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Definition
A group of people specially trained for a particular purpose or profession.

Health workers with two to three years of post-secondary school health care training
who undertake tasks usually carried out by doctors, pharmacists, nurses or other
health professionals.*

Pharmacy technicians, assistants and other mid-level cadres that assistin the
delivery of pharmaceutical services in a variety of practice contexts.?

Refers to the range of activities required to deliver effectively pharmaceutical
products to patients to optimise effective, safe and quality use of medicines. These
services vary according to each practice environment.

Refers to the whole of the pharmacy related workforce (e.g. registered pharmacist
practitioners, pharmaceutical scientists, pharmacy technicians and other pharmacy
support workforce cadres, pre-service students/trainees) working in a diversity of
settings (e.g. community, hospital, research and development, industry, military,
regulatory, academia and other sectors) with a diversity of scope of practice?
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The world is evolving and, consequently, health systems in many countries must adapt accordingly. This
development also affects the pharmacy sector. The driving forces for these changes are all too well known, of
which some examples are: the demographic evolution with a population becoming older, the lack of general
practitioners, the development of new technologies, increasing health costs and the development of
innovative treatments. In order to adapt to this new environment and to answer to the expectations of
patients, politicians and the health system, pharmacists created and prepared for new roles, providing new
services. All these new tasks are performed in addition to pharmacists’ traditional role of delivering,
dispensing and compounding medicines. The evolution of the pharmacists’ profession, providing additional
patient-centred services, demands that pharmacists rethink their existing structures and processes.
Tomorrow, it will no longer be possible for a single pharmacist to fulfil all the current jobs according to his or
her role today and at the same time provide all the new services. It is an absolute necessity to anticipate and
to redefine the professional needs regarding the work setting, and to distribute the different tasks according
to the competencies of each collaborator and the needs of patients.

In addition, the lack of a sufficient number of pharmacists is a significant factor in environments with
inequalities and impaired access to medicines, and often human resources of pharmacy support workforce
are used extensively to ensure basic services and improve access to pharmaceutical care.

A change is needed. This procedure must be well prepared and cannot be performed within a few months.
Much work will be required in the different domains in order to achieve the right models fitting to the
environment of each country. Furthermore, the task does not end with the definition of the roles,
competencies and responsibilities of the different actors of the workforce. Consequently, education has to be
adapted in correspondence to the new roles. This has to be organised according to the defined needs in order
to assure work quality and patient safety. Special attention must be given to the legal framework in order to
assure for the workforce defined status. Avoiding discrepancies in the implementation is equally important as
having a means of controlling this process of distributing the pharmaceutical tasks, including the transfer of
respective responsibilities.

This report “Technicians and pharmacy support workforce cadres working with pharmacists” gives an
excellent overview of the different options chosen by different countries. Independently of which activity
sectorswe consider, beit community, hospital, supply chain oremergency pharmacy, the collaborationamong
pharmacists and their workforce becomes mandatory. The detailed case studies in particular give us a
pragmatic view of possible formats of collaboration. The four country specific workforce models, issued from
the data, highlight the fact that there is more than one possibility to organise the collaboration between
pharmacists and their co-workers. Each country, according to its environment, has to find the best way to use
the synergies among the different actors in order to provide optimal pharmaceutical services. Use this report
as a catalyst for your thoughts and find new ways of collaboration with your workforce, according to your
local and regional needs and possibilities, in order to improve patient care.

I would like to express a big thank you to all the volunteers involved in this report, without whom it could not
have been put together. | thank them for the huge work they accomplished, for the quality of their expertise
and for the excellent collaboration the Board of Pharmaceutical Practice had with members of the working
group during the entire process. | hope you will make good use of this report and, without delay, start
elaborating your best strategy on this essential issue.

I will conclude by quoting the general conclusions from the academic literature review of the report you hold
in your hands. They describe best our most important objective for the future regarding the organisation of
the workforce in the pharmaceutical workforce: “Where pharmacists, pharmacy technicians and other
pharmacy support workforce cadres work together in the context of their local environment, with a focus on
improved patient care, optimal pharmaceutical services delivery can be provided.”

Dominique Jordan
Chair of the International Pharmaceutical Federation Board of Pharmaceutical Practice (BPP)
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This report was commissioned by the FIP Board of Pharmaceutical Practice (BPP) in 2015 and aims to provide
an introductory global picture of how pharmacy support workforce cadres work with pharmacists in the
delivery of pharmaceutical services. It is clearly noted that the relationship, roles and responsibilities of
pharmacy support workforce cadres varies greatly between countries. This report describes this global variety
without giving recommendations or preferred practice models. It should also be noted that health systems
improvement in any given context requires that this report be considered with reference to all World Health
Organization building blocks.

There is avast global variety with respect to the pharmacy support workforce:

e Roles and competency
From no pharmacy technicians or other pharmacy support workforce cadres in Japan, through a
variety of cadre interactions with pharmacists, to the autonomous practice of pharmacy support
workforce cadres in Malawi.

e Responsibilities
From strictly supervised practice with a focus on supply, through autonomous practice for a variety
of responsibilities, to independent practice.

e Supervision
From complete supervision for all tasks, through geographical varied supervision, to independent
practice.

e Education
From on the job training, through certificate level vocational courses, to three to four year diploma
programmes.

e Legislation, regulation and liability
From well regulated and registered, through part regulation with weak implementation, to
completely non-regulated contexts.

Four different country specific workforce models emerge from the data:

e Countries where there are no pharmacy support workforce cadres, only pharmacists (e.g. Japan).

e Countries where pharmacy support workforce cadres are supervised by the pharmacist by direct
or delegated methods (e.g. Australia and South Africa).

e Countries where certain pharmacy support workforce cadres are regulated. They have
accountability to undertake independent practice in a team with pharmacists. (e.g. Canada,
Denmark).

e Countries with weak legislative structures but where, out of necessity, pharmacy support
workforce cadres work by themselves (e.g. many low income countries).

In recent years, pharmaceutical services delivery has moved from a focus on medicines availability to an
increasing need to deliver extended pharmaceutical clinical services to optimise patient health outcomes. As
this change has unfolded, the role of pharmacists, pharmacy technicians and other pharmacy support
workforce cadres has evolved in different contexts in an attempt to meet this need. The pharmaceutical
literature has documented this evolution most notably in advanced economies, with many key insights
provided. These insights should be considered by other countries as they reflect on the ongoing evolution of
pharmaceutical services delivery and the human resource requirements to meet this need.

Case study vignettes in this report provide specific workplace context to the variety of ways in which the
pharmacy support workforce interacts with pharmacists in the delivery of pharmacy services. Community,
hospital, emergency and supply chain fields of practice are presented.

Detailed case studies from Canada, Denmark, Malawi, Singapore, South Africa and the United Kingdom
demonstrate how pharmacists and pharmacy support workforce cadres have worked together to develop
country-specific approaches to pharmaceutical services delivery to improve patient care.

Where required, pharmacy support workforce cadres can help to fill pharmacist shortages, but long-term
pharmaceutical workforce planning with a vision of clearly articulated roles and of developing sufficient
number of pharmacists (and pharmacy support workforce) remains imperative to serve the population.
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Effective deployment of mid-level cadres requires particular attention to competency requirements based on
clearly articulated roles between pharmacists and pharmacy support workforce cadres, adequate education
(in terms of costs and duration) required to meet these competencies, and the regulatory framework to
support them.

Patients deserve high quality pharmaceutical services. The need to make the best use of existing
pharmacists in various country and clinical settings is clear, as is the need to utilise the pharmacy
support workforce as an integral part of the pharmacy workforce. Any country-based approach that aims
to increase the availability and range of pharmaceutical services should take into account the 2011 “FIP
WHO guidelines on good pharmacy practice: standards for quality of pharmacy services” and consider
a stepwise implementation approach when starting from a low base of pharmaceutical services
delivery.
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1.1 Global health

In 2016, the world transitioned from a focus on the Millennium Development Goals (MDGs) to a renewed focus
oninternational equity through the cross-sectional application of 17 Sustainable Development Goals (SDGs).5”
Although significant progress has been made globally to address medicines access, inequality continues in
many poor countries and associated regions. The lack of sufficient human resources to provide
pharmaceutical services is a significant factor in these environments, and often pharmacy technicians and
other pharmacy support workforce cadres are used extensively to ensure basic services where pharmacists
are unavailable® This is in contrast to high-income environments where pharmacy technicians and other
pharmacy support workforce cadres are working more closely with pharmacists to allow delivery of a greater
range of more complex pharmaceutical services.

The SDGs adopted in 2015 aim to “end poverty, protect the planet, and ensure prosperity for all” as part of a
new sustainable development agenda focusing on equity. Each goal has specific targets to be achieved over
the next 15 years, with a recognition of the interrelationship between poverty, sustainability and prosperity
and a link to health outcomes. Goal 3 (Increased health and wellbeing), provides the focus for health
improvements with the acknowledgement that pharmaceutical service delivery will again be essential for
progress to be noted in many countries.’

Understanding how pharmacy technicians and other pharmacy support workforce cadres assist pharmacists
in the health care system will facilitate developing health systems that can universal health coverage as it is
defined in different country contexts.

The WHO published “The world medicines situation” report in 2011 which, alarmingly, notes that one third of
the world’s population does not have access to regular life-saving medicines. This reality sees millions of
people suffering from death and significant morbidities from preventable or treatable diseases such as
pneumonia, malaria, HIV/AIDs, tuberculosis, malnutrition and dehydration from diarrhoea. In high-income
countries, ageing populations, polypharmacy, use of more complex medicines and rising costs of health care
is placing pressure on health systems with many countries exploring how to better use pharmacists for their
clinical skills. FIP acknowledges that there is a need to increase medicines access to patients in all countries
while also ensuring the optimal use of the pharmacist in a variety of clinical settings.>°

To help us understand the complexity of health systems the WHO describes six building blocks that need to
be present for quality and sustainable health care to be delivered (Figure 1). “ Within these building blocks
“Medical products” and “Health workforce” are essential but not isolated components for considering how to
increase medicines access and improve pharmaceutical services. In this report, we focus on the detail of how
pharmacy technicians and other pharmacy support workforce cadres work with pharmacists to contribute to
the health system. Health systemsimprovementinany given context will require that this reportis considered
with reference to all WHO building blocks.
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1.2 Global human resources for health crisis and the role of pharmacists,
pharmacy technicians and other pharmacy support workforce cadres

In 2006, the WHO brought to the world’s attention the vast shortage of the human resources required for
minimum health service delivery.** At that time, an estimated global shortage of 4.3 (currently 7.2) million
health workers was noted, with critical shortages in 57 of the poorest countries in the world. Since then,
increased urbanisation, an increased middle class in low- and middle- income countries and an ageing
population in many high-income countries has seen increasing demands on health services and increased
pressure to deliver quality pharmaceutical services globally. In 2013 WHO released its “A universal truth. No
health without a workforce” report which further amplified the urgent need to act in low-income countries.*?
The FIP 2012 “Global pharmacy workforce Report” and recent “Global pharmacy workforce intelligence trends”
report also highlight the shortage of pharmacy workforce cadres in high-income countries, as they seek to
increase the range of pharmaceutical services delivered to patients.>*

Recognising the urgency, the 67th WHO Assembly (2014) endorsed the commitments and the call to action
outlined in the Recife Political declaration on Human Resources for Health (Renewed commitments towards
universal health coverage)’ which was adopted at the Third Global Forum on Human Resources for Health
convened by WHO. This action has refocused the world’s attention on the global dimension and complexities
of the health workforce crisisand the interconnected nature of both the problems and the solutions necessary
to achieve universal health coverage. This renewed focus is reflected in the “Global strategy on human
resources for health: Workforce 2030”.% The strategy covers all workforce including pharmacy workforce and
its requirements. It seeks to present strategies to meet the human resources for health needs of all countries.

Within this WHO strategy, the use of mid-level cadres for the delivery of health care services is an essential
component. The WHO describes mid-level providers as “health workers with 2-3 years of post-secondary school
health caretrainingwho undertake tasks usually carried out by doctors, nurses, or other health professionals.”
The use of these cadres is due to their wider availability, country-specific nature, lower cost and shorter
“production” times.®* Pharmacy technicians and other pharmacy support workforce cadres are a key subset
of mid-level cadres.

Effective deployment of mid-level cadres requires particular attention to competency requirements,
education to meet these competencies and the regulatory framework to support them.* While this is a
greater requirement in low- and middle-income countries to ensure basic provision of pharmaceutical
services, in middle- to high-income countries pharmacy support workforce cadres are being expanded
to allow the provision of clinical services by pharmacists in those health care contexts.*® %
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FIP has had a focus on pharmacy workforce requirements for many years, with the 2009-2012 Pharmacy
Education Taskforce documenting the global shortage of pharmacists and pharmacy support workforce
cadres in their 2009 and 2012 Global Pharmacy Workforce Reports.2* Other articles published by experts in
this field have further documented the shortage of pharmacists, pharmacy technicians and other pharmacy
support workforce cadres, withan emphasis on exploring local “needs-based” approaches to human resources
issues.® 2 That is, approaches that consider local issues rather than impose global standards. In 2014 FIP
Education (FIPEd) introduced a new structure that incorporates pharmacy workforce planning issues and
provides the platform for ongoing work in this area by FIP. Under this new structure the “Global pharmacy
workforce intelligence: Trends report 2015” was published.® This report highlighted two workforce issues
relevant to pharmacy support workforce considerations:

- The aspiration of many countries towards establishing universal health coverage will require an
enhanced health workforce, including pharmacists that can meet the need for pharmaceutical
expertise in the population it serves. It is important to monitor trends in the workforce over time.

« There is still much to be done, with some regions and low-income countries still displaying a
disproportionately low number of pharmacists or limited overall capacity for delivering pharmacy
services.

Patients deserve high quality pharmaceutical services. The need to make the best use of existing
pharmacists in various countries and clinical settings is clear, as is the need to utilise pharmacy support
workforce cadres as part of the pharmacy workforce in many countries. As countries work towards
increasing the availability and range of pharmaceutical services they should take into account the “FIP
WHO Guidelines on good pharmacy practice: Standards for quality of pharmacy services” and consider
a stepwise implementation approach’ to ensure high quality service provision to patients.>*

FIP’s mission is to:

“Improve global health by advancing pharmaceutical education, pharmaceutical sciences
and pharmaceutical practice thus encouraging, promoting and enabling better discovery,
development, access to and responsible use of appropriate, cost-effective, quality
medicines worldwide.”*

Thesituational analysis that underpins the FIP 2020 Vision notes that “health care is becoming more and more
patient-focused” and “the gap in health care services between developing and developed countries needs to
be urgently addressed” # Further, it is the pharmacist who is increasingly playing a key role in assuring a safe
and effective supply of medicines and pertinent information directly to the patient. In many countries,
pharmacy support workforce cadres play a role, mostly with pharmacists, in the delivery of pharmaceutical
services.

FIP President Dr Carmen Pefia, in her opening speech of the 2015 FIP congress in Disseldorf, Germany, declared
an emphasis on people, services and sustainability:

“People, because they are the heart of all our strategies;
Services, because that is what people expect, need and demand; and
Sustainability, because everything we do must be viable.”

Pharmacy support workforce cadres work with pharmacists in support of the FIP mission.

This report was commissioned by the FIP Board of Pharmaceutical Practice (BPP) in 2015 and aims to provide
an introductory global picture (with illustration via case studies in Appendix 1), of pharmacy technicians and
other pharmacy support workforce cadres and their contribution to the delivery of pharmaceutical services.
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An approved terms of reference document was provided for the working group, by the BPP, with the following
objectives (Appendix 2):

« Toprovide an overview of the different roles and responsibilities of the pharmacy support workforce,
as well as their education and legal framework;

- To provide a definition of the different types of pharmacy support workforce (e.g. pharmacy
technicians, pharmacy assistant);

« To identify practice models that will allow them to make the best contribution possible within the
pharmacy team, thus assisting in ensuring responsible medicines use.

The aim and objectives of the working group are met in this report by:

- Providing an overview of the different roles and responsibilities of the pharmacy support workforce as
well as their education and legal framework.

« Identifying the variety of practice models that allow them to make the best contribution possible
within the pharmacy team - thus assisting in ensuring the availability of pharmaceutical services and
responsible medicines use.
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Three main inputs were used for the development of this report a) literature review; b) primary survey data;
and c) case studies.

a) Literaturereview

A methodical literature scan was conducted using the Medline, Ebscohost and Embase bibliographic
databases. A key word search string was used aiming to retrieve citations investigating aspects of pharmacy
technician, pharmacy assistant or other non-pharmacist cadres in the delivery of pharmaceutical servicesin a
variety of practice contexts. With more than 1,000 citations retrieved, Tamara Koehler and Andrew Brown
conducted a title and abstract review, then selected articles that represented the variety of work published in
this field to embed in the report. A systematic literature review was not conducted because this was not
possible within the resources of the working group.

b) Primary survey data

The aim of the survey was to address the objectives outlined in the approved Terms of Reference for this
working group with the focus in this report of describing global variety. In 2012, Andrew Brown, the then FIPEd
Pharmacy Support Workforce (PSW) Lead, conducted an initial global survey of pharmacy support workforce
cadres through the University of Canberra with the aid of a masters student, Katie Doherty.? This survey
instrument was approved by FIP for circulation in 2012 and was slightly modified for use in this report. The
survey data that was retrieved wasrich and more extensive than anticipated. It was decided thatin this report
we would provide a general overview outlining the global variety of pharmacy technician and pharmacy
support workforce practice from the general perspective of all respondents. A copy of the survey tool can be
found in Appendix 3.

c) Casestudies

The global diversity of the pharmacy technician and pharmacy support workforce and the models that are
used in different practice environments are best articulated in case study format. The working group
established an agreed set of comprehensive case studies that were developed by partners to reflect this
diversity and variety of practice environments. These more detailed case studies are supplemented by
abridged case study vignettes that are used to describe the variety of ways that pharmacy support workforce
cadres engage with pharmacists in different practice settings (e.g. community, hospital, supply chain etc.).

The content of this report has been reviewed by the members of the FIP Pharmacy Support Workforce
Working Group and is representative of the experts contained in that group.
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3.1 Survey methodology

The main aim of the survey was to describe the global variety of the pharmacy technician and pharmacy
support workforce with reference to roles, responsibilities, education, supervision and regulation. A survey
methodology was chosen to enable data to be collected easily from a variety of environments, in a way that
enabled timely analysis.

Previous research investigating global aspects of pharmacy technician and pharmacy support workforce
cadres was conducted in 2012. % The survey instrument used in the 2012 research was reviewed by the
pharmacy support workforce technical working group with minor edits made to contextualise the survey. The
survey was circulated to FIP member organisations through the FIP Head Office and a variety of global list
serves where pharmaceutical service delivery is discussed (e.g. E-DRUG, FIP conference of parties, The
International Association of Public Health Logisticians (IAPHL), Reproductive Health Supplies Coalition-
Systems Strengthening Working Group (RHSC-SSWG)). The survey was conducted between October 2015 and
January 2016.

The data presented in this report captures the view of "all respondents” rather than country specific details
andis presented inageneral way in this report to note the extent of global variety in this field. It is anticipated
that the data collected using the above survey tool can be further analysed to produce validated "pharmacy
technician and pharmacy support workforce data sheets” for each country and provide more detailed analysis
and trends in the data through consideration of country income status etc. This report is to be considered as
anintroductory overview.

3.2 Results overview

Itisclearly noted that therelationship, roles and responsibilities of pharmacy support workforce cadres varies
greatly between countries. This report describes this global variety without giving recommendations or
preferred practice models. The results in this survey document the vast global variety with respect to the
pharmacy technician and pharmacy support workforce cadres.

e Roles and competency
From no pharmacy technicians or other pharmacy support workforce cadres in Japan, through a
variety of cadre interactions with pharmacist, to the autonomous practice of pharmacy support
workforce cadres in Malawi

e Responsibilities
From strictly supervised practice with a focus on supply, through autonomous practice for a variety
of responsibilities, to independent practice

e Supervision
From complete supervision for all tasks, through geographical varied supervision, to independent
practice

e Education
From on the job training, through certificate level vocational courses, to three to four year diploma
programmes

e Legislation, regulation and liability
From well-regulated and registered, through part regulation with weak implementation, to
completely non-regulated contexts

Four different country specific pharmacy workforce models emerge from the data:

e Countries where there are no pharmacy support workforce cadres, only pharmacists e.g. Japan.

e Countries where pharmacy support workforce cadres are supervised by the pharmacist by direct
or delegated methods e.g. Australia and South Africa.

e Countries where certain pharmacy support workforce cadres are regulated. They have
accountability to undertake independent practice in a team with pharmacists. (e.g. Canada, Denmark).

e Countries with weak legislative structures but where, out of necessity, pharmacy support workforce
cadres work by themselves (e.g. many low-income countries).
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3.3 Demographics of respondents

Final analysis included 193 entries (n=193) from 67 countries and territories representing each of the WHO
regions. Of these, 62 (35%) completed the whole survey. These completion results are similar to those
experienced by Brown and Bruno in their separate research using similar workforce surveys.? %

The full list of countries and number of respondents per country appears in the Table 1 below.

Country Number Country Number Country Number
of of respondents of
respondents respondents

Afghanistan | 1 Iceland 2 Slovenia 1

Algeria 2 India 7 Solomon Islands 1

Australia 4 Iraqg 2 South Africa 17

Belgium 1 Ireland 3 Spain 6

Botswana 1 Japan 2 Sri Lanka 2

Brazil 4 Kenya 1 Sudan 2

Cameroon 1 Lebanon 2 Swaziland 1

Canada 3 Malawi 4 Sweden 1

China 1 Malaysia 3 Switzerland 3

ChinaTaiwan 2 Mongolia 1 Thailand 2

Croatia 3 Morocco 2 Tonga 1

Democratic 6 Nepal 4 Uganda 3

Republic of

the Congo

Denmark 3 Netherlands 2 Ukraine 1

Dominican 1 New Zealand 5 United Arab Emirates 3

Republic

Ecuador 1 Nigeria 10 United Kingdom 9

Ethiopia 3 Norway 1 United Republic of 5

Tanzania
Fiji 3 Pakistan 6 USA 14
France 1 Papua New 1 Vanuatu 1
Guinea

Germany 3 Philippines 1 Viet Nam 1

Ghana 5 Portugal 1 Zambia 2

Greece 1 Romania 1 Zimbabwe 2

Grenada 1 Senegal 1

Hungary 1 Sierra Leone 1
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Of those respondents who completed the demographic section (n=105), the majority of respondents were
pharmacists (Table 2), with most respondents having significant experience both in their profession and
current role (60% with more than 5 years experience; Table 2). Respondents distributed well across the main
practice areas of pharmacy, noting that 21 (20%) of participants were from pharmacy and pharmacy
technicians’ associations within the “Other” category, academia (18%), hospital (16%), government ministry or
department (14%) and community (12%).

Senior medical Pharmacist Pharmacy Managerial/ Administrative Other Response

professionals assistant/ leadership service count
technician role professionals

3 72 (69%) 7 13 (23%) 4 6 105

3.4 Cadre names

For this technical report the focus of our analysis was on the main pharmacy support workforce cadre present
in the country as identified by respondents. The most frequent name given to the predominant pharmacy
support workforce cadre in countries was “technician”, 75%, with a multitude of other titles used across
countries (Figure 3). This result was similar to that found by Doherty in her global survey in 2012, where
technician was also the predominant title. 2
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Where no pharmacy support workforce cadres were identified, participants noted that this was the case
because there were sufficient pharmacists available (Japan) or that there was no existing legislation to
support other cadres working in this space or the current legislation did not reflect what was actually
happeningin the country context.

3.5 Roles and scope

Our survey results confirm that globally the roles and scope of work for pharmacy support workforce cadres
vary greatly according to country and practice areas within that country. In the following sections of this
report our survey findings regarding supervision, education and legislation are presented. This information
outlines the extent of this diversity from the perspective of the respondents surveyed.

Only 50% (n=110) of our respondents indicated that a scope of practice document existed for the main
pharmacy support workforce cadre in that country (18% did not know). A scope of practice document clearly
defines the role of a particular cadre in a work context. Clear scope of practice documentation for pharmacy
support workforce cadres exists in many countries but not every country. Examples of scope documentation
include: Germany, Ghana, Netherlands, Nigeria, Spain, Switzerland, Tanzania, United Arab Emirates, United
Kingdom and the USA. The general trend is for middle- and high- income countries to have more detailed
documentation and legislation supporting all cadres that contribute to the delivery of pharmaceutical
services.

As the following section on supervision will explain, current international labour definitions for
pharmaceutical technicians and assistants reflect the core functions (Box 1), of these cadres but do not reflect
how these cadres practice in many countries of the world. For example, registered pharmacy technicians in
the United Kingdom and Denmark practise dispensing without the supervision of a pharmacist.?


http://www.pharmazeutisch-technischer-assistent.de/beruf/tätigkeiten/
http://www.pharmacycouncilghana.org/
https://www.sbaweb.nl/beroepscompetentieprofiel-apothekersassistent
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4309565/
http://www.boe.es/boe/dias/2008/01/17/pdfs/A03420-03445.pdf
http://www.sbfi.admin.ch/bvz/grundbildung/index.html?detail=1&typ=EFZ&lang=de&item=827
http://www.pctz.or.tz/?page_id=198
http://www.cpd-pharma.ae/
http://www.codeg.org/fileadmin/codeg/pdf/tlf/FPT_Handbook_June_2010.pdf
http://www.codeg.org/fileadmin/codeg/pdf/tlf/FPT_Handbook_June_2010.pdf
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Box 1. Core functions defined in ISCO 08 Code 3213: “Pharmaceutical technicians and assistants”*

Pharmaceutical technicians and assistants perform a variety of tasks associated with dispensing
medicinal products under the guidance of a pharmacist or other health professional.

Tasks include:

(a) Preparing medicines and other pharmaceutical compounds under the guidance of a pharmacist or
other health professional;

(b) Dispensing medicines and drugs to clients and giving written and oral instructions on their use, as
prescribed by medical doctors, veterinarians or other health professionals;

(c) Receiving prescriptions or refill requests from health professionals and verifying that information
is complete and accurate according to medical record-keeping standards;

(d) Maintaining proper storage and security conditions for drugs;

{(e) Filling and labelling containers with prescribed medicines;

(f) Assisting clients by answering questions, locating items or referring them to a pharmacist for
medical information;

{(g) Pricing and filing prescriptions that have been filled and establishing and maintaining patient
records, including lists of medicines taken by individual patients;

(h) Ordering, labelling and counting stocks of medicines, chemicals and supplies, and entering
inventory data into record-keeping systems,;

(i} Cleaning and preparing equipment and containers used to prepare and dispense medicines and
pharmaceutical compounds.

In recent years there have been a number of papers published exploring new and expanding roles for the
pharmacy support workforce. Many of these new roles have been explored with the aim of freeing up the
pharmacist, while in countries with few pharmacists these workers have extended roles due to necessity.
Table 3 provides a summary of examples of some of these different roles as noted by a variety of publications
from different countries (also see Section 4. of this report).

Year Practicearea Roleorservice Country Ref.
2009 | Hospital Facilitation of admission & discharge of elderly patients United Kingdom | 3°
2012 | Hospital Hospital ward stock top up service Denmark 31
2012 | Hospital Check Tech Check USA 28,32
2013 | Hospital Clinical pharmacy technician roles USA 33
2013 | Community Medication therapy management USA 34
2013 Hospital,_ Medicines reconciliation USA 35,36
community
2013 | Hospital Contributing to geriatric treatment in bed-wards Denmark 37
2014 | Community Vaccine advocacy USA 38
2014 | Medical centre Medication history taking USA 39
2014 | Community In home medication therapy USA 40
2014 | Hospital Subacute aged care ward service Australia 41
2014 | Health centre Enhanced cadre of pharmacy assistants for health centres Malawi 42,43

2014 | Community Community pharmacy-based adherence programmes Multiple 44
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FIP 2012 pharmacy workforce data further documents the large variation of numbers of pharmacy support
workforce cadres between countries and WHO regions, with low income regions having less pharmacy
workforce compared with higher income regions (Figures 4 and 5). It is also interesting to note the large
variation in the ratio of pharmacy technicians to pharmacists in different countries (Figure 6).
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3.6 Supervision

There is global variety in the supervision requirements of pharmacy support workforce cadres, with 12%
(n=167) of respondents indicating that these cadres work independently all the time, 67% indicating that they
work independently some or most of the time and 19% respondents indicating that pharmacy support
workforce cadres never work independently, that is, they are always supervised (Figure 7).

Does the main PSW workforce cadre work independently,
without face to face supervision, on a day to day basis?
n=167

19.2%
m Always
= Most of the time
Some of the time
Never
34.7%

The supervision of pharmacy technicians and other pharmacy support cadres mayvaryinacountry depending
on geographical location and the availability of other pharmacists or medical cadres. In general, high-income
countries (World Bank groupings), with well-developed health systems, have strong regulatory systems and
sufficient numbers of pharmacists to deliver pharmaceutical services with limited need for non-supervised
activity by other pharmacy cadres. Inremote locations “telepharmacy” or other remote pharmacist supervised
mechanism may be used, where technology, funding and legislation allows (e.g. Kansas).% There are also a
number of countries, for example the United Kingdom and Denmark, where pharmacy support workforce
cadres practise a variety of activities unsupervised in a regulated environment (e.g. final checking of
prescriptions after dispensing). These activities are described more fully in the country case studies in Section
g of this report.

Avariety of associations (e.g. Australia and the United Kingdom), have published guidelines to support quality
supervision of pharmacy technicians and other pharmacy support workforce cadres.s4

3.7 Competency profiles and supervision

Respondents (30%) indicated that supervision requirements were different in urban environments compared
with rural environments, with 40% of respondents indicating unchanged supervision when considering urban
rural distribution.

In low- to middle- income countries with less well developed health systems, less funding and a lower number
of pharmacists and other medical staff, pharmacy support workforce cadres take on a greater role in the
delivery of some of pharmaceutical services without supervision (focusing on ordering, supply to dependent
facilities, dispensing and basic medicines counselling). Pharmacists and other medical staff are less likely to
be foundinruraland remote environments. It isin these environments that other pharmacy cadres often work
unsupervised to ensure the delivery of services. South Africa serves as an example of this type of approach
where pharmacists are available for supervision in urban areas but not in rural and remote areas. This may be
the case even if there is no legislation or special government policies to support the practice (e.g. Vanuatu and
Papua New Guinea)®4 These arrangements are contextually specific within countries and regions of
countries depending on the local health needs and availability of staff.

Reports in the literature also discuss a variety of supervision situations. The issue of situational competence
was documented by Brown in his study of the Vanuatu pharmaceutical system where across the country he
noted that the supervisory circumstances varied according to the availability of staff and the competence they
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were expected to demonstrate. 48 In the extreme sense, if the driver of the delivery van was the only person
inthe pharmacy then they would be responsible for dispensing medicines directly to patients without further
supervision. A similar situation was noted in Papua New Guinea.® The overriding principle was that
pharmaceutical service delivery to patients and clinics must go onirrespective of the cadres that were present
in the pharmacy section. Results from this current study suggest that this is a more global phenomenon,
especially in low- and middle- income country contexts. Indeed, situational competence can be expected in
any country experiencing a shortage of pharmacy workforce cadres. >

The most supervised competency area is patient consultation and diagnosis, while procurement and stock
ordering was the least supervised competency area of survey respondents (Table 4). Of those competency
areas listed in the survey receiving donations of medicines and patient consultation and diagnosis were
competency areas not considered relevant to primary pharmacy technician and other pharmacy support
workforce roles by a third of respondents (Table 4).

NB. By analysing this survey data by World Bank income groupings it is expected that the supervision profiles
would show significant differences to the averages noted here (Table 4).

Answer Options Full Some No Area  Response
supervision  supervision supervision n/a count

Procurement (stock ordering) 40 (25%}) 69 (43%) 41 (25%) 11 161
(7%)

Receiving donations of medicines 33 (20%) 42 (26%) 24 (15%) 62 161
(39%)

Distribution of medicines to facilities = 47 (29%) 68 (43%) 34 (21%) 11 160
(7%)

Packing/repacking of medicines 44.(28%) 70 (44%) 33 (21%) (1830/) 160

0

Disposal of medicines 49 (30%}) 65 (40%) 32(20%) 15 161
(9%)

Budget and reimbursement 46 (30%) 44 (28%) 22 (14%) 43 155
(28%)

Giving medicines information and 55 (34%) 57 (35%) 30 (19%) 19 161

advice to patients (12%)

Health promotion of non-medicine 34 (21%}) 67 (41%) 32 (20%) 29 162

strategies (18%)

Patient consultation and diagnosis 66 (42%) 27 (17%}) 16 (10%) 50 159
(31%)

Taking a medication history of 53 (33%) 45 (28%} 19 (12%) 44 161

patients, including medicines (27%)

reconciliation

Dispensing medicines to patients 57 (35%) 62 (39%) 29 (18%) 13 161
(8%)

Reconstituting of medicines 60 (38%) 50 (31%) 26 (16%) 23 159
(145)

Preparation or compounding of 64 (40%) 52 (32%) 25 (16%) 20 161

medicines (12%)

Consult with other health care 44 (27%) 60 (37%) 26 (16%) 31 161

professionals (19%)

Checking prescriptions 61 (38%) 49 (31%}) 27 (17%) 23 160
(14%)

48% of respondents noted that expected competencies of pharmacy support workforce cadres requiring
supervision varied across hospital and primary health care facilities. Open comments from respondents
supported this number clearly noting differences in expected competencies for cadres in different practice
environments (examples were given from respondents in low- income country contexts). In general terms,
within hospital environments cadres appear to be more involved in local compounding, IV additive services
and medicines reconciliation services, while in community pharmacies and primary health care facilities
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pharmacy support workforce cadres take on larger primary health care roles and direct medicines supply
activities.

3.8 Education

From a global perspective there is significant variety in pharmacy support workforce education approaches,
with respondents reporting certificate (one to two years) and diploma (three to four years) as the most
common, spanning the vocationaland academic education pathways. Table 5 further documents the variation
around aspects of education. (NB. The suitability of education to specific country contexts and need was not
assessed in the survey. Nor did the survey ask what competencies were covered in any given training type.)

Type of education % (n)
No education required 6(7)
Work based education 8(9)
Certificate level (vocational) 35 (42)
Diploma level 33(40)
Degree level (academic) 12 (14)
Masters level 0(0)

PhD 0(0)
Other 7(8)
Number of responses 100 (120)
Length of education % (n)
Less than 1 year 18 (20)
Less than 2 years 20(22)
Less than 3 years 39 (43)
Less than 4 years 15 (16)
More than 4 years 8(9)
Number of responses 100 (110)
Length of education % (n)
Less than 1 year 18 (20)
Less than 2 years 20 (22)
Less than 3 years 39(43)
Less than 4 years 15 (16)
More than 4 years 8(9)
Number of responses 100 (110)

Public and private institutions both play a significant role in providing education, with payment for this
education nearly equally distributed between students and other sources (government, employer, donations).

Satisfaction regarding current education approaches was varied with only 50% of respondents noting some
degree of satisfaction with the education provided, 15% of respondents were neutral on the issue. When asked
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“how could education for pharmacy support workforce cadres be improved” the top four responses from 123
respondents were:

There should be sufficient financial and academic resources available (#16)

There needs to be a "needs-based” review of education approaches (#15)

Education should be more practice based (#11)

Education approaches need improved accreditation and quality assurance processes (#13)

FIP encourages a "needs-based” approach to pharmaceutical education where the services required to be
delivered in a context are locally determined, the competencies required for specific cadres who deliver these
services are agreed and education approaches are developed to meet local development needs for these
competencies.> ° Further, FIP suggests guarding against seeking globally standardised curriculum
approaches, noting that any country education efforts for the pharmacy workforce must be relevant to local
service delivery.®s* Efforts taken to apply this approach to pharmacy support workforce cadres of small island
states of the Pacific Islands is one example where excellent engagement and local acceptability has been
demonstrated.

For any extended role for pharmacy support workforce cadres to be effective the education requirements
must change to meet this new need. The USA Report of the 72013-2014 Professional Affairs Standing
Committee: advancing the pharmacy profession together through pharmacy technician and pharmacy
education partnerships” notes this in detail and suggests that education institutions should consider forming
effective collaborations to ensure appropriate education, training, and certification of pharmacy technicians.
53 This USA report was tabled, noting a call for improved accountability regarding pharmacy technician
educationin 2011, %

Other countries are also pursuing this aim, including South Africa who has recently reviewed the roles of
pharmacy support workforce cadres and related education requirements. 5557 An overview of the approach
taken to educate pharmacy technicians cadres in the USA was recently published, where a state based system
isin force. ¥ The paper notes that rigorous debate and discussion is needed regarding the future of pharmacy
technician roles and the training required fitting those roles. The United Kingdom takes a wider view when it
comes to the education of pharmacy technicians and has published a robust review of education and training
with a view to ensuring it was aligned with the changing scope of practice in that context. 5 % Intense
discussion regarding the appropriateness of pharmacy support workforce training in Germany formed part of
theannual FIP congress held in 2015, and reflects a robust review of roles and associated supportive education
structures.s

Quality assurance is the system put in place at a country and/or institutional level to ensure that the
curriculum content and delivery meets minimum and expected standards. % Itisinteresting to note that only
53% (n=43) of respondents stated that quality assurance of education was in place with significant numbers
of respondents less than completely satisfied with current quality assurance processes. When asked "how
could quality assurance (QA) of education for pharmacy support workforce cadres be improved”, respondents
(n=114) noted the following answers (top 4):

Improve the supervision around implementation and accountability regarding QA processes (#17)
QA processes for education should be introduced or strengthened (#15)

Nothing to do as the process is currently working well (#10)

Improve transparency and feedback during the quality control (QC) process for education (#8)

3.9 Legislation, regulation and liability

Participants were asked to comment on legislation and regulations (Figure 8), scope of practice (Figure 9), and
registration (Figure 10), for up to three pharmacy support workforce cadres present in their country context.
In the Figures 8-10 the Cadre 1 refers to the most common pharmacy support workforce cadre in the
participant’s country and Cadre 2 and 3 refer to the next most common pharmacy support workforce cadrein
the participant’s country, as indicated by the participant.
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Figure 8. Legislation and regulation to frame the practice of each of the national PSW cadres
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Figure 9. Existence of a defined scope of practice for each of the national PSW cadres

The data again points to significant global variety; from robustly regulated and registered, through part
regulation with weak implementation to completely non-regulated contexts. It is interesting to note that
cadres apart from those listed as the main pharmacy support workforce cadre are less likely to be regulated
by legislation and have reduced requirements for registration. Scope of practice definitions were also
reported as being absent by a large number of respondents.

When asked “how could legislation and regulatory requirements” for pharmacy support workforce cadres be
improved respondents (n=110) noted the following (top 3):

e Callforregistration or re-registration requirements for pharmacy support workforce cadres (#26)
e Reviewand updating of legislation and regulations (#10)
o Enforcement of legislation (#5)
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In 2010, the Global Health Workforce Alliance (GHWA) released a report summarising the importance of mid-
level cadres in meeting health care needs. This paper suggests that all who practise health related
competencies, including pharmacy support workforce cadres, should work under and be held accountable by
appropriate legislation.*As our data shows, registration of pharmacy technicians and other pharmacy support
workforce cadres is not routine across countries, with even OECD countries (Organisation for Economic
Cooperation and Development) such as Australia and Spain, not requiring the registration of these cadres. In
countries which have registered pharmacy support workforce cadres {e.g. Canada, United Kingdom), they have
done so to increase accountability of these cadres within their health care context.
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In this section of the report the intent is to share evidence from the published peer reviewed literature that
documents the evolution of pharmacy technician and pharmacy support workforce cadres working with
pharmacists and supplementing this information with mini case study vignettes. These vignettes document
practice specificsituationsin specific country contexts rather than the detailed country overview case studies
which are presented in the following section of the report. Data for these case study vignettes was obtained
by FIP section representatives and reviewed by the relevant FIP member organisations.

4.1 The evolution of the relationship between the pharmacy support
workforce and pharmacists to support patient care (literature 2009-2015)

Summary

Since 2009 there has been a focus on the relationship between pharmacy technicians, pharmacy support
workforce cadres and pharmacistsin the literature. 2009-2011 saw a framework of role evolution develop, with
publications from 2012-2015 documenting further maturity in the development of practice models for
improved patient care and optimal use of personnel. The dominant narrative in the published academic
literature has been made by certain high- income countries (mainly Canada, Denmark, United Kingdom and
the USA). In these countries there are significant numbers of pharmacists available and there has been an
increasing interest to utilise pharmacy support workforce cadres to allow the extension of clinical roles of
pharmacists in these contexts. This is not a systematic presentation of all the literature available but rather
an overview of the main themes presented in the peer reviewed literature (2009-2015), through the use of key
articles. Key points from this literature include:

e Initial interest in this area resulted from a growing desire to increase the visibility of the pharmacist
in line with the evolution of pharmacy practice, investigating how to move the pharmacist away
from administrative roles and more towards clinical care. In this context the optimal use of other
pharmacy cadres has gained momentum with numerous examples provided where pharmacists have
been able to extend their clinical role with greater use of pharmacy technicians or other pharmacy
support workforce cadres.

e Asanexpanded role for a variety of pharmacy support workforce cadres has developed, issues
around education, regulation and registration have been discussed. As has the importance of clearly
defining the role of both the pharmacist and other pharmacy cadres in specific practice settings.
Where these partnerships have been developed successfully there has been detailed attention to
change management and stakeholder engagement, with improved patient care as the focus.
Significant guidance has been provided to aid implementation.

e Inmore recent years, pharmacy support workforce roles have expanded in some country practice
settings, moving from administration and supply functions to independent checking of prescriptions
by cadres and more recently to the management of patient adherence programmes (e.g. United
Kingdom, USA).

e Witha continued focus on freeing up the pharmacist for expanding clinical roles, the most recent
literature (USA) explores the need to further develop the leadership skills of the pharmacy support
workforce.

To allow the reader to clearly understand the country of origin of the themes presented, care has been
taken to note the country of origin of the papers used in this section.

Theme 1. Increasing the visibility of the pharmacist starts the discussion on pharmacy
support workforce roles and skills mix

The discussion regarding the role of pharmacy technician and pharmacy support workforce roles is strongly
influenced by the discussion on the pharmacist’s role and the evolution of that discussion from a
consideration of core pharmacy roles based within a dispensary to a discussion of decentralised roles where
pharmacists conduct more activities in patient-care areas. According to Horon et al (Canada), this debate can
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be seen as a positive indicator of the progress that the profession has made in clarifying the pharmacists role
as clinical, to deliver patient-centred pharmaceutical services. 5

In 2012, this discussion speaks of opportunities to improve the quality of health care and continuation of the
process in which the profession moves forward from product care to patient care (USA). ® It is suggested that
in this new environment a different role for pharmacy support workforce cadres is required to complete more
administrative tasks to fill the gap created by the transition of pharmacists to more clinical care roles. It is
noted that any new pharmacy support workforce role needs to be aligned with the core strategies of the
community and hospital pharmacy, to provide a successful pharmacy practice model, based on a sound drug
distribution system that safely and efficiently gets medicines to patients (USA). ¥/

Theme 2. The need to explore the changing role of pharmacists and pharmacy support
workforce cadres

The literature consistently presents the need to expand the pharmacist’s clinical role. Different initiatives
have been established to clarify the process of moving the profession forward into the era of clinical care.

From a Canadian perspective, utilising well-trained pharmacy technicians is very important, if the profession
is to achieve optimal use of the pharmacy workforce and meet increasing expectations for clinical pharmacy.
6263 This will lead to pharmacists being able to concentrate on intellectual decision making and to provide
ample patient care and clinical services even though pharmacists are in short supply, both nationally and
internationally (Canada). ¢

Also in 2008, the literature presented three drivers for this change. The content-based shift (from product to
patient care) creates a void, but there is also a functional gap to fill since pharmacists are having to prioritise
their services to the sickest patients and those with complex or high-risk medication regimens. As a result, not
all patients that could benefit from clinical pharmacy services, receive them (Canada).® At a more basic level,
there is often a significant shortage of pharmacists despite their established roles as members of health care
teams within hospitals and in communities (Canada). % Besides staff shortages to meet the care provision,
sometimes pharmacy-based involvement is not present. It is reported to be the case in Australia, where
extending all roles of rural health care providers is often necessary to improve access to medication services
(Australia).®® There are many similar experiences in low- and middle- income countries today, where
pharmacists are few.2 For example; Papua New Guinea, Vanuatu and Malawi 4484952

In 2011, the literature presents medicines supply as the most important domain that needs attention to
provide pharmacists with time to expand their own roles to patient centred pharmaceutical care (USA). %
Additionally, the effects of medicines shortages on pharmacy departments and the health care system as a
whole can place significant strain on pharmacists (USA). ¥ Optimisation of medicines delivery is thought to be
achieved by automation and highly trained pharmacy technicians.

Besides the CSHP 2015 Initiative, other guiding documents present a call for action. The blueprint for pharmacy
(2005; Canadian Pharmacists Association; optimal drug therapy outcomes for Canadians through patient-
centred care) and the pharmacy practice model summit (2010, American Society of Health Systems
Pharmacists), are seen as a basis to encourage hospital and health-system practice leaders to examine how
they deploy their resources to ensure that the efforts of the pharmacy departments are aligned with the most
urgent needs of patients and institutions. ® This advancing of the profession calls for new and more advanced
roles for pharmacists, pharmacy technicians and other pharmacy support workforce cadres (USA). % They
should work to their full scope of practice (Canada). ® In 2013, medication therapy management is regarded as
one of the emerging fields for these advancements (USA). 7°

From 2014, literature from Canada focuses on how the provision of health care becomes increasingly
collaborative, as the health care needs of patients grow more complicated (Canada)’* To improve
pharmaceutical patient carein these settings, this collaborative spirit should also occur between pharmacists,
pharmacy technicians and other pharmacy support workforce cadres, not just be extended to professionals
outside the pharmacy (Canada).” Or even more specifically addressed, other health care professions such as
nursing and medicine have already, albeit to different extents, embraced the concept of intra-professional
collaboration with support personnel to improve patient care, and the profession of pharmacy should be no
different (Canada). % The increasing scope of practice with the expansion of patient care activities, also makes
the work in a pharmacy more demanding. This warrants workflow modifications in terms of traditional roles
and responsibilities in dispensing medicines and providing patient care.”

Another perspective is presented in a periodical from the United Kingdom, where the expanding roles of
pharmacy technicians are noted to provide more time for pharmacists to conduct clinical functions. The article
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suggests that pharmacists will need to be reimbursed for these roles, otherwise expanded pharmacy
technician roles will place more pressure on pharmacists.”

Theme 3. How pharmacy support workforce cadres support the evolving clinical role of
pharmacists

Besides explaining the need for the expansion of the pharmacist role, the literature also suggests how the
developing role of the pharmacy technician can further support the pharmacist. Again, Canada is used as an
example where they state that care is to be provided in a collaborative manner where pharmacists focus on
medication management and patient health outcomes, and pharmacy technicians focus on drug distribution
(Canada).® In this paper the authors have a clear view on the specifics of that role. As pharmacists expand their
focus from drug distribution to providing direct patient care, they suggest relying on pharmacy technicians as
managers of drug distribution systems. This is a role pharmacy technicians are capable of, willing and ready
todoin the Canadian context (Canada). %

The demands for supply chain management in rural areas is obviously a strong driver of the role expansion
towards drug distribution, as this paper from Australia notes. The benefits of expanding the roles of pharmacy
support staff, thereby releasing pharmacists to focus on more advanced roles, becomes clear in rural areas.
Rural hospitals that do employ pharmacists often do not use a pharmacist’s expertise appropriately, limiting
their functions to fulfil basic dispensing tasks. So, pharmacy technicians and other pharmacy support
workforce cadres can support medicines supply processes (under supervision) to provide more effective basic
pharmacy services (Australia). %

Most literature focuses on drug distribution roles for pharmacy support workforce cadres, but some articles
try to see beyond this point. Nonclinical activities are mentioned in the community practice setting, on the
requirement of regulated pharmacy technicians in Canada. Proposed effects of this revised skills mix include
improved professional satisfaction, enhanced patient care opportunities and economic benefits for the
pharmacy.”

One of the most progressive ideas from the Canadian literature relates to the contribution of competent
pharmacy technicians to important elements of clinical pharmacy services, so direct involvement in patient
care. Obtaining medication histories and tracking the results of laboratory tests are seen as elements
contributing to a more desirable pharmaceutical services model and subsequently allowing pharmacists to
focus on the challenges associated with the ascending multidisciplinary collaborative practice.®

Theme 4. Exploring the readiness of organisations for change and the importance of
following good change management practices

Ideas on the expansion of the roles of pharmacy support workforce cadres that deviate from drug distribution
invoke the most interest when more expanded roles are discussed. These papers do not address the
appropriateness of the proposed expanded role, but mainly the themes of perception by the pharmacist, and
organisational readiness for change.’®73 This part of the literature adds insights into the change process by
defining possible risks and unwanted outcomes.

The first of these presented insights concerns pharmacy support workforce cadres working without
supervision (Canada).®? Horon et al stress the importance of using a collaborative model, inside which these
cadres should work. They can be deployed to patient care areas to facilitate the pharmacist’s delivery of a
comprehensive package of clinical pharmacy interventions, while keeping in mind that pharmacy support
workforce cadres are meant to support not replace the clinical role of pharmacists. They acknowledge the fact
that more pharmacy technicians in patient areas will lead to more public awareness of pharmaceutical
services, but warn of the following possible outcomes: stakeholders (patients, health care professionals,
administration) could mistakenly conclude that activities performed by pharmacy technicians represent the
full catalogue, depth and quality of clinical pharmacy services. It is interesting to note that in many low- and
middle- income countries pharmaceutical services can only be delivered by pharmacy support workforce
cadres due to a lack of available pharmacists, particularly in rural and remote areas.>

Concerns with regard to organisational readiness were voiced by authors who shared their sense of “think
before storming off and change”. A paper from Canada provides a good example.®If you only get one chance
at organisational change, proceed with caution to ensure the successful outcome of effective and safe
handover of responsibilities. Questions raised in this context were: “Does the entire pharmacy profession
support the concept of pharmacy support workforce cadres taking on this expanded role? Can health care
organisationsaccommodate this change?” And ona more day-to-day basis: “Are pharmacists willing to support
and collaborate with pharmacy technicians? Are pharmacy technicians and other pharmacy support
workforce cadres equipped to fulfil those responsibilities?” The article provided ways to become well



| P29

informed and equipped to initiate transition by formally presenting success stories and the sharing of
experiences by early adopters (Canada).®

In further considering readiness for change other examples appear in the literature. The assessment of the
effect of entrepreneurial orientation, resource adequacy and pharmacy staffing on pharmacy practice change
showed, among other factors, that the most commonly reported change in pharmacies over the previous 2
years included the responsibilities and activities of pharmacy technicians (USA).7° When current and desired
roles of pharmacy technicians were investigated as a possible barrier for pharmacists performing clinical
services as medication therapy management (MTM), lack of sufficient staffing was reported to be of high
influence. Few pharmacy technicians were trained to assist with MTM, but more than 70% of pharmacists
would seek technical assistance with scheduling, billing and patient correspondence (USA).7*

In order to prepare new cadres of mid-level pharmacy staff, a practice analysis was conducted to ensure the
programme addressed workplace needs when developing the new educational programme (South Africa).>
Another example of how research formed pharmacy technician role expansion, comes from the hospital
setting. Department leadership and frontline staff identified the need for innovative pharmacy technician
leadership roles. When developing those roles, leadership sought input from inside and outside the pharmacy
department. Job descriptions and metrics were thus developed. Challenges in this project related to staff
training and scalability of the model beyond the pilot setting (acute care). Besides firm ideas on the new
pharmacy technician roles, this development has increased stakeholders (nursing, patients, physicians)
satisfaction with pharmacy services (USA).75

Research with regard to perceptions and attitudes about patient orientated pharmacy practice of pharmacy
technicians was conducted.”® The objective was to obtain more insights into the professional behaviour of
pharmacy technicians within a US practice setting. In the educational department changes have already
occurred in Canada. Standards of practice for registered pharmacy technicians are developed by the provincial
college of pharmacists (Ontario),®> and a national examination process is offered to pharmacy technicians by
the Pharmacy Examining Board of Canada.’

The implementation of a successful practice model change is described to be availed by a sound operational
strategy, excellent communication skills and the ability to navigate complex political issues, with a critical
role for the pharmacist as organisational change leaders (USA).* % A more applied description of what was
done to make the most effective use of pharmacy staff resources to advance pharmacy services and optimise
patient care in a USA setting, suggests that pharmacists provide patient centred care and certified, trained
and competent pharmacy technicians perform Tech-check-Tech and drug distribution functions that do not
require clinical judgement, and other innovative functions. * In order to reach that status in pharmacy care,
the author recommends to learn (from precursors), share (best practices on current training programmes),
collaborate (developing advanced role model training programmes), identify and ensure that this new level
cadreis present in the departments.* Another example is provided from Tanzania.”’

Secondly, staffing and education are presented as important elements for effective change management
involving pharmacy workforce roles. Harnessing the desire of staff to practise at a higher level is considered
to be animportant driver for role expansion (USA). Practising at a higher level requires education. Nationally
established standardised educational expectations and the introduction of rigorous entry-to-practice criteria
are suggestions to address the raised questions on competency of pharmacy support workforce cadres
(Canada).®> Depending on the anticipated extent of (possible) independent provision of services it is suggested
that pharmacy support workforce cadres would need additional focused training to support the practical
application of knowledge coupled with basic clinical skills. Continuous professional development (CPD) or
workplace training may satisfy this need for focused training (Canada).®

Some available data beholds a warning. The Pharmacy Practice Model Initiative (PPMI) inspired the following
statement: “If pharmacists do not decide what their future practice model will be, others will decide for them.
So be bold in planning for transformation of the pharmacy enterprise. Reach out internally and externally” in
the health care system to find allies (USA).% From the rural environment, where shortages of pharmacists are
an important issue, evidence is gathered on functions from the medical department (i.e. nurses) being up-
skilled to fill the void in pharmacy-based functions (Australia).®® This task shifting by up-skilling clinical staff
from adjacent health care professions without any formalisation, is also reported in Tanzania where it mainly
occurs as a coping mechanism rather than a formal response to the workforce crisis.””

Concerns have also been voiced in the context of community pharmacy in the United Kingdom. The extension
of the community pharmacist role, sought after by policy makers and pharmacy’s representative bodies,
involves medicines use reviews. These are often performed outside of the pharmacy. Absence of the
pharmacist has an impact on pharmacy support staff and work processes. Consideration should be given to
support staff and pharmacist’s existing work obligations when developing extended roles. The provisions of
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adequate resourcing for the new (or old) services is needed to avoid well-intended improvisations by the staff
(United Kingdom).”®

The need to carefully consider readiness for change and good change management practice is further
highlighted in this report through case studies from Canada, Malawi, Singapore, South Africa, and the United
Kingdom, which clearly document how these issues were addressed in country specific contexts.

Digitalisation is also changing the work and the job description of people working in a pharmacy, decreasing
the time used for manual work and allocating time for digital services.”? Since 201y, all prescriptions for
humans in Finland are electronic prescriptions.® Digitalised community pharmacies are using robots in
prescription medicines stock control and there are almost 100 pharmacies with online services.”*% In Finland
the work description of pharmacy technicians oftenincludes IT and stock-management tasks.® It is one of the
main tasks of pharmaceutical technicians to check, record to the system and shelve the new stock from
wholesalers. In addition to this, technicians do a great deal of office work, creating and sending invoices,
recording of documents and updating customer loyalty records. Depending on the pharmacy and the
technician, technicians might have been given tasks related to marketing; tasks such as running campaigns,
creating posts to pharmacy’s social media accounts and updating the pharmacy homepage. Pharmacy
technicians are designated IT support persons in many pharmacies where they update the software, create
back-ups and help in case of IT issues. Community pharmacies with online shopping services often have more
technicians as they are the core workforce helping to run these services. Many of the tasks pharmacy
technicians do, such as working as a cashier, taking care of the robot, IT-support and stock-management, are
mainly manual tasks.? Yet, the general ideology is that allocating these tasks to pharmacy technicians is
leaving more time for pharmacists and pharmaceutical assistants to focus on rational medical treatment,
dispensing and patient counselling which all require pharmacy education.

Theme 5. Further examples of expanded roles of pharmacy technicians and other
pharmacy support workforce cadres

The literature reports on a variety of extended pharmacy support workforce roles that have been studied in
specific countries and practice contexts (mainly in Canada, the United Kingdom and USA). Many studies are
exploratory in nature with a call for more research in the area.

Research on best possible medication history (BPMH) shows trained pharmacy technicians obtain this history
at hospitals as accurately and completely as pharmacists (Canada), while a recent meta-analysis of medicines
reconciliation approaches called for further studies to measure the impact of involving pharmacy technicians.
82,83 A study on pharmacy technician awareness of national medicines shortages aimed to enable pharmacy
technicians to understand why shortages occur, and how they can help ameliorate the effect of medicines
shortages in their workplace. Pharmacy technicians proved a valuable resource for pharmacists in the
management of medicines shortages and can work with pharmacists to perform operational and assessment
tasks after a medicines shortage has been identified (USA).%”

A review of multiple studies supported the practice of Tech-check-Tech (TCT), a system in which pharmacy
technicians check the correctness of prescription fulfilment by other pharmacy technicians, instead of the
pharmacist. It demonstrated comparable accuracy and in some studies the increase in pharmacist time
available for clinical activities was quantified. This overview even called for using the key elements of TCT to
serve as a framework for development of future innovation in pharmacy technician roles (United Kingdom,
USA).

Economical outcomes are not used frequently in the discussion on pharmacy support workforce role
expansion, even though it is essential in today’s world of health care reform where pharmacy leaders seek to
find ways to optimise patient care without increasing costs. ¥ A study that looked at using pharmacy
technicianstoaid in the completion of a comprehensive medication review concluded that, from an economic
point of view, return on investment for role expansion was valuable (USA).%

Supporting pharmacists to meet accreditation standards was researched in 2013. It showed five domains in
which pharmacy technicians and other pharmacy support workforce cadres can play a role: practice
management, patient counselling, patient care services, technology and quality improvement (USA).% One of
the most recent studies looked at the active role pharmacy technicians can have in the management of
adherence programmes, set up to improve medication adherence and reduce health care costs. The burden on
community pharmacists running these programmes was reduced (USA). 4
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Theme 6. The role of legislation

As the ideas on the extended role of pharmacy support workforce cadres became clearer, so did the call for
legislation of the new objectives of the profession in the literature. This began in 2011 when a USA statement
was made that “all drug distribution activities should be performed by technicians in accordance with state
law”. %7 In 2013, the PPMI again influenced the conversation. The authors conclude that the “PPMI steers
towards standard, uniform and accredited pharmacy technician education, combined with some form of
licensure. To advance the role of the pharmacy technician, the PPMI recommends the requirement of certified
technician” (USA). ¥ In that same year, the ASHP guidelines not only talked about sufficient and adequately
trained staff, but they also specified requirements for pharmacy technicians in the USA.¥

Research is used to shape the process of legislation around supervision. As community pharmacist’s roles
extend into clinical and public health services, the roles and responsibilities of the pharmacy support team
may need reconfiguration. Research on supervision is one of the possible sources to feed the department of
health to possibly further change legislation around supervision without the physical presence of a
pharmacist.® In the Canadian context pharmacy technicians are described in 2014 as increasingly becoming
part of a regulated profession, allowing them to fulfil a greater role in both dispensing medicines and patient
care.”*In the USA the standardising of education, training certifications and licensing requirements is seen as
imperative in order for pharmacy support workforce cadres to be effective in the roles and responsibilities
surrounding the provision of optimal patient care. ® Globally, the situation is varied in this regard as noted
through our survey data presented earlier in this report. Not all countries require registration of pharmacy
support workforce cadres (examples of countries requiring the registration of some pharmacy support
workforce cadres include Canada, Denmark, the United Kingdom, the USA, South Africa). Countries that do not
require regulation for pharmacy support workforce cadres have legislation in place that sets the full
responsibility of pharmacy practice under the supervision of the pharmacist.

Theme 7. Developing pharmacy support workforce leadership to further assist
pharmacists in their role

In the 2012 literature, the importance of developing leadership roles within the pharmacy support workforce
community emerged in the USA. In this context, pharmacy technicians have been acknowledged as untapped
resources, some have independently assumed informal leadership positions and some have been promoted
to a formal leadership position (NB. These positions have been particularly in the areas of stores, activity,
business and human resources management). The authors of this paper comment that it is important to take
time in mentoring, educating, and training technician leaders to aid in developing their roles and further
assisting the pharmacistin theirs. 75

The PPMI from USA again influences the conversation. As a follow up to the PPMI, Stanford Hospital conducted
a review of the existing pharmacy practice model. They identified opportunities for improvement and gaps to
be filled by creating innovative leadership positions on the technician level, i.e. manager of clinical
effectiveness and manager of professional development (USA). %

Theme 8. The importance of the pharmacy workforce working together

From a review of the literature prepared for the report and through careful consideration of the case studies
inthisreportitisclearthatthe development of new rolesand responsibilities for pharmacy support workforce
cadres in specific country contexts have been most beneficial to the profession of pharmacy when
pharmacists and pharmacy support workforce cadres have acted as ateam to consider what is bestin the local
context. Since 2012, research on improving patient care does show this change in perception.

Inastudyonthe sources of distracting stimuli and interruptions within the pharmacy departmentin the USA,
both pharmacists and pharmacy technicians were asked to give their insights.* In addition, an exploration of
views of pharmacist’s and pharmacy technicians in the USA on a revalidation process for pharmacy
professionals was conducted, leading to the conclusion that a single model is not desirable. % Other research
has concentrated on stakeholder views of pharmacy activities that can/cannot be safely performed during the
absence of a pharmacist. Participants were pharmacists, pharmacy technicians and other pharmacy support
staff. %

In New Zealand, both pharmacists and pharmacy technicians were asked for their opinions on pharmacy
technicians taking on an advanced checking role. Extra training was welcomed by both groups. 72 Research on
the perceptions of pharmacy technicians of their own work environment looked into elements such as
recognition of organisational value, responsibilities, rate of pay, and seeking equity among peers.%2To be able
to get insights in the work engagement of pharmacy technicians and when the quality of the double-check
processinthe drugdistribution system was assessed, the pharmacy team as a whole was involved to come up
with an action plan to optimise the work processes.
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General conclusions from this literature review

"It is not the strongest of the species that survives, nor the most intelligent, it is the one
that is most adaptable to change” — Charles Robert Darwin

In recent years, pharmaceutical services delivery has moved from a focus on medicines availability to an
increasing need to deliver extended pharmaceutical clinical services to optimise patient health outcomes. As
this change has unfolded, the role of pharmacists and pharmacy support workforce cadres has evolved in
different contexts and countries in an attempt to meet this need. The pharmaceutical literature has
documented this evolution most notably in advanced economies {(e.g. Canada, United Kingdom and the USA),
with many key insights of their experiences provided. These insights could be considered by other countries
as they reflect on the ongoing evolution of pharmaceutical services delivery and the human resource
requirements to meet this need.

Where pharmacists, pharmacy technicians and other pharmacy support workforce cadres work together in
the context of their local environment, with a focus on improved patient care, optimal pharmaceutical
services delivery can be provided.

4.2 Practice vignette from the pharmacy community setting

In this section mini case study vignettes are presented for a variety of pharmacy practice contexts
(community, hospital, emergency and supply chain). The vignettes are context specific and are designed to
provide workplace context to the variety of ways in which pharmacy support workforce cadres interact with
pharmacists in the delivery of pharmacy services.

The vignettes vary in style and detail reflecting the variety of authors and perspectives.

Author
Luna El Bizri, The Order of Lebanese Pharmacists (OPL), Lebanon

Vignette overview

In this mini case study, the practice of community pharmacy in Lebanon is presented with reference to the
role of pharmacy technicians and other pharmacy support workforce cadres and their interaction with the
pharmacist in the workplace.

Overview of the practice model!

As per Lebanese law for every 3 pharmacy technicians, there should be one pharmacist managing them. Only
the pharmacistis allowed to dispenseand be indirect contact with the patient. The law covering the pharmacy
technician is neither clear nor specific. It does not clearly define the role, task responsibilities and
accountabilities of pharmacy workforce cadres. For example, there is no differentiation between pharmacy
technicians and pharmacy assistants.

Community pharmacy in Lebanon can be divided into three models:

1. Large urban community pharmacy, which relies on an organised structured staff
2. Neighbourhood urban community pharmacy or the “local pharmacy store”

3. Rural pharmacy

In model 1 we note that pharmacy support cadres are rather more important than in models 2 and 3. However,
in all types of community pharmacies the pharmacist is supported by “pharmacist assistants” and
“technicians”.

As an overview of the practice model, most pharmacies have a computerised programme to run and manage
their pharmacy. There is no common patient record between pharmacies. A recent development from the
Ministry of Public Health (MOH) is the use of a “unified prescription”. This gives the pharmacist the right to
substitute branded medicines with generics, but only if the physician does not note the term NS which refers
to “non substitute”. No refill or unit dose systems exist in Lebanon, with only packaged medicines dispensed.

There is an emphasis by pharmacists on the process of dispensing rather than counselling. The law is clear,
that the presence of the pharmacist in the pharmacy is mandatory and only the pharmacist has the right to
dispense medicines to the patient, and to provide instructions regarding prescriptions.
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Relationship between community pharmacists and other pharmacy support workforce cadres

The pharmacist assistant role is more elaborate than that of pharmacy technicians. Pharmacy assistants
prepare prescriptions, compound after receiving instructions from the pharmacist, can place orders to the
drugstores and pharmaceutical companies, and enter new medicines in the computerised pharmacy system.
The pharmacy assistant is also involved in the cosmetics and nutritional supplements, after having training
on these products. Technicians are more involved in inventory, counting medicines and stocking shelves. They
are alsoinvolved in the sale of para-pharmaceuticals products such as baby products or diet products.

The pharmacy assistant holds a university degree usually in biology, chemistry or biochemistry and they must
always operate in the presence of a pharmacist. A pharmacy technician holds a technical degree from a
college, with two or three years’ study, after first completing an official governmental degree in the “Lebanese
Brevet”. Technicians too, must operate in the presence of the pharmacist. In Lebanon, there is no law that
specifies the education level for pharmacy support workforce cadres and as a result, there is a large variation.
In addition, pharmacist student trainees assist in pharmacies, under the supervision of a pharmacist to
complete their 12-month internship after completing their five years’ pharmacist education.

In summary, the Lebanese practice of community pharmacy legally requires the pharmacist to complete the
majority of dispensing and counselling tasks compared to other pharmacy support workforce cadres in the
pharmacy. Only neighbourhood pharmacists are close to their patients and spend more time with them in
counsellingand giving health care advice. Lebanese community pharmacists could rely more on appropriately
trained pharmacy support workforce cadres to reduce the time pharmacists spend in compounding and
preparing prescriptions.

4.3 Practice vignettes from hospital pharmacy

Author
Robert | Moss, hospital pharmacist
Vice-president Europe, FIP Hospital Pharmacy Section, the Netherlands

Vignette overview

In this mini case study, the practice of hospital pharmacy in the Netherlands is presented with specific
reference to the role of pharmacy support workforce cadres filling in the "FIP Basel statements on the future
of hospital pharmacy” in partnership with pharmacists.

Background

Hospital pharmacy practice is guided by the FIP Basel statements on the future of hospital pharmacy.

The Dutch hospital pharmacy practice involves the delegation of several hospital pharmacist tasks to
pharmacy support staff. The role of pharmacy support staff in the different aspects of practice is highlighted
below in the description of their role in relation to the applicable Basel statements. Numbering coincides with
the revised statements. %

Pharmacy technicians are referred to as such. In practice, pharmacy technicians can advance their practice
level by additional training in clinical practice (pharmacy consultants). These will not be specifically referred
to. Other pharmacy support staff include all other staff not licensed as a pharmacy technician.

Overarching and governance statements

1. The overarching goal of hospital pharmacists is to optimise patient outcomes through collaborative, inter-
professional, responsible use of medicines and medical devices

NL: Pharmacy support staff are an integral part of the hospital pharmacy team

6. Hospital pharmacists should serve as a resource regarding all aspects of medicines use and be accessible as
a point of contact for patients and health care providers.
NL: Pharmacy technicians are the primary point of contact on clinical wards for nurses

7. All prescriptions should be reviewed, interpreted, and validated by a hospital pharmacist prior to the
medicines being dispensed and administered.

NL: Pharmacy technicians review all computerised physician order entry system (CPOE) orders before
validation by the hospital pharmacist. They can advise doctors on or are allowed to make minor changes, e.g.
time changes because of interactions of drugs. All within a defined set of rules.
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8. Hospital pharmacists should monitor patients taking medicines to assure patient safety, appropriate
medicine use, and optimal outcomes for inpatients and outpatients. When resource limitations do not permit
pharmacist monitoring of all patients taking medicines, patient-selection criteria should be established to
guide pharmacist monitoring.

NL: Pharmacy technicians on the wards identify hazardous situations or suboptimal use of medicine. In minor
cases they canintervene. In other cases, they inform the pharmacist.

10. Hospital pharmacists should ensure that patients or care givers are educated and provided with written
information on the appropriate use of medicines.

NL: Pharmacy technicians provide instructions to patients. In a few cases directly to the patient, in other
situations written information is provided.

13. Hospital pharmacists should actively engage in research into new methods and systems to improve the
use of medicines and of human resource needs in hospital pharmacy.
NL: Pharmacy technicians in some larger hospitals engage in practice research.

14. Hospital pharmacists should take responsibility for the management and disposal of waste related to the
medicines use process, and advise on disposal of human waste from patients receiving medicines.

NL: Pharmacy technicians on clinical wards advise on and implement waste disposal management as set in
standards.

16. Hospital pharmacists must ensure proper storage to maintain the integrity of medicines across the supply
chain to ensure quality, safety and security.

NL: Logistic pharmacy support staff ensure a managed (cold) chain delivery throughout the hospital. On the
clinical wards pharmacy technicians are responsible for the storage and integrity of the (cold) chain according
to protocol, or advise responsible hospital personnel on supply chain integrity.

18. Each pharmacy should have contingency plans for medicines shortages and emergencies.
NL: Pharmacy procurement staff, logistic staff and pharmacy technicians play an important part in identifying
potential medicines shortages within a hospital.

19. The “seven rights” (right patient, medicine, dose, route, information, documentation and time) should be
fulfilled in all medicine-related activities in the hospital.
NL: An underlying principle for all pharmacy technician activities.

Theme 1 - Procurement

23. Procurement must be supported by a reliable information system that provides accurate, timely, and
accessible information.

NL: Pharmacy procurement staff and pharmacy logistic staff are the key users of the medicines logistic
information system within the hospital.

Theme 2 - Influences on prescribing

24. Hospitals should utilise a medicines formulary system (local, regional, and/or national) linked to standard
treatment guidelines, protocols, and treatment pathways based on the best available evidence.

NL: During the review of the CPOE pharmacy technicians identify deviations of formulary prescribing. They
advise the doctor or hospital pharmacist depending on protocol.

28. Hospital pharmacists should promote seamless care by contributing to the transfer of information about
medicines whenever patients move between and within health care settings.

NL: Pharmacy technicians perform medicines reconciliation during or prior to hospitalisation. Protocol
dependent interventions (formulary interchangeability, interactions) are handled or transferred to the
hospital pharmacist.

Theme 3 - Preparation and delivery

30. Hospital pharmacists should assume responsibility for storage, preparation, dispensing, and distribution
of all medicines, including investigational medicines.

NL: See statement 16. Pharmacy technicians are an integrated part of the clinical trial team.

31. Hospital pharmacists should assume responsibility for the appropriate labelling and control of medicines
stored throughout the facility.

NL: Pharmacy technicians have been delegated by the hospital pharmacists to ensure adherence to the SOP’s
on labelling and storage. Ready-to-administer medicines, when prepared by pharmacy technicians, is labelled
according to SOP.
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32. Hospital pharmacists should be involved in determining which medicines are included in ward stock and
standardising the storage and handling of ward medicines.

NL: Pharmacy technicians advise the hospital pharmacist whenever they notice deviations of standard stock
management.

33. Hospital pharmacists should ensure that compounded medicines are consistently prepared to comply with
quality standards. This includes taking responsibility for ensuring medicines not commercially available in a
suitable formulation are prepared to accepted practice standards, and ensuring that injectable admixture
services comply with accepted practice standards.

NL: All compounded medicines in hospitals are prepared by pharmaceutical manufacturing staff and/or
pharmacy technicians according to protocol in line with GMP.

34. The preparation of hazardous medicines including cytotoxics should be under the responsibility of the
hospital pharmacist and prepared under environmental conditions that minimise the risk of contaminating
the product and environment, as well as minimising exposure of hospital personnel to harm using accepted
practice standards.

NL: All hazardous medicines are prepared by pharmacy technicians according to appropriate SOPs and
according to GMP standards

36. Hospital pharmacists should support the development of policies regarding the use of medicines brought
into the hospital by patients, including the evaluation of appropriateness of complementary and alternative
medicines.

38. Concentrated electrolyte products (such as potassium chloride and sodium chloride) and other
institutionally-identified high-risk medicines should be dispensed in ready-to-administer dilutions, and stored
in secure, separate areas with distinct labels.

NL: Many ready-to-administer dilutions are prepared by pharmacy technicians on the ward or by
pharmaceutical manufacturing staff.

Theme 4 - Administration

42. Hospital pharmacists should ensure that medicines are packaged and labelled to ensure identification and
to maintain integrity until immediately prior to administration to the individual patient.

NL: Pharmacy technicians fill individual medication in the medicine carts.

Theme 5 - Monitoring of medicines use

51. An easily accessible, non-punitive reporting system for medication errors, including near misses, should be
established and maintained. Reports of medication errors should be reviewed internally and sent to regional
or national medication error reporting or regulatory programmes. These data should be regularly reviewed to
improve the quality and safety of medicines use practices.

NL: Pharmacy technicians are part of the ward-based medication error response teams

Theme 6 - Human resources, training and development

59. Hospital pharmacy workforce plans should describe strategies for human resource education and training,
recruitment and retention, competency development, remuneration and career progression pathways,
diversity-sensitive policies, equitable deployment and distribution, management, and roles and
responsibilities of stakeholders forimplementation.

NL: HR aspects of hospital pharmacy workforce are, in most circumstances, managed by a pharmacy
technician with advanced training in management skills.

61. The training programmes of pharmacy support staff should be nationally formalised, harmonised, and
credentialed within a defined scope of practice.

NL: Pharmacy technician is an accredited title. Further specialisation as e.g. pharmacy consultant is offered at
specialised centres yet is not formalised in job requirements. Other pharmacy workforce is trained locally and
accredited locally.



P36 |

Author

Marianne F. Ivey, Pharm. D, M. P. H,, FASHP
Professor Emerita

University of Cincinnati College of Pharmacy
Pharmacy Practice and Administrative Sciences
Cincinnati, OH, USA

Vignette overview

In this mini case study, how the role of pharmacy support workforce cadres has developed in the outpatient
clinicsetting is discussed, with specific reference to the day-to-day tasks of these cadres and their relationship
with pharmacists in the workplace.

The development of pharmacy support workforce roles

Since the 1960’s the profession of pharmacy in the USA has been moving toward a more direct patient care
practice. This has been particularly true for both inpatient and outpatient (ambulatory) care as practised in
hospitals. One of the early direct patient care activities started in the 1980s is anticoagulation clinics in which
the drug therapy is managed by pharmacists. This has been a patient care areain which the quality of care can
be measured in a number of ways since patients are seen sometimes as often as every two weeks.

Patient satisfaction can be measured as well as clinical outcomes such as major and minor complications, INR
data within therapeutic range, etc. With this data pharmacists were able to demonstrate to their physician
colleagues that quality care could be provided to anticoagulated patients by pharmacists. This resulted in
anticoagulation clinics managed by pharmacists growing rapidly in both numbers of clinics around the
countryaswellasinnumbers of patients referred to each clinic. So many patients, in fact, that the initial small
number of pharmacists were not able to care for all of the patients without additional professionals.

This led to an analysis of the various activities that pharmacists were performing in the anticoagulation
clinics. It was noted that many of the time-consuming activities were those which could be completed by
pharmacy technicians with specific orientation to this group of patients. Many anticoagulation clinics now
have pharmacy technicians routinely a part of the staff caring for these patients. Job duties have been written
for these advanced technician practices and additional orientation has been specified.

Technician duties have been listed as the following:

Obtaining vital signs on patients, documenting point of care results, scheduling of patients, triaging patients
who need to be seen first, documenting results of office visits, medication therapy management billing using
available electronic billing software and identifying patients who are at risk by review of their charts (for such
things as non-adherence, poly pharmacy etc.)

These activities of the pharmacy technician have now been extended to other patients with chronic
conditions such as hypertension, heart failure, diabetes, asthma, arthritis etc.

Pharmacy technician duties for this group of patients include the following daily, monthly or as-needed
categories of activities:

Clean blood pressure cuffs with antimicrobial-infused cloths; retrieving patient charts for scheduled patients;
recording of vital signs; checking the electronic database for new referrals; answering patient phone calls
related to reschedules; refill requests; and triaging. Patients who need reminder tools such as medisets are
reviewed for adequate medicines; send refill slips to pharmacy for medisets; bill for mediates; call patients who
are no shows, update patient databases; and identify and document when patients are lost to follow up.

On an as-needed basis the pharmacy technicians file old charts, prepare documents which need to be scanned
into the electronic data base, conduct inventories and provide clinic supplies such as educational handouts,
smoking cessation folders and mediset boxes. The pharmacy technician also tracks vacations and staffing
adequacy, facilitates getting physician signatures and stocking supplies such as bandages, test strips, folders,
charts, ink, control solutions etc. On a monthly basis the pharmacy technician records patient visits, outcome
statistics and other data in a spreadsheet for further analysis by pharmacists and administrators.
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As these activities are a routine and regular part of pharmacist-managed chronic therapy, policies and
procedures for the specificclinicare written.Job descriptionsinclude therequired experience of the pharmacy
technician to qualify for the position and the training needed to attain and maintain competency.

Several articles have been written in the pharmacy literature, which describe these clinics and the positive
clinical and satisfaction outcomes in patient care. It is obvious that without the pharmacy technician’s
participation as part of the health care delivery team, fewer patients could be seen and/or higher costs to the
patient would be aresult if only pharmacists could carry out all of the responsibilities in these clinics.

4.4 Practice wgnettes from emergency pharmacy

Authors

Commander Sylvain Grenier, Pharmacy National Practice Leader, Canadian Armed Forces, Canada
Mohammad Alkhalili, PharmD Candidate, University of Toronto, Canada

Janice Ma, Drug Use Evaluation manager, Department of National Defense, Canada

Vignette overview

In this mini case study, a general overview of the provision of pharmaceutical services in the three phases of
an emergency is presented, with specific reference to the roles of pharmacy support workforce cadres and
their relationship to pharmacists.

An overview of emergency pharmacy
There is more and more recognition that the activities required surrounding an emergency situation (i.e,,
disaster) can be grouped in three phases: 1. Preparation; 2. Response; and 3. Recovery.

Preparation phase

The preparation phaseincludes two main areas, reduction (risk mitigation) and readiness (preparedness). Both
involve planning and preparation to either reduce the risk of a disaster happening or to decrease the impact
of a disaster once it occurs. This phase is performed ahead of a disaster by personnel branching across many
professions (e.g.administrators, health care professionals, emergency workers, etc.)and includes pharmacists
and pharmacy support workers, such as pharmacy technicians and assistants. This preparation is conducted
at various levels;, from having each pharmacy prepared for a disaster (e.g. records back-up, generators,
emergency supplies, etc.) to having a national emergency plan to deal with a disaster.

During the preparation phase, unregulated pharmacy support personnel can be expected to:

«  Familiarise themselves with the basic principles of emergency preparedness and response,

«  Personally prepare themselves to work effectively during an emergency situation; and

«  Provide general clerical, administrative and basic technical support for pharmacy preparedness activities,
such as collating information for future reference.

Regulated pharmacy support personnel such as regulated pharmacy technicians can be expected to:

«  Familiarise themselves with key principles of emergency preparedness and response, and apply these to
prepare themselves to work during an emergency situation; and

«  Provide specialised and/or advanced technical support for pharmacy preparedness activities, such as
developing standard operating procedures for delivery of pharmacy services.

Pharmacists can be expected to:

« Incorporate key principles of emergency preparedness and response into existing work duties;

« Adaptordevelop new work processes for use in an emergency situation; and

«  Apply existing clinical and other professional knowledge to support pharmacy preparedness activities,
such as developing treatment protocols for efficient administration of medical countermeasures to
affected individuals.

Response phase

During theresponse phase of adisaster, pharmacy personnel must work togetherasateamandin conjunction
with other health and civil authorities, to deliver necessary medical supplies and clinical services to affected
individuals. Pharmacy personnel may also be required to offer professional advice regarding how to address
other challenges that are specifically introduced by the particular event, such as coordinating use of medical
countermeasures following a nuclear, biological or chemical disaster (NBCD).
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During the response phase, unregulated pharmacy support personnel can be expected to:

«  Perform general clerical,administrative, and basic technical tasks to support the delivery of medicines and
clinical services (e.g,, download copies of patients’ prescription records);

«  Complete tasks as directed by other members of the pharmacy team or as specified in the emergency
response plans (e.g, initiate a rotating work schedule involving longer shifts);

« Undersupervision, perform tasks that would normally be reserved to regulated pharmacy technicians

Regulated pharmacy support personnel such as regulated pharmacy technicians can be expected to:

- Independently perform specialised or advanced technical tasks to ensure delivery of medicines and
clinical services to affected persons (e.g.,, record and fill prescriptions, prepare compounds, etc.);

«  Workcollaboratively with other members of the pharmacy team to execute designated components of the
organisational or the pharmacy-specific work plan (e.g, evacuation of critical supplies from a disaster-
affected dispensary); and

«  Undersupervision, perform tasks that would normally be reserved to pharmacists.

Pharmacists can be expected to:

- Independently perform clinical and professional activities to support patient care (e.g, administer
vaccinations as part of a mass immunisation clinic);

«  Provide direction and/or supervision of the activities of pharmacy personnel noted above;

« Underadelegation, prescribe pharmaceuticals to replace chronic medications that patients may have lost
or forgotten, in order to alleviate the increased workload of emergency departments attending to the
disaster victims; and

« Liaise with pharmacy colleges and associations to ensure that the pharmacy team’s work activities are
aligned with active priorities.

Recovery phase

During the recovery phase, the intensity of the health care response will diminish. Pharmacy team members
must resume their usual operating procedures, and — in the case of foreign health teams in particular — this
can involve a transfer of responsibilities to other personnel.

During the recovery phase, unregulated pharmacy support can be expected to:

«  Perform general clerical, administrative, and basic technical tasks to conclude emergency pharmacy
operations (e.g. provide input into lessons learnt, ensure health information is transferred securely to
authorised health care personnel, ensure supplies and materials go back to pre-disaster state, etc.); and

«  Complete tasks as directed by other members of the pharmacy team, to support future pharmacy
operations in the affected region.

Pharmacy support personnel such as regulated pharmacy technicians can be expected to:

« Independently perform specialised or advanced technical tasks to conclude emergency pharmacy
operations (e.g. provide input into lessons learnt, ensure health information is transferred securely to
authorised health care personnel, ensure supplies and materials go back to pre-disaster state, etc.);, and
Apply in-depth technical knowledge to enable the team to assess the quality of their emergency response.

Pharmacists can be expected to:

«  Providedirection and oversight for conclusion of emergency pharmacy operations (e.g., provide input into

lessons learned, ensure health information is transferred securely to authorised health care personnel,
ensure supplies and materials go back to pre-disaster state, etc.),
Independently perform clinical and professional activities for individuals patients under their care during
the emergency (e.g, complete follow-up and therapeutic monitoring for individual patients where
possible, or arrange for ongoing care from an alternate care provider, ensure that care plans are
appropriately documented for future reference, prepare discharge plans for patients where necessary,
etc),; and

«  Provide input to pharmacy and other health authorities regarding potential improvements to the
emergency response.
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Vignette overview
In this mini case study, a general overview of the roles of pharmacy support workforce cadres in the drug
distribution system (pharmacy supply chain) of the USA is presented.

Background

The supply chain for pharmaceuticals in the USAis characterised by large companies having achieved vertical
integration throughout various components of procurement and delivery. These companies can be described
as theirown integrated delivery systems, comprised of any, several, or all of the following:

e Ahealth insurance company, which covers medical (including pharmacy) and hospital care
benefits, and in some cases may administer the pharmacy benefit versus contracting it to a PBM

e Apharmacy benefits manager (PBM), who adjudicates the prescription drug benefit “carved out” of
the larger health benefit,

o Afull-service wholesale distributor, who procures pharmaceuticals, supplies and other items from
manufacturers and sells them to pharmaceutical providers,

e Specialty wholesale distributors, who are involved with acquisition and distribution of products
such as expensive biologics or niche items, and

e Hospital-and community-based pharmacies, where pharmaceutical products and services are
dispensed and administered.

Those companies not fully vertically integrated contract with one another in the supply chain, including
independently owned community pharmacies. Companies in the supply chain can be either for-profit or not-
for-profit entities, and include government agencies. Additionally, many large firms whose primary namesake
is under the auspices of a health insurance company or PBM (including Federal government entities such as
the Veterans Administration (VA)), typically operate large mail-order pharmacies serving thousands, even tens
to hundreds of thousands, of “covered lives”.

The role of pharmacy support workforce cadres

Pharmacists’ scope of practice is evolving to one that is more clinical, patient-centric and interdisciplinary. To
that end, more responsibilities (activities) previously and solely conducted by pharmacists, are now being
delegated to pharmacy technicians, with supervision, depending upon the nature of the activity, as per ethical
and legal requirements.

In community pharmacy, technicians play a significant role in patient communication, including development
of rapport and medication and health history taking, and activities around preparing and filling prescriptions,
alongwith assistanceininventory management, third party and claims submission management, and working
with pharmacists on health and wellness activities such as health screening.

Hospital pharmacy technicians’ roles are a bit more disparate, often compartmentalised, and employing job
rotation in various areas of the pharmacy hospital system, including sterile compounding, billing activities,
repackaging, medicines cart filling, management of floor stock, and assistance with delivery of medicines
throughout the facility.

In large integrated delivery system operations, pharmacy technicians manage the use of automated
dispensing technology to prepare vast numbers of prescriptions, which are verified by a pharmacist before
their distribution either to patients who present physically or to the many to whom these prescription orders
are mailed by postal service.

The mail service operations that exist within and even outside these integrated delivery systems perform a
number of functions in managing the supply chain. They have a pharmacy and therapeutics (P&T) committee,
primarily of physicians and pharmacists who determine patient rules of eligibility, the drugs comprising the
covered formulary, the tiered (patient co-payment) status of drugs, and whether drugs require prior
authorisation in their approval for use in populations of patients, and even individual patients. Members of
the P&T committee review pharmaco-economic data, literature, rebate proposals from manufacturers, and
requests and testimonials from employers, labour unions, and individual patients.
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In all settings, technicians, in addition to assistance with managing automated dispensing technologies and
other prescription filling activities, also field phone calls and requests from the patients and providers. In
some practices, technicians assist pharmacists and other providers with submitting or processing requests to
approve or deny appeals for coverage of certain medicines and provide counselling and advice to prescribers
and to patients seeking information about drug interactions, contraindications, warnings, storage, and other
information.

Techniciansalsoassist with inventory management, purchasing, controlled substances systems management,
patient/customer service, and increasingly, where allowed by law, supervising and checking the work of other
technicians. Technicians involved with distribution of specialty products assist with preparation,
compounding, and shipping of these agents. More often than not, technicians have different workstations,
such as central fill (ambulatory patients; oral and topical medicines), medicines dispensing checkers (work of
other technicians), phone stations, sterile compounding, and patient/customer service. They rotate in and out
of different stations throughout the day to prevent burnout and errors from prolonged activity in one
particular station, as the volume of work is typically very high and comes at a rapid pace.

Regulation, licensure, training and certification

Technician practice is governed primarily by state law, rules and regulations. Individual states of the USA
determine whether a technician has to be registered, licensed and/or certified. Registration and licensure are
primarily a mechanism to maintain a registry of those working, with few if any requirements beyond those
promulgated through their employer or through the certification process.

Certificationisincreasingly required by more states and by more employers, though it is not mandated at any
Federal level. Certification is a self-study examination process administered through the Pharmacy Technician
Certification Board (PTCB). PTCB has certain standards for re-certification. The standards to sit for PTCB’s
examination are relatively minimal. Most employers, especially larger, corporate ones in the supply chain
(such asinsurance companies, PBMs, health systems, and large chain pharmacies) have formal on-the-job (OJT)
training programmes. Some will not only mandate but also financially support technicians’ certification.

Technicians have reported OJT programmes to be most helpful in preparing them for work, but also have
reported benefit from PTCB certification and vocational school training. Many technicians have completed
education and training from a vocational programme, but these programmes vary considerably in the nature
and quality of their training, and some are accredited by the Pharmacy Technician Accreditation Commission
(PTAC, established by the American Society of Health-Systems pharmacists (ASHP) and the Accreditation
Commission on Pharmacy Education (ACPE)), whereas others are not. There are a minority of technicians who
have two- and four-year associate and baccalaureate degrees, respectively, from institutions of higher
learning.

Ratios of pharmacists-to-technicians also vary by state in their legal requirements, but might also differ by
practice setting, employer, and nature of activities in which they are involved. The current system, or
integrated myriad subsystems in the USA, allow for flexibility in technician practice, varying levels as desired
of technician and pharmacist collaboration, and training of most technicians in a wide spectrum of activities.
Still, stricter standardisation of education requirements would allow for more rapid professionalisation of
technicians and facilitate even greater confidence among pharmacists to delegate even further
responsibilities to technicians in supply chain management. Many states consider the PTCB certification for
advanced technician activities or increased technician ratios.

Currently, there is relatively little to distinguish technicians from clerks and other support staff, and
technicians could become that much more involved in various activities of work, for example, assistance with
medication assistance programmes sponsored by manufacturers of branded pharmaceutical products.
Finally, technicians, just like pharmacists, have reported a high amount of stress from workload volume and
from needed improvements in workflow design and need for further training in certain areas, and efficient
and effective utilisation of technicians and technology.
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Vignette overview
In this mini case study, a general overview of the practice of pharmacy in Nigeria is presented with the roles
of pharmacy support workforce cadres explained.

An overview of the Nigerian pharmacy system

The pharmaceutical practice in Nigeria is regulated by the Pharmacist Council of Nigeria (PCN). The body is
charged with the responsibility of pharmacy education and training. Over the past 40 years, the pharmacist’s
role has evolved from that of just compounding and dispensing medicines to that of a“drug therapy manager”.
This involves responsibilities of medicines selection, procurement, storage and distribution, and policy
formulation for the overall wellbeing of the patient.

The role of pharmacy support workforce cadres

The scope of pharmacy practice also includes patient-centred care with all cognitive functions of counselling,
drug education and drug therapy assessment. To achieve this, the pharmacist works in collaboration with the
pharmacist technician. Pharmacy technicians are health care providers who perform pharmacy-related
functions, generally working under the direct supervision of a licensed pharmacist.

Pharmacy technicians work in a variety of locations usually in community, retail, and hospital pharmacies
with the responsibility of supporting the licensed pharmacist in drug dispensing and reviewing prescription
requests from the doctors’ offices and insurance companies to ensure correct medicines are provided and
payments are received. Also included in the pharmacy support workforce is the pharmacist assistant or aides
who assistindaily administrative tasks. Pharmacy assistants work with pharmacists and technicians, but have
fewer responsibilities that include accepting orders, packaging prescriptions and preparing prescription
labels.

In Nigeria, the relative importance of pharmacy technicians and assistants within the pharmacy workforce
has been amplified in recent years largely because of skill shortage in certain geographical areas. They have
been involved in the successes recorded at primary health care level where the presence of a pharmacist is
often lacking at times.

Advantages and disadvantages of the practice model

Advantages:

1. Reduced workload on the pharmacists so that they concentrate on pharmaceutical services.

2. Data visibility through proper documentation of pharmacy activities.

3. Improved health outcomes of patients through effective health care delivery and patient interaction.

Disadvantages:

1. Increased workload due to reluctance of some pharmacists to work in remote areas thereby leaving the
pharmacy technician and assistant with more functions as deemed fit.

2. The dearth of licensed pharmacists in the country has led to pharmacist technician and assistants
supervising the pharmacy in most primary health care facilities.

3. The monopoly of the sector by pharmacists has been a major challenge between the pharmacist and other
pharmacy support workforce, which might affect the quality of health care services rendered to patients.
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Appendix 1 — Detailed case studies

The following detailed case studies (Canada, Denmark, Malawi, Singapore, South Africa, and the United
Kingdom) have been chosen to represent a range of practice models that are present globally. There is also an
attempt to be regionally representative. For each of these case studies key country based contacts have been
established and have agreed to prepare the information required for each case study.

Canada

Author
Susan James B.Sc.0T, MPA, Director, Competence, Ontario College of Pharmacists

Pharmacy workforce summary for Canada’
The duration of pharmacists’ training is 4 - 6 years. Number of pharmacists in the workforce is 40,704*

The duration of pharmacy technicians’ training is 1 or 2 years (minimum 940 hours). Number of pharmacy
technicians in the workforce is 6,601.%

There is no standard requirement for the duration of the training of pharmacy assistants/other
personnel. Number of pharmacy assistants/other personnel in the workforce is estimated to be 60,000.

*Pharmacists and pharmacy technicians must graduate from a programme accredited by the Canadian Council
for Accreditation of Pharmacy Programs (CCAPP)

Overview of pharmaceutical sector

Pharmacy is undergoing significant change in Canada. Like many countries, the current health system is
strained due to rising health service costs, an aging population and increased drug utilisation. Financial
sustainability requires all health care professionals practice to their full potential; therefore, governments are
legislating expanded scopes of practice for many professions, including pharmacy.

Canada has about 41,000 pharmacists and over 6,500 newly regulated pharmacy technicians. About 70% of the
workforce practices in the 9,750 community pharmacies, 17% in the 6,500 hospitals or institutions and 13% in
other settings such as industry, government, professional associations, education.?

While pharmacists remain responsible for the overall management of pharmacy services, pharmacy
technicians have become a newly regulated health professional and are responsible for the technical
functions of drug distribution, product preparation, dispensing of medicines and inventory control.? This
allows pharmacists to focus on clinical roles that have been expanded to include adaptation of prescriptions,
prescribing for minor ailments, ordering and/or interpreting lab tests and administering drugs, including
injections forimmunisation or other purposes.

History of pharmacy support workforce development

Pharmacists have historically relied on support personnel to assist in the delivery of pharmacy services.
Previously, support workers were often trained on-the-job and directly supervised by the pharmacist. Formal
education programmes were established 40 years ago, and served to define differences between pharmacy
technicians and assistants, although they still overlapped. Around the same time, educators supported
development of what is now the national pharmacy technician professional association.* Regional
associations have also evolved; all primarily offer professional development and networking for members.

As expectations for clinical pharmacy services increased, pharmacists became more dependent on support
staff and advocated more knowledge, skill and responsibility of these workers to help decrease the amount of
supervision required. Just before regulation of this workforce, surveys revealed an increasing number of tasks
assigned to pharmacy technicians in community such as: filling and labelling prescriptions, preparing non-
sterile products, reconstituting products and maintaining inventory, making compounding or dosage
calculations, gathering patient information, and verifying the accuracy and completeness of prescriptions.

Similar changes occurred in hospital as pharmacists moved on to patient-care floors. Non-regulated pharmacy
technicians worked with much less supervision and were delegated responsibility for the final check of
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dispensed medicines using a “tech-check-tech” system. The same workforce surveys>® reported these roles
included controlling or distributing narcotics, packaging or pre-packaging medicines, preparing sterile
products such as intravenous mixtures, parenteral nutrition, or chemotherapy and replenishing automated
dispensing equipment, infusion or compounding devices.

Current practice relationship

The practice relationship between pharmacy team members varies by province depending on multiple factors:
status of technician regulation, pharmacists’ scope of practice, the practice environment and business model.
Practice changesacross the pharmacy profession have created a state of flux, impacting the nature of working
relationships among team members. Recent reports suggest that when pharmacists and pharmacy
technicians are able to practise to their full scope they are more likely to have a positive and mutually
supportive relationship.”

During this period of transition there are individuals reporting difficult working relationships: pharmacists
who believe pharmacy technicians are encroaching on and may replace their role and pharmacy technicians
who feel under-utilised and restricted in their ability to fulfil their role. Increasingly there is recognition and
acceptance that each of these professionals has a distinct and important role to play to achieve optimal
pharmacy services.

Education of pharmacy support workforce

Formal pharmacy technician education programmes began at community colleges in the 1970s and evolved
throughout the country with limited standardisation in length and content. ® The regulation of pharmacy
technicians provided an impetus for change in the education landscape, so while programmes still vary from
one to two years in length they have common educational outcomes through the requirement to become
accredited.

Two national organisations contribute to the standards of pharmacy technicians’ education programmes; the
Canadian Pharmacy Technician Educators Association (CPTEA) and the Canadian Council for the Accreditation
of Pharmacy Programs (CCAPP). CPTEA is an affiliation organisation open to educators from across Canada,
with a mission to lead, advance, support, and promote excellence in pharmacy technician education. ® CCAPP
is the national organisation responsible for accreditation of pharmacist and pharmacy technicians’ education
programmes. Their mission is to evaluate the quality of pharmacy programmes and promote continued
improvement.*

When regulation of pharmacy technicians was in development, CPTEA identified the need for a national
accreditation process and consistent educational outcomes. The National Educational Outcomes for
Pharmacy Technician Programmes in Canada, ** first published in 2007 and recently revised, is aligned with the
Professional Competencies for Canadian Pharmacy technicians at Entry to Practice.

CCAPP, established in 1993 for the purpose of accrediting professional pharmacy degree programmes, worked
with CPTEA and other key stakeholders to establish the accreditation standards and process for pharmacy
technician programmes. Standards for Accreditation of Pharmacy Technician Programs *2 were first published
in 2008 and recently revised in 2015. Accreditation began in 2008 with 13 programmes in three provinces and
by 2015 there were 44 accredited pharmacy technician programmes within eight of 10 provinces and one
international programme. ** Many other programmes that did not seek or achieve accreditation have been
discontinued or transitioned as pharmacy assistant programmes.

Regulation environment

In Canada the regulation of health professions is managed provincially by a regulatory authority established
through government statute, with a mandate to protect the public interest. The regulatory model provides
title protection for individuals who have met specified entry-to-practice requirements. Members of the
profession are expected to meet the standards of practice and code of ethics for the profession.

Although regulation is a provincial/territorial responsibility, there is a National Association of Pharmacy
Regulatory Authorities (NAPRA) that provides a forum for a national approach to regulation. 2Through strong
relationships among provincial regulatory authorities and other national pharmacy stakeholder
organisations a national model for the regulation of pharmacy technicians was achieved. In 2010 two
provinces registered their first pharmacy technicians and by 2016 regulation exists in nine of 10 provinces,
with the remaining jurisdiction actively pursuing regulation as well.

In all cases, governments’ decision to regulate pharmacy technicians occurred in conjunction with other
legislative changes to support expanded scope for pharmacists; the intent being that accountable pharmacy
technicians would enable pharmacists to provide increased patient care services. * With this goal in mind,
governments chose to regulate pharmacy professionals and pharmacies under one governing body and thus
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the regulatory model and requirements for pharmacy technicians mirror that of pharmacistsin each province
including: graduation from an accredited educational programme, completion of a national qualification
exam (written and practical) based on the entry-to-practice competencies, completion of a jurisprudence
exam, structured practical training/experience and demonstration of language proficiency. %

In most provinces in Canada, the term “pharmacy technician” is now restricted to those who meet
qualifications for, and are registered by, their provincial regulatory body. In many community pharmacies,
both pharmacy technicians and pharmacy assistants continue to work side by side. While the registration of
all pharmacy support staff may appear to be a desirable aim, it seems unlikely that this will be attainable in
the near future. Conversely, in hospital pharmacies, non- regulated pharmacy support workers are in decline,
with many hospitals requiring all pharmacy technicians to be registered.

Current challenges and trends

The biggest challenge for pharmacy technicians presently is achieving the confidence and recognition needed
to practise to their full scope. s Integration through new business models and collaborative intra-professional
relationships among the pharmacy team is in development but is expected to take time. Concurrent changes
for pharmacists to become confident and recognised as drug experts and patient care professionals by all
members of the health care team are also needed in order to reinforce the value of a regulated pharmacy
technician workforce.

National pharmacy stakeholders including professional associations, educators, examining bodies and
regulators have modelled a truly collaborative and coordinated effort to support the integration of
pharmacists, pharmacy technicians and other support workers. New business models and workflow that
capitalise on the expanded roles of pharmacists and technicians are emerging but there is still need for further
efforts that will support both professions to practise to their fullest scope to achieve optimal patient care. *
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Pharmacy workforce summary for Denmark

The duration of pharmacists’ training is 5 years. Number of pharmacists* working in

e Community pharmacy: 867
e Publicsector: 1,060
e Elsewhere: 2,850*

The duration of pharmaconomists’ training is 3 years. Number of pharmaconomists* working in

e Community pharmacy: 2,825
e Publicsector: 770
e Elsewhere: 450*

*Only members of associations

Brief overview of the pharmaceutical sector

There are two types of pharmacies in Denmark, hospital and community. The only pharmacy support cadres
are called pharmaconomists. In hospitals there are 711 pharmaconomists and 476 pharmacists employed,
though most work in hospital pharmacies, many are also employed elsewhere in the hospitals. *Community
pharmacies employ 2,825 pharmaconomists and 648 pharmacists. In addition, there are 219 sole proprietors of
community pharmacies, who must also be pharmacists. *

The 867 pharmacists and 2,825 pharmaconomists in community pharmacies translates into 15 pharmacist and
50 pharmaconomists in community pharmacy per 100,000 population. In two other case studies in this report,
Canada and the UK, the numbers of pharmacist in community pharmacies per 100,000 population are many
times higher, at 70 and 52 respectively. 23

There are no precise numbers of how many pharmaconomists and pharmacists work outside the pharmacy
sectors, however there are 770 pharmaconomists and 1,060 pharmacists in total employed in the public sector
(including hospitals).* Outside pharmacies, the professional associations of pharmaconomists and
pharmacists have 450 pharmaconomists and 2,850 pharmacists as memberss They both mainly find
employment in the pharmaceutical industry, however there is no exact and updated information on the total
number of pharmaconomists working outside community pharmacies or the public sector.

The vast majority of hospitals in Denmark are public, making the hospital pharmacies part of the public sector.
Community pharmacies, on the other hand, are privately owned and only a pharmacist can own a community
pharmacy, as a sole proprietor. As of 2015, there are 367 community pharmacies, supplementary units and
branch pharmacies, meaning units where you can have a prescription handled and medicines dispensed
directly. These 367 units cover 219 individual entities. Each individual entity can have a maximum of eight of
these units. The number and placement of the pharmacies and supplementary units are decreed by the
Ministry of Health. Branch pharmacies can be freely established within a 7skm radius of the main pharmacy.
The pharmacy sector was reformed in 2015; before this there were greater restrictions on branch pharmacies.®

History of pharmacy support workforce development in the country

The pharmaconomist education has its origin in community pharmacy and pharmaconomist students are still
trained at community pharmacies. The education was established in 1958 and the name changed from
“pharmacy assistant” to “pharmaconomist” in 1999. The parallel retail oriented Defektrise education stopped
in1972.

Theeducation has undergone continuous changeinline with the evolution of tasksin community and hospital
pharmacy. A key change was in 1984, when compounding was discontinued at individual community
pharmacies and instead centralised in a handful of community pharmacies. The tasks and, therefore, the
education shifted focus from compounding to information, bringing more counselling and information into
the education. Another key change was in 1997, when the then pharmacy assistants were granted similar
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authority to handle prescriptions, dispensing and counselling as pharmacists, further shifting the profession
towards direct interaction with patients.

Current practice relationship between pharmacists and technicians/pharmacy support workforce
cadres

The pharmaconomist is allowed to receive the prescription and question the patient on the drug, about
allergies, interactions dose, etc. He/she gathers, dispenses, conducts the final check and counsels the patient
on the use of the medicines. All this is done independently, though a pharmacist must be present at the 237
community pharmacies or supplementary units for queries by the pharmaconomist or directly reachable by
phone at the 130-branch pharmacy. The pharmaconomist is legally required to answer medical inquires by a
patient. He/she is liable for any information or dispensing errors they conduct, with the National Agency for
Patients’ Rights and Complaints having punitive authority, though rarely more than an official reprimand. As
aresult, most of the daily dispensing services and related activities at the counter of community pharmacies
are carried out by pharmaconomists.

Responsibility for medicines errors etc. falls on the pharmaconomist, pharmacist or proprietor pharmacist,
who are to blame for the error. The operation of the pharmacy is the legal responsibility of the proprietor
pharmacist, such as proper work routines.

Comparable to pharmacy support cadres in many other countries, the pharmaconomist has a high level of
responsibility. This is also part of the education.

In Denmark, there is a high proportion of pharmaconomists in the pharmacies. That could be described as a
ratio of 3.5 pharmaconomists per pharmacist.

Education of pharmacy support workforce cadres

The education of pharmaconomists is a 34 months’ education, which takes place partly in a community
pharmacy and partly at Pharmakon, the college of pharmacy practice, the only education institution for
pharmaconomists in Denmark. The entry requirement to the education is a minimum of 12 years of primary
and secondary schooling and it is possible to split the practical training between community and hospital
pharmacy. The education is financed through a fee paid by all community pharmacies.

During the 3 years of study, students attend eight courses at Pharmakon (in total 23 weeks) with examinations
following the first, second and third year. During the periods of 34 months of apprenticeship, the students
have 9o study days planned and developed by Pharmakon. The students are provided with a laptop at the
beginning of the education and work with electronic portfolio, exercises, videoconferences and e-learning
programmes. At the pharmacy, a coach, trained by Pharmakon, supports the students in the training of their
skills. Furthermore, pharmacy tutors and supervisors help the students acquire sufficient professional
knowledge. The Danish Ministry of Education regulates the education of pharmaconomists. The details are in
the Ministry of Education Executive Order? and curriculum from 2007 8,

Regulation environment

In order to work as a pharmaconomist in a hospital or community pharmacy, the person must have a
certificate from Pharmakon, or be approved by the Ministry of Health. There are extremely few known cases
of this being violated.

Current challenges and trends

Sincethe pharmaconomist educationis financed by community pharmacies, the education has a greater focus
on the skills demanded by community pharmacies than the hospital pharmacies. This means that
pharmaconomists receive more training in retail aspects of pharmacy and less in compounding and clinical
pharmacy, activities carried out within hospital pharmacies.

Though the education is regulated by the Ministry of Education, the pharmaconomist education is not one of
the standardised professional bachelor programmes in Denmark. In addition, individual community
pharmacies are not accredited for training of students. Pharmaconomists and pharmacists are not part of the
Danish Patient Safety Authority’s register of health professionals, meaning that they do not have a certificate
that needs continuous approval.
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Pharmacy workforce summary for Malawi
The duration of pharmacists’ training (degree) is five years. Number of pharmacists in the workforce is 28*.

The duration of pharmacy technicians’ training (diploma) is three years. Number of pharmacy technicians
in the workforce is 87*.

The duration of pharmacy assistants’ training {certificate) is two years. Number of pharmacy assistants in
the workforce is 49*.
*Public sector figures only.

Brief overview of the pharmaceutical sector

Malawi has an extreme shortage of pharmacy personnel; it is one of three countries with the fewest number
of pharmacy staff in the world. * The country has three pharmacy cadres: pharmacists, pharmacy technicians,
and pharmacy assistants. According to the 2009 human resources for health country profile for Malawi there
are less than 300 pharmacy personnel working in the country in all three cadres combined? to serve a
population of more than 13 million people.? Only 2% of these personnel are pharmacists with the other 98%
being part of the pharmacy support workforce. Approximately 58% of the country’s pharmacy personnel work
in the public sector, with the remaining split between faith-based and non-profit organisations (27%) and the
private, for-profit sector (14%).2 The majority (58%) of this very scarce human resource work in urban areas *,
despite the fact that 85% of Malawi’s population live in rural areas. 3

In Malawi’s public sector, pharmacists generally work at central hospitals or high-level administration
positions within the Ministry of Health. According to the 2011 Health Sector Strategic Plan (HSSP), there are
only five pharmacists in the country’s public health sector to fill an estimated 9o positions. 5 Pharmacy
technicians are assigned to work in district hospitals, where they are in charge of managing and dispensing
medicines. Pharmacy technicians also play a key role in ensuring sufficient medical supply through their role
in tracking the consumption and availability of medicines in their facility and managing the supply chain.
However, only 24% of the established positions for pharmacy technicians are filled.

Pharmacy assistants, a recently re-introduced cadre, work in health centres, where the majority of Malawians
receive their medical care. However, from 1999 to 2015, there were no pharmacy staff at any of Malawi’s 630
public health centres, leading to unskilled and untrained staff managing medicines and dispensing to
patients. Health centres suffer from frequent shortages of medicines and supplies largely attributable to poor
supply chain performance. A key contributor to the poor supply chain performance in Malawi is the lack of a
qualified supply chain workforce within the health system and the resulting assignment of supply chain
responsibilities to health workers whose primary focus should be on their patients. For example, the supply
chain tasks at a health centre such as inventory management, data collection and reporting fall to the nurses
and medical assistants to complete; often with little to no training and little interest in logistics tasks. Not
only does this distract them from providing care, it is a key contributor to the lack of information at higher
levelsin the system.

History of pharmacy support workforce development in the country

Until 1999, Malawi had trained certificate-level pharmacy staff, called pharmacy assistants, and deployed
them at district and central hospitals. Pharmacy assistants had secondary school education but no higher
education degree, and their skill set was very limited for the complex pharmaceutical management
responsibilities needed to manage infectious diseases at the hospital level. Human resource policy called for
diploma or post-graduate level pharmacy staff, but limited resources prevented the country from training
high-level pharmacy staff. In 1999, the Ministry of Health and the Malawi College of Health Sciences (MCHS)
stopped thetraining of pharmacy assistantsinorder to instead focus on developing bothadiploma (pharmacy
technician) programme and a masters-level programme (pharmacists) to fill necessary gaps in national and
hospital-level pharmacy services.

In 2012, VillageReach, in close partnership with the Ministry of Health, the Malawi College of Health Sciences
(MCHS) and University of Washington Global Medicines Program, revitalised and enhanced a two-year,
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certificate-level pharmacy assistant training programme to fill the gaps in Malawi’s health workforce,
especially at the lower levels of the health system, in rural pharmacies and health centres. The Ministry of
Health has set a goal of having a pharmacy assistant in every health centre.5The first 50 pharmacy assistants
graduated and were deployed to health centresin 2015. The graduates have made immediate positive impacts
on the health centres where they have been deployed - strengthening medicines management, improving
dispensing and counselling to patients and reducing the time clinical staff have to spend on logistics and
medicines management. The University of Washington Global Medicines Program is currently conducting a
three-year evaluation of the programme to determine pharmacy assistants’ impact on child morbidity and
mortality; results are expected mid-2017.

Current practice relationship between pharmacists and pharmacy support workforce cadres
Pharmacists are tasked with providing support and supervision to pharmacy technicians. However, due to the
extreme shortage of pharmacists they are not able to perform adequately their supervision duties. Pharmacy
assistants work in health centres and are supervised by the pharmacy in-charge based at the district health
office, most often a pharmacy technician. During their training, the pharmacy assistant students build strong
relationships with the pharmacy technicians while undergoing ten months of practical training at district
hospitals and health centres. At the health centre, the in-charge position is most often filled by medical
assistants. Pharmacy assistants are highly respected and appreciated by medical assistants because they
receive a similar level of training and education {two-year certificate programme). In addition, pharmacy
assistants relieve medical assistants of logistics and supply chain tasks they had neither training nor time to
do.

Education of pharmacy support workforce cadres
The MCHS is currently the only institution that is accredited to train pharmacy support workforce
professionals in Malawi (pharmacy technicians and pharmacy assistants). Pharmacy technicians are trained
for three years while pharmacy assistants are trained for two years. The college graduates about 30 pharmacy
technicians and 50-100 pharmacy assistants per year.

When the pharmacy assistant programme was introduced, VillageReach and the University of Washington
Global Medicines Program provided technical assistance for curriculum improvements using a competency-
based approach — including the development of a robust field-based training experience for the practical
component of the curriculum and strong emphasis on supply chain management, and an evaluation of
pharmacy assistants’ impact on access to medicines at the community level. The Ministry of Health provides
overseeing of the training programme, including assisting the supervision, monitoring, and management of
the practical component of the training programme.

The curriculum structure was modelled after a lab assistants programme piloted in the southwest region of
Malawi. The curriculum starts with ten weeks of classroom instruction, after which the students split into two
cohorts. One cohort is deployed in hospital and health centre practicum sites, while the other cohort does
classroom-based study at MCHS. After each semester, the cohorts rotate so that at any one time, one cohort
of studentsisin the field and oneisin the classroom. This pattern continues throughout the two-year training
programme. As a result, the pharmacy assistants deployed through this programme are well suited for
fieldwork and will be contributing to improved pharmacy and supply chain management at the service
delivery point from the beginning of their training. The Ministry of Health recruits a portion of pharmacy
assistant candidates from community health workers already working in rural facilities, effectively providing
a career path for high-performing staff committed to rural work. A considerable body of research from both
high-and low-income countries shows that recruiting for mid-level health positions from rural areas increases
the likelihood of future rural practice, an important consideration for the sustainability of this programme. 4

Regulation environment

The Malawi Pharmacy, Medicines, and Poison’s Board (PMPB) approved the curriculum and the training of the
pharmacy support workforce at MCHS. Pharmacy personal must complete the required education and
examination before becoming registered by the PMPB. The Ministry of Health, Health Technical Support
Services Sirectorate oversees the placement and retention of all pharmacy staff in the public sector.

Current challenges and trends

Pharmacy assistants lead to improved pharmaceutical practice and storeroom management

While graduates have not been at health centres long enough to capture quantitative results, we have robust
evidence (Figure 1) that students are making tangible improvements during their practical placements at
health centres:

e Pharmacy assistant students improve the quality of patient care. Pharmaceutical practice measures
the quality of care and information patients receive when they are dispensed treatments. During
students’ practicums at health centres, the average score for pharmaceutical practice increased 25
percent across the first two cohorts of students.
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e Pharmacy assistant students enhance supply chain performance. Managing a medical commodity
store can be complicated; many drugs and vaccines are temperature or light sensitive, and must be
stored appropriately. A poorly organised storeroom increases the risk that medicines will expire or
lose potency before they are dispensed, leading to poor patient care and to costly inefficiencies and
wastage. The average score for storeroom management increased roughly 14 percent on average
during student practicums.

e Pharmacy assistant students improve data quality. Data quality increased by seven percent at
health centres that had a pharmacy assistant, meaning that pharmacy assistants are providing more
accurate information on consumption and stock-on-hand, leading to more accurate resupply orders.

e Pharmacy assistant students help clinical staff serve more patients. Deploying pharmacy assistants
to health centres reduces the logistics burden on doctors and nursing staff, allowing them to spend
more time serving patients. During student practical training in Malawi, clinical staff time at health
centres spent on logistics tasks decreased 80 percent, from 48 hours to only nine hours each month.
This means that pharmacy assistants helped each health clinic gain nearly a full workweek - or 39
hours per month - to spend on patients.

Pharmaceutical Practice Storeroom Management
*Comparison not available for group 2
60%
100%
40% / 20% . e
..................................... 60%
20% 40%
Baseline Midterm Endline Baseline Midterm Endline
Intervention group 1 (n=25)
Intervention group 1
Intervention group 2 (n=25) (n=25)
Intervention group 2
--------- Linear (Comparison group 1 (n=2%)) (n=25)

e lowannual output of pharmacy personnelis a challenge to the Ministry of Health reaching its target.
Pharmacists are only trained at the Malawi College of Medicine, which graduates less than 10
pharmacists per year. As previously mentioned, the MCHS is the only institution that trains pharmacy
support workforce, training less than 30 pharmacy technicians per year and 50-100 pharmacy
assistants. This leads to high vacancy rates at every position that is exacerbated by high rates of
personnel leaving the public sector for jobs in the private sector. Vacancy rates are particularly high
for pharmacy assistants since the position is so new. At the current rate of training, it could take 10+
years forthe Ministry of Health to reach its goal of placing a pharmacy assistant in every health centre.
Strategies to increase the capacity of the MCHS and/or bring on additional institutions to train
pharmacy assistants are being explored by VillageReach and partners.

About VillageReach

VillageReach is a global organisation that develops, tests, implements and scales innovative solutions to
improve health outcomes by better supply chain design, software development, human resources for health,
advocacy and change management, and private sector engagement. It focuses on the most critical barriers at
the latter stages of health care delivery: lack of infrastructure, information availability, health care access, and
human resource constraints. For more than a decade of working in low-resource communities around the
globe, in partnership with governments, local communities and other non-governmental organisations,
VillageReach combines expertise across public health, technology, and business to bring life-saving
innovation — new systems, programmes and technologies — to scale and sustainability.
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Pharmacy workforce summary for Singapore

The duration of pharmacists’ training (bachelor of science) is four years and nine months of pre-
registration. Number of pharmacists in the workforce is 2,757.*"

The duration of pharmacy technicians’ training is three years (diploma) and 11 months (Advanced
Certificate for Health care Support). Number of pharmacy technicians in the workforce is 1,091.2

The duration of pharmacy assistants’ training is 10 months (Higher Certificate for Health care Support).
Number of pharmacy assistants in the workforce is 115.

*Additional info: 1,049 (no. in public health care institutions as of Dec 2015)

Overview of development of pharmacy workforce

Singapore is anisland city-state with a population of 5.4 million people. 31t has a well-established health care
system, comprising of public and private health care, with an excellent reputation for quality medicine. As of
December 2015, there are 2,757 pharmacists registered with the Singapore Pharmacy Council. *tApproximately
57% of the registered pharmacists practice in the patient care sectors with a majority working in public
institutions. Pharmacists are embracing new professional roles, besides their traditional dispensing role, to
ensure the provision of optimal and cost-effective pharmaceutical services. Areas where pharmacists are
making a significant difference to the care of patients include chronic disease management through
pharmacist-run clinics, antibiotic stewardship, specialty practice (oncology, infectious disease, critical care
and psychiatry), medication review, medicines reconciliation, and medication therapy management services.

With this shift in the practice model of pharmacists, there is an increased need for a well-qualified and
competent pharmacy technician workforce to step up and support the model of care transformation in the
pharmaceutical landscape. The pharmacy workforce needs to create better value for patients and the health
caresystemasawhole. The role extension of pharmacy techniciansinto the various technical and patient care
areas through skills upgrading facilitates this workforce transformation.

Demographics of pharmacy support workforce

The pharmacy technician workforce forms a key pillar of overall pharmacy workforce in public health care
sector, accounting for an average of 41% of the total pharmacy workforce in the acute hospitals and 64% in
the primary care polyclinics.* A majority of them work in the outpatient setting (73%), and 22% work in
inpatient setting. There are also a minority who work in the aseptic dispensing laboratories (3%) and drug
purchasing departments or warehouses (2%). The pharmacist to technician ratio is approximately 1:2 in the
outpatient setting, and 1:1 in the inpatient setting. As at December 2015, there are a total of 1091 pharmacy
technicians working in the public health care system.2There are also some pharmacy technicians who work in
the private hospitals, nursing homes, community hospitals and retail/community pharmacies. The actual
number of technicians in the private sector is unavailable and is expected to be small.

Pharmacy assistants are also part of the pharmacy support workforce, but their roles are limited to picking
and packing, and thus the number has remained small in view of the extensive automation of the pharmacy
dispensaries in recent years. Most pharmacy assistants will eventually be converted into pharmacy
technicians after they have completed the relevant certification course.

Practice and regulatory status of pharmacy technicians

In general, the pharmacists manage the overall pharmacy environment and as registered practitioners, they
are responsible and accountable to the public for the pharmaceutical products and services provided to
patients. As drug therapy experts, they provide leadership in drug therapy related issues and focus on the
clinical aspect of direct patient care.

The role of an entry-level pharmacy technician includes processing prescriptions and dispensing medicines;
performing basic medication counselling; managing distribution and inventory control of drugs; and
preparing extemporaneous products.
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Unlike pharmacists, the practice of pharmacy technicians is currently not regulated in Singapore. They
perform their different roles under close supervision of the pharmacists. The need for professionalisation of
thisgroupisstillunderreview in view of theirincreasing roles in supporting pharmacists in direct patient care
activities.

Career framework and role development of pharmacy technicians

A review of the pharmacy technicians’ career framework was conducted in 2013 by the ministry-appointed
pharmacy technicians development taskforce, and an enhanced career development framework was rolled
outin2014.The features of the new career framework include the establishment of 3 new executive job levels
beyond the existing two-tiered career structure (pharmacy technicians and senior pharmacy technicians)
which does not provide sufficient opportunity for career progression. The review also resulted in the
repositioning of senior level pharmacy technicians under the allied health career track.

The pharmacy technician executives are competent and experienced in their respective areas of practice and
are able to train and coach junior members in small teams. As they progress further to senior executive level,
they are expected to take on supervisory and managerial roles besides their day-to-day service delivery and
operational duties. They will also play a greater role in service planning, trouble shooting and resource
management.

The new career framework also articulates the specific areas for role extension in which pharmacy technicians
can support the pharmacists with their advanced skills and expertise to improve the overall service delivery
to patients (Figure 2). The job descriptions of each of these extended role areas has also been developed to
serve as guidance for customisation of the individual technician’s role development and career path,
according to the department’s service needs and the staff’s career aspiration.

Distribution | »Procurement
Services »>Store Management & Distribution
»Pharmacy Automation & Information Technology

Technical ‘ »>Sterile & Non-Sterile Manufacturing
Services »Clinical Trial Drug Supply

Patient Care >Dispensary Service
Services »Medication Management & Patient Education
»Training & Education

Quality »Quality Assurance & Medication Safety
Assurance
Services

Figure 2. Recommended areas of role extension for pharmacy technicians in public sector

Training and education of pharmacy support workforce

Entry-level certification course

The first structured training course for pharmacy technicians was delivered by the Pharmaceutical Society of
Singapore (PSS) more than 17 years ago to meet the evolving and increasingly sophisticated pharmacy service
needs in hospitals. In 2009, PSS achieved the Approved Training Organisation (ATO) status from the Singapore
Workforce Development Agency (WDA) to deliver the WSQ Health care Support (Pharmacy Support), Advanced
and Higher Certificate Programmes to train pharmacy technicians and pharmacy assistants respectively.
These courses are accredited by the WDAS and benefit from heavy subsidy for course fees by the government
as part of the country’s adult learning and skill development strategy. Specifically, the advanced certificate
programme is recognised as an entry qualification for pharmacy technicians in our public health care
institutions. It continues to help equip the mid-career entrants without the relevant diploma qualifications to
join the pharmacy technician workforce.

Entry-level diploma course
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Currently, there are four local polytechnics offering the 3-year diplomain pharmacy/ pharmaceutical sciences
programme(s) to train the pharmacy technician workforce. The programmes allow for specialisation in
different tracks, such as pharmacy practice, clinical trials, industrial pharmacy and marketing, as well as
forensics and bioanalytics. The programmes include an internship component which is conducted in the
partnering health care institutions, retail pharmacies or pharmaceutical companies. Every year, there is a
steady stream of graduates who will join the public health care sector as pharmacy technicians. With the
introduction of the National Competency Standards for Entry-Level Pharmacy technicians in 2015° focusing
on7domains covering technical, patient care and behavioural competencies, the programmes are anticipated
to align their didactic and internship curriculum for the pharmacy practice track more closely to the national
standards. An entry-to-practice assessment framework is also currently in development to ensure the
graduates who are interested in joining the health care sector are work-ready and able meet the minimum
competency requirements at recruitment.

Advanced diploma course

The concept of an advanced diploma programme for pharmacy technicians was first conceived during the
development of the Enhanced Career Development Framework for Pharmacy Technicians in 2014. It was
envisioned that the programme will equip the pharmacy technicians with advanced skills and knowledge in
the 4 key areas of the role extension, namely, (a) distribution services (b) technical services (c) -patient-care
services and (d) quality Assurance services, with a focus on patient care competencies which cannot be
sufficiently covered in the entry-level diploma or WDA’s advanced certificate programme. The concept came
to fruition with the recent development of the Advanced Diplomain Pharmaceutical Sciences Programme and
isdesigned as an 18-month structured programme, consisting of both classroom learning and targeted on-the-
job training (OJT). The course is delivered through 3 compulsory plus 1 prescribed Post-Diploma Certificates
(PDCs), and additional OJT to allow for development of related skills in the desired area of role extension. The
programme is funded by the Workforce Development Authority and is targeted to launch in early 2017.

Key challenges

The attraction and retention of the younger generation diploma graduates in the workforce has been the
greatest challenge in the pharmacy technician workforce development, as most of them aspire to pursue a
degree qualification in pharmacy or other disciplines, and thus attrition rate is high for this group. The mid-
career entrants who join the workforce through the certification route are more likely to stay in the job, but
the number is limited. Foreign pharmacy technicians’ career lifespan is also limited due to the contractual
nature of their employment. With the introduction of the enhanced career development framework and the
upcoming launch of the formal advanced diploma programme, to facilitate role extension and career
progression of the workforce, we hope to groom more senior and executive level technicians who will be able
to play greater roles in supporting pharmacists in the various professional and patient services, and to raise
the overall capability of the pharmacy technician workforce.
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Brief overview of the pharmaceutical sector

Pharmacy in South Africais adynamic profession with pharmacy support personnel able to work in any of four
major areas: manufacturing, wholesale, hospital and community pharmacy. The manufacturing sector
includes the non-sterile and sterile manufacture of medicines in line with good manufacturing practices.
Currently manufacturing pharmacies constitute 5.7% (n = 257) of total registered pharmacies in South Africa.*
The warehousing and distribution sector ensures the correct storage and transport of medicines in line with
good wholesale and distribution practices (5%, n=227). * Hospital or institutional pharmacy in South Africa has
apublicsector (government sector) (14.3%, n=647), funded by the government, as well as a private sector (6.1%,
n=275). * The public sector is tiered into 3 levels of care: tertiary hospitals (level 3); regional hospitals (level 2);
and district hospitals, community health centres and primary health care (level 1). Finally, community
pharmacy is the most prevalent of all the sectors with 68% (n=3090) of total registered pharmacies in South
Africa in this sector.* Academic institutions for tertiary education (universities) are currently all public higher
educationinstitutions partly funded by government (n=10), but no provision is currently made foremployment
of pharmacy support personnel.

Recently a white paper on National Health Insurance (NHI) was published by the National Department of
Health. 2 The NHI aims to balance inequalities in provision of health services across the country. Of the total
spend on health 50% is utilised by the private health sector serving just 16% of the population, while the other
50% is utilised to serve the other 84% of the population using public sector health services3 It is envisaged that
all South Africa citizens will be included in the NHI which will comprise a central fund used to purchase health
services from private or public hospitals, clinics or other health care providers that meet specified criteria.

In South Africa, there are three categories of pharmacy support workforce (PSW): basic pharmacist assistants;
post-basic pharmacist assistants; and pharmacy technicians. There are currently 4,259 qualified registered
basic assistants and 8,137 qualified registered post basic assistants.* The first provider commenced training
pharmacy technicians in 2014 with the first graduates entering the workforce in 2015. In 2015, 50 graduates
entered the workforce and in 2016 an additional 74 pharmacy technicians are expected to qualify.

Currently basic (PAB) and post-basic (PAPB) pharmacist’s assistants can only work in the sector that they have
trained in, whereas pharmacy technicians (PT) are trained as generalists and can therefore work in any of the
above sectors. In addition, PAPB and PT are able to work under the indirect supervision of a pharmacist in a
public sector primary health care clinic under specified conditions.*

History of pharmacy support workforce development in the country

Pharmacy Support Workers (PSW) have been part of the pharmacy workforce for many decades, however, it is
onlysince 1987 that aregister was established by the South African Pharmacy Council (SAPC) for PSWsin South
Africa. At the same time (in 1987) the first formal qualifications for PSW was established by the SAPC. Two
categories of PSWs were established: qualified pharmacist assistants; and unqualified pharmacist assistants.
People entitled to registration as unqualified pharmacist assistants were students who exited from the
pharmacist qualification (Dip Pharm or BSc Pharm) prior to graduation.

Since 1987, there have been three iterations of these qualifications. A fourth iteration is being developed at
the time of writing this article and should be published for comment in April 2016.

The first iteration of the qualification (1987) was workplace based and the SAPC wrote and issued training
manuals. The learner was required to be employed in approved premises and a pharmacist registered with the
SAPC as a tutor supervised the training. Assessments were undertaken by SAPC.

Formal scopes of practice for PSWs in South Africa were first published some 13 years later on 20 November
2000.5Scopes were published for two categories of PSWs: pharmacist’s assistant basic (PAB) and pharmacist’s
assistant post-basic (PAPB). Allowance was also made for access to the scope of practice for learners in each
of the two categories.

Curricula (second iteration of curriculas for PSWs in South Africa) relating to the two scopes of practice were
published by SAPC on 20 November 2000.° The qualifications were once again workplace based and
pharmacists were appointed as tutors. The qualifications were sector specific with training occurring in either
community pharmacy, hospital pharmacy, wholesale pharmacy or manufacturing pharmacy. If a qualified
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pharmacist’s assistant wanted to work in a different sector to that within which they trained they had to first
complete additional modules specific to the new sector. On completion of the additional modules the
pharmacist’s assistant could be registered in the new sector of pharmacy. Face to face contact between the
presenter of the qualification and the learner was not required. Assessment was conducted by the provider
and the SAPC served as the accreditation and quality assurance body.

The 3rd iteration of the qualifications was published in 2008. There were two qualifications (PAB and PAPB).
The requirements pertaining to the third iteration of the qualifications differed in that there was: a stipulated
period for face to face contact between the provider and the learner; a maximum period for completion of the
qualification i.e. 30 months for the 12 month qualification; and while the qualification was still sector specific
no additional modules were required for transition between the community and hospital pharmacy sectors.

At the request of stakeholders and the National Department of Health the PSW qualifications were re-
examined and a decision was made to introduce the pharmacy technician qualification. The scope of practice
and the qualifications for the pharmacy technician were gazetted for comment in 20117 The pharmacy
technician qualification differed from the pharmacist’s assistant qualifications in that: it was on the Council
for Higher Education (CHE) sub-framework (was to be presented at a university); and it was not workplace
based but was a full time on-campus qualification.

To improve access to the pharmacy technician qualifications the SAPC developed criteria for distance
presentation on the CHE sub-framework in 2014 and in 2015 commenced parallel development of: on the
Quality Council for Trades and Occupations (QCTO) sub-framework the 4th iteration of qualifications for PAB,
PAPB, and pharmacy technician; and on the CHE sub-framework a pharmacy technician two year diploma
qualification.

Current practice relationship between pharmacists and pharmacy support workforce cadres

Generally, both cadres of PSW may only work under the direct supervision of a pharmacist in all categories of
pharmacies.#* The one exception is a PAPB or a PT working in a public sector primary health care clinic. In a
primary health care clinic,a PAPB or PT can work under the indirect supervision of a pharmacist. When working
under indirect supervision a PAPB can only dispense pre-packed patient ready packs while a PT can dispense
from bulk packs of medicines. Both cadres must work according to written protocols and standard operating
procedures. The supervising pharmacist must visit the clinic at least once a month.

The number of PSWs who can be supervised by a pharmacist is prescribed by legislation. The supervisory
capacity of a pharmacist was first prescribed in 20005 A pharmacist could supervise three pharmacist’s
assistants working under direct supervision and five pharmacist’s assistants working under indirect
supervision. In 2013, the number of personnel a pharmacist could supervise was reduced to a maximum of
three.“ This included any category of personnel requiring supervision e.g. pharmacist’s assistants basic, post-
basic and learners, pharmacy technicians, pharmacist interns, and pharmacy students. In addition, further
stipulations were added to the supervisory conditions for indirect supervision. The additional conditions
were: the pharmacist was always to be available by telephone or electronically during working hours; and the
PAPB/PT was required to consult with the pharmacist, by telephone, regarding all prescriptions for patients
who presented with comorbidities.

Although the PSW practice under the supervision of a pharmacist, they are personally responsible for their
own actions. APSW can be disciplined by SAPC for practicing outside the requirements of relevant legislation.

The addition of PTs to the PSW will support pharmacists in elevating their practice from a product-focused
approach to a patient focused approach with increased practice of clinical pharmacy. Clinical pharmacy
practice in South Africa is in its infancy. Although non-dispensing services were first delivered by hospital
pharmacists in the 1990s progress has been slow. Impetus has been given to the growth of clinical pharmacy
by the National Department of Health focus on antimicrobial stewardship and the publication, in 2014, of an
Antimicrobial Resistance National Strategy Framework®. According to the South African Society of Clinical
Pharmacists in 2014 only about 10 pharmacists were providing general clinical pharmacy services in the
hospital setting in South Africa.®

Education of pharmacy support workforce cadres

To meet the needs of the NHI and with the reengineering of primary health care, it became essential that the
new cadre of PSW, pharmacy technician, was equipped to not only dispense and control stock, but to have a
better understanding of the medicines they were dispensing as well as improved management and
supervisory skills. A major addition to the CHE curriculum from the workplace based training were the topics
of anatomy, physiology and pathophysiology, followed by basic pharmacology, and disease states and
treatments found in the primary health care standard treatment guidelines and essential medicines list
published by the department of health.** Management modules were included to equip learners on the
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essentials of managing stock, time, staff and budgets. Once a PT has completed the two-year certificate
programme at a university, they are required to complete a six-month traineeship in one of the major sectors
of pharmacy under the supervision of a registered tutor before registering as a qualified PT with SAPC”

One of the major benefits derived from the introduction of the PT qualification at the university level has been
the opportunity to co-teach BPharm and PT students. Joint practicals are run when teaching dispensing
systems and dispensing practice thus introducing future pharmacists and PTs to an optimal practice
environment embedding best practice in terms of the interplay between the pharmacist and PT in the
workplace. The students are also exposed to joint sessions during which scopes of practice are workshopped
allowing the development of a fuller understanding of each other’s roles.

Regulatory environment

The profession of pharmacy in South Africa is governed primarily by two Acts: the Medicines and Related
Substances Act 81 of 1965 ** and the Pharmacy Act 53 of 1974.22 The Pharmacy Act is concerned with the
profession of pharmacy and publishes ethical rules,*® code of conduct * and good pharmacy practice
standards . Scopes of practice for PSP are published in terms of the Pharmacy Act. 7 All personnel defined in
the Pharmacy Act must be registered with the SAPC. All programmes and providers of training of pharmacy
related courses must be accredited by both the SAPC and the South African Department of Education (DoE).
The Medicines and Related Substances Act governs the registration and sale of medicines and scheduled
substances. It indicates who may sell medicines to the public. In terms of PSP, the Medicines Act refers only to
the category of “pharmacist’s assistant” as defined by the Pharmacy Act and does not explicitly identify each
PSP cadre. In terms of who may handle medicines, the scope of practice of each cadre must, therefore, be
considered. Currently PAB and PAPB are the only two cadres that are defined as “pharmacist’s assistant” by
the Pharmacy Act, however, the legislation which will allow PT to be included in the definition of “pharmacist’s
assistant” in terms of the act, thereby allowing them to handle medicines, is currently being reviewed by the
Director General of Health for publication for public comment.

Current challenges
There are several barriers to implementation of PT into the pharmaceutical workforce in South Africa. These
include:

e Absence of supporting legislation. The relevant legislation which would allow PT access to medicines
has not been enacted. The Department of Health is preparing the regulations for publication for
comment. Until the regulations have been published PT are restricted to the lower scope of practice
of a PAPB.

e Workplace acceptance of new cadres of mid-level workers: The PAPB and PAB already in the workplace
could feel threatened by the new cadre of PSP, the PT. This could result in an antagonistic workplace
environment for the PT.

e Phasing in of new cadre (PT) and integration with pharmacist’s assistants already in the workplace.
With the implementation of NHI there is a need for more efficient, skilled and knowledgeable PSW i.e.
pharmacy technicians at the primary health care level. However, the post structure for pharmacy
technicians has not yet been created in the public sector. Thus until this has been corrected PT in
South Africa can only be employed in the private sector (community pharmacy, wholesale pharmacy,
manufacturing pharmacy).

e Accreditation of sufficient providers. Only one provider has been accredited for presentation of the PT
programme. Until the relevant regulations have been promulgated by the Department of Health the
SAPC have placed a moratorium on further accreditation. The absence of additional providers can be
seen as an inhibitory factor to growth of the PT cadre in South Africa.
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Pharmacy workforce summary for Great Britain

The duration of pharmacists’ training is five years. Number of pharmacists in the workforce is approx.
47,000.

The duration of pharmacy technicians’ training is two years. Number of pharmacy technicians in the
workforce is approx. 21,000.

The duration of pharmacy assistants’ training is 12 months or less. Number of pharmacy assistants in the
workforce is approx. 100,000.

Brief overview of the pharmaceutical sector

The pharmacy workforce in Great Britain is comprised of pharmacists, pharmacy technicians and pharmacy
support staff (counter assistants, dispensing assistants and pharmacy assistants.) There are approximately
47,000 pharmacists, 21,000 pharmacy technicians and over 100,000 pharmacy assistants.> 2 The pharmacy
workforce mainly works across the following sectors: community pharmacy; hospital Pharmacy; primary care,
education and research; industry.

History of pharmacy support workforce development in the country

Pharmacy technicians have been registered with the General Pharmaceutical Council (GPhC) (Great Britain’s
regulator for pharmacists and pharmacy technicians) since the 1st July 2011. 3 Prior to that, the pharmacy
technician role existed for many years but was unregulated (although a system of voluntary registration
beganin 2007).

Pharmacy technicians and pharmacy support staff prepare medicines/health care products and supply them
to patients often with additional advice and guidance and are therefore a vital part of the pharmacy team,
mainly working in community pharmacies, hospitals and the pharmaceutical industry under the supervision
of a pharmacist (though the situation is changing and pharmacy technicians are becoming more autonomous
ina number of areas).

The development of extended pharmacy technician roles in hospital/community practice over the last decade
or so e.g. the accredited checking pharmacy technician has, in many cases, facilitated the refocusing of
pharmacists work on more patient-centred activities. Clinical pharmacy technicians are undertaking
medicines reconciliation and also support discharge management in hospitals so are developing from
traditional supply and counselling roles. These activities move beyond the pharmacy technician’s initial
education and training required to enter practice.*

The recently developed Foundation Pharmacy Framework (FPF)> for pharmacy technicians builds on the
competencies that pharmacy technicians have already been assessed against in their entry qualifications. It
is an evidence based professional development framework containing a structure of behavioural
competencies (clustered into four components) that provides a mechanism for training, development and
professional recognition whilst ensuring that the building blocks of initial career development (foundation
practice) are in place.

Consequently, pharmacy support staff have taken on more of the core technical duties of pharmacy
technicians such as dispensing. Pharmacy support staff have, in the last few years also taken on the role of

Health Champion — providing public health advice in the community setting. ®

Current practice relationship between pharmacists and pharmacy support workforce cadres

Legislation and key policies define the roles and responsibilities of the pharmacy workforce (though there are
some differences between the community and hospital sectors)’ particularly the functions of the pharmacist’s
rolearound the sale and supply of medicines. This influences the pharmacy technician’s scope of practice and
responsibilities. In community pharmacy dispensing, supply and sale of medicines remains the core activities.
The roles and responsibilities of the pharmacy workforce in this sector is usually determined by a number of
factors including an assessment of the needs of patients/public, the requirements of the employer, the
structure/size of the community pharmacy, and the experience, skills and competence of pharmacy



technicians and pharmacy support staff. In some cases the pharmacy technician undertakes dispensing,
supply or sale of medicines (sometimes supported by dispensing and counter assistants) under the
supervision of pharmacist. In other cases a dispensing or counter assistant is supervised by the pharmacist to
dispense, supply or sell medicines.

A pharmacy technician’s role is demarcated by its boundaries with the other members of the pharmacy team
and dependent on the context of their workplace though in community pharmacy this means working under
the supervision of a pharmacist. Under the legislation, supervision arrangements are under review and future
changes will have implications for the education and training of pharmacy technicians as new definitions and
requirements for supervision (including roles and level of autonomy) will impact a pharmacy technician’s
scope of practice. In community pharmacy, pharmacy technicians and pharmacy support staff activities are
dependent on the presence of a responsible pharmacist, whereas in hospital pharmacy there is greater
autonomy for pharmacy technicians working in the NHS across a number of roles in primary and secondary
care® e.g.onceaprescription has been clinically screened by a pharmacist it can be final accuracy checked and
supplied to a patient by a pharmacy technician.

Education of pharmacy support workforce cadres

The initial education and training of pharmacy technicians is vocational and comprises simultaneous part-
time study and employment. Two qualifications are required — a knowledge-based qualification and a
competence-based one?® They can be taken simultaneously, they can overlap, or they can be taken
consecutively. Some courses are taught face-to-face, mainly in further education colleges and the health
service, but others are delivered as distance learning. The route to registration as a pharmacy technician is
described in Figure 3.

Employmentina 2-year part-time 2-year part-time Healthandgood Registrationasa
pharmacy competence qualification knowledgequalification character checks pharmacy technician

Figure 3. Education and training to become a pharmacy technician

Pharmacy technician qualifications are approved against the GPhC Initial Education and Training Standards
and Criteria.2 Awarding bodies (the organisations that accredit qualifications in Great Britain) and education
and training providers need to meet the standards and criteria to have their pharmacy technician competency
or knowledge-based qualification approved.

The curriculum requirements for competency-based qualifications are built on the National Occupational
Standards (NOS),* a number of which are mandatory. There is flexibility in the optional National Occupational
Standards a trainee must complete to reflect differences in practice across pharmacy sectors and practice in
England, Scotland and Wales (though once registered a pharmacy technician is not restricted to work in one
sector of practice). The curriculum requirements for knowledge-based qualifications reflect their level within
the national qualifications framework and are intended to ensure consistency between pharmacy sectors and
across England, Scotland and Wales. Therefore minimum standards of competence and qualification are
assured and to the same standard and criteria regardless of the pharmacy sector and geographical locations
while allowing transferability of skills and knowledge.

For pharmacy support staff e.g. dispensing assistants (pharmacy assistants) who are involved in the
dispensing process, this means they must meet the GPhC's minimum training requirements, which are the
relevant modules of the Level 2 NVQ (QCF) Certificate in Pharmacy Service Skills or Level 2 NVQ (QCF) Certificate
in Pharmaceutical Science (or equivalent in Scotland) ** whether they work in community or hospital practice.

Regulation environment

Pharmacists and pharmacy technicians are regulated by the GPhC, which holds the register of these two
groups and defines the education and training requirements for them as well. The GPhC also sets standards
for pharmacy support staff but they are not registered. Pharmacists have a professional obligation to ensure
pharmacy support staff are competent to the minimum training requirements or undertaking training
towards them in the areas in which they are working. This is monitored and evaluated in a variety ways
(including feedback from inspectors’ visits).

Current challenges and trends
There are parts of the curricula for the initial education and training of pharmacy technicians that are not
considered to be current *2that could benefit from revision (the addition of areas that reflect the current scope
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of practice of pharmacy technicians, e.g. final accuracy checking and the removal or reduction of others, e.g.
chemistry). There is no current evidence that the length of the initial education and training as well as the
academic level are not appropriate with changes only likely if the role of the pharmacy technician evolves
further i.e. if the scope of practice widens to include more patient-facing practice. The GPhC is currently
reviewing the initial education and training standards of all members of the pharmacy team in Great Britain.

Another challenge is to define clearly the roles/activities of the pharmacist and pharmacy technician.
Completion of the review of the legislation concerned with supervision arrangements may provide a direction
of travel for this desired clarity. There has been a trend towards pharmacy technicians taking on more of the
traditional dispensing and more technical aspects of the pharmacist’s role in order to free up the pharmacist
for more patient-focused activities. Pharmacy technicians are also developing more clinical roles e.g. directly
working with patients to optimise the use of their medicines. This affords an opportunity for pharmacy
support staff to take on more of the technical aspects of the pharmacy technician’s role.
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Appendix 2 — Terms of reference for BPP Pharmacy Support Workforce
Technical Working Group

Introduction

Accesstoquality medicines and competent, capable health care professionals are fundamental aspects of any
health care system. Pharmaceutical human resources should ensure the uninterrupted supply of quality
medicines to the population, their management, and responsible use, as vital components in improving the
health of nations.

As highlighted in the FIP Workforce Report 2012, to achieve this aim, in all countries where a shortage of
pharmacistsand technologies exists, other cadres are required to have extended responsibilities. This reliance
on mid-level cadres is consistent with global trends and often reflects the relative unavailability of more
highly qualified health professionals in many countries.

Well-trained pharmacy support staff allows pharmacists more time for clinical activities, which can translate
into improved patient health outcomes and savings in health expenditure. For instance, this concept was
strongly supported in the American Society of Health-System Pharmacists (ASHP) Pharmacy Practice Model
Initiative (PPMI), with one of the key consensus statements stating: “pharmacy technicians who have
appropriate education, training and credentials could be used much more extensively to free pharmacists
from drug distribution activities.” This was fleshed out further in the PPMI consensus document, which
outlined 14 tasks that could be assigned to pharmacy technicians with appropriate education and training.

However, there are significant differences throughout the world in terms of both the terminology used to
describe pharmacy support staff, their responsibilities and their distribution. With a growing recognition and
demand for pharmacists and pharmacy services in the health care system, there is also a growing need to
define the roles for pharmacy technicians and to identify the competencies, education and practice models
that will allow them to make the best contribution possible within the pharmacy team.

FIP has already taken a leadership role in this regard. In 2011, the FIP Education Development Team launched
anew pharmacy support workforce domain, which aims to apply a needs-based approach to the education of
pharmacy support cadres, such as pharmacy technicians and support personnel. Since 2012, FIP has hosted a
symposium for pharmacy technicians as a pre-satellite event to itsannual congress, consolidating efforts and
fostering a holisticapproach to bettering patient care worldwide.

However, there is a need to integrate the work that is being developed, as well as to translate this information
into practice in all relevant areas of activity.

Objectives

The FIP BPP decided to set up the “FIP working group on pharmacy support workforce” with the following
objectives:

- Toprovide an overview of the different roles and responsibilities of the pharmacy support workforce,
as well as their education and legal framework;

- To provide a definition of the different types of pharmacy support workforce (e.g. pharmacy
technicians, pharmacy assistant);

« To identify practice models that will allow them to make the best contribution possible within the
pharmacy team, thus assisting in ensuring responsible medicines use.

Plan of project and methodology
To achieve these objectives, the working group will:

« Perform an analysis of existing data:

o Liaise with the pharmacy support workforce domain within FIPEd, in order to collect relevant
data as it relates to the roles and responsibilities of pharmacy technicians and assistants in
the different fields of practice;

o Consider the reports and conclusions of the pharmacy technicians symposia organised since
2012;

o Performaliterature review on this topic;

If needed, undertake a survey of the pharmacy support workforce (to complete data);
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Prepare a draft report subject to consultation to BPP members;

Finalise the report forits adoption by the BPP (and eventually FIP Bureau);

Prepare an article published in the FIP journal (and possibly another peer-reviewed journal) after
validation by the FIP Executive committee.

Expected final outcomes
1) The final outcome of this working group will be a report consisting of:

- Rationale for pharmacy support workforce utilisation;

« Adescription of the roles and responsibilities of pharmacy support workforce throughout the world,
and its link to the development of adequate competencies and skills;
Asuggested definition of the different levels of pharmacy support workforce;
Discussion on issues of supervision and liability.

This report will be made available to all FIP member organisations and will be publicly available on the FIP
website.

2) This report will then be summarised into an article published in the IPJ (and if appropriate another peer-
reviewed journal).

3) Thisreport can then be used as a reference document to produce an FIP policy statement about this subject.

Project team
To ensure this work, the following profiles for the team members should be considered:

- Diversity of education and professional background (pharmacists, pharmacy technicians, pharmacy
assistants);

«  Specifically, the CPS, HPS, IPS, MEPS and the SAPS will be asked to nominate a representative each to
this WG;

« The pharmacy support workforce domain lead;

«  Several systems of regulation and linguistic zones should be represented, and thus it is advised to
involve the FIP Forums.

All members should be fluent in English as the work will be done in English but they should also ideally be
fluentin at least another language. The project team will be supported by a FIP staff member.
Collaboration expected on this project from other stakeholders

The following potential contributors should be considered when setting up the working group:

« The World Health Organization;
- The Global Health Workforce Alliance;
«  People that Deliver.

Publication of the results

1) The final report will be printed and sent out to all FIP member organisations. The pdfversion will be available
on the FIP website.

2)Thearticle summarising the findings will be published in the IPJ journal and therefore will be made available
to all FIP individual members.

If approved by the FIP ExCo, this article could be reproduced in another journal after its publication in the IP)
journal (so that the FIP ownership of the findings is properly preserved).
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Appendix 3 — Survey questions

This is the copy of the survey:

1. Instructions and Chsrvies.

Dy T,

Thank you for taking part in this ressarch on Pharmacy Support Workfono.
This swray should teios spproxinastaly 20 10 30 nein Ut b Completa.

Yiouar angwars will halp bulld & global plobens of the Phamaecy Techniclan workfoncs and the
Phasmuacy Support Workdoros, both involved in pharmaceuticsl services delivery basides
pharmacists. This survey will provide infarmatkon for us o botber enderstand the siuation and
ninds of the Phamaesy Support Workdoros Inbematiconslly.

As you neova thrcugh this serney you will be saked & seres of questions about:

= Thes mamas of cedres (= group of peopls educeted for & particular purposs ) of staf who provide
pharmaceutical sardcas,

[Think about all staff invelsed in the procunsnssnt (purchasse), distribuotion, supply snd dispansing of
msdicatians In your coundry]

= Theaddr traimdng,

= Theieir rogulaticn

Yiois il thetn b aaknd b0 Indicatn the sxpecivd compabencas [sspecific siills, behavioors or Bems
of kneowiadge required to perform & rola) of the Phamuesy Suppont Waorklorcs cadres in your
LTy,

This cornpabsnces Tor tha Pharmacy Suppon Workfoncs are organtsad brbs fowr groups:
1) Organisstion snd Mansgoman

Z) Professional | Parsomnsl Practics

X] Pharmacoutiosl Public Health

4] Dispanaing ard Patlont Cane

In this sursey sach group has a sub-sel of comnpelences that cadres within the Pharmecy Support
Workforos could ba axpached 1o demnonsirabe. Plaxss chooss which compsiances ane sxpocied of
wach cadra in youwr counkry.

This swrvsy design has besn appneeed by this Hunssn Ethics Commitioss of the Undversity of
Canbarra.

= 1. In wiiich couniny 4o you cumanty work?

P B! o =

Cher (pems mey)

Flmsss srrssr sl Rlowing qussicrns inssistion & his anewss




2. Cadras [=group of people) providing dedivery of pharmaceutical servioss, inc. supply ol
medicnas

For e following qussScr

1. M Isis pror Bms el Il sl B cedres, o0 of desc o you Sre seers of et provids phermeosubicsl ssnyvioss Suk aes MOT
prarraceis

2. Think st bol e priveis § poblc ssdomn ard ihy & Foepisl

3. v B soec B lor B ol wiscs possibls

4. Think boud wil s ewsked b= s procursmssl, SekBufion, sepply sd deseming of mediceions.
B, Mars smch s oo 8 new lins

H. The Bie= pou chooss hers wil respp=ar Brough cul B eel of s ey

= 1. } In the country that YOL work, HOT including phanmaicists, rorsas and doctons, 'who an thie MAR
GADRES prowiding phamaossSosl sendons In your couniny?

Z.]

2]
! |

4. F tharn arn mons than threde cedrns, planss [ tho addiional Htios hon.

5. ¥ fharn is MO Pharmacy Support Workdonon in pour country, ploasa commant on what you think am S
roasons for this?
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3. Tha Pharmacy Support Workforos in Your Country

1. Of tha throe cadms you proviously described fehich appaar again bedow], which madne forms i laegoss
{genup wishin the Prarmacy Support Workforoo?

=
=

T




4. Suparvision of the dferent Pharmacy Suppor Workforoe cadres

The guasthons on "Supavvision” wil! be repasfod for e differand cadres pow desoribed sarlker i i
‘guersiiomnalne.

* 1 Dot PO2[" work iIndapandenty, withou! taco ho facs supanvision, on @ day o day basis?
Ay
Mowi ol e e

Same ol e time

Z. 'What are tha: main compoinnoes that requirn sapardsion for tha 70217 you hove idonsfied =

Ham not mpplcsibs nomy
Full mopsrvisiar Sors wosryvisior Ko sopervimion [-- 5o

Dimiribn dien of meicines
o tecilties

Pecngrepeckdeg of
TS icnes

Dol o rmscici=es

Nsimis e

Cormu with ol
=l e oo ko el

Checking presctionms

* 3 ‘What Is tha e of the panson rsporaibio for supsrvising ths JOI7
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4 Dowaes this "PO3[" waoerk indopandenty, without oo o feos supardsion, on a day o day basis™
SWEE
oai ol B Ine
Soma ol e e

L

5. ¥What ars this main compoinnoins Sk reguing supansicn for T TJ0ET you Fave dentifad?

Ham ot mpplcsts nomy
Full wopsrvisior Soms worsnyvimlor Ko mopsrvision ooy

Peooorement (Siock
Cirdecing|

Nershdng Sormioss of
madicines

Dk i of resdicines
o iscitSen

Peoergyrepmcking of
Tecidnes

Dl o rrssclicies

Hedpet srd
Neimiarsme]

Udvmg medicnes
rforrrabon wnd advcs
o paserln

Heslth promotios of son
Treclcins sirssgsn

Pabsnl conedtsbon sred
g

Teking & medcaion
=imlory of pEtsEn,
g mesdicalion
sl abon’

Uispsmrming medicines D
ceiEnE

Necormifyding of
THES katicrTy
Poscaring or
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Teacicwtior

Coroudi with s
~wl Sroae pro s o ek

Checking prescplionm

& 'What s tha o of tho poneon msponsea for superviging tha 03177

7. D, thaa "POE]" work: iIndapoandendy, without oo to faoe supardsion, on a day © day basis™?
AWEE
\oni of = Ime
Some of e e

L




&. For the " 734]" you have idonified what aneths main competencos Tat regaine supanision™

Teocorement (Siock
Drdesmgl

NEcshing Sormioss of
]

Uit-iugion of mecicins
o Becilifen

P repmcking of
msdicnes

Dol = rrscicimes

Horigst sared
Nembursme]
Lehvirg msdicines
nforrabon erel addcs
o paiecin

Hemlth prormotios of mon
mieclkcins siresgse

Palsnl conuditulon smd
Zheagrmin

Teking & medoaion
=iory of oEteni,
rchuding ‘medicalion
esrrraclinbion’

Diprming rmscicinss D
CEREnE

Mecormifding

THEC LT
PessEring or
cormpourkding of
Tt

Lol with civer

=gl Trce pr s wel o

Checing presc-phonms

Fuil mogssryisior

Snme wuneniior

Ko mopssrvismion

2. ‘What s tha B of the parson msporaiba for supsnising ts 047

Hem ok mreioetia inmy
oty

10. Eriafty doscriba this CircLMStancns (o roguiatsions, geographical, hoan Sach By bypss ofc]) whaen difarnsnt
cadms wirin phamacy suppor wordono are alowed o wonk independantly In your couning
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5. Differances in "Siluational Competences®™ and “Supenision” due o work area and facility.

By "Emustions! Compamcios” wi mdan that diferend compeansss may b seked of an inobwidual
dapanding o e focation of thisy Wwork oF epanding o wivch other steff & svallabie ot &
DArTiC i B

* 1. ks thand a dsanos In thi ovanall EXPECTED COMPFETENCES of oadnes within tha Phamaicy Suppart
‘Wiordoron in UREBAN or RURAL ansas in Four country?

Leacly e mams

Woudy s mms

* 2. I thine & dseanos in the ovonall SUPERYISION LEVELS of cadris within B Pharmacy Support
‘Wiorkdoron in UREBAN or RURAL ansas in your countny®

1 Emacly Fe s

Wonldy e mams

* 3 ks thand a dsranos In thi ovanall EXPECTED COMPFETENCES of madnes within tha Phamaicy Suppart
‘Wiorkdforon botenan HOSPITAL, FRIMARY HEALTHCARE FACILITIES or COMBILIMITY FHARMAMCIES In
oL country?

Leacly e mams

Wonldy e mams




* 4 ks thone a dBsranos in the ovorall SUPERVISION LEVELS of cadrns within e Pharmacy Support
‘Workforon In HOSPITAL, PRIMARY HEALTHCARE FACILITIES or COMMUNITY PHARMACIES In your
ciuntry?

Lescly I's =
Vioaly s mTe
Somestedt s
ey dfseee]

e Sy ST D UL P T
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B. Education

Tha i o "Educadion” will B ¢ dud four tha cWffarent codnes pou cescribad aarlar in tha
quaks o mnaing.

1

‘What ks thia minimum axpacied ol of sducaSion tat ks requind for tha "J02J° cadne in your oounknyg

=11
e
Whal hyes o insifulion reaindy giess thin Wi b e mmin e zormiilly or payieg EEELI
Tres o sducalont Lisngth of sdocaion™ sucaian T for e sdermlion? =]
]
SR
e > - - >
(o
T
 you chooss offts | plesss: spscily |
* 2 Plnnsd spodity ho Hiie of the edunafion oocuns o tha TO2[" cadn in Four aountny.
* 3. Flaasa manton any proneguisitos, of noDassary reguineants, o studant must favo bdors starting that
education
4. 'What & tha minimum axsecind el of sducaSon that s reguired for tha ")03]7 caidng in yolr ountry?
mH
=11
g
Whal lyes o insifulion maindy ghess thin e hom e min mescormiSillly for poyieg EEELT
Tres o sducslony Lsngth of sdoralion™ srhoaion for e sdoralion? TroCE

Y

M you chooss o |peass apsoly|

5. Finoso spocity tha Hiie of i educaSon which oocwns for the T03]7 cadne In your country

& Plaas manton any prareguisiien, oF NHOESSSNy requinesTants, o shidant must hees baloen starting that
-0 W T




7. What ks thia mindmum apecind benl of aducafion that ks requined fior the "j34]" cadne in your oounirg?

mH

i S

ooqu

What hpms: ol insifulion maindy gises thim A hom e T ssasormi Sty o perying EENLN

Tros of sducafion? Lngth of sdoralion? ucaion T for T sducaiion? FroCE

LY
Ll
Ll

P

N you cloass ofwr |plesss apscly|

8. Flansy spadfty ha Hiie of ths educaSon which soours for tha: TO4T cadng In your country.

9. Flaase monton any proneguisites, o nooassany roJuinemants, o student must fevo bodorn starting that
[ Wb Ly

* 10, Ovaral, ane you salishod with e Ph ¥ Support Workioroe education wiich ooours in your
courniny?

Ladunles

Sighty eabeted

Bmiimer wnlsted ~or cmnsd eled
Silghity cioostinded

Dimnmtwisd

* 11, What do you ko most about thin education Tt coours?

= 1Z. What do you ko leest about the edecation Faf cooars?

" 13 What irpecvaerants oodld b mrscks i thi adisession T

10
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7. Quality Assurance of Education

Doy I B s ol | n PEErmmEcy Sureon Werkiorss sdomeion. In eoms coonisies e mey 5= dors by

o apsciic el polsssiorsl boeed for saemps 8 Py Bosrd, b= o Bmay B B csssormitilily of B Gosersrmenl decsrimnes]
mech mx e Misisky of Heskh or s Winisiy o Edestion. Scms: coonbSes Son't Fave sny s guslly sesorenes prosses e
sdscnlion or ireining

* 1. Plnasa briafly outing tha sy Assorano procadunss for tha Prarmaey Supoort Workdono
ascucation In your counirg

* 2 M B Oualty Assuranos pentsdurns for B pharmacy suppaort workfoncio aducaion;

T M= e

& Depym—rrie- | ir it
Emriorssd by e el
Develores] by all e
wikmcidsy imeoyed
Jreshuding shdients)
Lvoeres b

ol chateed by ~wliAne

Poblidy disciossd

Nesvimwed arel Updsis:
sy

* 3. Ovaral, and you salishiod Wi the Quality Assuranos of aducation which coors?
Ladales
Sighly snbuled
Hether enbeied o Seeabefed
Sighty disetided

Uinsmtelsd

" 4 What Irpeovaenants codld b msds i this Ouslity Assranos of this pharmacy suppot wonkdonon
asdication’?




B. Regulation, Registra$on and Scope of practios

= 1. For sach of T codnes you idenified within @ Pharmacy Suppo Wondorneo i thon LEGISLATION
{national, stabe or peovincial lres | and REGULATIONS {rulss) to support thedr practioo?

Han -] (i =]

Flaass mrovids et bnks” o ey reseee] LECTTLATION or PR GULATEINE Fere

* 2 For oadh of T codnes you havs idantSod, doos o dafined "SCOPE of Procios’ odst™

Han -] (i =]

Flaass orovids | 'web ek o ey svelsbls SO0PE of Pacies documesis hes

= 1 For sach of B codres you have idantfed do thoy nead o ba REGISTERED by S gosammant in cedor
o ok T

Wik T

* 5 'What ans tha rejuiremants for re-registradon?

* & What Improvemonts ooukd ba made b thaso regulaSons and thaldr anfonoamont?

12
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8. Compaience 1, Organisation and Managemeant

Th i o9 "G i T are o be flled owfl for (e oWTerand ohdnes pou oescribad s
dn the quesiionnake.

Ploasa read carafully:

A list of possibie coMputinges sppaars balow Tor sach cadne you identied within ths
Phamsrsutical Support Workionos.

Plaasa TICK the box i the cedre ks sxpacied o parform the compsiancy

Plaass laeva thea bog BLANK [f the cadrs s NOT axpsectsd bo parfoms the compabancoy.

1. Precurssnant (Stock Ordoning)

== [L==] o=
Usetm s b e
- Fome G el Sore D D D
Uns pabient sroior teclity mupciy soords o detsrmins useags D D D
Kierbhy s bacior Sl el msge puders anz
ATE tevw b aPts oedsring (g diesans cultresks), oG Ao poldes as [N M| |l
= guids ardl o srs consiwisnt epplicelion.
e ard B e L] D D D
T pa——— | | O
| P p——— O O O
Uss f= odefng syelsm lo ows=as pr e L -
Lisw ard rrordn e for 12 e mmrsing O | O
gl ol e nszrm gy
wpaiem | Beciosic o menaal] D D D
0o you hares amy o cormmsnia Y
Z. Donafons
e [L==] o=
Friicen Evm i Sl prilicy swkeTiog i meionsl pha e o el | | O
Demormimsls the shily o sy no io donsfomns §wi ars ool coneisiss) with his D EI D

sollzy

Do you havs any o commsnia ™




3 Shorags

Lt n Blrs e =
morerding in order form, Isbsiling of medicioss, uss of sinck.
carEmTpsEcesd epesm

Ssours s prErmecy mors srel bl Ecsss o pprocrsts il

Ueromsirsls aspropriss s of, and Aty © melsEn s ool chan

Sppy mahods of slock rotsbion (55 P! in fesd ot or Brel i eesis Preed o)

St e =l
SCrmer At -JeEnireem ol T ok ares

Uss warshousing skl o ogeniss s sopply of msdicines andio meicsl
wurmdriss in lergs siors ar=as

Do you heres my ot cormrmenis T

4. Digtribudng b hospital wards and departonks

Dt Wedicines in Hospitl Wards sed Depariments using = ssgulsr
s g Impee apesT

Neguimty “sv'es mpreel oot

O o heres By i cormrmani T

5. Supplying depandant faciiles ef clinios or othor hoalthworkees

Prscwrs md uss ords scheddss
Crder Bling pricdiss = eislion o deiivery opporiuniiss snd orgsncy

Gowsn orden | Wodly ode gaeniiies on e baeis ol syvelsbls mlook, mpect
=n serdce delvery, distarcs of iy rom Sospiiel |

Emmsmhis, check s peck ondsoe
Promols reguier, relter e urgent order oulkors:
Co-ordnsls renepot opiions b oder Selery

Sopply povenmer] hasls el 5y dinks) o oher gossrment heslth
Wk

Sopply nen goesment oogans foms e oher indvidionin sho sssk
aEmEisrcs o meloaior muzpliss

Oo you haes Ay othee cormrmsnia

5. Fackng/repacking

Lelsy reprs-pem Fom s buk Iz mrrall cEbent
o ity packs

Do you hares any oibee cormrmenia T

T
H

OOoOooo a

O0OE

O OOO00O003a0E

O oooo a

E 0o E

O dooooao

%

OOoogoo d

O O0OOO0aOfE

14

p83



P8y |

7. Compoundng of maedicalions

Poscmrs of mxd
mhormreaciet for MOW STEMILE Beme

for Preal chesck by s

Pomc s slion of e
phormeciet for STERILE flsma

for Prml check by ®

Supsrvis or doubis check e compeusding work of ohe el rrerdens o

HOM STERLE hsrma

Sopsrviss or Soubis check e eeoneifubion sork ol ofbse e members for
STEPLE s

s firmal chea of a~d
relsass in e pafen for $OM STERLE s

Indspendently compisis e fimal e of medkastion econeBution mnd
*simmes io s palisnl o STEMILLE Bsrm

Oz o havs: @y oifer cormrrsnin T (Pleass ansciy |

&. Racond kooping
Uss L] =g wiock cards, order forrme, CormpLiEr
e
s ums ol ook control

Upriwis Fw medicsl record or petiend profils

Do o heres mey ot cormrmsnie T

& Disposal

Dipees of saminesd il -]
metonsl oodoy

Dipes of mpsciic indiecusl Beme: of presisst dei with sppeoorists cars: sg
orEniogy medcine

Dipes of sasined mesiciness srcfionr cesd medicsl susdrss nduding syringss

Mermgs &l ~sscurmss Wit cats

Cresis s merags bodgsis ss necesssry for work (=g wegss Sudgsl, ouring
[eaxigsi, wisfionsny bodipsl, projec] budigels for aeing RGO usde)

Cresis maboral Sudgeis o both purchasss  nd organssionsl cosis

Parioen billing ane for [

Do you heres @y oifsr cormrmsnia T

OO00A00OE

OO O E

O E

a

OO0 anE

ooaoodaoaao

oo o

U E

O

B

oooag

O Y o I o

OO 0O %

OO0aOo0Ex
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11, Improssamiong of sanvico.

Crests s uss ek vl o squbssSy monior Be schiebes ey s
sEcormisis ko

Mian s cocberd gy lous o depsrriesl ecilfias

insumiity

denbily probisme for infsrvention by & phermmecst

Oo you haes Ay othee cormrmsnia

12, Human Fosouncos managamant

Ensn!in rEning norsss 5 ohsr heslh srolsssonas - s wrsee of
madicines ordsring and srEgs rocsdures

Oris-iwis rew wisl! o s ing FpE T
el procedorss.

Kbl o desl Wit orproducies siel!

Oris-isis rew dociors o e loomdeny snd hs wyisme s prooscdurss of e
mecicines supcly spstsT

Pescars hurmen esrss plers o rest e Lios swflisg messds of §s
crgeEnasion

Demonsirsls the ums of 8 sysism lor sief® recubment, sporsbeds snd
menkEing

Lrmors mmmiosns of 4 hees e 7 mkilln mnd U G o msls
srEchos In e sl Py e . i s b or
Rl

O you heres Ay oihee cormrmenin T

13 Disasior propansdnoss

Lezimin e procsem o desiing wh disssls s

O o heres By i cormrmani T

aao 0aeE

O OO OO0 3E&

E agao g

O Ooooooa

o o

O OOD000 3dE

124
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P86| Technicians and pha Cy suppe v «force cadre king with

10. Competenca Z; Professional | Personal practice

Tk QUESEoNS o0 "Compatsnos 2~ are io e Mlled Ul for i oWl Omins Fou oS critand ausntier
dn thi quesdionnaloe.

Plaass road carafuly:

A liat of poasible conpatanoes appoars balow Tor sach cadne you identified within the
Phamuscsutical Support Workioroe.

Ploass TICK this ks i th csdns b8 sxpactsd b partorm th oompsncy

Plaasa laove the box BLANK if the cadre is NOT sxpected to parfoms the compabenoy.

1. Commmigrination sklls

= L==]] =
e bt ared mppy s fometion o al Lres |l [l | (|
;—m"-.;:.hnmhnmh:l'mrhlmW D D D
e - O O O
‘Werk, B A of 8 prANTECYTTES] o] B mET O | O
ek, sl oF B wboer sl Buors lesm ooking st e pede] |l Il | [N
inemrrorica e ith i i srmuring co-S2eii b D D D
_-r.f‘l'-r-td_'n,l-gl- — . D D D
DO you heres acy citr commenia? [Flaass ansciy|
|
2. Critical thinking ard peobiom soking
=i L=x]] =
— O O O
Wk, Ey I g e ¢ sk, chorss O | O
Lims v sl 1 e bk chonss |l Il | [N
:r:}hdﬂ-hﬂdh*m“nmﬂuﬂ-—mhhl_m“ D D D
Liothe mbnTetin o save srbdes |l [l | (|
Kaniily probieres med cnesicer how B el b B O [l | O
| b g probeTs o s ey s s O | O
Bk piter peopis o hEp Wil iving probisrs D D D
Tk o earius e bl e Wi e worssies e nesd mrism | M| N
O you heres &y oifsr cormmenia T (Pleasss apsciy|
|
3. Corfinuing peofusaional dovalopman
55 [L=x] (=
Kasmp s b cls i sk placs o weork Wi i rom soperdaees D D D

O you haes ary oihe cormmenia | [Plaass apsciy|




4. Mafional policy

Usscrits B broed coneseis of Mefionsl Medicslion Poicy, Less~isl Mesdicinss
Lids, Lassbal Loz | inis, Slarciayd T resimec | Cioiden mns “dargeroa

ang” (DDA policy

Kasp up o deis with dengss o hess dooomsnts s informmed by massges st
T nudorsl lews

Uss = procsasss o sod snd subine s rom bs Cessniel WsScines Lisd
wred e Exsmnisll Eguiprrend et

Vol s processes squirsd in sisr sEndsrd resimen gudsinss,
dEngerTum Srag polcy and nelonal medicsion solicy

5. Mafional syshems

Lix the sginketion et oresrs B raciios of phasmscy B esl® oess mnd
demrribs kb morpoes

Descritss how verticsl progrems woch sifhis e hesil symlsm

Mesl Te s ol werbical

Do e sirocies of e heslth speism sl 5 retionsl el and sxzisie this o
clrmre

Descrits B ainchus of the healh myeism & prosincafregionsl el end
sxpiEin his o ofsmn

Ui B reguisiony requinemsnts o~ procsduss for s impocing asd
sxpring of medcinas

Desmig= amd irrpdarmend retions susiily fzr sl ]
guids mproveTment

Do you hees Aoy oifer commenia T (Pleass apsciy]

& Frofessional and efical practicn

Folos wl siwndsrd coemeting proos<unss
Work n sk g sgal wey

Aoyl resgpEmaibllity lor el o work ek A perlorTEnoE

(=1 ol it

Pesclins pharmecy sihis e oyl fremese® of s couniny aeing th
wesber s el pi-ciples

Do you hees Aoy oifer commenia T (Pleass apsciy]

e
X

Ooogoo 3d

O0OO0O0000E

OO00O00E

E OoOo OeE

N[ I R

Oouod

Ooogoo 3d

O0OO0O0000E

OO00O00s
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11. Compeilence 3; Pharmaceufical Public Health

The 1 o "I i 3" are io b Alled owf for i ciTerand cadres you oescriband aanfer
i thi guesHonnaing.

Plaass rasd canafully:

A liat of possible conspalences sppaars balow for sach cadre you identied within the
Phamcsutical Support Workforos.

Plaass TICH tha bas i thi cadre is sxpectad b parbanm th COmpSancy

FPloass leave the box BLANK If the cadre is MOT axpected bo parfoms the compabsncy.

1. Madicinoes information amd adwico

Counesl pabisnts w@sn BEnding out
ared Eplanieg AN soverss sfscds sed sceckel conederstions o robdcdusl
macieationa, ireuding slomps e fond nepuiremenis

Sopply an-presceipion medidess, erapess srd degrosiic sids o mest =
sEiEns e

Folos couniny Sassd ssimsl gudslinss snd o snecrs s spoecpriais s of
macikines

agoag od
oo o
agoag o

asp up o dels with slsrdend bestms-| gucsines

0o you hees any oifer commenis 7 ([Plesss apsciy |

2. Haaith promotian

BAumsun e ormary Seaiboers nescs of petlents |bkdng inlc scooont e D D
ool snd sl ssifing of e paiesl]

OO E

Corrurksis Paety's cangss iooskd patissie o meanaEg ng verous desssss D D

0o you heres any ofher cormmanis T (Fleass ansciy |




12. Competanca 4; Dispensing and Patieni Cars

Tha [ ol i 4 wre o be Alled out for e oWTerant Oodres o oScrilad aariar
in thin guastionasine.

Ploass read carsluly:

A list of possible compebsnces sppoaars balow Tor sach cadre you identfied within tha
Pramsscsutical Support Workforoe.

Plaasa TICK tha box i the cadre bs sapected bo parfonm the compaiancy.

Flaass leave th box BLANK If the cadre is NOT sxpeciod bo parfoms the compatsnoy.

1. Fabiont consuitation and dagnosks

B3 L] 1o
erlty s with medicoss, dos o and mefods o sdminisinetion et D D D
e o e dermssd or ssleeed D B phaTeciet

Dbt mffcien informslion sbool B petien! sscuset o defsrrmins B he: sibaios

AN & manEgsd by s pharmmeeny ol memtse or cslersd o B pharrecis] or D D D
oifer Feslh profsesonsl

Taking = et ey, O

Oo you hees aoy oifer commsnia 7 (Plesss spsciy |

Z. Dispansing

Lisd o e o be oy e
v b rroniilor Ehim

PespErs precripiioss and medoabion ordses lor iral chek by B pharmmecist

Supsrvies or doubies check e sk of o slef Tembem =g Tec check
Tech'

Indep=ndently comsists he el cheo of mesdioetion orders ans reses o e
sHRET!

ety whics e el rEsd s s T

OO0O0n0E
O 0O00o
[ o o I o

3. Madcinos

B3 L] 1o
Kterbty ratid-es by e gestis —ETE O O O
Descrits e T e thair thow %, heva ofler ard o how
ety Fal mames signe snd symplcrms shows by 8 patiscd may S e el ol
b s of medicsiion and hess peopls meed o bs relamsd in s nores D D D

or dioadoe

Oa you havs ary ot cormmsnia Y Plasss apscly |
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4 Miadinal squiperant and applanoss.

{ mlrs Lesl]

Descrits how indivicosl plecss of medicsl squipmen! mrs ossd, ~oling pemnsl
ared poitis] mabely

ety whes o deposs of mediosl squipmen! or susdrss
Exzinin i palisnts Fow o uss Sy squipment given ko hem e el cans

Waintsin squipmesnt sopplisd by Sammecy sod oes any saelng mainismascs
L= ek

0o you hees ary ol commenia Y (Plesss spsciy |
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13. Demographics

* 1. What & your profossion 7

ﬁ”

= 2 Whane i your maln place of work?

3. How long hivea you worknd;

Times
K58y sl Paclliy? —
In your curent -
Peobamorsl oey bl

4. What s the highast level of school you havs compiaind or tha highost degren you have rocsied?
Lo B high el degres
High schoo degres or squiveient (e.g. GED)
Some colisge but o degee
Ammccale degres
Haem sk degree

ot Gt -seqres | Cartficsts, Misdar 1'=01)

* 5 I @ fow words, plansd stailn your main day o day dutes'rosmons DEtes ab work?

5. This quastian & OFTIONAL

ellairgy organisabiores, Including tha Waorkd Haoalth Organisation, aro unablo o use data, soech as B
Informiation Shis suryoy will gerarate, unkoss tho confact dotalls of the souroes o prowiced

Any dota Tt B usnd Wil bo de-idantified

Pluase considor providing your contaict cetals In B Spacs Daioe, Thoy will MUY b e for S Durpdss
of wnldation by tho research feam B oguieed, and will BOT Do shared with ary othor parfios
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14. Thark you so MUGCH!

Tha Pharmacy Support Workforos Technical Working Group of tha Ink diamal Ph st
Fadaration would ks bo thank you Tor taking the timas bo Il in this sury.

' you hove sy inguines reganding this resssrch ploass direct theen to:

D Anedresw N Brovwn
wnbrown. esfbgmall.com or sioype andrew. brownouo oF phone +8100) 411 137 625,

1. I you woilkd oonsider taking part ina tnkephona Interviaw or online dscission on T findings of this
SUYY, Ploasn ke your detalls bolow,

“ou wil ot B contactad by us oxcapt for tha statsd porposa.
Your naimia, phomss nombar o amal sddress wil nol bo passaed on 5 ey O SO

Ermall Acciness | |

Fhoms Sormosr | leees
il ey coos | | |

i s @ corrverient fme
o conked you? |

Z. Finnsd UGo s spaca if pou farad any Surthnr comimants
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