist’s absence, then these seven activities could be adopted 
straightforwardly into a revised model of supervision. 
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3.3.5 ‘Borderline’ activities 

Based on our analysis, we have categorised nine activities as ‘borderline’ activities.  Borderline 

activities are those where there was less consensus across the professional subgroups concerning 

whether or not these activities are safe for support staff to perform when a pharmacist is absent for 

up to two hours (but contactable to advise and intervene).   ‘Borderline’ activities did not achieve a 

mean score of <=2 from every professional subgroup, but did achieve this from at least one 

professional subgroup.  For these nine activities, either one or two professional subgroups were, on 

average, agreed that these activities were safe to perform.  These are shown in Figure 3-1 between 

the green and orange vertical lines.  The nine ‘borderline’ activities are listed in Box 3 below. 

 

Box 3: 'Borderline' activities 

1. Conduct a smoking cessation consultation 
2. Provide health checks (e.g. blood pressure, weight check) 
3. Hand out checked and bagged prescriptions  (which do not require pharmacist advice or 

intervention) 
4. Dispense established repeat prescriptions (which have already had a previous clinical check) 
5. Sell Pharmacy (P) medication following standard operating procedures (if no need for 

referral /intervention) 
6. Accuracy check items, if dispensed by someone else (not CDs) 
7. Sign for controlled drug (CD) deliveries 
8. Have access to the CD cupboard to put away items 
9. Carry out extemporaneous preparation 

 

3.3.5.1 ‘Borderline’ activities – Perceptions of risk 

Figure 3-2 presents the mean risk scores for these ‘borderline’ activities.  Amongst community 

pharmacists, mean scores recorded in relation to perceived safety of activities being performed 

during a pharmacist’s absence tended to correspond with their evaluation of the risk associated with 

the activity being performed during a pharmacist’s absence (see Figure 3-1 and Figure 3-2).  For the 

other three professional subgroups, this is not always the case.  For example, hospital pharmacists 

on average rate the risk of dispensing established repeat medications to be more than moderate 

(mean = 2.37), but are still on average agreed that this activity is safe for support staff to perform 

(mean = 1.99). For both hospital and community pharmacy technicians, the selling of P medicines 

and accuracy checking achieve an average risk rating of above moderate, but both groups, on 

average, still consider these activities safe for them to perform during pharmacist absence. 

 

3.3.5.2 ‘Borderline’ activities – Differences between professional groups 
Community pharmacists were more likely to disagree that borderline activities could be performed 

safely during a pharmacist’s absence, and more likely to rate activities as relatively risky, compared 

with other subgroups in the sample.  Other differences between professional subgroups were that 

community pharmacy technicians were more likely to have strongly agreed that technicians 

displayed the highest levels of agreement for these ‘borderline’ activities.  Again, this is likely to 

relate to the types of tasks that those based in different sectors are most familiar with.  
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A series of chi-squared tests were again performed to test for any significant associations between 

professional role and agreement and risk scores for these ‘borderline’ activities (see Tables in 

Appendix B).   

 

Differences between community and hospital pharmacists 

For all the ‘borderline’ activities, except health checks and smoking cessation consultations, 

significant differences were found when comparing between the sector of pharmacist practice 

(hospital or community) and whether respondents perceived that these activities could be safely 

performed, with a larger proportion of hospital pharmacists agreeing that borderline activities were 

safe to be performed during a pharmacist’s absence (Table B- 1, Appendix B).  Similarly, significant 

differences were found for the same activities (except the handing out of checked and bagged 

prescriptions) and perceptions of risk, with a larger proportion of community pharmacists rating the 

risk levels of these activities as moderate or high risk compared with hospital pharmacists (Table B- 

5).   

 

Differences between community and hospital pharmacy technicians 

Significant differences were found between a pharmacy technician’s sector of practice (hospital or 

community) and whether they agreed that these ‘borderline’ activities were safe to be performed 

during a pharmacist’s absence (apart from selling P medicines, health checks and smoking cessation 

consultations).  In each case a larger proportion of hospital pharmacy technicians agreed that these 

activities were safe to perform (Table B- 2).   

 

Perceptions of relative risk associated with the signing of controlled drug deliveries, having access to 

the CD cupboard and extemporaneous preparation varied significantly, with community pharmacy 

technicians more likely to rate these as moderate/high risk activities compared with hospital 

pharmacy technicians.  On the other hand, hospital pharmacy technicians were significantly more 

likely to rate health checks as a moderate/high risk activity compared with community pharmacy 

technicians (Table B- 6).  

 

Differences between hospital pharmacists and hospital pharmacy technicians 

Significant differences between hospital pharmacy role (pharmacist or pharmacy technician) and 

whether respondents agreed that ‘borderline’ activities could be performed safely were found (apart 

from selling P medicines, accuracy checking and health checks).  In each case a larger proportion of 

hospital pharmacy technicians agreed that these activities were safe to perform (Table B- 3).   

Differences according to hospital pharmacy role (pharmacist or pharmacy technician) and whether 

or not respondents rated the risk of an activity as no/low risk were found for four activities – the 

handing out of prescriptions, accessing the CD cupboard, extemporaneous preparation, and smoking 

cessation consultations - with a larger proportion of hospital pharmacy technicians rating these 

activities as no/low risk compared with hospital pharmacists (Table B- 7).  
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Differences between community pharmacists and community pharmacy technicians 

As with the ‘safe’ activities, analysis of borderline activities suggests that perceptions of safety and 

risk varied according to community pharmacy role.  In each case, a larger proportion of community 

pharmacy technicians agreed these activities were safe than community pharmacists (Table B- 4).  

Similarly, significantly larger proportions of community pharmacy technicians rated these activities 

as no/low risk compared with community pharmacists (Table B- 8). 

 

3.3.5.3 ‘Borderline activities - Key points 

 
Box 4 ‘Borderline activities – Key points 

 Nine activities can be classified as ‘borderline’, due to the varying levels of mean agreement 
seen across the professional groups for these activities. 

 Overwhelmingly, community pharmacists expressed the highest levels of disagreement that 
these ‘borderline’ activities could be performed by support staff during their absence. 

 Similarly, community pharmacists were the most cautious professional subgroup in relation 
to their perception of risk. 

 On average, hospital pharmacy technicians appear to be the most comfortable and least 
cautious about performing these activities during a pharmacist’s absence, which may be 
explained by their greater familiarity with these sorts of tasks on a day-to-day basis. 

 A lack of consensus across the subgroups regarding ‘borderline’ activities was found, with 
greater divergence in opinion between hospital and community pharmacists for these 
activities.  This again may be related to the different types of tasks performed by pharmacy 
technicians in the hospital sector. 

 Hospital pharmacists and hospital pharmacy technicians appear more accepting of these 
‘borderline’ activities than their community pharmacy counterparts.  This suggests that 
there may be lessons that community pharmacy could learn from the supervision 
arrangements in hospital pharmacy. 

 Here, the activities ‘handing out checked and bagged prescriptions’, ‘dispense established 
repeat prescriptions’, and ‘accuracy checking’ may deserve particular attention, as the only 
group not in agreement that these activities could be safely performed during a pharmacist’s 
absence were community pharmacists. 

 

 

3.3.6 ‘Unsafe’ activities 

The remaining six pharmacy activities achieved a mean agreement level greater than 2 from each of 

the four professional groups, and are thus the activities which attracted the strongest disagreement 

from the respondents.  Overall, these activities can be considered to be the most clinical and least 

technical of the 22 activities and thus more firmly situated in the domain of the pharmacist in terms 

of appropriate knowledge and skill.  These activities are shown in Figure 3-1 between the orange and 

red vertical lines and also presented below in Box 5. 
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Box 5: 'Unsafe' activities 

1. Provide a minor ailments service 
2. Provide medicines under Patient Group Direction (PGD) (e.g. chloramphenicol, not 

Emergency Hormonal Contraception) 
3. Give patients advice about Prescription Only Medicines (POMs) 
4. Give clinical advice to patients 
5. Provide New Medicine Service (NMS) 
6. Conduct Medicine Use Reviews (MURs) 

 
 

3.3.6.1 ‘Unsafe’ activities – Perceptions of risk 

Generally, risk perceptions for all professional groups were highest for the six ‘unsafe’ activities.  

Table D- 1 to Table D- 4 (Appendix D) present the mean risk rankings for each professional group.  

There was consensus between the groups that advising patients about POMs, providing clinical 

advice to patients, providing NMS and conducting MURs were the four most risky activities for 

support staff to perform.  However, both community and hospital technicians tended to rate these 

activities as lower risk than pharmacists from both sectors.    

 

3.3.6.2 ‘Unsafe’ activities – Differences between professional groups 
A series of chi-squared tests were again performed to test for any significant associations between 

professional role and agreement and risk rating levels for these ‘unsafe’ activities (see Tables in 

Appendix B). 

 

Differences between community and hospital pharmacists 

Significant associations were found between the type of pharmacist (hospital or community) and 

whether or not respondents agreed that advice on POMs, providing medicine under PGD and 

conducting MURs could be safely performed, with a higher percentage of agreement for hospital 

pharmacists (Table B- 1, Appendix B).  There were no significant associations between hospital and 

community pharmacists and risk ratings, indicating that these two professional groups perceived the 

risk of these six activities to be similar (Table B- 5). 

 

 Differences between community and hospital pharmacy technicians 

Significant associations were found between the type of pharmacy technician (hospital or 

community) and whether or not respondents agreed that advice on POMs, providing medicine under 

PGD, providing NMS and conducting MURs could be safely performed.  In each case a higher 

percentage of hospital pharmacy technicians agreed that these activities were safe to perform 

(Table B- 2, Appendix B).   For the risk rating, significant associations were only found for advice on 

POMs and conducting MURs with a higher proportion of community pharmacy technicians rating 

these as moderate/high risk activities (Table B- 6). 

 

Differences between hospital pharmacists and hospital pharmacy technicians 

Significant associations were found between the type of hospital pharmacy role (pharmacist or 

pharmacy technician) and agreement levels for the majority of the ‘unsafe’ activities (apart from 
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providing a minor ailments service).  In each case a higher percentage of hospital pharmacy 

technicians agreed that these activities were safe to perform Table B- 3).  Significant associations 

were also found for all six activities and risk ratings, with a higher percentage of hospital pharmacy 

technicians rating these activities as no/low risk than hospital pharmacists (all 𝑝 <0.001, except 

providing a minor ailments service, 𝑝 = 0.049) (Table B- 7). 

 

Differences between community pharmacists and community pharmacy technicians 

As in the case of the ‘safe’ and ‘borderline’ activities, a higher proportion of community pharmacy 

technicians agreed that these six activities were safe to perform (Table B- 4) and rated the risk level 

of these activities as no or low risk, compared with community pharmacists (Table B- 8, Appendix B).  

Again, these associations were all found to be highly significant (𝑝 <0.001). 

 

3.3.6.3 ‘Unsafe’ activities - Key points 

 
Box 6: ‘Unsafe’ activities - Key points 

 The remaining six activities attracted some of the highest levels of disagreement and highest 
risk ratings from all professional groups. 

 However, differences between the professionals groups were still seen, with pharmacy 
technicians from both sectors tending to express more agreement that these activities could 
be safely performed and lower perceptions of risk during a pharmacist’s absence. 

 Again, community pharmacists were the most opposed to these activities being performed 
during a pharmacist’s absence. 

 However, it could be concluded that as a result of the higher levels of disagreement and risk 
ratings expressed by respondents, these activities may not be appropriate for support staff 
to perform during a pharmacist’s absence and therefore should not be included in a revised 
model of supervision. 

 

 

3.3.7 Perceptions statements about supervision 

 

Respondents were asked to rate their level of agreement with the following statements about the 

Responsible Pharmacist legislation and supervision (using the scale 1=strongly agree, 2=agree, 

3=disagree, 4=strongly disagree): 

1. There was a need for the Responsible Pharmacist legislation to be introduced in community 

pharmacy 

2. There was a need for the Responsible Pharmacist legislation to be introduced in hospital 

pharmacy 

3. Legislation should be changed to allow pharmacy support staff to perform more tasks when 

the responsible pharmacist is absent 

4.  I am not confident that pharmacy support staff are competent enough to perform more 

tasks when the responsible pharmacist is absent.   
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5. Now that pharmacy technicians are registered professionals, they should be more 

accountable for the tasks they perform 

6. Now that pharmacy technicians are registered professionals they should be able to perform 

more tasks when there is no pharmacist physically present 

7. Since their registration, the role of pharmacy technicians in pharmacy has changed 

 
Figure 3-3 shows the mean agreement levels for these seven statements for each professional group.  

The only statement which on average achieved agreement from all professional groups was ‘now 

that pharmacy technicians are registered professionals, they should be more accountable for the 

tasks they perform’ (mean of <= 2) 8.  However, the negatively phrased statement eliciting views on 

confidence in support staff competence achieved consistent disagreement from all groups, 

suggesting that all were agreed that they were confident that pharmacy support staff are competent 

enough to perform more tasks when the responsible pharmacist is absent.  Community pharmacy 

technicians were more in favour of legislation being changed to enable pharmacy technicians to 

perform more activities when the responsible pharmacist was absent than the other professional 

groups.  Similar mean levels (range 2.46-2.60) were seen across all professional groups concerning 

whether or not the role of pharmacy technicians had changed since becoming registered 

professionals. 

 

3.3.7.1 Differences between professional groups 
A series of chi-squared tests were performed to test for any significant associations (𝑝 <0.05) 

between professional role and agreement with the statements exploring perceptions of supervision. 

 

Legislation should be changed to allow pharmacy support staff to perform more tasks when the 

responsible pharmacist is absent 

Community pharmacy technicians had the highest percentage of agreement for this statement (81.5% 

agreed) and more than three-quarters of hospital pharmacy technicians also agreed with this 

statement (75.5%).  Slightly lower levels were seen for hospital pharmacists (64.5% agreed) and less 

than half of community pharmacists agreed (48.5%).  

Significant associations were found between: 

 hospital and community pharmacists (χ2 (1) = 6.52, 𝑝 =0.007), with a higher proportion of 

hospital pharmacists in agreement with this statement 

 hospital and community pharmacy technicians (χ2 (1) = 3.62, 𝑝 =0.036), with a higher 

proportion of community pharmacy technicians in agreement with this statement 

 community pharmacy technicians and community pharmacists (χ2 (1) = 103.93, 𝑝 <0.001), 

with a much higher proportion of community pharmacy technicians in agreement with this 

statement 

 hospital pharmacy technicians and hospital pharmacists (χ2 (1) = 3.61, 𝑝 =0.042), with a 

slightly higher proportion of hospital pharmacy technicians in agreement with this 

statement 

                                                           
8
 This statement achieved a mean of 2.01 from community pharmacy technicians 
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I am not confident that pharmacy support staff are competent enough to perform more tasks 

when the responsible pharmacist is absent.   

As this statement involved a negative, greater disagreement with this statement indicates more 

confidence in pharmacy support staff. 

 

Around three-quarters of community (73.5%) and hospital (74.6%) pharmacy technicians disagreed 

with this statement.  65.1% of hospital pharmacists disagreed with this statement, and less than half 

of community pharmacists disagreed (48.2%), indicating that community pharmacists were least 

confident about the competence of support staff. 

 

Significant associations were found between: 

 hospital and community pharmacists (χ2 (1) = 8.06, 𝑝 =0.003), with a higher proportion of 

hospital pharmacists disagreeing with this statement 

 community pharmacy technicians and community pharmacists (χ2 (1) = 56.68, 𝑝 <0.001), 

with a much higher proportion of community pharmacy technicians disagreeing with this 

statement 

 

No significant differences were found between the disagreement levels of hospital pharmacy 

technicians and hospital pharmacists, and also between hospital pharmacy technicians and 

community pharmacy technicians indicating similar levels of confidence in support staff. 

 

Now that pharmacy technicians are registered professionals, they should be more accountable for 

the tasks they perform 

This statement achieved a high level of agreement from all professional groups.  Hospital 

pharmacists expressed the highest level (97.9% agreed), followed by community pharmacists 

(90.6%), hospital pharmacy technician (82.2%) and community pharmacy technicians (79.6%). 

 

Significant associations were found between: 

 Hospital and community pharmacists - although both expressed high levels of agreement 

with this statement, the differences between them were still found to be significant (χ2 (1) = 

5.61, 𝑝 =0.009), with a higher proportion of hospital pharmacists agreeing with this 

statement 

 Community pharmacy technicians and community pharmacists (χ2 (1) = 20.63, 𝑝 <0.001) – 

although over three-quarters of community pharmacy technicians agreed with this 

statement, a significantly higher proportion of community pharmacists were in agreement. 

 Hospital pharmacy technicians and hospital pharmacists (χ2 (1) = 14.78, 𝑝 <0.001) – similar 

to their community pharmacy counterparts, despite high agreement from hospital 

pharmacy technicians, agreement levels for hospital pharmacists were significantly higher 

 
No significant differences were found between the agreement levels of hospital pharmacy 

technicians and community pharmacy technicians, indicating similar levels of support for greater 

accountability from these groups. 
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Now that pharmacy technicians are registered professionals they should be able to perform more 

tasks when there is no pharmacist physically present 

Community pharmacy technicians expressed the highest levels of agreement with this statement 

(83.6%).  Around three-quarters of hospital pharmacy technicians (76.8%) and hospital pharmacists 

(74.7%) also agreed with this statement.  Just over half of community pharmacists were in support of 

pharmacy technicians performing more tasks during pharmacist absence (58.7%). 

 

Significant associations were found between: 

 hospital and community pharmacists (χ2 (1) = 7.74, 𝑝 =0.003), with a higher proportion of 

hospital pharmacists agreeing with this statement 

 Community pharmacy technicians and community pharmacists (χ2 (1) = 66.15, 𝑝 <0.001) – a 

significantly higher proportion of community pharmacists were in agreement 

 hospital and community pharmacy technicians (χ2 (1) = 5.16, 𝑝 =0.016) - although over 

three-quarters of hospital pharmacy technicians agreed with this statement, a significantly 

higher proportion of community pharmacy technicians were in agreement 

 
There were no significant differences between the agreement levels of hospital pharmacy 

technicians and hospital pharmacists, indicating similar agreement levels for this statement. 

 

Since their registration, the role of pharmacy technicians in pharmacy has changed 

Approximately half of all community pharmacists (48.9%), community pharmacy technicians (50%) 

and hospital pharmacy technicians (46.6%) agreed with this statement.  A lower percentage of 

hospital pharmacists agreed with this statement (39%). 

There were no significant associations found for this statement and any of the professional groups, 

indicating consensus regarding whether or not pharmacy technicians’ roles had changed since 

registration. 

 

3.3.7.2 Views on supervision & accountability – Key points 

 
Box 7: Views on supervision & accountability – Key points 

 There was general agreement by all professional groups that they were confident that 
pharmacy support staff are competent to perform further activities than they already do 
when the responsible pharmacist is absent. 

 All professional groups agreed that ‘now that pharmacy technicians are registered 
professionals, they should be more accountable for the tasks they perform.’ 

 While community pharmacists were the most reserved in terms of their agreement with 
letting pharmacy support staff perform certain activities, they expressed a high level of 
agreement that ‘now that pharmacy technicians are registered professionals, they should be 
more accountable for the tasks they perform’ (90.6%).  This was the reverse for community 
pharmacy technicians, who were most confident to perform more activities during a 
pharmacist’s absence, yet were less sure about increased ‘accountability’ statement (79.6% 
agreement). 

 Whilst a potential difference is recognised (though least by community pharmacists) that 
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professional registration should underpin the extension of pharmacy technician 
responsibilities (and possibly a differentiation from other support staff), many did not think 
that the role of pharmacy technicians had indeed changed since GPhC registration was 
introduced. 

 

 

3.3.8 Impact of demographics and pharmacy characteristics (e.g. workload & 
environment) on community pharmacy respondents 

The findings presented so far have demonstrated the extent of variation in opinion between 

community pharmacists and community pharmacy technicians about the activities which could be 

performed and their perceptions about supervision more generally.  As the primary focus of this 

study was to explore supervision arrangements in community pharmacy, further sub-group analysis 

was conducted involving community pharmacists and community pharmacy technicians only.   This 

analysis examined whether there were any significant differences in opinion within the professional 

groups, using a series of t-tests and spearman’s rank correlations (significance indicated by 𝑝 <0.05).  

The factors which were explored were: 

 Working patterns 

o Those working in regular set-ups (e.g. employed) vs. those working in more mobile 

set-ups (such as locums or relief pharmacists) – where familiarity with the working 

environment and particularly the competences and roles of staff may differ 

o Part-time vs. full-time 

 Type of pharmacy organisation 

o i.e. large multiples & supermarkets vs. small chains & independents 

 Previous experience of using RP absence 

 Level of service provision 

 Type and number of support staff 

o Incl. accuracy checking technicians 

 Experience in pharmacy 

 

3.3.8.1 Community pharmacists 

Working patterns: locum & relief pharmacists, full-time vs. part-time 

For community pharmacists, being a locum or relief pharmacist appeared to be an important factor 

(see Table 3-3 for job title information).  Significant differences in the mean agreement levels 

between locum/relief pharmacists and non-locum/relief pharmacists were found for a number of 

activities.  On average, locum/relief pharmacist expressed significantly lower levels of agreement 

that 12 of the 22 activities, including selling GSLs, selling P medicines, taking in prescriptions, 

assembly, labelling and accuracy checking, could be safely performed by support staff during 

pharmacist absence (see Table F- 1 in Appendix F)     

 

Locums and relief pharmacists also expressed significantly lower levels of agreement to the 

statements ‘legislation should be changed to allow pharmacy support staff to perform more tasks 

when the responsible pharmacist is absent’ and ‘now that pharmacy technicians are registered 

professionals they should be able to perform more tasks when there is no pharmacist physically 
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present’.  They also expressed significantly higher levels of agreement with the statement ‘I am not 

confident that pharmacy support staff are competent enough to perform more tasks when the 

responsible pharmacist is absent’ (see Table F- 1 in Appendix F). 

 

Working pattern of locums (shown in Table 3-4) also appeared to be an important factor, with 

significant differences seen between the mean agreement levels of those locums working regularly 

at the same pharmacies and those working in a variety of different pharmacies.  Those working at a 

variety of different pharmacies had significantly lower agreement levels for 10 of the 22 activities 

and for the statements ‘now that pharmacy technicians are registered professionals they should be 

able to perform more tasks when there is no pharmacist physically present’ (Variety M = 2.67 

SE=0.095, Regular M = 2.35 SE = 0.084, t(169) = 2.54, p=0.012) and ‘since their registration, the role 

of pharmacy technicians in pharmacy has changed’, than those working at the same pharmacies 

regularly (Variety M = 2.77 SE=0.095, Regular M = 2.42 SE = 0.080, t(144) = 2.76, p=0.007). 

 

No significant differences were found between the agreement levels and risk ratings of community 

pharmacists who worked full-time and those not working full-time (see Table 3-2 for working hours 

information), for any of the 22 activities.  Those not working full-time had significantly higher 

agreement levels to the statement ‘since their registration, the role of pharmacy technicians in 

pharmacy has changed’ (full-time M = 2.63 SE=0.052, not full-time M = 2.46 SE = 0.060, t(345) = -2.20, 

p=0.028) and significantly higher disagreement levels with the statement ‘now that pharmacy 

technicians are registered professionals they should be able to perform more tasks when there is no 

pharmacist physically present’ (full-time M = 2.30 SE=0.052, not full-time M = 2.56 SE = 0.064, t(404) 

= -2.68, p=0.008). 

 

Pharmacy organisation 

Some significant differences were found between the agreement levels and risk ratings of those 

working in large pharmacy organisations (supermarket, large multiple and multiple) and those 

working in smaller organisations (independent, small chain and medium chain) (see Table 3-3 for 

organisation information).  Those working in large organisations recorded significantly higher 

disagreement about access to the CD cupboard (large M = 3.10 SE=0.057, small M = 2.89 SE = 0.072, 

t(413) = -2.23, p=0.026) and conducting MURs (large M = 3.46 SE=0.042, small M = 3.29 SE = 0.056, 

t(415) = -2.51, p=0.012) and significantly higher risk rating levels for taking in prescriptions (large M = 

1.60 SE=0.044, small M = 1.42 SE = 0.044, t(402) = -2.88, p=0.004), signing for CD deliveries (large M 

= 2.69 SE=0.062, small M = 2.49 SE = 0.079, t(415) = -2.00, p=0.046), signing for non-CD deliveries 

(large M = 1.82 SE=0.050, small M = 1.65 SE = 0.055, t(415) = -2.13, p=0.034), handing out checked 

and bagged prescriptions (large M = 2.60 SE=0.059, small M = 2.30 SE = 0.070, t(417) = -3.35, 

p=0.001)and MURs (large M = 3.57 SE=0.042, small M = 3.38 SE = 0.061, t(313) = -2.63, p=0.009).  

Those working in larger organisations were also significantly more disagreed that pharmacy 

technicians’ roles had changed since registration (large M = 2.66 SE=0.052, small M = 2.41 SE = 0.060, 

t(340) = -3.04, p=0.003) and more agreed that pharmacy technicians should be more accountable for 

the tasks they perform (large M = 1.73 SE=0.043, small M = 1.87 SE = 0.048, t(376) = 2.18, p=0.030). 
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Previous experience of using the ‘Responsible Pharmacist’ absence 

See Table 3-6 for use of RP absence information. Those pharmacists who responded that they used 

the RP absence at least occasionally (use everyday they are RP, use regularly when they are RP and 

use occasionally when they are RP) had significantly higher mean agreement levels that it was safe 

for support staff to dispense established repeat prescriptions (uses RP M = 2.24 SE=0.084, does not 

use RP M = 2.46 SE = 0.052, t(416) = 2.21, p=0.027), signpost to other services (uses RP M = 1.80 

SE=0.074, does not use RP M = 1.97 SE = 0.038, t(178) = 2.08, p=0.039) and provide health living 

advice (uses RP M = 1.85 SE=0.065, does not use RP M = 2.0. SE = 0.045, t(414) = 2.12, p=0.034), than 

those that had never used the RP absence (or are never RP).  Mean risk ratings were also 

significantly lower for this group for assembly (uses RP M = 1.81 SE=0.065, does not use RP M = 2.04 

SE = 0.045, t(416) = 2.72, p=0.007), labelling (uses RP M = 1.89 SE=0.072, does not use RP M = 2.13 

SE = 0.046, t(414) = 2.78, p=0.006), dispensing established repeat prescriptions (uses RP M = 2.44 

SE=0.076, does not use RP M = 2.66 SE = 0.048, t(416) = 2.39, p=0.017) and signposting (uses RP M = 

1.67 SE=0.067, does not use RP M = 1.90 SE = 0.047, t(412) = 2.62, p=0.009). 

 

This group also had significantly higher mean levels of agreement with the ‘now that pharmacy 

technicians are registered professionals they should be more accountable for the tasks they perform’ 

(uses RP M = 1.67 SE=0.058, does not use RP M = 1.82 SE = 0.039, t(410) = 2.06, p=0.040). 

 

Provision of services 

Some significant differences in mean agreement levels about whether certain services could be 

safely performed by support staff during pharmacist absence were found between those community 

pharmacists that reported providing these services (listed in Table 3-7) and those who did not.  For 

example, those providing a smoking cessation (SC) service had significantly higher mean agreement 

levels (provides SC M = 2.01 SE=0.049, does not provide SC M = 2.19 SE = 0.068, t(410) = 2.13, 

p=0.034) and significantly lower risk rating levels for this service (provides SC M = 2.01 SE=0.050, 

does not provide SC M = 2.20 SE = 0.065, t(414) = 2.24, p=0.026).  Those providing health checks 

(NHS (vascular) health checks, blood pressure checks and weight management were combined into 

one variable for this analysis) also had significantly higher mean agreement levels (provides checks 

M = 2.16 SE=0.050, does not provide checks M = 2.36 SE = 0.077, t(270) = 2.14, p=0.033) and 

significantly lower risk rating levels for this service (provides  checks M = 2.01 SE=0.050, does not 

provide checks M = 2.20 SE = 0.065, t(414) = 2.24, p=0.026). 

 

Those providing NMS did not have significantly different risk ratings for this service but did have 

significantly higher agreement levels (provides NMS M = 3.21 SE=0.043, does not provide NMS M = 

3.56 SE = 0.096, t(47) = 3.27, p=0.002).  For those providing minor ailments (MA), agreement levels 

were not different but risk ratings were significantly lower for this service (provides MA M = 2.61 

SE=0.075, does not provide MA M = 2.80 SE = 0.055, t(406) = 2.01, p=0.046).  There were no 

significant differences in mean agreement levels or risk ratings between those providing MURs or 

medicine under PGD and those who did not. 
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Type and number of support staff 

Those pharmacists who reported that they worked with one or more pharmacy technicians (n=190, 

44.2%) were found to have significantly higher levels of mean disagreement to the statement ‘I am 

not confident that pharmacy support staff are competent enough to perform more tasks when the 

responsible pharmacist is absent’ (≥ 1PT M = 2.53 SE = 0.066, No PTs M = 2.33 SE = 0.067, t(385) = -

2.06, p = 0.004), thus expressing greater confidence in their support staff than those not working 

with any pharmacy technicians.  The same result was found for those pharmacists reporting to work 

with one or more accuracy checking technicians (ACTs) (n=123, 28.6%) (≥1 ACT M = 2.59 SE = 0.086, 

No ACTs M = 2.34 SE = 0.057, t(376) = -2.40, p =0.017).  For those working with one or more ACTs, 

significantly higher levels of agreement were also found for the following activities: selling GSLs (≥1 

ACT M = 1.47 SE = 0.062, No ACTs M = 1.62 SE = 0.044, t(402) = 1.97, p =0.049), accuracy checking 

(≥1 ACT M = 2.29 SE = 0.091, No ACTs M = 2.82 SE = 0.060, t(396) = 4.89, p =<0.001), accessing the 

CD cupboard (≥1 ACT M = 2.85 SE = 0.082, No ACTs M = 3.06 SE = 0.056, t(396) = 2.16, p =0.032), 

performing extemporaneous preparation (≥1 ACT M = 2.82 SE = 0.080, No ACTs M = 3.11 SE = 0.052, 

t(373) = 3.08, p =0.002), dispensing established repeats (≥1 ACT M = 2.24 SE = 0.081, No ACTs M = 

2.48 SE = 0.054, t(400) = 2.46, p =0.014)and signposting (≥1 ACT M = 1.80 SE = 0.063, No ACTs M = 

1.95 SE = 0.041, t(227) = 2.02, p =0.044).  Risk levels were also significantly lower for this group for 

accuracy checking (≥1 ACT M = 2.64 SE = 0.086, No ACTs M = 3.08 SE = 0.051, t(212) = 4.41, p <0.001), 

giving POM advice (≥1 ACT M = 3.35 SE = 0.063, No ACTs M = 3.51 SE = 0.040, t(400) = 2.09, p 

=0.037), performing extemporaneous preparation (≥1 ACT M = 3.02 SE = 0.083, No ACTs M = 3.28 SE 

= 0.050, t(375) = 2.84, p =0.005), and dispensing established repeats (≥1 ACT M = 2.47 SE = 0.068, No 

ACTs M = 2.67 SE = 0.052, t(399) = 2.25, p =0.025). 

 

Spearman’s rank tests also indicated correlations between the agreement levels and risk ratings of 

several activities and the number of pharmacy technicians, number of ACTs and number of support 

staff worked with generally (range and mean size of pharmacy team information is shown in Table 

3-5).  Table E- 1 (Appendix E) shows that as the size of the team increased, disagreement levels and 

risk ratings were found to lower for community pharmacists.  Additionally as the size of the support 

team, the pharmacy technician team and ACT team increased, pharmacists expressed greater 

confidence in the support team to perform tasks when the pharmacist was absent (i.e. greater 

disagreement with the statement ‘I am not confident that pharmacy support staff are competent 

enough to perform more tasks when the responsible pharmacist is absent’).   

 

Experience in pharmacy 

Spearman’s rank tests also indicated correlation between the number of years experience working in 

pharmacy (range and mean years working in pharmacy information is shown in Table 3-5) and 

agreement and risk rating levels for community pharmacists.  As experienced increased, 

disagreement levels were found to lower for 10 of the activities and risk ratings were lower for 6 

activities (see Table E- 1, Appendix E).  Those with more experience also expressed greater 

disagreement that technicians should be more accountable and that there was a need for the RP 

legislations to be introduced in community pharmacy.  They also expressed greater agreement that 

the role of pharmacy technicians had changed since registration. 
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Perceptions of supervision 

As might be expected those pharmacists who agreed with the statement ‘I am not confident that 

pharmacy support staff are competent enough to perform more tasks when the responsible 

pharmacist is absent’, had significantly lower levels of agreement for all 22 activities and significantly 

higher risk ratings for all 22 activities. 

 

Those pharmacists who reported agreement with the statement ‘Legislation should be changed to 

allow pharmacy support staff to perform more tasks when the responsible pharmacist is absent’, 

had significantly higher levels of agreement and significantly lower risk ratings for all 22 activities 

compared with those pharmacists who disagreed with this statement. 

 

3.3.8.2 Community pharmacy technicians 

 

Accuracy checking pharmacy technicians 

Significantly higher mean agreement levels were expressed by those pharmacy technicians who 

were working as ACTs (see Table 3-3 for job title information), compared with those who were not 

for the following activities: taking in prescriptions (ACPT M = 1.22 SE = 0.033, PT M = 1.32 SE = 0.027, 

t(371) = 2.22, p =0.027), signing for CD deliveries (ACPT M = 1.97 SE = 0.066, PT M = 2.18 SE = 0.055, 

t(360) = 2.48, p =0.013), accuracy checking (ACPT M = 1.76 SE = 0.066, PT M = 2.14 SE = 0.049, t(447) 

= 4.57, p =<0.001) and dispensing established repeats (ACPT M = 1.58 SE = 0.049, PT M = 1.88 SE = 

0.047, t(465) = 4.06, p <0.001).  Risk ratings were also significantly lower for this group for accuracy 

checking (ACPT M = 2.03 SE = 0.061, PT M = 2.45 SE = 0.049, t(352) = 5.36, p <0.001) and dispensing 

established repeats (ACPT M = 1.90 SE = 0.049, PT M = 2.12 SE = 0.050, t(428) = 3.22, p <0.001). 

ACPTs also expressed significantly higher mean levels of agreement with the statements : ‘now that 

pharmacy technicians are registered professionals they should be able to perform more tasks when 

there is no pharmacist physically present’ (ACPT M = 1.80 SE = 0.052, PT M = 1.94 SE = 0.042, t(455) 

= 2.01, p =0.045) and ‘now that pharmacy technicians are registered professionals, they should be 

more accountable for the tasks they perform’ (ACPT M = 1.81 SE = 0.047, PT M = 2.12 SE = 0.041, 

t(448) = 4.54, p <0.001). 

 

Working patterns 

Unlike community pharmacists, some significant differences were found between those pharmacy 

technicians working full-time and those not (see Table 3-2 for working hours information).  Those 

working full-time had significantly higher agreement levels that labelling (full-time M = 1.31 

SE=0.032, not full-time M = 1.42 SE = 0.040, t(444) = 2.18, p=0.030), dispensing established repeat 

medication (full-time M = 1.67 SE=0.046, not full-time M = 1.90 SE = 0.053, t(465) = 3.30, 

p=0.001)and health checks (full-time M = 1.82 SE=0.051, not full-time M = 1.99 SE = 0.053, t(440) = 

2.19, p=0.029) could be safely performed; risk ratings were also significantly lower for the NMS 

service (full-time M = 2.75 SE=0.066, not full-time M = 2.96 SE = 0.064, t(425) = 2.23, p=0.026).  Full-

time pharmacy technicians also had significantly higher levels of agreement that legislation should 

be changed to allow pharmacy technicians to perform more tasks during the RP’s absence (full-time 

M = 1.80 SE=0.050, not full-time M = 2.00 SE = 0.052, t(449) = 2.76, p=0.006); that pharmacy 
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technicians should be more accountable (full-time M = 1.91 SE=0.044, not full-time M = 2.12 SE = 

0.047, t(448) = 3.22, p=0.001); and that pharmacy technicians should be able to perform more tasks 

when a pharmacist was not present (full-time M = 1.78 SE=0.050, not full-time M = 2.01 SE = 0.042, 

t(443) = 3.48, p=0.001). 

 

Pharmacy organisation 

Generally, for pharmacy technicians, type of pharmacy organisation did not appear to be significant 

(see Table 3-3 for organisation information).  The only significant difference found was that those 

working in smaller organisations expressed more disagreement that giving advice on POMs was safe 

to perform when a pharmacist was absent (large M = 2.41 SE=0.047, small M = 2.61 SE = 0.076, t(444) 

= 2.32, p=0.021). 

 

Size and type of team 

Unlike community pharmacists, the size of the pharmacy team appeared to have little association 

with the agreement and risk rating levels of community pharmacy technicians (range and mean size 

of pharmacy team information is shown in Table 3-5).  As the size of the team increased, 

disagreement levels were lower for accuracy checking and dispensing established repeats only (see 

Table E- 2, Appendix E).   

 

Service provision 

Unlike community pharmacists, the provision of enhanced and advanced services (those listed in 

Table 3-7) appeared to be less aligned with agreement and risk rating levels of community pharmacy 

technicians.  Those community pharmacy technicians working in a pharmacy which provided 

smoking cessation services and health checks had significantly higher mean agreement levels 

(provides SC M = 1.77 SE=0.043, does not provide SC M = 1.94 SE = 0.046, t(442) = 2.51, p=0.012) 

(provides checks M = 1.82 SE=0.045, does not provide checks M = 2.06 SE = 0.065, t(436) = 3.06, 

p=0.002) and significantly lower risk rating levels for these services (provides SC M = 1.70 SE=0.041, 

does not provide SC M = 2.04 SE = 0.070, t(447) = 4.29, p=<0.001) (provides checks M = 1.81 

SE=0.046, does not provide checks M = 2.15 SE = 0.065, t(450) = 4.29, p<0.001), but there were no 

significant differences for any other services. 

 

Experience in pharmacy 

Spearman’s rank tests indicated some correlation between the number of years experience working 

in pharmacy and agreement and risk rating levels for pharmacy technicians, but not to the same 

extent as community pharmacists.  Range and mean years working in pharmacy information is 

shown in Table 3-5.  As experience for pharmacy technicians increased, disagreement levels were 

found to lower significantly for the selling of P medicines, signing for CD deliveries and signing for 

non-CD deliveries.  Risk ratings were also significantly lower for providing medicine under PGD and 

minor ailments.  Interestingly, those community pharmacy technicians with greater experience 

expressed greater agreement with the statement ‘I am not confident that pharmacy support staff 

are competent enough to perform more tasks when the responsible pharmacist is absent’ and 
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greater agreement with the statement ‘since their registration, the role of pharmacy technicians in 

pharmacy has changed’ (see Table E- 2, Appendix E).   

 

Perceptions about supervision 

Out of all the supervision statements the only statement which appeared to be statistically 

significant for community pharmacy technicians was ‘now that pharmacy technicians are registered 

professionals, they should be more accountable for the tasks they perform’.  Community pharmacy 

technicians who agreed that they should be more accountable expressed significantly higher 

agreement levels for 11 of the activities and significantly lower risk ratings for 8 of the activities. 

 

3.3.8.3 Impact of pharmacy and pharmacist/PT characteristics – Key points 

 
Box 8: For community pharmacists: 

 The findings presented in this section appear to suggest that familiarity with the team is an 
important factor in the level of agreement and perception of risk for the 22 activities. 

 Locum/relief pharmacists who, due to the nature of their work, may be less familiar with 
the support team, expressed greater caution about whether or not support staff should 
perform more activities during a pharmacist’s absence. 

 However, those locums working regularly at the same pharmacies, who may have greater 
opportunity to get to know the support team, were less cautious and in this respect more 
similar to their permanent counterparts. 

 Having experience was another important factor in terms of, years worked in pharmacy, use 
of the RP absence and provision of enhanced and advanced services.  Less caution was 
expressed by those with greater experience working in pharmacy and those actually 
providing some of the services in question, and those with actual experience of using the RP 
absence. 

 Team composition also appeared to be important, with again those pharmacists having 
experience of working with pharmacy technicians and/or ACTs expressing greater 
confidence in the team and less caution about certain activities being carried out during 
their absence.  Having a larger support team also appeared to enable greater confidence in 
the competence of the team. 

 
Box 9: For community pharmacy technicians 

 These findings indicate that for community pharmacy technicians, being an ACT and working 
full-time were important factors in the levels of agreement and perception of risk. 

 Both ACTs and those working full-time appeared more willing to perform more tasks and 
take accountability for these activities during a pharmacist absence. 

 The size of the support team, experience working in pharmacy and experience of service 
provision appeared less important for community pharmacy technicians than community 
pharmacists. 
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3.3.9 Qualitative analysis of open comments 

 

At the end of the questionnaire, respondents were given the opportunity to make comments using a 

box the size of one A4 sheet: “Please feel free to use this space to provide any additional comments 

you might have about current or future supervision arrangements in pharmacy.”  Overall, about a 

quarter of all respondents did so: 26.1% of community pharmacists (n= 112/429) and 29.4% of 

hospital pharmacists (n=30/102) did (and both sector pharmacists: 5/14 = 35.7%); 20.3% of 

community PTs (n=97/477) and 29.9% of hospital PTs (n=87/291) also made comments (and both 

sectors PTs: 4/7 = 57.1%). 

 

These open comments were subjected to thematic qualitative analysis43 and the following themes 

emerged, many of which support findings presented previously, in both stages of this project.  They 

are summarised below, where responses from pharmacists and PTs in both community and hospital 

pharmacy are presented alongside each other. 

 

3.3.9.1 ‘Can’/ ‘cannot’ activities 

Several of the comments related to the types of activities that respondents felt were or were not 

safe to be undertaken by support staff, during a pharmacist’s absence.  In the majority of cases, 

pharmacists and PTs in both sectors felt that anything involving clinical skills and expertise should be 

reserved for the pharmacist, whilst other (more technical) activities could be performed by 

pharmacy support staff (provided a pharmacist clinical check had occurred at some stage).  

Comments thus supported the findings from the quantitative analyses. 

 

Hospital pharmacy technicians, basing their experience on the hospital sector , provided more, and 

more varied, examples here, reflecting their experience of working in dispensaries which are 

commonly run and staffed by (senior) pharmacy technicians, allowing pharmacists more ward based 

and clinical services. 

 

“In a hospital environment, the dispensary is becoming more and more run by technicians, 
and the pharmacists are spending less and less time in the dispensary.   -Accuracy checkers 
should be able to check controlled drugs in the future.” (HPT - 1998) 
 

“Hospital pharmacy technicians rely on the pharmacist for the clinical check only – all other 
tasks are carried out by technicians.  Technicians accuracy check and give out out-patient 
prescriptions and routinely give advice regarding POMs, only referring to the pharmacist if 
information beyond their knowledge limits is required or patients state that they routinely 
take POMs. - Drug histories and medicine reviews are performed by accuracy checking 
technicians at ward level as part of ward services.” (HPT - 2549) 
 

3.3.9.2 Views on supervision 

More cautious views 

Again in line with the quantitative analyses presented previously, community pharmacists, followed 

by hospital pharmacists tended to be more negative or cautious about potential changes to 
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supervision.  Many comments related to their perception that pharmacists should be present in a 

pharmacy, some commenting that otherwise patient safety may be put at risk. 

 

“I fail to see how the absence of a pharmacist can enhance patient safety.  In my opinion, if a 
pharmacist needs to be away, another pharmacist should be present.  Being contactable 
simply is not good enough just like if a man comes in to ask for EHC for the woman, we 
always ask the woman to come in and have a consultation, we do not just contact the 
woman over the phone!  Patients feel and expect the Pharmacist to be present at the 
pharmacy.  The reputation of the profession is at stake.” (CP - 342) 
 
“I do sincerely believe that a pharmacy should have a pharmacist – Why else call it a 
pharmacy and not a drug store!” (CP - 991) 
 
“I think pharmacist supervision is still needed.  In hospital pharmacy staff including assistants, 
technicians etc are constantly asking questions and checking with the pharmacist.” (HP- 22) 
 

Pharmacists, and particularly those in community, noted that patients expected pharmacists to be 

present and accessible, and that they could (and did) ask to speak to the pharmacist to answer their 

questions or concerns.  Indeed, there was a strong feeling among many that the accessibility of 

pharmacists without the need for an appointment had always been a strength of community 

pharmacy.  Losing this was seen as a potential loss of professional standing and reputation. 

 

“Many patients regularly ask to speak to the pharmacist despite there being fully trained and 
competent staff in the pharmacy.  As a result I genuinely believe that the public want a 
pharmacist on the premises and the function of a pharmacy during an absence would 
concern patients and increase the risk level to the public.” (CP - 456) 

 

Numerous community pharmacists, and some hospital pharmacists, also voiced concerns about 

changes to pharmacist supervision requirements as potentially opening up further opportunities for 

pharmacy organisations, in particular larger multiples, to save money and maximise profits, at the 

expense of patient safety. 

 

“Large multiples and business owners will abuse the absence period, for financial reasons, 
less pay,  provide further services.” (CP - 1300) 
 
 “My biggest concern would be with the multiples and how they would manipulate and bend 
the rules for their own commercial gain.  --  Basically if a pharmacy is open, a qualified 
pharmacist should be present and if the argument is to allow us to do more services/ extend 
our roles then two pharmacists should be employed instead.” (CP - 456) 

 

“If the responsible pharmacist has control over what can be delegated in their absence and 
not the employer then I would be glad to see changes.” (CP - 488) 

 

As the last two quotes illustrate, those who were supportive of an extension of more clinical and 

patient-centred services, raised the importance of professional autonomy and a possibility of 

employing more than one pharmacist.  Others commented that it was important to use skill mix 

effectively, but that this should not necessarily enable a pharmacist’s absence, but free their clinical 

skills (also) within the pharmacy. 
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Positive views 

Many comments were made, particularly by PTs in both sectors, to support the effective and 

appropriate use of skill mix, thus using support staff competences and skills as well as pharmacists’ 

clinical skills to the full.  Some expressed that this would be the only way to expand pharmacists’ 

services into more clinical and patient-centred areas, whether from within or outside the pharmacy 

premises. 

 

“I feel that there should be a recognised professional model that frees up pharmacist’s time 
so that pharmacists can perform enhanced services without having to worry about the 
routine dispensing of medicines.” (CP - 927) 
 

“I think we need to respect the qualifications and training of technicians and let them do 
what they are trained to do.  By only letting them carry out their job when a pharmacist is 
present, it’s like taking an independent pharmacy prescriber, they can only prescribe with a 
doctor in the room. - By letting technicians do the technical aspect of pharmacy, it allows 
pharmacists to concentrate on clinical matters.” (HP - 1183) 
 
“Often pharmacy technicians and ACTs are just as capable and intelligent of doing a task as a 
pharmacist is.  -  By delegating more work to a technician the pharmacist is then free to do 
and carry out clinical advice to patients and concentrate on services like MURS, NMS etc.” 
(CPT - 2315) 

 

Two community pharmacist respondents acknowledged that, even under current supervision 

arrangements, a pharmacist could not always hear all goings-on and intervene accordingly, without 

another member requesting their input. 

 

“Support staff that are correctly trained should be able to work without a pharmacist being 
present.  It is naïve to think that a pharmacist’s presence means that he/she can see and 
hear everything that is happening, e.g. when conducting a MUR in a consultation room with 
the door shut (as per request).  “Supervision” would be impossible!” (CP – 214) 

 

“Many set ups don’t even allow the pharmacist to overhear what is being said on the 
pharmacy counter – e.g. [very large pharmacy store].  One would have no idea what is being 
sold or said.” (CP – 816) 

 

The option of being able to contact a pharmacist without delay was therefore emphasised. 

 

“In hospital pharmacy we regularly work without a pharmacist present but contactable at all 
times and support staff are invaluable.” (HPT - 2134) 

 

“As the technicians are more than capable of doing the repeats, smoking and healthy living, 
they need back up when they find something unusual or significant, but if that’s only a phone 
call away at the most, it would be enough.” (HPT – 2743) 
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3.3.9.3 Competent staff 

A key consideration that was raised in the context of tasks being undertaken by support staff in the 

pharmacist’s absence was the importance of having competent and appropriately trained support 

staff.  

 

“I strongly believe that the pharmacy technicians should be given more responsibility as they 
have undergone the training and they do have the qualification to perform more tasks 
effectively and efficiently.  I also agree with the fact that pharmacy support staff need more 
training to better perform the difficult daily jobs e.g. advising patients on P or POM 
medications giving lifestyle advice etc” (CP - 703) 

 

“I feel that the majority of registered pharmacy techs are under valued and their abilities are 
not fully recognised.  This is particularly the case in community pharmacy.  *…+  The general 
public have no idea what a pharmacy tech is or their level of training/abilities are looked 
down on.  --  With registration it should be made that pharmacy technicians can perform 
many tasks without the need of a pharmacist present e.g. handing out prescriptions/selling 
gsl meds/carrying out health checks/flu vaccinations/checking CD prescriptions etc.  I do feel 
though that these extra responsibilities should only be performed by reg[istered] pharmacy 
technicians with a minimum of 5 years experience and show competence in their level of 
knowledge and capabilities.” (CPT - 505) 

 

Whilst acknowledging the importance of having appropriately trained and competent staff, a 

number of respondents also raised the variability of qualifications, their quality and resulting 

competency levels.  A need to support staff in training and to ensure qualifications were 

standardised and of a high standard were noted by several respondents. 

 

“When working with a locum I see a lot of pharmacy support staff with the same 
qualification but different levels of experience.” (CP - 488) 

 

It was also noted that not even all pharmacy technician qualifications provided the same 

competence (with particular concerns raised over those who had registered under the ‘grandfather 

clause’), and that there may be a need to agree clearer standards for PT training and registration.  

Again, pharmacists tended to be more cautious in their comments than PTs. 

 

“I have worked in several companies and the level of training for counter staff and pharmacy 
technicians varies.  Some have been grand parented and therefore have no formal 
qualifications and it is difficult to see how the role of these staff can be extended beyond 
what they already do, on the other extreme some technicians are very good and very 
knowledgeable and would be very capable of extended duties.  How to reconcile this? Maybe 
have a pre-reg style exam for technicians before they can extend responsibilities.”(CP – 194) 

 

 “Also I feel a national exam should be sat for all dispensers and ACTs.  All examined by an 
external source.  Ensures all staff are qualified to perform tasks without the aid of a 
pharmacist” (CP - 346) 

 

The fact that accuracy checking technicians did not have to be registered PTs was also raised by 

some. 
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Current levels of training within community pharmacies are inadequate up to and including 
NVQ3 technician level, and especially “accuracy checkers” who do not have to be registered 
technicians.” (CP - 1452) 

 

Furthermore, many respondents raised that there were not only large variations between qualified 

(and now registered) technicians, but that a clear distinction needed to be made from other types of 

support staff, who may be qualified to NVQ2 rather than NVQ3 level, and should thus not be taking 

on as many extended activities, and probably should not do so without supervision. 

 

“There is a huge difference between a level 2 and level 3 with BTEC qualification and this 
needs to be considered if duties are to be increased when the responsible pharmacist is 
absent.” (HPT - 1515) 
 

“I have concerns about you linking NVQ level 2 and level 3 technician together in your 
questionnaire.  As a NVQ Trainer and assessor there is a massive difference in the level of 
knowledge between the two grades.  *…+ I would not feel confident that a typical chemist 
shop NVQ 2 person would have a knowledge level to work without the direct supervision of a 
Pharmacist.” (HPT - 1983) 

 

The quote below summarises many of the key issues raised by numerous respondents, including 

standardised and quality assured training at various (incremental) levels, but also the importance of 

experience to underpin confidence.  Experience was noted as important by a number of respondents, 

as this would ensure pharmacy technicians had not only competence but also the confidence (and 

willingness) to take on certain activities during a pharmacist’s absence.  There were a few 

suggestions to impose a minimum number of years’ experience before allowing extended roles or 

working without direct supervision. 

 

“A lot of the questions are dependent on whether the employee is deemed competent, 
received sufficient post qualification training and has gained enough sufficient experience.  A 
NVQ does not automatically deem you competent in all activities listed here! – *…+  My fears 
are that legislation regarding pharmacy support staff may be changed without a national 
take up of nationally agreed level of training and competence for all areas of pharmacy and 
all grades of staff.- Perhaps nationally there should be an agreed chronological order to 
training which would be linked to a nationally agreed level of Pharmacy acts and 
responsibilities?” (HPT - 2132) 

 

The need for clear standard operating procedures (SOPs) and governance procedures was also raised. 

 

“If more freedoms are granted to support staff (e.g. Pharmacist leaves for an hour, Techs 
then start giving out prescriptions) then many more SOPs will need to be generated to deal 
with the likely situation where the pharmacy support staff will not have immediate access to 
a pharmacist.” (HP - 1416) 

 

3.3.9.4 Who decides? 

Following on from the issues discussed above, i.e. variability in competencies, even within the same 

level qualification, experience and staff confidence, numerous comments reflected that a decision to 

allow activities to be performed during a pharmacist’s absence, and which one, would depend on 
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the local and even daily set-up within each individual pharmacy, with the final decision resting with 

the responsible pharmacist.  The quote below illustrates these points well: 

 

“I think that the questions asked relate to different levels of qualification and competence.   -
-  An NVQ level 2 member of staff should not have the same responsibilities as an NVQ level 3, 
who shouldn’t have the same as an ACT.   --   All of the responsibilities should be decided by 
the responsible pharmacist, who would know what the staff are capable of, and their limits.   
--  SOPs would need to be rigorously adhered to, and locum pharmacists would need to agree 
or disagree and arrange responsibilities with the regular pharmacist. In my experience, most 
locums do not want to use an ACT until they have worked with [them] for a while, same 
should apply to remote supervision.” (CPT - 1868) 

 

The above quote also raises the situation for locums (and other more mobile) pharmacists, as they 

would find it particularly difficult to know their support staff competences in unfamiliar settings. 

 

“Pharmacies that have locums will find it much more difficult, a locum can never be fully 
confident of the staff around them compared to a full time pharmacist/ pharmacy manager, 
and therefore trained and competent staff will find their skills being wasted as will the 
pharmacist.” (CP - 225) 

 

A number of both pharmacist and PT respondents thus suggested that decisions for role delegation 

and supervision would need to remain with the responsible pharmacist, allowing the taking into 

account of the individual pharmacy’s set-up. 

 

“if more responsibility is placed on the pharmacy technician it should be at the discretion of 
the RP and if the branch is being run by a locum pharmacist, this should not happen as the 
support is not there.  --  RPs must be able to trust their staff, there is a difference between 
be[ing] qualified and competent.  Experience accounts for a lot in community pharmacy.” 
(CPT - 2074) 

 

3.3.9.5 Who is responsible and accountable? 

Similar to discussions in the nominal groups (section 2), numerous community pharmacists raised 

that, under current legislation, it seemed that the pharmacist would remain responsible even if they 

were absent.  To enable pharmacists to relinquish some of their activities, PTs/ support staff would 

also need to be responsible and accountable for their own actions.  However, the legal situation 

would require clarification. 

 

“If technicians are professionals then they should be responsible otherwise the supervision 
law should not be lifted.” (CP - 871) 

 

“I think it all depends on the level of competency and training of the pharmacy staff carrying 
out these tasks.  If a pharmacist is not on the premises and the staff have been adequately 
trained, I do not think that it should be the pharmacist’s responsibility.  Individuals within the 
pharmacy, be them pharmacists or not, should have their own accountability providing they 
are safe in store practices at work and they are suitably trained.” (CP- 1008) 
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“If pharmacy technicians were able to perform a wider range of roles whilst a pharmacist is 
absent they would have to take greater responsibility for their actions.  Although the 
pharmacist must have confidence and trust in their staff that they will contact the 
pharmacist if needed.  If an error occurs whilst the pharmacist is absent then the pharmacist 
should not be to blame.  (Assuming the pharmacy has appropriate SOPs etc that all staff 
should be following).” (HP - 1026) 
 

“Until the regulations are tested in a court of law, the pharmacist is still responsible for all 
the activities in the pharmacy relevant to the dispensing process and, as such cannot be 
absolved from any mistakes made by staff including ACTs”. (CP – 381) 

 

Comments amongst PTs were mixed, but some clearly indicated that they would (and should) take 

on more tasks and responsibility for them.  Some did indeed perceive that, particularly as registered 

pharmacy professionals, they already were (more) accountable for their actions. 

 

“Pharmacy technicians should be given some responsibilities with authorities and they should 
be solely responsible for carrying them out.” (CPT - 2661) 

 

“I do maintain that a high level of training and competency is required.  As registered 
professionals, technicians should be performing to their most capable which gives them the 
chance to strive for the best of their abilities, therefore improving the standard of their 
pharmacy department.  If a technician has ably acquired the accredited checking 
qualification and BTEC then I see no reason why they cannot be trained to perform other 
duties and be responsible for them.” (HPT - 2095) 

 

“I think now that technicians are registered we should take more responsibility for our 
actions, not having the attitude of our pharmacist will be responsible/ whole responsibility is 
theirs.” (HPT - 2499) 

 

However, whilst many pharmacy technicians were keen to extend their roles and responsibilities, 

many comments were made that these increased and increasing responsibilities were not – but 

would have to be – reflected in their pay.  This was the case in community and hospital pharmacy, 

and whilst acknowledged by just one hospital pharmacist, these comments were made by a large 

number of PTs in both community and hospital. 

 

“I also feel that the amount pharmacy technicians are paid in retail pharmacy is very low 
considering the responsibilities we have.  To add to this responsibility any further would seem 
to me to be totally unreasonable without a corresponding increase in salary.  This is unlikely 
to be acceptable to most retail employers!  I would therefore be unlikely to take on more 
responsibility than I already have.” (CPT - 1659) 

 

“By increasing the skills and responsibilities of pharmacy technicians, salary increases would 
also be expected.” (HP - 423) 
 

“I think pharmacy technicians have a lot of responsibility as it is.  I had to appeal to get a 
band 5 when agenda for change came into play.  We are now expected to be an ACT for band 
4.  I work alongside band 8 pharmacists who perform many of the same tasks as I do, 
especially on the wards.” (HPT - 1935) 
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4 DISCUSSION 

Current legislation (Medicines Act 1968) requires that the majority of pharmacy activities, 

particularly medicines sales and supply, are undertaken by a pharmacist or under a pharmacist’s 

supervision.  This legislation also requires that the pharmacist is physically present on the pharmacy 

premises to exercise their supervision (other than for the assembly of medicines).  As pharmacists 

become an increasingly clinically trained and focussed healthcare profession and extend their roles 

into more patient-centred services, they will require a legal framework which will facilitate rather 

than hinder such developments and innovations. 

 

This study of supervision in community pharmacy is the first research study to compare and contrast 

insights from four groups of pharmacy personnel, pharmacists and pharmacy support staff working 

in community and hospital pharmacy.  It thus provides valuable evidence to inform and underpin 

current developments and consultations into the requirements for pharmacist supervision, which 

are endorsed by the Department of Health and the MHRA,41 yet have had mixed press amongst the 

pharmacist profession.51-58  A particular strength of this study is that it used a combination of 

qualitative and quantitative methods.  The qualitative stage 1, which employed the nominal group 

technique42 and some one-to-one  interviews allowed in-depth exploration of views on potential 

changes to supervision.  Nominal group (NG) discussions involved pharmacists and pharmacy 

support staff (see Table 1-1 for more detail on different types of support staff), as any changes to 

supervision would require effective role delegation to other members of the pharmacy team.  The 

views of superintendents, who are responsible for the professional and pharmaceutical part of the 

business of any of the multiple pharmacies, were also sought in one-to-one interviews. 

 

The qualitative findings from stage 1 informed the design of a questionnaire survey for stage 2, thus 

allowing for quantification of responses from a large and representative sample of pharmacy 

professionals.  The questionnaire was distributed to 1,500 pharmacists and 1,500 pharmacy 

technicians (PTs) in England, and achieved an overall response rate of 50.3% (43.2% for pharmacists 

and 57.3% for PTs).  Due to the General Pharmaceutical Council (GPhC) not being able to provide 

data related to sector of practice for the sample, it is likely that the true response rate is higher, as 

only about 92% of pharmacists47 and 89% of pharmacy technicians,59 are eligible for inclusion in the 

study – so about 10% of the sample would not have been expected to return their questionnaire.   

 

Besides involving participants working in community pharmacy, the main focus of any potential 

changes to future supervision arrangements, hospital pharmacy staff were also included in both 

stages of this project.  This allowed insights from respondents working in a setting where role 

delegation and skill mix are more established and where pharmacists provide clinical services in and 

away from the dispensary, commonly in direct patient care on hospital wards.60  This has allowed 

valuable comparisons between the sectors, with some insights potentially informing further 

developments in community pharmacy. 

 

The following sections will serve to summarise the study findings and make a number of key 

recommendations for policy and practice.  Findings from stages 1 and 2 are used alongside each 
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other in this discussion, as qualitative evidence often serves to illustrate some of the key findings 

from the quantitative analyses. 

 

4.1 Pharmacists – an increasingly clinical profession – or no pharmacy 
without a pharmacist? 

 

All study participants recognised that pharmacy was an increasingly clinical and patient-centred 

profession.  However, this did not necessarily translate into support for changes to supervision 

which would enable pharmacists to leave the pharmacy premises and thus necessitate some 

pharmacy activities being performed by support staff during a pharmacist’s absence.  Some 

(particularly pharmacy technicians and superintendents) were keen on changes to the current 

supervision model to enable pharmacists’ more clinical focus, whilst others were supportive of this 

role expansion but reluctant to not also have a pharmacist present at all times. 

  

Whilst PTs felt capable and willing to take on some pharmacy activities during a pharmacist’s 

absence, community pharmacists showed general reluctance to relinquish control and a feeling that 

their presence was critical to the safe operation of the pharmacy.  Further work may be required to 

determine whether this perception is one which has become commonplace mainly due to the long 

established legal framework which has required pharmacist presence, and the legal cases which 

have further consolidated this in practice, or whether there is a real, and justified, perception that 

the lack of a pharmacist at any time would have a detrimental effect on patient safety. 

 

4.1.1 Which activities require pharmacist supervision and presence 

If the requirements for supervision are to be reviewed, it will be important that there is clarity over 

which activities can safely be performed by community support staff, and which cannot.  In order to 

explore this, a number of pharmacy activities which could or could not safely be performed whilst a 

pharmacist was absent (but contactable) were identified in stage 1 of the project (NG findings – 

section 2).  These could broadly be grouped into medicines related activities (where pharmacist 

supervision requirements currently apply under the Medicines Act 1968) and service related 

activities.  Twenty-two of these activities were subsequently included in the questionnaire for 

further investigation, with survey respondents asked to rank both: 1. the risk to patient safety they 

felt was associated with pharmacy support staff undertaking each of these activities, and 2. which 

ones they felt could be safely performed by pharmacy support staff, both while a pharmacist was 

not physically present for up to two hours (but contactable to advise and intervene).  

 

In general, respondents’ perceptions of levels of risk and agreement (or disagreement) with whether 

activities could be safely performed by support staff were closely aligned.  In other words, if 

respondents perceived there to be no or low risk, they were generally also likely to agree that the 

activities could safely be performed by support staff, and vice versa.   

 

Using respondents’ scores on a scale measuring the extent to which they felt an activity could safely 

be undertaken during a pharmacist’s absence, activities were grouped into ‘safe’, ‘borderline’ and 

‘unsafe’ activities.  ‘Safe’ activities were those where agreement was consistent across all subgroups 
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within the sample (pharmacists and PTs in community and hospital pharmacy), so these would be 

likely to transfer most straightforwardly into a revised model of supervision (allowing for – at least 

short/ limited periods of – pharmacist absence).  ‘Borderline’ activities were defined as those that 

did not achieve a mean of <=2 (=agree) from every professional subgroup, but did achieve this from 

at least one professional subgroup.  The only subgroup, who did not agree that all of these activities 

could be safely undertaken, were community pharmacists.  These activities (all medicines/ 

dispensing related) may deserve further consideration.  ‘Unsafe’ activities were all those which 

respondents rated as relatively high risk (that is, they were evaluated as either being moderate or 

high risk for support staff to carry out during a pharmacist’s absence) and where there was general 

disagreement that it was safe for pharmacy support staff to undertake those activities without a 

pharmacist present. 

 

4.1.2 The dispensing process 

Particular attention is now given to the dispensing process, as this consists of a whole range of 

activities, which all need to be performed (see Figure 4 for further details of the different activities 

involved in the dispensing process).  Looking at the process in relation to our findings, it is apparent 

that participants in the study viewed some stages involved in dispensing as ‘safe’, some ‘borderline’ 

and some as ‘unsafe’ for support staff to carry out during a pharmacist’s absence.  

 

As shown green in Figure 4, there were a number of elements to the dispensing process which were 

considered to be ‘safe’ activities.  However, there were also a number of ‘borderline’ medicines (and 

dispensing process) related activities (i.e. ‘handing out checked and bagged prescriptions’, ‘dispense 

established repeat prescriptions’, and ‘accuracy checking’ - depicted in orange in Figure 4).  These 

may deserve further attention when considering future supervision models, as the dispensing 

process would come to a halt without them, with little gain from performing the other ‘safe’ 

activities in a pharmacist’s absence. 

 

‘Unsafe’ activities have in common that they involve clinical skills which only a pharmacist possesses.  

Therefore, it is unlikely that activities, such as clinical checks, providing clinical advice to patients 

(regardless of whether this is with regards to prescription or OTC (P) sales or POMs, providing minor 

ailment services, MURs or NMS), should be performed by support staff in a pharmacist’s absence.  

For the dispensing process shown in Figure 4 this means that a clinical check by a pharmacist (in red) 

would have to have been incorporated (for non-repeat prescriptions) at some point during the 

dispensing process (before the pharmacist leaves the premises), or through utilisation of remote 

technology.  If clinical advice is required, then a reliable system needs to be established to ensure 

the patient receives this promptly. 

 

  



70 

Figure 4: Dispensing process & need for pharmacist involvement/ presence 
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4.1.3 OTC sales 

Besides pharmacy services, another group of medicines related activities are those relating to OTC 

sales.  Whilst GSL medicines can already be sold during a pharmacist’s absence, NG participants 

discussed concerns over the sale of P medicines at some length.  The questionnaire survey also 

revealed the sale of P medicines as a borderline issue over which hospital and community 

pharmacists disagreed: even within standard operating procedures, and without a need for 

intervention or referral.  Interestingly, both community and particularly hospital pharmacy 

technicians agreed that the sale of P medicines within standard operating procedures (SOPs) was 

safe.  Some of the concerns raised during the NG discussions and also in open comments at the end 

of the questionnaire shed further light on what may need to be considered to design a supervision 

model with regards to OTC sales.  Sufficient reassurance would need to be provided that support 

staff are appropriately trained and competent, recognise their own limitations and thus know when 

referral to the pharmacist is required.  Clear and detailed standard operating procedures would be 

required, and governance processes would need to be reviewed to support relevant changes. 
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4.2 Which pharmacy support staff 

Another key consideration when developing an alternative supervision model will be clarity on which 

pharmacy support staff could/ should be allowed to undertake which clearly identified activities 

(within clear SOPs) during a pharmacist’s absence.  Much discussion centred on this topic during the 

NGDs, and numerous open comments made by survey respondents also related to this 

 

There was a general feeling amongst participants that pharmacy support staff, and particularly 

pharmacy technicians, were an untapped or at least undervalued resource.  Pharmacists appeared 

commonly either not to acknowledge support staff competencies and abilities, and/or be reluctant 

to rely on them.   While PTs in hospital and particularly community were confident to perform more 

activities, pharmacists, particularly in community, were more cautious about PTs’ capabilities. 

 

The importance of appropriately trained and competent support staff was acknowledged across the 

board.  However, more detailed qualitative analysis provided detailed insight on this topic.   Within 

pharmacy support staff, different qualifications represented different levels of competence, and not 

all would be capable of assuming the same level of responsibilities during a pharmacist’s absence.   

 

However, there were not only perceived differences between, for example NVQ2 and NVQ3 

qualifications (which would be expected).  There was also a feeling that not all PT training and 

requirements were on a par, for example those PTs who had registered using the ‘grandfather clause’ 

or those undertaken with different providers.  Furthermore, concerns were raised (in NGDs and 

qualitative questionnaire comments) that there was no requirement for accuracy checking 

technicians (ACTs) to be registered PTs, and that there was a lack of accreditation of their training or 

assessment.  It was thus noted that qualifications and assessments at all levels would need to be 

standardised and quality assured to ensure that all PTs (and other support staff) at each qualification 

have the same level of competence.  Continued training would, of course, need to underpin practice 

over the years (and decades) following registration, possibly with assessments to test this (through 

revalidation).   

 

PTs may be the most appropriate professional group to take on extra activities and responsibilities 

during a pharmacist’s absence, particularly as they are now (the only non-pharmacist) GPhC 

registered pharmacy professionals.  Indeed, there was agreement amongst all groups of 

questionnaire respondents that “now that pharmacy technicians are registered professionals, they 

should be more accountable for the tasks they perform.”  However, there were mixed views 

regarding who would (in reality) be ultimately responsible, or how responsibility would be shared, 

when a PT was practising in the absence of a pharmacist.  Pharmacists were commonly concerned, 

as evidenced particularly in qualitative analyses, that they would be ultimately responsible, and 

within such an arrangement would be uncomfortable or unwilling to work away from the pharmacy 

premises.  PTs, on the other hand, were less clear about whether they would be willing to take 

ultimate responsibility for their own actions, and this would require further consideration.  However, 

a related and important issue that was raised in qualitative comments was that it was not only 

important that pharmacists recognised and valued their support staff, and particularly PTs, abilities 

and contributions, but that these were also reflected in appropriate (increased) salaries to reflect 

increasing levels of responsibility and accountability 
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4.2.1 Does one size fit all 

The importance of support staff competence and ability has been raised before, with experience 

supporting increasing confidence amongst PTs to take on further responsibilities during a 

pharmacist’s absence.  However, another important feature to help potential changes to supervision 

work is that pharmacists need to recognises these abilities, and that they must have trust in their 

team.  This is likely to be better established in teams who have an existing stable working 

relationship, where this recognition and trust has been developed over time.  These conditions are 

less likely to apply with more mobile pharmacists, such as relief pharmacists covering a variety of 

stores (but usually within the same company), and particularly locums who work in a whole variety 

of pharmacies.  This was evidenced in both the qualitative and also the quantitative analyses, where 

locum (and relief) pharmacists were consistently found to have less confidence in the capabilities of 

support staff and be less prepared to depend on them. 

 

4.2.2 Patient needs and perceptions 

Finally, it would also be important to establish what patients would expect from supervision and the 

outcome for them from the provision of both medicines and service related pharmacy activities.  The 

inclusion of the patients’ perspectives, as research participants, was outside of the scope of this 

project.  However, insights from a study into quality indicators in community pharmacy identified 

that study participants had no preference whether care (i.e. advice, medicines, services) was 

provided by a pharmacist or member of support staff.61,62  This was because sometimes patients 

were unaware of who was the pharmacist and who was a member of support staff.  They also had 

low expectations of pharmacists’ skills and expertise.  Furthermore, participants preferred 

pharmacists/pharmacies to focus on providing medicines, for instance via essential and enhanced 

services, and advice on medicines rather than diagnostic services, such as blood pressure monitoring 

or cholesterol testing.  Finally, they wanted to purchase P medicines and collect prescriptions which 

had been checked, even when a pharmacist was not available.  Their reasons for this included: 

previously having purchased smaller packs of P medicines as GSLs, and they therefore felt it was 

illogical that they be prevented access to these medicines, simply because a pharmacist was not 

available.  Also, some were rarely given advice on P medicines and their prescriptions upon 

collection, so the requirement that a pharmacist be present was perceived to be a barrier to access.  
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4.3 Key policy implications and recommendations 

Assumption: Responsible Pharmacist (RP) absent, and no other pharmacist present. 

 

 General support for pharmacists providing more clinical and patient-centred services, 

enabled by support from appropriately trained, fit for practice and valued pharmacy staff 

 Pharmacy support staff broadly supportive of pharmacist absence – pharmacists (particularly 

in community) more cautious    

Pharmacy activities – that could be undertaken during RP absence 

 Separate pharmacy activities into: medicines related (OTC sales & dispensing) and service 

related activities 

 Broadly, clinical activities usually require pharmacist supervision and intervention, and 

technical activities can be undertaken by pharmacy support staff 

 General agreement that pharmacy services involving healthy living advice and some public 

health services can be undertaken by pharmacy support staff 

 GSL sales can be undertaken by pharmacy support staff 

 P sales by pharmacy support staff require clear standard operating and governance 

procedures – some may be considered ‘safe’ during a pharmacist’s absence, others not 

 Provided a clinical check has been performed prior to a pharmacist’s absence, the remainder 

of the dispensing process may be possible during a pharmacist’s absence – if clinical advice is 

either not needed (e.g. for established repeat prescriptions) or the pharmacist is accessible 

remotely   

 

Pharmacy team – considerations for roles & responsibilities of pharmacy support staff 

 Clarity on various support staff qualifications and related competences is important 

 Consistency and quality assurance across each type/ level of qualification, particularly 

registered pharmacy technicians 

 Pharmacy technicians’ (and other support staff) abilities and competences need to be 

understood, recognised and used by pharmacists, but also by pharmacy employers, through 

appropriate remuneration and career structure, to ensure the most is made of available skill 

mix 

 Competence and skills are important, and these need to be kept up-to-date (revalidation) 

 Familiarity of pharmacists with support staff and pharmacy setting.  The needs of mobile 

pharmacists, i.e. locums & relief, may differ from those working in familiar arrangements 

 Experience is important to underpin competence, and a minimum number of years’ 

experience could be required to take on certain activities, particularly during RP absence 

 Confidence in support staff is important to enable trust which needs to underpin successful 

role delegation; this will depend on competence, familiarity and experience. 

 Clarity is required on responsibilities and accountability of support staff and pharmacists 

during a pharmacist’s absence 

 Pharmacy technicians, as GPhC registered pharmacy professionals, are the appropriate 

group of support staff to assume responsibility for a retail pharmacy during the legitimate 

absence of the RP 
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APPENDIX A: SUPERVISION IN PHARMACY QUESTIONNAIRE (PHARMACIST VERSION) 
 
 
 
 

  

 

 

 

 

 

 

 
 

 

 
 

Pharmacist questionnaire 
 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 ID No: 

This is a national survey of pharmacists about supervision in pharmacy. We are interested in your 
views about current arrangements for supervision and whether you think that aspects of 
supervision and role delegation should change in the future. 
 
We are asking 1500 pharmacists registered in England to complete this questionnaire. It will only 
take 10 to 15 minutes to complete. 
 
We are particularly interested in supervision in community pharmacy.  However, we feel that 
lessons could be learnt from other sectors, in particular hospital pharmacy.  So we would like 
pharmacists working in any sector to complete the early sections of this questionnaire.   
 
 

Everything you say in this questionnaire will remain confidential. 
 

 There is an ID number on the questionnaire – this is simply so that we know who has replied and 
do not send out reminders unnecessarily – it will not be used to link individuals or organisations to 
responses which will be stored and analysed anonymously. 
 

 After your responses have been entered onto a secure computer database, the questionnaire will 
be securely stored in accordance with data protection regulations and destroyed after five years. 
 

 

PLEASE RETURN TO: 

Dr Fay Bradley 
FREEPOST MR9661, THE UNIVERSITY OF MANCHESTER, SCHOOL OF PHARMACY AND PHARMACEUTICAL SCIENCES, 

STOPFORD BUILDING, 1ST
 FLOOR, OXFORD ROAD, MANCHESTER M13 9PT 
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A: BACKGROUND INFORMATION 
 
 

A1.  Do you currently work in community and/or hospital pharmacy? (Please tick one box only) 
 

1
 Yes, community pharmacy  

2
 Yes, hospital pharmacy  

3
 Both community and hospital pharmacy   

 
  

4
 No, I do not work in either community or hospital pharmacy   
 

 
A2.  If you do not work in either community or hospital pharmacy, which sector(s) do you work in?   

(Please tick all that apply) 
  

1
 Primary care 

2
 Industry 

3
 Academia/education and training 

4
 Other   

 
 

A3.  In the table below, please place a tick next to the job title that most closely corresponds to your role 
in your main job (job 1) and any one additional job you have (job 2). 

 
 

Community pharmacy Hospital pharmacy Other 

 Job 1 Job 2  Job 1 Job 2  Job 1 Job 2 

         
1             Pharmacy owner   9 Band 6   17          Other pharmacy   
2               Superintendent   10 Band 7   18              Non-pharmacy   
3     Pharmacy manager   11 Band 8a      
4                       Area manager   12 Band 8b      
5      Second pharmacist   13 Band 8c      
6           Relief pharmacist   14 Band 8d      
7        Locum pharmacist   15 Band 9      
8                                                   Other   16 Locum      

 
A4. In the table below, please use a tick to indicate which of the following best describes your main 

patient-facing pharmacy setting (community or hospital pharmacy setting).  If you work in several 
different settings then please answer for the setting in which you worked most recently.  
(Please select ONE box only from each column). 

 

 
 

 OR 
 
 
 
 
 

 

Community pharmacy setting 

Organisation 
             Tick one box only           

Location 
                   Tick one box only           

1                                                     Independent  7                                                                High street  

2         Small Chain (2-4 stores)  8                                            Shopping centre  

3  Medium chain (5-25 stores)  9                                                                 Retail park  

4        Multiple (25-100 stores)  10        Health centre/GP practice  

5 Large multiple (>100 stores)  
11                               Not applicable (e.g.                                                                        

internet pharmacy) 

 

6                             Supermarket  12                                                                            Other  

Hospital pharmacy setting 

Organisation 
    Tick one box only      

13                                  Teaching  

14           District general  

15                                Specialist  

16                                       Private  

17                                           Other  

GO TO QUESTION A3 

 

PLEASE ANSWER QUESTION A2 

 

Thank you for completing this questionnaire, there is no 
need to complete any further questions, please return the 
questionnaire in the FREEPOST envelope provided 
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A5.  How many hours a week do you normally work in your main job (job 1) and any one additional job 
you have (job 2)? (Jobs 1 and 2 from question A3) 

 

 
 
 

 
A6.  How many pharmacists and pharmacy support staff do you work with during a typical working day 

at your main patient-facing pharmacy setting? (community or hospital pharmacy setting)   
If you work in several different settings please answer for the setting in which you worked most 
recently.  (Please insert number in each box - write in ‘0’ if you do not work with these staff). 

 

 

 

 
A7.  How long have you been working at your main patient-facing pharmacy setting? (community or 

hospital pharmacy setting)  (Please write in number) 
 

                                 years                         months 

 
A8.  What year did you register as a pharmacist? (Please write in year)  
 
A9.  Do you have any of the following qualifications? (Please tick all that apply) 
 

 Clinical Diploma/postgraduate degree 
 Supplementary prescriber qualification 
 Independent prescriber qualification 

 
A10.  What is your gender?       1

 Male        2
 Female 

 
A11.  What is your age?          Under 25            25-34            35-44              45-54               55-64               65+                    
                                                          1

                     2
                 3

                    4
                    5

                   6
 

 
A12.  How would you describe your ethnic origin? (Please select ONE box only). 
 

White: 1  
 British 2  

 Irish 3  
 Other  

Asian or Asian British: 4  
 Indian 5  

 Pakistani 6  
 Bangladeshi 7  

 Other 

Black or Black British: 8  
 Caribbean 9  

 African 10
 Black Other  

Mixed: 11
 Black  Caribbean/White 12

 Black African/White 13
 Asian/White 14

 Other 

Chinese or other ethnic 
group: 

15
 Chinese 16

 Other   

 
  

 
Full-time (more than  

32 hours a week)1   
Part-time (32 hours  

or less a week)2 
No set hours (e.g. 

locum/sessional work)3 

Job 1      please tick  
Please tick  

   

Job 2      please tick  
 

   

Do not include yourself in this count Please write in number of staff 

Pharmacists  

Pharmacy Technicians (excluding ACTs)  

Accuracy Checking Technicians (ACTS)  

Dispensing/Pharmacy Assistants  

Assistant Technical Officers (ATOs)  

Medicines Counter Assistants  
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B: THOUGHTS ON SUPERVISION  
 
This section asks about how much you agree or disagree that the pharmacy activities listed can be safely 
performed by pharmacy support staff when a pharmacist is NOT physically present for up to 2 hours (but 
is contactable to advise and intervene during these 2 hours).   
 
Please assume that the pharmacy support staff are suitably qualified and competent.  By this we mean 
those staff with NVQ Level 2 or level 3 (or equivalent). 
 
Please indicate your agreement or disagreement with the following statements  
Mark your answer by placing a tick in the circle on each line. 
 

B1.     If a pharmacist was not physically present on the pharmacy premises for up to 2 hours (but 
contactable to advise and intervene), it would be safe for suitably trained and competent support 
staff to:  

 Strongly 
agree 

Agree Disagree Strongly 
disagree 

Don’t 
know/ 

not 
relevant 

Medicines related  1         2                                 3                                 4                            5 

1.  Sell General Sales List (GSL) medication      

2.  
Sell Pharmacy (P) medication following standard operating 
procedures (if no need for referral/intervention) 

     

3.  Take in prescriptions      
4.  Sign for controlled drug (CD) deliveries      
5.  Sign for deliveries of medicines (not CDs)      
6.  Assemble (without labelling) prescriptions (not CDs)       
7. B Label prescription items (not CDs)      
8.  Accuracy check items, if dispensed by someone else (not CDs)      

9.  
Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

     

10.  Have access to the CD cupboard to put away items      
11.  Give patients advice about Prescription Only Medicines (POMs)      
12.  Carry out extemporaneous preparation      
13.  Give clinical advice to patients      

14.  
Dispense established repeat prescriptions (which have already had 
a clinical check previously) 

     

15.  
Provide medicines under Patient Group Direction (PGD)  
(e.g. chloramphenicol, not Emergency Hormonal Contraception) 

     

Service related 

16.  Conduct Medicine Use Reviews (MURs)      
17.  Provide New Medicine Service (NMS)      
18.  Signpost to other services      
19.  Provide health checks (e.g. blood pressure, weight check)      
20.  Provide a minor ailments service      
21.  Provide healthy living advice to patients      
22.  Conduct a smoking cessation consultation      
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For this question please think about the same pharmacy tasks again, but state what you think the risk 
level would be to patient safety if pharmacy support staff were to perform these tasks when a pharmacist 
was NOT physically present for up to 2 hours (but was contactable to advise and intervene during these 2 
hours).   
 
Please assume that the pharmacy support staff are suitably qualified and competent.  By this we mean 
those staff with NVQ Level 2 or level 3 (or equivalent). 
 
Please mark your answer by placing a tick in the circle on each line. 
 

B2.     If a pharmacist was not physically present on the pharmacy premises for up to 2 hours (but 
contactable to advise and intervene), and support staff were to carry out these tasks, the risk to 
patient safety would be: 

 No            
risk 

Low 
risk 

Moderate 
risk 

High 
risk 

Don’t 
know 

     
Medicines related  1          2                                3                                 4                            5 

1.  Sell General Sales List (GSL) medication      

2.  
Sell Pharmacy (P) medication following standard operating 
procedures (if no need for referral/intervention) 

     

3.  Take in prescriptions      
4.  Sign for controlled drug (CD) deliveries      
5.  Sign for deliveries of medicines (not CDs)      
6.  Assemble (without labelling) prescriptions (not CDs)       
7.  Label prescription items (not CDs)      
8.  Accuracy check items, if dispensed by someone else (not CDs)      

9.  
Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

     

10.  Have access to the CD cupboard to put away items      
11.  Give patients advice about Prescription Only Medicines (POMs)      
12.  Carry out extemporaneous preparation      
13.  Give clinical advice to patients      

14.  
Dispense established repeat prescriptions (which have already had 
a clinical check previously) 

     

15.  
Provide medicines under Patient Group Direction (PGD)  
(e.g. chloramphenicol, not Emergency Hormonal Contraception) 

     

Service related 

16.  Conduct Medicine Use Reviews (MURs)      
17.  Provide New Medicine Service (NMS)      
18.  Signpost to other services      
19.  Provide health checks (e.g. blood pressure, weight check)      
20.  Provide a minor ailments service      
21.  Provide healthy living advice to patients      
22.  Conduct a smoking cessation consultation      
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C: COMMUNITY PHARMACY  

For these questions please think about your current practice and the ‘Responsible Pharmacist’ legislation 
which allows the named Responsible Pharmacist to be absent from the pharmacy premises for up to 2 
hours per day. 
 
B3.  Do you use the responsible pharmacist absence? (Please tick one box only) 
 

1
 No, I am never the responsible pharmacist 

2
 No, I never use the absence 
 
3
 Yes, I use the absence every day that I am the responsible pharmacist 

4
 Yes, I use the absence regularly, but not every time I am the responsible pharmacist 

5
 Yes, I use the absence only occasionally when I am the responsible pharmacist 

 
B4.  If you do use the responsible pharmacist absence, what do you use this for? (Please tick all that 

apply) 
 

1
 To run services away from the pharmacy premises 

2
 To meet with other health care professionals, such as GPs 

3
 As a lunch break 

4
 For support staff to assemble medicines 

5
 Other, Please state ____________________________________________________ 

 
 

B5.     Please indicate your level of agreement or disagreement with the following statements about the 
responsible pharmacist and supervision legislation.  Please mark your answer by placing a tick in 
the circle on each line. 

 
Strongly 

agree 
Agree Disagree 

Strongly 
disagree 

Don’t know 
 

 1
 

2
 

3
 

4
 

5
 

1.  
There was a need for the responsible pharmacist 
legislation to be introduced in community pharmacy 

     

2.  
There was a need for the responsible pharmacist 
legislation to be introduced in hospital pharmacy 

     

3.  

Legislation should be changed to allow pharmacy 
support staff to perform more tasks when the 
responsible pharmacist is absent 

     

4.  

I am not confident that pharmacy support staff are 
competent enough to perform more tasks when the 
responsible pharmacist is absent 
 
 

     

5.  

Now that pharmacy technicians are registered 
professionals, they should be more accountable for 
the tasks they perform 

     

6.  

Now that pharmacy technicians are registered 
professionals they should be able to perform more 
tasks when there is no pharmacist physically present 

     

7.  
Since their registration, the role of pharmacy 
technicians in pharmacy has changed 

     

 
 
 

GO TO QUESTION B5 
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D: YOUR COMMENTS 

This section is relevant for everyone who has a job in COMMUNITY PHARMACY.  If you do not 
work in community pharmacy, please go straight to Section D. 
 

 

C1.  How many items does the community pharmacy that you work in (or the one that you worked in 
most recently) dispense over a typical day? (Please tick one box only) 

 
≤ 100           101-200                 201-300                     301-400            401-500                  >501                  

             1
                       2

                            3
                          4

                              5
                         6

 

 
C2.  Which of the following services does the community pharmacy that you work in (or the one that you 

worked in most recently) provide? (Please tick all that apply) 
 
1  
 Medicines Use Reviews (MURs) 

2  
 New Medicine Service (NMS) 

3  
 Medication review (full clinical review - not an MUR) 

4  
 Minor ailments scheme 

5  
 Stop smoking service 

6  
 Emergency hormonal contraception service (under PGD) 

7  
 Needle and syringe exchange 

8  
 Supervised administration (consumption of prescribed medicines) 

9  
 Supplementary prescribing 

10
 Anticoagulant testing 

11
 Chlamydia screening & treatment 

12
 NHS Health Check (Vascular risk assessment & management) 

13
 Prescription collection 

14
 Prescription delivery 

15
 Care home service 

16
 Out of hours (access to medicines) 

17
 Seasonal influenza vaccination 

18
 Patient Group Directions 

19
 Weight management 

20
 Blood pressure checks 

21
 Other, Please state  

 
C3. How many hours per day is the community pharmacy that you work in (or the one that you worked 

in most recently) open for? (Please tick one box only) 
 

1
 8 hours or less 

2
 Up to 10 hours 

3
 More than 10 hours 

 
C4.  If you work as a locum in community pharmacy, please tick ONE box that most closely corresponds 

to your usual pattern of work. 
 

One or two regular 
stores within the 
same company 

One or two regular 
stores across different 

companies 

A variety of different 
stores within the 
same company  

A variety of different 
stores across different 

companies 

Other pattern of 
locum work 

1
 2

 3
 4

 5
 

 
 
 
 
 
 

D1.  Please feel free to use this space to provide any additional comments you might have about 

current or future supervision arrangements in pharmacy 
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THANK YOU for completing this questionnaire. Please return in the FREEPOST envelope provided to: 
 Dr Fay Bradley, FREEPOST MR9661, The University of Manchester, School of Pharmacy and Pharmaceutical 

Sciences, Stopford Building, 1
st
 Floor, Oxford Road, Manchester M13 9PT. 
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APPENDIX B: CHI-SQUARE TEST RESULTS 

Table B- 1: Association between sector (community or hospital) and whether or not pharmacists agree that the activities can be safely performed when pharmacist not present  

All Pharmacists Community pharmacists Hospital pharmacists  

 % 
agree 

% 
disagree 

Total n % agree % 
disagree 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 91.8 8.2 426 96.8 3.2 94 2.87 1 0.090 
Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

53.3 46.7 424 73.1 26.9 93 12.21 1 <0.001
*
 

Take in prescriptions 95.3 4.7 429 96.0 4.0
†
 99 0.07 1 0.789 

Sign for controlled drug (CD) deliveries 48.1 51.9 424 67.0 33.0 97 11.29 1 0.001
*
 

Sign for deliveries of medicines (not CDs) 92.7 7.3 425 97.0 3.0 99 2.41 1 0.121 
Assemble (without labelling) prescriptions (not CDs)  89.6 10.4 424 92.7 7.3 96 0.84 1 0.359 
Label prescription items (not CDs) 87.1 12.9 426 95.9 4.1 97 6.10 1 0.014

*
 

Accuracy check items, if dispensed by someone else (not 
CDs) 

43.2 56.8 421 81.6 18.4 98 46.90 1 <0.001
*
 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

64.5 35.5 425 76.8 23.2 99 5.47 1 0.019
*
 

Have access to the CD cupboard to put away items 29.0 71.0 421 69.4 30.6 98 55.94 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

16.2 83.8 419 40.2 59.8 97 27.55 1 <0.001
*
 

Carry out extemporaneous preparation 27.1 72.9 398 65.6 34.4 93 49.89 1 <0.001
*
 

Give clinical advice to patients 15.9 84.1 415 16.0 84.0 94 0.00 1 0.990 
Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

58.4 41.6 425 80.0 20.0 95 15.49 1 <0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

23.0 77.0 421 43.3 56.7 90 15.63 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 8.7 91.3 423 19.8 80.2 86 9.15 1 0.002
*
 

Provide New Medicine Service (NMS) 17.9 82.1 420 19.8 80.2 81 0.16 1 0.685 
Signpost to other services 88.2 11.8 424 89.2 10.8 83 0.06 1 0.805 
Provide health checks (e.g. blood pressure, weight check) 71.6 28.4 423 69.8 30.2 86 0.12 1 0.728 
Provide a minor ailments service 41.5 58.5 417 50.0 50.0 84 2.07 1 0.150 
Provide healthy living advice to patients 85.1 14.9 423 83.5 16.5 91 0.15 1 0.701 
Conduct a smoking cessation consultation 78.8 21.2 420 71.6 28.4 88 2.18 1 0.140 

* 
Significant at 𝑝 < 0.05 

† 
Cells have expected count less than 5 
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Table B- 2: Association between sector (community or hospital) and whether or not pharmacy technicians agree that the activities can be safely performed when pharmacist not present 

All Pharmacy technicians (PTs) Community PTs Hospital PTs  

 % 
agree 

% 
disagree 

Total n % agree % 
disagree 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 97.9 2.1 473 94.7 5.3 247 5.20 1 0.023
*
 

Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

80.4 19.6 470 81.5 18.5 243 0.12 1 0.734 

Take in prescriptions 99.6 0.4
†
 475 98.6 1.4

†
 286 2.18 1 0.140 

Sign for controlled drug (CD) deliveries 72.8 27.2 467 80.3 19.7 284 5.36 1 0.021
*
 

Sign for deliveries of medicines (not CDs) 99.4 0.6
†
 474 99.0 1.0

†
 287 0.39 1 0.533 

Assemble (without labelling) prescriptions (not CDs)  97.7 2.3 474 96.8 3.2 283 0.51 1 0.476 
Label prescription items (not CDs) 97.5 2.5 474 97.9 2.1 286 0.15 1 0.703 
Accuracy check items, if dispensed by someone else (not 
CDs) 

72.2 27.8 449 85.2 14.8 277 16.51 1 <0.001
*
 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

82.3 17.7 474 88.4 11.6 284 5.07 1 0.024
*
 

Have access to the CD cupboard to put away items 65.9 34.1 461 89.8 10.2 284 53.34 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

51.0 49.0 457 70.7 29.3 276 27.40 1 <0.001
*
 

Carry out extemporaneous preparation 47.7 52.3 386 76.8 23.2 259 54.66 1 <0.001
*
 

Give clinical advice to patients 43.6 56.4 450 40.8 59.2 277 0.54 1 0.465 
Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

85.3 14.7 468 93.2 6.8 280 10.69 1 0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

55.3 44.7 445 72.5 27.5 240 19.49 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 20.4 79.6 442 55.7 44.3 194 78.40 1 <0.001
*
 

Provide New Medicine Service (NMS) 32.1 67.9 443 45.0 55.0 169 8.90 1 0.003
*
 

Signpost to other services 93.8 6.2 450 83.7 16.3 190 16.26 1 <0.001
*
 

Provide health checks (e.g. blood pressure, weight check) 82.4 17.6 443 76.1 23.9 197 3.39 1 0.066 
Provide a minor ailments service 61.2 38.8 423 61.4 38.6 184 0.00 1 0.966 
Provide healthy living advice to patients 93.8 6.2 470 86.3 13.7 211 10.72 1 0.001

*
 

Conduct a smoking cessation consultation 84.4 15.6 450 93.1 16.9 207 0.19 1 0.660 
* 

Significant at 𝑝 < 0.05 
† 

Cells have expected count less than 5 
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Table B- 3: Association between role (pharmacist or pharmacy technician) and whether or not those working in hospital pharmacy agree that the activities can be safely performed when 
a pharmacist is not present 

All hospital pharmacy sector Hospital pharmacists Hospital PTs  

 % 
agree 

% 
disagree 

Total n % agree % 
disagree 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 96.8 3.2
†
 94 94.7 5.3 247 0.65 1 0.419 

Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

73.1 26.9 93 81.5 18.5 243 2.85 1 0.091 

Take in prescriptions 96.0 4.0
†
 99 98.6 1.4 286 2.52 1 0.112 

Sign for controlled drug (CD) deliveries 67.0 33.0 97 80.3 19.7 284 7.17 1 0.007
*
 

Sign for deliveries of medicines (not CDs) 97.0 3.0
†
 99 99.0 1.0

†
 287 1.90 1 0.169 

Assemble (without labelling) prescriptions (not CDs)  92.7 7.3
†
 96 96.8 3.2 283 3.00 1 0.083 

Label prescription items (not CDs) 95.9 4.1
†
 97 97.9 2.1 286 1.17 1 0.280 

Accuracy check items, if dispensed by someone else (not 
CDs) 

81.6 18.4 98 85.2 14.8 277 0.70 1 0.405 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

76.8 23.2 99 88.4 11.6 284 7.93 1 0.005
*
 

Have access to the CD cupboard to put away items 69.4 30.6 98 89.8 10.2 284 23.22 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

40.2 59.8 97 70.7 29.3 276 28.46 1 <0.001
*
 

Carry out extemporaneous preparation 65.6 34.4 93 76.8 23.2 259 4.48 1 0.034
*
 

Give clinical advice to patients 16.0 84.0 94 40.8 59.2 277 19.16 1 <0.001
*
 

Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

80.0 20.0 95 93.2 6.8 280 13.60 1 <0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

43.3 56.7 90 72.5 27.5 240 24.33 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 19.8 69 86 55.7 44.3 194 31.08 1 <0.001
*
 

Provide New Medicine Service (NMS) 19.8 80.2 81 45.0 55.0 169 14.97 1 <0.001
*
 

Signpost to other services 89.2 10.8 83 83.7 16.3 190 1.38 1 0.240 
Provide health checks (e.g. blood pressure, weight check) 69.8 30.2 86 76.1 23.9 197 1.27 1 0.260 
Provide a minor ailments service 50.0 50.0 84 61.4 38.6 184 3.08 1 0.079 
Provide healthy living advice to patients 83.5 16.5 91 86.3 13.7 211 0.38 1 0.536 
Conduct a smoking cessation consultation 71.6 28.4 88 93.1 16.9 207 5.04 1 0.025

*
 

* 
Significant at 𝑝 < 0.05

† 
Cells have expected count less than 5 
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Table B- 4: Association between role (pharmacist or pharmacy technician) and whether or not those working in community pharmacy agree that the activities can be safely performed 
when a pharmacist is not present 

All community pharmacy sector Community pharmacists Community PTs  

 % 
agree 

% 
disagree 

Total n % agree % 
disagree 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 91.8 8.2 426 97.9 2.1 473 17.55 1 <0.001
*
 

Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

53.3 46.7 424 80.4 19.6 470 74.83 1 <0.001
*
 

Take in prescriptions 95.3 4.7 429 99.6 0.4 475 17.08 1 <0.001
*
 

Sign for controlled drug (CD) deliveries 48.1 51.9 424 72.8 27.2 467 56.99 1 <0.001
*
 

Sign for deliveries of medicines (not CDs) 92.7 7.3 425 99.4 0.6 474 27.32 1 <0.001
*
 

Assemble (without labelling) prescriptions (not CDs)  89.6 10.4 424 97.7 2.3 474 25.27 1 <0.001
*
 

Label prescription items (not CDs) 87.1 12.9 426 97.5 2.5 474 35.08 1 <0.001
*
 

Accuracy check items, if dispensed by someone else (not 
CDs) 

43.2 56.8 421 72.2 27.8 449 74.73 1 <0.001
*
 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

64.5 35.5 425 82.3 17.7 474 36.81 1 <0.001
*
 

Have access to the CD cupboard to put away items 29.0 71.0 421 65.9 34.1 461 120.41 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

16.2 83.8 419 51.0 49.0 457 117.07 1 <0.001
*
 

Carry out extemporaneous preparation 27.1 72.9 398 47.7 52.3 386 35.35 1 <0.001
*
 

Give clinical advice to patients 15.9 84.1 415 43.6 56.4 450 78.18 1 <0.001
*
 

Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

58.4 41.6 425 85.3 14.7 468 80.77 1 <0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

23.0 77.0 421 55.3 44.7 445 94.01 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 8.7 91.3 423 20.4 79.6 442 23.28 1 <0.001
*
 

Provide New Medicine Service (NMS) 17.9 82.1 420 32.1 67.9 443 23.09 1 <0.001
*
 

Signpost to other services 88.2 11.8 424 93.8 6.2 450 8.33 1 0.004
*
 

Provide health checks (e.g. blood pressure, weight check) 71.6 28.4 423 82.4 17.6 443 14.21 1 <0.001
*
 

Provide a minor ailments service 41.5 58.5 417 61.2 38.8 423 32.77 1 <0.001
*
 

Provide healthy living advice to patients 85.1 14.9 423 93.8 6.2 470 18.33 1 <0.001
*
 

Conduct a smoking cessation consultation 78.8 21.2 420 84.4 15.6 450 4.62 1 0.032
*
 

* 
Significant at 𝑝 < 0.05 
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Table B- 5: Association between sector (community or hospital) of pharmacist and perceived risk level 

All Pharmacists Community pharmacists Hospital pharmacists  

 % 
no/lo
w risk 

% 
moderate
/high risk 

Total n % 
no/low 
risk 

% 
moderate
/high risk 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 87.3 12.7 425 91.8 8.2 98 1.57 1 0.210 
Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

44.2 55.8 423 58.2 41.8 98 6.22 1 0.013
*
 

Take in prescriptions 94.8 5.2 426 91.9 8.1 99 1.27 1 0.261 
Sign for controlled drug (CD) deliveries 46.8 53.2 423 72.2 27.8 97 20.31 1 <0.001

*
 

Sign for deliveries of medicines (not CDs) 86.7 13.3 422 92.9 7.1 99 2.90 1 0.089 
Assemble (without labelling) prescriptions (not CDs)  78.7 21.3 423 87.5 12.5 96 3.82 1 0.051 
Label prescription items (not CDs) 74.4 25.6 422 82.8 17.2 99 3.12 1 0.077 
Accuracy check items, if dispensed by someone else (not 
CDs) 

31.8 68.2 421 55.7 44.3 97 19.38 1 <0.001
*
 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

56.7 43.3 425 61.2 38.8 98 0.67 1 0.451 

Have access to the CD cupboard to put away items 32.5 67.5 424 67.3 32.7 98 40.50 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

10.6 89.4 425 14.3 85.7 98 1.09 1 0.297 

Carry out extemporaneous preparation 22.8 77.2 399 45.8 54.2 96 20.69  <0.001
*
 

Give clinical advice to patients 11.2 88.8 420 8.3 91.7 96 0.67 1 0.413 
Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

47.9 52.1 424 61.6 38.4 99 6.06 1 0.014
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

21.9 78.1 420 30.9 69.1 94 3.42 1 0.065 

Conduct Medicine Use Reviews (MURs) 10.8 89.2 415 14.1 85.9 85 0.75 1 0.387 
Provide New Medicine Service (NMS) 16.9 83.1 413 12.2 87.8 82 1.14 1 0.285 
Signpost to other services 86.7 13.3 420 82.6 17.4 86 1.00 1 0.318 
Provide health checks (e.g. blood pressure, weight check) 68.6 31.4 423 67.4 32.6 89 0.04 1 0.833 
Provide a minor ailments service 43.9 56.1 415 42.0 58.0 88 0.10 1 0.756 
Provide healthy living advice to patients 80.3 19.7 422 76.9 23.1 91 0.54 1 0.463 
Conduct a smoking cessation consultation 76.1 23.9 423 68.9 31.1 90 2.06 1 0.151 

* 
Significant at 𝑝 < 0.05 
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Table B- 6: Association between sector (community or hospital) of pharmacy technician and perceived risk level 

All Pharmacy technicians (PTs) Community PTs Hospital PTs  

 % no/low 
risk 

% 
moderate
/high risk 

Total n % 
no/low 
risk 

% 
moderate
/high risk 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 96.2 3.8 474 86.8 13.2 257 22.44 1 <0.001
*
 

Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

67.0 33.0 470 63.8 36.2 257 0.76 1 0.383 

Take in prescriptions 98.7 1.3 474 96.8 3.2 283 3.34 1 0.067 
Sign for controlled drug (CD) deliveries 66.7 33.3 466 78.7 21.3 282 12.32 1 <0.001

*
 

Sign for deliveries of medicines (not CDs) 97.0 3.0 471 95.8 4.2 285 0.82 1 0.365 
Assemble (without labelling) prescriptions (not CDs)  94.9 5.1 471 92.5 7.5 281 1.80 1 0.184 
Label prescription items (not CDs) 94.1 5.9 473 88.8 11.2 285 6.88 1 0.009

*
 

Accuracy check items, if dispensed by someone else (not 
CDs) 

62.9 37.1 455 65.7 34.3 277 0.61 1 0.437 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

78.2 21.8 473 79.2 20.8 283 .09 1 0.763 

Have access to the CD cupboard to put away items 62.2 37.8 465 86.3 13.7 284 50.11 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

30.3 69.7 468 45.6 54.4 281 17.62 1 <0.001
*
 

Carry out extemporaneous preparation 37.6 62.4 396 70.2 29.8 258 66.13 1 <0.001
*
 

Give clinical advice to patients 29.3 70.7 457 25.5 74.5 275 1.28 1 0.258 
Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

76.8 23.2 469 78.1 21.9 278 0.17 1 0.682 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

48.3 51.7 449 54.2 45.8 236 2.16 1 0.142 

Conduct Medicine Use Reviews (MURs) 22.4 77.6 424 41.5 58.5 183 23.11 1 <0.001
*
 

Provide New Medicine Service (NMS) 38.1 61.9 428 35.6 64.4 163 0.32 1 0.574 
Signpost to other services 91.5 8.5 448 82.9 17.1 187 10.02 1 0.002

*
 

Provide health checks (e.g. blood pressure, weight check) 80.7 19.3 457 73.0 27.0 204 4.94 1 0.026
*
 

Provide a minor ailments service 58.2 41.8 426 54.7 45.3 190 0.65 1 0.420 
Provide healthy living advice to patients 90.3 9.7 466 84.9 15.1 205 4.23 1 0.040

*
 

Conduct a smoking cessation consultation 85.5 14.5 454 82.0 18.0 206 1.26 1 0.261 
* 

Significant at 𝑝 < 0.05 
† 

Cells have expected count less than 5 
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Table B- 7: Association between hospital role (pharmacist or pharmacy technician) and perceived risk level 

All hospital pharmacy sector Hospital pharmacists Hospital PTs  

 % 
no/lo
w risk 

% 
moderate
/high risk 

Total n % 
no/low 
risk 

% 
moderate
/high risk 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 91.8 8.2 98 86.8 13.2 257 1.75 1 0.186 
Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

58.2 41.8 98 63.8 36.2 257 0.96 1 0.326 

Take in prescriptions 91.9 8.1
†
 99 96.8 3.2 283 4.14 1 0.042

*
 

Sign for controlled drug (CD) deliveries 72.2 27.8 97 78.7 21.3 282 1.76 1 0.185 
Sign for deliveries of medicines (not CDs) 92.9 7.1

†
 99 95.8 4.2 285 1.28 1 0.258 

Assemble (without labelling) prescriptions (not CDs)  87.5 12.5 96 92.5 7.5 281 2.26 1 0.132 
Label prescription items (not CDs) 82.8 17.2 99 88.8 11.2 285 2.33 1 0.127 
Accuracy check items, if dispensed by someone else (not 
CDs) 

55.7 44.3 97 65.7 34.3 277 3.11 1 0.078 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

61.2 38.8 98 79.2 20.8 283 12.33 1 <0.001
*
 

Have access to the CD cupboard to put away items 67.3 32.7 98 86.3 13.7 284 17.24 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

14.3 85.7 98 45.6 54.4 281 30.32 1 <0.001
*
 

Carry out extemporaneous preparation 45.8 54.2 96 70.2 29.8 258 17.87 1 <0.001
*
 

Give clinical advice to patients 8.3 91.7 96 25.5 74.5 275 12.56 1 <0.001
*
 

Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

61.6 38.4 99 78.1 21.9 278 10.19 1 0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

30.9 69.1 94 54.2 45.8 236 14.74 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 14.1 85.9 85 41.5 58.5 183 19.78 1 <0.001
*
 

Provide New Medicine Service (NMS) 12.2 87.8 82 35.6 64.4 163 14.88 1 <0.001
*
 

Signpost to other services 82.6 17.4 86 82.9 17.1 187 0.01 1 0.947 
Provide health checks (e.g. blood pressure, weight check) 67.4 32.6 89 73.0 27.0 204 0.96 1 0.328 
Provide a minor ailments service 42.0 58.0 88 54.7 45.3 190 3.88 1 0.049

*
 

Provide healthy living advice to patients 76.9 23.1 91 84.9 15.1 205 2.75 1 0.097 
Conduct a smoking cessation consultation 68.9 31.1 90 82.0 18.0 206 6.32 1 0.012

*
 

* 
Significant at 𝑝 < 0.05 

† 
Cells have expected count less than 5 
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Table B- 8: Association between community role (pharmacist or pharmacy technician) and perceived risk level 

All community pharmacy sector Community pharmacists Community PTs  

 % 
no/lo
w risk 

% 
moderate
/high risk 

Total n % 
no/low 
risk 

% 
moderate
/high risk 

Total n 𝒙𝟐 df 𝒑 

Sell General Sales List (GSL) medication 87.3 12.7 425 96.2 3.8 474 24.14 1 <0.001
*
 

Sell Pharmacy (P) medication following standard 
operating procedures (if no need for referral 
/intervention) 

44.2 55.8 423 67.0 33.0 470 47.07 1 <0.001
*
 

Take in prescriptions 94.8 5.2 426 98.7 1.3 474 11.31 1 0.001
*
 

Sign for controlled drug (CD) deliveries 46.8 53.2 423 66.7 33.3 466 35.99 1 <0.001
*
 

Sign for deliveries of medicines (not CDs) 86.7 13.3 422 97.0 3.0 471 32.67 1 <0.001
*
 

Assemble (without labelling) prescriptions (not CDs)  78.7 21.3 423 94.9 5.1 471 52.45 1 <0.001
*
 

Label prescription items (not CDs) 74.4 25.6 422 94.1 5.9 473 66.98 1 <0.001
*
 

Accuracy check items, if dispensed by someone else (not 
CDs) 

31.8 68.2 421 62.9 37.1 455 84.35 1 <0.001
*
 

Hand out checked and bagged prescriptions 
(which do not require pharmacist advice or intervention) 

56.7 43.3 425 78.2 21.8 473 47.67 1 <0.001
*
 

Have access to the CD cupboard to put away items 32.5 67.5 424 62.2 37.8 465 77.86 1 <0.001
*
 

Give patients advice about Prescription Only Medicines 
(POMs) 

10.6 89.4 425 30.3 69.7 468 52.50 1 <0.001
*
 

Carry out extemporaneous preparation 22.8 77.2 399 37.6 62.4 396 20.71 1 <0.001
*
 

Give clinical advice to patients 11.2 88.8 420 29.3 70.7 457 43.93 1 <0.001
*
 

Dispense established repeat prescriptions (which have 
already had a clinical check previously) 

47.9 52.1 424 76.8 23.2 469 79.73 1 <0.001
*
 

Provide medicines under Patient Group Direction (PGD) 
(e.g. chloramphenicol, not Emergency Hormonal 
Contraception) 

21.9 78.1 420 48.3 51.7 449 66.13 1 <0.001
*
 

Conduct Medicine Use Reviews (MURs) 10.8 89.2 415 22.4 77.6 424 20.17 1 <0.001
*
 

Provide New Medicine Service (NMS) 16.9 83.1 413 38.1 61.9 428 46.87 1 <0.001
*
 

Signpost to other services 86.7 13.3 420 91.5 8.5 448 5.28 1 0.022
*
 

Provide health checks (e.g. blood pressure, weight check) 68.6 31.4 423 80.7 19.3 457 17.35 1 <0.001
*
 

Provide a minor ailments service 43.9 56.1 415 58.2 41.8 426 17.35 1 <0.001
*
 

Provide healthy living advice to patients 80.3 19.7 422 90.3 9.7 466 17.99 1 <0.001
*
 

Conduct a smoking cessation consultation 76.1 23.9 423 85.5 14.5 454 12.39 1 <0.001
*
 

* 
Significant at 𝑝 < 0.05 
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APPENDIX C: RANKING OF ACTIVITIES 

Table C- 1: Community pharmacist ranking of activities 

  Community pharmacist Mean N 
Std. 
Deviation 

A
g

re
e
 

Safe to Sell General Sales List (GSL) medication 1.59 426 .741 

Safe to Take in prescriptions 1.59 429 .656 

Safe to Sign for deliveries of medicines (not CDs) 1.71 425 .691 

Safe to Assemble (without labelling) prescriptions (not CDs)  1.77 424 .777 

Safe to Labelling of prescription items (not CDs) 1.81 426 .782 

Safe to Signposting to other services 1.92 424 .704 

Safe to Provide healthy living advice to patients 1.98 423 .760 

B
o

rd
e

rl
in

e
 

Safe to Conduct a smoking cessation consultation 2.06 420 .818 

Safe to Provide health checks (e.g. blood pressure, weight check) 2.23 423 .866 

Safe to Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention)  

2.33 425 .986 

Safe to Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

2.41 425 .907 

D
is

a
g

re
e
 

Safe to Sell Pharmacy (P) medication following standard operating procedures 
(if no need for referral/intervention) 

2.52 424 .982 

Safe to Sign for controlled drug (CD) deliveries 2.60 424 1.011 

Safe to Accuracy check items, if dispensed by someone else (not CDs) 2.67 421 1.026 

Safe to Provide a minor ailments service 2.73 417 .926 

Safe to Have access to the CD cupboard to put away items 3.02 421 .918 

Safe to Carry out extemporaneous preparation 3.05 398 .848 

Safe to Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception)  

3.08 421 .823 

Safe to Give patients advice about Prescription Only Medicines (POMs) 3.23 419 .754 

Safe to Provide New Medicine Service (NMS) 3.24 420 .816 

Safe to Give clinical advice to patients 3.27 415 .751 

Safe to Conduct Medicine Use Reviews (MURs) 3.39 423 .693 

 
Table C- 2: Hospital pharmacist ranking of activities 
 

 Hospital pharmacist Mean N 
Std. 
Deviation 

A
g

re
e
 

Safe to Sell General Sales List (GSL) medication 1.56 94 .560 

Safe to Take in prescriptions 1.59 99 .606 

Safe to Sign for deliveries of medicines (not CDs) 1.66 99 .538 

Safe to Labelling of prescription items (not CDs) 1.68 97 .550 

Safe to Assemble (without labelling) prescriptions (not CDs)  1.76 96 .645 

Safe to Signposting to other services 1.87 83 .658 

Safe to Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

1.99 95 .765 

Safe to Accuracy check items, if dispensed by someone else (not CDs) 1.99 98 .767 

B
o

rd
e

rl
in

e
 

Safe to Provide healthy living advice to patients 2.01 91 .707 

Safe to Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention)  

2.03 99 .775 

Safe to Sell Pharmacy (P) medication following standard operating procedures 
(if no need for referral/intervention) 

2.15 93 .820 

Safe to Have access to the CD cupboard to put away items 2.15 98 .804 

Safe to Conduct a smoking cessation consultation 2.17 88 .834 

Safe to Sign for controlled drug (CD) deliveries 2.20 97 .897 

Safe to Provide health checks (e.g. blood pressure, weight check) 2.26 86 .754 

Safe to Carry out extemporaneous preparation 2.27 93 .694 

D
is

a
g

re
e
 

Safe to Provide a minor ailments service 2.50 84 .799 

Safe to Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception)  

2.63 90 .854 

Safe to Give patients advice about Prescription Only Medicines (POMs) 2.65 97 .764 

Safe to Conduct Medicine Use Reviews (MURs) 3.03 86 .659 

Safe to Provide New Medicine Service (NMS) 3.04 81 .660 

Safe to Give clinical advice to patients 3.10 94 .673 
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Table C- 3: Community pharmacy technician ranking of activities 

 Community pharmacy technician Mean N 
Std. 
Deviation 

A
g

re
e
 

Safe to Take in prescriptions 1.28 475 .460 

Safe to Sign for deliveries of medicines (not CDs) 1.33 474 .494 

Safe to Sell General Sales List (GSL) medication 1.34 473 .540 

Safe to Labelling of prescription items (not CDs) 1.36 474 .562 

Safe to Assemble (without labelling) prescriptions (not CDs) 1.38 474 .569 

Safe to Signposting to other services 1.71 450 .642 

Safe to Provide healthy living advice to patients 1.73 470 .643 

Safe to Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention) 

1.76 474 .880 

Safe to Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

1.78 468 .767 

Safe to Conduct a smoking cessation consultation 1.83 450 .759 

Safe to Provide health checks (e.g. blood pressure, weight check) 1.90 443 .777 

Safe to Sell Pharmacy (P) medication following standard operating 
procedures (if no need for referral/intervention) 

1.97 470 .856 

Safe to Accuracy check items, if dispensed by someone else (not CDs) 2.00 449 .856 

B
o

rd
e

rl
in

e
 Safe to Sign for controlled drug (CD) deliveries 2.11 467 .925 

Safe to Have access to the CD cupboard to put away items 2.17 461 .974 

Safe to Provide a minor ailments service 2.26 423 .874 

Safe to Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception) 

2.40 445 .881 

Safe to Give patients advice about Prescription Only Medicines (POMs) 2.47 457 .858 

D
is

a
g

re
e
 Safe to Carry out extemporaneous preparation 2.50 386 .835 

Safe to Give clinical advice to patients 2.59 450 .818 

Safe to Provide New Medicine Service (NMS) 2.75 443 .818 

Safe to Conduct Medicine Use Reviews (MURs) 2.93 442 .750 

 
Table C- 4: Hospital pharmacy technician ranking of activities 

 Hospital pharmacy technician Mean N 
Std. 
Deviation 

A
g

re
e
 

Safe to Take in prescriptions 1.35 286 .505 

Safe to Sign for deliveries of medicines (not CDs) 1.38 287 .533 

Safe to Assemble (without labelling) prescriptions (not CDs)  1.43 283 .569 

Safe to Labelling of prescription items (not CDs) 1.44 286 .551 

Safe to Sell General Sales List (GSL) medication 1.54 247 .636 

Safe to Have access to the CD cupboard to put away items 1.63 284 .694 

Safe to Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

1.65 280 .661 

Safe to Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention)  

1.70 285 .935 

Safe to Accuracy check items, if dispensed by someone else (not CDs) 1.73 277 .827 

Safe to Sign for controlled drug (CD) deliveries 1.85 284 .899 

Safe to Provide healthy living advice to patients 1.89 211 .656 

Safe to Signposting to other services 1.93 190 .690 

Safe to Sell Pharmacy (P) medication following standard operating 
procedures (if no need for referral/intervention) 

1.93 243 .795 

Safe to Carry out extemporaneous preparation 1.93 259 .826 

Safe to Conduct a smoking cessation consultation 1.94 207 .704 

B
o

rd
e

rl
in

e
 Safe to Provide health checks (e.g. blood pressure, weight check) 2.08 197 .735 

Safe to Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception)  

2.11 240 .763 

Safe to Give patients advice about Prescription Only Medicines (POMs) 2.12 276 .772 

Safe to Provide a minor ailments service 2.27 184 .796 

Safe to Conduct Medicine Use Reviews (MURs) 2.39 194 .839 

D
is

 -
a
g

re
e
 

Safe to Provide New Medicine Service (NMS) 2.53 169 .853 

Safe to Give clinical advice to patients 2.64 277 .798 
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APPENDIX D: RISK RANKINGS OF ACTIVITIES 

Table D- 1: Community pharmacist ranking of risk 
 

 Community pharmacist Mean N 
Std. 
Deviation 

N
o

/l
o

w
 r

is
k
 Risk Take in prescriptions 1.52 426 .648 

Risk Sign for deliveries of medicines (not CDs) 1.75 422 .759 

Risk Signposting to other services 1.84 420 .790 

Risk Sell General Sales List (GSL) medication 1.93 425 .655 

Risk Assemble (without labelling) prescriptions (not CDs) 1.98 423 .774 

Risk Provide healthy living advice to patients 1.99 422 .802 

B
o

rd
e

rl
in

e
 Risk Labelling of prescription items (not CDs) 2.07 422 .811 

Risk Conduct a smoking cessation consultation 2.07 423 .811 

Risk Provide health checks (e.g. blood pressure, weight check) 2.24 423 .884 

Risk Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention) 

2.48 425 .939 

Risk Labelling of prescription items (not CDs) 2.07 422 .811 

M
o

d
e

ra
te

/h
ig

h
 r

is
k
 

Risk Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

2.60 424 .836 

Risk Sign for controlled drug (CD) deliveries 2.61 423 1.000 

Risk Sell Pharmacy (P) medication following standard operating procedures (if 
no need for referral/intervention) 

2.67 423 .808 

Risk Provide a minor ailments service 2.72 415 .902 

Risk Accuracy check items, if dispensed by someone else (not CDs) 2.95 421 .901 

Risk Have access to the CD cupboard to put away items 3.01 424 .995 

Risk Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception) 

3.17 420 .788 

RiskCarry out extemporaneous preparation 3.21 399 .840 

Risk Provide New Medicine Service (NMS) 3.34 413 .832 

Risk Give patients advice about Prescription Only Medicines (POMs) 3.45 425 .693 

Risk Give clinical advice to patients 3.45 420 .715 

 Risk Conduct Medicine Use Reviews (MURs) 3.49 415 .718 

 
Table D- 2: Hospital pharmacist ranking of risk 

  Hospital pharmacist Mean N 
Std. 
Deviation 

N
o

/l
o

w
 r

is
k

 Risk Take in prescriptions 1.63 99 .694 

Risk Sign for deliveries of medicines (not CDs) 1.63 99 .648 

Risk Assemble (without labelling) prescriptions (not CDs) 1.81 96 .701 

Risk Labelling of prescription items (not CDs) 1.88 99 .674 

Risk Sell General Sales List (GSL) medication 1.89 98 .515 

Risk Signposting to other services 1.91 86 .662 

B
o

rd
e

rl
in

e
 

Risk Provide healthy living advice to patients 2.01 91 .738 

Risk Sign for controlled drug (CD) deliveries 2.06 97 .955 

Risk Have access to the CD cupboard to put away items 2.17 98 .995 

Risk Conduct a smoking cessation consultation 2.19 90 .820 

Risk Provide health checks (e.g. blood pressure, weight check) 2.25 89 .787 

Risk Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

2.37 99 .764 

Risk Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention) 

2.38 98 .891 

Risk Sell Pharmacy (P) medication following standard operating procedures 
(if no need for referral/intervention) 

2.45 98 .660 

Risk Accuracy check items, if dispensed by someone else (not CDs) 2.47 97 .879 

M
o

d
e

ra
te

/h
ig

h
 r

is
k
 Risk Provide a minor ailments service 2.67 88 .827 

RiskCarry out extemporaneous preparation 2.68 96 .888 

Risk Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception) 

2.96 94 .789 

Risk Give patients advice about Prescription Only Medicines (POMs) 3.26 98 .750 

Risk Conduct Medicine Use Reviews (MURs) 3.36 85 .754 

Risk Provide New Medicine Service (NMS) 3.37 82 .694 

Risk Give clinical advice to patients 3.58 96 .643 
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Table D- 3: Community pharmacy technician ranking of risk 

 Community pharmacy technician Mean N 
Std. 
Deviation 

N
o

/l
o

w
 r

is
k
 

Risk Take in prescriptions 1.23 474 .484 

Risk Sign for deliveries of medicines (not CDs) 1.37 471 .558 

Risk Assemble (without labelling) prescriptions (not CDs) 1.52 471 .615 

Risk Labelling of prescription items (not CDs) 1.54 473 .633 

Risk Signposting to other services 1.57 448 .711 

Risk Provide healthy living advice to patients 1.65 466 .700 

Risk Sell General Sales List (GSL) medication 1.66 474 .565 

Risk Conduct a smoking cessation consultation 1.80 454 .770 

Risk Provide health checks (e.g. blood pressure, weight check) 1.93 457 .820 

Risk Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention) 

1.99 473 .887 

B
o

rd
e

rl
in

e
 

Risk Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

2.04 469 .802 

Risk Sign for controlled drug (CD) deliveries 2.17 466 1.018 

Risk Have access to the CD cupboard to put away items 2.25 465 1.061 

Risk Sell Pharmacy (P) medication following standard operating procedures 
(if no need for referral/intervention) 

2.27 470 .797 

Risk Accuracy check items, if dispensed by someone else (not CDs) 2.30 455 .842 

Risk Provide a minor ailments service 2.37 426 .914 

M
o

d
e

ra
te

/h
ig

h
 r

is
k
 Risk Provide medicines under Patient Group Direction (PGD)  (e.g. 

chloramphenicol, not Emergency Hormonal Contraception) 
2.63 449 .920 

RiskCarry out extemporaneous preparation 2.81 396 .927 

Risk Provide New Medicine Service (NMS) 2.85 428 .959 

Risk Give patients advice about Prescription Only Medicines (POMs) 2.90 468 .850 

Risk Give clinical advice to patients 2.93 457 .859 

Risk Conduct Medicine Use Reviews (MURs) 3.14 424 .855 

 
Table D- 4: Hospital pharmacy technician ranking of risk 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Hospital pharmacy technician Mean N 
Std. 
Deviation 

N
o

/l
o

w
 r

is
k
 

Risk Take in prescriptions 1.37 283 .547 

Risk Sign for deliveries of medicines (not CDs) 1.47 285 .614 

Risk Assemble (without labelling) prescriptions (not CDs) 1.67 281 .655 

Risk Have access to the CD cupboard to put away items 1.77 284 .816 

Risk Labelling of prescription items (not CDs) 1.78 285 .695 

Risk Sign for controlled drug (CD) deliveries 1.84 282 .934 

Risk Provide healthy living advice to patients 1.86 205 .724 

Risk Sell General Sales List (GSL) medication 1.90 257 .645 

Risk Signposting to other services 1.91 187 .757 

Risk Conduct a smoking cessation consultation 1.94 206 .759 

B
o

rd
e

rl
in

e
 

Risk Dispense established repeat prescriptions (which have already had a 
clinical check previously) 

2.01 278 .716 

Risk Hand out checked and bagged prescriptions (which do not require 
pharmacist advice or intervention) 

2.04 283 .787 

Risk Provide health checks (e.g. blood pressure, weight check) 2.14 204 .860 

RiskCarry out extemporaneous preparation 2.19 258 .916 

Risk Accuracy check items, if dispensed by someone else (not CDs) 2.25 277 .887 

Risk Sell Pharmacy (P) medication following standard operating procedures 
(if no need for referral/intervention) 

2.39 257 .752 

Risk Provide a minor ailments service 2.47 190 .840 

Risk Provide medicines under Patient Group Direction (PGD)  (e.g. 
chloramphenicol, not Emergency Hormonal Contraception) 

2.49 236 .812 

M
o

d
e

ra
te

/h
ig

h
 r

is
k
 Risk Give patients advice about Prescription Only Medicines (POMs) 2.73 282 1.466 

Risk Conduct Medicine Use Reviews (MURs) 2.75 183 .859 

Risk Provide New Medicine Service (NMS) 2.82 163 .862 

Risk Give clinical advice to patients 3.12 275 .855 
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APPENDIX E: SPEARMAN’S RANK CORRELATIONS RESULTS 
 
Table E- 1: Community pharmacist respondents (experience and size of support team) 

    Years in 
pharmacy 

Number of 
support staff 

Number of PTs 
worked with 

Number of ACTs 
worked with 

Safe to Sell General 
Sales List (GSL) 
medication 

Correlation 
Coefficient 

.035 -.041 -.100* -.100* 

Sig. (2-tailed) .469 .412 .041 .045 

N 423 402 413 404 

Safe to Sell Pharmacy 
(P) medication 
following standard 
operating procedures 
(if no need for 
referral/intervention) 

Correlation 
Coefficient 

-.128** -.010 -.015 -.034 

Sig. (2-tailed) .009 .845 .755 .495 

N 421 399 410 401 

Safe to Take in 
prescriptions 

Correlation 
Coefficient 

.019 -.108* -.095 -.037 

Sig. (2-tailed) .698 .030 .053 .454 

N 426 404 415 406 

Safe to Sign for 
controlled drug (CD) 
deliveries 

Correlation 
Coefficient 

-.191** -.111* -.082 -.069 

Sig. (2-tailed) .000 .027 .099 .169 

N 421 399 410 401 

Safe to Sign for 
deliveries of 
medicines (not CDs) 

Correlation 
Coefficient 

-.026 -.148** -.127** -.082 

Sig. (2-tailed) .591 .003 .010 .102 

N 422 400 411 402 

Safe to Assemble 
(without labelling) 
prescriptions (not 
CDs)  

Correlation 
Coefficient 

.043 -.145** -.043 -.081 

Sig. (2-tailed) .378 .004 .385 .106 

N 421 399 410 401 

Safe to Labelling of 
prescription items 
(not CDs) 

Correlation 
Coefficient 

.054 -.105* -.047 -.052 

Sig. (2-tailed) .271 .036 .337 .298 

N 423 401 412 403 

Safe to Accuracy 
check items, if 
dispensed by 
someone else (not 
CDs) 

Correlation 
Coefficient 

-.071 -.083 -.091 -.237** 

Sig. (2-tailed) .149 .098 .068 .000 

N 418 396 407 398 

Safe to Hand out 
checked and bagged 
prescriptions (which 
do not require 
pharmacist advice or 
intervention)  

Correlation 
Coefficient 

-.091 -.067 -.028 -.052 

Sig. (2-tailed) .061 .181 .565 .295 

N 422 400 411 402 

Safe to Have access to 
the CD cupboard to 
put away items 

Correlation 
Coefficient 

-.202** -.123* -.065 -.109* 

Sig. (2-tailed) .000 .014 .192 .030 

N 418 396 407 398 

Safe to Give patients 
advice about 
Prescription Only 
Medicines (POMs) 

Correlation 
Coefficient 

-.177** -.037 -.066 -.057 

Sig. (2-tailed) .000 .468 .187 .255 

N 416 394 405 396 

Safe to Carry out 
extemporaneous 
preparation 

Correlation 
Coefficient 

-.154** -.135** -.118* -.164** 

Sig. (2-tailed) .002 .009 .021 .001 

N 395 373 384 375 

Safe to Give clinical 
advice to patients 

Correlation 
Coefficient 

-.223** -.040 -.044 -.043 
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    Years in 
pharmacy 

Number of 
support staff 

Number of PTs 
worked with 

Number of ACTs 
worked with 

Sig. (2-tailed) .000 .435 .383 .399 

N 412 391 402 393 

Safe to Dispense 
established repeat 
prescriptions (which 
have already had a 
clinical check 
previously) 

Correlation 
Coefficient 

.023 -.064 -.029 -.121* 

Sig. (2-tailed) .642 .203 .558 .016 

N 422 400 411 402 

Safe to Provide 
medicines under 
Patient Group 
Direction (PGD)  (e.g. 
chloramphenicol, not 
Emergency Hormonal 
Contraception)  

Correlation 
Coefficient 

-.196** -.022 -.017 -.008 

Sig. (2-tailed) .000 .669 .733 .878 

N 418 396 407 398 

Safe to Conduct 
Medicine Use Reviews 
(MURs) 

Correlation 
Coefficient 

-.219** -.035 -.009 -.003 

Sig. (2-tailed) .000 .481 .851 .947 

N 420 398 409 400 

Safe to Provide New 
Medicine Service 
(NMS) 

Correlation 
Coefficient 

-.190** -.025 .011 -.034 

Sig. (2-tailed) .000 .622 .832 .497 

N 417 395 406 397 

Safe to Signposting to 
other services 

Correlation 
Coefficient 

.041 -.123* -.023 -.106* 

Sig. (2-tailed) .403 .014 .643 .033 

N 421 399 410 401 

Safe to Provide health 
checks (e.g. blood 
pressure, weight 
check) 

Correlation 
Coefficient 

.002 .014 .040 .017 

Sig. (2-tailed) .974 .784 .421 .738 

N 420 398 409 400 

Safe to Provide a 
minor ailments 
service 

Correlation 
Coefficient 

-.103* -.004 .025 .015 

Sig. (2-tailed) .037 .943 .615 .766 

N 414 392 403 394 

Safe to Provide 
healthy living advice 
to patients 

Correlation 
Coefficient 

.070 -.051 -.069 -.048 

Sig. (2-tailed) .155 .309 .167 .340 

N 420 398 409 400 

Safe to Conduct a 
smoking cessation 
consultation 

Correlation 
Coefficient 

.062 -.070 .000 -.045 

Sig. (2-tailed) .204 .162 .996 .372 

N 417 395 406 397 

Risk Sell General Sales 
List (GSL) medication 

Correlation 
Coefficient 

-.052 -.039 -.035 -.003 

Sig. (2-tailed) .287 .442 .478 .956 

N 422 400 411 402 

Risk Sell Pharmacy (P) 
medication following 
standard operating 
procedures (if no 
need for 
referral/intervention) 

Correlation 
Coefficient 

-.105* .012 -.027 -.028 

Sig. (2-tailed) .031 .808 .592 .576 

N 420 398 409 400 

Risk Take in 
prescriptions 

Correlation 
Coefficient 

.056 -.095 -.010 -.019 

Sig. (2-tailed) .252 .056 .837 .705 

N 423 401 412 403 

Risk Sign for 
controlled drug (CD) 

Correlation 
Coefficient 

-.096* -.125* -.072 -.057 
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    Years in 
pharmacy 

Number of 
support staff 

Number of PTs 
worked with 

Number of ACTs 
worked with 

deliveries Sig. (2-tailed) .050 .013 .143 .253 

N 420 398 409 400 

Risk Sign for deliveries 
of medicines (not CDs) 

Correlation 
Coefficient 

.000 -.082 -.037 -.047 

Sig. (2-tailed) .999 .102 .460 .354 

N 419 397 408 399 

Risk Assemble 
(without labelling) 
prescriptions (not 
CDs) 

Correlation 
Coefficient 

.068 -.112* -.013 -.060 

Sig. (2-tailed) .163 .026 .791 .230 

N 420 398 409 400 

Risk Labelling of 
prescription items 
(not CDs) 

Correlation 
Coefficient 

.119* -.127* .011 -.060 

Sig. (2-tailed) .014 .011 .828 .231 

N 419 397 408 399 

Risk Accuracy check 
items, if dispensed by 
someone else (not 
CDs) 

Correlation 
Coefficient 

-.035 -.081 -.087 -.221** 

Sig. (2-tailed) .481 .109 .079 .000 

N 418 397 408 399 

Risk Hand out 
checked and bagged 
prescriptions (which 
do not require 
pharmacist advice or 
intervention) 

Correlation 
Coefficient 

-.132** -.045 -.006 -.007 

Sig. (2-tailed) .007 .372 .901 .885 

N 422 400 411 402 

Risk Have access to 
the CD cupboard to 
put away items 

Correlation 
Coefficient 

-.114* -.074 -.053 -.013 

Sig. (2-tailed) .019 .141 .281 .798 

N 421 399 410 401 

Risk Give patients 
advice about 
Prescription Only 
Medicines (POMs) 

Correlation 
Coefficient 

-.092 -.060 -.078 -.115* 

Sig. (2-tailed) .060 .233 .116 .021 

N 422 400 411 402 

Risk Carry out 
extemporaneous 
preparation 

Correlation 
Coefficient 

-.058 -.119* -.064 -.145** 

Sig. (2-tailed) .250 .021 .211 .005 

N 397 375 386 377 

Risk Give clinical 
advice to patients 

Correlation 
Coefficient 

-.121* .018 .052 -.051 

Sig. (2-tailed) .013 .722 .295 .309 

N 417 395 406 397 

Risk Dispense 
established repeat 
prescriptions (which 
have already had a 
clinical check 
previously) 

Correlation 
Coefficient 

.016 -.056 .003 -.120* 

Sig. (2-tailed) .738 .261 .959 .016 

N 421 399 410 401 

Risk Provide 
medicines under 
Patient Group 
Direction (PGD)  (e.g. 
chloramphenicol, not 
Emergency Hormonal 
Contraception) 

Correlation 
Coefficient 

-.093 .053 .015 -.047 

Sig. (2-tailed) .058 .295 .762 .345 

N 417 395 406 397 

Risk Conduct 
Medicine Use Reviews 
(MURs) 

Correlation 
Coefficient 

-.071 -.062 .014 .024 

Sig. (2-tailed) .152 .219 .782 .632 

N 412 390 401 392 

Risk Provide New 
Medicine Service 
(NMS) 

Correlation 
Coefficient 

-.045 -.083 .013 .019 

Sig. (2-tailed) .369 .101 .792 .711 

N 410 388 399 390 
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    Years in 
pharmacy 

Number of 
support staff 

Number of PTs 
worked with 

Number of ACTs 
worked with 

Risk Signposting to 
other services 

Correlation 
Coefficient 

.016 -.043 -.011 -.033 

Sig. (2-tailed) .745 .396 .825 .508 

N 417 395 406 397 

Risk Provide health 
checks (e.g. blood 
pressure, weight 
check) 

Correlation 
Coefficient 

-.001 .012 .040 .038 

Sig. (2-tailed) .990 .805 .417 .454 

N 420 398 409 400 

Risk Provide a minor 
ailments service 

Correlation 
Coefficient 

-.052 .042 .056 .029 

Sig. (2-tailed) .293 .406 .260 .566 

N 412 390 401 392 

Risk Provide healthy 
living advice to 
patients 

Correlation 
Coefficient 

.012 -.074 -.036 -.017 

Sig. (2-tailed) .804 .139 .474 .735 

N 419 397 408 399 

Risk Conduct a 
smoking cessation 
consultation 

Correlation 
Coefficient 

-.010 -.090 -.021 -.056 

Sig. (2-tailed) .832 .073 .667 .261 

N 420 398 409 400 

There was a need for 
the responsible 
pharmacist legislation 
to be introduced in 
community pharmacy 

Correlation 
Coefficient 

.122* .008 .057 .071 

Sig. (2-tailed) .017 .886 .272 .176 

N 382 364 373 366 

There was a need for 
the responsible 
pharmacist legislation 
to be introduced in 
hospital pharmacy 

Correlation 
Coefficient 

-.022 -.021 .106 .072 

Sig. (2-tailed) .769 .784 .165 .356 

N 176 167 172 168 

Legislation should be 
changed to allow 
pharmacy support 
staff to perform more 
tasks when the 
responsible 
pharmacist is absent 

Correlation 
Coefficient 

-.009 -.096 -.014 -.052 

Sig. (2-tailed) .863 .061 .775 .313 

N 405 383 394 385 

I am not confident 
that pharmacy 
support staff are 
competent enough to 
perform more tasks 
when the responsible 
pharmacist is absent 

Correlation 
Coefficient 

-.001 .154** .118* .129* 

Sig. (2-tailed) .979 .003 .020 .012 

N 397 376 387 378 

Now that pharmacy 
technicians are 
registered 
professionals, they 
should be more 
accountable for the 
tasks they perform 

Correlation 
Coefficient 

.181** -.021 .089 .061 

Sig. (2-tailed) .000 .680 .073 .227 

N 414 392 403 394 

Now that pharmacy 
technicians are 
registered 
professionals they 
should be able to 
perform more tasks 
when there is no 
pharmacist physically 
present 

Correlation 
Coefficient 

.095 -.008 .009 -.011 

Sig. (2-tailed) .055 .879 .852 .832 

N 404 383 393 385 

Since their 
registration, the role 
of pharmacy 
technicians in 

Correlation 
Coefficient 

-.244** .052 .003 .010 

Sig. (2-tailed) .000 .345 .958 .860 

N 346 326 336 328 
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    Years in 
pharmacy 

Number of 
support staff 

Number of PTs 
worked with 

Number of ACTs 
worked with 

pharmacy has 
changed 
* 

Significant at 𝑝 < 0.05 
** 

Significant at 𝑝 < 0.001 
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Table E- 2: Community pharmacy technician respondents (experience and size of support team) 

 
    Years in 

pharmacy 
Size of 

pharmacy 
team 

Number of 
pharmacists 
worked with 

Safe to Sell General Sales List 
(GSL) medication 

Correlation Coefficient -.043 .018 -.006 

Sig. (2-tailed) .353 .715 .898 

N 471 422 451 

Safe to Sell Pharmacy (P) 
medication following standard 
operating procedures (if no 
need for referral/intervention) 

Correlation Coefficient -.092* -.065 -.042 

Sig. (2-tailed) .048 .183 .372 

N 468 419 448 

Safe to Take in prescriptions Correlation Coefficient -.061 .020 -.043 

Sig. (2-tailed) .188 .687 .360 

N 473 424 453 

Safe to Sign for controlled drug 
(CD) deliveries 

Correlation Coefficient -.094* .051 .004 

Sig. (2-tailed) .044 .297 .937 

N 465 416 445 

Safe to Sign for deliveries of 
medicines (not CDs) 

Correlation Coefficient -.094* .043 -.015 

Sig. (2-tailed) .041 .379 .756 

N 472 424 453 

Safe to Assemble (without 
labelling) prescriptions (not 
CDs)  

Correlation Coefficient -.018 .015 -.018 

Sig. (2-tailed) .699 .754 .698 

N 472 423 452 

Safe to Labelling of prescription 
items (not CDs) 

Correlation Coefficient -.036 -.012 -.051 

Sig. (2-tailed) .438 .806 .282 

N 472 423 452 

Safe to Accuracy check items, if 
dispensed by someone else (not 
CDs) 

Correlation Coefficient -.047 -.160** -.078 

Sig. (2-tailed) .324 .001 .107 

N 447 399 427 

Safe to Hand out checked and 
bagged prescriptions (which do 
not require pharmacist advice 
or intervention)  

Correlation Coefficient -.066 -.035 -.050 

Sig. (2-tailed) .150 .473 .291 

N 472 423 452 

Safe to Have access to the CD 
cupboard to put away items 

Correlation Coefficient -.064 -.047 -.032 

Sig. (2-tailed) .172 .342 .502 

N 460 411 439 

Safe to Give patients advice 
about Prescription Only 
Medicines (POMs) 

Correlation Coefficient -.016 -.039 -.027 

Sig. (2-tailed) .736 .438 .574 

N 456 406 435 

Safe to Carry out 
extemporaneous preparation 

Correlation Coefficient -.052 -.056 -.013 

Sig. (2-tailed) .307 .297 .809 

N 385 343 368 

Safe to Give clinical advice to 
patients 

Correlation Coefficient -.013 -.036 .007 

Sig. (2-tailed) .776 .477 .879 

N 448 399 428 



104 

    Years in 
pharmacy 

Size of 
pharmacy 

team 

Number of 
pharmacists 
worked with 

Safe to Dispense established 
repeat prescriptions (which 
have already had a clinical check 
previously) 

Correlation Coefficient -.054 -.144** -.075 

Sig. (2-tailed) .245 .003 .111 

N 466 417 446 

Safe to Provide medicines under 
Patient Group Direction (PGD)  
(e.g. chloramphenicol, not 
Emergency Hormonal 
Contraception)  

Correlation Coefficient -.049 -.073 -.089 

Sig. (2-tailed) .300 .145 .067 

N 443 399 425 

Safe to Conduct Medicine Use 
Reviews (MURs) 

Correlation Coefficient .008 -.021 -.024 

Sig. (2-tailed) .866 .678 .617 

N 440 395 420 

Safe to Provide New Medicine 
Service (NMS) 

Correlation Coefficient .036 -.023 -.019 

Sig. (2-tailed) .450 .645 .699 

N 441 396 421 

Safe to Signposting to other 
services 

Correlation Coefficient -.035 -.014 -.032 

Sig. (2-tailed) .458 .776 .513 

N 448 401 428 

Safe to Provide health checks 
(e.g. blood pressure, weight 
check) 

Correlation Coefficient -.006 -.039 -.010 

Sig. (2-tailed) .903 .435 .830 

N 441 397 422 

Safe to Provide a minor 
ailments service 

Correlation Coefficient -.076 -.067 -.062 

Sig. (2-tailed) .121 .194 .211 

N 421 378 403 

Safe to Provide healthy living 
advice to patients 

Correlation Coefficient -.013 -.037 -.040 

Sig. (2-tailed) .778 .452 .402 

N 468 419 448 

Safe to Conduct a smoking 
cessation consultation 

Correlation Coefficient -.032 -.052 -.039 

Sig. (2-tailed) .502 .298 .417 

N 448 404 430 

Risk Sell General Sales List (GSL) 
medication 

Correlation Coefficient -.023 .036 -.013 

Sig. (2-tailed) .612 .458 .784 

N 472 424 452 

Risk Sell Pharmacy (P) 
medication following standard 
operating procedures (if no 
need for referral/intervention) 

Correlation Coefficient -.064 -.040 -.111* 

Sig. (2-tailed) .166 .414 .019 

N 469 420 448 

Risk Take in prescriptions Correlation Coefficient .014 .073 .007 

Sig. (2-tailed) .757 .135 .884 

N 472 424 452 

Risk Sign for controlled drug 
(CD) deliveries 

Correlation Coefficient -.025 .086 .017 

Sig. (2-tailed) .585 .081 .724 

N 465 416 444 

Risk Sign for deliveries of 
medicines (not CDs) 

Correlation Coefficient .014 .086 -.046 

Sig. (2-tailed) .766 .077 .336 

N 470 421 449 

Risk Assemble (without 
labelling) prescriptions (not 
CDs) 

Correlation Coefficient .030 .060 -.006 

Sig. (2-tailed) .522 .217 .895 

N 470 421 449 

Risk Labelling of prescription 
items (not CDs) 

Correlation Coefficient .019 .009 -.023 

Sig. (2-tailed) .688 .849 .629 

N 471 423 451 

Risk Accuracy check items, if 
dispensed by someone else (not 

Correlation Coefficient -.055 -.089 -.070 

Sig. (2-tailed) .243 .073 .147 



105 

    Years in 
pharmacy 

Size of 
pharmacy 

team 

Number of 
pharmacists 
worked with 

CDs) N 454 406 434 

Risk Hand out checked and 
bagged prescriptions (which do 
not require pharmacist advice 
or intervention) 

Correlation Coefficient -.043 .057 -.028 

Sig. (2-tailed) .349 .244 .552 

N 471 424 451 

Risk Have access to the CD 
cupboard to put away items 

Correlation Coefficient -.019 .043 .020 

Sig. (2-tailed) .678 .378 .675 

N 463 416 443 

Risk Give patients advice about 
Prescription Only Medicines 
(POMs) 

Correlation Coefficient .002 -.018 -.071 

Sig. (2-tailed) .971 .712 .133 

N 466 418 446 

Risk Carry out extemporaneous 
preparation 

Correlation Coefficient -.059 -.035 -.049 

Sig. (2-tailed) .244 .518 .345 

N 395 353 377 

Risk Give clinical advice to 
patients 

Correlation Coefficient -.002 .012 -.053 

Sig. (2-tailed) .971 .806 .274 

N 456 408 435 

Risk Dispense established 
repeat prescriptions (which 
have already had a clinical check 
previously) 

Correlation Coefficient -.007 -.022 -.014 

Sig. (2-tailed) .881 .651 .772 

N 467 419 447 

Risk Provide medicines under 
Patient Group Direction (PGD)  
(e.g. chloramphenicol, not 
Emergency Hormonal 
Contraception) 

Correlation Coefficient -.114* -.081 -.154** 

Sig. (2-tailed) .016 .102 .001 

N 447 403 429 

Risk Conduct Medicine Use 
Reviews (MURs) 

Correlation Coefficient -.082 .020 -.040 

Sig. (2-tailed) .091 .702 .418 

N 422 381 404 

Risk Provide New Medicine 
Service (NMS) 

Correlation Coefficient -.032 .022 .001 

Sig. (2-tailed) .509 .669 .987 

N 426 384 408 

Risk Signposting to other 
services 

Correlation Coefficient -.062 .050 .027 

Sig. (2-tailed) .194 .319 .579 

N 447 400 427 

Risk Provide health checks (e.g. 
blood pressure, weight check) 

Correlation Coefficient -.033 .060 .012 

Sig. (2-tailed) .481 .227 .808 

N 455 410 435 

Risk Provide a minor ailments 
service 

Correlation Coefficient -.117* -.065 -.109* 

Sig. (2-tailed) .016 .201 .028 

N 425 383 406 

Risk Provide healthy living 
advice to patients 

Correlation Coefficient -.044 .019 -.014 

Sig. (2-tailed) .346 .693 .764 

N 464 418 445 

Risk Conduct a smoking 
cessation consultation 

Correlation Coefficient -.072 -.035 -.068 

Sig. (2-tailed) .124 .478 .161 

N 452 410 433 

There was a need for the 
responsible pharmacist 
legislation to be introduced in 
community pharmacy 

Correlation Coefficient .022 .049 -.038 

Sig. (2-tailed) .650 .343 .453 

N 420 374 399 

There was a need for the 
responsible pharmacist 
legislation to be introduced in 
hospital pharmacy 

Correlation Coefficient -.002 .095 -.012 

Sig. (2-tailed) .974 .231 .872 

N 185 161 178 

Legislation should be changed Correlation Coefficient .053 .093 .078 
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    Years in 
pharmacy 

Size of 
pharmacy 

team 

Number of 
pharmacists 
worked with 

to allow pharmacy support staff 
to perform more tasks when the 
responsible pharmacist is 
absent 

Sig. (2-tailed) .259 .063 .106 

N 452 405 432 

I am not confident that 
pharmacy support staff are 
competent enough to perform 
more tasks when the 
responsible pharmacist is 
absent 

Correlation Coefficient -.157** -.022 .036 

Sig. (2-tailed) .001 .661 .461 

N 440 394 421 

Now that pharmacy technicians 
are registered professionals, 
they should be more 
accountable for the tasks they 
perform 

Correlation Coefficient .052 .035 -.029 

Sig. (2-tailed) .269 .478 .554 

N 449 405 430 

Now that pharmacy technicians 
are registered professionals 
they should be able to perform 
more tasks when there is no 
pharmacist physically present 

Correlation Coefficient .038 .027 .007 

Sig. (2-tailed) .414 .592 .886 

N 457 410 437 

Since their registration, the role 
of pharmacy technicians in 
pharmacy has changed 

Correlation Coefficient -.096* -.089 -.084 

Sig. (2-tailed) .048 .084 .092 

N 426 381 406 

* 
Significant at 𝑝 < 0.05 

** 
Significant at 𝑝 < 0.001 
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APPENDIX F: T-TEST RESULTS 

Table F- 1: t-test results for locums/relief pharmacists 
Group 1 = Locum/relief 
Group 2 = Not locum 

N Mean Std. 
Error 
Mean 

t df Sig. (2-

tailed) 

Safe to Sell General Sales List 
(GSL) medication 

not locum 240 1.51 .048 
-

2.412 

401 .016* 

locum or relief 163 1.69 .058 
   

Safe to Sell Pharmacy (P) 
medication following 
standard operating 
procedures (if no need for 
referral/intervention) 

not locum 237 2.43 .063 
-

2.529 

399 .012* 

locum or relief 164 2.68 .077 
   

Safe to Take in prescriptions not locum 242 1.51 .040 
-

2.808 

404 .005* 

locum or relief 164 1.70 .053 
   

Safe to Sign for controlled 
drug (CD) deliveries 

not locum 241 2.51 .066 
-

2.289 

400 .023* 

locum or relief 161 2.75 .077 
   

Safe to Sign for deliveries of 
medicines (not CDs) 

not locum 239 1.62 .045 
-

3.153 

353.27

9 

.002* 

locum or relief 163 1.83 .053 
   

Safe to Assemble (without 
labelling) prescriptions (not 
CDs)  

not locum 240 1.65 .048 
-

3.678 

334.10

6 

.000* 

locum or relief 161 1.94 .061 
   

Safe to Labelling of 
prescription items (not CDs) 

not locum 240 1.68 .048 
-

3.933 

333.10

2 

.000* 

locum or relief 163 1.99 .062 
   

Safe to Accuracy check 
items, if dispensed by 
someone else (not CDs) 

not locum 239 2.58 .066 
-

2.719 

396 .007* 

locum or relief 159 2.86 .078 
   

Safe to Hand out checked 
and bagged prescriptions 
(which do not require 
pharmacist advice or 
intervention)  

not locum 240 2.27 .065 
-

1.839 

400 .067 

locum or relief 162 2.45 .074 
   

Safe to Have access to the 
CD cupboard to put away 
items 

not locum 237 2.97 .061 
-

1.822 

397 .069 

locum or relief 162 3.14 .068 
   

Safe to Give patients advice 
about Prescription Only 
Medicines (POMs) 

not locum 235 3.17 .050 
-

2.083 

396 .038* 

locum or relief 163 3.33 .054 
   

Safe to Carry out 
extemporaneous 
preparation 

not locum 220 3.01 .058 
-

1.129 

373 .260 

locum or relief 155 3.11 .067 
   

Safe to Give clinical advice to 
patients 

not locum 233 3.24 .048 
-

1.338 

390 .182 
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Group 1 = Locum/relief 
Group 2 = Not locum 

N Mean Std. 
Error 
Mean 

t df Sig. (2-

tailed) 

locum or relief 159 3.35 .059 
   

Safe to Dispense established 
repeat prescriptions (which 
have already had a clinical 
check previously) 

not locum 238 2.35 .059 
-

2.114 

400 .035* 

locum or relief 164 2.54 .070 
   

Safe to Provide medicines 
under Patient Group 
Direction (PGD)  (e.g. 
chloramphenicol, not 
Emergency Hormonal 
Contraception)  

not locum 235 3.09 .052 
-.373 396 .709 

locum or relief 163 3.12 .068 
   

Safe to Conduct Medicine 
Use Reviews (MURs) 

not locum 238 3.35 .045 
-

1.691 

398 .092 

locum or relief 162 3.47 .056 
   

Safe to Provide New 
Medicine Service (NMS) 

not locum 237 3.15 .056 
-

2.628 

395 .009* 

locum or relief 160 3.37 .061 
   

Safe to Signposting to other 
services 

not locum 239 1.89 .049 
-

1.522 

377.11

2 

.129 

locum or relief 162 1.99 .051 
   

Safe to Provide health 
checks (e.g. blood pressure, 
weight check) 

not locum 238 2.21 .058 
-.898 398 .370 

locum or relief 162 2.29 .067 
   

Safe to Provide a minor 
ailments service 

not locum 234 2.70 .060 
-.910 392 .363 

locum or relief 160 2.79 .074 
   

Safe to Provide healthy living 
advice to patients 

not locum 237 1.95 .051 
-

1.490 

398 .137 

locum or relief 163 2.06 .058 
   

Safe to Conduct a smoking 
cessation consultation 

not locum 235 1.99 .052 
-

2.238 

331.95

6 

.026* 

locum or relief 162 2.18 .066 
   

Risk Sell General Sales List 
(GSL) medication 

not locum 241 1.89 .040 
-

1.425 

400 .155 

locum or relief 161 1.99 .056 
   

Risk Sell Pharmacy (P) 
medication following 
standard operating 
procedures (if no need for 
referral/intervention) 

not locum 238 2.66 .052 
-.382 398 .703 

locum or relief 162 2.69 .065 
   

Risk Take in prescriptions not locum 241 1.45 .039 
-

2.509 

401 .012* 

locum or relief 162 1.62 .055 
   

Risk Sign for controlled drug 
(CD) deliveries 

not locum 240 2.54 .067 
-

1.816 

365.43

2 

.070 

locum or relief 160 2.72 .074 
   

Risk Sign for deliveries of 
medicines (not CDs) 

not locum 239 1.69 .048 
-

1.924 

398 .055 
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Group 1 = Locum/relief 
Group 2 = Not locum 

N Mean Std. 
Error 
Mean 

t df Sig. (2-

tailed) 

locum or relief 161 1.84 .062 
   

Risk Assemble (without 
labelling) prescriptions (not 
CDs) 

not locum 240 1.92 .049 
-

1.758 

398 .079 

locum or relief 160 2.06 .063 
   

Risk Labelling of prescription 
items (not CDs) 

not locum 239 1.96 .050 
-

3.073 

320.53

7 

.002* 

locum or relief 160 2.22 .067 
   

Risk Accuracy check items, if 
dispensed by someone else 
(not CDs) 

not locum 237 2.89 .062 
-

1.792 

375.65

3 

.074 

locum or relief 161 3.05 .064 
   

Risk Hand out checked and 
bagged prescriptions (which 
do not require pharmacist 
advice or intervention) 

not locum 240 2.48 .060 
-.068 400 .946 

locum or relief 162 2.48 .076 
   

Risk Have access to the CD 
cupboard to put away items 

not locum 241 2.99 .065 
-.427 399 .670 

locum or relief 160 3.03 .079 
   

Risk Give patients advice 
about Prescription Only 
Medicines (POMs) 

not locum 240 3.46 .043 
-.007 400 .995 

locum or relief 162 3.46 .057 
   

Risk Carry out 
extemporaneous 
preparation 

not locum 223 3.17 .056 
-.732 375 .465 

locum or relief 154 3.24 .070 
   

Risk Give clinical advice to 
patients 

not locum 237 3.43 .047 
-

1.004 

395 .316 

locum or relief 160 3.50 .057 
   

Risk Dispense established 
repeat prescriptions (which 
have already had a clinical 
check previously) 

not locum 239 2.61 .054 
-.197 399 .844 

locum or relief 162 2.62 .066 
   

Risk Provide medicines 
under Patient Group 
Direction (PGD)  (e.g. 
chloramphenicol, not 
Emergency Hormonal 
Contraception) 

not locum 236 3.18 .052 
.050 395 .960 

locum or relief 161 3.17 .063 
   

Risk Conduct Medicine Use 
Reviews (MURs) 

not locum 235 3.42 .049 
-

2.504 

360.39

9 

.013* 

locum or relief 157 3.60 .053 
   

Risk Provide New Medicine 
Service (NMS) 

not locum 235 3.31 .056 
-.582 388 .561 

locum or relief 155 3.36 .066 
   

Risk Signposting to other 
services 

not locum 239 1.84 .053 
-.318 395 .750 

locum or relief 158 1.87 .061 
   

Risk Provide health checks 
(e.g. blood pressure, weight 
check) 

not locum 239 2.23 .058 
-.500 398 .618 

locum or relief 161 2.28 .068 
   

Risk Provide a minor 
ailments service 

not locum 233 2.70 .060 
-

1.047 

390 .296 

locum or relief 159 2.79 .069 
   

Risk Provide healthy living not locum 238 1.95 .051 
- 397 .060 
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Group 1 = Locum/relief 
Group 2 = Not locum 

N Mean Std. 
Error 
Mean 

t df Sig. (2-

tailed) 

advice to patients 
1.884 

locum or relief 161 2.10 .064 
   

Risk Conduct a smoking 
cessation consultation 

not locum 240 2.02 .051 
-

1.741 

318.01

3 

.083 

locum or relief 160 2.17 .068 
   

There was a need for the 
responsible pharmacist 
legislation to be introduced 
in community pharmacy 

not locum 216 2.53 .059 
-

1.562 

280.96

5 

.120 

locum or relief 148 2.69 .085 
   

There was a need for the 
responsible pharmacist 
legislation to be introduced 
in hospital pharmacy 

not locum 96 2.46 .091 
-.953 166 .342 

locum or relief 72 2.60 .116 
   

Legislation should be 
changed to allow pharmacy 
support staff to perform 
more tasks when the 
responsible pharmacist is 
absent 

not locum 231 2.50 .060 
-

2.831 

384 .005* 

locum or relief 155 2.77 .076 
   

I am not confident that 
pharmacy support staff are 
competent enough to 
perform more tasks when 
the responsible pharmacist 
is absent 

not locum 226 2.53 .062 
2.778 377 .006* 

locum or relief 153 2.26 .074 
   

Now that pharmacy 
technicians are registered 
professionals, they should 
be more accountable for the 
tasks they perform 

not locum 235 1.75 .042 
-

1.051 

393 .294 

locum or relief 160 1.82 .056 
   

Now that pharmacy 
technicians are registered 
professionals they should be 
able to perform more tasks 
when there is no pharmacist 
physically present 

not locum 228 2.29 .053 
-

2.993 

383 .003* 

locum or relief 157 2.55 .067 
   

Since their registration, the 
role of pharmacy technicians 
in pharmacy has changed 

not locum 196 2.56 .052 
-.033 330 .974 

locum or relief 136 2.56 .065 
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Chart shows that although there are significant differences between the mean agreement level of locum CP and non-locum CPs (outlined in section 3.3.9.1. and table F1 
above), taking out the locums from the analysis does not bring any of the mean agreement levels below 2 for the borderline activities apart from conducting smoking 
cessation 

 
 


