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Abstract 
The University of Manchester 
Samuel David Jee 
Doctor of Philosophy 
The process of professional socialisation and development of professionalism during pre-registration training 
in pharmacy 
March 19

th
, 2014 

 

Background: Following the MPharm degree, the pre-registration training year is a critical time 
where the values, attitudes and behaviours of qualified pharmacists are inculcated. Given the 
paucity of research, a programme of work was undertaken to explore the process of 
professional socialisation and development of professionalism in trainees during the pre-
registration year. 
Method: The programme of work, the first of its kind in pharmacy, explored the process of 
professional socialisation and development of professionalism in trainees prospectively during 
the 2011/12 pre-registration year. A purposive sample of 20 pre-registration trainee-tutor pairs 
- 14 from community and 6 from hospital pharmacy – were recruited across North West 
England. Semi-structured interviews and behavioural professionalism questionnaires were 
used longitudinally in four rounds of data collection during the training year and with newly 
qualified pharmacists (NQPs; formerly trainees). A cross-sectional survey was administered to 
1706 trainees towards the end of the training year to examine areas explored in the 
longitudinal study, including behavioural professionalism, supervision and ‘patient mattering’. 
Interviews were analysed thematically using template and framework analyses, and the critical 
incident technique. Quantitative data was analysed using descriptive and multivariate 
analyses.  
Results: Findings demonstrated that many of trainees’ attitudes and values appeared to be 
fostered during their upbringing and were further shaped by the MPharm degree, laying out 
professional expectations for pharmacists. At the beginning of training, sector differences were 
apparent with more formalised inductions in place in hospital than community pharmacies, 
particularly independents. Previous pharmacy work experience, which all 20 trainees had 
undertaken during MPharm studies, facilitated the transition into training. Early on in the year, as 
trainees familiarised themselves with the organisation and working processes they were often 
supported by pharmacy technicians and other support staff and trainees worked effectively and in 
a professional manner with them throughout training. The application of clinical knowledge 
acquired from the MPharm degree was challenging, as recognised by trainees and tutors. With 
continued practice experience and increased responsibility and patient contact, abilities in 
applying clinical knowledge and communicating with patients improved, as did trainees’ 
confidence. Longitudinal ratings of behavioural professionalism increased significantly during 
training, as assessed by trainees and their tutors, and this was confirmed in the analysis of a 
representative sample of 347 trainees that were surveyed (response rate = 24.2%). Survey 
findings showed how elements of behavioural professionalism such as communication skills were 
more prone to development compared to, for example, appearance and interpersonal skills. 
Perceptions of supervision received during the training year were generally positive. The pre-
registration tutor was a key source of support, as well as role model, throughout the year, 
particularly in community pharmacy. Hospital tutors had a more distant relationship with their 
trainees and relied on other pharmacists to supervise their trainees. Tutors were often considered 
to have the largest impact on the development of professionalism in trainees, particularly in 
community. When considering aspects of their supervision, hospital trainees rated their tutors 
significantly higher than those in community in ‘articulation’ and ‘exploration’, relating to asking 
trainees for rationale of actions and encouraging them to pursue learning goals, respectively. 
Differences between training sites, such as the pharmacy services being delivered and patient 
mix, were found as were trainees’ beliefs that they mattered to patients: community trainees 
believed they mattered more (e.g. were more helpful) to their patients than hospital trainees. 
Conclusions: The multiple methods employed in this programme of work revealed experiences 
trainees faced and contributing factors associated with their professional socialisation and 
development of professionalism. The findings led to recommendations for pharmacy education 
and training including: integrating university-based and work-based learning more closely, 
ensuring consistency in training experiences in different settings and sectors, improving training 
and support for staff involved in training and setting explicit standards relating to elements of 
professionalism. These are considered in the context of anticipated changes to the MPharm into a 
more integrated 5-year degree programme.  
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1 BACKGROUND 

The first chapter of this thesis begins with an outline of the premise of the programme of work that 

was undertaken, guiding the reader briefly through some of the events that have taken place that 

has seen healthcare professions such as pharmacy face increasing scrutiny and expectation. The 

state of pharmacy education and training in the United Kingdom (UK) is discussed, bringing the 

context of the research area this thesis was devoted to into focus. The importance of researching 

the professional socialisation and development of professionalism in trainees during pharmacy 

pre-registration training is also discussed.  

Following this, the aims of the literature review conducted and the strategy employed to find and 

appraise relevant literature are presented. A discussion relating to professionalism and its 

development in pharmacy is then provided, followed by a summary. 

1.1  The premise for undertaking this research  

Health professions and their members in the UK have faced increasing scrutiny in recent years. 

High profile cases of serious misconduct, such as those involving Harold Shipman,
1
 Bristol Royal 

Infirmary
2
 and, more recently, Mid Staffordshire NHS trust

3
 have tarnished their reputation. 

Investigations and resulting reports into these extreme failures aimed to bring about changes to 

working practices to raise standards and improve patient care. For example, the regulation of 

healthcare professionals was noted as an area in need of improvement from the report into the 

Bristol Royal Infirmary.
2
 Following on from this, in 2010, a white paper

4
 was published which put 

forth the need for high quality education and training for the health professions which could be 

promoted by a newly established Health Education England (HEE).
5
 The education and training 

that healthcare professionals receive is essential to ensure they have all the necessary 

competences to practise as registrants representing their profession. It serves to socialise 

neophyte learners into their profession (i.e. professional socialisation), in which, not only the 

underpinning specialist knowledge is fostered, but also the appropriate values, attitudes and 

behaviours
6
 that allow them to work effectively within the healthcare team and serve patients to a 

high standard.  

Although it has always been important for healthcare professionals to possess high levels of 

professionalism in order to deliver quality care to patients, the demand for this has never been 

greater. The public has become more aware of its power to command the operations of 

healthcare services and that they want their expectations to be met.
7, 8

 Pharmacy is moving 

towards a more patient-centred care role as reports such as that of the Department of Health 

white paper suggest.
9
 Therefore, the professionalism of pharmacists must be of a high standard if 

the profession is to cope with its changing role in healthcare. 

Research into professionalism in pharmacy has only begun to emerge in recent years and there 

has not been much research conducted in the UK until very recently.
10-13

 In order to improve the 

professionalism of the pharmacy workforce, the profession needs to ensure that individuals 

involved in delivering pharmaceutical care have received appropriate education and training that 
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will allow them to conduct their role effectively. Whilst there has been much research conducted 

surrounding the professionalism of pharmacy students,
14-23

 there has been less focus on early 

career pharmacists, or pre-registration trainees.  

The early experiences in the practice setting are particularly important for the professional 

socialisation and development of professionalism of students / trainees.
21, 24

 In the UK, the pre-

registration year is likely to be a critical period in the development of professionalism as it bridges 

the gap between education and practice and it is where socialisation into the profession occurs 

through exposure to the work environment and qualified professionals.
25

 Knowing more about the 

processes which influence the development of professionalism in pre-registration trainees will 

help uncover how best to instil professional values and behaviours in trainees which can in turn 

benefit patients.  

1.2   Literature review: background 

1.2.1  Aim   

The aim of the literature review was to identify a wide range of literature from healthcare 

professions that could define the concept of professionalism and offer insights into how an 

individual develops professionalism during pharmacy education and training.   

1.2.2  Literature search and identification strategy  

Before conducting the review of the literature, the researcher consulted texts
26, 27

 which provided 

guidance on conducting a critical literature review that could capture a range of relevant literature 

in the field and consider its strengths and weaknesses.
26

 In addition, the researcher also sought 

guidance from a specialist faculty team librarian for pharmacy for advice on searching for 

literature using the resources at The University of Manchester who advised on suitable electronic 

databases to use for pharmacy practice research and effective strategies for navigating them.
28

 

These resources were useful to provide a strong starting point when commencing the review of 

the literature for the programme of work. 

1.2.3  Electronic databases 

A number of electronic databases that were deemed appropriate for locating articles on 

professionalism and, later, professional socialisation, in healthcare professions were used (see 

Table 1.1). Although the researcher wanted to ensure up-to-date and contemporary literature was 

retrieved, which would be most relevant to modern pharmacy education and training, more 

historical work was also considered. Where possible, searches were inclusive of literature dating 

back to the 1960s because some articles initially identified from bibliographic citations in reference 

lists of papers had articles listed from this period. 
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Table 1.1: Electronic databases used 

Cumulative Index to Nursing and Allied Health (CINAHL; 1960 – September, 2013) 

EMBASE (1974 – September, 2013) 

Google Scholar (1960 – February, 2014) 

International Pharmaceutical Abstracts (1970 – January, 2014) 

PsycInfo (1960 – September, 2013) 

PubMed (1966 – September, 2013) 

Web of Knowledge (including Web of Science (1960 – September, 2012) and Medline 
(1960 – September, 2013)) 

Scopus (1960 – February, 2014) 

The term ‘professionalism’ along with accompanying keywords was used in order to locate 

relevant articles on professionalism. Keywords used alongside professionalism included learning; 

development; socialisation; assessment; student; and trainee. Synonyms of keywords were also 

used to account for different ways articles could be indexed; for example, when considering how 

professionalism can be assessed, synonyms of assess were used (measure; examine; appraise; 

evaluate) alongside professionalism. Keywords were used in multiple fields combined with 

Boolean operators (e.g. AND; OR; NOT) to search the electronic databases.  The use of 

‘wildcards’ was also employed in order to account for the differences in spelling of relevant terms 

(e.g. socialisation vs. socialization) through using appropriate characters in the electronic 

database (e.g. ‘sociali?ation’; ‘sociali$ation’). Truncation was used to account for differences in 

the way stem words were completed (e.g. using the keyword ‘measur*’ to find ‘measure’ and 

‘measuring’). Limiters were used in some cases, particularly in the latter stages of the research, to 

constrain searches to recent years in order to find up-to-date research (e.g. since 2010). Some 

broad searches (e.g. learning AND professionalism) were saved for ‘auto-alerts’ in what turned 

out to be the most fruitful databases (Scopus & International Pharmaceutical Abstracts). This 

provided the researcher with automated emails with results of the saved searches. 

1.2.4  Additional methods of identifying literature 

In addition to searching the electronic databases that indexed a vast number of journals, some 

journals were accessed and searched directly because they were particularly relevant and useful 

or not always indexed well. These included Pharmacy Education, The Pharmaceutical Journal 

(PJ) and American Journal of Pharmaceutical Education. Suitable textbooks, when found through 

searches in databases, were retrieved from The University of Manchester library. The University 

of Manchester library search facility
29

 was also used to locate relevant books on professionalism.  

Websites of government bodies (e.g. Department of Health) and regulatory bodies (e.g. The 

General Pharmaceutical Council (GPhC)) were visited to consider grey literature, particularly 
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white papers. ‘Snowballing’ was also used when reviewing the literature. This involved checking 

the bibliographies of articles that were read in order to find further literature. Colleagues within the 

Pharmacy Practice Division at Manchester Pharmacy School also provided the researcher with 

potentially useful sources they had obtained through their research.  

1.2.5  Inclusion and exclusion criteria 

The researcher did not apply stringent exclusion criteria during the early stages of the literature 

search process as one may do in a formal systematic review.
26, 30

 An approach to literature 

searching that is more inclusive and does not apply too many strict exclusion criteria can be 

advantageous so as to not miss potentially useful literature.
31

 Whilst this naturally produced more 

hits when searching for literature in the early stages, time was not wasted on reading papers 

which were not deemed relevant when conducting a brief appraisal of the title or abstract of the 

article. For example, non-healthcare professions were not pursued, such as law and the clergy, 

because they differed greatly from healthcare professions such as pharmacy and medicine. Non-

English language articles were excluded, though they represented a very small fraction of search 

results. 

1.2.6  Appraisal and synthesis of literature 

At the outset of the literature search, the researcher was interested in exploring how 

professionalism may develop during education and training in pharmacy, as students are 

socialised into the profession. Naturally, with the topic area being vast, there were numerous 

papers from different healthcare disciplines that were considered for their relevance and 

contributory value. Although a breadth of literature was captured, an exhaustive coverage of all 

literature associated with professionalism and its development (which spans many disciplines and 

theories) was beyond the scope of this research.  

Professionalism was searched for first as this was the main focus of the review, but soon spilled 

over to consider the related concept of professional socialisation, which was relevant to the 

development of professionalism. The results of the searches were examined according to the 

titles of the articles, abstracts, and, when deemed relevant, the complete article. The content of 

articles that had relevance were reviewed to examine what aspects of these broad concepts were 

explored by the authors (e.g. attitudes; behaviours; identity etc.) and the methodological approach 

adopted (e.g. quantitative; qualitative; cross-sectional; longitudinal). This served to explore 

similarities and differences between studies and numerous accounts of the way in which 

individuals working in healthcare develop professionalism during their education and training. 

Literature from other healthcare professions such as medicine and nursing, which were often 

identified, were examined because of their relative applicability to pharmacy and could serve to 

inform the way in which the researcher could design and implement a programme of work. In 

considering literature from disparate professions, within and outside the UK, the researcher used 

caution in relating findings and implications directly to pharmacy in the UK.  



17 

 

A critical approach to appraising the literature was taken, whereby the relevance, relative quality 

and strengths and limitations
26

 of research studies were examined. Given that the study of 

professionalism and its development could be undertaken using both quantitative and qualitative 

methods, the researcher could not apply a specific framework in appraising the work. Qualitative 

work cannot be assessed the same way as its quantitative counterpart where more transferable 

templates for assessing the research (e.g. adequate sample sizes; appropriate statistical tests 

etc.) may be imposed.
31

 However, the rigour of such work can still be assessed through an 

inspection of, for example, the use of appropriate sampling, the use of evidence to support 

interpretations and the use of appropriate methods of analysis.
32

 Given the differences in the 

epistemologies / methodologies of studies identified in the literature, the researcher was flexible in 

critically appraising them for their relevance and quality to inform the programme of work.  

The literature review process was iterative. Whilst much of the searching for, and perusal of, 

literature took place during the early stages of commencing the PhD, this process continued 

throughout its duration. As research ideas were brought into focus the search criteria and 

keywords were narrowed down to target most pertinent and recent literature. An EndNote
®
 library 

was created to store relevant references and it was continuously updated; duplicates were 

removed periodically.  

1.3 Literature review: findings 

The findings from the literature review are broken down into sections on the concept of 

professionalism and the development of professionalism and professional socialisation. 

1.3.1  The concept of professionalism  

This section considers how professionalism has been conceptualised. To begin, some brief 

information relating to the origins of the concepts of ‘professions’ and ‘professionals’ is discussed. 

Much research has been centred around professionalism, most of the time bypassing the 

abstruseness of the concepts of professions and professionals. Therefore, prior to the discussion 

of professionalism, an outline of the nature of a profession and a professional are supplied in 

order to explore and better understand some of the concepts that underpin professionalism.  

Following this, a discussion of the way in which professionalism has been defined in pharmacy is 

presented by firstly drawing on medicine, the healthcare profession at the forefront of research on 

professionalism. 

1.3.1.1 Professions and professionals  

There is some ambiguity surrounding the word ‘profession’ because it is regularly used in 

dialogue, generally indicating what an individual does for a living. A profession can be defined as 

“a paid occupation, especially one that involves prolonged training and a formal qualification.”
33

 

This definition does not, however, consider some of the key features of a profession (e.g. expert 

knowledge; autonomy) which separate professions from other occupations. Over the years 

sociologists have attempted to define what a profession is, and how it may differ from other 
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occupations.
34, 35

 For example, Carr-Saunders and Wilson (p.3)
34

 defined a profession as: “an 

occupation based upon specialised intellectual study and training, the purpose of which is to 

supply skilled service or advice to others for a definite fee or salary.”  

Historically, sociological research has considered quintessential examples of professions to 

include clergy, law and medicine.
35-37

 Debate around whether pharmacy is a true profession has 

surfaced in the past.
38, 39

 Some authors have commented how pharmacy has not blossomed into 

a true profession and is more of a ‘quasi-profession’.
37

 Denzin and Mettlin purported that 

pharmacy achieved what they refer to as ‘incomplete professionalization.’
37

 They argued that 

although pharmacy has developed traits of a profession, it still contains elements of an 

occupation; in particular they suggested that pharmacy does not follow the constraints of a 

profession such as “you do not advertise.”
37

 Since the drugs that pharmacists deal with are 

essentially ‘products’ they require advertising to make profits. Perhaps more worryingly was that 

Denzin and Mettlin commented on how institutions in pharmacy have failed to recruit committed 

individuals who would be willing to devote their time to the altruistic aims of the profession.
37

 They 

noted that this could be because pharmacy is stuck between two value orientations: business and 

profession, something which McCormack
39

 had indicated previously. The analysis of pharmacy 

conducted by Denzin and Mettlin is now quite dated and has since been criticised for lacking 

sufficient data and evidence to support their claims.
40

 There is little contention with pharmacy 

being considered a true profession today.
22, 41

  

There are many ways in which to outline the characteristics of a profession, but to maintain the 

focus of this review it is important to consider how the pharmacy profession and its members are 

characterised. A useful description of the traits of pharmacy, as a recognised profession, and 

pharmacists, as professionals, was offered in recent years by a task force on professionalism 

formed collectively by the American Pharmaceutical Association Academy of Students of 

Pharmacy (APhA-ASP) and the American Association of Colleges of Pharmacy Council of Deans 

(AACP-COD) on Professionalism.
42

 The traits are comprehensive and cover a number of 

attributes which are commonly used to define a profession (e.g. an ethic that is binding on the 

practitioners; a body of knowledge unique to the members) and professional (e.g. ethically sound 

decision making; knowledge and skills of a profession). The APhA-ASP and AACP-COD
42

  

considered a profession an occupation whose members share ten common characteristics. The 

task force also defined a professional (i.e. pharmacist) as a member of a profession who 

displayed the traits of a professional (see Table 1.2). The traits articulate neatly what it means to 

be a member of the pharmacy profession. 

 

 

 

 



19 

 

Table 1.2: Definitions of profession and professional
42

 

Traits of a profession Traits of a professional 

 

1) Prolonged specialized training in a body of 

abstract knowledge 

2) A service orientation 

3) An ideology based on the original faith professed 

by members 

4) An ethic that is binding on the practitioners 

5) A body of knowledge unique to the members 

6) A guild of those entitled to practice the profession 

7) A set of skills that form the technique of the 

profession 

8) Authority granted by society in the form of 

licensure or certification 

9) A recognized setting where the profession is 

practiced 

10) A theory of societal benefits derived from the 

ideology 

 

1) Knowledge and skills of a profession 

2) Commitment to self-improvement of 

skills and knowledge 

3) Service orientation 

4) Pride to the profession 

5) Covenantal relationship with the client 

6) Creativity and innovation 

7) Conscience and trustworthiness 

8) Accountability for his/her work 

9) Ethically sound decision making 

10) Leadership  

 

In Great Britain (GB), pharmacy professionals include pharmacists and, more recently, pharmacy 

technicians, who are both members of the pharmacy profession. It is expected that pharmacy 

professionals will demonstrate the aforementioned traits as a member of the profession. For 

example, in line with trait 1 (prolonged specialized training in a body of abstract knowledge) noted 

above, pharmacists will undertake extensive training, through typically completing five years of 

education and training prior to registration. Although the pharmacy regulator in GB, the GPhC, 

has not laid out similar traits of professionals as the APhA-ASP and AACP-COD,
42

  it does lay out 

standards for conduct, ethics and performance
43

 that outline principles a pharmacy professional 

must abide by. These are displayed in Table 1.3. 

Table 1.3: Seven principles of good practice
43 

1. Make patients your first concern 

2. Use your professional judgement in the interests of patients and the public 

3. Show respect for others 

4. Encourage patients and the public to participate in decisions about their care 

5. Develop your professional knowledge and competence 

6. Be honest and trustworthy 

7. Take responsibility for your working practices.  
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The principles in the standards for conduct, ethics and performance
43

 map closely onto traits 

relating to professionals as provided by the APhA-ASP and AACP-COD,
42

 highlighting what is 

required to be a pharmacy professional.       

1.3.1.2 Approach to defining professionalism 

Professionalism can be considered through a ‘macro’ (i.e. institutional) or ‘micro’ (i.e. individual) 

level. For example, an educational institution can convey levels of professionalism at a top-down 

level
11, 22

 whilst, at the same time, individuals within these institutions can transmit professionalism 

through a range of behaviours.
10, 21, 22, 44

 It should be made clear at this stage that it is the 

professionalism of an individual that is of interest here and will be the main focus of discussion in 

this chapter. With brief discussions of professions and professionals providing some background 

context, the way in which professionalism has been defined will be considered, again drawing on 

literature beyond pharmacy, particularly from medicine.  Professionalism is undoubtedly a rather 

abstract concept that has proven hard to define over the years.  As Arnold and Stern
45

 noted, 

educators, teachers and students can struggle with understanding the concept of professionalism 

but claim ‘they know it when they see it.’ 

A useful place to start in defining an elusive concept is to refer to a dictionary definition
33

 which 

defines professionalism as “the competence or skill expected of a professional.” Unfortunately, a 

simple definition of professionalism such as this does not, unsurprisingly, explain in detail some of 

the broader issues dealt with in the literature on professionalism which will be discussed in the 

next section.   

1.3.1.3 Defining professionalism 

One finding from the review of literature was that there were a number of commentary and opinion 

pieces on the topic of professionalism in both medicine
8, 46-48

 and pharmacy.
44, 49, 50 

The 

prevalence of such writings demonstrates that professionalism is a topic receiving considerable 

debate. Furthermore, since professionalism is a relatively novel research area, with no universal 

consensus as to what it encompasses, academics often share their thoughts and opinions on the 

matter rather than reporting research data. Nevertheless, there were some particularly salient 

sources that provided well recognised and often adopted definitions for research and assessment 

purposes. Definitions of professionalism in medicine, which were abundant in the literature, are 

considered first before considering professionalism in pharmacy. Many of the ways in which 

professionalism can be defined in medicine apply equally to pharmacy. 

In medicine, a great deal of time and resources have been invested in establishing a ‘new 

professionalism’
7, 8, 51

 in recent years. Donald Irvine, who has published much work on medical 

professionalism,
7, 52-54

 has suggested that people think of professionalism in three main ways
8
: 

 the mastery of technical knowledge and skills 

 strong ethical principles and values, such as honesty, respectfulness and reliability 

 notions of a calling and of service, in which altruism comes before anything else 



21 

 

This provides a basic overview of professionalism and how it can be conceptualised, however, it 

is important to go further to consider in more detail some of the attributes of professionalism. One 

useful definition is that offered by eminent academics in the field, Arnold and Stern (p.19)
45

: 

“Professionalism is demonstrated through a foundation of clinical competence, 
communication skills, and ethical and legal understanding, upon which is built 
the aspiration to and wise application of the principles of professionalism: 
excellence, humanism, accountability and altruism.”  

This definition emphasises the importance of clinical competence, communication skills and 

ethical and legal understanding as fundamental aspects of professionalism, which in many ways 

are what is required to practise effectively as a doctor, or equally, as a pharmacist. Many 

researchers have often approached professionalism as something that is enacted.
55-57

 Cohen, for 

example, notes that professionalism is a way of acting which comprises a set of observable 

behaviours. He considers humanism as a way of being which manifests through elements such as 

altruism, respect for others and compassion. Its link with  professionalism is that humanism 

“provides the passion that animates authentic professionalism (p.1029).”
56

  

Of particular relevance to this review was to consider definitions of professionalism from the UK. A 

working party on medical professionalism set up by the Royal College of Physicians conducted a 

consultation between 2004-2005 whose principle aim was to define the nature and role of medical 

professionalism in modern society, part of which was to consider ways of defining medical 

professionalism relevant for the 21
st
 century.

51
 The definition of professionalism in their resulting 

report was as follows: “Medical professionalism signifies a set of values, behaviours, and 

relationships that underpins the trust the public has in doctors” (p.14).
51

 The document goes on to 

state (pp.14-15)
51

: 

“Medicine is a vocation in which a doctor’s knowledge, clinical skills, and 
judgement are put in the service of protecting and restoring human well-being. 
This purpose is realised through a partnership between patient and doctor, 
one based on mutual respect, individual responsibility, and appropriate 
accountability.” 

In their day-to-day practice, doctors are committed to: 
• integrity 
• compassion 
• altruism 
• continuous improvement 
• excellence 
• working in partnership with members of the wider healthcare team. 

These values, which underpin the science and practice of medicine, form 
the basis for a moral contract between the medical profession and society. 
Each party has a duty to work to strengthen the system of healthcare on 
which our collective human dignity depends.” 

 

In a recent systematic review of defining professionalism in medical education between 1999 and 

2009, Birden et al.
58

 noted that although there is a now vast literature on the topic of 

professionalism there is no clearly resolved definition or teaching and assessment methods for it. 

The authors did, however, note that more recent papers that focused on defining and examining 
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professional behaviours more accurately portrayed the complex and contextual nature of 

professionalism in medicine. Such papers include, for example, Van de Camp et al.
59

 who broke 

the behaviours of professionalism down into four components: professionalism towards the 

patient; professionalism towards other professionals; professionalism towards the public; and 

professionalism towards oneself.  

Definitions of professionalism in medicine in relation to doctors are, in many ways, transferable to 

pharmacists, particularly as the pharmacy profession moves towards a more patient facing role.
9, 

60
 Consider, for example, a recent description of the role of pharmacists provided by Bond (p.3),

61
 

describing pharmacists as: 

“Experts on the actions and uses of drugs, including their chemistry, their 
formulation into medicines and the ways in which they are used to manage 
diseases. The principal aim of the pharmacist is to use this expertise to 
improve patient care. Pharmacists are in close contact with patients and so 
have an important role both in assisting patients to make the best use of their 
prescribed medicines and in advising patients on the appropriate self-
management of self-limiting and minor conditions.” 

It becomes clear that the expert knowledge and skills of pharmacists is a key part of their role in 

patient care. The complexity of professionalism in pharmacy, as in medicine, appears to be 

recognised and a number of studies have attempted to define it.
6, 62-65

 It has proven challenging, 

not least because it is a difficult concept to tease apart. As Hammer et al.
22

 noted, there are a 

number of related constructs to professionalism which either overlap or are subsumed by the 

concept.  Some of these constructs include, for example, professional ethics, professional 

competence, professional identity / image and moral reasoning.
22

 This has no doubt hindered the 

establishment of a universal definition of professionalism in pharmacy, as it has in medicine, and 

created challenges for the pharmacy profession in defining it.  

The regulator of the pharmacy profession in GB, the GPhC, has Standards of Conduct, Ethics and 

Performance
66

 (previously the Code of Ethics
67

) which lay down principles of good practice (see 

Table 1.3 in section 1.3.1.1). These principles are also the same for pre-registration trainees
68

  

and pharmacy students – albeit with fewer stipulations – who have a student code of conduct.
69

 

Although it can be seen that these principles feed into professionalism, the use of the term 

‘professionalism’ is not adopted as it is in, for example, section 2.2. of the Medicines, Ethics and 

Practice (MEP) publication,
70

 produced by the professional body in GB, the Royal Pharmaceutical 

Society (RPS).
71

 Although it can be seen that principles laid out by the GPhC feed into 

professionalism, the use of the term ‘professionalism’ is not adopted as it is in equivalent 

documents provided by the General Medical Council in the UK (i.e. Good Medical Practice
72

). 

Therefore, it is important to turn to the literature to explore how research has aided our 

understanding of the meaning of professionalism in pharmacy. 

In a recent review paper by Wilson et al.,
63

 the ways in which pharmacy professionalism has been 

discussed and defined in literature between 1998 and 2009 were reviewed. The 58 articles they 

reviewed (70% of which were of American origin) covered 55 different components of 

professionalism. They also found that the number of components of professionalism that were 
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considered in an individual article ranged from between one and 21. This demonstrates the 

widespread interpretation of professionalism and its underlying attitudes and behaviours. There 

was, however, consensus in elements of professionalism: ‘honesty’, ‘integrity’, and ‘trustworthy’ 

were the most common terms used in the literature.
63

  

A particularly useful definition identified in the literature of professionalism in pharmacy, that is 

broad and inclusive, was provided by Hammer (p.456)
6
: “the possession and/or demonstration of 

structural, attitudinal and behavioral attributes of a profession and its members.” The structural 

attributes include elements such as a specialised body of knowledge and skills and autonomy; 

attitudinal elements include a predisposition, feeling, emotion, or thought that upholds the ideals 

of a profession; and behavioural elements include behaving in a manner to achieve optimal 

outcomes in professional tasks and interactions.
6
 Whilst this definition serves to capture the broad 

nature of professionalism, it is useful to delve further into these elements of professionalism 

through, for example, considering some of the traits of professionalism. In order to do this, we 

return to the work of the APhA-ASP and AACP-COD,
42

 discussed in section 1.3.1.1. In their white 

paper on professionalism they define professionalism as the active demonstration of the traits of a 

professional, namely
42

: 

1) Knowledge and skills of a profession 

2) Commitment to self-improvement of skills and knowledge 

3) Service orientation 

4) Pride to the profession 

5) Covenantal relationship with the client 

6) Creativity and innovation 

7) Conscience and trustworthiness 

8) Accountability for his/her work 

9) Ethically sound decision making 

10)  Leadership 

Subsequent to this white paper, Hammer et al. published a well-recognised article that outlined 

aspects of professionalism.
22

 Hammer et al. attempted to conceptualise professionalism through 

referring to components of a bicycle wheel as an analogy (p.3)
22

:  

“The center of individual professionalism is a set of core values that includes 
altruism/service, caring, honor, integrity, duty, and others. The spokes 
radiating from the hub are behaviors demonstrated by the individual: respect, 
accountability, empathy, compassion, and others. The tyre itself is what some 
could consider ‘icing on the cake’ – dressing professionally, punctuality, acting 
courteously, exhibiting good grooming habits, and so on.” 

A white paper authored by Roth and Zlatic
41

 extended this analogy of professionalism offered by 

Hammer et al.
22

 and noted that much of the literature on professionalism related to a fiducial 

relationship (i.e. built on trust) between the patient and pharmacist. When conceptualising 

professionalism they placed the fiducial relationship that pharmacists have with the patients in the 
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centre of the bicycle wheel (see Figure 1.1).  The spokes represented the traits where behaviours 

would stem from.   

 

Figure 1.1: Conceptualisation of professionalism traits
41

 

  

Researchers in the UK offered a more recent and succinct definition of professionalism in 

pharmacy which highlights the expert knowledge that underpins the professionalism of 

pharmacists and their role in supporting patients’ health in collaboration with doctors. Whilst 

considering the definition of professionalism from medicine from the Royal College of 

Physicians,
51

 Elvey et al.
65

 offered the following definition of professionalism in pharmacy, 

highlighting the profession’s expertise in knowledge of medicines in serving patients in partnership 

with doctors. 

“Pharmacy is a vocation in which a pharmacist’s knowledge, clinical skills, and 
judgement (as medicines expert) are put in the service of protecting and 
restoring human well-being. This purpose is realised through a partnership 
between the patient and pharmacist, which closely relates to, and supports, 
the partnership between patient and doctor.” 

It can be seen from the discussion of literature that there are different ways in which to define 

pharmacy professionalism, often times by breaking down professionalism into multiple 

components. Hammer’s take on defining it according to broader components, particularly the 

“attitudinal and behavioral attributes of a profession and its members”
6
, is a good way to approach 

examining its development (discussed next, in section 1.3.2). Indeed, much of the work on 

examining the development of professionalism is done through considering changes in attitudes 

and behaviours. Behaviours are often studied, and indeed scrutinised, most as they are more 
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easily measured against attributes or perceptions of professionalism.
58, 59

 Professional behaviours 

have been central to a prominent definition of professionalism provided by Chalmers (p.10)
73

: 

“Professionalism is displayed in the way pharmacists conduct themselves in 
professional situations. This definition implies a demeanor that is created 
through a combination of behaviors, including courtesy and politeness when 
dealing with patients, peers, and other health care professionals. Pharmacists 
should consistently display respect for others and maintain appropriate 
boundaries of privacy and discretion. Whether dealing with patients or 
interacting with others on a health care team, it is important to possess – and 
display – an empathetic manner.” 

Professional behaviours or ‘behavioural professionalism’ has been defined as “behaving in a 

manner to potentially achieve optimal outcomes in professional tasks and interactions” 

(Purkerson, 1999 cited in Hammer et al., 2000
23

). Amongst other attributes, behavioural 

professionalism includes being reliable, dependable, communicating respectfully and articulately, 

and putting others’ needs above one’s own. Hammer et al.
23

 developed a comprehensive list of 

behavioural items that were used to define and measure behavioural professionalism in a 

questionnaire (see Appendix 1). 

Definitions of professionalism are numerous but there are many shared views on what constitutes 

professionalism. Considering a consolidated definition of professionalism in pharmacy as “the 

possession and / or demonstration of structural, attitudinal and behavioural attributes of a 

profession and its members,” as Hammer
6
 does, offers a pragmatic way to conceptualise it when 

considering how it can develop during education and training.  

1.3.2  The development of professionalism and professional 
socialisation 

This section considers how the development of professionalism occurs. Naturally, the way in 

which the development of professionalism can occur poses many challenges given that it is a 

lifelong process and many of the core values, attitudes and behaviours, associated with 

professionalism can be fostered in one’s youth. Moreover, the way in which the development of 

professionalism can be studied theoretically are numerous with broader theories of socialisation
74

 

and various learning models having applicability (e.g. experiential learning
75

; situated learning in a 

community of practice
76

; and, more recently, experience based learning
77-80

). (The researcher did 

not subscribe to a specific theory on learning in relation to the development of professionalism 

during pharmacy education and training, as this could have limited the exploration of this process 

in an underresearched area.)  

Professionalism and its learning and development has been explored in other professions. 

Findings from the literature of other healthcare professions, particularly medicine – at the forefront 

of research into professionalism – are discussed. This serves to better understand the ways in 

which professionalism is developed in pharmacy students / trainees during education and training.  

With one’s upbringing often inculcating the values underpinning professionalism, formal and 

informal education and training then serve to shape an individual’s professionalism towards that 
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expected of a professional. A short discussion of upbringing and early socialisation is presented 

first, followed by a longer discussion of the role of education and training. They are considered in 

the context of socialisation which is a relevant theory to examine professionalism.  

1.3.2.1  Upbringing and early socialisation 

When reviewing the literature on how an individual (e.g. pharmacy student) develops 

professionalism it was evident that one’s childhood had a key role to play. Upbringing was 

important in the development of aspects of professionalism from an early age prior to formal 

education and training. Findings from research in medicine
81, 82

 and pharmacy
65, 83

  support the 

view that the values of professionalism can be developed during one’s upbringing through 

adopting humanistic values, such as honesty and empathy, that underpin professional values. 

Much of this learning takes place in a social context by learning from others during a process of 

socialisation.  

Socialisation is a complex and dynamic process and has been considered from a number of 

disciplines including sociology, anthropology and psychology. It can be broadly defined as “the 

process by which individuals acquire knowledge, skills, and dispositions that enable them to 

participate as more or less effective members of groups and the society” (Brim, 1966 cited in 

Goslin, 1969
74

). Naturally, socialisation begins at the start of human interaction during an 

individual’s infancy and can continue throughout the lifecycle.
74

 Socialisation is a life process, but 

is generally divided into two parts: primary and secondary socialisation. Primary 

socialisation takes place early in life, as a child and adolescent where Individuals learn about their 

role within a culture such as gender, ethnicity and religion, roles inculcated mainly by their 

family.
24

 Secondary socialisation refers to the socialisation that takes place after primary 

socialisation as one encounters new groups that require additional socialisation. For example, 

when someone starts a job they learn the norms of the working culture and how to function in their 

role. It is the latter (secondary) socialisation that is of relevance to professional socialisation. 

1.3.2.2  Professional socialisation 

With the concept of socialisation having been briefly discussed, it is important to consider the 

process of socialisation of healthcare professionals (i.e. professional socialisation) such as 

pharmacists. The importance of socialisation in the learning and development of professionals 

has been recognised and has been a focus of inquiry over the years in fields such as medical 

sociology. Broad definitions such as those offered by Merton (p.287),
84

 in the context of the 

medical profession, serve to capture the essence of what socialisation involves; it is: 

“a process by which people selectively acquire the values and attitudes, the 
interests, skills and knowledge—in short, the culture—current in the groups of 
which they are, or seek to become a member.” 

Essentially, the process of professional socialisation is one whereby students / trainees are 

transformed into professionals, with the development of the appropriate attitudes and behaviours 
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(i.e. professionalism) taking place during this process. In relation to the pharmacy profession, 

Hammer et al. (p.9)
22

 described professional socialisation as:  

“the transformation of individuals from students to professionals who 
understand the values, attitudes, and behaviors of the profession deep in their 
soul. It is an active process that must be nurtured throughout the 
professional’s/student’s development. In pharmacy the socialization process 
begins the moment a student (or potential student) observes or interacts with 
pharmacists, evaluates what they do, or actively seeks information about the 
profession. Beliefs, attitudes, and behaviors begin to develop with regard to 
pharmacists’ roles.” 

Although the process itself may suggest a passive role of the individual being socialised during 

the process of professional socialisation, one cannot discount an individual’s own agency in 

participating in the socialisation process, they are not simply moulded into the profession as 

passive individuals following rules.
85

 It would, therefore, seem most appropriate to subscribe to 

the notion that there are indeed contextual (social) and individual (cognitive) elements which work 

in tandem to support the process.
86

  

Medical sociology has considered stages of socialisation that depart from a simple division 

between primary and secondary socialisation. Shuval
87

 posited that professional socialisation 

consists of three stages: pre-socialisation, formal socialisation and post-socialisation.
87

 Pre-

socialisation occurs within one’s family and schooling. This is followed by formal socialisation 

which takes place during professional education and training, such as at university, and is where 

students learn to behave in a professional manner through cognitive and interactional activities. 

Lastly, post-socialisation occurs after formal socialisation until retirement.  

In pharmacy in GB, Willis et al.
83

 described developmental stages that are similar to stages of 

socialisation identified by Shuval in medicine, in understanding how early career pharmacists 

learn about professionalism. They conducted 10 focus groups with early career pharmacists, pre-

registration tutors and pharmacy support staff from hospital and community. It was found that 

there were three main developmental stages in learning about professionalism: early life; 

undergraduate education; and, most importantly, experience in practice (with feedback, role play 

and role models especially important here).
83

  

There has been little contemporary research on professional socialisation in the health and social 

care professions as noted by Clouder in 2003,
85

 and such comments, to date, cannot be 

challenged. Perhaps this is because the process itself is very complex which can be tackled from 

many different angles (e.g. examining changes in attitudes, values or behaviours – all of which 

are multifaceted). Whilst the lack of research into professional socialisation is apparent, 

particularly for pharmacy, there are studies which have looked into the socialisation of neophyte 

healthcare professionals in medicine,
88,93, 94 

nursing,
89-91

 dietetics,
92, 93

 and physical therapy 

students.
94

 Longitudinal qualitative studies such as those in nursing
89-91

 offered the most insights 

into how individuals were socialised into a profession and developed professionalism. 
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With a brief overview of professional socialisation and its stages having been described, a closer 

look at the role of education and practice on socialising pharmacy learners and supporting the 

development of professionalism will be discussed.    

1.3.2.3   Understanding the role of formal education  

This section focuses on the role of formal education and how this shapes the way pharmacy 

students are socialised into the profession and develop elements of professionalism. Formal 

education here is considered that which is part of the formal curriculum: i.e. that which is stated, 

intended, and formally offered.
95

 The focus here is on the development of professionalism and 

professional socialisation during formal education in pharmacy in the UK, specifically the four year 

full-time Master of Pharmacy (MPharm) degree.  

Although an individual’s basic character may already be formed at the time of admission to the 

MPharm degree,
96

 formal education can serve to inculcate the values, attitudes and behaviours of 

the profession in students. At the start of  formal professional education, some schools of 

pharmacy, particularly those in the USA,
97

 may hold a white coat ceremony, described by one 

school as when new students are welcomed to the school as ‘colleagues dedicated to patient 

care’
98

; this may support professional socialisation.
97

 Oaths to pharmacy may also be given during 

a white coat ceremony whereby students pledge their service to the profession. Again, whilst this 

may be more popular in the USA, it has more recently been enlisted by some schools in the UK 

such as Manchester and Huddersfield.
99

 Throughout pharmacy students’ education, the 

importance of elements of professionalism can be conveyed to students through guidance and 

standards, such as the student code of conduct for pharmacy students in the UK.
69

 Moreover, 

elements of professionalism (e.g. effective communication) may be taught directly as part of the 

pharmacy curricula, with most potential for this occurring during the more practice-based modules 

relating to pharmacy (e.g. role playing during dispensing labs).
10, 14, 15

    

Debate over whether professionalism can be taught explicitly through formal education 

(didactically) is present in the literature. For example, from the medical literature, authors such as 

Cruess and Cruess
100, 101

 support the notion that professionalism can, and needs to, be taught 

explicitly, particularly since doctors have demonstrated failures in upholding obligations 

associated with professionalism
102, 103

 and been implicated in serious malpractice.
1, 2

  The 

teaching of professionalism in formal education can be done through various means including 

lectures, smaller group seminars, directed reading and through doing role-playing exercises.
46

 

However, it is likely that the ways in which individuals learn professionalism in the educational 

setting also happen beyond what they are taught in the formal curriculum.
95

 

In contrast to the formal curriculum are the ‘informal’ and ‘hidden’ curricula.
95

 The hidden 

curriculum was a term first coined by Philip Jackson,
104

 who observed elementary school 

classrooms and considered education a process of socialisation. Jackson found that teachers and 

students must learn the rules, regulations and routines in order to pass through the social 

institution (i.e. the school) satisfactorily. More recently, this notion of a hidden curriculum, and an 

‘informal curriculum’, has been discussed in relation to medical education and training.
47, 95
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The informal curriculum, is unscripted, predominately ad-hoc, includes the significance of role 

models, and is a highly interpersonal form of teaching and learning. The hidden curriculum, which 

is described as a set of influences that function at the level of organisational structure and culture, 

includes customs, rituals, commonly held ‘understandings’ throughout medical (or indeed other 

professional) education.
95

 The hidden curriculum has been implicated as a major contributor to 

the inculcation of professionalism within educational settings.
22, 47, 105-107

 Hafferty (p.404),
95

  

argued that due to the hidden and informal curricula  “there is a fundamental distinction between 

what students are taught and what they learn.”  

The diversity and complexity of the informal and hidden curricula that can be witnessed in medical 

education is no doubt different to that in the MPharm degree in pharmacy. Indeed, medical 

students are exposed to the practice environment early on in their career
108

 where much clinical 

teaching takes place and where integration between theory and practice, through a range of 

clinical placements, is emphasised in curricula.
109

 There are ample opportunities to witness 

different working environments and practices. There is not a parallel experience for students 

completing the typical four-year MPharm degree,
10, 110

 and most of the teaching and learning 

takes place within the university setting.  

The university setting in pharmacy education lends itself to the professional socialisation and 

development of professionalism as the process is underway at the beginning of the MPharm.
83

 An 

‘organisational philosophy’, which essentially incorporates all aspects of teaching and learning 

leading to the development of professional attitudes and behaviours in existence within pharmacy 

schools has been described in the literature.
14

 A school may be seen as ‘integrated’, whereby 

explicit standards of professionalism are both demonstrated by staff members and recognised 

and reinforced among students, is present, with much overlap between i) what is intended to be 

taught, ii) what is actually taught, and iii) what is received by learners. In contrast is a more 

‘diffuse’ organisational philosophy with little overlap between the three.
14

 Of particular importance 

during the MPharm, is the role of qualified pharmacist teaching practitioners to facilitate the 

professional socialisation of students.
15, 44, 111

 In an examination of MPharm curricula in four UK 

schools of pharmacy, Taylor and Harding
111

  reached the conclusion that the importance of 

professional socialisation, is inadequate and barely acknowledged. In another paper, Harding and 

Taylor (p.766)
44

 noted:  

“For pharmacy students, professional socialisation only occurs through 
interaction with those who embody and practise the profession’s cultural 
values … the quality and appropriateness of pharmacy education in preparing 
students for practice is potentially compromised by the shortage of pharmacy-
trained faculty and a tendency for the bulk of learning to take place in a purely 
academic environment.” 

Whilst MPharm education contributes to the professional socialisation of students, it is ‘real life’ 

practice experience in the workplace that is arguably where professional socialisation and the 

development of, and opportunities to demonstrate (i.e. with colleagues and patients) 

professionalism will truly occur. The medical literature discusses how workplace learning plays a 

critical role in the development of learners’ attitudes, behaviours and skills as they are socialised 
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into the profession. A number of factors contribute to this development including work 

environment / culture, supervision, feedback, and, importantly, exposure to patients. Contact with 

patients during early stages of medical education has been shown to develop biomedical and 

clinical knowledge,
112

 communication skills and empathy,
113

  and clinical reasoning.
114

  

Unfortunately, there appears to be a dearth of practical placements, exposing pharmacy students 

to practising pharmacists in practice during the MPharm degree. Research conducted in 2003 by 

Wilson et al.
110

 found that all schools of pharmacy in the UK offered hospital placements, though 

the amount varied. There was little in the way of exposure to community practice which is the 

most common place for trainees to undertake pre-registration training; for example 72.1% of 

trainees in 2011/12 were training in community (GPhC, data from personal communication, May, 

2011).  

So how effective is the MPharm in socialising students into the profession, allowing them to 

transition into pre-registration training with suitable skills? Some research has helped answer this. 

For example, one study suggested that the MPharm degree may not prepare pharmacy graduates 

well for practice. Findings showed that 31% of pre-registration trainees surveyed in 2001 believed 

the MPharm degree had little resemblance to the knowledge required in practice and 87% 

believed that more emphasis should be placed on teaching clinical and practice subjects.
115

 A 

more recent survey of final year MPharm students from 14 schools of pharmacy in 2006
116

 

appeared more positive, with the majority agreeing that the MPharm prepared them for the 

performance and professional approach to pharmacist-role tasks (e.g. good clinical knowledge; 

team-working skill; professional behaviours). However, as these respondents had not entered 

practice they may have been unable to predict what areas they were truly unprepared for. Such 

misjudgement has been found in research with junior doctors.
117

 Findings from a study by Langley 

and Aheer
118

 showed that there were discrepancies between final year MPharm students’ 

perceptions of their abilities  and employers’ perceptions of graduates abilities. Most students that 

were surveyed believed they possessed some or most of the skills required for pre-registration 

training. In contrast, interviews with individuals involved in recruiting graduates considered 

communication skills and the ability to apply knowledge to be lacking at the start of pre-

registration training.
118

 The limitation of this research, however, was the inclusion of only one 

school of pharmacy as opposed to 14 in aforementioned study
116

 and therefore the findings 

lacked generalizability.   

Although professional socialisation starts early on in one’s career, at the start of professional 

education,
22, 119

 the practice-based pre-registration training year arguably plays the largest and 

most significant role in this developmental process.  

1.3.2.4  The pre-registration training year in Great Britain 

This section will consider the role of the pre-registration training year in pharmacy in GB in the 

professional socialisation and development of professionalism in pre-registration trainees. It 

should be noted that the labelling of this section as ‘GB’ as opposed to ‘UK’ is because Northern 
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Ireland manages its own system of pre-registration training under the Pharmaceutical Society of 

Northern Ireland.
120

 The focus here is on pre-registration training in GB.  

Following the four year MPharm degree, the vast majority of trainees will undertake their pre-

registration year in a single sector (community or hospital pharmacy). At the start of the pre-

registration year, trainees are allocated a pre-registration tutor, a pharmacist, who will be 

responsible for supervising and assessing trainees during the pre-registration year. Assessment 

involves signing off three 13-weekly progress forms and one final declaration confirming the 

trainee is deemed fit to join the register. Trainees must also demonstrate competence in 76 

performance standards that cover areas of personal effectiveness, interpersonal skills, and 

medicines and health,
121

 supported through their own written accounts documented in a portfolio; 

these are signed off by the tutor. To register, trainees must also pass a written national 

registration assessment. Newly registered pharmacists can go on to practise in any sector. 

(Appendix 2 provides a more comprehensive overview of the current arrangements for pre-

registration training including how it is delivered and requirements during training.) 

In contrast to medicine, where registered doctors go on to complete years of speciality training, 

with accompanying monitoring and assessment, further training is not mandatory in pharmacy. 

Furthermore, there are no formal arrangements for continued support or mentorship for learning 

beyond registration in pharmacy. Therefore, it would seem particularly important for pharmacists 

to complete pre-registration training with the full range of competences required to practise 

effectively. It would seem much weight is placed on the pre-registration training year to effectively 

socialise trainees into the profession and develop professionalism. Naturally this would include 

developing all the necessary expert knowledge and skills to practise competently in their 

environment,
42, 65

 wherever this may be (e.g. in a small independent pharmacy or a specialist 

hospital). Furthermore, other elements of professionalism such as responsibility
41

 and 

accountability
42

 and more humanistic elements of professionalism including altruism, respect for 

others and compassion should be fostered.
22, 41

 

Research into the pre-registration year and its contribution to the development of trainees’ 

professionalism appears to be lacking. Some research relating to this area was found although it 

did not address the issue of professionalism explicitly.
122, 123

 For example, one study in the early 

1990s by Mudhar
123

 examined the views of pharmacy graduates, who were carrying out their pre-

registration year, about their degree. Respondents believed that vocationally-oriented topics were 

the most useful, with topics such as pharmaceutical chemistry being of little use. Respondents 

reported that they benefitted a lot from clinically-oriented topics that they were taught during the 

degree. Other research investigating the views of pre-registration trainees found that pre-

registration tutors may not be considered good role models by some trainees
124

 and that tutors 

may not be involved with the selection of their trainees.
124

 The questionnaires used, however, 

lacked detail and the findings did not reveal much about the process of professional socialisation 

and development of professionalism of trainees. 
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One particularly relevant study, relating to pre-registration training, examined hospital pre-

registration tutors’ perceptions about competence (relating to professionalism) of pharmacy 

graduates and trainees at the time of registration
125

 The authors used a questionnaire based upon 

Stern’s definition of professionalism in medicine,
126

 including items around communication skills, 

knowledge and skills and accountability. Results included, for example, that the majority of tutors 

believed graduates did not know how to communicate effectively with patients or other healthcare 

professionals, demonstrate good knowledge in their area of work, or be able to handle ethical 

decision making appropriately. In contrast, most tutors believed graduates knew how to 

communicate with tutors and the immediate pharmacy team effectively, understand and follow 

legislation relevant to pharmacy practice, treat all patient information as confidential, show respect 

for others and show compassion and empathy. By the time trainees could register following 

training, the vast majority of tutors believed that trainees would be competent in the 

aforementioned areas of practice, in addition to a range of others. There were, however, a few 

exceptions. For example, only 34% of tutors agreed trainees would be competent in 

demonstrating leadership at registration. This study demonstrated the utility of the training year in 

socialising trainees and facilitating their development of recognised elements of professionalism. 

However, it was an examination of perspectives of hospital tutors only, and did not explore 

processes over time that may lead to this development during pre-registration training. Another 

study by Christou et al.
127

 compared a small number of hospital trainees and their tutors’ ratings of 

trainees’ competence on seven aspects of professionalism (e.g. communication skills; pharmacy 

practice knowledge) – largely similar to that in the aforementioned study
125

 – at the start and 

towards the end of pre-registration training. Competence was seen to improve from both trainees’ 

and tutors’ perspectives, though tutors always rated their trainees higher then trainees rated 

themselves.
127

 This study was, however, with a small sample from one region and was limited to 

the hospital sector.  

Recent research in GB explored how professionalism is learned in early career pharmacists using 

focus groups, and this has relevance to understanding more about the process of professional 

socialisation and development of professionalism during pre-registration training.
64, 65, 128, 129

 

Participants included early career pharmacists between one and two years post-registration, pre-

registration tutors and support staff (non-pharmacists: pharmacy technicians, dispensers and 

healthcare assistants). Findings from this research showed that the settings where 

professionalism was learned varied. Settings included the educational context, where much of the 

scientific knowledge considered to underpin professionalism
130

 were seen to be learned; early life 

and upbringing, and, most importantly, early professional training and practice. Findings from this 

research also highlighted the importance of materials such as the MEP and the performance 

standards for pre-registration trainees
131

 which provided guidelines for pharmacy practice; the 

importance of this were expressed by both pre-registration tutors and pre-registration trainees. 

Communication skills were considered to be developed a lot through practice. Various comments 

from participants were made that made reference to communication and the development such 

skills. For example, newly qualified pharmacists may not use patient-friendly language. Having 
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feedback was noted as an important element in the learning process to reflect on the ideal 

behaviours that should be carried out in practice. Interestingly, from the viewpoint of early career 

pharmacists, support staff were not considered to be role models whereas other pharmacists in 

the workplace, such as the pre-registration tutor, were. Some support staff did, however, make 

reference to the fact that they, along with the pre-registration tutor, helped the pre-registration 

trainee learn to communicate with patients which could have served the function of being a role 

model. There was also mention of negative role models witnessed in the practice setting, but 

these appeared to be recognised as ‘negative’ and their behaviours were seen as poor examples 

not to follow.
65

 Organisational and contextual influences on professionalism were also examined 

in this study. The results from the focus groups made it clear that the workplace environment 

could have an impact on professionalism. Workload pressures, such as working out of hours in 

hospital pharmacy and meeting customer expectations in community pharmacy, were seen to 

affect professional behaviour and could cause some individuals to act unprofessionally. Also 

working with a range of patients, some who may be quite threatening, could also be deleterious to 

how professional someone behaves.
65

  

1.3.3  Summary: moving towards a programme of work 

Although the literature presented in the previous sections was not an exhaustive presentation of 

all of the research in this area as a whole (the scope of the topics considered can cover much 

more than literature from pharmacy and other healthcare professions), a number of common 

themes materialised. For example, one of the most noticeable findings in the search of literature 

on professionalism was that there was more available in the field of medicine than pharmacy. 

There was also more literature originating from the US compared to the UK.  

Research identified in the literature relating to engendering professionalism often came in the 

form of case studies of individual schools of medicine
132, 133

 and schools of pharmacy.
134-136

 These 

studies were often conducted by academics within the school where the research took place. The 

sample of participants would typically include students in the early years of their medical or 

pharmacy education. There did not appear to be as much research conducted on qualified 

practitioners such as doctors and pharmacists; instead the focus tended to be on students and 

those in training. Perhaps this is because practitioners are less likely to be inculcated with 

professional values later in their careers and also because recruitment of practitioners in research 

can be difficult. 
137, 138

 In contrast, students and trainees undergo a vast amount of development in 

their formative years towards becoming a practitioner.
65, 82

  

The small number of research studies that have been conducted around professionalism in 

pharmacy have often focused on exploring how professionalism can be defined.
6, 10, 62

 Though a 

universal definition of professionalism may not be set in stone, research has shown considerable 

overlap in the constituents of professionalism that are pertinent in pharmacy (e.g. expert 

specialised knowledge; professional behaviours such as effective communication).
10, 23, 62, 65, 139

 

Other studies considered assessment methods (e.g. questionnaires),
23, 140

 and factors that may 

facilitate or impede its development (e.g. role models).
13, 15, 21, 22

 The research conducted on 
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professionalism in pharmacy was typically not longitudinal, and therefore it was hard to ascertain 

how systems of instilling professionalism in education and training affect students over time.  

In GB, the MPharm degree, has commonly lacked practice-based experience for students,
10

 

therefore the pre-registration year is likely to be a critical period in the development of 

professionalism as it bridges the gap between education and practice and it is where socialisation 

into the profession occurs most. It is in practice where interactions with healthcare professionals 

(who can act as role models
82, 83, 141, 142

) and patients
112, 114

 – both central to one’s professional 

socialisation and development – will take place. For a long time, pre-registration training has 

remained a rather nebulous ‘black box’
143

 that learners pass through with the end goal of 

preparing them for professional practice. There has been a lack of thorough evaluations into its 

efficacy to socialise trainees into the profession and develop professionalism. More research into 

the pre-registration year in pharmacy is needed to see how professionalism is fostered in pre-

registration trainees as the profession moves towards a more patient-centred role.
9
 It is also 

important to investigate the differences in professionalism development across the different 

settings where pre-registration training can take place as literature findings often related to the 

hospital sector.
125, 127

  

The number, and quality, of role models working alongside trainees is likely to vary. Evidence 

from research in medicine and pharmacy has found that role models are very influential in the 

development of professionalism in students and residents in practice.
13, 96, 144

 In the informal 

practice setting (as opposed to the more formal educational setting), pharmacy pre-registration 

trainees are likely to develop skills related to professionalism through being exposed to role 

models. Depending on the sector in which trainees are placed (e.g. in a hospital or community 

pharmacy), the numbers, as well as the types of role models besides tutors, are likely differ. For 

example, a pre-registration trainee working in a hospital pharmacy may come across many more 

pharmacists and, additionally, a range of doctors and other healthcare professionals. A trainee in 

a small independent community pharmacy may only work alongside one or two pharmacists, and 

support staff. Other factors may contribute to the development of professionalism during pre-

registration training, such as the opportunities to be involved in patient care, although this concept 

has not been explored.  

Given the paucity of research about pre-registration training with regards to professional 

socialisation and the development of professionalism, an appropriate step forward is to explore 

this. Although this critical period of development has been considered retrospectively in previous 

research,
20 

the amount of detail and emphasis placed on how professionalism is being learnt has 

been lacking. It is important to explore the development of professionalism prospectively over a 

period of time (i.e. longitudinally) to gain a better understanding of the elements of 

professionalism that are prone to change over time and how changes may occur. Thus, the 

researcher was motivated to research professional socialisation and the development of 

professionalism, particularly behaviours (as has been the focus of many authors,
23, 45, 55-57, 59

) in 
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pre-registration training in pharmacy. The programme of work that was developed to research this 

topic is discussed in the next chapter. 
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2 PROGRAMME OF WORK 

This chapter provides an overview of the overall aims of the programme of work and the design 

and general approach to undertaking the two work streams that composed the programme of 

work. Details of the ethical approval granted for each work stream also presented. This is followed 

by a brief discussion of the philosophical stance adopted which  plays a role in approaching a 

research study.
145, 146

 

2.1  Overall aim of the programme of work 

To investigate the process of professional socialisation and development of professionalism in 

trainees during pre-registration training in pharmacy. In order to address the overall aim, two 

separate work streams were devised, outlined in the following sections. 

2.2  Work stream 1: a prospective longitudinal mixed methods   
study 

There were two overarching aims for work stream 1: 

 to investigate the process of professional socialisation and development of 

professionalism in pharmacy trainees, over the course of the pre-registration training year 

and early practice from the perspective of trainees and their tutors; and  

 to explore any similarities / differences in the process of professional socialisation and 

development of professionalism in trainees during pharmacy pre-registration training 

across different organisations and sectors. 

In order to address these aims, a prospective longitudinal design was considered most 

appropriate. The longitudinal aspect of the design offered a number of advantages in this study 

and these included being able to: 

 explore accounts of experiences in practice during different stages  

 explore temporal changes in, for example, roles and responsibilities  

 return to participants to discuss findings from previous rounds of data collection 

Qualitative and quantitative methods were used to collect data in this study as this offered a 

means of triangulating data sources that can unite quantitative and qualitative findings
145

; results 

from each method can complement each other to address the research aims and objectives. 

Combining qualitative and quantitative methods longitudinally has benefits, for example, it can be 

possible to interpret quantitative data with more insight.
147

 Moreover, following up qualitative work 

with a larger quantitative study (which was done in work stream 2) can help generalise findings.
147

  

There were four rounds of data collection in this study (denoted ‘Round 1’ to ‘Round 4’ in Figure 

2.1). Each round of data collection typically spanned three weeks. Semi-structured interviews and 

questionnaires were used as tools for data collection (see section 3.2 in Chapter 3). A paired 

approach to collecting data was adopted which allowed the research to explore the process of 
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Figure 2.1: Diagram of the research design and data collection in programme of work 
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professional socialisation and development of professionalism from two perspectives: one being 

more personal and self-reflective (trainees), and another from a salient individual closely involved 

in trainee supervision (tutors).  

The first round of data collection took place at the beginning of the pre-registration training year to 

gain insight into the transition trainees underwent from the MPharm degree into training. The 

second and third round of data collection were undertaken around the time of the completion of 13 

week (trainees only) and 39 week progress reports to explore the process of professional 

socialisation and the development of professionalism at pertinent stages in the pre-registration 

year. Collecting data around the time of the completion of progress reports seemed advantageous 

because trainees and their tutors may have been more aware of trainee progress allowing them to 

reflect on interview questions and provide more informed responses. The final round of data 

collection (round 4) with newly qualified pharmacists (NQPs; former trainees) only took place after 

trainees had qualified as pharmacists. This allowed the researcher to explore any changes 

occurring in the final stages of training as well as the transition trainees faced as they progressed 

to practising as NQPs. 

2.2.1 Ethical approval and considerations 

NHS ethics approval was required at the time for this research as it involved the study of NHS 

staff on NHS premises (in the case of trainees and tutors working in hospital pharmacy). The 

research met criteria for proportionate review and was approved by the proportionate review sub-

committee of the NRES Committee North East – Newcastle and North Tyneside 1 on 25
th
 July, 

2011 (Appendix 3). 

The researcher ensured, from the first contact, that participants were aware of their right to 

withdraw at any time and detailed study information was contained in a participant information 

sheet (Appendices 4 and 5). Participants were given ample opportunity to understand the nature, 

purpose, and anticipated consequences of their involvement in the research so that they could 

give informed consent
148

 (Appendix 6). The researcher obtained informed consent from all 

participants and kept adequate records of when, how and from whom consent was obtained. 

Participants were reminded that interviews were anonymous and confidential, that their 

participation was entirely voluntary and that they could withdraw at any time. Data handling and 

storage was done in accordance with The University of Manchester policies and procedures. 

2.3  Work stream 2: a cross-sectional survey study 

The overall aim of work stream 2 was to examine changes in behavioural professionalism from a 

large representative sample of community and hospital trainees at the beginning to near the end 

of pre-registration training and gather trainees’ views on supervision received and their 

perceptions of how they believed they mattered to patients.
i
 

                                                      

i
 A patient mattering scale was used as a measure to tap into aspects of trainee engagement with patients. 
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In order to address the aim of work stream 2, a cross-sectional paper-based survey was 

developed. This was informed by the findings from work stream 1 which revealed the importance 

of, for example, supervision and patient involvement as conducive to the process of professional 

socialisation.  

The survey was administered to trainees near the end of the 2011/12 pre-registration training year 

with a reminder was sent approximately two weeks after (see Figure 2.1) to increase response 

rate (see and section 4.2.4). 

2.3.1 Ethical approval and considerations 

University ethics approval was required to conduct the research. An application was made to The 

University of Manchester ethics committee in May, 2012 full ethical approval was granted on 20
th
 

June, 2012 (Appendix 7). 

An invitation letter (Appendix 8) with information about the study was provided to potential 

participants along with the questionnaire. The information in the invitation letter outlined the nature 

of the study and that consent would be implied by returning the questionnaire to the researcher, 

which was not compulsory. Participants were given ample opportunity to understand the nature of 

the research before being contacted with a reminder letter (Appendix 9), if they did not return the 

questionnaire, sent approximately one week after the first mail out. Data handling and storage 

was done in accordance with The University of Manchester policies and procedures. 

2.4 Philosophical perspective 

Philosophical perspectives can be considered ‘the worldviews that define the nature of the world, 

the individual’s place in it, and the possible relationships to that world and its parts’ (Schuh and 

Barab, 2007:68).
149

 Creswell (p.8)
145

 uses the term ‘worldview’ to define what others may have 

named ‘paradigms’ or ‘epistemologies and ontologies’ and defines a world view as: 

“A general orientation about the world and the nature of research that a 
researcher holds. These worldviews are shaped by the discipline area of the 
student, the beliefs of advisers and faculty in a student’s area, and past 
research experiences. The types of beliefs held by individual researchers will 
often lead to embracing a qualitative, quantitative, or mixed methods approach 
in their research.”  

A researcher’s worldview has an effect on the decisions they will make in adopting a research 

methodology.
145, 146

 The researcher’s own background in psychology – a diverse discipline where 

disparate methodologies are adopted to study a range of phenomena – is recognised as 

influential in the worldview from which the programme of work was conceived. Additionally, the 

background of the supervisory team – both pharmacists with considerable applied health service 

research experience – is acknowledged as another influential factor. The applied nature of the 

work undertaken can be attributed to the background and past research experience of the 

researcher and supervisory team.  
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Naturally, the worldview from which this research was devised was also shaped by a review of 

literature in the area of professional socialisation and professionalism which exposed the number 

of ways in which this phenomenon can be studied: both qualitative and quantitative methods have 

been applied. A mixed methods approach, benefitting from the depth of detail and exploration of 

new concepts and phenomena
150

 with qualitative methods, combined with a more standardised, 

quantitative, component was seen to be the best option. The use of both qualitative and 

quantitative methods together can increase the overall strength of a study compared to either 

method alone.
151

  

Quantitative methods in social science, fall under a more positivist paradigm, and purists of these 

methods believe that observations in the social world should be treated in a similar fashion to 

physical phenomena measured in natural sciences.
145, 146

 Qualitative methods are usually 

considered to be more interpretavist, or constructivist, and go against assumptions of positivist 

views, arguing that reality is socially constructed.
145, 152

 A mixed methods approach, using both 

quantitative and qualitative methodologies, takes an almost dual philosophical stance;
152

 this is 

known as pragmaticism.
153, 154

 This paradigm considers both qualitative and quantitative methods 

as compatible.
154

 In the case of this research, the use of mixed methods acknowledges the 

constructivist nature of individuals’ experiences (relating to pre-registration training) whilst also 

attempting to obtain a more objective, standardised view on a social construct (behavioural 

professionalism) through the use of questionnaires. 

2.5 Subsequent chapters in thesis 

There are three chapters that follow. Firstly, in Chapter 3, is the presentation of work stream 1: a 

prospective longitudinal study of the professional socialisation and development of 

professionalism in trainees during pharmacy pre-registration training in 2011/12.  Chapter 4 

presents work stream 2: a cross-sectional survey of pre-registration trainees towards the end of 

the 2011/12 pre-registration year. Chapter 5 presents the overall discussion of the programme of 

work, considering its strengths and weaknesses, implications of findings and suggestions for 

future research and recommendations for pharmacy education and training. 
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3 WORK STREAM 1 

This chapter presents the work undertaken for work stream 1. A prospective, longitudinal mixed 

methods study was conducted that investigated the professional socialisation and development of 

professionalism from the perspectives of 20 trainees and their tutors from community and hospital 

pharmacy across the North West of England. The aims and objectives are outlined first before 

going into detail about the methodology that was employed. The results, according to themes 

formulated from the analytical framework, relating to the developmental process of trainees 

through changes in roles, abilities and support, is then presented. Summary points are provided at 

the end of the different results sections to highlight the key points raised from the preceding 

findings. The chapter concludes with a summary. A more comprehensive discussion of the 

implications of work stream 1, along with those of work stream 2, is given in a discussion: Chapter 

5.  

3.1  Aims and objectives 

There were two overarching aims for work stream 1: 

 to investigate the process of professional socialisation and development of 

professionalism in pharmacy trainees longitudinally, over the course of the pre-

registration training year and into early practice from the perspective of trainees and their 

tutors; and  

 to explore any similarities / differences in the process of professional socialisation and 

development of professionalism in trainees during pre-registration training across different 

organisations and pharmacy sectors. 

In order to address these aims the following objectives were set: 

 to explore the abilities  trainees were learning / developing at different time periods 

during pre-registration training;  

 to explore perceived changes in trainees’ ability to practise as a professional 

pharmacist at different time periods during pre-registration training; 

 to explore factors that may facilitate or hinder professional socialisation and the 

development of professionalism in trainees during pre-registration training; and 

 to explore how trainees’ work colleagues are viewed in terms of professionalism and 

how they may influence trainees. 
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3.2  Methods  

3.2.1 Data collection: semi-structured interviews 

Professional socialisation, or elements of it, have been examined qualitatively and quantitatively. 

The more in-depth longitudinal studies from nursing, for example, have chosen to explore the 

process of professional socialisation using interviews
89, 90

 and diaries.
90

 The use of qualitative 

methods was appropriate for this study because the professional socialisation of trainees, and 

their development of professionalism has not been researched in the pre-registration year in much 

detail. Qualitative research is well suited to address research areas that are poorly understood as 

it allows rich data to be extracted and can provide a more detailed understanding of social 

phenomena.
150

 According to Burman (p.50),
155

 qualitative methods such as interviews:  

“Can permit exploration of issues that may be too complex to investigate through 
quantitative means. That is, given the latter’s aim to simplify phenomena, they can 
misrepresent the nature of the questions under investigation.” 

Different qualitative methods were considered, such as using focus groups, case studies, diaries 

and observations. Focus groups can be useful to capture the views of a group of individuals in a 

single session which, logistically, is very beneficial.
156

 Focus groups can also allow the researcher 

to consider group interactions in a focus group.
157, 158

 However, this method was ruled out 

because this option sacrifices the amount of detail that can be captured from individual 

experiences.
158

 It would also hinder the possibility of collecting paired data from each trainee and 

their tutor. Furthermore, some individuals in a focus group may dominate a discussion, limiting 

others from contributing.
158

 Practically speaking, ensuring all trainees and their tutors took part in 

a focus group would be difficult because it is difficult to find a time to suit all participants and 

absences can frequently occur.
156

 Whilst the use of diaries can be useful to collect rich data on 

salient experiences directly from respondents in real time,
159

 they can be labour-intensive and 

require considerable commitment from research participants.
159

 The level of commitment required 

was considered too excessive given that participants would be expected to take part in a lengthy 

longitudinal study. 

A case study approach
160

 was considered to gain a very detailed view of the professional 

socialisations in a small number of trainees at a select number of training sites. However, 

although this approach may give a detailed account of the happenings with a small number of 

training premises, it would not account for common themes amongst a larger number of sites or 

allow comparisons to be made between sectors such as community and hospital pharmacy. Also, 

as the researcher aspired to be able to work towards generalisable findings (e.g. using a survey), 

the case study approach would not be as conducive to this pathway as using another method, 

such as semi-structured interviews. 

Ethnographic approaches,
161

 such as observing trainees in the workplace, were also considered. 

However, a number of issues with observing trainees periodically to explore their development 

would arise. Such issues include, capturing only a ‘snapshot’ of one’s working behaviour and 

attempting to reach conclusions based on this. The possibility of the Hawthorne effect,
162

 where 
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one’s behaviour may change due to being observed, and also the time commitment required by 

the researcher to visit and observe the different tasks undertaken by a trainee in different settings.  

The interview approach was selected because there was a great amount of detail to cover in a 

topic such as professional socialisation and the development of professionalism. Trainees and 

their tutors were recruited together as pairs and the process of professional socialisation and 

development of professionalism was explored from two perspectives by interviewing trainees and 

their tutors separately. Due to this method of triangulation, there was more of a focus on the 

development of behaviours which were considered through breaking down professionalism into 

different components (see section 3.2.1.2). A semi-structured approach to conducting the 

interviews was adopted to allow the researcher to digress and probe with questions beyond the 

set interview questions.
150

 A semi-structured approach to interviewing allows the researcher to 

adapt the questions to the interviewee, and one does not have to persevere through an interview 

schedule that does not resonate well with an interviewee.
155

  

The researcher was well versed in conducting semi-structured interviews through attending 

training courses and undertaking semi-structured interviews with pharmacists in pharmacy 

practice research previously. This was yet another favourable reason for selecting this approach 

to data collection. 

3.2.1.1  Critical incident technique 

Whilst conducting the semi-structured interviews the critical incident technique (CIT)
163

 was 

utilised to draw out incidents of professional and unprofessional behaviour performed by trainees. 

The CIT was described by Chell (p.56)
164

 as: 

“A qualitative interview procedure which facilitates the investigation of significant 
occurrences (events, incidents, processes, or issues) identified by the respondent, the 
way they are managed, and the outcomes in terms of perceived effects. The objective is 
to gain understanding of the incident from the perspective of the individual, taking into 
account cognitive, affective and behavioural elements.” 

The origin of the CIT method can be traced back to the Aviation Psychology Programme of the 

United States Air Force around the 1940s where it was used to investigate flying behaviours in 

pilots. Flanagan (p.335),
163

 one of the main proponents of the method and involved in its 

development, described a critical incident as ‘any observable human activity that is sufficient in 

itself to permit inferences and predictions to be made about the person performing the act.’ The 

CIT method aims to facilitate participants’ recollection of events through gathering specific details 

about an incident, such as the situation which led to the incident, the actions or behaviours of the 

main person in the incident, and the results of the behavioural actions.
165, 166

 Data collection 

methods used with the CIT include the use of record keeping, questionnaires and, most 

commonly, interviews.
163, 166

 Exploring the types of critical incidents taking place in a setting can 

help one to understand more about the different activities taking place and the tasks an individual 

is involved in. The units of analysis can be either at an individual or organisational level, which 

allows a research to explore concepts such as culture.
164
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Flanagan pointed out that the use of the CIT should not be prescriptive with rigid rules; it can be 

used flexibly to meet the demands of the situation at hand.
163

 It is clear that the CIT has been 

adopted in many different studies, and has become a popular research tool in healthcare 

research
166-168

 including pharmacy.
128, 169, 170

 The CIT has been used to explore professionalism in 

pharmacy by identifying incidents of unprofessional attitudes and behaviours of pharmacy 

students in order to investigate the concept of professionalism.
171

 More recently, the CIT was 

employed in a study on professionalism in early career pharmacists in Great Britain,
65

 and it was 

useful to provide examples of professional and unprofessional behaviours in pharmacy. In the 

present study, the use of the CIT, through asking participants for examples of professional and 

unprofessional acts carried out by trainees, could infer the types of activities trainees were 

actively engaged in at different stages of the training year. Furthermore, it helped identify how 

professionalism may develop through time, by examining the incidents recalled by participants at 

different time periods. The longitudinal design employed, with several points of data collection, 

helped ameliorate issues with recall as events could be recalled from more recent events 

spanning only a few weeks or months as opposed to a full year of training.  

Advantages of the CIT method include having a rich source of data from the perspective of the 

participant, incidents which they consider most relevant to the phenomenon being discussed.
172

 

CIT is also very useful for investigating an under-researched area,
173

 such as the topic of this 

study. Naturally, as with all methodologies, there are some disadvantages to the CIT methodology 

including the reliance on respondents to recall incidents from memory which some participants 

may struggle with.
164, 172

 Moreover, if an incident happened a long time ago, from the point of 

interview, a participant may attempt to reinterpret the incident, which may not always be an 

accurate account of what occurred; though this was mitigated with the longitudinal design. 

However, when comprehensive details of an incident are given, it may be assumed that the 

recalled events are quite accurate.
163, 166

 In this study, attempts were made, by emailing 

participants ahead of an arranged interview, to encourage them to note incidents of professional / 

unprofessional, or critical learning events that occurred during the interim period between 

interviews. It is also recognised that given the nature of the research topic interviewees may be 

consciously selective of the critical incidents they describe and therefore they may not be wholly 

representative of all critical incidents occurring during training and early practice. 

3.2.1.2   The interview schedules 

A total of six (related) interview schedules were used for conducting semi-structured interviews: 

four for each round of interviews with trainees / newly qualified pharmacists (Appendices 10-13) 

and two with tutors (Appendices 14 and 15). The interview schedules were created iteratively 

during the research process. Initially, prior to the first round of interviews with trainees and tutors, 

one interview schedule was created for use with trainees. This was adapted slightly so it would be 

applicable to tutors. Subsequent interview schedules built on preceding ones. Interview schedules 

for trainees and tutors covered the same topics, to allow for comparisons, but the wording of 

questions differed.  
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The formulation of the interview schedules used in this research were based on the substantive 

literature around professional socialisation and professionalism as well as the research aims and 

objectives. Having an understanding of the factors associated with professional socialisation, as 

found in disciplines such as medicine and nursing, allowed the researcher to develop the 

interview schedules. The interview schedules used during the pre-registration training year can be 

broadly classified into different sections which focused on:  

 learning and development; 

 work colleagues and support; and  

 preparedness to practise as a professional pharmacist.
ii
 

These broad areas allowed the researcher to cover appropriate aspects of pre-registration training 

which would capture the professional socialisation of trainees and development of 

professionalism.  

In brief, the section on learning and development was examined through considering any 

transitional changes occurring (e.g. from MPharm to pre-registration training), the changing role 

and responsibilities of the trainees, and changes in their abilities with patients and colleagues, as 

well as improvements in trainees’ clinical knowledge. The division between these abilities was 

drawn from other research which has also unpacked professionalism in a similar fashion.
59, 62, 174

 

Furthermore, the availability of a number of instruments
23, 140, 175, 176

 that sought to measure 

professionalism (as a composite of different factors) were studied which helped partition different 

elements of professionalism to develop specific questions about the construct. 

The section about work colleagues and support covered issues related to the work environment 

and hidden curriculum,
47, 95, 177, 178

 such as the professionalism of colleagues, role models and 

general support and feedback trainees received during training. Questions about preparedness 

for practice teased apart the skills that participants believed were lacking in trainees in order to 

carry out the role of a professional pharmacist.  

When devising interview questions, open ended questions, which precipitated more detailed 

responses from interviewees, were used. This also allowed the researcher to have discussions 

with the interviewee in a semi-structured manner and to use prompts within the interview schedule 

where necessary. Attempts were made to avoid the use of closed questions, which elicited ‘yes’ / 

‘no’ responses, where possible. The researcher was also aware of leading questions – phrased in 

a manner that tends to suggest a desired answer.
150

  

The CIT element of the interviews schedules involved asking trainees and tutors to provide 

examples of incidents where trainees were effective or ineffective in their practice, whilst probing 

for professional and unprofessional behaviour demonstrated by trainees. 

                                                      

ii
 Defined in this research as a pharmacist who possesses the attitudes and behaviours expected by the profession and 

can carry out the role professionally – considering the aspects of professionalism discussed in the interview. 
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Pilot interviews were conducted in June, 2011 with four hospital pharmacy trainees, a community 

pharmacy trainee and an experienced pharmacist working as a divisional teaching practitioner in 

community pharmacy. In these interviews the researcher asked questions from a provisional topic 

guide in detail, putting forth the questions and inviting open discussion about their comprehension 

and applicability. The interviews went well with interviewees understanding the questions and 

finding them relevant to the topics being discussed. Feedback they provided led to adjusting the 

wording of a few questions to improve clarity.  

3.2.2 Data collection: questionnaires 

The aim of the questionnaire was to obtain a standardised measure of professionalism for 

trainees from the perspectives of trainees and their tutors at different points in the training year to 

track its development as objectively as possible. By doing so alongside the use of semi-structured 

interviews it would be possible to see if professionalism was perceived to increase. Although 

different methods of assessing professionalism, or elements of it, exist
179

 (e.g. observations
180

) 

much research from different professions has approached assessing it through the use of 

questionnaires.
23, 179, 181-183

  

Rather than attempting to construct a professionalism scale for use in this research, it seemed 

more appropriate to consider using one that had already been used and validated. The general 

consensus from reviews of instruments that have assessed professionalism is that current 

instruments need to be tested more for their validity and reliability in order to make progress, and 

that there is no strong need to develop more instruments.
182, 184, 185

  

The key consideration in selecting an instrument was to have one that could be completed by 

trainees and tutors, could be completed in a brief period of time, and one that could potentially be 

used longitudinally. The review of the literature (section 1.3) helped to filter down a number of 

questionnaires that could be used to examined professionalism in pharmacy.
23, 140, 186-189

 In 

particular, there were two potential candidates for use in this research as they met the basic 

criteria for selection, and had been used in pharmacy. The first was Hammer’s professionalism 

instrument consisting of 25 items which load onto the following four factors (subscales; number of 

items in parentheses): 

1) Interpersonal / Social skills (10) 

2) Responsibility (9) 

3) Communication skills (4) 

4) Appearance (2) 

This instrument can serve as self-assessment of professionalism as well as peer assessment 

depending on the instructions given. It was used originally by Hammer et al. 
23

 to measure 

professionalism in pharmacy students in the USA participating in practice-based placements from 

the perspective of pharmacy students and preceptors (pharmacists that supervise pharmacy 

students during placements). The questions in the questionnaire ask participants to rate 

themselves (for students) or their student (for preceptors) on a number of professional 
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behaviours. This is done on a five point scale: from 1 ('needs significant improvement’) to 5 

(‘excellent’). 

The other instrument that was strongly considered was developed by Chisholm et al.
140

 It was 

developed to self-assess professionalism. The items within the questionnaire were decided on 

through group discussions with pharmacy students, faculty and pharmacists and were guided by 

tenets of professionalism
139

 adapted by Hammer et al.
22

 to fit in with pharmacy rather than 

medicine. A final 18-item instrument was created after conducting factor analysis on the results 

from a survey of first year pharmacy students and recent graduates. The factors of the instrument 

were ‘excellence’, ‘respect for others’, ‘altruism’, ‘duty’, ‘accountability’, and ‘honor and integrity,’ 

i.e. the same as the tenets of professionalism.
22

 The instrument developed by Chisholm was 

tailored for self-assessment only, and would have required significant modifications to be suitable 

for use with trainees and tutors. Moreover, some items seemed to tap into attitudinal elements of 

professionalism which, again, would only be suitable for self-assessment (e.g. ‘I would take a job 

where I felt I was needed and could make a difference even if it paid less than other positions’) or 

items which related to pharmacy students and would not applicable to pre-registration trainees 

(e.g. ‘I complete my assignments independently and without supervision’). 

The behavioural professionalism assessment by Hammer et al. (2000)
23

 was selected for use in 

this study because it measures 25 behaviours that could be assessed by both trainees and tutors. 

Consent to use the questionnaire in this research was given by the main author, Dana Hammer. 

Amendments were made to the original questionnaire (Appendix 1) allowing it to be applicable to 

this research. A questionnaire for trainees (Appendix 16), used in rounds 1 to 3, and a separate 

questionnaire for tutors, used in round 1 and round 3 (Appendix 17) were developed following a 

number of amendments.  

Firstly, the instructions had to be changed as the original wording in the questionnaire used 

‘student’ so this was revised in order to make it comprehendible for use with trainees and tutors. 

The last sentence in the instructions, about having no basis for judgement (i.e. ‘N’ responses), 

was removed because this response option was not made available to participants. Retaining this 

response would create difficulties in cross comparisons of the results between different trainees 

and across time, so removing it would force respondents to select a rating between 1 and 5. 

(Participants were asked to respond to the best of their ability based on their experiences (in the 

case of trainees) or what they had witnessed (in the case of tutors). A final statement advising 

respondents to base their ratings on overall impressions of their own, or their trainee’s, behaviour 

at that stage in the training year was included.  

The wording of the 25 items was changed because ‘student’ was written at the beginning of the 

items (e.g. ‘Student is reliable and dependable, i.e., can be counted on to fulfil responsibilities and 

meet expectations.’). ‘Student’ was changed to ‘I’ for use with trainees or ‘trainee’ for use with 

tutors for all items. The tense of the items was changed to present tense. Words, such as ‘utilizes’ 

in item 8, were changed to the British spelling: ‘utilises’. The word ‘empathic’ in item 4 was 

changed to ‘empathetic’. Some details following item 8 were removed: ‘acts in a manner that 
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shows recognition that he/she is a guest at the practice site as a professional student.’ This was 

because it was not applicable for use with trainees.  

The questionnaire used with NQPs (former trainees) in round 4 (Appendix 18) differed somewhat 

from that used in rounds 1 to 3. The instructions were modified and an additional rating column 

that allowed NQPs to rate themselves at the present time (a few months into practising as 

pharmacist) and also retrospectively (at the beginning of pre-registration training). This was done 

so that perceptions of behavioural professionalism in round 1 could be compared to perceptions 

of behavioural professionalism in round 1 at the time of round 4, in light of the full experience of 

pre-registration and early practice as a pharmacist.  

As with the interview schedules, the questionnaire was piloted with the trainees in hospital and 

community and the senior teaching practitioner at The University of Manchester as part of a 

validation process to ensure the questionnaire was comprehendible.  This was done after the 

interview schedules were piloted. All participants were positive about the utility of the 

questionnaire and believed it covered a range of behaviours related to professionalism and that it 

was fit to use longitudinally as well. They believed the instructions and what was being asked 

were clear and comprehendible.  

3.2.3 Sampling 

The sampling procedure carried out in this study was based on qualitative sampling techniques. 

Although mixed methods were used, there was more emphasis placed on the qualitative elements 

of the research to explore the process of professional socialisation and development of 

professionalism through interviews as opposed to the quantitative component examining 

behavioural professionalism alongside interviews. There was essentially a trade off in this 

instance between representativeness (associated with probability sampling in quantitative 

research) and saturation (associated with purposive sampling in qualitative research).
190

  

The aim of sampling in qualitative research is to acquire a sample which can throw light on the 

research questions being explored, as opposed to attempting to generalise findings to a wider 

population, as in quantitative research.
191

 It is therefore common to purposively select  a sample 

of participants in qualitative research, where units of a sample are chosen because they possess 

characteristics which the research is interested in studying.
192

 The sampling frame from which the 

non-random, purposive sample
191

 was drawn included trainees and tutors in North West England, 

the researcher’s location. In line with the aims of the research, the aim of the sampling procedure 

was to acquire a sample of trainees and their tutors from different sectors of pharmacy. Due to 

trainees’ different work environments and experiences during pre-registration that have an impact 

on professional socialisation, seeking interviewees from the different work sectors (hospital 

pharmacy and community pharmacy) seemed appropriate.  

Though, not in line with quota sampling techniques
150

 which seek to specify precisely the number 

of people to recruit based on stratifying the population,
150, 192

 an approximate number of 

participants from different settings (community: multiples of different sizes, supermarkets, 
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independents; hospital: teaching; district general) were targeted which would provide insights into 

pre-registration training across sectors. Moreover, attempts were made to obtain a heterogeneous 

sample which included men and women and different ethnicities. 

The ‘snowballing’ method, which involved asking those recruited to the study to identify others 

they knew,
192

 was also employed to recruit further participants to this study. Consideration was 

given to the types of participants made available with this method to maintain a diverse sample; 

the snowballing method can compromise this if one is not cautious.
192

 

3.2.4 Sample size 

Qualitative researchers have not attached the same level of importance to sample size as their 

quantitative counterparts.
193

  However, in general, there should be an adequate sample of 

participants to reach data saturation, whereby no new themes emerge from the data.
194

 It has 

been shown that data saturation can be reached by around 12 interviews if one is exploring a 

phenomenon with a relatively homogeneous group,
194

 though more may be needed if one wishes 

to explore how two or more groups differ on a given dimension.
194

 Another suggestion, by 

Morse
195

 for selecting a sample size is that researchers use at least six participants to examine 

the essence of experience.  

Although there appears to be no set formula for determining an appropriate sample size for this 

(and most other) qualitative research, it was initially proposed that six trainee-tutor pairs of 

participants from hospital and nine pairs from community (three pairs from different settings: 

multiples, supermarkets, independents) would be sufficient to meet the aims and objectives of the 

research. However, trainees conducting training in multiples make up much of the population of 

trainees and there was much variation in multiples, from small to very large, so more trainees 

were considered. It was expected that between 15 and 20 trainee-tutor pairs would be a 

reasonable sample size for this study. This number would satisfy recommendations
193, 194

 for 

exploring experiences of all trainees as well as differences that may exist between the two main 

sectors community and hospital pharmacy. 

3.2.5 Inclusion / exclusion criteria 

Participants were recruited in pairs of trainees and their tutors who met the following inclusion 

criteria: 

 pharmacy pre-registration trainees who completed the MPharm degree in the UK and 

were training in hospital or community pharmacy in North West England in 2011/2012; 

and 

 pre-registration tutor pharmacists currently acting as a tutor to a recruited trainee and 

practising in hospital or community pharmacy in North West England in 2011/2012. 

The exclusion criteria were those that do not meet the inclusion criteria, such as trainees 

completing pre-registration training following an Overseas pharmacists’ assessment programme 

(OSPAP), or trainees completing a sandwich course, split post or joint post as a mode of training. 
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3.2.6 Recruitment strategy 

A number of potential participants were identified via contacts known to the research team in the 

Pharmacy Practice division in Manchester Pharmacy School at The University of Manchester. 

Invitation letters / emails were provided to the contacts, who then forwarded these to colleagues 

and relevant individuals at their place of work and through professional networks, inviting them to 

participate in the study with the researcher copied into communication. These emails also 

included a participant information sheet (Appendices 4-5) and consent form (Appendix 6). 

Potential participants were asked to contact the researcher if they were interested in participating 

in the study to arrange an interview and clarify any questions they may have. If there was no 

response then a second email was sent by the researcher as a reminder.  

One contact at the university was able to disseminate information about the study to trainees 

during a regional training day. Another contact at the university was able to post an advertisement 

about the study with the researcher’s details on the Northwest Local Practice Forum website.
196

 

The pre-registration training premises section of the GPhC website
197

 was also utilised in order to 

collect the contact details of additional training sites to approach. The researcher then made 

telephone calls to these sites and asked to speak to the tutor to inform them about the study and 

to subsequently send information sheets if they showed an interest in the research. 

In order to reach tutors and trainees, management staff within larger organisations were typically 

approached first to gain access to tutor and trainee contact details. In smaller organisations, 

potential participants were often contacted directly to inform them of the research and to invite 

them and their trainee to take part (the tutor was targeted as the preferred choice for initial 

contact). In some cases the trainee was approached first if, for example, the tutor had not been 

available to speak or where a training day was taking place in which case trainees were informed 

of the study by a colleague of the researcher known to the trainees. After the information was sent 

to potential participants at least one follow up reminder took place if there was no response. As an 

incentive, a £40 Amazon gift voucher was offered to trainees as an incentive for completing all 

four rounds of the study; tutors were not offered a gift voucher. In order to account for any loss of 

participants during the study, the research sought to over-recruit the number of participants that 

were considered necessary.  

3.2.7 Data analysis: semi-structured interviews 

Interviews were transcribed verbatim and transcriptions were created using Express Scribe 

transcription software and Microsoft Word 2007/2010.  

Two approaches were adopted to analyse the majority of the qualitative data, underpinning a 

thematic analytic approach to the analysis of the data. These methods to analysing the qualitative 

data (template analysis and framework analysis) are described in sections 3.2.7.1 and 3.2.7.2, 

respectively. The two approaches are very similar, mainly differing on the use of charts 

(framework analysis). The researcher did not regularly undertake ‘charting’, though this approach 
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to synthesising the data was employed at times when deemed useful. The majority of the data 

was analysed using template analysis.   

Critical incidents in the interview data were analysed separately from the rest of the data after 

they were identified, isolated and consolidated.  The approach to analysing critical incidents is 

described in section 3.2.7.3.  

Data analysis was done iteratively with each round of interviews being analysed and reviewed by 

the researcher’s supervisory team periodically before moving onto the analysis of subsequent 

rounds of interviews. After the first round of interviews were completed, a surface-level analysis of 

the data followed transcription of the data. This allowed the researcher to consider amendments 

which could be made to the interview schedule in subsequent rounds. This process was carried 

out for all interview rounds so the preceding interviews fed into interviews that followed; both in 

terms of finalising the interview schedule and in refreshing the researcher’s memory on 

discussions that took place with the trainee, or tutor, in the previous interview(s).  

The more in-depth analysis (i.e. ‘analysis proper’) started during work stream 1 and continued 

beyond all four rounds of data collection. It would have been preferable to thoroughly analyse 

each set of interviews prior undertaking the next set. However, the resource intensive nature of 

transcribing and analysing numerous interviews and arranging further interviews was very 

demanding, limiting the possibility of this to occur during the timeline set by the pre-registration 

year. The qualitative analysis software package QSR NVivo 9.2 was used to assist with the 

analysis conducted.  

3.2.7.1  Template analysis 

Template analysis is an approach to analysing qualitative data thematically. A thematic analysis 

aims to establish themes in the data which has been defined by Boyatzis (p.4)
198

 as: 

“A pattern found in the information that at the minimum describes and organizes 
possible observations or at the maximum interprets aspects of the phenomenon. … The 
themes may be initially generated inductively from the raw information or generated 
deductively from theory and prior research.”  

In thematic analysis the researcher may go through coding data into categories and then into 

themes and subordinate sub-themes and it has been described by Boyatzis (p.4)
198

 as “a process 

to be used with qualitative information. It is not another qualitative method but a process that can 

be used with most, if not all, qualitative methods… .”  

The main approach to the analysis of interview data was used through template analysis. King 

(p.21),
199

 one of the major proponents of this method describes template analysis as “a related 

group of techniques for thematically organizing and analysing textual data.” A list of codes known 

as a template is created by the researcher which represents themes identified in the data.
199

 The 

formulation of the template is steered by a priori theories, but the list of codes can change as the 

researcher analyses the data. The template is commonly organised in a hierarchical manner in 
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which relationships between themes are defined.
199

 King
199

 discussed some modifications that 

may take place with an initial template including: 

 Insertion – where new codes are added to the template when a novel issue arises that 

was not considered in the initial template; 

 Deletion – where initial codes are deleted because they were not utilised; some codes 

may overlap with others and then be deleted; 

 Changing scope – where a code is defined too narrowly or broadly and has to be 

reformatted; it could be moved up or down a level within a hierarchical coding list; and 

 Changing higher-order classification – where a lower order (position in hierarchy) code is 

moved from under one higher order code to another higher order code. 

The creation of a final template generally takes place after the data has been extensively 

reviewed. It is even possible to continue refining definitions of codes indefinitely,
199

 but research 

and time constraints can hinder such extensive refinement. A template can be considered in the 

‘final’ stage if all the text relating to research questions are coded within the template;
199

 the final 

template can therefore account for the different themes emerging upon data saturation.   

The template provides a platform from which to code data but the interpretation of the data is still 

a step that needs to be taken. Additionally, the researcher needs to consider negative cases,
32

 

those individuals whose views / experiences contrasted with other individuals, to improve the 

quality and trust in the qualitative investigations;
200

 this was done throughout the analysis process. 

The coded data should be interpreted to suit the specific aims and content of a particular study.
199

 

Strategies to help with the interpretation include considering the frequency of codes occurring in 

different transcripts to gain an idea of any relationships between certain issues (e.g. tutor 

involvement in training support) and different respondents (e.g. hospital pharmacy vs. community 

pharmacy). Whilst interpreting the findings one must also be selective, and focus on identifying 

themes most central to the phenomena being investigated. At the same time a balance must be 

struck and one must be open to including themes which may not fit neatly inside the original 

scope of investigation. Furthermore, one must consider the relationships between themes beyond 

a linear template; themes can link with, and permeate into, other themes. Researchers should be 

free to use strategies such as maps, matrices and diagrams in the formation of their 

interpretations of the data
199

; matrices were used in some cases as discussed in section 3.2.7.2 

on framework analysis. 

Template analysis is a flexible and easily adoptable approach to qualitative data analysis which 

allows it to be adopted by researchers with different epistemological positions. The use of 

qualitative software can also be employed when using this approach to thematic analysis which 

adds to its appeal in practical application. The downside of this methodology is with the paucity of 

literature available which employed this technique.
199

  

It was a useful technique to use in this research in which an a priori list of codes was derived from 

the interview schedule which was already broken down into different categories. The interview 

guide is considered a good starting point for developing an initial template, such that the main 
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areas of questions can serve as higher order codes with subsidiary questions as lower order 

codes.
199

 In this research there were a number of different issues considered and several higher 

order categories were used to break down and store the qualitative findings into higher order 

codes (known as ‘nodes’ in NVivo 9.2). Figure 3.1 illustrates one such hierarchy of codes used in 

the analysis of the semi-structured interviews. 

Higher order                                           Lower order 

 

 Work colleagues  

 Role modelling 

 Influence of others 

 Observing others 

Figure 3.1: An example of coding structure in template 

3.2.7.2  Framework analysis 

As with template analysis, framework analysis can be used as an approach to analysing 

qualitative data thematically. The use of framework analysis was also used in this study to 

compare some themes, such as summaries of roles, longitudinally in matrices. This approach to 

thematically analysing data was originally developed for use in applied policy research.
201

 As with 

other analytical tools, framework analysis is used for the classification and organisation of data 

according to themes, concepts and categories emerging from the data.
192

 

As Srivastava and Thomson (p.72)
202

 note, “Framework analysis is better adapted to research 

that has specific questions, a limited time frame, a pre-designed sample and a priori issues.” The 

use of the framework technique in assisting with the thematic analysis of data in this study 

seemed appropriate according to these criteria. 

Framework analysis
201

 has five key stages: familiarisation; identifying a thematic framework; 

indexing; charting; mapping and interpretation. All stages are closely connected and result in 

coherent themes being identified which represent the data. It has been used in similar research 

and will be a useful tool in the analysis of the interview data in this research. The five steps of the 

technique can be briefly outlined as follows: 

1) Familiarisation: The researcher familiarises themself with the data by listening to audio 

recordings and reading through transcripts and generally immersing themselves in the 

data. 

2) Identifying a thematic framework: The researcher constructs a thematic framework 

developed through a priori theories and from the data itself (more inductively) from which 

to code the data; number codes can be created which relate to name of a particular 
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element of the thematic framework (e.g. 1.1 = role models, where  the category ‘1’ = work 

colleagues). 

3) Indexing: The researcher then ‘indexes’ the transcripts through applying the thematic 

framework to the data. So, for example, if conducting indexing on a transcript paper, the 

research can place the relevant thematic code in the column next to the text. So you may 

put ‘1.1’ in the column next to a statement about role models. Software packages can 

also be used to carry out this process electronically.
192

  

4) Charting:  The research creates a chart (table) with a theme and subtheme headings 

making up the columns and participants used as rows; this forms a data matrix.
192

 An 

abstracted and synthesised version of the text is then placed into a cell within the chart 

and the source of the text is referenced. 

5) Mapping and Interpretation: The researcher begins to pull together the key characteristics 

of the data and interpret the data set as a whole. This would have been facilitated already 

by the indexing and charting stages which helped to understand the different concepts, 

associations and explanations of phenomena from the data. 

Through the use of template analysis in thematically analysing the data within NVivo 9.2, the first 

three steps of the framework approach to analysing the data were effectively completed. 

Furthermore, step five, which is revolves around interpreting the data, can be done using template 

analysis; albeit the processes leading up to this stage are different than framework analysis. Still, 

there appears to be a close relationship between the two approaches in using a combination of a 

priori and inductive approaches to coding and analysing the data. Where the framework differs 

from template analysis in particular is in the use of charting where data is synthesised and 

displayed in a matrix. The use of charts when, for example, comparing a summarised account of 

trainees’ roles across time, utilised the framework analysis approach, and recognises this 

methodological source as the basis of this approach.   

The researcher did not consistently use charts to organise the data as charting can be a time 

consuming component of framework analysis.  Charts were used in cases in which it was 

advantageous to view summarised findings in a matrix format, for example, comparing trainees’ 

roles at different time points across all participants.  

3.2.7.3  Critical incident technique 

The analysis and categorisation of critical incidents recorded can be based on theoretical models, 

or conceptual frameworks or formed through inductive interpretation.
164, 172

 The analysis of critical 

incidents in this study used a more deductive approach which enabled incidents to be classified 

according to a framework in place. The classification process in this research was first broken 

down dichotomously by professional and unprofessional behaviour from the perspectives of 

participants. This happened naturally as participants were asked to provide examples of these 

types of behaviours within the interview which helped direct the elicitation of examples from 

participants.  Subsidiary classification could then be formed based on the nature of the critical 

incidents being described (e.g. working with aggressive patients; providing an excellent service). 
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Trainees were the units of analysis,
164

 though wider consideration was given to the sector in 

which the trainees worked to consider differences in incidents experienced across sector. 

As Flanagan (pp.343-4)
163

 stated in his seminal work on CIT, “The purpose of the data analysis 

stage is to summarize and describe the data in an efficient manner so that it can be effectively 

used for many practical purposes.” The researcher sought to use the examples of unprofessional 

and professional behaviour effectively to describe the types of activities trainees were involved in 

over different stages in their training, as well as during early periods in practising as pharmacists. 

This helped consider some of the developmental changes they underwent as the nature of the 

incidents changed. 

3.2.8 Data analysis: questionnaires 

Besides analysing the data with descriptive statistics (e.g. means and standard deviation) the data 

was also analysed using analysis of variance (ANOVA) to examine differences between trainees’ 

and tutors’ scores on professional behaviours in the questionnaire and differences across time 

(i.e. data collection round). There were only a relatively small number of questionnaires completed 

by participants (120 in total: 80 from trainees and 40 from tutors). The small sample size of 20 

trainees and their tutors (i.e. n = 40) would not meet many requirements for more advanced 

statistical tests, such as multilevel modelling (useful for longitudinal, repeated measures 

designs
203

) and showing significant results would prove difficult if effects were small.
203

  

The data was first screened for missingness and violations of assumptions. Missing data was not 

a problem because the researcher administered the questionnaire to participants face-to-face and 

could ensure the questionnaire was completed in full. However, one tutor from hospital was 

removed from the analysis as she had not worked closely with her trainee and did not complete 

most responses to the first questionnaire administered at the beginning of pre-registration training 

(i.e. round 1). In one hospital training site, a tutor left after the first questionnaire was completed 

and he was replaced. The tutor that replaced him completed the second questionnaire in round 3. 

The data from these two tutors were combined so a complete set for the tutor in this site could be 

used. One NQP did not complete the questionnaire in round 4; her results for this were imputed 

using regression to avoid all of the data being lost (listwise deletion) in the analysis.
204

 There were 

issues with normality of the data, however, the ANOVA tests used are robust in the face of 

departures of normality.
205

 Furthermore, parametric tests such as ANOVA have more versatility in 

analysing complex designs and are suitable for analysing for non-parametric data such as ordinal 

likert-type scales.
205

 Two-tailed hypothesis testing was used with a significance level (α) set at 5% 

(p≤.05). Error bars in figures represent 95% confidence intervals. The statistical software package 

IBM SPSS Statistics v20 was used to analyse the data.  
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3.3 Results: presentation, participants and interview setting and 
duration 

3.3.1 Presentation of findings 

The findings of this study have been broken down into different components relating to the 

professional socialisation and development of professionalism of trainees and newly qualified 

pharmacists (NQPs) and, as such, sections have been broken into those relating to ‘trainees’ 

and those relating to ‘NQPs’.  Findings from trainees and tutors are presented together in the 

trainees section.  

In many sections a division between hospital and community pharmacy is made due to the 

substantive differences that emerged between these two sectors. Presenting the findings from 

each sector separately serves to highlight the differences in training experienced by trainees 

across sector that impacted upon their professional socialisation and development of 

professionalism. Differences in findings between settings within community and within hospital 

were not apparent and thus retained together under their respective sector. A division between 

trainees and NQPs is also made to differentiate between the findings related to the professional 

socialisation and development of trainees, which stems from findings from trainees and tutors 

during rounds 1 to 3 of data collection, versus NQPs, which stem from round 4 data collection. 

Narratives have been used to report the key results relating to each section with the use of 

quotes and critical incidents as evidence to support the conclusions reached from the qualitative 

analysis. Due to the scale of this study, with 119 interviews being completed in total, the 

presentation of quotes were limited and selected for their suitability and strength in conveying 

the views of participants. The presentation of critical incidents was used to highlight examples of 

incidents involving trainees which served to highlight activities they were involved in. This helps 

with illustrating the type of role that trainees conducted at different stages of the pre-registration 

training year as well as the way in which trainees were engaging with patients and 

demonstrating elements of professionalism. 

Interviews were transcribed verbatim, however, some parts of the quotes used within the results 

were edited to increase the readability and reduce the length of the quotes and critical incidents 

presented. This included the removal of utterances such as ‘hmm’ or ‘erm’. Table 3.1 displays 

the different punctuation that were used and what they represent. 
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Table 3.1: Punctuation and annotation used in quotes and critical incidents 

Symbol Symbol used for: 

Ellipses ... Removal of a section of transcript – where this 
appears as a new paragraph, text from the 
interviewer was also removed 

Square brackets  [  ] A word or string of words added by the author for 
clarity 

Dash  – The end of a sentence where one speaker is 
interrupted and the beginning of a sentence of the 
other speaker 

Laughter (laughs) A moment when a speaker laughed when 
speaking 

Interviewer  I Text relating to the interviewer 

Trainee / tutor / NQP T The text relating to the interviewee, which could 
have been a trainee, tutor, or NQP (formerly a 
trainee) 

In order to differentiate between the presentation of quotes and critical incidents, the use of 

shaded boxes were used as a backdrop for critical incidents. A distinction between reports of 

perceived professional (grey boxes with black font) and unprofessional behaviour (black boxes 

with white font) was made. 

 

An example of a incident where a trainee demonstrated professional behaviour as 

noted by a trainee or tutor will be displayed in a box like this 

3.3.2 Participants and interview setting and duration 

The following results sections outline the codes used to identify participants, participant 

characteristics and how participants are identified in the findings, and information about the 

setting for the interviews and their duration.  

3.3.2.1  Identifying codes 

Before presenting the table of participants and their demographic data, a list of identifying codes 

for participants that were formulated will be considered. This provides a means for identifying 

some of the key demographics (e.g. position, sector, interview round) of participants when 

An example of a incident where a trainee demonstrated unprofessional behaviour as 

noted by a trainee or tutor will be displayed in a box like this 
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referring to quotes in the report. Table 3.2 displays the different codes that were used in 

conjunction to form the identifying codes for participants. 

Table 3.2: Participant identifying codes  

Code Code representation 

TR Trainee 

TU Tutor 

1-20 Pair number 

_CLM Community – large multiple (≥ 26 branches) 

_CSM Community – small multiple (4-26 branches) 

_CI Community – independent (≤ 3 branches) 

_CS Community – supermarket 

_HDG Hospital – district general 

_HT Hospital – teaching 

_1 Round 1 interview 

_2 Round 2 interview 

_3 Round 3 interview 

_4 Round 4 interview 

The coding used underneath quotes was done in this manner to quickly identify the role of the 

interviewee (trainee vs. tutor); the trainee-tutor pair (1-20); the sector: with the division of 

community and hospital made with the first letter (C or H) and subsequent letters distinguishing 

the type of setting within the sector (C: LM, CS, I; H: DG; T); and lastly the interview round (1-4).  

For example, when viewing a quote with an identifying code of TR1_CLM_1, this comes from a 

trainee (TR), in pair 1 (1) that trained in a community – large multiple ( _CLM) in a round 1 

interview ( _1).  

In round 4 the trainees had registered to become NQPs and some worked in a new setting. For 

consistency, the same identifying code was used to identify these participants.  

3.3.2.2  Participant characteristics 

Characteristics of trainees / NQPs and tutors are provided in this section along with the 

identifying codes described in Table 3.2 in order to identify participants. A total of 20 trainees 

and their 21 tutors (one tutor left and was replaced) took part. Table 3.3 provides an overview of 

the key characteristics of participants as a summary. Table 3.4 displays more detailed 

demographic data of all trainees and tutors. 
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Table 3.3: Key characteristics of participants 

 14 trainees and their tutors were from community pharmacy  

 6 trainees and their tutors were from hospital pharmacy 

 Mean age of trainees was 22.7 with a standard deviation of 0.98 

 Mean age of tutors was 38.7 with a standard deviation of 9.67 

 11 trainees (55%) and 11 tutors (52%) were female 

 The largest ethnic group was White British for trainees (65%; n=13) and tutors (71%; 

n=15) 

 Trainees completed an MPharm from one of seven schools of pharmacy in GB.  

 Trainees completed prior work experience (outside of MPharm) prior to pre-

registration training, mostly as a shop / counter assistant in community pharmacy; 

this ranged from two summer placements to 6.5 years (part time) 

 Tutoring experience of tutors ranged from nil to 10 years 

3.3.2.3   NQPs 

The final interview that was conducted in this study was carried out after trainees had completed 

their pre-registration training and registered as pharmacists. Therefore at the time of the final 

interview (round 4) many NQPs had started working in a different pharmacy branch and, in a 

number of cases, a different pharmacy organisation / hospital than they had trained in. Table 

3.5 provides the information relating to roles held by NQPs, the sector and setting they had 

started working in (and whether this was in the same organisation / hospital as during pre-

registration training) and work status.  

In the case of those working in community pharmacy, the distinction between branch and 

organisation was made because a NQP could have moved to a new pharmacy branch but could 

have been working for the same organisation and therefore would have been used to work 

processes. 

3.3.2.4   Interview setting and duration 

The majority of interviews that were conducted during the pre-registration training year 

(interview rounds 1 to 3) took place within the individual’s place of work in a consultation room, 

staff room, or office. Two interviews with one tutor were completed in a meeting room in The 

University of Manchester as he considered this more convenient. Round 4 interviews conducted 

with NQPs were conducted over the phone as many had moved to a different location. 

Considering all interviews with participants over the four rounds of interviews, they lasted 

between 16 and 50 minutes.  
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Table 3.4: Trainees and tutors recruited  

Pair Sector Role Age Gender Ethnicity 
Participant identifying 
code  
 

1 
Community - large 
multiple 

Trainee 23 M White - British TR1_CLM 

Tutor 38 M Asian - Pakistani TU1_CLM 

2 
Community - large 
multiple 

Trainee 22 F Asian - Indian TR2_CLM 

Tutor 37 M Asian - Indian TU2_CLM 

3 
Community - large 
multiple 

Trainee 22 M White - British TR3_CLM 

Tutor 27 F White - British TU3_CLM 

4 
Community - 
supermarket 

Trainee 25 M White - Other  TR4_CS 

Tutor 41 F White - British TU4_CS 

5 
Community - 
independent  

Trainee 22 F Chinese TR5_CI 

Tutor 38 M Asian - Indian TU5_CI 

6 
Community - large 
multiple 

Trainee 23 M Asian - Indian TR6_CLM 

Tutor 30 M Asian - Indian TU6_CLM 

7 
Community - 
supermarket 

Trainee 22 M White - British TR7_CS 

Tutor 60 F White - British TU7_CS 

8 
Community -large 
multiple 

Trainee 23 F White - British TR8_CLM 

Tutor 37 M White - Arabic TU8_CLM 

9 
District general 
hospital 

Trainee 23 F White - British TR9_HDG 

Tutor 33 M White - Other TU9a_HDG
a
 

Tutor 45 M White - British TU9b_HDG
b
 

10 
District general 
hospital 

Trainee 23 F White - British TR10_HDG 

Tutor 32 F White - British TU10_HDG 

11 
District general 
hospital 

Trainee 22 M White - British TR11_HDG 

Tutor 44 F White - British TU11_HDG 

12 
Community - 
supermarket 

Trainee 22 F 
 
 

Asian - Indian TR12_CS 

Tutor 32 F White - British TU12_CS 

13 Teaching hospital 
Trainee 22 M White - British TR13_HT 

Tutor 42 F White - British TU13_HT 

14 
Community - small 
multiple 

Trainee 22 F White - British TR14_CSM 

Tutor 58 F White - British TU14_CSM 

15 
Community small 
multiple 

Trainee 24 M White - British TR15_CSM 

Tutor 33 M White - British TU15_CSM 

16 
Community - large 
multiple 

Trainee 23 F Asian - Indian TR16_CLM 
 
 Tutor 53 F White - British TU16_CLM 

17 Teaching hospital 
Trainee 22 F White - British TR17_HT 

Tutor 35 F White - British TU17_HT 

18 Teaching hospital 
Trainee 22 F White - British TR18_HT 

Tutor 29 F White - British TU18_HT 

19 
Community –
independent 

Trainee 22 M White - British TR19_CI 

Tutor 47 M White - British TU19_CI 

20 
Community -
independent 

Trainee 25 F Asian - Pakistani TR20_CI 

Tutor 28 M Asian - Pakistani TU20_CI 
 
 

a
 This tutor left after round 1 and was replaced by TU9b_HDG. 

b
 This tutor replaced TU9a_HDG and completed an interview & questionnaire in round 3. 
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Table 3.5: NQPs: current positions, pharmacy setting and work status 

Participant 
identifying code 

Role Sector + setting 
Same pharmacy 
organisation / hospital 
as in training? 

Same pharmacy 
branch as in 
training? 

Work 
status 

TR1_CLM Relief pharmacist  
Community - large 
multiple 

No No Full-time 

TR2_CLM Relief pharmacist  
Community - large 
multiple 

Yes No Full-time 

TR3_CLM Pharmacy manager  
Community - large 
multiple 

Yes No Full-time 

TR4_CS 

Duty pharmacy 
manager/second 
pharmacist 
 
 
  

Community –
supermarket 

Yes No 4 days / week 

TR5_CI 
Duty pharmacy 
manager/second 
pharmacist  

Community –
independent 

Yes Yes Full-time 

TR6_CLM Locum pharmacist  
Community 
pharmacies 

No No Full-time 

TR7_CS Pharmacy manager  
Community -
supermarket 

No No Full-time 

TR8_CLM Pharmacy manager   
Community - large 
multiple 

Yes No Full-time 

TR9_HDG Band six pharmacist 
Hospital - district 
general 

Yes / Full-time 

TR10_HDG Band six pharmacist 
Hospital - district 
general 

Yes / Full-time 

TR11_HDG Band six pharmacist  
Hospital - district 
general 

No / Full-time 

TR12_CS 
Duty pharmacy 
manager/second 
pharmacist 

Community 
supermarket 

Yes Yes Full-time 

TR13_HT Band six pharmacist Hospital - teaching Yes / Full-time 

TR14_CSM Locum pharmacist  
Community 
pharmacies 

No No 4 days / week 

TR15_CSM Locum pharmacist  
Community 
pharmacies 

No No Full-time 

TR16_CLM Relief pharmacy manager 
Large community 
multiple 

Yes No 4 days / week 

TR17_HT 
Band six resident 
pharmacist  

Hospital - teaching  No / Full-time 

TR18_HT 
Band six resident 
pharmacist  

Hospital - teaching No / Full-time 

TR19_CI Locum pharmacist  
Community 
pharmacies 

No Sometimes 3 days / week 

TR20_CI* N/A                                 N/A                             N/A                             N/A                    N/A 

*The last interview with this trainee could not be completed because this participant had not registered by December 2012 
or started work as a pharmacist. She was therefore not interviewed in round 4. 

3.4 Results: Interview and questionnaire data 

3.4.1 Role transitions  

This section considers the transitional periods experienced by trainees as they entered pre-

registration training following the MPharm degree as well as the experiences of NQPs as they 

entered practice following training. This section also explores the development of the roles and 

responsibilities of trainees during pre-registration as well as their role as NQPs following 

registration as a pharmacist. It provides the context in which trainees develop in other areas such 

as abilities with patients and work colleagues / healthcare professionals. As there were notable 
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differences found between community and hospital pharmacy a division between these sectors 

was made in this section and in many subsequent results sections. 

3.4.1.1   Community pharmacy 

Trainees 

At the beginning of the pre-registration training year trainees had to adjust to a new role of 

working as a full time pre-registration trainee which was very different from being a student or 

working in pharmacy previously as a shop / counter assistant, for example. Some trainees 

appeared to settle in more quickly because they had worked at the same premises during work 

experience prior to starting. Others had worked for the same organisation previously, but not in 

the same site, so although the work colleagues and layout of the pharmacy were different when 

starting some of the general operations and processes occurring in the pharmacy were the same.  

The quote below illustrates the transitional experience of a trainee that had worked for over a 

year in the same workplace which enabled him to integrate into the pharmacy team relatively 

easily and potentially acquire more responsibilities early on in the training year: 

“I’ve obviously worked here for quite a while and came in sort of like proactive, 
and sort of giving you things to do as opposed to just you know, obviously she 
knew I was a pharmacy student so she was quite big on getting bits of training 
done for me so, I sort of had a pretty good knowledge of how everything 
works.” (TR7_CS_1) 

Formal inductions were in place in most community pharmacy organisations to facilitate the 

transition into training and inform trainees of company policies and working practices and the 

structure of the training year. Large multiple pharmacies had inductions as well although these 

were typically week-long programmes run by a central training team for all trainees. The small 

multiples (n=2) and independents (n=3) taking part in this study did not have a formal induction 

process. Instead trainees were inducted more informally in the pharmacy which involved showing 

the trainee how to deal with stock and the computer system to familiarise them with working 

practices. 

During the early weeks of training, the role of trainees across all training sites appeared to be 

similar to that of a pharmacy technician or dispenser. Trainees noted that, in terms of defining 

their role and the tasks they carried out in the pharmacy, they felt like another member of staff or 

a pharmacy technician as opposed to a pre-registration trainee because they were becoming 

acclimatised to the pharmacy setting and working processes. Trainees in community were often 

involved with different work in the pharmacy to integrate themselves into the working practices of 

the pharmacy. This could see them help with the management of stock and other shop keeping 

tasks. For most trainees, there was little in the way of contact with patients in the early weeks of 

training. This was reflected in some of the examples of professionalism demonstrated by trainees 

that were provided by trainees and tutors, such as the one provided by a tutor, below, describing 

how her trainee provided help to a customer in the supermarket.  
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“I had a customer who was very, very pleased with his service last week - 
and actually it wasn't to do with pharmacy, but he's spent the last four years 
working in a perfume shop, and it was a lady wanted, you know we didn't 
have the perfume she wanted and so she asked if she could - asked what 
would be similar. And I don't know anything about that sort of thing, so I 
went and got him. And although it wasn't a pharmacy-related query, you 
know the same sort of helpful asking questions and then suggesting things 
based on what she said was, you know, the same sort of thing you would 
get with pharmacy. And she was - when she left, she said, ‘Oh, I'm so 
pleased. It's been such excellent service. Thank you very much,’ which is 
great, you know.” (TU4_CS_1) 

A few tutors appeared to consciously want to ease the trainee into the role of working with 

patients. In one community pharmacy a tutor noted that she avoided putting the trainee in a 

patient facing role early on. This is in contrast to another community pharmacy tutor’s approach 

which saw the trainee having more patient contact in the early weeks of training: 

“Within that short period of time, because actually what we tend to do is 
actually get them more interfaced with patients, to talk to them on a simple 
basis. So we have the healthcare counter, and obviously get them to talk 
about cold, and flu, and those sort of things first, before they start explaining 
methotrexate, or any the more complex drugs to patients.” (TU6_CLM_1) 

After having worked in their pharmacy organisation for around four months (i.e. around the time of 

round 2 interviews) trainees in community pharmacy described how they felt well settled in their 

pharmacy and had gained increased confidence since the early stages of training. This was the 

case for all trainees, including those that may not have had extensive, or recent, experience of 

working in a community pharmacy, such as the following trainee quoted below: 

“When I first came I only had sort of maybe ten/twelve weeks doing community 
pharmacy so I was - and I wasn't very fresh; it was like over a year since I'd 
last worked so it was all a bit different. It's a different store, different people, 
different SOPs, different companies that have a different way of doing things; 
different computer system. So I started off very basic and now I'm pretty 
comfortable with everything.” (TR3_CLM_2) 

The role of trainees changed over time. Round 1 interviews showed that the role of the majority of 

trainees in community pharmacy was similar to that of a pharmacy technician or dispenser. At 

round 2 the role of trainees had progressed and had become more varied and often involved 

interacting more closely with patients which appeared to facilitate their understanding and 

application of professionalism. The changing role was evident by some of the more 

comprehensive descriptions of patient interaction which extended beyond customer service, 

which could be likened to, for example, services provided in a retail business. As illustrated in the 

critical incident below, one trainee was involved in a situation with a patient which involved 

reading signals from a patient visiting the pharmacy. He appeared able to read the patient’s body 

language and could see she was embarrassed by the condition she was suffering from and thus 

decided to take her to a private area to discuss her health concerns. He was able to demonstrate 

elements of professionalism including confidentiality, through bringing her to an isolated place, 

and compassion, by understanding and respecting her embarrassment. As the patient showed 
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appreciation in the way he handled the situation he was able to learn more about how to handle 

similar patients who approached him conveying similar body language.  

“Saturday, a lady came in. She had thrush. It's a very common thing, over-
the-counter. It's minor drugs but to them it's a big deal and they don't want 
to discuss it openly in public. It's the sort of thing that will happen once 
every couple of years and they're really embarrassed about it because 
obviously it's in your private parts. So I saw that because when she asked 
me she was blushing and she was looking over her shoulder; it was 
Saturday and it was Christmas shopping. So I said, ‘Listen, do you want to 
go to a private area and discuss this?’ It was simple in that I knew that I was 
just going to pick the product off the shelf, ask her a few questions and then 
let her go. But I took her into a room, discussed a few things and then came 
back, gave her the product. And that way she felt comfortable and she 
didn't have to discuss her minor ailment in front of other customers.” 
(TR6_CLM_2) 

At round 2, some trainees talked about the feelings of having increased responsibility within the 

pharmacy and the expectation bestowed upon them from pharmacy staff members as they 

progressed through their training. A few trainees also noted that they had been involved with 

helping other staff members in the pharmacy, such as new counter assistants recently employed 

in the pharmacy. Staff were beginning to utilise the pharmacy knowledge and skills trainees 

possessed in some cases. One trainee, for example, commented that these incidences improved 

his confidence: 

“[I feel] more like a pre-reg. ‘Cos I think the rest of the staff are asking me a lot 
more questions now which gives you a lot of confidence I think.” 
(TR15_CSM_2) 

It was evident from speaking with trainees in round 3 interviews that their confidence was 

increasing further and their roles and responsibilities were moving further towards that of a 

pharmacist. They were often getting more involved with patient queries and helping answer 

queries from colleagues and many were beginning to check prescriptions for clinical issues which 

could be overseen by the pharmacist. 

“[My role has] progressed a little bit from where we were. Like I was mentally 
taking on more of a backseat kind of observant pharmacist role and that's kind 
of what's happened as part of the requirements for my year; I've had to 
become that person, you know - the pharmacist. If someone wants a 
pharmacist, I'll go out and I'll chat to them, answer the phone. You know, the 
pharmacists here are happy for me to do that.” (TR19_CI_3) 

There was a consensus from the tutors in terms of the changing role of trainees within the 

pharmacy throughout the year, from the point of starting more like a technician and progressing to 

the role of a pharmacist. Around the time of round 3 interviews, most tutors said they were 

encouraging their trainees to act like a pharmacist and they wanted the pharmacy staff to 

approach the trainee for questions they may have to facilitate this developing role. 

“It's got to this stage now where I say to the [staff], ‘Don't come and ask me - 
go and ask [trainee].’ She knows she can come and ask me if she needs to but 
I said to her, ‘You've got to start really behaving like a pharmacist now, at this 
stage.” (TU14_CSM_3) 
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A few trainees noted that their role had progressed such that they helped other staff and, in some 

cases mentioned that they were delegating basic tasks, as exemplified by a quote taken from an 

interview with one trainee: 

“[My tutor] told me to like delegate tasks and tell some of the other girls - and 
pass on tasks and get them to do things. Initially I found that quite hard 
because when you come and you're learning from everybody else, then to 
start doing that, that's quite difficult.” (TR16_CLM_3) 

It appeared that some trainees could have played a larger role within the pharmacy, but by doing 

so this could impinge upon the role of the pharmacist. Not having the opportunities to practise as 

a pharmacist fully (e.g. undertaking clinical checks) under supervision during pre-registration 

training would mean trainees would have to wait until being qualified to act out the full role of 

pharmacist, without supervision. A few trainees spoke of the implications this had on their 

development: they could not feel as though their role was that of a pharmacist as they could not 

practise like one without actually being one.  This position was exemplified by one trainee who 

commented that she did not feel like a ‘full-on’ pharmacist towards the end of training 

I: “What role do you think you have here - is it like a pharmacist? Or” –  

T: - “No. Probably a glorified dispenser with a bit more knowledge probably 
(laughs). Yeah, [tutor] likes to be in control. He likes to be the pharmacist. So, 
yeah. Probably a bit more than a dispenser but I wouldn't say a full-on 
pharmacist.” (TR8_CLM_3) 

NQPs 

All community pharmacy trainees that were interviewed as NQPS continued working in 

community pharmacy. As with the beginning of pre-registration training, the transitional period of 

starting work as a pharmacist was also challenging for NQPs. There did not, however, appear to 

be any consistency in terms of a process of induction that NQPs underwent in starting to practise 

as a pharmacist. In the case of one NQP, taking up a position as a pharmacy manager in a 

supermarket pharmacy, he received a month of manager training, but it was not pharmacy-

specific training. Managers from the customer services division and bakery attended the same 

training. A few NQPs described having some help and support from another pharmacist who 

helped familiarise them with the pharmacy. For example, one NQP, working as a relief 

pharmacist, described how he received some support from another pharmacist for the first couple 

of weeks he was working within a large community pharmacy.  

There were mixed views about the ease in which the transition from training into practising as a 

pharmacist was. If NQPs continued to work in the same pharmacy where they had trained they 

benefited from being familiar with staff and working operations within the pharmacy. This was 

similar to how some trainees found the transition into pre-registration training easier if they had 

completed work experience at the training site before they started training. One of the NQPs who 

had continued to work in the same pharmacy organisation, but in a different pharmacy branch, 

commented on some of the benefits in working in the same organisation but noted some of the 

differences, such as the services provided, in her new pharmacy: 
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“I think obviously it was with the same company so you get to know all the 
different things in the store, that type of thing, and all the systems that are in 
place, that type of thing. The only thing lacking obviously was it's a different 
type of store, so sort of dealing with the methadone, doing all of that wasn't so 
prominent in my pre-reg as it is here. I soon picked it up, anyway.” 
(TR8_CLM_4) 

It appeared that NQPs that had moved to a new site appreciated the contrasts between different 

pharmacy settings and would have liked a wider variety of pharmacies to practise in during 

training. This was exemplified in an interview with one NQP who worked in a quiet pharmacy 

during pre-registration training.  He explained how he would have liked to have worked in other 

branches to expose him to different working environments before qualifying as he was now 

working in a much busier pharmacy and had to think and react quickly: 

“Our pharmacy [during pre-registration training] was very straightforward. We 
didn't really - we did a lot of prescription collection so if there were any issues 
you could sort of see them coming. But with the one I work in now in 
[community pharmacy multiple], it's a bit more sort of think on your feet. We do 
like twice the amount of work so I wouldn't say we have a lot of things going 
wrong but when something does go wrong it tends to go wrong very badly. 
And because you're so busy it sort of like compounds everything.” 
(TR7_CS_4) 

The nature of the setting in which trainees worked factored into opinions on the effectiveness of 

training. For example, one described how his pre-registration training site was very busy which 

prevented him from gaining reasonable experience in responding to patient queries, and now as 

a pharmacist he was learning how to deal with these on his own. On the other hand, a few NQPs 

considered working in a busy pharmacy during training beneficial. For example, one NQP 

reflected on the positive elements of working in such an environment, such as developing skills of 

working under pressure. Still, this NQP noted, as did a number of others, that as she could not 

carry out the full role of a pharmacist as a trainee, it could not prepare her for this eventuality.  

“It was such a busy branch I got a lot of experience and I got a lot of 
experience with how to work under pressure, but I don't think anything can 
prepare you for going and being the pharmacist by yourself, unless you work 
with another pharmacist. Because you're not going to know - on your pre-reg 
year you can't know what it's going to be like because you can't actually be the 
pharmacist, if that makes sense.” (TR16_CLM_4) 

NQPs described how they faced new responsibilities as pharmacists and that they were now the 

one in charge of the pharmacy. A number of NQPs felt they would have liked some more 

responsibility during pre-registration to carry out the role of a pharmacist rather than deferring to 

the pharmacist, though they recognised the difficulty in doing this for legal reasons and for 

encroaching on the role of the pharmacist. For example, one NQP stated that she was happy with 

her experience of working with people and developing better communication skills but talked 

about the lack of experience in clinically checking prescriptions which she now had to carry out as 

a pharmacist. 

It was evident from the descriptions of roles provided by many NQPs working in community 

pharmacy that the nature of the work they conducted had changed from when they were pre-
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registration trainees. They had become more involved with handling patients’ enquiries in their 

new role as pharmacists.“I am dealing a lot more with queries as well - so patient queries.”  

(TR12_CS_4) 

NQPs were also tasked with the responsibility of clinically checking prescriptions and querying 

any prescriptions which were considered erroneous or problematic. An example of one NQP 

dealing with a clinical problem on a prescription by himself, which he perceived to be an incident 

in which he acted professionally, was discussed (below). This illustrates the central role NQPs 

had in handling any issues with prescriptions. 

“On Wednesday, for example, I faced a challenge with a prescription. 
There were two types of antibiotics - two different antibiotics but the same 
kind - two penicillins - on the prescription. So to be honest, for example, if 
I was a pre-reg I would just pass it on to my tutor and he'd explain it to me, 
but we didn't face this in my pre-reg year so I'd never seen it before. So I 
got slightly confused and I sort of opened the BNF [British National 
Formulary] - couldn't really find anything in there, which you don't really 
expect to - but it's natural - every pharmacist turns to the BNF first! But 
then I rang the doctor up and I just said, ‘I want to clarify that this is 
intended, where you've put the two penicillins on,’ and he clarified it and it 
was fine, yeah.” (TR6_CLM_4) 

Some NQPs, particularly those with pharmacy manager positions, were involved in delivering a 

range of enhanced and/or advanced services as part of their role. For example, one NQP talked 

about his role in promoting services to people and getting involved in medicines use reviews 

(MURs) and new medicine service (NMS) in his role as pharmacist, services which were 

witnessed but not conducted as a trainee. 

“I'm not so much dispensing at the moment but sort of promoting services to 
people. For example, now that the flu season's there, we're trying to make 
people aware of that service. I've been doing the flu service to people 
whenever we can - I mean, obviously we're really pushed on our targets and 
MURs and NMS, so yeah, it's a mixture of things really but not so much 
dispensing because we don't have that many items at the moment.” 
(TR4_CS_4) 

The challenges facing NQPs working in different settings as a relief, or locum, pharmacist may be 

more profuse. Some of the challenges noted by these NQPs included adjusting to different 

pharmacies working procedures and working at an effective speed, and dealing with prescriptions 

that had been misplaced.  

“If I'm working in a certain place and the systems aren't really in place that I would have 
[used] in other shops – you can't find, stuff goes wrong, the prescriptions have gone 
missing; promises have been made to patients which haven't been followed and then 
you're coming in as the locum pharmacist and you're being expected to deliver these 
pharmacies, even though it wasn't you pharmacy-ing kind of thing.” (TR15_CSM_4) 
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3.4.1.2   Hospital pharmacy 

Trainees 

Trainees in hospital experienced many of the same challenges as trainees in community 

pharmacy, such as adjusting to full time employment following finishing their MPharm degree. As 

with community pharmacy trainees, those training in hospital were able to integrate into the 

environment quite well, but a couple of trainees highlighted some of the difficulties faced when 

starting working as a pre-registration trainee in their hospital. For example, one trainee talked 

about how members of staff (e.g. technicians and pharmacists) had their own groups which were 

quite ‘cliquey’ which made it difficult for trainees to integrate. Another trainee felt comfortable with 

the transition into training as he had done a summer placement in the pharmacy department 

previously and was familiar with many of the staff and how the pharmacy operated.  

“[Starting pre-registration training] wasn’t too much of a shock because I’d sort 
of, I’d done the summer placement here last summer so I sort of knew a lot of 
the staff and I knew sort of roughly kind of how everything works so it wasn’t to 
bad coming back into it. … It was like a gentle start.” (TR11_HDG_1) 

In all hospitals, inductions were in place. These were longer than the induction periods for 

community pharmacies, typically lasting one month. Trainees would be introduced to the different 

members of staff in the pharmacy department and begin working in the dispensary and visiting 

different wards. As was the case in community pharmacy, during the early weeks of training, the 

role of trainees across all hospital training sites appeared to be similar to that of a pharmacy 

technician or dispenser, exemplified by a quote from one tutor.  

“He's been getting to know the department, spending time in the different 
areas of the department, getting to know the different things that are 
happening. But he's been working in the dispensary as well. So he's working 
like a technician in the dispensary.” (TU13_HT_1) 

After the induction period, and by round 2, all hospital trainees began to spend more time on 

hospital wards and worked with more pharmacists, and spent less time in the dispensary working 

with pharmacy technicians and assistant technical officers (ATOs). 

“Day to day, well, in the mornings we usually go to a ward with one of the 
pharmacists and initially we were just sort of shadowing them but now we 
might have a go at doing some of the stuff ourselves and get it checked by 
them; things like constructing drug histories from patients, or often just 
clinically checking the prescription for safety and that kind of thing.” 
(TR10_HDG_2) 

Some additional tasks, relating to the role of the pharmacist, for example, occasionally 

undertaking some medicines reconciliations, were also carried out by trainees with appropriate 

supervision. However, it was evident from the interviews that trainees experienced limited patient 

contact and interaction during the early stages of training. Trainees typically worked in the 

dispensary and occasionally helped conduct medicines reconciliations on the wards after 

shadowing another pharmacy professional conduct them.   
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A couple of trainees explained how they spent considerable time shadowing different 

pharmacists, but depending on the pharmacist they were working alongside they would take on 

differing amounts of responsibility on the ward rotation. Unlike community pharmacy, trainees in 

hospital did not work with their tutor very often unless the tutor was responsible for the ward that 

the trainee was placed for a rotation. 

By the third round of interviews, hospital trainees were working much more on wards with 

pharmacists. Some trainees were given responsibility of looking after a ward, or part of a ward, 

with the supervision of a pharmacist. This allowed them to conduct the work of pharmacists whist 

being overseen by pharmacists on the wards. 

“I think really, as it stands at the moment, it's probably been pretty steady 
throughout the year, really. I suppose maybe his role out on the wards may 
have changed - changing as we speak, really, because it's at that stage of the 
year where he should be doing more of the clinically checking and sort of like 
the clinical pharmacy activities out on the ward, still under the supervision of 
the pharmacist but maybe taking a little bit more responsibility sorting the 
problems out, picking up the problems and sorting them.” (TU11_HDG_3) 

Most of the trainees were involved with warfarin counselling as one trainee pointed out, perhaps 

because trainees were in a position to perform warfarin counselling which would free up 

pharmacists for other work: 

I: “So do you do a lot of that then - warfarin counselling?” 

T: “Yeah, the pre-regs do. We're kind of like the ‘go-tos’ because we've all 
been signed off [as competent to do this]. Obviously pharmacists can't be 
bothered to do it because it takes about half an hour so they just get any of us 
and ask us to go.” (TR18_HT_3) 

Trainees did not have the same kind of responsibility as pharmacists so they were still lacking this 

experience and would not gain this experience until after becoming a registered pharmacist. 

Comments from some trainees in hospital were similar to some of the trainees in community 

pharmacies, stating that it was hard to feel fully prepared to practise as a pharmacist until one 

actually starts practising as one. 

“I think we need to just be thrown in the deep end and see how we react and 
cope with it really. That's the only way you can learn as well. You can do as 
much looking in books and things like that as you want, but I think the only way 
to properly learn and actually behave like a pharmacist is actually just getting 
into the role.” (TR13_HT_3) 

NQPS 

All trainees in hospital went on to take up a position as a pharmacist in hospital; three in a 

different, and three in the same, hospital where they trained. NQPs underwent a form of 

induction, which varied in length, to help familiarise them with their new role when they started 

working as a pharmacist. For example one NQP said he had a shorter induction which lasted only 

two weeks whereas two others said they had an induction period lasting eight weeks as part of 
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becoming a resident pharmacist. Half of NQPs talked about how it was challenging to suddenly 

be faced with working as a pharmacist, even after an induction period. 

“After two months we got let loose it was … quite intimidating really. I knew 
where to find everything; it was just that you were looking everything up. I 
didn't really have that knowledge there.” (TR18_HT_4) 

It was evident from the interviews with NQPs that practising as a pharmacist was still a 

considerable change from pre-registration training for all of them, including those who stayed at 

the same hospital. As with many NQPs from community pharmacy, NQPs in hospital believed it 

was hard to appreciate what it is like to practise until one starts practising, illustrated by the 

following quote from one NQP: 

“So yeah, [pre-registration training] has helped me but at the same time I don't 
think anything can prepare you for the feeling of I'm actually totally responsible 
for everything that I do now. Like, you know, we got told about it but nothing 
can actually prepare you for that feeling.” (TR17_HT_4) 

All NQPs described being satisfied with their pre-registration training. They believed training gave 

them good experience of pharmacy practice in hospital apart from one who believed that trainees 

in her hospital were too sheltered and were not given much responsibility except for in the 

dispensary. NQPs did, however, reflect on how they would have liked to have had more 

responsibility, such as monitoring / managing a ward for a longer period of time. 

“It definitely did, yeah, it definitely did. I mean, in pre-reg I probably would have 
liked more of a ward - my own sort of ward and more responsibility more early 
on because I only had that for the last month for my pre-reg. I probably would 
have liked that a bit more earlier on to sort of prepare myself a little bit more. 
But no, it definitely did, it definitely did.” (TR13_HT_4) 

NQPs working in hospital were doing ward rotations in different specialities but they held more 

responsibility on the wards than they did as a pre-registration trainee as they were responsible for 

signing off drug charts and were more involved in helping with the treatment of patients on wards. 

Some NQPs also talked about being closely involved in tasks such as discharging patients from 

the hospital. They were also generally busier as pharmacists than trainees. The main challenges 

noted by NQPs working in hospital pharmacy related to time management and making final 

decisions.  

“It's time management more than anything. Because you want to give your like 
all to the ward but you can't because you've got a lot of rotational stuff to do, 
and the rotational stuff is going on your CV, if you know what I mean, at the 
end of the day. So I found that really hard because I was giving my wards 
loads of - much more time - aseptics really.” (TR9_HDG_4) 

Being a NQP with new found responsibilities, such as having to use professional judgements and 

make final decisions was also challenging. This experience was similar to NQPs in community, 

and could initiate instances where lapses in professionalism may occur, as perceived by some 

NQPs. For example, one NQP described an incident where she displayed unprofessional 

behaviour - showing poor judgement - by providing a drug to a doctor for a patient without 

knowing adequate details of the drug and the patient it was to be given to. 
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“Yeah, literally it happened yesterday. We have a system called the I01 
- I don't know if you've ever heard of it. It's an incident report basically, 
like a serious report that you get against yourself if you've done 
something wrong. It's not too serious but, you know, you're not really 
supposed to hand them out lightly and I got my first one yesterday 
because on my last night shift, there's a drug called Iloprost, which I 
didn't know much about and a doctor rang me up and said he needed 
it; it was an emergency. And the drugs aren’t licensed so I couldn't 
really check the dose and I just gave the vial. And I was talking to a 
pharmacist the next day and she basically I01'd me for it because - I 
didn't do anything wrong but the reason she gave me it is because I 
gave out a drug that I didn't know anything about. I didn't know why he 
was giving it - and to make it even worse, I didn't even record the 
patient who he gave it to; I just handed over the vial to an A&E doctor. 
So yeah, I got an I01 for that. So I've definitely learned now that if I 
don't know what the drug does or what it's for, then I need to find out. 
And then, annoyingly, there was a guideline on our protocol all about 
the drug but I didn't even look for it so that's probably why I got in 
trouble, for doing that.” (TR18_HT_4) 

3.4.1.3   Summary points 

 Some trainees faced challenges in adjusting to their new role in full time 

employment following the MPharm degree 

 There were month-long  inductions in place in  hospitals; formal company-wide 

inductions for large multiple and supermarket community pharmacies; informal in-

house inductions in place for small multiple and independent community 

pharmacies 

 Difficulty in transitioning into pre-registration was attenuated by past work 

experience in pharmacy 

 At the beginning of training the role of trainees appeared similar to a pharmacy 

technician or dispenser 

 As trainees progressed they were more involved in working with patients, 

apparent through critical incidents of professional / unprofessional behaviour and 

descriptions of tasks conducted 

 Tutors in community encouraged staff to approach the trainee with queries as 

they gained more experience to support their transition in role into one similar to a 

pharmacist 

 Opportunity to take full responsibility, similar to that of a pharmacist, as a trainee 

was limited and trainees would still have to defer tasks to a pharmacist 

 Some NQPs faced challenges in adjusting to their new role as pharmacist as they 

faced increased (full) responsibility and accountability  

 Difficulty in transitioning into practice as  a NQP was attenuated by experience in 

the same pharmacy or organisation due to similar working processes 
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3.4.2 Development and application of clinical knowledge  

The knowledge of elements of pharmacy practice including, for example, clinical knowledge (i.e. 

understanding the actions and uses of drugs, doses, interactions, and knowledge of appropriate 

medicines for various diseases) underpin the necessary competencies which have established 

pharmacy as a profession. The development and application of clinical knowledge is a key 

component of practising as a professional pharmacist as one needs appropriate knowledge to 

underpin practice when, for example, counselling a patient on their medicines. The development 

and application of clinical knowledge can occur from the start of the degree and continues through 

training and practice beyond registration. It forms an important part of the professional 

socialisation process in which a professional must demonstrate the necessary skills, attitudes and 

behaviours expected by a member of the profession.
6, 84

 The role of the MPharm in knowledge 

acquisition is presented in the first section followed by the role of past work experience.  

Findings from all interviewees are presented together rather than separating them out by sector in 

these two sections. This is because prior to pre-registration training the education and past work 

experiences were similar across all trainees in that they all completed an MPharm degree, and 

they all had some experience of working in a pharmacy. The final section on the role of pre-

registration training and post-registration practice (section 3.4.2.3) focuses on findings from all 

rounds of interviews to consider the developmental influences and changes occurring during pre-

registration and early career experiences as NQPs and is separated by sector. 

3.4.2.1   The role of the MPharm degree  

Most trainees said they believed that the MPharm degree provided them with a wealth of 

knowledge and theory of pharmacy but lacked the practical skills in which to carry out the role of a 

pharmacist, hence the training year would fill those gaps in competence. According to some 

trainees, the focus of the MPharm appeared to be on inculcating students with the appropriate 

pharmacy knowledge and helping them understand what is expected from them in practice. 

“So I think [the MPharm] teaches you a lot of clinical stuff and pharmacy [work 
experience] teaches you more about people skills and how to apply it”. 
(TR20_CI_1) 

It was noted by a few trainees early on that as the MPharm was completed a couple of months 

prior to starting pre-registration training, the difficulty facing them was remembering some of the 

useful knowledge learned during the MPharm so they could apply it in their new role.  

“I’d had a six week break and yeah I kinda crammed it all in at the end and 
now I’ve sort of forgotten it all … I need to start learning it again.” 
(TR1_CLM_1) 

In discussing the role of the MPharm in preparing trainees for pre-registration training, a number 

of trainees said that the practice-based modules appeared to be the most helpful in preparing 

them. This included classes such as dispensing labs and some trainees also talked about the 

utility of role plays or objective structured clinical examinations (OSCEs) which helped them 

improve their communication skills. However, a couple of the trainees that commented on the 
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benefits of role plays said that the number of opportunities to partake in these classes was limited. 

Furthermore, one trainee commented that role plays were somewhat unrealistic and appeared to 

be more hypothetical, not quite like authentic encounters with patients in a pharmacy. 

Trainee interviews during the first round also highlighted the disparity between what is taught and 

learnt at university and what actually happens in practice (i.e. how one applies their knowledge). 

This was a common theme that came up in interviews with a number of trainees. Some tutors 

flagged similar issues to the trainees regarding the disparity between university and practice as 

well. One tutor (quoted below) noted that university is more theoretically-based and that it is in 

practice where you experience ‘true dispensing’ and the medication patients are taking which, in a 

number of cases, contains interactions. The dispensing of medication, as learned during the 

MPharm, may be more black and white, but in practice it can be considered a grey area. 

“The problem you tend to find is because uni tends to be so sort of theoretical - 
although I know now it's far more practice-based - you've still not experienced 
really true dispensing and what patients are on. And it's understanding, 
whereas yes, at uni they might tell you, ‘No, you would never give this, this, 
and this together.’ that in practice it happens and it happens quite a lot. And 
it's a case of understanding when you get involved and how you get involved 
and if you need to get involved.” (TU16_CLM_1) 

3.4.2.2   The role of past work experience   

All trainees had previous experience of working in a pharmacy which they said had prepared them 

well for the pre-registration year. Some trainees did not feel satisfied with the limited opportunities 

of working in practice through placements at university and noted how useful it was to gain work 

experience outside the university curriculum. Working in practice was where behavioural 

expectations taught during the MPharm degree seemed to be fully appreciated and applied 

according to many trainees. It was also a place where practical skills in dispensing were carried 

out regularly and improvements in these skills were developed. Work experience in pharmacy 

also helped trainees with their development of communication skills in dealing with colleagues, 

other professionals and patients as well as working in a team as illustrated by two trainees: 

“I think my work experience has had probably a significant impact on the way I 
act professionally and my confidence in talking to patients and people, like 
other members of staff and things like that. So I think maybe my work 
experience has helped me with like my interpersonal skills… .”  (TR17_HT_1) 

Past work experience in pharmacy was considered valuable by trainees but it should be noted 

that not all experiences were viewed positively. Some criticisms of past work experience included 

it having a main focus on dispensing with less time spent with patients, seeing a limited range of 

patients on weekends during the part time work experience and, as illustrated by the quote below, 

being exposed to some unprofessional behaviour of colleagues: 

“[Locums] were just turning up late, not dressed appropriately… not really 
wanting to do much work really or not wanting to speak to patients, or not 
speaking to patients appropriately really.” (TR8_CLM_1) 
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3.4.2.3   The role of pre-registration training and post-registration practice 

Community pharmacy  

Trainees 

During round 1 interviews, trainees talked about the kinds of skills they were lacking at the early 

stage of their pre-registration training. Almost all trainees said they lacked confidence in their level 

of clinical knowledge possessed and how it could be applied to patients in practice. Despite this, 

there was evidence that it was improving, even during the early weeks of training. Some trainees 

described how they developed their clinical knowledge in practice through being exposed to 

different situations repetitively which allowed them to recall and apply prior knowledge and 

assimilate new knowledge, such as correct dosing of different medicines, more easily. 

“I’m more of a practical learner, so they can drill, they can say it so many times 
a day and it still wouldn’t really sink into me but when you come into work then 
you know it’s more relevant and you know you need to do it so yeah you get it 
drilled into you at university but then as soon as you come working it comes 
second nature really.” (TR3_CLM_1) 

Tutors seemed happy with trainees’ level of clinical knowledge, more so than trainees felt about 

their own clinical knowledge. Still, tutors appreciated that trainees needed the opportunity to apply 

their clinical knowledge during interactions with patients, something the pre-registration year could 

offer as illustrated by the following quote: 

“They know all the sort of theory behind of why we do everything, but coming 
to the end it's actually - that's what they struggle with, is that interface. So it's 
the interface of applying all that knowledge and everything they've got to 
actually helping a patient, or applying it to a prescription they've received and 
there's problems. That's where the undergraduates - the graduates tend to 
struggle with their pre-reg, and that's the developing of the skills and then 
talking to prescribers, talking to other pharmacists, to patients. So you have to 
train all of that knowledge in, to make it easy to understand.” (TU6_CLM_1) 

Most trainees in community pharmacy were allocated study time of about five hours per week, but 

a few did not and simply studied when the pharmacy was quiet or when they had permission. 

Study time served as a means to assimilate new clinical knowledge, and allowed trainees to 

reflect on some of the new information they encountered while working. Additionally, many 

trainees often described how they took it upon themselves to learn independently early on in the 

training year. This included using notebooks to write down information which was new to them, or 

doing some self-study in the evenings.   

By the second round of interviews, trainees explained how they had progressed and developed 

their clinical knowledge and further improved practical skills such as dispensing. The combination 

of working in a pharmacy and applying knowledge possessed as well as being able to study 

omissions in knowledge during study time was valuable. Some trainees often consulted the BNF 

during study time to improve their understanding of dosing and the ages of the users of particular 

drugs. The BNF could also be used when a trainee would appraise a prescription that they 
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received. Furthermore, many tutors continued to ask trainees questions about issues such as 

interactions that helped develop a trainee’s knowledge in dealing with clinical problems. 

I: “Okay how about your knowledge base? Like pharmacy specific knowledge 
and some of the practical skills of” - 

T: - “Yeah I think that’s got better because just like by dispensing the drugs 
and that, like [tutor] will say, ‘What’s that one used for?’ and if I don’t know I go 
and look it up. So I think doing it that way you learn more ... .” (TR14_CSM_2) 

Although there were reports of improved clinical knowledge and abilities in applying this 

knowledge to practice, one trainee, quoted below, described how there were limited clinically 

complex cases available to deal with in her pharmacy. This reduced the need for possessing a 

wide range of clinical knowledge as it was not regularly utilised; this issue of the paucity of 

complex clinical cases was also insinuated by a few other trainees:  

“We don't do that wide of a clinical range here so I think that some of the stuff 
you did at university is now not relevant. 

… 

“In this store - the scope of what we do here is quite limited … we’re not next 
to the surgery or anything. So, as I say, there aren't that many clinical 
problems to deal with.” (TR8_CLM_2) 

The majority of trainees were part of a pre-registration training programme which saw them 

undertake additional training courses, run through the employing organisation, or through external 

training providers such as Numark and Buttercups. This additional training served to develop 

trainee knowledge on different topics which may be applicable to treating patients with different 

health conditions presented in the community pharmacy setting. 

Although the stronger themes from the data were centred around trainees believing they did not 

possess the relevant clinical knowledge to carry out the role of a pharmacist during the early 

stages of the training year, there were some other findings that stemmed from a small number of 

trainees. For example, one trainee (TR5_CI) highlighted the issue of confidence – a phenomenon 

that other trainees may be experiencing but did not reflect on. This trainee talked about the 

difficulty she had in asserting herself if, for example, she was spoken to irreverently by patients 

she had consulted. She also talked about the anxiety about making an error and telling patients 

wrong information because she did not feel as though her clinical knowledge was at a high 

enough standard to deal with patients effectively. 

“I think I'm a bit too soft (laughs). ... Sometimes I don’t speak up for myself. I 
just don't speak up sometimes. Like if a patient is being horrible to me, I don't 
stand up for myself. I just let them blah-blah-blah-blah-blah - have a go at me. 

... 

“I'm afraid of making an error and telling [patients] wrong information.” 
(TR5_CI_2) 

By the third round of interviews, many trainees talked about how clinical knowledge was being 

further developed through handling patient queries. Working with patients made clinical 
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knowledge more relevant and rooted in real practice. Also, many trainees commented on the 

improvements in clinical knowledge which were helped by exam preparation for the upcoming 

registration assessment, taking place approximately one or two months after round 3 interviews. 

I: “And like your clinical knowledge - has that come on since last time?” 

T: “I think just through studying and revision really so like now that I'm close to 
the exams it's like you can't pick up and learn a lot more.” (TR19_CI_3) 

One trainee did, however, suggest his clinical knowledge may have become worse after spending 

a number of months working as a trainee in his pharmacy. This may have been linked to the issue 

of not utilising a vast range of clinical knowledge, raised in the previous round of interviews, as 

minimally complex cases were commonly being dealt with.   

“So in university you sort of learn about certain conditions. If they don't come 
up here you're not going to be learning about them.” (TR3_CLM_3) 

Most trainees acknowledged they still had gaps in clinical knowledge, but there was more 

acceptance that they could not know everything there was to know and that they could use 

resources and get help when necessary. 

“At the end of the day I'm not going to know everything. At the end of the day, I 
look it up. I think that's the good thing about pharmacy. It’s like even with 
doctors, they don't know everything. They look it up, they ask us, we ask 
them.” (TR15_CSM_3) 

As noted previously, tutors were happy with the levels of clinical knowledge possessed by their 

trainees at the beginning of pre-registration training and these sentiments remained consistent. 

They too recognised growth in confidence as trainees progressed and had more experience of 

applying their knowledge in practice. 

“I mean, you see that - you see them develop because they come out of 
university and, all right, yes, clinically they know a hell of a lot, they really do, 
but it's knowing how to put it into practice and that's what develops over the 12 
months.” (TU16_CLM_3) 

NQPs 

The majority of NQPs in community pharmacy believed that their clinical knowledge had 

continued to improve since becoming a pharmacist. They were more deeply involved in examining 

medicines and looking for any clinical interactions with drugs. NQPs were now involved in 

clinically checking prescriptions more regularly (without being double- checked, and signed off, by 

their tutor) which developed further clinical knowledge through repetition. It was pointed out by 

one NQP that he was also exposed to a wider range of drugs prescribed by doctors in different 

areas through his locum work. 

“Now you're working every day, you obviously notice things a lot more 
because you're checking prescriptions constantly and you notice things. My 
clinical knowledge has also grown because I work in so many different areas - 
doctors prescribe completely differently. It's only like a small change but in 
[location removed] they prescribe co-codamol, codeine and paracetamol, 
which is like their main go-to painkiller; whereas seven miles/six miles down 
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the road in [location removed] it's co-dydramol, which is dihydrocodeine and 
paracetomol. Now, dihydrocodeine, see, has been shown to be a lot more 
addictive than codeine. Now, I know they're only a small distance away but 
their painkiller that is their go-to painkiller is completely different. There's a 
complete difference. So that's also a problem because you go into completely 
different places and some of the stuff I've heard of but I've never seen in use.” 
(TR19_CI_4) 

Some NQPs were involved with delivering new services and developing their practical skills in 

providing these services as well as developing the associated clinical knowledge to deliver them. 

Although some NQPs were involved in delivering a range of different enhanced (e.g. supervised 

administration of methadone) or advanced (e.g. MURs) services, a few commented on their lack 

of experience in delivering these during pre-registration training, such as the following NQP, now 

working as a pharmacy manager: 

I: “So now you're working as a pharmacist, is there anything you think should 
be changed about pre-reg training to kind of better prepare you?” 

T: “There should be more to do with trying to get services. So down here we're 
doing new services to do with travel vaccines, where we're actually injecting 
people with typhoid and yellow fever and stuff. I mean, that's quite a big thing, 
so there should have been more in your training year how to set up a new 
service - how to advertise it. MURs as well - they're difficult to get people to 
do. There should be more towards recruiting people to do that. More the 
service side of it and making money side of it.” (TR3_CLM_4) 

Hospital pharmacy 

Trainees 

Trainees in hospital, as with trainees in community pharmacy, lacked confidence in their 

possession of sufficient clinical knowledge, perhaps being overwhelmed by the variety of 

medicines they witnessed in the dispensary and on occasional ward visits. The development of 

clinical knowledge in specialist areas, however, occurred in trainees, even during the early weeks 

of training during short visits to wards. Some trainees in hospital commented on their 

development of the knowledge of different drugs. For example, one trainee described the wide 

range of drugs and the complexity of drugs being used in hospital as opposed to community 

pharmacy where trainees did not come across many new drugs. 

“It’s different when you’re doing it in practice, in community you have a more 
limited range. You’ve got you know the same drugs, wider strengths. Here 
you’ve got all the injections and all the hospital-specific things so you do get a 
much wider range in hospital pharmacy so that’s why I feel I’ve improved.” 
(TR10_HDG_1) 

Tutors believed that trainees possessed considerable clinical knowledge and reasonable skills in, 

for example, dispensing but that they still had to develop a lot more throughout the training year. 

They needed to apply what they had learnt during the MPharm degree to the practice setting. One 

tutor described the pre-registration training year as a big learning curve, where the application of 

knowledge attained from university occurred.  
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“Obviously it's a big learning curve, pre-reg, because they've got all the 
knowledge from university - it's just being able to apply that to practice. 
(TU17_HT_1) 

As trainees progressed through the year, they were working on wards a lot more after the 

induction period and were constantly learning new information in an applied setting. They could 

witness patients being treated and examined, the medicines being given to patients and 

assimilate this information further during study time or, in some cases, during home study.  They 

were developing new specialised clinical knowledge during ward rounds in different clinical areas. 

For example, one trainee talked about his improvement in pharmaceutical knowledge in 

prescribing and dosing for children following a rotation on a children’s ward, and increased 

knowledge of palliative medicine after a rotation in palliative care.  

“In terms of pharmaceutical knowledge I’ve improved. ‘Cos I did, I’ve done a 
rotation on sort of children’s ward and that sort of improved my knowledge of 
prescribing in children, sort of the doses that the regular prescribed 
medications are given in children and what would be sort of normal doses and 
what would be abnormal. And then I did a rotation in palliative care. So I 
gained an insight into sort of end of life sort of care there and the doses and 
kind of drugs that they used.” (TR11_HDG_2) 

The potential limitations in developing clinical knowledge due to the hospital site was noted by 

one trainee. Although no other trainees reflected on their setting being a potential factor in 

facilitating or hindering opportunities to witness different scenarios, such comments from this 

trainee suggest the setting was conducive to the trainee’s development in, for example, dealing 

with diverse clinical cases.  

“Well it's only a small hospital so maybe limited with respect to the scenarios 
that I've seen. Maybe if I was in a bigger sort of teaching hospital I'd see more 
scenarios - more sort of surgery-type stuff and gastroenterology-type stuff. We 
don't really have that here.” (TR10_HDG_2) 

All trainees working in hospital showed signs of working more independently and having more 

control over the activities they did in the hospital in comparison to community trainees. Hospital 

trainees had more flexibility in managing their learning and could use study time to prepare for 

ward rounds or research areas of knowledge they did not feel confident in when they had study 

time. Local and regional training days were in place for hospital trainees which provided them with 

an opportunity to meet with other trainees and learn new information. These training days were 

geared towards the registration assessment. In one site there was a BNF club in place for 

trainees which was useful for building competence in using the BNF and learning more about how 

different health conditions were treated. 

“Yeah, I think I've gained quite a bit. We have a BNF club every week with 
different pharmacists. Me and the other pre-reg, basically we take a chapter 
out of the BNF and they have questions on it set for us and we have to do 
those questions beforehand; obviously read that chapter and do those 
questions ... .” (TR9_HDG_2) 
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With regards to dispensing skills, trainees in hospital spoke of using dispensing logs which would 

be signed off for them to be qualified as a dispenser. They could then move onto to working 

through an accuracy checking log of checking 1000 items accurately.  

By the third round of interviews with hospital trainees, as with trainees in community pharmacy, 

they still recognised gaps in clinical knowledge. However, this was met with less anxiety 

compared with previous interview rounds. As with trainees in community pharmacy, the 

registration assessment preparation helped improve clinical knowledge towards the end of the 

training year. Tutors were content with trainees’ abilities in practical skills such as dispensing and 

also their clinical knowledge at this stage in the training year. However, there was still room for 

improvement in trainees’ clinical knowledge in hospital pharmacy as one tutor pointed out: 

“He has a good knowledge but obviously he's still - he has the knowledge I 
would expect for somebody at his stage, if you know what I mean. And he 
knows - he probably has it a bit better and he certainly has - but I think 
obviously because of his experience, if it was a very complicated patient, he 
wouldn't have that experience as yet. But then neither would a pharmacist, a 
qualified pharmacist. You still have to gain that experience over time.” 
(TU13_HT_3) 

In hospital pharmacy, tutors were able to gauge clinical knowledge as applied in OSCEs that took 

place in a university as part of a regional training day in the latter part of the training year. This 

was beneficial as tutors could not always witness trainees’ skills through working directly with 

trainees as was the case for tutors in community pharmacy. 

“I have seen an improvement in her clinical knowledge … .She did her mock 
[registration assessment] yesterday and she passed both papers. She got 
about 90 per cent … . So from that point of view, I think she's done well. And 
actually she did - they do the OSCE at the university and she did really well.” 
(TU10_HDG_3) 

NQPs 

As with NQPs in community, those in hospital were more involved in clinically checking 

prescriptions rather than dispensing and as such they felt that their clinical knowledge improved 

further because they were more involved in the process of examining patients’ medicines for 

interactions and dosages. The clinical knowledge NQPs were developing did, however, appear to 

be contingent on the wards NQPs were working in, and this would vary across NQPs as they 

worked in different specialties.  

“So obviously my knowledge of surgery and general surgery and I'm on spinal 
surgery as well, so definitely my knowledge around this topic has definitely 
improved. Definitely antibiotic prescribing in certain conditions - because 
obviously you only get certain conditions with certain antibiotics - for example 
surgery, they'll get a certain infection therefore I treat it with certain antibiotics 
in different conditions so I obviously do that. So I've got a lot more clinical 
knowledge around obviously surgery. Different - well, when I rotate in January 
obviously my clinical knowledge will grow depending on where I rotate to 
really. But, for example, my knowledge of heart care hasn't increased 
compared to pre-reg but my surgical knowledge has increased because that's 
where I've been.” (TR13_HT_4) 
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3.4.2.4  Summary points 

 The MPharm equipped trainees with a good understanding of the clinical knowledge but 

lacked the practical application of knowledge in practice 

 Work experience prior to pre-registration training was considered very useful by trainees and 

helped to familiarise trainees with the pharmacy environment and processes such as 

dispensing 

 Early on, trainees were not confident in their clinical knowledge and being able to use and 

apply it in practice in order to provide advice to patients, though their tutors had more 

confidence in their level of knowledge 

 Study time throughout the training year was useful to synthesise some of the new information 

being acquired through exposure in pharmacy practice though study time was inconsistent 

across training sites 

 Trainees in hospital had more flexibility in their learning with regards to study time and 

selecting pharmacists to shadow  

 Trainees in hospital learned more about specialist drugs used in different hospital wards 

 Clinical knowledge was continuously being applied in practice through, for example, 

witnessing prescriptions and drug charts in repetitive practice  

 By the third round of interviews trainees began focusing on preparing for the registration 

assessment, which became their main focus; this was seen to develop clinical knowledge  

 As NQPs, clinical knowledge was still improving in both sectors through repetitive practice 

and working with more patients and clinical queries 

3.4.3 Development of professional attitudes and values  

Although the development of professional attitudes and values were not the main focus of this 

research, rather, the development of their professional behaviour was, some questions were still 

posed to trainees about any changes in attitude and / or values occurring as a result of pre-

registration training. This section considers how some of the core values of professionalism (e.g. 

honesty) and professional attitudes developed before, during, and after pre-registration training 

from the perspective of trainees / NQPs who had the insights into these more ‘internal’ elements 

of professionalism. This was tackled effectively through questioning trainees about the perceived 

importance of professionalism, as has been done in other research.
206

 

3.4.3.1   Upbringing and MPharm education 

This section relates to the first round of interviews where participants were asked about the role of 

their upbringing in shaping their attitudes and values. The findings from the first round of 

interviews from trainees in community and hospital pharmacy are considered together. One’s 

upbringing appeared to be a major factor in engendering and building a foundation of the values 

of professionalism at an early age. Individuals’ parents reinforced many of the core elements of 
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professionalism, such as being respectful, honest, and caring, during their childhood and 

adolescence.  

“I think my parents always sort of drilled it in to, stuff like, be honest and be 
respectful, that type of thing.” (TR8_CLM_1) 

Religion also appeared to play a role in appreciating and fostering some of the core values of 

professionalism as noted by two trainees. They talked about religion and its role in shaping their 

attitudes and values of elements of professionalism (e.g. honesty and empathy). According to 

these trainees, the teachings of religion can inculcate such attitudes and values, as illustrated by 

one of their comments: 

“Yeah I think, religion, religion might come into it as well…to be honest like, I 
would say I’m from a moderate - my family’s moderate - we’re all Muslim, 
followers in Islam right, and with all religions, professionalism to a certain 
extent is part of it. Even Christianity, Hinduism, all that, you know the core 
principles like honesty, respect, show empathy. All that is part of religion, so if 
someone’s practising their religion they’re automatically being professional ... 
.” (TR6_CLM_1) 

The patient oriented aspects of professionalism (e.g. confidentiality; ethical practice) which are 

more pertinent for patient centred professionalism in healthcare seem to be instilled during the 

MPharm degree and in practice. Classes in communication and demonstrating elements of 

professionalism, such as empathy and compassion, appeared to be largely absent in the MPharm 

degree.  When these elements of professionalism were explained (e.g. delivered didactically) 

within the curriculum they were generally considered to be ineffective, as illustrated by the 

following quote: 

“No there’s nothing about how to treat people or anything like that, it’s just 
literally it’s the knowledge … But there isn’t anything like how to deal with an 
awkward customer it’s just, there is an ethics part to it, there is an ethics part, 
it’s sort of mandatory, because there is like a whole guide to ethics and it’s set 
up by the GPhC. But there’s nothing really on how to deal with patients.” 
(TR1_CLM_1) 

3.4.3.2   Pre-registration training and post-registration practice 

Community pharmacy  

Trainees 

A different way of thinking about the job role as a trainee, as opposed to being a student, and the 

identity associated with this was a noticeable theme in the data. Interviews with some trainees 

highlighted this newly adopted ‘professional mind-set’ which occurred upon starting out as a 

trainee in the pre-registration training year. This mind-set, which was evidently adopted by some 

trainees, appeared to raise trainees’ awareness of the importance of the pre-registration training 

year in allowing them to develop and behave as a professional pharmacist. For example, one 

trainee working in an independent pharmacy expressed how he felt that he was not ‘just another 
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member of staff’, compared to when he was in part-time, or summer, employment as an assistant 

in the pharmacy, and that he had more responsibility and had to take the role more seriously:  

“Now I’m not just another member of staff, ‘cos this year is going to lead into 
being something different. I am going to, I’m aiming to be the pharmacist, the 
person who has the responsibility, so I can’t just be another, you know, I have 
to take it a bit more seriously.” (TR19_CI_1)  

In later rounds of interviews with trainees, attitudes towards professionalism were explored 

further. This was done through questioning whether elements of professionalism were still 

important and whether trainees faced any disillusionment about the nature professionalism as 

witnessed through further experience during pre-registration training. Trainees stated that they did 

not consider any of their attitudes towards professionalism and its importance to have changed 

during pre-registration training. They believed it was always important to demonstrate 

professionalism in practice and maintained that they had not changed their attitudes regarding 

this. They appeared to maintain professional conduct and there were also no concerns over 

trainees’ attitudes towards their work according to their tutors. There were, however, some 

changes in a small number of trainees’ attitudes towards professionalism and how it was acted 

out in practice. For example, one trainee described the somewhat cynical outlook towards 

patients that evolved through many encounters with patients during training. 

“I've become - at the beginning I empathised, and now through it I've realised 
that … in certain situations no, you don't, you don't empathise because it 
doesn't matter what you say to that person - they're going to be, if you 
empathise or you don't empathise they're not going to care. They just want 
what they want and if they don't get it, it doesn't matter.” (TR19_CI_3) 

Many trainees were beginning to hold the view that they may not always be able to uphold a 

professional demeanour in the workplace and that occasional lapses in professionalism could 

happen. As they progressed through training, and perhaps through witnessing some lapses in 

their own and fellow colleagues professionalism, they had an appreciation of the context-

dependent nature of professionalism.  

“I think everyone slips up once in a while but that's like human nature, where 
you bring in like external stuff, like problems you have in your own life and you 
have a bad day … .” (TR15_CSM_3) 

NQPs 

NQPs in community pharmacy believed they possessed the right attitudes which allowed them to 

demonstrate softer patient care elements of professionalism during pre-registration training, when 

the opportunities arose, and also now as a pharmacist. 

“We're still caring for the patient the same as what I was doing [during pre-
registration training].”  (TR12_CS_4) 

NQPs believed that it was more important for pharmacists to consistently demonstrate and uphold 

elements of professionalism (e.g. compassion; respecting confidentiality). They often related the 

importance of demonstrating professionalism in practice with being in a senior position within the 
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pharmacy. For example, one NQP talked about setting an example for the rest of the staff by 

conducting himself in a professional manner. 

“Yes, it's as important and even more because being the pharmacist and being 
the manager, you know, it's important that you kind of set an example to the 
rest of the staff and you hold and conduct yourself in a manner that the staff 
and patients will respect you, and also feel kind of more confident in the advice 
and information that you're providing them with. So it's more important, being 
the pharmacist, to act in a certain manner than it is for a dispenser or anyone 
else I think.” (TR16_CLM_4) 

The importance of acting in a professional manner as a pharmacist may also relate to the worry 

associated with losing one’s job through unprofessional conduct. A couple of NQPs commented 

that behaving in an unprofessional manner could jeopardise their job. 

“If you're not acting the right way in pharmacy, you know, you can actually get 
struck off. It can be really bad. As a pre-reg, you're only trying to impress the 
people you're working with. You don't get tested against it as such. They sign it 
off at the end of the year. But as a pharmacist you can make an actual mistake 
and you behave in the wrong way, then it's your job on the line rather than just 
your career, you know as a pharmacist and pre-reg sort of thing.” 
(TR3_CLM_4) 

Some challenges in acting in patients’ best interests were raised within a couple of interviews with 

NQPs. The conflict of interest that may be experienced between acting with patients’ best 

interests in mind and meeting business targets was noted by one NQP, which could be 

experienced by other NQPs working in community pharmacy 

“The targets it's getting away from - because actually the first responsibility 
you have is to serve the public and the health aspect of it … I don't mind 
dealing with use review people but only if it's going to be beneficial. Like I said, 
a few times a good thing has come out of it where you've referred them on to a 
doctor to get something changed or you find out a side effect and you've 
helped them deal with it. But, you know, usually it's just a review and they sign 
over for like thirty quid. And then no one's getting anything out of it, apart from 
the business … .” (TR3_CLM_4) 

Hospital pharmacy 

Trainees 

As with some community trainees, two trainees in hospital appeared to adopt a professional 

mindset, and appreciate the importance of the pre-registration year as a path to become a 

professional. This was initiated at the start of pre-registration training, as illustrated by the 

following quote from a trainee in round 1: 

“I know that’s what I’m trying, the purpose of this year is for me to become 
competent in all these areas … .” (TR10_HDG_1)  

The importance of the training year appeared to be well recognised by all trainees more generally 

in terms of it being a year where they could apply themselves to various tasks. For example, one 

trainee highlighted the reality that they would soon have to carry out the role of a pharmacist after 

training, thus it was important to push themselves into doing different tasks.  
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“I’ve learnt that when people ask me to do stuff, even if I’m a bit scared, I just 
have to do it ‘cos I’m gonna have to it one day. So I was asked to take a drug 
history from a patient and it was my first one and I wasn’t sure but I just 
thought I had to do it and [name removed], my mentor, was supervising me, so 
it was fine but I was kind of, I felt I wanted to kind of say ‘no’ but I did it.” 
(TR17_HT_1) 

When revisiting the topic of changes in professionalism attitudes and values with trainees in later 

interviews there was no evidence that there were any differences from when they started. All 

trainees still held the same attitudes: that possessing and demonstrating professionalism was 

important for practice as a trainee. They also maintained that they still held the same values of 

professionalism which were instilled during upbringing.  

NQPs 

The views of NQPs working in hospital were similar to those working in community pharmacy. 

They, too, believed that it was more important to demonstrate professionalism as a pharmacist 

than as a trainee as the responsibility and accountability associated with being a pharmacist had 

increased. 

“I think maybe the professionalism develops through pre-reg, even though we 
weren't that professional, but it's just because you didn't have any 
responsibility - you know, if we wanted to take a two-hour lunch break we did 
because we could, whereas you wouldn't do that now because obviously you 
have wards to cover. But I think you learn about being professional as a pre-
reg but you don't really practise it that much. You know what you're supposed 
to do.” (TR18_HT_4) 

As with NQPs from community, according to NQPs from hospital, they felt they possessed the 

right attitudes from the start of pre-registration training and now as a pharmacist.  

3.4.3.3   Summary points 

 Core elements of professionalism in line with important values (being compassionate 

and respectful) of professions can be inculcated during one’s upbringing 

 Some trainees believed religion  played a role in fostering elements of professionalism 

(e.g. honesty; respect) 

 Attitudes towards the training year, interpreted as an emerging ‘professional mindset’, 

were described by some trainees who showed a strong appreciation of the importance 

of the training year 

 Professionalism and the elements composing it were consistently deemed important 

by almost all trainees as was the demonstration of professionalism; a few trainees 

showed some signs of cynicism as to its importance in some instances with patients 

 The demonstrations of professional behaviours was considered more important as 

pharmacists than as pre-registration trainees 
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3.4.4 Development of professional behaviour: qualitative 
findings  

A differentiation of behavioural professionalism, between patients and colleagues, has been 

made in other research in pharmacy
62

 and medicine.
59

 This provided a useful framework for 

teasing apart from of the professional behaviours being developed by trainees and NQPs in this 

study. The development of professionalism in terms of professional behaviour with patients, work 

colleagues and other healthcare professionals were examined with qualitative interviews to 

provide more context and detail to the experiences of trainees from trainee and tutor 

perspectives. This provided a more complete view of the development of trainees’ demonstration 

of professionalism. The use of examples of behavioural incidents, utilising the CIT, were 

especially useful in illustrating the development of professional behaviour discussed in this 

section. 

3.4.4.1   Involving patients 

This section considers trainees’ development of professional behaviour involving patients during 

the pre-registration year and into early practice as NQPs. 

Community pharmacy 

Trainees 

There appeared to be trepidation in some trainees about working with patients at the beginning of 

the pre-registration year. For some of these trainees these ambivalent feelings could be 

explained through the fact that they did not have much patient contact during past work 

experience.  

The interactions that trainees had with patients in the early stages were not generally in depth 

(e.g. providing advice about prescription medicines) and were more service-oriented (e.g. 

greeting and taking in a prescription, or handing out common over-the counter (OTC) products). It 

was a common finding that most trainees believed they were quite good at communicating with 

patients when they did deal with them. They clearly believed that their professional skills in 

communicating with patients, which incorporated elements of professionalism in verbal 

communication (e.g. empathy, altruism, respect), was at a good standard. However, trainees felt 

that they lacked the clinical knowledge and the ability to deal with clinical problems when 

confronted with a patient, due to the limited experience of applying clinical knowledge in a 

practical setting (discussed in section 3.4.2). A number of comments from trainees illustrated this 

belief of being adept in working with patients more generally but that clinical knowledge, and 

experience in applying it, was lacking which would limit the success of helping a patient:   

“‘Cos you can’t, I don’t how to put this but once your knowledge grows more 
then you’re more able to help people yourself. But whereas when you don’t 
know as much you’re gonna get a lot of help from someone else that can help 
you and help the patient.” (TR12_CS_1) 
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Although there was the belief by trainees that they could work effectively with patients in a 

professional manner, incidents of acting in an unprofessional manner were recalled by a small 

number of trainees. One example, provided below, was recalled by a trainee who raised his voice 

when speaking with a patient on the telephone. He was subsequently criticised by his tutor 

following the incident. He was able to reflect and learn from this experience. 

“I was on the phone to a lady … she was asking me about something, so I 
gave her the information and then she rang back and started calling me a 
liar and things because she asked me what was in it, and I said, these are 
the ingredients, and then I think she must have misconstrued, but she 
basically rang back a day later or so and called me a liar etc. and then 
raised her voice. But she’s a bit deaf so I apparently, unintentionally, raised 
my voice. Not in an aggressive manner but, she, because she was 
struggling. 

 …  

“But if I could do that to her without noticing it made me think about future 
conduct etcetera ‘cos you can’t raise your voice to people it’s not 
appropriate to ever raise your voice to someone.” (TR19_CI_1) 

On the whole, tutors held the belief that their trainee demonstrated appropriate professional 

behaviours in the pharmacy and when exposed to patients. Examples of the demonstration of 

professional behaviour, particularly relating to acting with confidentiality when around patients, 

were provided. For example, one tutor provided an example of an incident in which her trainee 

was able to respect the confidentiality of a patient when attempting to provide advice to a patient. 

The trainee also appeared to understand the limits of her knowledge by referring to the 

pharmacist when she was doubtful in answering some more difficult questions.  

“I've seen her doing an OTC consultation for some thrush products, where 
she basically took the customer to the other side of the counter away from - 
because a crowd tends to gather at one side of the counter - and just took 
them away and just went through all the questions with them. But when she 
realised there was a bit more to it, she then came and got me, just to come 
and help her, basically, with some of the more technical questions. So she 
knew how far to take it on her own and when to refer, basically; and when to 
respect the patient.” (TU12_CS_1) 

Tutors generally believed that their trainee needed to improve in their abilities in working with 

patients, perhaps showing more appreciation of the intricacies of communication. They believed 

their trainees were lacking confidence: terminology used by many tutors in describing their 

trainees. The ability to convey the correct information to patients in the appropriate manner was 

something noted by many tutors as being a skill that trainees needed to develop: 

“You've got, you know, middle-aged people that want to be talked to politely, 
but actually this is where they struggle on what level to pitch it at and make 
that assessment of that person, of, ‘Okay, this is their capability, and I need to 
talk this way with them.’ But it comes - I suppose it comes with practice of 
going through as many people.” (TU6_CLM_1) 
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Although it was difficult for most tutors to recall any unprofessional incidents involving trainees’ 

encounters with patients, an issue of a trainee infringing upon maintaining patient confidentiality 

was recalled by one tutor, outlined below. 

T: There was one thing that I did pick up and I did actually give her 
feedback that I wasn't satisfied and it certainly wasn't something that I'd 
expect to see again - and that was discussion about a patient's medication 
while the patient was still in the store. You never do that. The last thing you 
want the patients to think is that you're talking about them in the dispensary. 
You know, patients aren't well. That's why they come here. You know, the 
last thing they want is to leave here paranoid as well. So certainly that was 
something that she's been picked up on and that I've had to speak to her 
about. 

… 

I: And then you just basically told her? 

T: Yeah, just spoke to her. Spoke to her. She was - there was another 
pharmacist on at the time and I spoke to the both of them. (TU5_CI_1) 

In the second round of interviews, trainees talked about their improved ability to deal with patients 

as, in the case of most trainees, their contact with patients increased. Moreover, the ability to 

recall incidents where professional behaviour was demonstrated with patients improved and more 

examples were provided. Improving knowledge of the working of the pharmacy and day-to-day 

experience with patients was facilitating trainees’ ability to serve patients. Many trainees 

commented that they had built up their level of confidence with patients which related to 

increased clinical knowledge possessed. This helped trainees deal with queries and 

communicate with patients about their health concerns. The following trainee talked about his 

increased confidence in himself and in his encounters with patients following a positive review 

from his tutor who commented on his clinical knowledge. 

“I think I have good confidence with patients, like my clinical knowledge 
wouldn’t be, well [tutor] said at the review that it was quite good which I didn’t, 
well I didn’t disagree with, it’s just that I didn’t think a good sound basis for 
clinical knowledge but he said it is quite good so it just means I have more 
confidence in myself.” (TR15_CSM_2) 

At round 2, there was evidence of trainees becoming more involved in the care of patients. A few 

trainees talked about their experience in consulting patients which had occurred in the past 

couple of months prior to the second interview, typically about the use of inhalers. As such, many 

trainees believed they were becoming exposed to a wide range of patients in their pharmacy as 

well. Therefore, trainees had to learn how to deal with disrespectful patients at times. There were 

a number of incidents raised by trainees which involved working with awkward or aggressive 

patients in a professional manner in the community pharmacy setting, such as the following 

example. 
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 “Last week when I said that lady was shouting at me down the phone, she 
was annoyed because some medication hadn’t been delivered for 
somebody and she was promised that it would be delivered and I tried to 
put the point across to her that we never promised, firstly, that things would 
be delivered because we can’t guarantee that we get the prescription. She 
was being really awkward. She said to me, she actually said to me, ‘The 
medication will be here tonight.’ As in, you know, making the point, it will be 
here, you will get it here. And I was like I can’t guarantee anything but 
obviously I didn’t shout down the phone at her. And then I know I did well 
because when I put the phone down one of the dispensers said to me I, 
‘dealt with it really well,’ because you have to stay calm. If I had shouted 
back at her nothing would have been resolved and we probably would have 
had a complaint against us so you’re not going to achieve anything that 
way.”  (TR16_CLM_2) 

Although improvements in abilities with communicating with patients were noted by trainees and 

tutors, a few trainees did recognise areas for improvement in working with patients such as one 

who described being ‘tongue-tied’ when communicating with some patients due to not possessing 

the right knowledge to deal with queries: 

“I think like still, obviously my clinical knowledge needs to improve and I dunno 
like. Like even still I can improve in how I speak to people and deal with 
people. Like sometimes I’ll go out and I’ll get a bit tongue-tied like, and they’d 
look at me like I’m stupid (laughs), not like I’m stupid but I think I speak too fast 
to them so I get them a bit confused, so I need to like learn to like slow down 
when I’m speaking to people as well which I think is getting better ... .” 
(TR14_CSM_2) 

Another trainee working in a supermarket pharmacy brought up a time when he discussed a 

patient’s illness and may have embarrassed the patient by stating their ailment loudly at the 

healthcare counter. As the trainee could clearly see the patient was upset by this behaviour, it 

made him realise that he needed to be more discrete about the discussion of patients’ ailments in 

public.  

“One day there was a gentleman that came up to the counter and I was working on 
the counter, and he quietly said that he wanted something for haemorrhoids. At first I 
didn't grasp what he was saying and then I was thinking, and I just, as soon as I 
realised I said it out really loudly, ‘You mean you want something for your 
haemorrhoids?’ And then he just looked at me, shocked, and I was like, ‘Oh, God! I 
shouldn't have said that.’ Because there was a crowd gathering and this is quite an 
embarrassing thing to talk about. And I just thought that, yeah, that wasn't 
professional really.” (TR4_CS_2) 

By round 3 interviews trainees progressed in their abilities to communicate successfully with 

patients. This was evident based on comments from trainees and tutors as well as the examples 

of professional behaviour demonstrated. For example, one tutor provided an example of her 

trainee’s professional behaviour which involved working with an aggressive patient who wanted 

medication without a prescription. The trainee, along with a technician, was able to explain how 

medication cannot be provided without a legitimate prescription and provided her with some 

options to obtain the medication which helped to reduce her aggression. 
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“There was one lady who got very - a customer unknown to us, to be honest 
- but she got aggressive when we couldn't give her any medication without 
a prescription. There was [trainee] and another member of staff. Actually 
the two of them went down and talked to her and sort of listened to her and 
just tried to calm her down. They dealt with it as best they could and she did 
eventually leave. But they calmed her down as best they could. 

… 

“He explained obviously we couldn't do it without a prescription, gave her 
options of how she could get the medication she needed, and just sort of 
stopped her being so aggressive.” (TU3_CLM_3) 

Contrary to the successful interaction between a trainee and patient described above, there were 

still some instances of unprofessional behaviour highlighted in the third round of interviews. For 

example, one trainee (below) described dealing with a customer who was intimidating as he was 

in a bad mood and she felt she did not deal with him effectively. The trainee provided the patient 

with some medication that was not suitable as the patient had a bleeding stomach.  

“I had a customer a little while ago that came in and said - he just came in 
casually and said, ‘Do you do anything for a bleeding stomach?’ and I said, 
‘No, we don't.’ And he asked for some paracetamol and some codeine or 
something. I asked him the question then I gave it to him and he took them 
away. Then [tutor] said to me, ‘But he's just told you he's got a bleeding 
stomach. That's like an alarm sign and you just let him go.’ But he was like 
a really huffy-puffy customer, all, ‘Oh, the doctors don't do anything, blah-
blah-blah,’ so I just stood there quietly, like I didn't really know how to - I 
think in that particular situation the customer scared me a bit because I've 
never met him before, I don't know how he's going to behave. And then 
later [tutor] said to me, ‘But he just told you’ - he has regular medication 
used for that condition that he'd told me about, so he's getting the best that 
he could from the doctor. We can't dispense anything else. But he said 
maybe I should have said to him that he needs to go back to the doctor, 
even though he's a regular - like [tutor] knew who he was. That's why he 
didn't intervene. But yeah, some things like that sometimes I'll miss.” 
(TR20_CI_3) 

Many trainees believed that they had improved their ability to communicate information to 

patients in a way that they could understand. For example, one trainee talked about how he used 

to tell patients very comprehensive information about their medicines but he had since realised 

that people would not be able to assimilate all of this and it was better to be selective and provide 

only most important information. He was better at tailoring the information to different patients as 

well:   

“I used to … there'd be like fifteen things to tell them and I'd tell them all fifteen 
things and then you sort of realise you can - five of them applied and then 
three of them didn't matter at all and there's one really important one, so you 
just sort of say the important one and take it from there.” (TR7_CS_3) 

Some trainees did, however, acknowledge that communicating and getting the right message 

across to patients was an area that could still be developed during the final months of training. 

Improvements in trainees’ ability in working with patients was noticed by all tutors as their 
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confidence increased. It was improving as clinical knowledge improved and familiarity with 

patients increased, which enhanced the trainees’ abilities to communicate, as noted by one tutor: 

“I think her confidence has grown. She now has confidence in what she's 
telling the patient in that, yes, she feels that it's right so she's happy to use her 
own judgement. Obviously if she's unsure about anything, then she knows 
when it's all right to sort of bring somebody else in.” (TU16_CLM_3) 

Although tutors were happy with the overall ability trainees possessed in working professionally 

with patients, a few noted some areas which could be improved. For example, one tutor 

commented that his trainee could do more to improve her service through smiling and 

demonstrating more altruism. Another tutor talked about the difficulty his trainee faced in working 

with aggressive patients: 

“He's dealt with a lot of aggressive ones, you know, nice ones. I mean, luckily 
we don't have many aggressive but, yeah, how to - probably aggressive he 
does struggle hard to actually deal with it at the end, to get an outcome. But, I 
mean, that's why I get involved. But I'd probably look at that as probably with 
time or with experience … .” (TU1_CLM_3) 

Through reflecting on patient contact during the pre-registration training year, the majority of 

trainees were happy with the opportunities they had with working with patients and most believed 

there was a diverse range of patients that visited their pharmacy. For example, one trainee talked 

about the location of the pharmacy he was working in, in the town centre, which meant there were 

a variety of patients with different cultural backgrounds visiting the pharmacy. A couple of trainees 

did, however, comment that the diversity of patients visiting their pharmacy was rather limited  

“A lot of the people that come here, it's the same sort of people and, I don't 
know, so for clients are like a little group of clients coming in and they all - it's a 
lot of like addicts and things. Maybe we could practise with different people … 
.” (TR3_CLM_3) 

A few trainees talked about building rapport with regular customers after working in the same 

pharmacy for a long period of time. This helped them build a strong relationship with some 

patients and change the way in which they communicated with them (e.g. on a more personal 

level). They felt more confident and were able to offer a better service to such patients because of 

the closer relationship.  

“I think a lot of it's to do with seeing the same people, so it's your regulars that 
you're better with. If you've got new patients and you don't know them, I don't 
know, also how they are with people, then you're not as confident.  

… 

“Yeah. You develop a bit of a rapport - even with the ones that you don't get 
on with; you know how to deal with them as well. Yeah, so I think that's 
something you work on all the time.” (TR20_CI_3) 
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NQPs 

In round 4 interviews, NQPs reflected on pre-registration training. Many felt they had not actually 

had lots of experience with patients as a trainee compared to as a pharmacist. Some attributed 

this to the pharmacy being very busy which limited opportunities for patient contact because they 

would be occupied with other tasks, such as dispensing. The pharmacist would be more involved 

in handling patient queries and counselling. 

“As a pre-reg, you're not an actual pharmacist and you can't speak to 
[patients]; they know you're a trainee so they're maybe not as, yeah, respectful 
of you. When you're a pharmacist they listen to you more. It's easier to do it 
because they're more - they know your role and you know what you're 
expected to do and it's easier to explain I think.” (TR3_CLM_4) 

NQPs dealt with patients more as they were the pharmacist and had to respond to queries which 

were directed at them. Although this was the case for the majority of NQPs, one (locum) NQP, in 

contrast, described how he did not have as many opportunities to deal with patients compared to 

his time as a trainee as he was now very busy checking prescriptions. As a pre-registration 

trainee he had dedicated days where he would work on the counter and interact with patients. 

“I got more opportunities to talk with customers when I was a pre-reg because 
of the setting of the store. At the moment I'm not getting to see a lot of the 
customers because when I go into pharmacies I'm just doing the pharmacist's 
job in the back - checking because it's quite busy and you need to get the 
prescriptions out and I get called up whenever the counter assistants are 
stuck. Yes, but whereas in my pre-reg I had dedicated days on over the 
counter when a patients did come in for medicines and stuff.” (TR6_CLM_4) 

Continued improvements in communication were noted by a number of NQPs as they gained 

more experience in working with a range of patients. For example, the following NQP described 

being able to convey information in a better way through increased contact with patients as a 

pharmacist. 

T: “I feel like I can put the information across in a better way now to patients, in 
ways where they'll understand or they know the reasoning as to why you're not 
going to give them something. Or just - I can just put it across to them a lot 
better now so that they understand really.”  

I: “Okay. I mean, how do you develop that kind of skill?” 

T: “I think it's just dealing more with customers; you kind of know the kind of 
things that you need to say now and the way that you've got to put it across, 
because it does depend on how you say it as well as what you say.” 
(TR12_CS_4) 

A few NQPs gave examples of dealing in a professional manner with a challenging customer in 

their role as pharmacist. For example, one NQP discussed an incident where she dealt with a 

challenging patient who wanted to collect a prescription which was not ready to collect, something 

that would have been dealt with by the pharmacist during training. 

 



92 

 

“There were once when a lady came in to collect her medication, and we 
provide a service where we order medication for customers and then they 
just have to come and collect it on a specific date that we tell them - and 
she came in to collect hers early and she wasn't happy with the fact that we 
were telling her that it's too early, and she wanted to come and collect her 
next prescription early as well. So basically we had to tell her that her 
medication isn't due and she'll have to come back - well, the next time she 
comes to collect it, she'll have to come a week later, which she really wasn't 
happy about. And she kicked up a big fuss about it saying that if we didn't 
give her her medication early, then she's going to blow the whole thing out 
of proportion and all the rest of it. So I had to deal with her. And she 
basically was saying that "If you don't do what I say" then she's just going to 
blow it out of proportion. So I had to get it across to her why we couldn't 
give it her early. So in that situation I did have to put my foot down and 
basically say we can't do it early - but put it across in a way where I wasn't 
just trying - I wasn't being stubborn but I had to give her a reason as to why 
we couldn't do it early. So I really had to do it in a way where it came across 
as me being professional and not just being stubborn.” (TR12_CS_4) 

Another NQP explained an encounter with a patient in which he conducted an MUR. He felt he 

was able to demonstrate elements of professionalism (e.g. care and compassion) during this 

exchange.  

“I did an MUR and found out the patient was still in quite a bit of pain and 
told them to go back to the doctor because the pain medicine wasn't, well, 
it's not the strongest thing you can be on. 

… 

“I was listening to the patient quite well and what I could do for her and how 
I could help really and, yeah, just what the best option for the patient was.” 
(TR1_CLM_4) 

Many of the NQPs were working in a different pharmacy / environment compared to pre-

registration training and therefore the patient mix was different and the ways of working with the 

patients were different. NQPs had to learn how to adjust to this themselves. One NQP reflected 

on this noting that the patients during pre-registration training were typically older and retired and 

the pharmacy was a lot quieter resulting in shorter waiting times for prescriptions. In his current 

role he was working with patients in ‘tough jobs’ and was faced with disgruntled patients 

frustrated with delays in receiving their medication. 

“You know, we tend to get a lot of people who sort of have tough jobs as opposed to the 
type who are generally retired. So there tends to be different ways to approach things. 
Whereas with [pre-registration training site name] you might have a few stock phrases 
to whip out on the odd occasion, I've definitely seen a lot more angry people at [current 
pharmacy name]. But, as I say, it's because we're a lot busier.” (TR7_CS_4) 

The responsibility in handling patient queries, with a new set of patients, not encountered 

routinely during training, could pose new challenges as a pharmacist. One NQP described an 

encounter with a patient in need of antipsychotic drugs. He had to make a number of phone calls 
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to a GP and an acute care team in this instance and lost track of his handlings with the patient; he 

considered his actions unprofessional.  

“I did have a prescription a couple of weeks ago where I ended up making 
about half a dozen phone calls and I sort of thought about it later and I 
thought, "Well, if I'd thought about that to begin with then I probably would 
have trimmed that down to about two or three calls.  

... 

“The guy I was dealing with ... he was on like a week's medication of sort of 
like an antipsychotic and he was getting managed by like some acute care 
team, and then there was a breakdown in communication between his GP 
and his acute care team so he ended up with no medication. But he didn't 
know what he was on. He didn’t know whether he was meant to be just on it 
for a week or long term or what have you. So I sort of phoned the acute 
care team - I couldn't get in touch with the GP. Then I ended up phoning the 
acute care team back again about when he told me about something else I 
sort of thought, "Well, I should have just got the entire story off him before." 
But it was more a case of you he didn't really think of - he was on three 
different things and he was a completely new patient for me so I was just 
dealing with the two he had a prescription for. So I had an issue with them; 
sorted the issue with them out and then I was just handing it out to him and 
he said, "What about this third medication?" so I had to call them back ... .” 
(TR7_CS_4) 

NQPs working as relief, or locum, pharmacists would experience working with different sets of 

patients in new environments regularly. One NQP working as a locum talked about the different 

ways he talked to patients as a result of working in a range of different places as a pharmacist. 

The way of speaking to patients, and the accepted communicative styles changed across 

different areas. 

“I think because you're working in such a wide variety of areas - you know, 
different parts of the [location removed] are different, even different beliefs and 
things. You know, when I go into areas that are quite densely populated with a 
certain culture, I have to be careful with what type of preparation I recommend. 
You know, when I go to a very Muslim area, I can't be saying, "Oh, yeah, take 
the capsules" just because most capsules contain gelatine. Or in certain areas 
any rectal preparations are seen as very faux pas - you know, they don't want 
to - it's seen as the most disgusting thing in the world and then you have to 
avoid those. The pre-reg is good but it can only do so much.”  (TR19_CI_4) 

Hospital pharmacy 

Trainees 

Most hospital trainees believed they were adept at working with patients in a professional manner 

in the early stages of pre-registration training. When the (limited) opportunities arose, they felt 

they communicated and demonstrated elements of professionalism (e.g. empathy, respect, 

compassions), just as community pharmacy trainees said. 

“I would say in terms of sort of professionalism and sort of talking to patients 
and that kind of aspect and, all the sort of professional things like empathy and 
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confidentiality, all that kind of thing, I would say I would be ready to go with 
that as I am now.” (TR11_HDG_1) 

Though their role did not allow them to deal with patients regularly during the early stages of 

training, as they were often more focused on dispensing, a couple of hospital trainees gave 

examples of their professionalism displayed when they conducted medicines reconciliations. The 

following trainee was able to appreciate elements of professionalism in working with a patient, 

such as confidentiality and demonstrating a polite and confident demeanour which could help 

patients have trust in them: 

“I was doing a medicines reconciliation the other day to a patient and they 
were sort of quite an elderly patient, and I sort of needed to speak a bit 
louder and sort of respect their privacy as well. You know just always polite 
to them, try to keep my confidentiality ‘cos there’s obviously, there’s six 
people around there, in a ward or in a bed, and if you’re trying to speak to 
one patient you need to sort of don’t shout it out and you need to sort of 
keep their confidentiality, you know keep everything confidential.” 
(TR13_HT_1) 

In contrast to the successful encounter above, a poor professional approach when working with a 

patient was noted by another trainee, below. 

“I remember when I went on the ward with [tutor] like and I went to talk to 
the patient really happy and [tutor] was like ‘You need to be a bit’, ‘You’, 
‘Like these patients are’, ‘cos the ward where [tutor] works, all the patients 
are with it. ‘Cos she’s on [obstetrics and gynaecology] they’re not ill, like 
generally they’ve just come in for an operation so you know they’re fully 
aware, so, and you know a lot of them have had like miscarriages and stuff 
so she was like, ‘You need to be a bit’, you know. ‘Don’t be too happy and 
bouncing in and’” - 

I: - “So you have to be particularly sensitive there?” 

T: “Yeah so she’s got to be aware of like what they’ve been through.” 
(TR18_HT_1) 

Tutors in hospital could not share much information on this topic because they did not work 

closely with their trainee. They acknowledged the limited patient contact early on in the training 

year. One tutor noted that it would be hard to comment on abilities with patients because the 

trainee did not have opportunities to deal with patients at this early stage of the training year: 

“You can't comment on patient contact because it hasn't really happened yet 
… .” (TU11_HDG_1) 

As trainees progressed in the pre-registration training year there were more opportunities for 

them to deal with patients on wards. This experience on the wards and exposure to patients 

through, for example, conducting medicines reconciliations regularly and independently, led to 

increases in confidence with patients and development of communication skills. It was easier to 

elicit examples of professional behaviour with patients by the second round of interviews as it did 

with interviews with those with community trainees, likely due to more patient contact. For 
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example, one trainee talked about reading implicit messages from a patient, a methadone user, 

on the ward and showing care and compassion in his encounters with the patient: 

T: “There was this addict who was in who I needed to get their methadone 
usage from the community pharmacy and I was like, ‘Is there any other 
medication you are on?’ And he was like, ‘No’. And I knew he was on 
methadone so I was like, ‘I need to know if you’re on this other medicine, 
don’t worry about it, just tell me what dose you’re on,’ and things like that.” 

I: “So he was embarrassed to say he was on it?” 

T: “Yeah he didn’t really want to say it because he obviously knew it was 
related to the heroin he was on, so I just kind of put it to him like really 
gently, just saying, ‘I know you’re on this medicine, I’m just really wondering 
what dose you’re on so that we can give it to you when you’re in hospital’. 
And he was a lot better about that.” (TR13_HT_2) 

The increased frequency of interactions with patients could also pose challenges for trainees as 

they progressed in the training year, generating potential incidents where trainees displayed 

unprofessional behaviour. For example, in the following critical incident recalled below, one 

trainee described having difficulty in counselling a schizophrenic patient on warfarin and 

considered her actions in that situation to be unprofessional. She was unable to engage and 

communicate with the patient; the patient did not want to speak with her and in the end the 

trainee removed herself from the situation by walking away and asking a pharmacist to help the 

patient. 

T: “I tried to counsel a schizophrenic patient on warfarin and that didn’t go 
very well (laughs).” 

I: “Okay. What happened there?” 

T: “Well, I just asked - I explained to her what I was going to be talking to 
her about with regards to the warfarin, and then I said something along the 
lines of, ‘So it's going to take about twenty minutes - is that okay?’ and she 
just went, ‘No.’ I said, ‘Okay, then. Bye.’ (laughs) So it was nothing dramatic 
or anything but she just didn’t want to talk to me, so that was fine. But, 
yeah, I have spoken to more patients now.” (TR18_HT_2) 

By the round 3 interviews, trainees noted the increased confidence in speaking with patients 

which was linked with increased opportunity and responsibility to deal with patients on wards. 

“The more sort of opportunities you get to do sort of medicine reconciliations 
and things like that, I think the more empathetic you can be and, yeah, I think 
the more responsibility we've been given, definitely. I think that's just going to 
improve because hopefully we'll get our own bay on a ward and hopefully that 
will actually improve as well.” (TR13_HT_3) 

Tutors, too, talked about the confidence of trainees increasing a lot throughout the training year 

based on their encounters of working with trainees and feedback received from other pharmacists 

that worked with their trainees.  
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“Yeah, her mannerisms have always been good. She's more confident now 
with speaking with the patients.” (TU17_HT_3) 

All tutors commented on improvements overall with confidence but some noted that the trainee’s 

communication skills still needed to improve, which would happen with continued practice: 

“I suppose as an undergraduate you have limited patient contact and these 
skills develop over the course of the year. The more exposed you are to 
dealing on a one-to-one basis with patients, the more your skills develop … .” 
(TU9b_HDG_3) 

All trainees were happy with the opportunities they had with patients and most believed there was 

a diverse range of patients that visited their hospital, illustrated by a quote taken from an interview 

with one trainee.  

“I was on intensive care the other day and they have patients, which are 
completely sedated so you can't speak to them, so you need to obviously 
approach it in a different way - ring their GP, speak to their family members, 
etc., etc. Patients who are on, say, methadone, which is for people with heroin 
addiction and things like that, you obviously need to do the [medicines 
reconciliation] in a very different way; you need to ring up their support workers 
and key workers and things like that and make sure they have their 
methadone in hospital. Obviously there's elderly patients, like the guy I said 
with the inhalers - he had a hearing aid in as well so you need to obviously 
speak to him in a different way because he was hard of hearing. There's a 
wide variety ... .” (TR13_HT_3) 

NQPs 

NQPs in hospital felt more confident in their abilities to communicate effectively with patients and 

deal with them in a professional manner than as trainees. NQPs saw more patients and learned 

how best to speak with patients and talk about their medications effectively through more 

experience on wards. For example, one NQP talked about the increased number of hours spent 

on wards and more patient contact as a consequence. 

“During my pre-reg I only had a couple of hours on the ward each day, 
whereas now in my new role I spend all day on the wards, so I have a lot more 
sort of patient contact than I did during pre-reg so with that obviously comes 
time to gain more experience and develop sort of existing skills.” 
(TR11_HDG_4) 

NQPs had more confidence in approaching patients since the last interview, and felt more 

capable to deal with them more effectively and in a professional manner, which could be linked to 

the fact that their identity had shifted to a ‘pharmacist’ and not a ‘trainee’. For example, one NQP 

talked about now being able put into action her decisions in her new role, which was not an option 

as a trainee. 

“Yeah, I'm definitely more confident because you know that you have the 
authority to make decisions so if you're, say, speaking to a patient about a 
difficult matter - say methadone - as a pre-reg, no matter what you say you 
can't back it up because you're not actually allowed to do anything, whereas 
now I'm a lot more confident to approach people with solutions because I know 
that I can actually implement them. So yeah, especially with patients it is a lot 
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more easier I think to deal with issues and talk to them really because you 
know that you can actually do something for them.” (TR18_HT_4) 

Some NQPs in hospital talked about how they improved their ability in how they worded their 

speech to patients with more practice. 

“I think I've developed ways in which I can talk to patients, which, I don't know, 
just the words that I choose and the way that I speak to them, you know, that I 
approach somebody - I developed all those skills during pre-reg and now I feel 
quite confident to approach any patient, and even like different colleagues on 
the ward. I'm trying to think of an example but - I suppose when I was a pre-
reg it's quite difficult to approach somebody who's older than you or whatever. 
But now, I don't know, I've just developed little things I do when I go and speak 
to them so yeah, I think it definitely prepared me for those sorts of moments.”  
(TR17_HT_4) 

Some incidents of the encounters with patients were offered by NQPs, in which they believed 

they demonstrated professional or unprofessional behaviour according to different elements of 

professionalism (e.g. respect, confidentiality, care etc.). These highlighted the nature of their 

encounters with patients as pharmacists. An example provided by one NQP illustrated an incident 

in which she demonstrated professionalism, through the way in which she empathised with a 

patient and used her professional judgement in giving methadone to a patient after understanding 

their needs. 

“A patient came in out of hours and we have a policy at the hospital where 
we can't initiate methadone out of hours because obviously you can't check 
what they were taking before they came in so it's just a patient's word - you 
know, if they, say, were taking a load, do you give it them? So I went to see 
the patient - it was probably about three in the morning, and I decided, 
based on her situation and how she was struggling, to give her a small dose 
of just 20 mil, which is the minimum - normally it's 30 so I did give her a low 
dose. So I think that was definitely concerning the patient because she was 
struggling and just through not giving her anything till the morning probably 
would have been more harm to her and the staff. Yeah, I think things like 
that really. I think you need to go with your - you can't just always be 
following guidelines because it depends on the patient themselves. 

… 

“I documented everything I did and date-stamped it and timed it. So if 
anything did happen in the night, I just made sure that I could justify my 
actions and make sure that what I decided was right.” (TR18_HT_4)  

Another NQP believed she handled an encounter with a difficult patient, at the point of discharge, 

unprofessionally:  

“The other day actually… I was trying to sort out this woman's discharge … 
and I probably didn't need to go and speak to her so I was trying to be a 
good pharmacist by just going to speak to her, just to say, ‘This is what I'm 
ordering - is that okay?’ kind of thing but she just wouldn't stop talking and 
she was talking to me about the most random things … she was, oh, she 
was just a bit of a hypochondriac. … Anyway, in the end I just gave up and I 
had to - I was like, ‘Okay, right, I've got to go now - bye.’ You know, I had to 
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shut down the conversation. … I was annoyed at myself at the way I acted 
at the end of that conversation that day.” (TR17_HT_4) 

3.4.4.2 Involving colleagues and other healthcare professionals 

This section considers trainees’ development of professional behaviour involving pharmacy 

colleagues and other healthcare professionals (e.g. nurses; doctors) during the pre-registration 

year and into early practice as NQPs. 

Community pharmacy 

Trainees 

The ability to work with colleagues in the community pharmacy was not a problem at round 1 

according to trainees. In terms of abilities in working with colleagues and working as a team 

overall trainees felt comfortable and often considered working with colleagues in the pharmacy 

very much like working in past jobs (including those not in pharmacy; e.g. retail). All trainees had 

experience of working in pharmacies before and dealing with the different staff in a pharmacy so 

this was not a novel experience. One trainee did not seem to separate the process of working 

with colleagues in the pharmacy to that of building relationships with people throughout his life 

and that his relaxed attitude allowed him to work well with his colleagues:  

“Yeah work colleagues, to be honest right, I’ve, every, through all my stages in 
life I’ve never really struggled to get on with people right. I’ve sort of, to be 
honest I’d say I’m a bit of a laid back person, so I do get on with everyone.” 
(TR6_CLM_1) 

Tutors corroborated what trainees said in almost all cases. They agreed that trainees were 

effective at working with colleagues in the team and dealt with them in a professional manner. 

From an early stage tutors often described the trainees as popular and that they had good 

abilities at getting along with staff well. There were, however, comments about a sense of 

arrogance was noted by two tutors in relation to their trainee’s behaviour towards staff. For 

example, one tutor commented that his trainee did not always show respect to staff: 

“I would say he's not too bad at the moment to be honest. Respect obviously 
to himself and probably the senior technician, maybe to the other ones, maybe 
probably lacking the respect .. .” (TR1_CLM_1) 

It was not very common for trainees to begin speaking with healthcare professionals outside of 

the workplace such as individuals at GP surgeries and elsewhere. This ability appeared to have 

room for improvement in some trainees. When phoning a doctors surgery, for example, it was 

common for trainees to speak to the receptionist rather than the doctor.  

As time progressed, relationships with staff developed and were strengthened, perhaps due to 

working many hours with colleagues in the intimate working environment of a community 

pharmacy. It was evident from conversations with trainees that a number of them appeared to 

have developed strong friendships with colleagues in the pharmacy and this was conducive to a 
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less formal atmosphere whereby staff could ‘banter’ or share a joke with each other. Such 

behaviour was, however, reserved for moments away from patients, such as in the dispensary. 

“Yeah, it's great in that everyone gets along. You can have a laugh kind of 
thing. But we have a rule of like not talking about anything personal when 
there's patients in the pharmacy.” (TR2_CLM_2) 

There was only one instance which diverged from findings from other trainees; one trainee was 

involved in a conflict with his tutor. The trainee was unhappy with the way in which his tutor had 

handled a situation in which she yelled at him for not fulfilling a request she made. The tutor 

wanted the trainee to provide help in the pharmacy quickly but he was in a different part of the 

supermarket and returned later than necessary. This incident changed the trainee’s views of his 

tutor, negatively affecting his relationship with her, which precipitated a sense of tension between 

them. He commented how he had become more ‘cautious’ around her since the incident: 

“I think I'm more cautious now with her, you know; when I work with her I do 
think twice when I say something or when I have to do something - whether 
that's going to be fine with her.” (TR4_CS_2) 

Findings from the second round of interviews, many trainees began to get more involved in 

dealing with healthcare professionals outside of the pharmacy organisation. This would be 

through, for example, speaking to doctors’ receptionists on the phone which was more common 

than dealing with doctors themselves. 

There were several trainees who worked in a community pharmacy that was attached, or in close 

proximity, to a doctor’s surgery. This typically forged the working relationship between the 

pharmacy and the surgery and would allow the pharmacy staff, including the trainee, to work 

more closely with staff at the surgery. The level of contact the trainee would have with healthcare 

professionals was, however, variable, and much of the contact between the trainee and the 

surgery would still be mediated through a receptionist.  

It was evident from round two interviews that a few trainees were beginning to get involved with 

the delegation of some tasks to pharmacy staff at this stage in the training year, though this 

typically involved getting help with the dispensing workload. This delegation, whilst not 

commonplace or frequent, related to their progressive role (discussed in section 3.4.1). For 

example, the following trainee commented that he delegated to fellow staff occasionally when he 

faced a heavy workload: 

“Sometimes I delegate. Sometimes you have to because I work in the corner 
of the dispensary; I can't just let the workload pile [up] on me.” (TR6_CLM_2) 

By the third round of interviews, all trainees believed they were continuing to work well with the 

pharmacy team as they had reported in the previous round of interviews. There were only a 

couple issues, noted in previous rounds of interviews, with the way in which two trainees 

(TR1_CLM and TR4_CS) dealt with staff. After the issues were addressed, these trainees said 

they noticed improvements in their working ability with colleagues and they realised the 
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importance of strong working relationships with fellow staff. This transformation was evident from 

the interview with one of these trainees: 

“It just came to my attention that certain people had actually said certain things 
about me - that I wasn't really a team player as such. And I think, you know, 
I'm trying to focus on that a lot more now. I thought that, you know, if I do what 
I'm meant to be doing - if I follow my job description then that's fine but I think - 
I'm just realising now that there's a lot more to it and people's views are 
extremely important. I think, you know, when you go to university, you know, 
people think that it's a really science-based course and there's a lot of science 
- which is true - but then when you come out into the real world and you have 
to realise that you've actually got a team behind you, and it's really important 
to make sure that everybody gets the right message and everybody is 
following you. And I think in that aspect, you know, I have learned a lot but I 
still feel there's a lot, lot more to learn.” (TR4_CS_3) 

Tutors were in overall agreement that trainees continued to work well with colleagues. Where 

there were some issues in the trainee’s behaviour with staff (i.e. TR1_CLM and TR4_CS), the 

issues were resolved.  

Although a number of trainees were involved in communicating with doctors’ surgeries - usually 

with receptionists - fairly regularly, as stated in the previous round of interviews, more trainees 

were engaged with such tasks at this stage in the training. One trainee explained how he had 

been gaining more experience in speaking to surgery staff and doctors since the last interview as 

he had gained more pharmacy practice experience and skills in, for example, querying 

prescriptions: 

“Yeah, often you have to ring up surgeries for certain things, like a 
prescription's not arrived or there's something wrong with it or a query on it, 
you have to get in touch with people at the surgery. I've done more of that. But 
like just speaking to more people. 

… 

“I think the last time we met I'd not spoken to a doctor, maybe not, or I'd 
spoken to only one. I've spoken to a few since then.” (TR3_CLM_3) 

The increased confidence in dealing with queries and calling doctors’ surgeries, often associated 

with increased clinical knowledge, was also witnessed and noted by tutors. 

“He's more used to talking to doctors and reception staff and things like that so 
he's very confident.” (TU3_CLM_3) 

There was more evidence of some trainees beginning to delegate dispensing tasks to other 

members of staff at this stage in the training year as their role developed within the pharmacy 

team. Though, the role of delegator was still primarily the role of the pharmacist, some trainees 

mustered fellow staff members to help them with some tasks when in need of help. Delegating 

tasks was difficult for trainees because they started at the bottom of the hierarchy of staff in a 

way. It is possible that pharmacy staff may not respond well to the change in authority of trainees 

as they move through the hierarchy towards becoming a pharmacist. Tutors shared similar views 

to trainees about becoming involved with management and delegation of tasks within the 
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pharmacy. The difficulty in delegating at the training site was noted by a tutor who illustrated the 

awkward scenario which may be encountered if the trainee were to start delegating: 

“I think that's with all pre-regs, you know. It's just difficult. I mean, I think it's 
difficult when you've come in as a pre-reg to sort of turn round to somebody 
and say, ‘Will you count those scripts please?’” (TU14_CSM_3) 

NQPs 

The dynamics of working with fellow staff had changed considerably for most trainees who began 

working in a different environment. NQPs now had the responsibility to lead fellow staff as a 

pharmacist. One NQP reflected how it was as though he had a senior position whereas when he 

was a trainee he was noticeably more junior: 

“Yeah, I mean because now I'm a pharmacist, like I'm sort of on top of like in 
the chain of command, if you get me, so they're supposed to listen to me, 
whereas as a pre-reg it was the other way round. So that's definitely changed.”  
(TR1_CLM_4) 

Experience in managing staff was something that NQPs said they were often lacking during pre-

registration training.  

“What I'm sort of getting my head round is the management aspect of things. 
Nothing really sort of prepares you for that; I mean, I can do like the clinical 
pharmacy aspect of it - dispensing prescriptions - but it's all the sort of 
managing people and, you know, sort of dealing with people who know 
absolutely nothing about pharmacy.” (TR7_CS_4) 

The nature of the work did appear to differ depending on whether the NQP had taken a role as a 

pharmacy manager or relief pharmacist / locum in that the latter positions did not usually involve 

managing the running of the pharmacy or management of staff. For example, one NQP working 

as a locum pharmacist described how he was not heavily involved with managerial tasks, 

although he did some delegating which was similar to the other NQPs described in their role as a 

locum pharmacist. 

“There will always be a senior dispenser or an ACT who knows the running of 
the general place and they all kind of have a system in place where if there's a 
locum pharmacist in they do the specific tasks that might be different to 
whenever the regular pharmacist's in. But when it's a locum pharmacist they 
all have their set tasks to do and I think that makes a smooth run a little bit. So 
I'm not really delegating as such.” (TR15_CSM_4) 

TR5_CI and TR12_CS, who continued working in the same pharmacy where they trained, settled 

in well with their new positions which involved delegation and staff management. However, the 

difficulties involved with managing staff in a pharmacy where a NQP had trained was raised by 

one NQP, perhaps because they had started near the bottom of the staff hierarchy: 

“It took me a couple of weeks to kind of stamp my authority almost - you know, 
people were questioning, because it brought different questions and different 
things, like if it's okay - and because there's a wide range of pharmacists there, 
I had my different points of view to them. … So that was difficult, for them to 
kind of accept that I'd moved up now and my decision was final on certain 
things, you know, when I was the only pharmacist. Because I'd always been - 
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because there'd always been somebody else above me and, you know, my 
point of view, it didn't matter as much.” (TR19_CI_4) 

Most NQPs said they had more dealings with doctors’ receptionists as a pharmacist and 

possessed the clinical knowledge to do this successfully as they were dealing with patient queries 

and had responsibility to chase up any issues with GP surgeries when necessary. It was reported 

by one NQP, who continued working in the same pharmacy as in pre-registration training, that the 

doctors had gained more trust in her advice; she was able to build further on this working 

relationship which she had established over the course of pre-registration training. 

“The doctors in the local area, especially in the surgery next door, the two 
doctors actually they call me when they've got a problem and they actually ask 
for my advice. So I can see that they actually have a trust in me, which I'm 
really grateful about because I'm only newly qualified.” (TR5_CI_4) 

With the increased responsibility as a pharmacist it appeared that some NQPs found it difficult to 

deal with encounters with doctors which involved querying the drugs they prescribed.  

“Once I remember there was, just sort of, I queried a dose with one of the GPs 
and the funny thing was it was just paracetamol that, you know, I would have 
thought that everybody knew how to dose certain ages for children and it was 
a bit high a dose for that age range and so I just spoke to the GP. I think it's 
the fact that it's paracetamol, which you're probably expecting everybody to be 
really clued up but he kind of - I think he probably felt - he might have felt that 
it was a personal attack on my behalf that, you know, ‘Don't you think that I 
know how to prescribe paracetamol?’ kind of thing, and I had to explain that, 
‘That's not the issue here - I just wanted to check that was the dose that you 
wanted to give.’ So it wasn't anything personal ….” (TR4_CS_4) 

Hospital pharmacy 

Trainees 

Similar to community trainees, hospital trainees felt comfortable working with staff as it was 

similar to building working relationships with staff during past work experience. For some, dealing 

with work colleagues in the pharmacy was particularly easy as they had worked at the site 

previously. In the early stages (round 1) trainees worked a lot with pharmacy staff in the 

dispensary but they did have some contact, albeit to a lesser extent, with other healthcare 

professionals on wards such as doctors and nurses. In general, the trainees in hospital felt 

comfortable in dealing with other healthcare professionals outside of their immediate colleagues 

in pharmacy, but one noted the anxiety about the impending interactions with other healthcare 

professionals in the future: 

“I think speaking to other healthcare professionals like doctors and also I’ve 
heard that the hospital consultants can be quite demanding and as a junior 
pharmacist that’s gonna be really tough and I’m gonna have to be really 
confident in my knowledge to stand up to them and say ‘No’, if they’re asking 
me something that, isn’t, that I don’t agree with or whatever. So that, I’m 
worried about that but I haven’t had to deal with that yet.” (TR17_HT_1) 
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Tutors often described the trainees as popular and that they had good abilities at getting along 

with staff. 

“Within the department itself she seems to be settling really well. She, you 
know, quite chatty; will talk to people, and knows when to ask for help and that 
kind of thing. So it all seems fine so far (laughs).” (TU10_HDG_1) 

The following weeks and months after induction saw trainees working with a wider range of 

healthcare professional on a more regular basis which led to increased confidence in 

approaching them which was more evident when discussing their abilities.   

Trainees were not in a position to begin to delegate tasks by the second round of interviews, 

much like community pharmacy trainees. They were still only in the first half of their training year 

and had difficulty in delegating tasks, except occasionally when in the dispensary. 

“Up on the wards I’ve not really delegated tasks but in the dispensary I’ve 
delegated stuff. If say I need to go up to the ward and I’m doing something I 
could ask someone if they could finish it on my behalf for me while I go away, 
just things like that really. That’s the only delegation that I’ve done up to now.” 
(TR11_HDG_2) 

By the third round of interviews, trainees were continuing to work well with the pharmacy team 

and were collaborating with HCPs more and fitting into the interprofessional team as their 

responsibilities in the hospital increased and the role changed 

“I suppose like ward clerks and other doctors and stuff. I've got more used to 
talking to them and approaching them and sort of seeing them as more a 
member of the team rather than ‘them and us’ sort of thing.” (TR10_HDG_3) 

Trainees were more involved in working with other healthcare professionals such as doctors 

towards the end of the training year, thus their confidence and communication skills in dealing 

with them had improved. 

“I've had more experience sort of speaking to doctors and nursing staff and 
other staff on ward level. So I'd say communication skills and sort of 
confidence and things has developed there since I last saw you. But in terms 
of working relationships in the department, I don't think they've really 
changed.” (TR11_HDG_3) 

According to tutors, trainees were gaining confidence in approaching other staff. Trainees 

continued to work well with departmental staff and improved their working relationships with the 

wider healthcare team, including nurses and doctors.  

“I think she's got more confidence to actually approach other people now 
rather than wait for them to approach her and ask her. And they've done things 
like team leaders in the pharmacy so she's been the one in charge, which I 
think she's hated but I think it's helped her … .” (TU18_HT_3) 

There was also evidence that trainees were delegating more now but this was, again, limited to 

minor tasks in the dispensary as was found in round 2 interviews. 
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NQPs 

The NQPs working in hospital were not involved with as much management and delegation as 

NQPs in community pharmacy.  

“As a band six you don't really do that much sort of managerial things. I mean, 
delegation - every single ward has obviously a pharmacist and a pharmacy 
technician as well so obviously you work closely with that pharmacy technician 
as well as any other co-pharmacists. So, I mean, we delegate out work on the 
wards so obviously I'll do some things and then the pharmacy technician will 
do other things as well, but there's not managerial - it's more sort of the 
workload.” (TR13_HT_4) 

NQPs appeared to be more involved in interdisciplinary working as a pharmacist as they worked 

more closely with the wider healthcare team in the hospital. The different working dynamic 

experienced as a pharmacist, compared with being a trainee, was something felt by some NQPs, 

which related to their new found responsibility and role. As a pharmacist, NQPs felt that other 

healthcare professionals saw them differently now and not as a student, as one NQP articulated: 

“So when I was a pre-reg they saw me as like a student but now they see me 
as a pharmacist. Like the way they speak to me is very different. But the way I 
act with everybody on the ward I wouldn’t say is that different because I just 
treat them how I would want to be treated - like I'm always polite, that kind of 
thing.” (TR17_HT_4) 

NQPs may also be more involved in any contentious issues between other healthcare 

professionals in relation to the treatment of patients as pharmacists. For example, one NQP also 

pointed out that they were dealing with more conflict with other healthcare professionals as a 

pharmacist because of the more responsibility they held: 

“We have these meetings every Tuesday to see how we're getting on as a 
[residents], like as a big group and we literally spend an hour getting told off for 
everything we've done out of hours, but no one ever says, ‘Oh, you know, you 
did a good job.’ So I think the environment - I don't know if it is the same for all 
hospitals but here they're very strict on wanting to be the best and they don't 
want any mistakes so they literally just basically grill you all the time. I mean, 
there are staff that you do get along with, like in dispensary some people you 
do get along really well with but then it's the managers of the dispensary who 
seem to blame the pharmacists for everything and we blame the dispensers 
for everything, so there's definitely a lot more conflict I think as a pharmacist 
than as a pre-reg.” (TR18_HT_4) 

3.4.4.3   Summary points 

 Trainees felt their ability to behave in a professional manner was adequate from the 

start of training; they believed abilities to communicate suitable advice (i.e. counselling) 

- if the opportunity arose - was hindered by lacking appropriate clinical knowledge 

 Tutors recognised the limited confidence in trainees’ ability to communicate effectively 

with patients early on in the training year 

 As trainees progressed (by round 2), increased confidence in abilities to communicate 

and respond to  patients was recognised by trainees as their opportunities to engage 

with patients were seen to increase, though many still recognised room for improvement 
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 By round 3, trainees and tutors noticed continued improvements in trainees’ abilities to 

communicate with patients and they were much more involved in working with patients 

as their roles progressed and they gained more responsibility and independence 

 The ability to work effectively and share information in the healthcare team was 

facilitated by continued practice experience and application of clinical knowledge 

 Hospital trainees had much more exposure to other healthcare professionals, often 

working alongside them on wards in the latter stages of training 

 Community trainees had limited exposure to a range of healthcare professionals, 

though more opportunities were presented to those working in a pharmacy adjoined 

with a surgery; the most contact community trainees had with other healthcare 

professionals was over the phone  

 Community trainees had more continuity in working with patients and thus had more 

opportunities to build relationships with patients than hospital trainees 

 Good abilities to work in a professional manner with staff was noted by trainees and 

almost all tutors from the beginning of training 

 Friendships with colleagues were formed early on and behaviours amongst staff could 

differ from those with patients  

 The geographical location of the pharmacy in which trainees and NQPs worked was 

influential in the types of patients that visited the pharmacy and influenced the ways of 

communicating with them 

 As NQPs, opportunities in communicating with, and counselling patients, were more 

widely available as their role became that of a pharmacist 

 As NQPs the dynamic of working relationships changed considerably and NQPs were 

more heavily involved in management, delegation and patient care 

 NQPs in hospital were more imbedded into working collectively within a large 

interdisciplinary team; NQPs in community often had more management responsibility 

within a small team  

3.4.5 Development through support, guidance and feedback  

This section considers the individuals in the workplace that were available to support trainees 

during pre-registration training as well when they became NQPs. Support was considered 

through exploring the different members of staff in the workplace that were closely involved in 

helping the trainee at different stages during training as well as when they moved into practice as 

a NQP.  As well as this, the more formal guidance contributing to the development of trainees 

facilitated by, for example, performance standards
131

 as well as the informal and formal feedback 

provided to trainees is considered in this section.  

The findings in this section are not always presented linearly (i.e. from the beginning (round 1) to 

towards the end of training (round 3)). This is because there were recurring themes running 
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through each round of interviews and general comments made, for example, about performance 

standards, could not be explored developmentally in the same fashion as roles or behaviours. 

3.4.5.1   Community pharmacy 

Trainees 

With the workplace of community pharmacies being relatively small, trainees in community 

pharmacies worked with all the staff in the pharmacy and were able to receive help from all of 

their colleagues. The time spent with the colleagues differed slightly, such as time spent with 

counter staff versus dispensers and / or pharmacy technicians. Many trainees noted that the help 

they received could come from all members of staff because they had more experience than 

them and had a good understanding of pharmacy operations and SOPs. 

“It’s better to kind of start from the bottom and work your way up in a sense so 
you how things work ‘cos otherwise if I’m just standing there checking all the 
medicines and stuff like that then you know I won’t be able to do anything 
else.” (TR2_CLM_1) 

In one community pharmacy, the trainee and tutor described the working relationships with staff 

akin to a ‘family’ which demonstrates how strong the relationships amongst colleagues within 

community pharmacy can become, likely due to working together regularly with close proximity.  

“I think people have been working with each other for so long that they’re just 
accustomed to each other so it’s like they’re a family, so obviously now I’m 
here I am fitting in as well … .” (TR16_CLM_1) 

Although it appeared all staff helped the trainee collectively, there was evidently a big role for pre-

registration tutors in helping and supporting the trainee early on as they settled into the 

workplace. All trainees talked favourably of their tutor at the early stages of the training year. 

Some trainees commented on how their tutor played a central role in assisting them.  

“[Tutor]’s been the most helpful ‘cos she ‘actually the pharmacist, she knows 
most of the stuff and she’s the one, that she’s, I’ve got to liaise with her more 
than I have anyone else.” (TR3_CLM_1) 

In the second round of interviews, trainees in community pharmacy described how they were still 

supported by all of their colleagues when they required help, though the need for help was 

attenuated as trainees progressed in the training year, through to towards the end of the training 

year.  

“I don't ask for help as much now because I do know a lot now.” (TR4_CS_2)  

Towards the end of the training year, trainees maintained that their tutor was still acting as the 

main source of support as they had previously settled into the pharmacy and acquired the 

necessary skills which were developed through the help of other staff. Trainees said the other 

staff were still supportive and helpful but it was evident that their role in helping the trainee had 

diminished through time as the trainee became competent in dispensing and made significant 

contributions to the working operations of the pharmacy.  
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The tutor, as a pharmacist, had more advanced clinical knowledge and skills in comparison to 

other staff which were more important for trainees to assimilate. The importance of pharmacists 

and, in particular, the pre-registration tutor in supporting the development of trainees in terms of 

improving their clinical knowledge and tailoring their patient care and general ‘people’ skills, was 

evident based on descriptions from trainees. The pre-registration tutor was considered by 

trainees to play a major role in shaping their development during the training year. 

“Everyone’s still very supportive but I think my tutor is now telling me more of 
what I need to focus on and try and improve on. 

… 

“Yeah, ‘cos from the beginning she was just trying to get me into a role of me 
being in a pharmacy. So what kind of things need to be done in a pharmacy 
but now I think she is guiding me more towards being a pharmacist and what 
kind of things I’ll need to improve on to get there.” (TR12_CS_2) 

There was congruence between comments made by trainees and those made by tutors in terms 

of the role of the tutor in helping the trainee.  Tutors recognised that they were there as the main 

source of support for the trainee during the pre-registration year and that they had the 

responsibility for the trainee’s development. The tutor could also facilitate the dynamics of the 

working relations within the pharmacy as trainees gained confidence, through, encouraging 

pharmacy staff to approach trainees when they had queries. This appeared to be an approach to 

supporting the development of trainees that a few tutors adopted and spoke of. For example, one 

tutor previously talked about how a role-reversal occurred during the training year, whereby staff 

initially helped the trainee and answered questions but they subsequently went on to query the 

trainee and treat them more like a pharmacist in the latter parts of the training year: 

“A lot of my staff have worked in the pharmacy for years, so they're used to 
having trainees come along and they know what's involved in the training role. 
So, you know, towards the beginning of the year they're helpful and show the 
trainee different aspects of the job; but then, as the year progresses, they will 
go to the trainee with problems and ask them… .” (TU4_CS_1) 

Some tutors talked about their active role in encouraging the trainee and it was apparent from the 

data that most tutors took this approach to allow their trainee to gain the most out of the training 

year and develop skills necessary for practice, such as ability to communicate effectively with 

patients. The tutor needed to put the trainee into the ‘firing line’, according to one tutor, in order 

for them to gain the necessary experiences with patients: 

“It is the tutor's responsibility to ensure that their trainee is constantly and 
persistently in the firing line - and that is the patient-professional interface. 
There's no point in having your pre-reg in the dispensary all throughout the 12 
months. It's a pointless exercise.” (TU5_CI_3) 

Some tutors also spoke about providing their trainee with opportunities to deal with less frequent 

activities occurring within the pharmacy, such as conducting patient consultations in a 

consultation room, so the trainee experienced a range of activities within the pharmacy setting. 

They appreciated these incidents would help them in the future as a pharmacist. For example, 
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some opportunities to deal with patients more in-depth, in a consultation room for a medicine use 

review, was noted by several tutors.   

“I'd say I probably would bring her in on a few MURs - that's something which 
I'm looking at doing - just so as she can actually sit in and see how I 
communicate with the patients. But she sees how I communicate with the 
patients on a daily basis anyway.” (TU20_CI_3) 

Although the role of the tutor was quite central in supporting trainees in community, there were a 

couple of instances where trainees felt that their tutor was not always there to help them. One 

tutor acknowledged that she had spent less time than was ideal with her trainee, and this was 

recognised by the trainee (TR4_CS). She explained this was due to it being a busy pharmacy and 

being responsible for many different activities within the pharmacy. This affected her commitment 

to supporting the trainee and providing feedback. However, she did state that she provided her 

trainee with opportunities to learn new skills and experiences of working with a variety of patients 

as illustrated by the following quote: 

“I mean, it's always difficult because, especially being a busy pharmacy, 
there's always so many other things going on that it's difficult to spend as 
much time as you want to with the trainee. You know, I would have ideally 
liked to have spent more time with him - and I probably don't give as much 
positive feedback as I should. But those are probably the main things. But I 
feel we've given him quite a lot of opportunities to learn the different things so 
he's had quite a variety of experience and worked with lots of different people, 
which is good for him as well.” (TU4_CS_3) 

Tutors served to guide the trainee during the training year with performance standards serving as 

a framework to support this. The close working relationship between the trainee and tutor in 

community pharmacy allowed tutors to point out possibilities for evidence to help complete and 

sign off performance standards. 

“[Tutor’s] observing a lot that I do and, but so far it has been what I’ve 
remembered and I’ve wanted to put down as evidences. But she’s also said 
that if she comes across anything that would be useful then she’ll let me know. 
… she also said that she’s seen me do a lot of things in the pharmacy which, 
just based on, she’ll be able to sign me off on some performance standards 
but she can’t do that until I’ve written it up as evidence. So that’s why she 
couldn’t sign me off on more on the last review.” (TR12_CS_2) 

Performance standards were perceived as an important part of the pre-registration training year 

by trainees and tutors alike. They provided structure which training objectives could be hung and 

laid out the competences which trainees were expected to achieve by the end of the training year. 

There did, however, appear to be some ambiguity around the way in which standards were 

phrased, again from the perspectives of trainees and tutors.  

“I think a lot of them are really vague, that’s one thing. And the other thing is it 
doesn’t really, as I said that I really think that I lack a lot of practical skills at the 
moment and these don’t really focus on that… .” (TR4_CS_1) 

“I just think sometimes they're a little bit petty, you know. And sometimes if you 
don't fully appreciate what they're actually looking for then I just wonder 
sometimes. But you have to have a framework to assess somebody's 
performance. So that's fair enough.” (TU19_CI_1) 
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This lack of clear expectations for achieving standards could lead to considerable variation in the 

way in which they were met. One trainee considered the issue of the simplicity of the standards 

that could allow a trainee to get multiple standards signed off in a given day depending on how 

they wrote their evidence. 

“A lot of [performance standards] are quite simple and quite basic. A lot of 
them you’re covering day to day you know. I mean picking up a prescription, if 
there’s a query with it you’re ringing the wholesaler or the doctor … It covers 
twenty of them, depending upon the way you write it. You know some people 
write it in a very closed quick fashion. But if you actually go through the step by 
step process, how you did it and say everything properly, you can get twenty 
… .” (TR19_CI_1) 

Given the equivocal nature of the performance standards, there may be subjectivity and room for 

different interpretations of the standards and requisites for achieving them which, depending on 

the individuals involved in observing and signing off standards, could lack emphasis on pushing 

for high standards and the demonstration of good behavioural professionalism.  

Although performance standards directed trainees towards learning goals and could be used to 

monitor their progress and competence development, the use of feedback also aided trainees’ 

development. Trainees in community pharmacies worked closely with their tutor and they were 

the provider of the majority of informal (i.e. ‘on the spot’) and formal (i.e. during meetings) 

feedback which was mostly verbal. Some trainees commented that other members of staff would 

occasionally provide informal verbal feedback about how they were performing, but, again, this 

was more as a means to correct tasks carried out and it was not consistent. Feedback was 

considered more negatively oriented, picking up on any actions that the trainee performed 

wrongly 

“[Tutor] said that she thought everything was fine and she would let me know if 
there was any concern. But I feel - and certainly, having talked to a lot of 
people, they also agree - that it's one thing pointing out the negatives when 
you're not doing right, but you also need to hear, you know, the things where 
you're actually pretty good at so that you would know whether you're going the 
right way or not.” (TR4_CS_3) 

This approach, of focusing on addressing when trainees did something poorly, had the potential 

to instil a sense of complacency as one trainee noted: 

“I just assumed that if people aren’t saying horrible things to me about 
something I’ve done then I must be doing something right.” (TR16_CLM_1) 

The issue of focusing on what was done incorrectly, and not providing consistent positive 

feedback and encouragement could hinder the possibility of striving for high standards. A couple 

of tutors alluded to not pushing beyond set, average standards which seemed consistent with 

what was occurring in the majority of community pharmacies.  

 “I mean, that's thought for the future for me, to think about should I be pushing 
it higher, basically, than what it is … .” (TU12_CS_3) 

It was expected that more comprehensive feedback would be provided during appraisal meetings 

between the trainee and their tutor which contributed towards signing off performance standards 
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and completing 13-weekly appraisals / progress reviews laid out by the GPhC as part of the 

completion of the pre-registration training programme.  

A small number of trainees noted that they had the opportunity to sit down with their tutor more 

formally, for example, on a weekly basis, to discuss their progress which allowed time to receive 

some more formal feedback. However, half of trainees stated they were not receiving much 

feedback during the pre-registration year. Trainees commented that feedback was not regular, 

often provided in appraisals and only occasionally whilst working.   

Feedback on patient interactions, which came later in the training year as trainees’ roles 

progressed, was given to trainees but it did not generally go into detail about the professional 

behaviour demonstrated during these encounters.  

“[Tutor]'s never really commented on how I should act with a patient or 
anything.” (TR2_CLM_2) 

Trainees talked about how the feedback they received was generally about the contents of what 

was said rather than how it was said. 

“[Tutor] doesn't comment so much on how I've said things, no - more on what 
I've said.” (TR20_CI_3) 

Comments from tutors about the nature of the feedback given to trainees echoed what trainees 

said about it. Feedback was typically more about what the trainee had said in communicating 

information to a patient a given situation and not how they delivered the information. 

I: “So the feedback that comes into her about contact with patients, it's more 
about what she's saying rather than how she's saying it?” 

T: “Yeah, what she's saying rather than how she's saying it, yeah. I'd say more 
to that, yeah.” (TU20_CI_3) 

It was apparent from interviews with some tutors that there was some expectancy that trainees 

probably knew about the importance of professionalism already. 

“I think he just gets it, you know. It's like the normal attributes, and given the 
situation in which he works, you know, you either get it completely or you 
don't. But I think [trainee] does get it appropriately - or the vast majority of it. 
So I possibly haven't had a stimulus that would make me want to teach him 
about that. Like there is the potential to teach him something so often but he 
already knows, so it would be patronising.” (TU15_CSM_3) 

NQPs 

The ways in which NQPs were supported during the early stages of their practice were explored. 

Though NQPs were now without a formal supervisor (i.e. pre-registration tutor) in the work place, 

surprisingly, almost all NQPs working in community pharmacy described not feeling isolated at 

work. One NQP, working as a locum pharmacist, did, however, point out that he felt isolated 

sometimes.  

NQPs in community often referred to fellow staff within the pharmacy if they required help with 

anything, because in most cases the pharmacy support staff had considerable pharmacy 
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experience. The support staff could also be a resource for learning how to deliver services which 

may not have been delivered at the pre-registration training site. For example, one NQP talked 

about the new services he encountered as a NQP and his experience of conducting his first MUR 

which caused anxiety: 

“The dispensers who have been working in the field for a while and they're like 
accredited to do certain services. I watch how they do them because I didn't 
do many of the services in my pre-reg - all I did was like methadone and 
needle exchange so it wasn't really at the forefront of the patient curve. … Like 
first MUR you're a bit nervous. I didn't really know what to say, but as time 
progresses you just tend to learn from it really.” (TR15_CSM_4) 

Several NQPs also talked about referring to a more senior manager within the organisation for 

help and support. For example, one NQP working as a relief pharmacist talked about being able 

to get help and support from the pharmacy manager of the store if needed, or the area manager. 

“The pharmacy manager I could turn to. Also the area manager - we have his 
number in the pharmacy and also I've got his email address so… .” 
(TR2_CLM_4) 

A couple of NQPs also talked about calling the National Pharmacy Association (NPA) on 

occasion when in need of help. 

As NQPs, there was an absence of feedback because of the more senior position held as a 

pharmacist compared to a trainee. There were a couple of NQPs who worked alongside another 

pharmacist on occasions, e.g. as a second pharmacist, who received some feedback when they 

started. However, the feedback did not appear to be comprehensive or particularly constructive. 

“At the beginning when I first became a pharmacist, when I had the overlap for 
two weeks with the pharmacy manager, he still gave me feedback then.  

… 

“[The feedback was] about the jobs that I was doing and if I did have any 
problems with customers or anything like that. Once I'd dealt with it he 
basically said, ‘You did perfectly fine.’ So in that sense, at the beginning I did - 
I used to get a bit of feedback from the manager but not as much now because 
I'm more settled into the role.” (TR12_CS_4) 

3.4.5.2  HOSPITAL 

Trainees 

A large part of the induction programme during the early weeks of training involved learning about 

the dispensing process in the pharmacy department. Thus, trainees worked with, and were 

supported by, lots of technicians and some pharmacists in the main dispensary. Contact with the 

pharmacist in the dispensary was not common because the tasks trainees conducted related 

more to dispensing.   

Opportunities to work alongside other healthcare professionals were available for trainees in the 

early stages of training, in a ‘shadowing’ capacity. The pre-registration tutor was the main point of 

contact for trainees and could be referred to as a general source of help as well as a guide for 
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directing their development during the training year through, for example, arranging allocated 

times to shadow pharmacists. Although the pre-registration tutor was an important contact for 

trainees, it was evident that trainees had to be more self-directed in meeting their learning goals 

than in community pharmacy. They worked in a large environment and not alongside their tutor, 

and the training appeared to have less structure, in comparison with community.  

“Yeah I think it’s very self-directed here, so all our timetables are just sort of 
empty and we need to approach pharmacists on the morning or in advance  
and just say right ‘Today I’d like to come to the ward with you if you’re not 
busy’, and ‘Yeah that’s absolutely fine’ and they’d come. So we need to 
actually approach them in advance.” (TR13_HT_1) 

Although trainees in hospital did not often work directly alongside other trainees there appeared 

to be many benefits of working at the same hospital as other trainees as a few mentioned. Having 

another trainee allowed trainees to discuss their experiences on different wards and share 

information prior to starting a rotation. They would also learn about the key people to speak to in 

the different wards, as well as share tips for the registration assessment.  This was described by 

a trainee in one of the interviews with her: 

“We all compare how things are going on the wards, and if somebody's had a 
maybe a less well-organised rotation, by the time it comes to it being your 
rotation, you know like who you need to speak to and how.” (TR17_HT_2) 

As was the case in community pharmacy, performance standards served as a framework to help 

guide learning goals by trainees. Although performance standards were considered quite time-

consuming by some trainees, they were generally considered a good guide for directing trainees 

towards learning goals. 

“[Performance standards are] motivating me to do things on the wards like 
volunteering to do a drug history or volunteering to phone the GP, whereas 
otherwise I might be less likely to do that because I might just think oh I’m a 
pre-reg I don’t need to do that yet.” 

… 

“I guess it means that I know that when I’ve done all of those performance 
standards it means that I’ve got all of the skills that the GPhC thinks I need to 
be a pharmacist so it will make me more confident knowing that I’ve done it, if 
that makes sense.” (TR17_HT_1) 

The utility of performance standards were also recognised by tutors. They were seen to serve to 

guide trainees to help them develop into a pharmacist by demonstrating what has been learned 

and achieved as one tutor noted:  

“[They’re there] because you can give someone a pre-reg experience and then 
there's nothing really to actually hang tags on to say that you've achieved or 
learned something that's important to know.” (TU9a_HDG_1) 

Although TU9a_HDG made the argument that professionalism was built into performance 

standards, the articulation of the different elements of professionalism and explicating (e.g. with 

clear explanations and / or examples) was considered lacking by some. Comments about 

performance standards from a number of trainees and tutors in hospital echoed what those in 
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community had stated; the nature of standards could often be quite simple and therefore open to 

interpretation or, as one tutor noted, the standards were quite ‘outdated’ and perhaps ill-placed: 

“I think some of them are a bit outdated and others are a bit too random.” 
(TU18_HT_1) 

One tutor, familiar with professionalism research, described the tenuous relationship between the 

performance standards and professionalism (in round 1 interview) and the need for clearer 

standards (in round 3 interview): 

“I think they are. They don't necessarily cover everything. They probably don't 
cover as much professionalism as you would like, if you are looking at 
professional skills. So things like empathy, I don’t necessarily think is covered 
particularly well - those things. There's only the one I can think of which is 
about how do you handle difficult situations; how do you handle conflict. But 
there's not a lot about being assertive. There's a lot of skills that you 
mentioned as being professionalism that there's not specific standards for all 
of them and I think probably it would be better if we did have more of them.” 
(TU13_HT_1) 

“It's quite interesting that there isn't actually a standard in there about, 
"Competent in liaising with doctors." You know, there aren't actually standards 
on that. When we talked about it, there isn't actually something that says that. 
So there's things like about handling conflict or handling different situations but 
there isn't actually a standard about, "Competent when dealing with medical 
staff / can deal with other healthcare professionals." You know, you'd think 
there should really be that standard.” (TU13_HT_3) 

In the second round of interviews trainees described how they began working on wards a lot 

more since the initial periods of training and were working with more pharmacists as well as other 

healthcare professionals. The role of the tutor was similar to how it had been at the early stages 

of the training year. The tutor still acted as a useful point of contact and could support the trainee 

when necessary. As with tutors from community pharmacy, two tutors talked about pushing their 

trainee into new situations to expose them to a wider set of experiences. However, as tutors in 

hospitals did not work with trainees often they could not oversee this process. This finding was 

exemplified in particular by a quote from one tutor who talked about seeking evidence from the 

trainee about situations she had experienced which may have been perceived to be difficult, such 

as responding to awkward patients.  

“When she started I said to her, ‘You're going to have to - you have to put 
yourself in these situations.’ And through her evidence and working together, 
you know, I've said I'm not signing her off on certain things until she's got 
evidence of being on like the reception desk in the pharmacy dispensary and 
answering phones, and actually putting herself into situations where she might 
come into conflict or might have awkward patients - and just putting her in that 
situation.” (TU18_HT_3) 

Other pharmacists played critical roles in supporting trainees directly on wards.  These 

supervising pharmacists on wards also provided them with informal verbal feedback and, in some 

cases, written feedback, for example in the case of completing medicines reconciliation training: 

“Like when I was doing the drug history training, I was observed interviewing 
people and then they'd actually give me feedback on it. There was a whole 
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section as well to actually write the feedback; think of different ways to ask the 
questions, and depending on the patient you may need to rephrase it.” 
(TR10_HDG_2) 

Feedback received from pharmacists did, however, appear variable depending on the pharmacist 

who was supervising them, so there was a lack of consistency with feedback recognised by 

trainees. 

T: “So when I give evidence to my tutor - so she hasn't witnessed me doing it – 
but she asks me about the situation and gives me feedback on that.”  

I: “So day to day you're getting feedback from the pharmacists?” 

T: “Yeah, it depends who you're working with. Some of them are not as 
forthcoming with you. But the ones who are just sort of way - there's one 
pharmacist in particular who's very into sort of encouraging our development 
and she won't ever give us an answer; she'll say, "You tell me." 
(TR10_HDG_2) 

As with community pharmacy trainees, trainees in hospital felt feedback was centred more 

around what was said to the patient, but not exactly on the softer elements of professionalism as 

a couple of trainees noted. As with trainees from community pharmacy, hospital trainees talked 

about feedback relating to the content of communication with patients and not how information 

was communicated. Thus the feedback covered the clinical details that needed to be transmitted 

and not the softer patient care skills associated with professionalism. 

I “It does focus more on the clinical aspects, yeah. But I think if I was really - 
like if I acted really rudely or, I don't know, not compassionately, I'm sure 
they'd say something eventually.” (TR17_HT_3) 

As the tutor did not work directly with the trainee often in hospital, they would rely on receiving 

feedback on the trainee from colleagues. Feedback from colleagues was useful, for example, for 

corroborating evidence of achieving performance standards which could be signed off, commonly 

during 13-weekly review meetings.  

“In the appraisal we would probably talk about it and we would talk about - in 
the fact that we've talked about, you know, "If you thought that counselling was 
important for the patient but the patient wasn't interested, how would you 
handle that? How would you make sure that that information gets to the patient 
if you think it's important but they're not open to it?" And so we've talked 
around those kinds of issues and we've tried to do that.” (TU13_HT_3) 

In the third round of interviews, tutors reflected on their role and confirmed that they did not often 

work with the trainee directly during the pre-registration training year. Tutors reflected on the 

utility of feedback from other pharmacists which fed into signing off performance standards 

“I would try and get feedback from individual pharmacists beforehand. And the 
fact is when I get each piece of evidence and he's described what he's done, I 
will ask him questions around that and say, ‘Well what would you have done 
for this?’ ‘Why would you have done that differently?’ And we try and go 
through and try and target all the different things he's going to have to get.” 
(TU13_HT_1) 
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Although the tutor did not work with the trainee directly, they had opportunities to meet their 

trainee during, for example, appraisals and to reflect on incidents that the trainee had 

encountered through reviewing evidence contributing to performance standards or other 

situations which the trainee raised. There was a sense of reliance on the part of tutors in hospital 

that other pharmacists would be closely involved in supervising and monitoring trainees and that 

they would write testimonials as evidence of trainees’ accomplishing different  performance 

standards. 

“I've not actually been witness to what he's been doing on the wards. But, 
again, like I said previously, we have had evidence that he is doing that on the 
wards because that's been signed off by another pharmacist.” (TU11_HDG_3) 

As was noted by tutors in community pharmacy, there was a consensus that trainees had 

professionalism values and there was no need to intervene in changing their behaviour. 

“Professionalism, I don't think she's got a problem with that. Attitudes I think 
you can get that a lot with some of the pre-regs, though. But, I mean, nothing 
to be concerned about … .” (TU17_HT_3) 

Evidence of not pushing up standards, as was found with tutors in community pharmacy, was 

present in interviews with some tutors as well. 

“If people are portraying those attributes [relating to professionalism], it 
wouldn't be something that we would formally discuss with them because we 
would already know that they are working to an acceptable professional 
standard. Should they not be, then that's when we would be discussing them 
with them.” (TU9b_HDG_3) 

Tutors talked about how trainees should already be aware of these things and relied somewhat 

on the degree instilling them, but there was no talk of the feedback during actual practice 

experience that would be given from her to the trainee 

“I mean, there's obviously issues around patient confidentiality and turning up 
on time for work and, you know ,that kind of thing. But those are all covered at 
induction anyway. And to a certain extent, from somebody coming out of a 
four-year degree in pharmacy, you would expect them to already know about 
that anyway. (laughs) And I've certainly never had to sort of discuss it with 
her.” (TU10_HDG_3) 

NQPs 

None of the NQPs working in hospital felt isolated in their working practices. The help available 

for NQPs working in hospital seemed more widely available than those in community pharmacy 

because they worked within a larger team of pharmacists and other healthcare professionals  

 “I can turn to anybody really. I have a couple of pharmacists on my team, who 
I can turn to. But sort of any of the pharmacists really I can give them a bleep 
and they will be able to help me if I have a problem.” (TR11_HDG_4) 

A couple NQPs, working as residents, pointed out that pharmacists positioned slightly above 

them, such as the second year resident, or band seven, pharmacists were particularly helpful to 

them. 



116 

 

“Some of the band sevens are really, really helpful as well. They've finished 
their diploma so they really know what they're talking about and they have 
taught me a lot.” (TR17_HT_4) 

There was an absence of feedback on performance for NQPs in hospital, unless there were 

serious concerns about it. They did not receive any feedback in how they were conducting 

themselves in a constructive way, such as with their professional demeanour with patients or 

colleagues, illustrated by the following quote: 

“You don't really get that much feedback regarding your patient encounters, to 
be honest, or your professionalism - you don't really get any at all, being a 
pharmacist, really. So like you just need to judge it yourself and it's more of a 
trial and error thing.” (TR13_HT_4) 

3.4.5.3   Summary points 

 Pharmacy technicians had an important role to play early on in hospital where trainees 

were often inducted to the hospital whilst heavily working in the dispensary  

 There was a central role for the tutor during training, particularly in community 

pharmacy where they worked directly with trainees regularly and had more 

opportunities to provide informal feedback, direct the trainee’s learning, and encourage 

staff to approach the trainee with queries as they progressed  

 Trainees in hospital supported by a range of pharmacists and worked alongside a range 

of healthcare professionals as they progressed  

 Tutors in hospital relied on feedback from other pharmacists about the progress of their 

trainee 

 Performance standards were considered a useful guide for learning and provided 

structure to the training year, though standards were often considered to be ambiguous 

 Many trainees considered feedback to be limited and it lacked emphasis on the 

importance of elements of professionalism provided to trainees 

 NQPs in community typically received support from support staff in the pharmacy if they 

required help or they would refer to their pre-registration tutor, or a senior manager 

within the organisation if their query could not be answered by colleagues 

 NQPs in hospital appeared more well supported, receiving an induction to their hospital 

setting and working alongside a range of senior pharmacists in close proximity  

 NQPs in both sectors were generally not receiving any feedback on their performance 

3.4.6 Development through staff professionalism and role 
modelling 

This section considers trainees’ and tutors’ perceptions of the professionalism of members of staff 

in the workplace and their ability to model appropriate behaviour which trainees could observe 

and emulate.  
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The findings in this section are not always presented linearly, from the beginning (round 1) to 

towards the end of training (round 3). This is because there were recurring themes running 

through each round of interviews and general comments made, for example, about role models, 

were applicable throughout the training year. 

3.4.6.1  Community pharmacy 

Trainees 

At the beginning of the training year, almost all trainees believed that their work colleagues 

possessed all the competencies necessary for their role and that they possessed attributes of 

professionalism and behaved professionally in their role. Tutors, too, considered the members of 

staff they worked with to behave professionally. One tutor stated how it was important for the 

trainee to work with other pharmacists and learn from them, rather than focus solely on learning 

from her: 

“The idea of the year is not necessarily to turn them into a clone of me, but to 
get them to be able to think for themselves as to what they would do in 
different situations. So working with a variety of pharmacists is quite good 
because it gives them an opportunity to see different viewpoints, and he can 
then, by the end of the year, he can make up his mind as to what he would do 
in different situations.” (TU4_CS_1) 

Trainees considered all, or most staff were considered role models through having lots of 

experience in the role and demonstrating appropriate professional behaviour through, for 

example, communicating with patients. They helped model appropriate behaviour for trainees, 

which trainees described assimilating through observation. 

“I mean even when you’re just looking at the counter assistant and you know 
and just dealing with certain enquiries, how, you know what do they do if they 
ask for a medication, what are the necessary questions to ask, and things like 
that, so it does all help. Obviously I kind of done my counter assistant course 
but it’s good to kind of watch and then you recall things like oh yeah, yeah I 
remember learning that so it’s good.” (TR2_CLM_2) 

A couple of trainees did, however, comment that not all staff could be considered good role 

models in their pharmacy. For example, one trainee did not feel inspired by counter staff due to 

their work ethic and how they appeared to treat their job in pharmacy like any other job. Another 

trainee commented that counter assistants were not considered good role models, as, according 

to him, they lacked some of the necessary knowledge required to help patients adequately.  

Although tutors spoke positively of their staff as potential role models to model appropriate 

behaviour for trainees, some issues with the behaviour of staff were noted by several tutors. 

Instances of staff chatting, or bantering, too much, and potentially losing concentration, were 

noted but ultimately staff were seen to appreciate that they were in work to serve patients and 

look after their best interest. Although there may have been occasional lapses in the professional 

behaviour of staff through, for example, chatting too much, it did not appear detrimental to the 

quality of care towards patients as the behaviour was not frequent and did not occur in front of 
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patients. One tutor in a community pharmacy stated that he would not have recruited a pre-

registration trainee if the pharmacy staff were not at a good standard: 

“To be honest if staff weren’t up to scratch I don’t think I would have taken a 
pre-reg in my place.” (TU1_CLM_1) 

According to trainees, the pre-registration tutor was, in particular, considered a salient role model 

for the trainee due to their status as a pharmacist, a role the trainee was in the process working 

towards in the pre-registration year. It appeared that tutors had a good understanding of the 

importance of setting an example and being a role model for the trainee given their important 

position in supporting trainees during pre-registration training. 

“I've definitely been a lot more conscious having [trainee] around of how I am 
doing things and - yeah, pretty much everything, just trying to set an example 
that she should basically be following, yeah.” (TU12_CS_3) 

Some trainees, when asked about who they considered the main role model in their pharmacy, 

did, however, mention members of staff other than their tutor, highlighting the potential for other 

staff to have a significant impact on a trainee’s development. This included a trainee stating that 

one of second pharmacists was someone he looked up to because the way she explained 

information to patients was really good, and that she tailored the information to different patients. 

Two other trainees commented that a dispenser and a counter assistant were particularly good 

role models from which they could learn a lot from through observation. For example one 

remarked that the counter assistant in her pharmacy was a good role model due to her knowledge 

of OTC products and the way that she dealt with patients: 

“The counter assistant I think she knows how to deal with the patients. Her 
knowledge of over the counter products is very good. 

.. 

“Her knowledge is very good of over the counter products. Also she can 
communicate, she can like have a laugh with the patient as well which I’m sure 
the patient appreciates as well.” (TR12_CS_1) 

When revisiting the topic of the professional conduct of fellow staff, in subsequent interviews, 

trainees were again still content with the staff they worked with as demonstrating appropriate 

behaviour and most served as role models. When discussing whether there were any occasions 

that colleagues may have behaved in an unprofessional manner, some trainees mentioned that 

some minor issues were witnessed. Such incidents raised by a few trainees included staff 

members raising their voice to a difficult customer or not respecting confidentiality by speaking 

about patients with other colleagues. Such events were, however, not considered a concern as 

they were encountered infrequently. Trainees that talked about incidences of poor, or less than 

ideal, behaviour of other staff generally believed that it could naturally happen in certain context, 

such as working with a challenging patient when stressed. 

There were mixed views as to the potential influence staff members could have on trainees. 

Several trainees recognised that their work colleagues could potentially have a negative impact 

on the way they worked such as becoming more relaxing and less productive.  
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“You don’t want to be running around off your feet when someone else is not.” 
(TR3_CLM_1) 

A few trainees did, however, comment that they would not be adversely affected if jobs were 

being done poorly. It seemed that professional judgement of appropriate/inappropriate behaviour 

to model was necessary to recognise good practice to model in situations where unprofessional 

behaviour was embedded in the culture of the pharmacy, though it had not been experienced for 

any of the trainees working in community pharmacy. Tutors shared the views with trainees that 

there were no serious issues. Furthermore, tutors acknowledged that occasionally some slips in 

behaviour could happen but they would not be anything serious. The prevalence of unprofessional 

behaviour amongst staff appeared as though it could be controlled within the pharmacy as the 

pharmacist would be present during any such incident and thus they would be able to intervene 

where necessary or speak with the staff member implicated afterwards.   

“The staff are professional. When it comes to patients, they are professional to 
the patients, but it's like anywhere; if they're not happy they will whinge about it 
or say, ‘Oh, that person's horrible’ or blah-blah-blah, you know. But yeah, 
they're quite - if they weren't it'd be picked up on straightaway because [tutor], 
he's very, very good at what he does and he notices things, and if staff were 
being unprofessional at any point he would  notice it and stamp it out. So, 
yeah, they are quite good here.” (TR19_CI_3) 

When speaking about pharmacy staff as role models some tutors noted the reality that not all staff 

would be able to serve as strong role models and the trainee would have to show prudence in 

deciphering good from bad behaviour displayed by different individuals. 

“There have been disruptive - there are individuals that work over at the 
medical centre that have … personality problems. They, again, aren't 
necessarily perfect role models for [trainee]. I mean, you're going to encounter 
that. it's part of life. whichever pharmacy you end up working in, you'd have to 
be extremely lucky if every single member of staff is highly professional … .” 
(TU15_CSM_3)  

According to trainees, role models were considered those who were experienced in their role and 

had a good way of working with patients and staff displayed through their general demeanour and 

manner.  

“They've got a lot of experiences. They know how to deal with - yeah, like 
they've had a lot of - they've been involved in lots of different situations. Some 
people have worked in different places. And because it's a really busy shop as 
well, there's lots of different things that happen.” (TR16_CLM_3) 

NQPs 

Most NQPs, apart from TR5_CI and TR12_CS were working in different pharmacies from the one 

in which they completed their pre-registration training. There were no changes in the perceptions 

of the professionalism of colleagues in the opinion of TR5_CI and TR12_CS. Other NQPs were 

able to offer their perceptions of the professionalism and conduct of a new set of staff within the 

pharmacy(ies) they worked. The responses to questions which asked about the professionalism 

of staff the NQPs worked with were positive with most NQPs happy with the behaviour they 
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witnessed while working. Only some minor issues such as being a bit abrupt with patients, 

occurred from time to time but were not serious breaches of professional conduct.  

The NQPs working in new location(s) were also able to compare the colleague(s) they worked 

with to those they worked with in pre-registration training. It appeared that the different pharmacy 

settings and work environments engendered a different way of working. For example, one NQP 

working as a locum pharmacist pointed out that there were different ways of working with patients 

which depended on the location of the pharmacy: 

“Most of the places the people seem quite professional. There are some - what 
you perceive as professional in one place is seen as completely - it may be 
seen as unprofessional in another because different areas, different 
socioeconomic backgrounds, different patient groups. Like [location removed] 
is a very poor area, very, very poor - it's one of the most deprived areas in the 
country. So the way they greet customers or talk to customers is a little bit 
more casual than, say, when I was working at [pre-registration training 
location]. … So different places I behave differently.” (TR19_CI_4) 

Although a number of NQPs acknowledged they could still learn from other members of staff. It 

was, however, more difficult for NQPs to identify role models in their workplace as they had 

become more senior within the pharmacy and previously the salient role model was typically their 

tutor. One NQP stated that there had only been one role model for him: his tutor during pre-

registration training. 

“Yeah, the only role models that I've worked with, there's only been one role 
model, my tutor because he's - I've never really worked - as a pharmacist you 
hardly work alongside pharmacists or shadow them. You're doing your own 
thing.” (TR6_CLM_4) 

3.4.6.2   Hospital pharmacy 

Trainees 

Trainees believed that the staff they had encountered at the beginning of pre-registration training 

behaved in a professional manner which supported a positive environment for which the trainee 

could develop in. As with trainees in community, hospital trainees could observe and assimilate 

skills from a range of staff as everyone was considered to perform their job well and served as a 

good example to trainees. 

“There’s no one who I would say would be a bad role model who would be sort 
of a bad person to sort of you know kind of thing.” (TR11_HDG_1) 

Trainees in hospital, as with those in community, often noted that their tutor was a particularly 

salient role model for them even though the working relationship in hospital was not as close as 

that in community. 

“I think more of a role model is sort of my sort of tutor maybe because she’s 
like, I know [tutor]’s like really high up in the sort of pharmacy and she’s been 
[incomprehensible] so I’d like to sort of do things like that so I think so more 
pharmacists are more role models ‘cos that’s what I sort of want to become 
sort of thing.” (TR13_HT_1) 
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No serious issues with the professional conduct of staff were mentioned by trainees. Minor issues 

were, however, noted. This included, for example, the way in which some pharmacists dressed at 

one hospital site which was recognised by the two trainees based there. It was a surprise to them 

and it did not meet their expectation of pharmacists in formal wear. Other issues related to how 

members of staff behaved with each other. For example, issues with the demeanour of pharmacy 

technicians was raised by one trainee who suggested that technicians were more informal than 

the pharmacists she had come across, though this was in the absence of patients. 

“I feel bad saying it, but then the technicians maybe are less formal and they’re 
not, like when we’re in the dispensary there aren’t any patients around so we 
have a bit of fun you know just because you don’t have to be as professional. 
But then when you’re doing your actual work, everyone’s very focused on that 
but like in between times there are times when people are less professional if 
that makes sense.” (TR17_HT_1) 

Some minor issues with staff conduct were raised by several tutors. Instances of staff talking too 

much, or bantering, excessively, as pointed out by community tutors, were noted. The context 

dependent nature of professionalism in practice was noted by a couple of tutors as illustrated 

below: 

“I think, because pharmacists are stressed or anything that's going on, there 
may be times that people don't act as you exactly would want to. And I think 
you're right; actually there are times you'd think that you've not done exactly as 
you would have wanted to do because it's whatever circumstances.” 
(TU13_HT_1) 

If there were concerns over the conduct of staff in the organisation action could be taken to 

prevent this from adversely affecting the trainee, though the method for doing this was not as 

direct as it was in community pharmacy. For example, one tutor from a hospital pharmacy 

described how he would avoid pairing a trainee with a member of staff that did not act 

professionally or act as a good role model: 

“If I had doubts about their professionalism and I didn't think that they would 
actually be a decent role model, then I would hesitate in actually allowing the 
pre-reg to be attached to them.” (TU9_HDG_1) 

As trainees progressed in the training year, by round 2 interviews, trainees had the opportunity to 

work with different pharmacists who served to model appropriate behaviour on wards, such as 

when working with doctors. 

“Yeah, I think you learn like how to act and, you know, if you're in a difficult 
situation like if a doctor's not listening to you or something, I think it's quite 
good just to see how [pharmacists] handle it and you do pick things up for if 
you ever get in that situation.” (TR18_HT_3) 

Additionally, trainees were exposed more regularly to other healthcare professionals such as 

doctors and nurses and trainees’ perceptions of the professional conduct of these staff were 

favourable as with staff they had worked with previously.  

“I feel competent in the dispensary so I feel, but obviously to a certain extent 
I’m still getting some help in dispensary if I need it. Like if I can’t a product on 
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the shelf or whatever. But according to my learning I’m getting more learning 
and development, mostly like doctors or pharmacists actually on the ward and 
specialist nurses cos they’re actually testing you a lot more and questioning 
you on the wards a lot more.” (TR13_HT_2) 

“When I serve on a specific rotation I go and see the pharmacist who covers 
that specific ward … the pharmacist might leave me with the doctor, so I can 
go an work with all the doctors, like consultants. In cardiology I went and saw 
the consultant and I actually went into a pacemaker being fitted … I suppose 
always the first lead is always the pharmacist on the ward, but then when 
you’re up there they can speak to people for you, like doctors, or you can 
actually speak to the doctors and nurses and like specialist nurses as well.” 
(TR10_HDG_2) 

Towards the end of training year, trainees and tutors maintained consistent views of staff as role 

models apart from some slips in professionalism which may occur. It was apparent that tutors in 

hospital did not have the same level of control over the conduct of staff that the trainee may 

encounter compared with tutors working in community pharmacy. If necessary they could avoid 

enlisting a member of staff deemed to be a bad influence for supervising a trainee, but they could 

not oversee who the trainee would encounter on a regular basis and intervene as easily. A couple 

of tutors commented that it was, to an extent, the responsibility of the trainee to use their 

professional judgement and learn from positive role models and not be influenced so much by 

poor behaviour witnessed.  

“I think you do think more about it when they're on the ward and when they're 
with you but it's also that other people are acting as role models for her as 
well, which you can't necessarily control, and she's got to use a bit of her own 
professionalism and, you know, as to who should be a role model and who 
shouldn't.” (TU18_HT_3) 

As with community trainees, role models for hospital trainees were considered those who were 

experienced in their role and had a good way of working with patients and staff displayed through 

their general demeanour and manner.  

“Loads of the senior pharmacists - I really look up to them, just because their 
knowledge is so vast and they're so confident, and they just really know their 
stuff about everything, so I definitely look up to them.” (TR17_HT_3) 

NQPs 

As with NQPs working in community pharmacy, NQPs in working in hospital had similar views 

about the professionalism of the staff they worked with being acceptable, and that they did not 

have any concerns over any conduct they witnessed.  

Three NQPs continued to work in the same hospital as during pre-registration training and their 

views did not change since the round 3 interview near the end of the training year. Three NQPs 

moved to work in a new hospital and had the same opinion of staff in their new hospital as they 

had in the hospital in which they trained. 

“The environment on the ward is very much the same. I haven't really noticed 
any differences there. I don't know about the actual pharmacy itself, though. I 
think the pharmacy department [here] has slightly an older crowd [than the 
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pre-registration training hospital] - you know, there's more mature pharmacists 
there and I think that affects things - yeah, I think it is maybe slightly more 
professional - well, whatever that means but that's the impression I guess.” 
(TR17_HT_4) 

NQPs in hospital appeared to have more role models because of the nature of the work, working 

with a range of different pharmacists more senior to them. They could still acquire skills in how 

other pharmacists communicate with patients and other healthcare professionals and how they 

demonstrate professionalism, as illustrated in the following quotes.  

I: “So you're still like learning from the other pharmacists?” 

T: “Yeah, definitely. Everyone really.” (TR9_HDG_4) 

 

“Yeah, some doctors … I see the way they sort of deal with patients and think, 
you know, ‘They've done that really well.’ I can learn from that when I go and 
sort of - next time go and see that patient or other patients.” (TR11_DG_4) 

3.4.6.3   Summary points 

 Trainees and tutors believed their colleagues possessed all the competencies necessary 

for their role and that they demonstrated professionalism and acted as good role models 

 The pre-registration tutor was considered the most important role model for the majority of 

trainees in community and hospital pharmacy 

 Trainees were learning how to behave through observing their colleagues / role models   

 Trainees and tutors understood that staff may occasionally have lapses in professionalism 

from time to time; unprofessional behaviour would be more commonly witnessed amongst 

staff out of the view of patients  

 Some tutors in hospital noted that trainees would need to use their judgement in what 

was deemed good / bad behaviour and what could be emulated 

 Tutors in community pharmacy had more control in managing the behaviour and culture 

of the pharmacy as they managed the staff; in hospital, tutors could not govern the 

behaviour of the various staff the trainee may be in contact with  

 NQPs were satisfied with the way in which their colleagues conducted themselves and 

that they had the right skills for their role 

 NQPs in hospital had more role models (e.g. senior pharmacists) present to witness and 

learn from; NQPs in community worked with fewer staff and were often the only 

pharmacist, so it was harder to identify role models 
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3.4.7 Development of professional behaviour: quantitative     
 findings 

Behavioural professionalism (BP) questionnaires (Appendices 16-18) were administered to 

participants at the end of each interview round; trainees / NQPs completed four and tutors 

completed two.  This section considers the analyses that were conducted on the data obtained 

from the questionnaires. Analyses include a comparison between trainees’ and tutors’ scores from 

hospital and community pharmacy at the time points they all completed the questionnaires (round 

1 and 3) as well as an examination of the development of self-assessed BP from the trainee / 

NQP perspective.  

3.4.7.1 Ratings of behavioural professionalism  

Before considering the differences in aggregate BP scores between trainees and tutors and 

between sector, descriptive data relating to all trainees’ self-assessed BP across the four 

subscales and overall across all subscales (aggregate) of the BP questionnaire in rounds 1 to 4 

are presented. This is displayed in Figure 3.2. Tutors’ ratings of their trainees’ BP in round 1 and 3 

are displayed in Figure 3.3.  

 

Figure 3.2: Behavioural professionalism across four subscales: Trainees’ self assessed 
ratings 
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Figure 3.3: Behavioural professionalism across four subscales: Tutors’ ratings of trainees 

3.4.7.2 Comparing aggregate behavioural professionalism across sector, 
position and time  

An analysis was undertaken to compare differences in aggregate behavioural professionalism 

scores (max = 125) across sector (community vs. hospital), position (trainee vs. tutor) and time 

(round 1 vs. round 3). Table 3.6 displays the descriptive statistics for community and hospital 

trainees and tutors for rounds 1 and 3 where they both completed the BP questionnaires. 

Table 3.6: Descriptive statistics of questionnaires from round 1 and 3 

 
 

Sector 

 

 

Position 

 

n 

Round 1 Round 3 

M SD M SD 

Community Trainee 14 97.88 8.57 109.50 10.13 

Tutor 14 98.64 11.68 110.57 8.19 

Hospital Trainee 6 103.58 4.91 114.17 2.56 

Tutor 6 94.00 10.30 106.60 4.83 

A 2x2x2 (sector x position x time) mixed ANOVA was conducted. This revealed that there was a 

main effect of time (F(1,35) = 30.553, p <.001). There were no other main effects or interactions (ps 

>.05). With the only significant difference being time, Figure 3.4 shows the differences between 

scores at round 1 and 3 for trainees, tutors and both trainees and tutors. 
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Figure 3.4: Changes in behavioural professionalism: Trainees, tutors and both  

3.4.7.3   Differences across time points 1 to 4 for trainees / NQPs in 
community and hospital 

This analysis considered the changes in behavioural professionalism across the four rounds of 

data collection completed according to self-assessed scores from the perspectives of trainees / 

NQPs. Table 3.7 displays the descriptive statistics from these data. 

Table 3.7: Descriptive statistics: self-assessed behavioural professionalism from 
rounds 1 to 4 

 

Sector 

 

n 

Round 1 Round 2 Round 3 Round 4 

M SD M SD M SD M SD 

Community 14 97.88 8.57 102.82 10.51 109.50 10.13 114.93 7.17 

Hospital 6 103.58 4.91 106.29 7.198 114.17 2.56 113.00 4.47 

A 2x4 (sector x round) mixed ANOVA was conducted to examine the differences between 

trainees in community and hospital across the four rounds. There was a significant difference 

across time points (F(3,54) = 23.166, p <.001) showing increases from round 1 to 4. There was no 

significant interaction between time and sector (F(3,54) = 1.745, p <.169). With the only significant 

difference being time, Figure 3.5 displays the changes in behavioural professionalism scores 

across the four rounds for community, hospital and, all trainees / NQPs. 
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Figure 3.5: Changes in self-assessed behavioural professionalism from round 1 to 4  

A conservative Bonferonni correction was used to examine differences between time points for all 

trainees / NQPs. There was a significant difference between round 1 and 3, round 1 and 4 as well 

as round 2 and 3 and round 2 and 4 (all ps <.001). Differences between round 1 and 2 and round 

3 and 4 were not significant (ps >.05). 

3.4.7.4   Differences between round 1 scores and reflection on round 1 
scores 

A t-test was conducted on ratings of professionalism at round 1 and at round 4 where they 

reflected on their scores at round 1. This analysis considered 19 trainees, because trainee 20 did 

not complete the final questionnaire. Trainees rated themselves higher when providing ratings of 

behavioural professionalism at time point 1 (M = 99.87; SD = 1.86) compared to time point 4 when 

reflecting on round 1 (M = 91.89; SD = 2.65), t(18) = 3.536, p = .002, mean difference = 7.97, CI 

[3.27, 12.71]. This difference is displayed in Figure 3.6. 
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Figure 3.6: Differences between BP scores from round 1 (present) and reflecting on 
round 1 at round 4 (reflect) 

3.4.7.5   Summary points 

 Community and hospital trainees and their tutors perceived trainee BP to increase during 

pre-registration training (from round 1 to round 3) 

 There were no significant differences in the way in which trainees and tutors, or those in 

community and hospital, rated trainees’ BP  across time 

 There was a significant effect of time as trainees / NQPs  rated their BP continuously 

higher from round 1 to 4 

 Trainees rated themselves higher in BP at round 1 compared to when they reflected on 

their BP at round 4 
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3.5   Summary of work stream 1 

Chapter 3 discussed work stream 1 which investigated the process of professional socialisation 

and development of professionalism in pharmacy trainees longitudinally, over the course of the 

pre-registration training year and early practice, from the perspective of 20 trainees and their 

tutors. This study highlighted how trainees develop into pharmacists and how pre-registration 

training supported their development of clinical knowledge, attitudes and behaviours which would 

be expected of practising pharmacists. This section summarises the key findings. A wider 

discussion relating to work stream 1 and 2 will be provided in Chapter 5. 

The first section on role transitions showed that hospital trainees received longer and more 

comprehensive inductions than those in community. Whilst those trainees working in the larger 

multiples / supermarket pharmacies received short company-wide inductions, trainees in smaller 

multiples and independents typically had an informal induction in the pharmacy where they were 

introduced to working processes in the pharmacy by colleagues.  

The early stages of pre-registration training did not typically involve much patient contact in either 

community or hospital pharmacy; trainees’ roles were similar to those of dispensers or pharmacy 

technicians. Gradually trainees took on more responsibilities and their roles developed more 

towards that of a pharmacist where they were involved in helping other pharmacy staff, working 

more closely with, and counselling, patients, and undertaking clinical checks of medicines which 

were reviewed by pharmacists. It was, however, difficult for trainees to experience complete 

responsibility akin to a pharmacist and many noted they would have liked more experience of 

taking on more responsibility for longer to prepare them for future practice. As NQPs they 

described facing challenges in adapting to their newly found accountability and responsibility. 

Though trainees lacked some confidence in their clinical knowledge, tutors believed that their 

trainees possessed good clinical knowledge when they started training. The opportunities for 

trainees to apply this knowledge in practice had been limited in the past and thus the training year 

was considered fertile ground by both trainees and tutors for this knowledge to be applied and 

developed. Confidence grew, from both trainees’ and tutors’ perspectives, as trainees were 

regularly applying their knowledge and acquiring new knowledge in practice. Community trainees 

were becoming familiar with OTC medicines and a range of commonly prescribed medicines in 

primary care; trainees in hospital were developing clinical knowledge in specialist medicines they 

witnessed on ward rotations. As NQPs, clinical knowledge continued to improve through repetitive 

practice and more involvement in clinical checking and working more closely with patients. 

Trainees felt they were able to communicate informally in a professional manner early on, 

however, the ability to provide suitable advice and counsel patients, as expected of pharmacists, 

was considered to be lacking from their perspectives and their tutors’. As their clinical knowledge 

improved, confidence in being able to communicate with patients improved as trainees’ exposure 

to patients increased during the year.  
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Trainees’ parlance in conveying information became more comprehendible to patients. Trainees’ 

abilities to work with colleagues were considered to be strong early on, and these relationships 

and ways of communicating were qualitatively different from those with patients; some trainees 

drew comparisons of working with pharmacy staff with other work experiences outside of 

pharmacy (e.g. in retail). Trainees in hospital did, however, have more opportunities to work 

alongside larger multidisciplinary teams and to experience interprofessional working with nurses, 

doctors and other healthcare professionals. Trainees in community worked closely with a small 

pharmacy team and had contact with GP surgeries, often through reception staff rather than 

directly with doctors.  

Trainees believed they possessed the core elements of professionalism which were engendered, 

in large, during their upbringing. Their attitudes towards the importance of professionalism were 

always strong and they recognised the importance of demonstrating professional behaviour (e.g. 

empathy and respect towards patients and colleagues) throughout training and as they moved 

into practice, where professionalism became even more important to uphold as they were 

pharmacists.  

Quantitative findings that examined behavioural professionalism showed improvements in ability 

to demonstrate professional behaviours progressively at each round and this was recognised by 

both trainees and tutors. There were no significant differences between the ratings of trainees and 

tutors, nor between participants from community and hospital. There were significant differences 

in ratings in round 1 compared to reflecting on round 1 (rated in round 4), which may be linked to 

overestimations in behavioural professionalism early on. 

Trainees were supported by a range of staff during training. Early on trainees from community and 

hospital pharmacy were often supported by technicians and other pharmacy support staff as they 

familiarised themselves with dispensing and working practices. Trainees’ and tutors’ perceptions 

of the professionalism of individuals working alongside the trainee were favourable and many 

were considered to be potential role models. Trainees often considered pharmacists, in particular 

their tutor, the most important role model. The role of, for example, pharmacy technicians was, 

however, not discounted and their ability to model appropriate behaviour was recognised by 

trainees, particularly in the early stages of training. The tutor was a central role, particularly in 

community pharmacy where they worked closely alongside the trainee, often guiding their 

learning through active quizzing and in a number of cases informal feedback on the spot. In 

hospital, tutors served more as a contact point for trainees as they often worked alongside a 

range of other pharmacists during their rotations. Feedback was variable across training sites, 

and some trainees felt that it was lacking. Feedback was not focused around aspects of 

professionalism, rather it was more about ensuring that trainees were doing something correctly, 

or not wrong / poorly, and not necessarily pushing for exemplary professionalism. The 

performance standards were a very useful guide which directed learning during training, though 

they were sometimes viewed as rather vague and not necessarily tapping into the essence of 

professionalism, at least not explicitly. 



131 

 

As NQPs, those in hospital appeared to have much better support as they worked alongside more 

senior pharmacists who they could turn to for help. Though many in community pharmacy did not 

explicitly state they felt isolated, it appeared that they were to an extent, and did not have the 

same level of support as those in hospital. There was some reliance on other staff (e.g. 

technicians) when developing skills in, for example, new services their pharmacy offered, and in a 

number of cases NQPS in community mentioned their pre-registration tutor could be called if they 

needed help.  

The findings from work stream 1 explored how trainees were developing into pharmacists. This 

was done through exploring the context in which this occurred, the roles trainees adopted, the 

underpinning clinical knowledge they developed, and the professional behaviour they elicited 

during training and into early practice. Some quantitative evidence also confirmed the 

development of professional behaviour in a more standardised fashion. Whilst this study was able 

to provide detailed insights into the professional socialisation and development of professionalism, 

it could not generalise the findings to the wider population of trainees – one of the limitations of 

the methods and small sample size in this work. It was of interest to explore how professionalism 

was perceived to change as a result of pre-registration training in a larger sample of trainees and 

also explore how trainees perceived their supervision and involvement with patients which 

appeared to be closely linked with their development. This led to the development of a survey 

administered to a large sample of trainees discussed in Chapter 4, which follows.  
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4 WORK STREAM 2 
This chapter of the thesis covers work stream 2. This involved administering a cross-sectional 

survey to pre-registration trainees based across a large number of training premises across GB. 

This work was conducted in the summer of 2012, towards the end of the 2011/12 pre-registration 

training year: the same pre-registration year work stream 1 was conducted in. This chapter 

presents the aims of work stream 2, the methods and analysis used, the results and a summary. 

A more comprehensive discussion of the implications of work stream 2, along with those of work 

stream 1, is given in an overall discussion: Chapter 5.  

This work stream is closely linked to work stream 1, where a group of 20 trainees and their tutors 

were recruited to a longitudinal study exploring the process of professional socialisation and the 

development of professionalism as reported in Chapter 3. As the development of pre-registration 

trainees had not been examined in great detail previously, work stream 1 revealed factors that 

seemed important in their professional socialisation and development of professionalism through 

collecting longitudinal, in-depth qualitative data. Changes in the ability to demonstrate 

professional behaviours during pre-registration training and shortly after registration were 

collected using a slightly adapted validated behavioural professionalism scale.
23

 Results showed 

changes in behavioural professionalism could be ascertained with the scale, though the statistical 

power to detect potential differences between, for example, sector, were severely limited due the 

small sample size.
203

 Therefore, recruiting a large sample from which to conduct analysis would 

address this. Additionally, work stream 1 highlighted key factors that appeared important to the 

professional socialisation and development of professionalism of trainees: supervision and 

support, and engagement with patients. This helped with formulating different topics to explore in 

a questionnaire survey administered to a representative sample of trainees in work stream 2.  

The findings from work stream 1 informed the design of a questionnaire to obtain measures of 

trainees’ perceptions of the supervision they received and their engagement with patients, along 

with a measure of ability to demonstrate professional behaviours. Further justification for the 

inclusion of the measures used is addressed when discussing the different sections of the 

questionnaire. 

4.1 Aims and objectives: 

The overall aim of work stream 2 was to examine changes in behavioural professionalism in 

trainees from the beginning to near the end of their pre-registration training and gather trainees’ 

views on supervision received and their perceptions of how they believed they mattered to 

patients.
iii
 

 

 

                                                      

iii
A patient mattering scale was used as a measure to tap into aspects of trainee engagement with patients. 
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More specifically, the objectives were: 

 to examine how behavioural professionalism, according to a self-assessed 25-item 

professional behaviour scale, was perceived to change over the course of pre-

registration training; 

 to examine how trainees rated the supervision they received from individuals that had 

a significant impact on their development of professionalism during pre-registration 

training; 

 to examine the extent trainees believed they mattered to patients during the pre-

registration year; and 

 to explore the relationship between changes in behavioural professionalism, clinical 

supervision and mattering to patients with variables such as the pharmacy sector 

trainees works in.  

4.2  Methods 

The following sections provide information about how the final questionnaire was designed along 

with how it was administered. Considered first is how the content for the questionnaire was 

decided upon. This is followed by an overview of the literature search that was carried out for 

existing scales and a breakdown of the questionnaire, according to its different sections. 

Justification for the scales that were selected for each section and details of any amendments 

made are described alongside this. After this, information about the pilot work undertaken, the 

sample, and survey administration procedures are provided.   

4.2.1  Early stages of questionnaire development 

The development of a questionnaire, when done correctly, is a resource and time intensive 

task.
207

 Questions must be carefully crafted for their utility and comprehension and one must also 

bear in mind the length of time respondents may take to answer questions.
208

 Designing a 

questionnaire often involves consultations with stakeholders in order to develop a range of 

questions which are suitable for addressing the topic of interest. Pilot work would also need to be 

carried out to consider how individuals, reflecting the population of interest, understand what the 

questions are asking and know how to respond.  

Given that the researcher was heavily involved collecting and analysing work stream 1 data, 

developing a questionnaire from scratch during this time (when the questionnaire was due to be 

administered) was not feasible. Although one element of the questionnaire, the behavioural 

professional instrument, was ready to implement in a larger sample, because it was used in work 

stream 1, there were other topics of interest to pursue in the questionnaire. Therefore, a literature 

search for suitable existing scales on areas relating to supervision and engagement with patients, 

was conducted.  

When searching for suitable scales, their validity and reliability were considered. Broadly, the 

concept of validity concerns whether a test measures what it claims to measure.
209

 The validity of 
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tests is often partitioned into three forms: content, criterion and construct, with the latter two 

associated with more in-depth psychometric testing and development.
217, 218

 Content validity 

relates to how well a measure has been constructed and concerns the degree to which a test 

examines the domain of interest.
210, 211

 It encompasses face validity, whether items on a measure 

appear related to a domain of interest,
212

 and will typically rely on expert judgements in assessing 

the content of a measure.
210

 Reliability is linked to error; if one thinks of reliability in terms of a test 

with high reliability, it will be accurate, and produce less measurement error than a test that is not 

reliable.
210

 There are different approaches to examining reliability including test-retest, parallel-

forms, inter-rater reliability, and internal consistency.
210, 213

 Internal consistency is more applicable 

to cross-sectional surveys and describes how well items in a scale correlate with one another. 

Items in a scale should measure the same construct, thus they should correlate with one 

another.
214

 Internal consistency is commonly measured through Chrobach’s alpha (α).
215

 Although 

the number of items in a scale can influence the result of alpha,
216

 a commonly used cut-off point 

for acceptable internal consistency is a Cronbach’s α of .7.
203, 210

  

The complexity of all of the elements of validity and reliability poses challenges for researchers to 

develop valid and reliable measures; the process is very labour intensive. It was decided that 

existing measures that fit in with the research objectives would be more feasible than attempting 

to develop a new measures. Many would argue that using existing scales is a good course of 

action as opposed to developing new ones.
217

 It also makes comparing findings between studies 

easier.  

4.2.1.1   Literature search for existing scales 

The search for relevant scales was not limited to the pharmacy profession because there may not 

have been a suitable scale developed in pharmacy. The search also included literature from 

nursing and medicine because, as found in the literature review for work stream 1, these 

disciplines provided a wealth of information on cognate topics.  

The electronic databases shown in Table 4.1 were used to search for suitable scales. Additionally, 

Pharmacy Education, which is not well indexed in electronic databases, was searched on the 

journal’s website.
218

 

A range of keywords (e.g. ‘supervision’; ‘patient involvement’; ‘questionnaire’; ‘student’) and their 

truncated versions (e.g. supervis*) which were relevant to the topic area were used in the search. 

Combinations of keywords and their synonyms were used in the searches and these were done 

using multiple fields to combine keywords with Boolean operators.
30
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Table 4.1: Electronic database searches 

EMBASE (1974 – March/April 2012) 

Scopus (1966 – March/April 2012) 

International Pharmaceutical Abstracts (1970 – March/April 2012) 

Web of Knowledge (including Web of Science (1945 – March/April 2012) and Medline 

(1950 – March/April 2012) 

Google Scholar (any date – March/April 2012) 

Pharmacy Education (2000 - March/April 2012)  

The search results were examined according to the titles of the articles, abstracts, and, when 

deemed relevant, the complete article.   

4.2.2 Questionnaire design 

A paper-based questionnaire (Appendix 19) was developed through the use of existing scales and 

additional demographic-related items. The questionnaire was divided into five sections. An 

overview of the scales used in the first three sections of the questionnaire, as well as an 

explanation of the adaptations made, are detailed in this section. This is followed by details of 

section 4 and 5 of the questionnaire which gathered comments and demographic-related 

information from respondents.  

The scales used within the questionnaire were validated for use in previous research, each 

demonstrating good content validity and internal consistency reliability. In addition to good validity 

and reliability, the scales were selected based on their applicability to the research objectives and 

their brevity, to avoid overburdening participants. Minor amendments were made to make the 

measurements more appropriate for this research sample. The questionnaire consisted of five 

sections entitled: Professional behaviours (section 1); Individuals involved in your development of 

professionalism (section 2); Mattering to patients (section 3), ‘Comments’ (section 4) and ‘About 

you’  (section 5). 

4.2.2.1   Section 1: Professional behaviours 

This scale, originally developed by Hammer et al.,
23

 measures how well a pharmacy student is 

able to demonstrate behaviours associated with professionalism, ranging from 1 (‘need significant 

improvement’) to 5 (‘excellent’) on a Likert-type scale. This instrument appeared to be the most 

comprehensive instrument to measure professional behaviours in pharmacy. As it was used in 

work stream 1, further justification of the selection of this instrument is provided in Section 3.2.2 of 

Chapter 3.  

The instrument showed good content validity,
217

 through a rigorous process of devising items, as 

well as external validity,
219

 tested through comparisons of student and preceptor (i.e. supervisor) 
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scores. The authors conducted principal component analysis (on the instrument) which resulted in 

a four factor structure composed of 25 items (see Appendix 1). The four factors / subscales were: 

1) Interpersonal / social skills (10 items) 

2) Responsibility (9 items) 

3) Communication skills (4 items) 

4) Appearance (2 items) 

The instrument demonstrated good reliability within the four subscales (average Cronbach’s α = 

.904) and overall (Cronbach’s α = 0.973).
23

  

In order to use this scale in the questionnaire for work stream 2 some amendments were made. 

Amendments to the scale were made initially for use in work stream 1, which apply to the scale 

used in work stream 2, and these details can be found in Section 3.2.2 of Chapter 3. Further 

amendments had to be made to the questionnaire used in work stream 1 so it could be used in 

work stream 2. As with the questionnaire used in round 4 of work stream 1 (Appendix 18), an 

additional column was inserted in order to gain retrospective scores on professional behaviours 

(i.e. at the beginning of training). This was done so that changes in behavioural professionalism 

could be examined through comparing ‘now’ scores (which the original scale set out to examine) 

and retrospective scores. Furthermore, the instructions were adjusted to provide more detail 

about what was required of participants; previously the researcher presented the questionnaire to 

the participant in person in work stream 1 and could explain this. Finally, the tense of the item 

statements in bold were altered so they were comprehendible for both ‘at the beginning of 

training’ and ‘now – near the end of training’ ratings (e.g. ‘I am reliable and dependable’ was 

changed to ‘Being reliable and dependable’). 

For the purpose of this study, this section of the questionnaire will be referred to as the 

Professional Behaviour (PB) scale.  

  

4.2.2.2 Section 2: Individuals involved in your development of 
professionalism 

Findings from work stream 1 highlighted the importance of a range of individuals in facilitating the 

development of trainees through, for example, actively supporting trainees, modelling appropriate 

behaviour and providing feedback. Differences were found between training sites and, particularly 

between community and hospital pharmacy, in terms of support and feedback received. For 

example, it was apparent that the most salient role model was not necessarily the pre-registration 

tutor; other pharmacists or support staff were found to play a central role in fostering trainee 

development. Insights into the way in which support was operationalised was also teased apart 

qualitatively, showing how, for example, trainees may be asked questions to improve their 

knowledge or encouraged to face new situations. Investigating trainees’ perceptions of how 

aspects of support were received during pre-registration was another area that was deemed an 



137 

 

important area of exploration in a larger sample. Therefore, a suitable measure which considered 

how staff supported trainees was sought. 

One instrument was found to be particularly complementary for these purposes: the Maastricht 

Clinical Teaching Questionnaire (MCTQ).
220

 The MCTQ was developed by Stalmeijer and 

colleagues from Maastricht University in the Netherlands. The MCTQ aims to evaluate the 

performance of an individual clinical teacher in the workplace from the perspective of medical 

students. Respondents are asked to rate their level of agreement on a Likert-type scale ranging 

from 1 (fully disagree) to 5 (fully agree) on a series of statements about the individual(s) involved 

in their supervision during hospital rotations. It gives an indication of the quality of teaching and 

supervision provided. 

The questionnaire was developed through theoretical constructs of cognitive apprenticeship
221

 as 

an instructional model for situated learning with six methods to support learning: modelling, 

coaching, scaffolding, articulation, reflection and exploration.
222

 Preliminary work on the 

development of the MCTQ was done through conducting focus groups with medical students in 

one study
222

 and developing an instrument which was administered to educationalists, doctors 

and senior medical students
223

 to receive responses about relevance of the items in the 

instrument which led to modifications. In a subsequent study Stalmeijer and colleagues
220

 

administered the MCTQ to fourth- and fifth-year medical students and conducted validity and 

reliability assessments. As a result of these analyses, the final MCTQ
220

 consisted of 14 items 

(see Appendix 20 for original items). Confirmatory factor analysis (CFA) produced a good fitting 

five factor model composed of: 

1) Modelling (3 items) 

2) Coaching (3 items) 

3) Articulation (3 items) 

4) Exploration (2 items) 

5) Safe learning environment (3 items) 

The MCTQ showed good content and construct validity, through a long process of design
222, 223

 

and testing models with confirmatory factor analysis,
220

 and high internal consistency (reliability) 

across the five factors (mean Cronbach’s α = .90). It has been used in other research in veterinary 

medicine with success, though an additional item was added and the factor structure differed 

somewhat.
224, 225

  

As the MCTQ was developed for use within the medical profession, some amendments were 

made for the purpose of this present study in order to make it more suitable for use with the 

pharmacy pre-registration trainee population. Firstly, the instructions preceding the response 

section were created to advise respondents how to complete this portion of the questionnaire.  

As pre-registration trainees could have received a varied amount of supervision from different 

individuals within their workplace (which was found in work stream 1), two columns were added 

next to the items to allow the respondent to select, and rate, up to two individuals who they 
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believed had a large impact on their development of professionalism.  Trainees were asked to 

think about two people they worked with during the pre-registration training year that they believed 

had: 1) the largest impact; 2) the second largest impact, on their development of professionalism 

(‘person 1’ and ‘person 2’, respectively). If they believed there was only one person who had a 

large impact on their development of professionalism they were asked to provide ratings for 

Person 1 only. Respondents were asked to make their selections of person 1 and 2 based on 

these individuals’ impact on their (as trainees) development of professionalism, in relation to the 

preceding Professional Behaviours section of the questionnaire. The original MCTQ did not 

require such instructions as it was administered for the purpose of surveying responses about 

clinical teaching of one individual (see Appendix 20). 

The wording of the rating scale was also changed. The terms ‘fully agree’ and ‘fully disagree’ were 

changed to ‘strongly agree’ and ‘strongly disagree’, respectively, to be more in line with the 

common wording of the polar ends of Likert scales examining levels of agreement. The wording of 

some statements were also changed to be applicable to pharmacy. For example, statement three, 

‘Served as a role model as to the kind of doctor I would like to become’ was changed to ‘Served 

as a role model as to the kind of healthcare professional I would like to become’. The term 

‘healthcare professional’ was used as opposed to pharmacist because it was found, in work 

stream 1, that a range of non-pharmacist role models (e.g. pharmacy technicians; doctors) could 

be present in the workplace. The penultimate statement, ‘Was generally interested in me as a 

student’ was also changed to ‘Was generally interested in me as a trainee.’ 

Permission to use this scale for the research was granted by Renee Stalmeijer, the main author 

involved in developing the scale.
220

 For the purpose of this study, this section of the questionnaire 

will be referred to as the Supervision scale.  

4.2.2.3   Section 3: Mattering to patients 

Work stream 1 outlined the extent to which trainees were involved with patients at different time 

points during pre-registration training, showing how this evolved over time. It was found that 

patient interaction was critical for trainees to appreciate elements of professionalism (e.g. 

empathy, altruism) and indeed develop appropriate professional behaviours. This was evident 

from critical incidents relating to professionalism that were exemplified, often involving work with 

patients.  

It was considered important to try to examine how the level, or depth, of trainee engagement with 

patients occurred during pre-registration training in a large sample of trainees. This could include 

time spent with patients and the nature of the contact: for example, simply taking in / giving out 

prescriptions versus conducting counselling. Naturally, capturing this kind of information from all 

trainees would be difficult; survey questions would have to be applicable to all pharmacy settings 

and the nature of work with patients could differ. For example, hospital trainees would often see 

patients on wards, particularly during medicines reconciliations, as opposed to community 

trainees who would deal with patients over-the-counter or in consultation rooms. Moreover, 

although time spent with patients may be indicative of the extent to which trainees worked with 
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patients and developed corresponding patient care skills, it may not capture the type of 

interactions taking place (e.g. handing out medicines versus communicating at length with 

patients). Furthermore, attempting to quantify the frequency and type of encounters in a 

questionnaire may be too reductionist, yielding data that would not truly reflect how involved 

trainees believed they were with patients.  

The complexity of this area posed issues for the researcher in selecting a suitable measure 

though one scale was found which was deemed appropriate: the Mattering Scale , developed by 

Guirguis and Kreling.
226

 Guiguis and Chewning
227

 suggested that mattering to patients could 

contribute to students’ development of their pharmacist identity and pharmacy students who feel 

they matter to patients may be likely to interact with patients more regularly.  The Mattering Scale 

measures the extent to which an individual (pre-registration trainee for the purposes of this 

research) feels they matter to their patients (e.g. question three: ‘How important do you feel you 

are to patients?’). The concept of mattering is based on a global belief that patient interactions 

can shape attitudes about an individual’s importance to a patient.
228

 Respondents answer a series 

of questions which tap into this concept using a five-point Likert scale ranging from 1 (‘not at all’) 

to 5 (‘a great deal’).  

Guirguis and Kreling
226

 developed a measure of patient mattering which was based on a five-item 

General Mattering Scale (GMS) created by Marcus and Rosenberg
229

 and also informed by other 

research by Guirguis and colleagues.
227, 230

 The GMS was adapted by Guirguis and Kreling
226

 so 

that it was suitable for use with pharmacists and pharmacy students. Additionally, two items that 

asked about making a difference and being helpful were added. The resulting Mattering Scale 

consists of seven items (see Appendix 21 for original items). This scale was used by Guirguis and 

Kreling to assess mattering in a survey of pharmacists from Wisconsin, USA.
226

  

The Mattering Scale has since been used with fourth year pharmacy students from the University 

of Wisconsin-Madison School of Pharmacy.
228

  The content validity of the Mattering scale seemed 

strong with the extensive pilot work conducted and the subsequent surveying of pharmacy 

students demonstrated good internal consistency (reliability) with a Cronbach’s α of 0.82.
228

 

Patient mattering was found to be a single factor within a CFA.
228

 

The instructions to respondents preceding the Mattering Scale were developed for the purpose of 

this study so that respondents were asked to provide their views on their involvement with 

patients during the pre-registration training year overall. As this scale was developed for use in 

pharmacy, and there were no issues present with the phrasing of items or how they could be 

rated, no amendments were made to scale items. 

Permission to use the patient mattering scale was given by the main developer, Lisa Guirguis. For 

the purpose of this study, this section of the questionnaire will be referred to as the patient matter 

(‘PM’) scale.  
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4.2.2.4   Section 4: Comments 

An open-ended comments section was provided for respondents so that they could provide any 

comments about their pre-registration training, or recommend changing anything about the 

training year.  This section would allow respondents to share opinions on their pre-registration 

training experiences which may not otherwise be picked up within the different sections of the 

questionnaire. 

4.2.2.5   Section 5: About you 

This section asked respondents for demographic information including gender, age, ethnicity, as 

well as other information including degree course studied (MPharm or OSPAP), and at which 

university, and training setting. A question about religiosity was also included, derived from work 

by Gebauer and colleagues,
231

 as religiosity was a theme that emerged from work stream 1 as an 

influential aspect of the development of professionalism during one’s upbringing. Although there 

are a number of ways in which one can collect respondent characteristic information such as this, 

it was decided that formulating the response options on similar research studies, with similar 

populations, such as the cohort studies conducted by Willis et al.,
232

 was suitable.  

4.2.3  Survey preparation  

The following sections (4.2.3.1 through 4.2.3.4) consider the work that was done in preparation for 

the administration of the survey (section 4.2.4). This includes the pilot work undertaken and 

sampling strategies employed.  

4.2.3.1   Pilot work 

The questionnaire was reviewed iteratively by the research team during the process of its 

development. In June, 2012, the different scales, with a focus on the Supervision and PM scales, 

were discussed with five trainees during their third interview as part of work stream 1. They were 

already familiar with the statements about professional behaviours after completing the 

professional behaviours questionnaire throughout work stream 1. The discussion consisted of 

asking trainees whether they would be able to respond to questions about the individuals in their 

workplace that had an impact on their development of professionalism during the training year, 

how much they believed they mattered to patients and whether they could rate themselves on 

professional behaviours retrospectively, at the beginning of the pre-registration training year and 

again at present: near the end of the pre-registration year.  

In addition to this, the final copy of the questionnaire was piloted with two community pharmacy 

teaching practitioners with pre-registration tutoring experience and two hospital pre-registration 

training facilitators at The University of Manchester. Some minor comments were provided by the 

two hospital pre-registration training facilitators which related to the way in which the questions 

from the patient mattering scale were presented. They suggested it would be useful to include the 

word ‘overall’ as part of an instructional sentence: ‘…provide your ratings of how much you 
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believe you mattered to patients [overall] during the pre-registration training year for each 

statement…’. This suggestion was adopted. 

The final questionnaire was also piloted with two PhD candidates conducting research in 

pharmacy practice to ensure they comprehended the questions and believed the layout was 

appropriate and easy to follow.  

4.2.3.2   Sample inclusion and exclusion criteria 

Pharmacy pre-registration trainees who had completed an MPharm degree and who were nearing 

the completion of their 2011/2012 training year met the inclusion criteria. The 20 trainees that had 

participated work stream 1 were excluded as were those who had completed an overseas 

pharmacist assessment programme (OSPAP).  

4.2.3.3   Sample size 

The population of trainees carrying out their pre-registration training year in Great Britain over 

2011/12 was 2608 (GPhC, data from personal communication, May, 2011). Additional information 

about the degree these individuals had studied was not available, preventing the exclusion of 

people who had not studied an MPharm degree at the sampling stage. As there were 20 trainees 

that took part in work stream 1, the sampling frame consisted of 2588 trainees: 1866 in 

community and 722 in hospital.   

A sample size calculation was carried out
233

 to decide upon an adequate sample size that was 

representative of the population. Using a 5% margin of acceptable error, 95% confidence level 

and an over estimated response distribution of 50%, the formula presented in Figure 4.1 was 

used to calculate the sample size. N is the population size, r is the fraction of interested 

responses, n is the sample size, E is the margin of error and Z(
c
/100) is the critical value for the 

confidence level, c. 

This provided a minimum sample size of 335 participants. However, there was a large number of 

variables in the questionnaire: 25 items in the PB scale, 14 in the Supervision scale and seven in 

the PM scale. Together with demographics such as gender, age, ethnicity and sector, there could 

potentially be about 50 items included in a statistical model.  As such it was decided that having a 

larger sample size would be more appropriate as this will always be a better representation of the 

population and can prevent overfitting data to a statistical model.
234, 235

 

 

Figure 4.1: Sample size calculation (extracted from Raosoft, 2004
233

) 

http://www.isixsigma.com/library/content/c000709.asp
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Using the general rule of thumb of approximately 10 responses for each potential variable (10:1 

ratio),
236

 a sample size of 500 was agreed upon. Therefore, using a conservative estimate of the 

response rate as 30%, a sample size of 1667 (500 = 30% of 1667) participants was targeted for 

the survey.  

A conservative response rate of 30% was decided upon because the timing of the survey 

coincided with the end of the pre-registration training year and trainees were likely to be busy 

preparing for a registration exam due to take place at the end of June. Furthermore, it was not 

possible to address the surveys to a named person at the training premises because this 

information was not provided by the GPhC (see below) which could further affect response rates. 

4.2.3.4   Sampling procedure 

Pre-registration trainees were identified through a database of pharmacy training premises that 

had current trainees completing their training during 2011/2012. This database was provided to 

the research team by the GPhC following a written request and approval from a governance and 

assurance officer. A stratified random sample of community and hospital training sites, with 

current pre-registration trainees, was extracted from the database. The reason for sampling 

according to sites, as opposed to pre-registration trainees, was twofold. Firstly, the GPhC would 

not provide the research team with personal details of pre-registration trainees, quoting ‘legal 

reasons’. As such, the survey had to be addressed to ‘pre-registration trainee(s)’ rather than to a 

named individual. Secondly, in a number of instances, particularly in hospital, there were more 

than one trainee in a site. Therefore, with a simple random selection of trainees across the full 

population there would be instances where only some trainees within a particular site would be 

selected. Providing every trainee at the site equal opportunity to complete the questionnaire was 

considered more favourable than requesting only a select number of trainees to complete the 

questionnaire, which would be difficult given that personal contact details were unknown. If a site 

with many trainees were only sent, for example, two questionnaires it may have been that only the 

most willing and interested trainees would fill in the questionnaire, creating a bias in the 

responses. Although this can occur with non-responses from some trainees, the potential for this 

was addressed through the sampling procedure employed. 

Stratification 

Hospital 

Hospital trainees represented 710 of the 2588 trainees, 27% of the overall population. Therefore 

they should represent 27% of the sample taking part in the survey. Thus, 135 (.27 x 500) trainees 

from hospital were needed. In order to get 135 hospital pharmacists, with an estimated 30% 

response rate, the survey needed to be administered to 450 hospital trainees. The 710 trainees 

were spread amongst 229 hospital sites across Great Britain. The average number of trainees 

training within each hospital was three (range 1-14).  As there were roughly 3 trainees at each 

site, 150 sites, and the trainees corresponding to these sites, were randomised to produce 
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approximately 450 trainees across the sites. A random selection of 466 trainees from 150 sites 

was obtained using IBM SPSS Statistics’ ‘select random cases’ function, with each site having an 

equal chance of being selected. (Rather than deleting 16 trainees at random, all 466 were kept.)  

Community 

A total of 1878 trainees were in the community stratum, representing 73% of the overall trainee 

sample. In order to obtain 73% of the sample of 500 respondents as community trainees, a total 

of 365 (.73 x 500) community trainees were needed. With an estimated 30% response rate the 

survey needed to be administered to 1217 community trainees. The vast majority of sites had one 

trainee (mode / median = 1). A random selection of 1240 trainees from 1217 sites was obtained 

using IBM SPSS Statistics’ ‘select random cases’ function.  As with the random hospital sample 

obtained from the random selection process, all 1240 cases were retained. 

Overall sample 

The total number of trainees that were sent the survey was 1706: 1240 community trainees from 

1217 sites and 466 hospital trainees from 150 sites.  

4.2.4  Survey administration procedure 

A survey pack was sent to each training site containing a copy of the questionnaire, with a 

trackable ID number (Appendix 19), an invitation letter and a participant information sheet 

(Appendix 8). In cases, particularly in hospital, where there was more than one trainee at the 

training site, a cover letter (Appendix 22) was created and positioned at the front of the 

documents inside the survey pack. This cover letter asked the recipient of the survey pack to 

distribute the contents to all trainees at the site. (An adapted reminder letter (Appendix 23) was 

also created for these purposes.)   

4.2.4.1   Initial mail out 

The first mail out was sent to 1706 trainees on 29
th
 June, 2012. The number of responses 

received was lower than anticipated 10 days following the first mail out; only 202 (11.8%) returned 

the questionnaire. As a result, the researcher began telephoning a random selection of training 

sites across community and hospital to enquire if trainees had received the questionnaire and if 

they needed a reminder. Due to the resource-demanding nature of calling these sites, and the 

short time available to do this task, roughly 7% of non-responders were contacted. As a result of 

making telephone enquiries, the researcher was able to identify contacts at some sites whose 

names could be used to address the survey package to. Furthermore, it was possible to 

determine whether some trainees needed a reminder to be sent or whether they still had a copy of 

the first survey. Phone calls were made on 12
th
 July, 13

th
 July, and 16

th
 July, 2012. 

4.2.4.2   Reminder 

A postal reminder, which included the same documentation as the first mail out, was sent on 18
th
 

and 19
th
 July, 2012. Further attempts to contact trainees at their training site was made by the 
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researcher the following week (w/c Monday, 23
rd

 July, 2012), continuing from the previous 

attempts before the reminder was sent, with the aim of improving responses. This was less 

successful as some trainees had now finished their training or were on leave. One week after the 

reminder was sent, no further contact was made.  

4.2.5 Data analysis: quantitative analysis 

4.2.5.1   Data screening 

Initial screening of data led to the removal of respondents that did not meet the inclusion criteria, 

i.e. a respondent had not completed an MPharm or did not undertake pre-registration training 

during 2011/12. Of the 413 respondents, 35 were former OSPAP students and thus met the 

exclusion criteria for main analyses. There were also four respondents who failed to report the 

degree they studied (MPharm or OSPAP) and they were removed because it was not known if 

they had completed the MPharm.  Additionally, there were five Bradford sandwich students who 

completed and returned the survey and they were also removed from the main analyses as they 

did not meet the inclusion criteria and had only completed a six-month placement in their third 

year of a five year integrated MPharm degree. The removal of all of these respondents reduced 

the sample size to 369.  

After considering the data set with 369 respondents, it was decided that some additional cases 

should be removed. There were 10 respondents that had completed either a split (n=6) or a joint 

(n=4) post. These respondents were removed because they had worked in two different work 

environments and thus many of their responses would not be linked to a particular setting or 

experience. Moreover, as there were only 10 individuals who undertook such training, their 

removal would not adversely affect the remaining sample size (n=359). 

Before conducting analysis of the data, they were screened according to widely use 

recommendations provided by Tabachnick and Fidell,
237

 consisting of three main steps: checking 

for accuracy of data entry; dealing with missing data; and assessing data to explore if they met 

necessary assumptions. Some respondents had high amounts of missing data, and outliers 

(standardised scores beyond ±3.29 on a variable are potential outliers
237

) and they were 

removed.
238

 A total of 347 cases were available for analyses. 

The data was analysed using IBM SPSS Statistics v20. A range of descriptive and multivariate 

analyses, detailed in the results (section 4.3), were used to examine the data. A particular focus 

was given to comparing community and hospital pharmacy as work stream 1 indicated there were 

substantial differences in the way training took place between these sectors. 

When there were instances of few missing data they were deleted listwise, a conventional 

approach due to the issues arriving with pairwise deletion of cases from variables which results in 

different sample sizes and standard errors.
239

 Mean and standard deviation scores were rounded 

to two decimal places; percentages were rounded to one decimal place. The significance level set 

for the statistical analyses was p=.05. Upper and lower bound confidence intervals given in text or 

in figures were set to 95%.  
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4.2.6 Data analysis: qualitative analysis 

Content analysis was adopted as an approach to analysing the comments in the questionnaire 

due to their limited richness and complexity compared to, for example, an interview transcript. 

There would be less data and context to derive ‘latent’ content of the themes, relying on 

interpretation.
158, 240

 Content analysis is a flexible approach to qualitative analysis which can be 

described as a family of analytic approaches that range from interpretive analyses to systematic, 

strict textual analyses (Rosengren, 1981 cited in Hsieh and Shannon, 2005
241

).  

Each comment, or parts of it (if there were different issues were raised within an individual 

comment), were coded allowing counts of themes to be summed to derive frequencies. 

Researchers may conduct statistical analyses on such data
240

 to analyse trends, however, as not 

all respondents left comments, this would limit the representativeness of the comments and thus 

limit the utility of statistical analysis. Moreover, there would be non-response bias,
211

 and those 

that took the effort of leaving comments may not be representative of other respondents. 

Organisational research has found biases in comments made, with negative comments being 

more common and wordier.
242, 243

  Although applying statistical analyses could be problematic, the 

use of content analysis for identifying, organising and indexing text, as suggested by Berg,
158

 was 

adopted to provide frequencies of coded themes succinctly in tables.  

As comments could be made about a range of issues, a more inductive approach was adopted in 

analysing the data initially before categorising similar comments together more deductively. All 

written comments provided by respondents were typed into the main IBM SPSS Statistics data set 

verbatim as part of the data entry process. After data entry of all questionnaires was complete the 

comments were transferred to a Microsoft Excel spreadsheet for coding, along with ID numbers, 

an identifying code for sector and the corresponding comments. 

As well as considering comments from all trainees, comparisons were also made between 

community and hospital for any notable differences. When coding was complete, frequencies for 

the themes were derived to provide a numeric summary of the comments. The frequencies 

related to the number of times themes were present in the data; one respondent could contribute 

to multiple themes if their comments were more comprehensive.  

The nature of the statement preceding the comment box (‘If you would like to make any 

comments about your pre-registration training year or recommend changing anything about the 

training year please do so in the box below.’) would likely elicit negative and positive comments 

and recommendations for changes to pre-registration training. As such, suggestive comments 

were coded according to their content, which were mapped onto subordinate themes of 

recommendations for changes to pre-registration training. Comments were also coded according 

to their valence (i.e. positive; negative), to gain a sense of satisfaction / dissatisfaction of training 

received. Valenced comments were also coded according to themes relating to recommendations 

of changes to pre-registration training. For example, when a comment highlighted a perceived 

flaw, it could be considered as something that could be changed. However, more generic 

valenced comments that were not as constructive could not be utilised in this way.  
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4.3 Results 

This section provides the descriptive statistics and statistical analyses relating to each of the five 

sections in the questionnaire (questionnaire section headings in parentheses) in the following 

order: 

 Respondent characteristics (About you) 

 PB scale (Professional behaviours)  

 Supervision scale (Individuals involved in your development of professionalism) 

 PM scale (Mattering to patients) 

 Comments (Comments)  

Many results are presented such that there is a distinction between respondents from community 

and hospital, consistent with work stream 1. The statistical analyses were conducted with a 

particular focus on differences between community and hospital pharmacy, though other 

variables, such as gender, were also considered. 

4.3.1 Response rate 

The number of questionnaires received pre-reminder was 262 (15.4%). The number of 

questionnaires received post reminder was 151 (8.9%). This brought the total number of 

questionnaires received to 413, giving an overall response rate of 24.2%.  

4.3.2 Respondent characteristics 

After screening the data (4.2.5.1) according to inclusion / exclusion criteria (4.2.3.2),  a total 347 

respondents were considered: 230 (66.3%) from community and 117 (33.7%) from hospital. In 

this section, the characteristics of these 347 respondents, as obtained through the ‘About you’ 

section of the questionnaire, are examined.  

4.3.2.1  Descriptive statistics 

Table 4.2 displays the descriptive data relating to information including gender, age, ethnicity, 

religiosity, university attended and training setting. The majority of respondents were female 

(68.3%). Most respondents were in the early twenties, with a mean age of 24. Respondents had a 

range of ethnic backgrounds but the most common were White British (35.2%) followed by Asian 

Indian (23.1%). Concerning religiosity, where respondents rated how important their religious 

beliefs were to them, the majority (67.7%) of respondents suggested their religious beliefs had 

importance (i.e. rated between 2 and 7). Just over one quarter of respondents (26.5%) responded 

with a 1 (‘not at all’) or selected the option for not having any religious beliefs. Respondents had 

studied their MPharm degree at one of 23 schools of pharmacy in the UK. More than half of 

respondents (66.3%) undertook their training in community pharmacy. Most (53.5%) did their 

training in a large multiple pharmacy (>100 stores), with independent pharmacies being the 

second most common setting in which training was undertaken (21.7%). A total of 33.7% of 

respondents had trained in hospital, fairly evenly split between teaching hospitals.  
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4.3.2.2  Statistical analyses 

A combination of chi-squared tests of independence and t-tests were used to examine the 

relationships between gender, age, ethnicity, religiosity and sector (community and hospital) to 

consider how trainees across sector may differ in terms of these characteristics.  

Gender 

There was no significant relationship between one’s gender and the sector in which they trained 

(X
2  

(1, N= 347) = 0.260, p= .610); males and females were represented fairly equally within 

community and hospital pharmacy. 

Age 

An independent t-test showed there were no significant age differences between trainees in 

community and hospital (t (337) =1.549, p =.122).  
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Table 4.2: Demographic-related information 

      
Gender  n (%) School of Pharmacy  n (%) 
 Male 110 (31.7)  Aston 13 (3.7) 
 Female 237 (68.3)  Bath 16 (4.6) 
 missing 0 (0.0)  Bradford 16 (4.6) 
Age    Brighton 10 (2.9) 
 20-25 301 (87.8)  Cardiff 12 (3.5) 
 26-30 33 (9.6)  De Montfort 14 (4.0) 
 31-35 6 (1.7)  Hertfordshire 12 (3.5) 
 >36 3 (0.9)  Keele 11 (3.2) 
 missing 4 (1.2)  Kings College 11 (3.2) 
 Mean (SD) = 24.11 (2.65)  Kingston 9 (2.6) 
Ethnicity    Liverpool John Moores 23 (6.6) 
 White British 122 (35.2)  Manchester 22 (6.3) 
 White Irish 16 (4.6)  Medway 16 (4.6) 
 White other 7 (2.0)  Nottingham 31 (8.9) 
 Black Caribbean 3 (0.9)  Portsmouth 24 (6.9) 
 Black African 22 (6.3)  Reading 7 (2.0) 
 Black other 1 (0.3)  Robert Gordon 18 (5.2) 

 Mixed White & Black African 1 (0.3)  Strathclyde 13 (3.7) 
 Mixed White & Asian 2 (0.6)  Sunderland 11 (3.2) 
 Mixed other 5 (1.4)  UCLb 18 (5.2) 
 Asian Indian 80 (23.1)  UCLAN 3 (.9) 
 Asian Pakistani 25 (7.2)  UEA 17 (4.9) 
 Asian Bangladeshi 10 (2.9)  Wolverhampton 2 (0.6) 
 Asian Other 8 (2.3)  missing 18 (5.2) 
 Chinese 28 (8.1)           Training setting  
 Other 13 (3.7)  Community  
 missing 4 (1.2)   Large multiple (>100 stores) 123 (35.4) 
Religiositya       Medium-to-large sized multiple (26-100    

  stores) 
11 (3.2) 

 1 16 (4.6)   Medium sized multiple (5-25 stores) 21 (6.1) 
 2 13 (3.7)   Small chain (2-4 stores) 15 (4.3) 
 3 19 (5.5)   Independent 50 (4.4) 
 4 28 (8.1)   Supermarket 10 (2.9) 
 5 44 (12.7)   Total 230 (66.3) 
 6 35 (10.1)  Hospital  
 7 96 (27.7)   Teaching 59 (17.0) 
 Do not have any religious beliefs 76 (21.9)   District general 50 (14.4) 
 Prefer not to say 18 (5.2)   Specialist 8 (2.3) 
 missing 2 (0.6)   Total 117 (33.7) 
    missing 0 (0.0) 

a
 Religiosity scale ranges from 1 (not all) to 7 (very much).    

b
 Formerly London School of Pharmacy.
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Ethnicity 

Ethnicity was split into a dichotomous variable: ‘White British’ (White British respondents) and 

‘Other’ (all other ethnicities). A significant relationship between one’s ethnicity and the sector in 

which they trained was found (X
2  

(1, N = 347) = 23.053, p <.001). There were differences in the 

numbers of White British and other ethnicities across community and hospital pharmacy. White 

Britons were under-represented in community, whereas other ethnicities were over-represented; 

the reverse was true in hospital where other ethnicities were underrepresented. This relationship 

is displayed in Figure 4.2. 

 

Figure 4.2: Ethnicity of trainees in community and hospital pharmacy 

Religiosity 

Given the way respondents rated themselves on the religiosity scale, with high proportions either 

not having religious beliefs or considering it ‘very much’ important,  it was split into a dichotomous 

variable: ‘not important’ (rating of 1 or not having any religious beliefs) and ‘important’ 

(respondents with a rating between 2 and 7). Religiosity and sector had no significant relationship.  
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4.3.3 Professional Behaviour scale 

4.3.3.1  Descriptive statistics 

Table 4.4, on the following page, shows the descriptive statistics from the Professional Behaviour 

(PB) scale. Mean scores and standard deviations relating to ‘at the beginning of training’ (PB1) to 

‘now – near the end of training’ (PB2). Differences between PB2 and PB1 are provided for 

trainees in community and hospital sectors and for all trainees, combining both sectors. Difference 

ratings are provided to display the change in PB from PB1 to PB2. Ratings for individual items, 

the four subscales of the PB scale (interpersonal / social skills; responsibility; communication; 

appearance) and overall PB ratings (total aggregate) are displayed. As a reminder, the rating 

scale ranged from 1 (‘I need significant improvement in this area’) to 5 (‘I demonstrate excellent 

skills in this area’).  

4.3.3.2  Internal consistency of PB scales 

Before progressing with the statistical analyses of the PB data, the internal consistency of the 

items were examined to ensure they were related, and could therefore be grouped together in an 

analysis. Overall, the PB scale showed good reliability (Crobach’s α = .92 and .94 for PB1 and 

PB2, respectively). The items that were due to load onto the four subscales of the PB scale were 

examined for internal consistency to ensure the items being grouped together correlated well with 

one another; the findings are shown in Table 4.3. 

Table 4.3: Internal consistency of PB subscales for PB1 and PB2 

 
Cronbach’s α 

Subscale Items in subscale
a
 PB1 PB2 

1) Interpersonal / social skills  4,5,10,11,13,15,16,17,20,21 .85 .87 

2) Responsibility  1,3,7,8,9,14,19,22,25 .85 .84 

3) Communication skills  6,12,18,24 .77 .77 

4) Appearance  2, 23 .54 .42 
a
 see Table 4.4 for item details. 

The internal consistency of three subscales was good according to a .7 cut off for Cronbach’s α 

values. 
203, 210

 The two items relating to appearance produced low Cronbach’s α values. This may 

be due to this subscale having only two items which can be problematic for the formation of latent 

constructs.
244

 Although the Cronbach’s alpha estimates of internal consistency were low, which 

can happen with too few items,
216

 there was still a significant positive correlation between the 

items (r =.347,  p <.001) and there was no difference between respondents’ scores on the items 

according to a paired t-test (t (346) =.844, p=.399).
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a
 some items have missing data. 

b
 the mean ratings across all 25 items. 

  

Table 4.4: PB scale ratings at the beginning of training (PB1) and near the end of training (PB2) for hospital, community and all 

  
Community (N=230)

a
 Hospital (N=117)

a
 All (N=347)

a
 

F
a
c
t
o
r 

Item 
PB1 PB2 

Difference 
(PB2-PB1) 

PB1 PB2 
Difference 
(PB2-PB1) 

PB1 PB2 
Difference 
(PB2-PB1) 

M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) 

In
te

rp
e

rs
o

n
a

l 
/ 

S
o

c
ia

l 
s

k
il
ls

 Being respectful 4.51 (0.75) 4.75 (0.47) 0.24 (0.52) 4.46 (0.70) 4.69 (0.53) 0.23 (0.56) 4.49 (0.74) 4.73 (0.49) 0.24 (0.53) 

Being cooperative 4.26 (0.86) 4.64 (0.57) 0.37 (0.70) 4.38 (0.71) 4.64 (0.52) 0.26 (0.50) 4.30 (0.81) 4.64 (0.55) 0.34 (0.64) 

Being nonjudgmental 3.92 (1.01) 4.43 (0.71) 0.51 (0.84) 3.91 (0.89) 4.37 (0.62) 0.46 (0.71) 3.91 (0.97) 4.41 (0.68) 0.49 (0.80) 

Putting others’ needs above my own 3.88 (0.91) 4.43 (0.68) 0.55 (0.70) 3.75 (0.84) 4.23 (0.69) 0.48 (0.64) 3.84 (0.90) 4.36 (0.69) 0.53 (0.68) 

Maintaining confidentiality 4.12 (0.94) 4.70 (0.53) 0.58 (0.80) 4.14 (0.98) 4.67 (0.56) 0.53 (0.71) 4.12 (0.96) 4.69 (0.54) 0.56 (0.77) 

Being diplomatic 3.83 (1.05) 4.44 (0.69) 0.61 (0.84) 3.84 (0.95) 4.31 (0.64) 0.47 (0.69) 3.84 (1.02) 4.40 (0.67) 0.56 (0.80) 

Being empathic 3.80 (0.93) 4.55 (0.62) 0.75 (0.84) 3.95 (0.91) 4.50 (0.57) 0.56 (0.74) 3.85 (0.93) 4.53 (0.60) 0.68 (0.81) 

Behaving in an ethical manner 3.83 (0.97) 4.64 (0.52) 0.81 (0.84) 3.91 (0.86) 4.52 (0.58) 0.61 (0.64) 3.86 (0.93) 4.60 (0.54) 0.74 (0.79) 

Demonstrating accountability 3.76 (0.96) 4.60 (0.53) 0.85 (0.83) 3.60 (0.96) 4.49 (0.58) 0.89 (0.85) 3.70 (0.96) 4.56 (0.55) 0.86 (0.84) 

Accepting and applying constructive 
criticism 

3.31 (0.96) 4.28 (0.74) 0.96 (0.85) 3.33 (0.84) 4.12 (0.63) 0.79 (0.77) 3.32 (0.94) 4.22 (0.71) 0.91 (0.83) 

aggregate 3.92 (0.62) 4.54 (0.41) 0.62 (0.44) 3.92 (0.55) 4.45 (0.40) 0.52 (0.36) 3.92 (0.60) 4.51 (0.41) .59 (0.42) 

  
  

  
 R

e
s

p
o

n
s
ib

il
it

y
 

Being punctual 4.23 (0.96) 4.59 (0.64) 0.36 (0.74) 4.32 (0.97) 4.49 (0.70) 0.17 (0.62) 4.26 (0.98) 4.55 (0.66) 0.30 (0.71) 

Demonstrating a desire to exceed 
expectations 

3.59 (1.04) 4.35 (0.73) 0.76 (0.92) 3.63 (0.94) 4.32 (0.76) 0.68 (0.79) 3.60 (1.00) 4.34 (0.74) 0.74 (0.88)` 

Being an active learner 3.73 (1.06) 4.52 (0.61) 0.79 (0.94) 3.63 (0.98) 4.45 (0.64) 0.82 (0.82) 3.69 (1.03) 4.50 (0.62) 0.80 (0.90) 

“Following through” with responsibilities 3.61 (1.11) 4.54 (0.59) 0.93 (0.93) 3.71 (1.00) 4.44 (0.65) 0.74 (0.80) 3.65 (1.07) 4.51 (0.61) 0.86 (0.89) 

Producing quality work 3.43 (0.94) 4.55 (0.62) 1.11 (0.85) 3.61 (0.94) 4.37 (0.60) 0.76 (0.90) 3.49 (0.94) 4.49 (0.62) 0.99 (0.88) 

Using time efficiently 3.21 (1.01) 4.34 (0.64) 1.12 (0.91) 3.21 (0.80) 4.28 (0.64) 1.06 (0.76) 3.21 (0.94) 4.32 (0.64) 1.11 (0.86) 

Being reliable and dependable 3.39 (1.00) 4.62 (0.53) 1.23 (0.89) 3.66 (1.13) 4.55 (0.53) 0.89 (0.99) 3.48 (1.05) 4.59 (0.53) 1.12 (0.94) 

Being self-directed in undertaking tasks 3.34 (1.05) 4.50 (0.63) 1.16 (1.02) 3.20 (0.92) 4.38 (0.60) 1.19 (0.89) 3.29 (1.01) 4.46 (0.62) 1.17 (0.98) 

Prioritising responsibilities effectively 3.22 (1.06) 4.44 (0.61) 1.23 (0.86) 3.17 (0.92) 4.34 (0.60) 1.17 (0.79) 3.20 (1.01) 4.41 (.608) 1.21 (0.84) 

aggregate 3.53 (0.70) 4.50 (0.41) 0.97 (0.56) 3.60 (0.64) 4.40 (0.44) 0.82 (0.48) 3.55 (0.68) 4.46 (0.42) 0.92 (0.54) 
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c 
Communication skills. 

d
 Appearance.

Table 4.4 CONTD.: PB scale ratings at the beginning of training (PB1) and near the end of training (PB2) for hospital, community and all 

 

Item 

Community (N=230)
a 

 

           Hospital (N=117)
a
            All (N=347)

a
 

PB1 PB2 
Difference 
(PB2-PB1) 

PB1 PB2 
Difference 
(PB2-PB1) 

PB1      PB2 
Difference 
(PB2-PB1) 

M (SD) M (SD) M (SD)   M (SD) M (SD)    M (SD) M (SD)    M (SD) M (SD) 

C
o

m
m

. 
s
k

il
ls

 Communicating using appropriate 
body language 

3.69 (0.98) 4.49 (0.62) 0.80 (0.76) 3.78 (0.96) 4.48 (0.58) 0.69 (0.71) 3.72 (0.97) 4.49 (0.61) 0.76 (0.74) 

Communicating articulately 3.29 (0.99) 4.45 (0.64) 1.16 (0.84) 3.31 (0.91) 4.41 (0.59) 1.1 (0.78) 3.29 (0.97) 4.44 (0.63) 1.12 (0.822) 

Demonstrating confidence 3.19 (1.14) 4.37 (0.65) 1.18 (1.09) 3.18 (1.06) 4.26 (0.66) 1.09 (0.84) 3.19 (1.11) 4.34 (0.66) 1.15 (1.01) 

Communicating assertively 3.03 (1.08) 4.25 (0.74) 1.21 (0.99) 3.03 (1.03) 4.17 (0.69) 1.13 (0.83) 3.03 (1.06) 4.22 (0.72) 1.19 (0.94) 

aggregate 3.30 (0.80) 4.40 (0.52) 1.09 (0.66) 3.33 (0.78) 4.33 (0.48) 0.99 (0.55) 3.31 (0.79) 4.37 (0.51) 1.06 (0.62) 

 A
p

p
.d

 Wearing appropriate attire 4.55 (0.70) 4.73 (0.52) 0.18 (0.53) 4.54 (0.73) 4.74 (0.50) 0.20 (0.53) 4.54 (0.71) 4.73 (0.51) 0.19 (0.53) 

Practising personal hygiene 4.59 (0.66) 4.80 (0.46) 0.21 (0.52) 4.56 (0.64) 4.74 (0.52) 0.17 (0.50) 4.58 (0.65) 4.78 (0.48) 0.20 (0.51) 

aggregate 4.60 (0.58) 4.76 (0.42) 0.20 (0.41) 4.55 (0.54) 4.74 (0.39) 0.18 (0.40) 4.56 (0.56) 4.75 (0.41) 0.19 (0.41) 

           

 TOTAL AGGREGATE 3.72 (0.58) 4.51 (0.38) 1.92 (0.79) 3.76 (0.52) 4.43 (0.38) 0.65 (0.33) 3.73 (0.56) 4.50 (0.38) 0.74 (0.40) 
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4.3.3.3  Statistical analyses 

It was of interest to compare the differences in the four subscales of the PB scale across time and 

to consider whether any changes were a function of other variables that were measured and 

accounted for (e.g. sector; gender). This analysis was examined using multivariate analysis of 

variance (MANOVA). Due to the correlations between the subscales within the PB scale, which 

acted as separate dependent variables, a repeated measures MANOVA was employed rather 

than running separate ANOVA models.
245

 It was hypothesised that sector of work, gender, 

ethnicity and religiosity may have an impact on PB scores based on previous work
23

 and findings 

from work stream 1.  

The independent variables were sector (community and hospital) gender (male and female), 

ethnicity (White British and other) and religiosity (important and not important). Time (beginning of 

training (PB1) and towards the end of training (PB2)) was a within subjects variable. The four 

subscales of the PB (interpersonal/social skills, responsibility, communication skills and 

appearance) acted as separate dependent variables in the model.  

The assumption of equality of covariance matrices was not satisfied: 

Box's M=608.908, F=1.32, p<.001. Although this assumption was violated, it will not cause major 

problems if the sample size and cells are large,
203

 which in this case they were due to the way 

variables were dichotomised. Pillai’s trace can be used as a more conservative estimate in such 

cases.
237

 

Effects 

No significant main effects were found for sector, ethnicity or religiosity (ps > .05). There were no 

differences in professional behaviours for respondents working in community versus hospital; 

White British respondents versus respondents from other ethnicities or respondents that could be 

classified as religious versus those classified as non-religious. A significant effect for time was 

found (Pillai’s trace = .617, F (1,291) = 469.17, p <.001). This was due to respondents scoring 

higher overall for now ratings (PB2; 4.51 (.30), CI [4.45,4.57]) than retrospective ratings for the 

beginning of the pre-registration year (PB1; 3.88 (.04), CI [3.79,3.96]).  

A significant effect across the dependent variables (subscales of PB scale) was found (Pillai’s 

trace = .517, F (1,289) = 103.30, p <.001). A closer look at the contrasts between the different 

subscales revealed significant differences between each comparison (all ps<.001). Ratings for 

appearance were highest (4.657(.03), CI [4.61, 4.71]) followed by interpersonal/social skills (4.22 

(.026), CI [4.17, 4.27]), responsibility (4.00 (.03), CI [3.94, 4.05]) and communication skills (3.83 

(.03), CI [3.77, 3.9]). Figure 4.3 illustrated the differences across the subscales. 
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Figure 4.3: Differences between four subscales of professional behaviour scale 

 

Interaction effects 

Two significant interactions were present: time x sector and time x subscale. These are examined 

in closer detail below.  

Time x sector 

A significant two-way interaction was found between time and sector (Pillai’s trace = .014, F(1,291)= 

4.23, p=.041)suggesting that the direction of differences in ratings of professional behaviours was 

reversed from PB1 to PB2 in respondents from community and hospital. This interaction is 

displayed in Figure 4.4.  

 

Figure 4.4: Time x sector interaction 
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In order to examine this interaction more closely, simple effects tests were conducted to compare 

community vs. hospital at time point 1 (PB1) and time point 2 (PB2), and also to compare PB1 vs 

PB2 for community and hospital. In total, four t-tests were conducted and a bonferroni correction 

was used to adjust the alpha level for finding a significant effect to .0125 (.05/4). Significant 

differences were found between PB1 and PB2 for community (t (221) = -27.32, p<.001) and hospital 

(t (107) = -20.68, p<.001). Respondents from community rated themselves higher at PB2 (M= 4.51 

(.38), CI [4.40, 4.67]) than PB1 (M= 3.72 (.0.58), CI [3.65, 3.79]). Similarly, respondents from 

hospital rated themselves higher at PB2 (M= 4.43 (.38), CI [4.30, 4.56]) than PB1 (M= 3.75 (.52), 

CI [3.66, 3.84]). There were no significant differences between community and hospital for time 

point 1 or time point 2 (ps>.05). 

Time x subscale 

Another two-way interaction was found between time and subscale (Pillai’s trace = .482,                     

F(1,289)=89.73, p <.001) suggesting that the way all respondents rated each of the subscales was 

affected by the time they were rating themselves on (i.e. PB1 vs PB2). This interaction is 

displayed in Figure 4.5 below.  

 

Figure 4.5: Time x subscale interaction 

In order to examine this interaction more closely, simple effects tests were conducted to compare 

the four subscales with each other for PB1 and again for PB2. A bonferroni correction was used to 

adjust the alpha level for finding a significant effect to p=.003 (.05/16). All of these comparisons 

showed a significant difference at the p<.001 level. At PB 1, appearance was rated highest (M= 

4.56 (.56), CI [4.50, 4.62]) followed by interpersonal / social skills (M= 3.92 (.60), CI [3.86,3.98]), 

responsibility (M=3.55 (.68), CI [3.48, 3.62]) and communication skills (M=3.31 (.79), CI [3.24, 

3.39]).. Again, at PB2 appearance was rated highest (M= 4.75 (.41), CI [4.71, 4.79]) followed by 

interpersonal / social skills (M= 4.51 (.41), CI [4.47, 4.55]), responsibility (M= 4.46 (.42), CI [4.42, 

4.50]) and communication skills (M= 4.37 (.51), CI [4.32, 4.42]) 
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4.3.4 Supervision scale 

4.3.4.1 Descriptive statistics  

Selections for person 1 and 2 

The first set of results considered in relation to the Supervision scale were simply to explore 

respondents’ selections for person 1, who had the largest impact, and person 2, who had the 

second largest impact on trainees’ development of professionalism (when thinking about 

professional behaviours in the previous section: the PB scale).  

Table 4.5 shows the frequencies and percentages relating to the selections that respondents 

made for person 1 and person 2. In this table the respondents’ selections for person 1 and 2 are 

combined to display selections made for both persons together. For example, considering the top 

row of results, there were 117 respondents (64 in community and 53 in hospital) that selected 

their pre-registration tutor as person 1 and selected other pharmacist as person 2.  

Table 4.5: Community, hospital and all respondents’ selections for person 1 and 2 
together 

Person 1 Person 2 Community Hospital All   
  n (%) n (%) n (%) 

Pre-registration tutor 

Other pharmacist
 a
 64 (27.8) 53 (45.3) 117 (33.7) 

Pharmacy technician
 b 

 40 (17.4) 12 (10.3) 52 (15.0) 

Pharmacy dispenser 43 (18.7) 2 (1.7) 45 (13.0) 

Not selected 28 (12.2) 1 (0.9) 29 (8.4) 

Pre-registration tutor
C 

 5 (2.2) 0 (0.0) 5 (1.4) 

Store manager 5 (2.2) 0 (0.0) 5 (1.4) 

Other pharmacist 

Pre-registration tutor 12 (5.2) 12 (10.3) 24 (6.9) 

Other pharmacist
 a
 3 (1.3) 18 (15.4) 21 (6.1) 

Pharmacy dispenser 8 (3.5) 2 (1.7) 10 (2.9) 

Not selected 2 (0.9) 7 (6.0) 9 (2.6) 

Pharmacy technician
 b 

 3 (1.3) 4 (3.4) 7 (2.0) 

Assistant technical officer 0 (0.0) 1 (0.9) 1 (0.3) 

 
 
Pharmacy dispenser 
 
 

Pre-registration tutor 6 (2.6) 1 (0.9) 7 (2.0) 

Other pharmacist
 a
 3 (1.3) 0 (0.0) 3 (0.9) 

Pharmacy dispenser 2 (0.9) 0 (0.0) 2 (0.6) 

Pharmacy technician
 b 

 1 (0.4) 0 (0.0) 1 (0.3) 

Other pharmacist
 a
 2 (0.9) 3 (2.6) 5 (1.4) 

Pharmacy technician 
Pre-registration tutor 2 (0.9) 1 (0.9) 3 (0.9) 

Pharmacy dispenser 1 (0.4) 0 (0.0) 1 (0.3) 
a 
Included second pharmacist, relief pharmacist, band six pharmacist, ward specialist pharmacist.  

b 
Includes accuracy checking technicians. 

C
Some respondents noted that they had two tutors without explanation. 

 

Although the results in the following table are derived from the results of Table 4.5, they provide, 

more simply, the positions held by person 1 and person 2 and the frequency with which 

respondents selected them. 
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Table 4.6: Selections for person 1 and 2, separately 

 Community 
 

Hospital All 

 
Person 1 

n = 230 n = 117 n = 347 

 n (%) n (%) n (%) 

 Pre-registration tutor 185 (80.4) 68 (58.1) 253 (73) 

 Other pharmacist 28 (12.2) 44 (37.6) 72 (20.7) 

 Pharmacy dispenser 12 (5.2) 1 (0.9) 13 (3.7) 

 Pharmacy technician 5 (2.2) 4 (3.4) 9 (2.6) 

 
Person 2 

n = 200 n = 109 n = 309 

 n (%) n (%) n (%) 

 Other pharmacist 72 (36) 74 (67.9) 146 (47.2) 

 Pharmacy technician 44 (22.0) 16 (14.7) 60 (19.4) 

 Pharmacy dispenser 54 (27.0) 4 (3.6) 58 (18.8) 

 Pre-registration tutor 25 (12.5) 14 (12.8) 39 (12.6) 

 Store manager 5 (2.5) 0 (0.0) 5 (1.6) 

 Assistant technical officer 0 (0.0) 1 (0.9) 1 (0.3) 

Ratings for person 1 and 2 

The next part of the analysis of the Supervision scale focused on the ratings given for person 1 

and person 2 across the five subscales (analysed for internal consistency in section 4.3.4.2) and 

overall. As a reminder, the Supervision scale employed a five-point Likert scale which ranged 

from 1 (‘strongly disagree’) to 5 (‘strongly agree’). The mean and standard deviations of scores 

provided by respondents for person 1 and 2 are displayed in Table 4.8 for all 14 items in the 

Supervision scale for community, hospital and all respondents.  

Given that selecting and providing ratings for person 2 was optional, there were less responses 

from which to compute statistics. As can be seen from Table 4.5, there were 38 respondents that 

did not select person 2 (30 from community and 8 from hospital).  Therefore the number of 

respondents’ ratings used to compute means and standard deviations for person 2 was reduced. 

4.3.4.2  Internal consistency of Supervision scale 

Overall, the Supervision scale showed good reliability (Crobach’s α = .95 and .93 when computed 

for person 1 and person 2, respectively). The internal consistency of the subscales are shown in 

Table 4.7, below.  

Table 4.7: Internal consistency of subscales of Supervision scale: Person 1 and person 2 

 Cronbach’s α 

Subscale Items in subscale
a
 Person 1 Person 2 

1) Modelling  1,2,3 .82 .78 
2) Coaching  4,5,6 .79 .79 
3) Articulation 7,8,9 .86 .84 
4) Exploration  10,11 .95 .91 
5) Safe learning environment 12,13,14 .90 .86 

a
 see Table 4.8 for item details. 
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a
 Some items have missing data.

 

Table 4.8: Supervision ratings for person 1 and person 2 

  Community 
(N=230)

a
 

Hospital 
(N=117)

a
 

All 
(N=347)

a
 

Subscale Items Person 1 Person 2 Person 1 Person 2 Person 1 Person 2 
  M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) 

Modelling 

Created sufficient opportunities for me to observe him/her. 4.28 (0.94) 4.16 (0.95) 4.00 (1.11) 4.01 (1.06) 4.19 (1.01) 4.10 (0.99) 
Served as a role model as to the kind of healthcare professional I would like to 
become. 

4.28 (1.01) 3.99 (1.07) 4.38 (0.94) 4.21 (1.01) 4.31 (0.99) 4.06 (1.05) 

Consistently demonstrated how to perform clinical skills. 4.25 (1.02) 3.82 (1.11) 4.31 (1.09 4.15 (1.11) 4.27 (1.05) 3.94 (1.12) 
aggregate 4.27 (0.86) 3.99 (0.87) 4.23 (0.89) 4.12 (0.90) 4.26 (0.87) 4.04 (0.88) 

Coaching 
 

Offered me sufficient opportunities to perform activities independently. 4.47 (0.88) 4.26 (0.96) 4.45 (0.91) 4.27 (1.03) 4.47 (0.89) 4.26 (0.99) 

Gave useful feedback during or immediately after direct observation of my 
patient encounters. 

4.14 (0.99) 3.96 (1.02) 4.30 (1.01) 3.91 (1.21) 4.20 (1.00) 3.94 (1.09) 

Adjusted his/her teaching activities to my level of experience. 4.01 (1.04) 3.81 (1.05) 4.36 (0.92) 4.13 (1.05) 4.09 (1.01) 3.92 (1.06) 

aggregate 4.22 (0.80) 4.01 (0.84) 4.34 (0.82) 4.10 (0.94) 4.26 (0.81) 4.04 (0.88) 

Articulation 

Asked me questions aimed at increasing my understanding. 4.01 (1.12) 3.80 (1.14) 4.49 (0.84) 4.23 (1.07) 4.19 (1.06 3.95 (1.13) 

Stimulated me to explore my strengths and weaknesses. 4.04 (1.08) 3.81 (1.07) 4.27 (1.05) 4.01 (1.08) 4.12 (1.08) 3.88 (1.07) 

Asked me to provide a rationale for my actions. 4.03 (1.02) 3.69 (1.11) 4.30 (0.95) 4.11 (1.09) 4.12 (1.01) 3.83 (1.12) 
aggregate 4.04 (0.94) 3.77 (0.95) 4.36 (0.86) 4.12 (0.97) 4.15 (0.93) 3.90 (0.96) 

Exploration 
Encouraged me to pursue my learning goals. 4.04 (1.01) 3.66 (1.10) 4.17 (1.08) 3.83 (1.10) 4.08 (1.04) 3.72 (1.10) 
Encouraged me to formulate learning goals. 3.93 (1.09) 3.60 (1.12) 4.17 (1.04) 3.72 (1.10) 4.01 (1.08) 3.64 (1.11) 
aggregate 3.98 (1.03) 3.63 (1.07) 4.17 (1.03) 3.78 (1.03) 4.05 (1.03) 3.68 (1.06) 

Safe learning 
environment 

Showed that he/she respected me. 4.43 (1.03) 4.34 (1.03) 4.58 (0.86) 4.28 (1.16) 4.48 (0.98) 4.32 (1.08) 

Created a safe learning environment. 4.36 (0.96) 4.21 (1.01) 4.40 (0.89) 4.19 (0.96) 4.38 (0.93) 4.20 (0.99) 

Was genuinely interested in me as a trainee. 4.32 (1.12) 4.21 (1.04) 4.44 (0.95) 4.13 (1.18) 4.36 (1.07) 4.18 (1.09) 
aggregate 4.37 (0.95) 4.25 (0.90) 4.48 (0.82) 4.20 (0.99) 4.41 (0.91) 4.24 (0.93) 

        
 TOTAL AGGREGATE 4.22 (0.83) 3.96 (0.76) 4.36 (0.87) 4.11 (0.87) 4.27 (0.85) 4.01 (0.80) 
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4.3.4.3 Statistical analyses 

Selections made for person 1 and 2 

Based on findings from work stream 1, where there appeared to be a close working relationship 

between trainees and tutors in community pharmacy, it was of interest to examine whether there 

were differences between respondents from community and hospital pharmacy on their choices 

for person 1 and 2. It was hypothesised, based on the findings from work stream 1, that 

community trainees would be more likely to select their tutor than another member of staff.  

Descriptive statistics showed that a higher percentage of trainees in community selected their 

tutor for person 1 (80.4%) compared with 58.1% of respondents in hospital. In order to examine 

this in more detail, person 1 was split into a dichotomous variable: pre-registration tutor and other. 

A chi-squared test showed that there was a significant relationship between person 1 and sector 

(X
2  

(1, N = 347) = 18.21, p <.001). The selection of pre-registration tutors were overrepresented 

in community compared to hospital. 

As selections for person 2 were more variable than for person 1 (in which pre-registration tutor 

and other pharmacist were often selected), a chi-squared test was performed between sector and 

the four roles that were consistent across both community and hospital: pre-registration tutor, 

other pharmacist, pharmacy technician, pharmacy dispenser. Selections of ‘store manager’ and 

‘assistant technical officer’ were removed. There was a significant relationship between sector 

and the role of person 2: X
2  

(1, N = 304) = 42.382, p <.001. A closer examination of the significant 

result showed that trainees in hospital were more likely than expected to select ‘other pharmacist’ 

and less likely than expected to select ‘pharmacy dispenser’ whereas the opposite was true for 

community trainees.  

However, one issue with trying to interpret results relating to person 2 in too much detail is that 

the selection of person 2 was based on remaining roles after the selection of person 1. Moreover, 

the number of individuals in the work environment could have influenced a respondent’s choice. 

For example, a trainee working in a small independent may only work with one pharmacist (the 

pre-registration tutor) and a member of pharmacy support staff and may therefore be restricted to 

selecting these two individuals. 

Comparing aggregate ratings for person 1 and person 2 

A paired sample t-test was used to compare the aggregate scores computed for respondents’ 

ratings of person 1 and person 2. A significant difference in the aggregate scores between person 

1 and person 2 was found (t (302) = 6.354, p<.001). Person 1 was rated higher overall (M = 4.29 

(.86), CI [4.19,4.39]) than person 2 (M= 4.00 (.80), CI [3.92, 4.10]). 

Comparing ratings for person 1: pre-registration tutor versus others 

The position of Person 1 was dichotomised into ‘pre-registration tutor’ and ‘other’, representing 

the other positions held by individuals selected as person 1. 
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A one-way MANOVA was conducted to consider the differences between pre-registration tutors 

and ‘other’ across the five subscales of the Supervision scale. There was a significant main effect 

of position (Pillai’s trace = .050, F(5,336)= 2.51, p=.004).  

A closer examination of this effect using univariate analysis showed that there were significant 

differences between pre-registration tutor and other for the subscale ‘exploration’ (F(1,340)= 8.37, 

p=.004). Pre-registration tutors were rated higher (4.16 (0.98), CI [4.04, 4.28]) than others (3.80 

(1.08), CI [3.58, 4.02]). This subscale relates to encouraging to formulate / pursue learning goals 

(see Table 4.8 for details). No other differences were found (all ps > .05). Figure 4.6 displays the 

ratings given to pre-registration tutors and others for the five subscales of the Supervision scale to 

illustrate where differences lay.  

 

Figure 4.6: Ratings for person 1 on the Supervision scale: pre-registration tutor and other 

Comparing community and hospital pre-registration tutor scores 

The differences between the ratings of person 1, selected as pre-registration tutor, were 

compared between community and hospital. A one-way MANOVA was conducted to consider the 

differences between community and hospital trainee ratings across the five subscales of the 

Supervision scale. There was a significant main effect of sector (Pillai’s trace = .147, F(5,245)= 8.46, 

p<.001).  

Post-hoc F-tests showed there were significant differences between community and hospital for 

the subscale ‘articulation’ (F(1,249)= 9.14, p=.003) and ‘exploration’ (F(1,249)=6.890, p=.009). Pre-

registration tutors selected as person 1 were rated higher for ‘articulation’ in hospital (4.44 (0.11), 
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CI [4.23, 4.65]) compared to community (4.06 (0.07), CI [3.93, 4.19]). Again, for ‘exploration’, 

hospital trainees rated person 1 as pre-registration tutor higher (4.42 (0.12), CI [4.19, 4.65]) than 

community trainees (4.06 (0.07), CI [3.92, 4.20]).  

4.3.5 Patient Mattering scale 

4.3.5.1 Descriptive statistics 

Table 4.9 shows the descriptive statistics (ranked highest to lowest for ‘All’) for community, 

hospital and all trainees relating to ratings from the Patient Mattering (PM) scale.  As a reminder, 

the rating scale ranged from 1 (‘not at all’) to 5 (‘a great deal’).  

Table 4.9: Community, hospital and all respondents’ PM ratings  

Item 
Community Hospital All 

M (SD) M (SD) M (SD) 

How helpful were you to patients? 4.63 (0.54) 4.28 (0.68) 4.51 (0.62) 

To what extent did you “make a difference” to patients? 4.19 (0.62) 3.91 (0.68) 4.09 (0.66) 

How interested were patients generally in what you had 
to say? 

4.17 (0.72) 3.91 (0.83) 4.08 (0.77) 

How much do you feel patients paid attention to you? 4.09 (0.75) 3.83 (0.84) 4.00 (0.79) 

How important do you feel you were to patients? 4.06 (0.76) 3.54 (0.90) 3.88 (0.84) 

How much did patients depend on you? 3.83 (0.86) 3.15 (0.95) 3.60 (0.95) 

How much would patients miss you if you went away? 3.62 (0.98) 2.86 (1.12) 3.36 (1.09) 

TOTAL AGGREGATE 4.05 (0.54) 3.64 (0.64) 3.93 (0.61) 

4.3.5.2 Internal consistency of PM scale 

The PM scale, composed of the seven items in Table 4.9, showed good reliability: Cronbach’s α = 

.86.  

4.3.5.3 Statistical analyses 

A four-way between groups ANOVA was conducted to explore the differences in the PM scale 

according to four variables previously considered when examining the PB scale: sector 

(community and hospital) gender (male and female), ethnicity (White British and other) and 

religiosity (religious and non-religious). The dependent variable was the total aggregate rating in 

the PM scale.  

A main effect of sector was found (F(1,308)= 11.63, p=.001) with community respondents scoring 

higher (4.04 (0.06), CI [3.93, 4.15]) than hospital respondents (3.74 (0.07), CI [3.60, 3.88]). No 

other main effects or interactions were present (all ps>.05).  

Further ANOVA tests compared ratings of the PM scale in different community pharmacies (e.g. 

independents; large multiples) and in different hospital (teaching; district general and other) 

settings. No significant differences in PM ratings were found between the different community or 

hospital settings (all ps>.05). 
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4.3.6 Comments 

This section focuses on the results from the open-ended comments provided by trainees. A total 

of 87 (25.1%) of respondents provided comments. Fifty-eight (66.7%) were from community, 

representing 25% of community respondents, and 29 (33.3%) were from hospital, again 

representing 25% of hospital respondents.  

The section is broken down into two parts. Firstly, valenced responses – comments that were 

positive or negative – were examined that reflected particularly strong views. The next subsection 

considers trainees’ recommendations of changes to pre-registration training which are derived 

from comments that explicitly stated a suggestion for change. In addition, some of the positive 

and negative valenced responses used in the preceding section which incorporate a 

recommendation for change were included.   

4.3.6.1 Valenced responses: positive and negative  

There were 30 comments that were composed of positive remarks about the pre-registration 

training year: 20 from community and 10 from hospital. Table 4.10 displays the themes derived 

from these comments, the number of times they were present across positive comments for 

community and hospital trainees and an example relating to each theme.   

Table 4.10: Positive comments 

Theme 
n 

Example 
Community Hospital 

Good (generic) 10 2 ‘Couldn't have asked for a better year.’ 

Helped to develop 
into pharmacist 

6 4 

‘I learnt a lot about managing the pharmacy in 
addition to developing skills in order to become a 
pharmacist.’ 

Good support 4 2 
‘Was very well supported within my training base 
and enjoyed the year.’ 

Useful to have mix 
of role models 

1 1 

‘Was good to have locums and other pharmacists to 
work in the store - show a difference in ways of 
working, my pre-registration tutor was outstanding 
compared to most.’ 

There were 19 comments that were composed of negative remarks about the pre-registration 

training year: 10 from community and nine from hospital. Table 4.11 displays the themes derived 

from these comments, the number of times they were present across negative comments and an 

example relating to each theme.  
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Table 4.11: Negative comments 

Theme 
n 

Example 
Com.

a
 Hosp.

b
 

Lacked support 4 2 
I worked in a very busy store, so felt my tutor was not able to 
give me enough attention. 

Lacked responsibility 2 3 
‘I feel that the lack of responsibility given to us has prevented 
further professional growth as the year neared its end.’ 

Training lacked 
structure 

0 3 
‘The pre-reg year is very self-directed, received little or no 
help from hospital towards the exam, lacked structure and 
was not well organised.’ 

Bad (generic) 1 1 
‘I would change everything - the box isn't large enough to 
comment, sorry.’ 

Rotations too long 0 1 
‘Some rotations were too long such as production and stores 
… ‘ 

Lacked guidance 
from GPhC on exam 

1 0 
‘Exam was harder than I thought, not enough guidance from 
GPhC.’ 

Lacked financial 
support for travel 

1 0 
‘I wish my company offered financial support for traveling to 
travel days etc.’ 

a
 Community. 

b
 Hospital. 

4.3.6.2 Recommendations of changes to pre-registration training 

There were 64 comments that suggested one or more possible recommendations for changes to 

the pre-registration training year with 16 of these being derived from the valenced comments 

described in the previous subsection. Of the 64 comments, 42 were from community trainees and 

22 were from hospital trainees. Table 4.12 displays the themes derived from these comments, the 

number of times they were present across the comments and an example relating to each theme. 

The majority of recommendations were focused on improving the experience (e.g. support 

trainees receive), the structure of the year (e.g. changing its length) and the assessment 

undertaken (e.g. removing the registration exam).    

4.4 Summary of work stream 2 

This chapter focused on work stream 2 where a cross-sectional survey was administered to a 

sample of 1706 trainees towards the end of the 2011/12 pre-registration training year. The survey 

examined trainees’ perceptions of changes in behavioural professionalism during pre-registration 

training as well as their views on supervision received and how they believed they mattered to 

patients. This section summarises the key findings; a wider discussion relating to this work stream 

and work stream 1 is provided in Chapter 5. 

A total of 413 pre-registration trainees responded to the survey giving a response rate of 

24.2%.The majority of respondents were female and ethnically diverse, and worked in community 

pharmacy.  Respondents had studied their MPharm degree at one of 23, of the total of 26, 

schools of pharmacy at the time the survey was conducted. Respondents did not differ 

significantly in terms of gender, age, or religiosity. White British trainees were underrepresented in 

community pharmacy whereas other ethnic groups were overrepresented; this was the opposite in 

hospital pharmacy, reflective of new registrants.  
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a
 Community. 

b
 Hospital. 

Table 4.12: Recommendations of changes to pre-registration training  

Theme / Recommendation 
n 

Example 
Com.

a
 Hosp.

b
 

Experience 
 

   

Ensure trainees are well supported in their training site 10 5 ‘Pharmacists should spend more time with pre-reg's and teach them more.’ 
Give trainees more responsibility  4 6 ‘More time on wards/clinical focus; spend less time doing assistant's role and more pharmacist shadowing.’ 

Educate staff / patients on pre-registration trainee's role 5 1 
‘The role of a pre-reg trainee needs to be explained better to other colleagues before a pre-reg starts so that it 
can be better understood.’ 

Ensure training sites provide breadth of learning opportunities and 
experiences 

7 1 
‘In my opinion the training premises are not well designed for the purpose. Generally the place is small, untidy, 
disorganised and most of all too busy to allow trainee pharmacists to gain skills and experience necessary to 
become a future pharmacist.’  

Structure 
 

   

Have compulsory cross sector experience 4 3 ‘Cross sector placements should be compulsory.’ 
Encourage completion of work experience before pre-registration 
training 

2 2 
‘I think it would have been useful to have a more substantial work experience during my degree to help with 
starting work as a pre-reg.’ 

Pre-registration training structure needs to be improved  0 3 
‘The pre-reg year is very self-directed, received little or no help from hospital towards the exam, lacked 
structure and was not well organised. Could be improved.’ 

Ensure trainees are allocated regular study time 3 0 
‘As I did my placement in a community pharmacy, I found it very difficult to have any study time at all and so felt 
under more pressure to do the work at home. More time to revise at work would be beneficial.’ 

Embed pre-registration training into the MPharm 2 0 
Would prefer if the year was divided into two blocks of six months to allow time to reflect and restructure 
learning points. 

Reconsider length of pre-registration training 3 0 
‘No need to be a whole year. Maybe 6 months max.’ 
‘A year is not long enough.’ 

Assessment 
 

   

Trainees should sit the registration assessment earlier 2 0 
‘Have the pre-registration assessment earlier on in the year to allow more time for trainees to use/practise their 
clinical knowledge further.’ 

Remove registration assessment  2 0 ‘Not examinable’ 
More support from GPhC for registration assessment 3 0 ‘Exam was harder than I thought, not enough guidance from GPhC.’ 

Have practical exam on site  1 0 
‘No pre-registration exam, assessment should be carried out in a pharmacy environment by an external 
assessor or by tutor/superintendent pharmacist’ 

Reduce the paperwork associated with pre-registration training 0 1 
‘I think that there is too much paper work in the pre-registration year, which can sometimes lead to the focus 
being taken away from the actual learning and instead directed onto ticking all the boxes and filling out log 
sheets.’ 

Improve consistency for requirements of signing off performance 
standards 

0 1 ‘[There are] variations in tutor requirements for signing of standards.’ 
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The professional behaviour (PB) scale captured self-rated scores of the ability to demonstrate 25 

different types of professional behaviours. Trainees, as a whole, rated themselves significantly 

higher towards the end of the training year compared to the beginning. Inspection of ratings of 

individual items showed that there was an increase in each, from the beginning of training to 

towards the end of training. According to trainees’ ratings, the items that increased the most 

related to, ‘responsibility’ and ‘communication skills’. For example, ‘self-directed in undertaking 

tasks’ and ‘prioritising responsibilities effectively’ changed the most within the responsibility 

subscale. Items that showed the biggest change in the communication skills subscale were 

related to confidence and assertiveness. As a whole, ‘appearance’ and ‘interpersonal / social 

skills’ were not as prone to development, and were already rated quite highly at the beginning, 

showing only a slight increase. When comparing ratings for each subscale, overall ratings for the 

appearance subscale were scored significantly higher than other dimensions of professionalism at 

the beginning and towards the end of training. After appearance, ratings of interpersonal / social 

skills were rated highest followed by responsibility and communications skills, which were rated 

the lowest.  

The findings from the Supervision scale showed the two individuals that trainees believed had the 

largest impact on their development of professionalism: person1, having the largest impact, and 

person 2, having the second largest impact. The most common selection for person 1 across both 

community and hospital was pre-registration tutor. The selection of pre-registration tutors as 

person 1 were significantly higher in community compared to hospital, where other staff, including 

other pharmacy staff, namely pharmacists, were selected more often. The most common 

selection for person 2 across both community and hospital was other pharmacist.  When 

comparing selections for person 2, trainees in hospital were more likely than expected to select 

‘other pharmacist’ and less likely than expected to select ‘pharmacy dispenser’ whereas the 

opposite was true for community trainees. When comparing all trainees’ aggregate ratings for 

person 1 and 2 on the Supervision scale (related to clinical teaching: modelling, coaching, 

articulation, exploration and safe learning environment), person 1 was rated significantly higher 

than person 2. Nevertheless, when considering the ratings given to person 1 and 2 for the 14 

items on the Supervision scale the results were quite positive. The majority of trainees agreed 

with the statements relating to person 1 and 2, suggesting they had favourable views of these 

individuals.  

When selections for person 1 were divided into pre-registration tutors and others (other 

pharmacist; pharmacy dispenser; pharmacy technician) and compared, pre-registration tutors 

were rated significantly higher in ‘exploration’ which relates to formulating and pursuing learning 

goals. When ratings for pre-registration tutors selected as person 1 were compared across 

sectors, it was found that hospital trainees rated pre-registration tutors higher for ‘articulation’ 

compared to community trainees. (Articulation relates to asking the trainee questions to increase 

understanding, stimulating the trainee to explore their strengths and weaknesses and asking the 

trainee to provide a rationale for their actions.) Hospital trainees also rated their pre-registration 

tutor higher than community trainees in ‘exploration’ which relates to encouraging the trainee to 
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formulate and pursue their learning goals. No other differences between ratings across sector 

were found.  

Results from the Patient Mattering scale showed that, as a whole, trainees rated themselves quite 

highly. Most trainees, when providing ratings of how much they believed they mattered to patients 

overall during the pre-registration training year, rated themselves in the range of 3 (a little) to 5 (a 

great deal) for the seven items. The item that was rated highest was ‘how helpful were you to 

patients?’. In contrast, the item that was rated the lowest was ‘how much would patients miss you 

if you went away?’. When comparing ratings between sectors, community trainees rated 

themselves significantly higher than those in hospital, suggesting they believed  they mattered 

more to patients (e.g. felt patients paid more attention to them and were dependent on them) than 

those in hospital. Other variables such as gender, ethnicity and religiosity did not influence these 

differences.   

A total of 25% of respondents from community and hospital provided comments about their 

experiences of pre-registration and / or recommendations for changes to it in the questionnaire. 

Comments were coded according to positive or negative valence and core themes. There were 

more positive than negative comments about pre-registration training. The most common positive 

comments were generic whilst others related to how pre-registration helped trainees develop into 

pharmacists, the receipt of good support, and how useful it was to have a mix of role models to 

work with.  The most common negative comments related to lacking support during training. Other 

negative comments related to trainees lacking responsibility, the training year lacking structure, 

and generic negative comments.   

The majority of comments related to suggestions or recommendations for changes to pre-

registration training. The most common recommendations included those that related to the 

experiences of trainees during training (e.g. ensuring trainees are well supported in their training 

site). Other comments related to making changes to the structure of the training (e.g. 

reconsidering its length) or the assessment related to training (e.g. removing the registration 

assessment). A small number of comments (cited by ≤ 3 trainees) were unique to each sector. 

Examples included: training lacked structure (hospital only); ensuring trainees are allocated 

regular study time (community only). 

The scales used in the survey showed good internal consistency, with items measuring constructs 

validated in other research. Making comparisons with the findings derived from this scale with 

other findings in pharmacy are difficult because the use of this scale in pharmacy was novel. 

Ratings given for individuals in the present study are comparable to ratings given to clinical 

teachers where the MCTQ instrument by Stalmeijer et al.
220

 was used in medicine
220, 246

 For 

example, in a study by Kelly and Bennett in Ireland,
246

 year 2 undergraduate medical students 

rated their GP teachers highly, with a mean item score of 4.5. As with any research using scales 

in a novel way, more work would be needed to replicate findings and consider validity
209

 and 

reliability.
210
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5 DISCUSSION 

5.1 Introduction 

This chapter focuses on the programme of work undertaken and its contribution to pharmacy 

practice. The strengths and limitations of the research undertaken and a discussion of the key 

findings and their implications will be discussed. Suggestions for future research and conclusions 

and recommendations for pharmacy education and training are also discussed.  

The findings of this research come at a time when pharmacy education and training in the UK is 

facing considerable reform.
247

 Decisions about the way in which pre-registration training can sit 

alongside the MPharm degree have been proposed,
247

 and recommendations for managing the 

quality of pre-registration training have been made.
248

 The programme of work undertaken lends 

itself to informing debates around the delivery of pharmacy education and training. The findings 

from this programme of work have ultimately provided insights into how pre-registration training 

supports the professional socialisation and development of professionalism in trainees. The 

research has shed light on the so-called ‘black box’
143

 engendered by training sites, in which 

learners pass through, hoping to acquire a range of skills along the way, and uncovered the way 

in which trainees develop into pharmacists in different settings.  

The programme of work was composed of two work streams to investigate the process of 

professional socialisation and development of professionalism during pre-registration training in 

pharmacy. In work stream 1, the researcher conducted a longitudinal study to explore the process 

of professional socialisation and development of professionalism during pre-registration training in 

a group of 20 trainees. The use of periodic semi-structured interviews and questionnaires with 

trainees and their tutors teased apart the different factors which were associated with trainees’ 

socialisation into the pharmacy profession and their development of professionalism during pre-

registration training and into early practice as NQPs. Findings from work stream 1 contributed to 

the development of a survey which was used in work stream 2. The survey was able to examine 

important issues identified in work stream 1 in a representative sample of trainees. Areas 

considered in the survey included professional behaviours, individuals that had a significant 

impact on trainees’ development of professionalism and their supervision abilities, and how 

trainees believed they mattered to patients.  

5.2 Reflexivity and reflection on the research journey 

Reflexivity has been described by King (p.20)
249

 as “the recognition that the involvement of the 

researcher as an active participant in the research process shapes the nature of the process and 

the knowledge produced through it.” The researcher, with the help of a supervisory team, was 

tasked with designing the programme of research; collecting, analysing and interpreting data and 

producing a written account of this within the thesis. The integral role of the researcher in all that 

is presented in this thesis is considered in this short section along with a description of the 

researcher’s journey throughout the programme of work.    
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From the outset, the researcher had a keen interest in researching a topic related to learning and 

development through experiences in undertaking learning and memory research during an 

undergraduate and master’s degree in psychology. This aligned well with the interests of the 

supervisory team who were interested in learning and development related to professionalism in 

pharmacy. The first steps in the programme of research involved generating ideas about a 

research topic and this involved reading considerable amounts of literature relating to 

professionalism from healthcare professions such as medicine and nursing whilst touching upon 

literature relating to learning and development. Indeed, in the early stages of the research there 

were times the researcher was overwhelmed by the breadth of the area of research being 

considered. The researcher’s prior experience in conducting critical appraisals of research 

literature made handling this part of the work more manageable. With a better grasp of relevant 

literature, and with guidance from an experienced supervisory team, the pre-registration training 

year in pharmacy became the research focus, given its importance in the inculcation of 

professionalism.  

With the broad area of research settled, the researcher focused on the research aims and 

methodological approaches to address them. An applied approach was adopted that involved 

undertaking considerable amounts of fieldwork in pharmacy settings. The applied nature of the 

research can be attributed to the background and past research experience of the researcher, in 

both psychology and pharmacy practice, and the supervisory team, who had extensive 

experience in pharmacy practice research (see section 2.4 for further information on philosophical 

stance). A researcher with a different academic background (e.g. pharmacy) may have 

approached the study of this topic area very differently. The researcher spearheaded the research 

direction and developed and executed two complementary work streams.  

In work stream 1, the researcher faced many challenges in handling vast amounts of data and 

transcribing, analysing and interpreting it, all whilst following a strict timetable of data collection 

(see Figure 2.1, section 2.2.). It was an ambitious piece of work that pushed the researcher 

physically and mentally; the research itself was, however, rewarding. Seeing, first-hand, the 

changes that take place with trainees’ confidence and ability was gratifying. The researcher had a 

longstanding relationship with research participants through conducting a longitudinal study. 

Naturally, this may have affected the way in which discussions were held and the way in which he 

could broach different subjects. On reflection, it would appear that the continuously strengthened 

relationship facilitated more open discussions with participants as participants would have 

familiarised themselves with the researcher as time passed. Furthermore, as the researcher is a 

non-pharmacist, participants may have been more willing to speak openly without fearing 

judgements that a pharmacist researcher may hold. This arguably bolsters the validity of the 

findings, with socially desirable responses less of an issue.  

Work stream 2 brought a different set of challenges and opportunities to the researcher. Whilst 

the workload for this research was significantly less than work stream 1, difficulties in collecting 

data without adequate participant contact information was something that had to be overcome as 
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did completing this research alongside workstream 1. The opportunities to manage a large-scale 

survey research from end to end was beneficial for developing the researcher’s competence (e.g. 

administration techniques; data cleaning and analysis) in this important area of practice research. 

The researcher clearly had a more distant role with participants in this work and the analysis and 

interpretation of data was less subjective given the more empiricist vantage point of this work, 

contrasting with a more constructivist stance in work stream 1. The researcher handled both work 

streams well given his past experiences in conducting research with human participants using 

different methods. 

The programme of work improved the researcher’s skills in every aspect of research, from 

designing research and recruiting participants through to analysing and interpreting data and 

disseminating it to a range of audiences. It was an arduous journey, though a worthwhile one. 

Whilst the trainees participating in this research underwent considerable development 

professionally and personally during their pharmacy training, the researcher, too, developed 

throughout the PhD. 

5.3 Research strengths and limitations 

The programme of work undertaken was the first of its kind to be conducted in pharmacy. In an 

underesearched area, the work adds considerably to the knowledge base of how pre-registration 

training facilitates and shapes trainees into pharmacists as they further undergo professional 

socialisation and develop the professionalism expected of pharmacists. 

The methodology adopted for the programme of work was a key strength. The prospective 

longitudinal design utilised in work stream 1 enabled the researcher to track the development of 

20 trainees in depth as they progressed in the pre-registration and early practice experience as 

newly qualified pharmacists (NQPs). This approach was superior to examining professional 

socialisation and the development of professionalism with a cross-sectional design (e.g. collecting 

data once during a period of interest). It was an ambitious piece of work that required the 

researcher to adhere to strict timescales for multiple rounds of data collection that took place at 

different stages of pre-registration and shortly following it, as trainees moved on to become NQPs 

in early stages of practice. A total of 119 semi-structured interviews were completed alongside the 

administration of questionnaires at the end of interviews, demonstrating the considerable breadth 

and richness of data from which the findings are based.  

The use of mixed methods in work stream 1 allowed the researcher to explore, with detailed 

insights, the process of professional socialisation and development of professionalism. As this 

was an under-researched area in pharmacy, the qualitative approach, using semi-structured 

interviews was able to tease apart processes relating to the developmental process of trainees 

into pharmacists. The use of critical incidents highlighted some examples of professional / 

unprofessional behaviour which illustrated more explicitly the types of activities trainees / NQPs 

were engaged with at different stages of training / practice. Questionnaires were used to obtain a 

more standardised measure of the development of behavioural professionalism in trainees. 
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Collectively, the data gathered in work stream 1 served to reveal the key factors relating to how 

the process of professional socialisation occurs during pre-registration training as well as showing 

how abilities to demonstrate professional behaviours were perceived to change. 

Past longitudinal research has often been done from the perspective of one group when exploring 

professional socialisation and the development of professionalism.
89, 90, 250

 By adopting a paired 

(trainees and their tutors) approach, data could be triangulated. The use of triangulation was 

advantageous as it allowed the researcher to consider the progress of trainees from two 

perspectives as opposed to just one, strengthening the validity and reliability of the findings.
158

 

Whilst it is recognised that additional perspectives (e.g. of other colleagues or patients) may have 

increased validity and reliability of findings,
158

 this would have posed logistical challenges for 

having continuity of participation from, for example, patients, during training. In addition, this 

would have created considerable demand on the data collection process which was already 

challenging to uphold.  

Apart from the loss of one tutor, who was replaced by another tutor, and the loss of one NQP, 

who had not registered in time for the final interview, no participant attrition was experienced in 

work stream 1. This success may have been attributed to the researcher maintaining contact with 

participants during the study through, for example, sending interim emails reminding participants 

of future interviews, and building rapport during interviews. The use of incentives (for trainees 

only) may have also played a role. Maintaining a strong level of commitment from research 

participants was a further strength of this research. 

The findings of work stream 1 supported the development of work stream 2. Thus, the 

development of work stream 2 was grounded in emerging findings from work stream 1. The 

findings from work stream 2 served to confirm and strengthen some of the findings of work stream 

1 (e.g. showing increases in behavioural professionalism) as well as consider important factors 

deemed important in trainees’ development during pre-registration training (supervision; patient 

mattering) in a larger, more generalisable, sample of trainees. Capturing the views of a large 

number of pre-registration trainees about training, which has only been considered by a few 

studies some years ago,
115, 122, 251

 was a further strength of this research. Surveys of trainees in 

the past covered limited issues and the use of validated scales appeared to be lacking. The use of 

scales identified in the literature that had undergone validity and reliability checks adds credence 

to the concepts which were examined.  

Although there were a number of strengths with the way in which this programme of work was 

designed and executed, there are some limitations which are acknowledged.  One important 

limitation that must be noted is that there may have been a self-selection bias
252

 in the sample of 

participants that took part in work stream 1 and 2. This can affect the interpretation of findings. For 

example, it may be the case that participants that volunteered to take part in work stream 1 did 

not accurately reflect the process of professional socialisation and development of 

professionalism witnessed in other training sites. Those who agreed to take part in work stream 1 

could have been a zealous group of trainees, with particularly motivated and supportive tutors. It 
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was sometimes difficult to elicit examples of trainees’ unprofessional behaviours and it is possible 

that those recruited had a number of positive attributes other trainees would not possess.  

Another limitation of this work was the relatively low response rate in the large-scale survey 

conducted. This was likely, at least in part, due to not being provided with a list of personal 

contact details of pre-registration trainees. The questionnaire had to be sent to training premises 

with current trainees addressed to the ‘pre-registration trainee’. This, together with the possibility 

of trainees taking leave following the registration assessment, that took place shortly before the 

questionnaire was administered, could have affected the response rate.  However, even though 

the response rate was relatively low, the profile of respondents was ethnically diverse, consistent 

with the growing trend of minority ethnic groups entering the pharmacy profession
253

 and 

respondents reflected what would be expected of registrants (e.g. more females).
254

 Moreover, 

the sample size calculation performed before sampling suggested a minimum sample of 335 

participants would be needed to reflect the population of trainees (N= 2608), and an excess of this 

number of questionnaires were available for analyses (n= 347). 

5.4 Trainee development 

This section considers the development of trainees in terms of their clinical knowledge, attitudes 

and values and behaviours. The next main section (5.4) considers the influences on trainees’ 

development. The findings relating to NQPs (former trainees) are discussed in relation to the 

developmental process. 

5.4.1 Clinical knowledge 

The process of professional socialisation and development of professionalism was considered 

from different angles including exploring the development of clinical knowledge. An exploration of 

the development of clinical knowledge was considered important as specialised professional 

knowledge is a core component of professionalism in a pharmacy,
41

 and is associated with the 

ability to communicate information effectively to patients. The possession of appropriate 

knowledge forms a structural attribute of the professionalism of a pharmacist,
6
 and pharmacists 

are medicines experts with specialist knowledge in the action and use of medicines.
61

 

The importance of the MPharm degree in developing a strong foundation of clinical knowledge 

was recognised by trainees and tutors in work stream 1. However, it was the pre-registration year 

that served as a setting to actively apply this knowledge. Knowledge of drugs and their uses, 

through being involved in dispensing drugs, actively using the BNF and speaking with patients 

added a practical, real life dimension to deepen trainees’ understanding of medicines which was 

developed during the MPharm. A better appreciation of the subjects taught, and their applicability 

to practice, took place. Although there were initial difficulties in applying the clinical knowledge 

learned throughout the MPharm in the practice setting and communicating this information 

adaptively and suitably to different patients, abilities improved with practice as well as changing 

roles and increased responsibility. Trainees were putting into practice what was formally learned 

during their degree and continually building confidence.  
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Study time was available to trainees but it was variable across training sites and it appeared that 

hospital trainees had more flexibility with how much time they could spend on studying. 

Throughout training study time served as a means to assimilate new clinical knowledge, allowing 

trainees to reflect on some of the new information they encountered while working and to 

synthesise new knowledge in a practical setting. Interactions with patients were central to this 

process. Indeed, patients have been shown be central in the learning process and developing 

clinical knowledge in medical students.
112, 114

 Towards the end of the training year trainees were 

focused on preparation for the registration assessment which was attributed to improvements in 

clinical knowledge as well as working with patients more regularly.  

As NQPs, many reported that their clinical knowledge was still developing through further 

experience in pharmacy practice, particularly because they were now the pharmacist, and as such 

had to deal with more patient queries directed at the pharmacist. In community, some trainees 

were exposed to services they had not experienced during their pre-registration training (e.g. 

smoking cessation; supervised methadone administration) which brought about new learning 

opportunities for developing and applying clinical knowledge in new areas. In hospital, NQPs were 

working on wards for longer periods of time which allowed them to witness a wider range of 

patients and clinical cases and medicines which facilitated their continuing development and 

application of clinical knowledge. It was evident that the learning and development of clinical 

knowledge continued beyond the pre-registration year. 

5.4.2 Attitudes, values 

Although attitudes and values were not explored as in depth as the professional behaviours being 

developed, some insights were gleaned, particularly from the interviews in work stream 1. Past 

research by Willis et al. found three distinct developmental stages as key themes to 

understanding how professionalism is learned by early career pharmacists: early life, 

undergraduate education and experience in practice.
65, 83

 In this research attitudes and values 

relating to professionalism were found to have been nurtured during one’s upbringing supporting 

findings from past research.
81, 82

 Religion was also found to be a factor in fostering values and 

professional attitudes during childhood for some, such as the importance of showing respect and 

compassion to others. After this early socialisation in childhood, individuals from different 

backgrounds and cultures come together and begin to undergo professional socialisation.
24

   

Upon entering undergraduate education, entering early stages of professional socialisation, the 

MPharm programme stipulated the appropriate attitudes and values expected of pharmacy 

professionals,
43, 69, 70

 building on the foundations built during one’s upbringing. The MPharm 

formalised the concept of professionalism relating to pharmacy practice and laid out the 

expectations for professional conduct in practice for trainees. This resonates with other research 

conducted with three schools of pharmacy that showed pharmacy students often learn about 

appropriate conduct during the MPharm
10

 and there are codes / standards of conduct documents 

that underpin this.
43, 69

 Indeed, the organisational philosophy, or culture, of an institution can play 

a role in shaping the learning of professionalism in pharmacy education.
10, 11

 Pharmacy education 
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can serve to shape students’ understanding of professionalism and how it applies to the 

profession. This is recognised as attempts have been made by some schools to form a culture 

that emanates professional values through, for example, the use of white coat ceremonies,
134

  

though these are not in place in all schools, especially in the UK.  

All trainees believed the appropriate positive and professional attitudes and behaviours 

associated with professionalism were important from the beginning of pre-registration training to 

towards the end of training; it was seen to be increasingly important as NQPs. However, a 

growing sense of realism that professionalism may not always be upheld in practice given the 

demands of the job was found to exist in a few trainees as they progressed in the training year. 

Similar findings have been found in other studies in medicine and nursing, where a discord 

between students’ professional ideals and practice reality can exist.
255, 256

 Changes in attitudes, 

such as growing cynicism
257, 258

 towards the profession
256,257

 were not found in this research, 

though this may have been due to selection bias
252

 noted as a limitation; participants that 

volunteered to take part in this research may have been particularly positive and not a reflection of 

the majority of trainees. Also, there was not an attenuation of trainees’ perceptions of the 

importance of demonstrating professionalism to all patient groups. Previous studies, too, have 

demonstrated, for example, that pharmacy students hold favourable views towards different 

patient groups, including the elderly,
259

 mentally ill,
260

 and ‘underdeserved’
261

 (e.g. low 

socioeconomic status). 

5.4.3 Behaviours 

The present research focused particularly on the development of trainees’ professional 

behaviours longitudinally during reregistration training and into early practice. This was explored 

in depth in a group of 20 trainees and their tutors. Perceived changes in the ability of trainees’ to 

demonstrate a range of professional behaviours were considered in a survey of a representative 

group of trainees. The professional behaviour of trainees / NQPs developed during the course of 

the pre-registration training year and into early practice. This was evident from the qualitative data 

(interviews and critical incidents) that highlighted changes in the way trainees functioned in the 

work setting, their role development and how they conducted themselves with patients and 

colleagues. Findings supported the interpretation and understanding of the results from the 

behavioural professionalism questionnaires, administered after the interviews. Longitudinal 

quantitative findings showed increases at each interview round. Both trainees and tutors 

recognised increases in behavioural professionalism from early on in the training year to towards 

the end of training, in line with previous work conducted with trainees and tutors in hospital only 

that looked at competence related to professionalism.
127

 There were no significant differences 

between the ratings of trainees and tutors, nor were there differences between participants from 

community and hospital. There were, however, significant differences in trainees’ ratings in round 

1 compared to their ratings at the point of round 4 (as NQPs) when reflecting on round 1. This 

may be linked to overestimations in behavioural professionalism early on in the training year 

whereby trainees may not fully appreciate their abilities. 
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Although exposure to patients was limited in the early stages of pre-registration training, trainees 

felt they were able to communicate well, however, more professional communication skills in 

counselling and providing advice to patients was lacking. As trainees’ clinical knowledge and 

contact with patients increased, confidence in communicating with patients improved. This was 

evident from findings from work stream 1 and supported by findings from work stream 2, with 

significant improvements in communication taking place from the perspectives of trainees. 

Communication is an important part of professionalism in pharmacy.
6, 62

 Developing 

communication skills has received more attention from educational providers over the years,
262

 

with weaknesses in this area often being recognised,
263

 and pharmacy curricula have increasingly 

focused on these skills in recent years.
262, 264

 Past research has shown that the MPharm degree 

may serve to build some communication skills according to the views of pre-registration 

trainees
115

 and 4
th
 year MPharm students,

116
 but there can be much room for improvement / 

development from other pharmacists during pre-registration training. However, some pharmacists 

may also struggle with communication skills
265

 potentially affecting trainees ability to learn from a 

pre-registration tutor or supervising pharmacists with poor communication skills.  

Findings from this research support other research
65

 – though in a more generalisable sample – 

that pre-registration trainees develop their communication skills further during training, though 

they may not be fully developed as they move into practice after registration.
65

 The present 

research showed that self-perceptions of communication skills increased significantly from the 

start of training to near the end of training, though there was still room for improvement according 

to self-assessed ratings (i.e. towards demonstrating ‘excellent’ skills in this area), which improved 

slightly as NQPs. 

Trainees’ abilities to work with colleagues were considered to be strong early on. These 

relationships and ways of communicating were qualitatively different from those with patients; 

trainees drew comparisons of working with pharmacy staff with other work experiences outside of 

pharmacy. Findings from work stream 2 supported this with less change reported in professional 

behaviours that related closely to dealings with colleagues (e.g. being cooperative and 

diplomatic). These findings extend – across both sectors and in a larger sample – those from a 

study by Christou and Wright that examined hospital pre-registration tutors perceptions of 

MPharm graduates.
125

 In their study, the majority of tutors surveyed believed graduates did not 

know how to communicate effectively with patients or other healthcare professionals. In contrast 

most tutors believed graduates knew how to communicate with tutors and the immediate 

pharmacy team effectively and show respect for others.
125

  

Appearance is considered an important part of professionalism, which is readily witnessed and 

measurable. It is incorporated into many descriptions of professionalism, both in pharmacy
10, 62, 266

 

and other healthcare professions such as nursing
267

 and medicine
268

 and can help build trust in 

patients, as has been shown in both medicine
269

 and pharmacy.
65

 The present research showed 

that trainee appearance was good at the beginning of pre-registration training, leaving little room 

for improvement. Perhaps this is because students appear to have a clear understanding that 
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appearance plays an important part of professionalism
10

 which may address this area of 

professionalism in the degree. The importance of appearance may also be emphasised in 

pharmacy curricula,
10, 14

 with dress codes in place in pharmacy schools.  

Overall, the findings from the survey of trainees in work stream 2 showed that trainees rated 

themselves quite highly in all items relating to behavioural professionalism towards the end of pre-

registration training. One could then infer that pre-registration training provides the means through 

which trainees are able to demonstrate professional behaviour to a high standard. However, the 

results from work stream 2 reflected self-rated abilities to demonstrate professional behaviours in 

a questionnaire and quantitative instruments may not be able to capture the breadth of issues 

around abilities as, for example, qualitative methods. A global rating of behavioural 

professionalism may not capture the day-to-day execution of tasks performed, which can vary 

depending on context,
270

 shown in the longitudinal findings in work stream 1. Furthermore, the 

findings of the survey were confined to self-assessment and longitudinal findings suggested that 

trainees appeared to believe they were performing adequately unless they received feedback or 

comments from individuals saying they were not performing to an appropriate level. Findings from 

work stream 1 provided some more insights into this issue by showing the different challenges 

faced by NQPs, and how the pre-registration year did not necessarily provide a NQP with the full 

range of experiences and skills necessary to perform successfully in their role. For example, in 

community pharmacy, new ways of communicating with different patient groups and skills in 

delivering different services had to be learned. 

Findings from a survey of pre-registration trainees at the end of the 2001/02 training year found 

that 90% agreed they had made the transition to a person who ‘can practise effectively as a 

member of the pharmacy’.
122

 However, whether these views were consistent once trainees moved 

into practising as pharmacists was not considered. Insights into issues with preparedness for 

practising as a NQP and support and guidance available to NQPs came from work stream 1 

which followed trainees into early practice allowing the research to consider the role of pre-

registration in preparing NQPs with a range of skills to practise effectively. In general, NQPs 

believed that the pre-registration year had been a valuable experience in preparing them for early 

practice as it had exposed them to the work environment for an extended period of time. 

However, there were some criticisms of the training year. Weaknesses of pre-registration training 

included working in a pharmacy that was too busy or too quiet, working with a homogeneous 

patient group and holding a position with limited responsibility. Holding the newly found 

responsibility and accountability, often in a new pharmacy setting, was challenging for NQPs. For 

example, NQPs in community found it challenging to deal with management and delegation which 

they had not experienced much in pre-registration training. There were some cases as well where 

services they had to deliver were not provided at the training site and thus had to be learnt with 

the help of technicians and support staff. NQPs, too, found it challenging to adjust to holding more 

responsibility and accountability as a pharmacist and in taking charge of wards, though they were 

often supported more through working with other, more senior, pharmacists in the hospital. These 

findings resonate with results from a survey of hospital pre-registration tutors where only a 
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minority (34%) agreed that at the time of registration trainees would be competent in 

demonstrating leadership behaviours.
125

  

5.5 Influences on trainee development 

This section considers the influential factors that supported the professional socialisation and 

development of professionalism of trainees. This includes staff professionalism and role 

modelling, guidance and support, feedback and assessment and differences across training sites. 

The findings relating to NQPs (former trainees) are discussed in relation to these factors 

influencing the developmental process. 

5.5.1 Staff professionalism and role modelling 

In healthcare professions, role models are an important source of learning in practice.
13, 96, 271-273

 

The conduct of staff and social norms within the workplace form part of an organisational culture 

that can affect the way in which an individual is socialised.
21

 The existence of role models was 

explored in the present research through trainees’ and tutors’ perceptions of the professional 

conduct exhibited by their colleagues and through exploring how trainees learned from others. 

Individuals that had a large impact on the development of professionalism in trainees were also 

examined in a large scale survey.  

According to trainees, role models were considered those who were experienced in their role and 

had a good way of working with patients and staff, displayed through their general demeanour 

and manner. This is similar to findings found in research in other healthcare professions. For 

example, Jacobson et al.
274

 found that physical therapy students felt that personal characteristics 

(e.g. responsive to the needs of others) were better at describing role models than technical 

abilities (e.g. applies her knowledge and skills of the latest techniques in patient treatment 

planning). All trainees and their tutors had positive perceptions of the staff they worked with in 

terms of their demonstration of professionalism. Trainees did not generally consider any staff 

members to be unprofessional, though some recognised there may be some minor slips in 

professionalism, not typically around patients, but amongst other colleagues. Tutors shared the 

same views, acknowledging that the context and situation an individual may diminish the 

exhibition of professional behaviours. Indeed context has been known to be a major factor in 

affecting the professionalism exhibited by individuals.
270

 Tutors in community appeared to have 

more control in governing the behaviour of staff because they worked in close proximity and 

managed them. Thus, tutors in community could govern the type of behaviour trainees were 

exposed to more readily than hospital tutors. Some trainees and tutors, particularly in the hospital 

environment, recognised that the presence of unprofessional behaviour would be encountered but 

that trainees would have to use their judgement in distinguishing between appropriate and 

inappropriate behaviour.  

In the early stages of training, the pre-registration tutor was often cited as the most important role 

model for trainees in community and hospital pharmacy. Many also cited other staff as being 

influential role models, such as pharmacy technicians, who played a major role in supporting 
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trainees during the beginning of training, particularly in hospital pharmacy. As trainees progressed 

in the training year they talked about the acquisition of new skills through the observation of other 

staff members. In community pharmacy it was evident that the pre-registration tutor, generally 

considered the most important role model, served as the principal role model in later stages. This 

appeared to be due to the aspiration of trainees to become pharmacists, thus tutors encapsulated 

traits of their future role. In hospital, trainees acquired skills in how to communicate with patients 

and other healthcare professionals through observing a range of different pharmacists. They were 

also able to witness the conduct of doctors and nurses which they saw as useful in order to 

witness how a range of individuals approached and communicated with patients. The view of a 

few trainees and tutors in both sectors was that it was useful to have a range of different 

pharmacists to work with to witness different behaviours and methods of working. The trainee 

could thus adopt different styles of, for example, communicating with patients. This was 

considered more beneficial than simply observing the behaviour of one pharmacist such as the 

pre-registration tutor.  

There was evidence of a ‘hidden / informal curriculum’
47, 95

 at work during pre-registration training 

which contributed to the process of professional socialisation and development of 

professionalism. This describes how learners assimilate information and skills from individuals 

and the overall culture of their work environment.  It was apparent that all trainees were learning a 

lot through observing and / or shadowing other members of staff, and thus role modelling would 

take place because explicit tuition around, for example, how to communicate and convey 

elements of professionalism (e.g. empathy), was not generally taking place. Given this process of 

learning, one cannot discount a learner’s own agency in participating in the socialisation process; 

they are not simply moulded into the profession by being passive and following rules.
85

 There 

were some expectations that the trainee would have to use their own judgement of right and 

wrong / good and bad, and adopt approaches to practice displayed by positive role models whilst 

ignoring poor ones. In fact, in a perceptive trainee, bad role models can serve to show them how 

not to behave.
275

 There was evidence in the present research for the influence of less ‘model-

worthy’ staff (e.g. those that appeared lazy) on trainees’ practices, but it was unlikely trainees 

would adopt any serious unprofessional behaviours when trainees’ attitudes towards 

professionalism were strong and consistent. However, other trainees may be more 

impressionable, particularly if their understanding and appreciation of professionalism is lacking at 

the beginning of pre-registration training, perhaps due to no prior practical work experience in 

pharmacy, which all trainees participating in work stream 1 possessed.  

Findings from the survey of trainees in work stream 2 showed that the person who had the largest 

impact on trainees’ development of professionalism across both community and hospital were 

pre-registration tutors. The finding of the pre-registration tutor being a salient member of staff in 

supporting the trainee and modelling behaviour was also found in an exploration of the 

development of professionalism in early career pharmacists, as they reflected on their pre-

registration training in focus groups.
65

 The present programme of work considered the role the 

tutor played in much more detail. The selection of pre-registration tutor as person 1 was 
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significantly higher than expected in community compared to hospital, where trainees were more 

likely to select other staff, namely other pharmacists. This supports findings from work stream 1 

where trainees in community worked closely with their pre-registration tutor who was regularly 

cited as the main role model and resource. In some cases, albeit a minority, the pre-registration 

tutor was not perceived favourably and thus not selected as person 1. Relationships with tutors 

may not be ideal and poor tutor-trainee relations where shown to a degree with one pair in work 

stream 1. Although there is a paucity of research findings looking at perceptions of pre-registration 

tutor supervision, one study that surveyed 807 trainees in June 2002 found that the majority of 

trainees believed their tutor guided their learning, though 27% said their tutor ‘seldom’, ‘almost 

never’ or ‘never’ did.
251

 The most common selections for person 2 across both community and 

hospital were other pharmacists.  This resonates with findings from previous research with early 

career pharmacists showing that they recognised pharmacists and / or their pre-registration tutor 

as the more influential role models rather than, for example, pharmacy technicians or other 

pharmacy support staff.
65, 83

  

Pre-registration trainees did not identify other healthcare professionals as salient role models that 

had a large impact on their development of professionalism. Although other healthcare 

professionals (e.g. nurses and doctors) may not have had a large impact on trainees’ 

development of professionalism, apparent from findings from work stream 2, they may still have 

some impact (just not enough to be selected as person 1 or 2 in the survey). Work stream 1 

highlighted the potential of, for example, nurses and doctors in hospital to have an impact and 

trainees could observe the way they spoke to patients. Indeed, research in medicine has found 

evidence for the role of interprofessional (nurses) support on development of foundation year 1 

doctors in terms of shaping doctors’ identities and helping with practical skills in the workplace.
162

 

Opportunities for trainees to observe other staff was considered beneficial according a number of 

trainees and tutors, and they believed most staff were able to demonstrate good levels of 

professionalism and could be considered role models. Role models in the work environment are 

an important learning resource
96

 and numerous studies have shown that role models can help 

individuals learn about professionalism
276

 and soft skills such as interpersonal abilities and 

communication.
275

 Given that trainees were not typically explicitly taught, or received regular 

feedback about their professionalism, the environment becomes even more important for trainees 

to adopt ways of working. Trainees’ colleagues feed into the overall culture of the work 

environment that determine the informal and hidden curriculum
95

 in which trainees are socialised. 

Many trainees that participated in work stream 1 moved on to work in a new pharmacy site or 

hospital and were able to reflect on the professional conduct of a new set of colleagues and the 

potential role models in existence in this new setting. As with the opinions during pre-registration 

training, NQPs were not concerned about the levels of professionalism demonstrated by fellow 

staff members; only occasional minor slips in professionalism occurred. In community pharmacy 

there did not typically appear to be a strong role model in place for NQPs as they often worked as 

the only pharmacist and instead could be seen as the role model for other staff as they were the 
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most qualified pharmacy professional and managed the pharmacy. NQPs working in hospital, on 

the other hand, maintained a host of role models, such as more experienced pharmacists. 

5.5.2 Guidance and support  

Pre-registration tutors were the main source of support for trainees during the course of the pre-

registration year in both sectors, as shown in work stream 1 and 2. This may have been 

anticipated as they are expected to be a role model and coach for trainees.
277

 The role of pre-

registration tutors in community pharmacy was more central in supporting trainees throughout the 

training year than in hospital. They worked closely alongside the trainee and guided their learning. 

Tutors would often consider learning opportunities for their trainee when they arose and would 

often ‘quiz’ their trainee to help them improve their clinical knowledge. In community pharmacy, it 

appeared that there were different ways tutors supported trainees in settling into the workplace 

and into their role by, for example, having trainees gain competency in dispensing at first. As the 

training year progressed community pharmacy tutors would typically encourage trainees to take 

more responsibility and get involved in working with patients. Near the end of the training year 

community pharmacy trainees would often be conducting a role akin to a pharmacist; some tutors 

encouraged colleagues to approach the trainee with issues to cultivate this sense of responsibility. 

In hospital, the working relationship between trainees and tutors was more distant and tutors 

acted as the key point of contact for trainees. They only seldom worked closely with trainees and 

instead a range of other pharmacists would be responsible for supporting trainees during ward 

rotations. Trainees did, however, have a support network of fellow trainees which was considered 

valuable in reflecting on each other’s experiences. The contact time trainees in hospital had with 

their tutor was very infrequent, and research dating back to the mid-nineties
278

 shows that little 

has changed: based on a survey of 74 tutors, 98% of those in community supervised their 

trainees on a daily basis whereas in hospital less than 20% were in daily contact with their 

trainee.
278

 

Findings from the survey in the present research provided insights into the kind of supervision 

trainees were receiving from one or two individuals. When considering the ratings given to person 

1 and 2 for the 14 items on the Supervision scale, which considered an individual’s ability to 

model behaviour, coach, encourage the pursuit of learning goals, and create a safe learning 

environment, the results were positive. There were, however, differences in the way that trainees 

from community and hospital rated the individuals they selected for person 1 and 2. For example, 

when ratings for pre-registration tutors selected as person 1 were compared across sectors, it 

was found that hospital trainees rated pre-registration tutors higher in ‘articulation’ compared to 

community trainees. Articulation relates to asking the trainee questions to increase understanding, 

stimulating the trainee to explore their strengths and weaknesses and asking the trainee to 

provide a rationale for their actions. Hospital trainees also rated pre-registration tutor higher than 

community trainees in ‘exploration’ which relates to encouraging the trainee to formulate and 

pursue their learning goals. Such differences between community and hospital may be explained 

by the fact that hospital tutors did more in terms of articulation when they had their time with 
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trainees, for example, during 13-weekly review meetings. Community tutors may have worked 

more often and more closely with their trainees, but did less in terms of ‘articulation’, or were 

perceived to do less in the eyes of trainees. 

Whilst findings from the survey in the present research did not represent the standard of 

supervision received overall (instead, reflecting supervision from those that had a large impact on 

the development of professionalism), there is evidence that trainees are supported well by at least 

one or two individuals, particularly the pre-registration tutor. Members of staff apart from the tutor, 

including other pharmacists, pharmacy technicians, pharmacy support staff (e.g. counter 

assistants; ATOs) and other healthcare professionals, also have an important role to play in the 

pre-registration year though, as demonstrated in work stream 1. For example, early on in the 

training year, pharmacy technicians and other pharmacy staff (e.g. dispensers; counter 

assistants) had a big role to play in supporting trainees adjust to the setting. Findings from work 

stream 1 showed that trainees recognised pharmacy technicians and other support staff (e.g. 

counter assistants) as playing an important role in supporting them and acting as role models. 

Pharmacy staff, such as pharmacy technicians, clearly have a role in the training process and 

may make an impact on shaping the attitudes and behaviours of trainees, especially early on 

when they are adjusting to a new environment and identifying with a new role. The utility of 

pharmacy technicians as instructors has been examined previously in a survey of pharmacy 

students.
279

  Findings showed that the skills pharmacy technicians felt most comfortable teaching 

related to dispensing and communicating with patients effectively though most students only felt 

comfortable learning about how to dispense from technicians and learn about communicating with 

patients. The present research showed that pharmacy technicians were also a source of 

developing communication skills, particularly in community pharmacy where trainees worked 

closely with pharmacy technicians throughout the year in the confines of a small community 

pharmacy.  

As NQPs, hospital tutors could receive help and support from a range of other more senior 

pharmacists and other healthcare professionals. NQPs in community worked in more isolated 

conditions and would rely on pharmacy staff, such as pharmacy technicians, for support. More 

clinically-related support could be received from area management, or even the NQPs tutor from 

the pre-registration year.  

5.5.3 Feedback and assessment 

According to many trainees, the provision of feedback, both informal (i.e. verbal, on the spot) and 

formal (i.e. structured discussions) was lacking and this could have a negative impact on the 

development of professional skills. The pre-registration tutor was the main provider of feedback 

for trainees, however, in hospital pharmacy, tutors also relied on other pharmacists, who were 

supervised trainees, to provide feedback as well.  It was apparent from findings of the present 

research that many trainees believed they were not receiving much feedback during training, 

particularly in relation to conveying professional behaviours (e.g. conveying empathy). Although 

trainees in community worked closely with their tutor, they did not necessarily receive more 
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comprehensive feedback than trainees in hospital as noted in the previous section when 

considering ratings for articulation and exploration. Feedback was often given during meetings 

with trainees and some trainees had meetings with their tutors on a regular basis, such as every 

one or two weeks though most had sporadic meetings. The more formal and comprehensive 

feedback sessions were centred around the 13-weekly progress reviews.
280

  

Findings from the present research suggest that unless a trainee was witnessed doing something 

particularly poorly, such as being rude or abusive – a situation that was likely to be addressed – 

they would generally not be able to deepen their understanding of their performance through 

feedback. Feedback usually related to correcting what a trainee was saying / doing rather than 

how they were doing it. For example, they may have been told to include some missing 

information during future contact with patients. Feedback did not tend to incorporate a review of 

elements of professionalism demonstrated in practice. Some tutors commented that there was 

some expectations for trainees to know about the importance of professionalism already (e.g. 

learned during the MPharm). As NQPs, there was an absence of feedback, except for a couple 

who worked with another pharmacist early on as a NQPs. More may need to be done to ensure 

adequate feedback is provided during training, especially considering the receipt of support and 

feedback post-registration is rare, especially for NQPs working in community pharmacy where 

pharmacists work more isolated. Feedback is crucial to the learning process, encouraging 

learners and teachers to work together in improving the learners’ understanding of a subject.
281

  

Feedback is essential during experiential learning and, as Hammer (p.4)
21

 notes, there is an 

important role for tutors to play: 

“Preceptors [i.e. tutors / supervisors] should provide frequent, specific, and 
real-time feedback to students, both positive and constructive. If the student 
does something very well, the preceptor should let the student know 
immediately and specifically indicate why it was good. Similarly, if the student 
performs in a manner that is below stated expectations, the student should be 
taken aside as soon as possible and asked about his/her impression of the 
situation.”  

Apart from the registration assessment
282

 and reviews of progress,
280

 a portfolio of evidence for 

documenting and achieving performance standards that underpin competence was the main 

approach towards assessing trainees. Trainees would often provide multiple pieces of evidence to 

support achievement of competence; one piece of evidence is generally considered insufficient.
283

 

There is flexibility in documenting evidence and trainees would compile evidence in a way which 

suited them, often having a folder with hard copies of evidence written up. Though the GPhC 

recommends using the CPD format for recording evidence
283

 this is not mandatory. The portfolio 

was compiled by trainees with the help of their tutors and was used to document competence in 

76 performance standards
131

 which a trainee must complete before being able to register as a 

pharmacist. In the present research, the performance standards were seen to provide a useful 

guide for learning, though they could be seen to lack some explicit standards, particularly in 

relation to the demonstration of key elements of professionalism. Findings from work by Eggleton 

et al.,
284

 who interviewed a small group of pharmacy tutors and trainees from hospital, showed 
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that the portfolio helped to demonstrate competence prior to registration, although it was not the 

sole method considered when signing trainees off. Some tutors in the Eggleton
284

 study 

commented that they would not trust an individual was competent solely on their portfolio. 

Considering these findings with those of the present research, the utility of a pre-registration 

portfolio as a main source of assessment in the pre-registration year can have its limitations. 

5.5.4 Differences in training experiences 

Differences between the way pre-registration training was delivered across training sites, 

particularly between community and hospital pharmacy, was evident early on in the training year. 

For example, hospital trainees received longer and more comprehensive inductions than those in 

community. Whilst those trainees working in the larger multiples / supermarket pharmacies 

received short company-wide inductions, trainees in smaller multiples and independents typically 

had an informal induction in the pharmacy where they were introduced to working processes in 

the pharmacy by colleagues. This may reflect the relative complexity of the roles of trainees and 

pharmacists in the two sectors, or differences between the approach to inducting healthcare 

professionals in hospital pharmacy compared with community pharmacy. 

Differences between medicines dispensed and patient mix witnessed in community and hospital 

sectors influenced the development of clinical knowledge and this underpins the specialist 

knowledge of medicines possessed by pharmacists.
61

 Hospital trainees gained more specialised 

knowledge than community trainees through rotations on wards in specialist areas. Community 

trainees developed knowledge in medicines, e.g. OTC medicines, for the treatment of minor 

ailments and long-term conditions commonly treated in primary care. There were also notable 

differences between the range of services, patient mix and medicines that trainees encountered 

during training. For example, within community pharmacy, some trainees witnessed services such 

as supervised methadone administration whereas others did not. It is known from medical 

training, for example, that patient mix can impact upon learning outcomes in medical students
285

 

and  junior doctors.
286-288

 Such differences across training settings shown in the present research 

may pose issues for NQPs upon the completion of the pre-registration year, particularly for those 

working in more isolated conditions in community pharmacy, with less support available. 

The community pharmacy environment offered trainees closer support from colleagues, 

particularly from their tutor, who was a central figure and role model for trainees during pre-

registration training. Trainees in community were more closely guided and directed in their training 

and had less flexibility  taking control of aspects of their training as they were more closely 

monitored, for example, with regards to their timekeeping. In contrast, those in hospital were more 

self-directed in finding learning opportunities when working alongside different pharmacists. 

Differences between the level of interprofessional working was also witnessed. Trainees in (the 

much larger, interdisciplinary) hospital environment worked alongside nurses and doctors, 

whereas community trainees worked mostly with their immediate pharmacy team. Some 

community trainees, worked closely with GP practices, but contact with doctors was limited and 
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most communication was with receptionists. Hospital trainees thus had more opportunities to 

develop interprofessional working skills.  

Study time was important for trainees to synthesis what they were learning. The study time that 

trainees were allocated was inconsistent across training sites. Some training sites were busy and 

the trainee did not appear to have enough study time as a result, and this was the case 

particularly in community pharmacy.  

Differences in the nature of patient encounters and interactions were evident from work stream 1. 

Some trainees had more patient contact than others at earlier stages of training though towards 

the end all trainees had reasonable levels of patient contact as they moved more towards the role 

of a pharmacist. Hospital trainees were less likely to get to know patients on wards whereas those 

in community pharmacy developed stronger relationships. This was also reflected in work stream 

2 where community trainees felt they mattered more to patients. Trainees who feel they matter to 

patients, may be likely to interact with patients more.
227

 Pharmacists that score higher in ‘patient 

mattering’ spent more time in patient consultations.
226

 The nature of patient involvement and 

experience in working with patients appears to differ between community and hospital sectors and 

this is critical to developing patient-centred professionalism
65

 which is often considered at the 

heart of professionalism.
289

   

There is also an issue with consistency in the way trainees are assessed during training 

particularly with regards to their portfolios of evidence which demonstrate competence in 

performance standards. Unlike the registration assessment, which is taken by all trainees under 

the same conditions, the variation in the way performance standards are evidenced and signed off 

by tutors can vary given their apparent ambiguity. Portfolios can be useful to provide formative 

feedback, though their application in summative assessment may not be reliable.
290

 There are 

difficulties with the lack of standardisation in the content of portfolios,
291

 and the way in which 

trainees demonstrate competence can vary.  

5.6  Future research 

This research explored a very large under-researched topic area. Whilst providing insight into the 

black box
143

 of pharmacy training in GB and how trainees are developing into pharmacists, many 

potential research avenues have subsequently been opened up.  

The exploration of professional socialisation and development of professionalism posed many 

challenges as it is a broad, complex topic. The researcher was selective in tackling different 

elements of these areas (e.g. behaviours), though other areas (e.g. attitudes) were less of a 

focus. Though they were not researched in detail in the present programme of work they are still 

pertinent to the exploration of this area. As such, these areas could be given more attention in 

future research studies. 

Research into the important role of pre-registration tutors and their approaches in mentoring 

trainees during the training year is an important area to explore, particularly as tutors play a 

critical role in the training year both in terms of support and in having an impact on the 
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development of professionalism. Results from the survey in the present research showed that 

hospital tutors were rated higher in many areas such as encouraging the trainee to pursue 

learning goals though were rated lower in terms of creating opportunities for trainees to observe 

them. More research can consider the tutor-trainee relationship in more detail. Given the weight of 

importance placed on tutors, it would be useful to explore motivations for becoming a tutor, their 

learning needs and how they can be supported in community and hospital pharmacy. 

The transition into practice as a NQP appears to be as much of a learning curve as it is to enter 

practice as a pre-registration trainee. In many ways, it may be even more stressful considering 

trainees in the present research generally believed it was even more important to demonstrate 

professionalism as they became the pharmacist with full accountability. However, there may be 

challenges with supporting NQPs. If they work as locums, for example, mentorship schemes may 

be hard to implement as locums do not have the same continuity of employment in a pharmacy as 

employee pharmacists. Learning needs and support networks for NQPs could be explored with a 

possible intervention planned to support the development needs of NQPs who face challenges 

with adjusting to their roles following pre-registration training. This may be especially challenging 

for community pharmacists who work in relative isolation compared to pharmacists in hospital. 

Further applied research into the effectiveness of an intercalated five-year pharmacy degree, such 

as that existing in the Bradford programme, would be useful given that a future five-year MPharm 

degree may be structured in a similar manner. Research could explore whether this, more 

integrated, model of education and training serves to synergistically develop trainees knowledge, 

attitudes and behaviour whilst remedying any issues, such as negative socialisation experienced 

in the practice setting.  

5.7 Conclusions and recommendations 

The final section of this chapter draws conclusions based on the previous discussions of the 

findings of this programme of work, pulling them together to form evidence-based 

recommendations for pharmacy education and training (see Table 5.1). These recommendations 

are discussed in more detail in the following sections. 

Whilst the recommendations here have been driven by this present programme of work, it should 

be noted that some recommendations relate to others made recently following the work on quality 

management systems in pre-registration training by Mills et al.
248, 292, 293

 Applicable here are their 

recommendations for defined standards for all aspects of the training programme: an assessment 

system that uses a variety of standardised workplace assessment tools to allow for triangulation 

of assessments, a system in place for assessing the competence of tutors against defined 

standards, and the need for tutor training and support networks to be put in place.
249  
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Table 5.1: Recommendations for pharmacy education and training 

1) Integrate university-based and work-based learning more closely 

2) Ensure consistency in training experiences 

3) Improve training and support for staff involved in trainee support 

4) Set explicit standards relating to elements of professionalism and improve assessment 

strategies 

5.7.1 Integrate university-based and work-based learning more 
closely  

A number of conclusions can be drawn from the findings from this programme of work, together 

with insights from other studies. Firstly, integration between the predominantly university-based 

setting of the MPharm and the practice-based setting of the pre-registration year would have 

benefits in facilitating the application of knowledge, and particularly in terms of inculcating 

appropriate attitudes and behaviours. Hammer et al.
22

 noted that students can be both negatively 

and positively socialised. If a student enters a pharmacy programme that has oppositional values 

with that of the profession and encounters poor role models and an unprofessional environment, 

this can lead to negative socialisation. It is unlikely that students experiencing this will 

demonstrate high levels of professionalism until these issues are modified.
22

 The learning of 

professional behaviour through exposure to the practice environment and patients can be 

modified or reinforced during modules woven into an integrated degree which can reflect on 

students’ practice experiences. As it stands, much of the onus on ensuring these behaviours are 

developed during pre-registration training is on the trainee and their tutor. Whilst professionalism 

clearly develops during pre-registration training, as evidenced by the present research, 

professionalism must be taught
100, 101

 explicitly and actively nurtured and monitored if it is to be 

truly engendered to a high standard. The university-based setting can serve to teach / reinforce 

what happens in practice.  

With students in schools of pharmacy arguably benefitting from a more sophisticated structure of 

support than in many pharmacies, this could serve to ameliorate any dilemmas faced by students 

in the workplace, remedying issues with negative socialisation. With this in mind, it is important to 

ensure schools of pharmacy are providing the right environment for this to take place as the 

culture within schools of pharmacy feed into an informal / hidden curriculum that students are 

socialised into.
10, 11, 95

 This task may be made easier for schools by attracting and admitting 

appropriate candidates for the pharmacy degree. 

Professions such as medicine and nursing are more integrated in their approach to education and 

training whereby students undertake placements in practice settings in early stages of the 

programme. The integration of practice-based learning in the clinical environment early on in the 

curriculum is an important part of the medical degree.
294

 A number of factors feed into this 

advantageous form of learning and development including supervision, feedback, work 

environment / culture, and, perhaps most importantly, exposure to patients. Patient contact early 
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on in education can serve to develop, for example, communication skills and empathy,
113

 clinical 

knowledge,
112

 and clinical reasoning.
114

 The current pharmacy pre-registration manual, available 

online, notes that the pre-registration year is about “progressing from ‘shows how’ to ‘does’ – from 

the classroom to the real world.”
295

 Based on Miller’s triangle,
296

 trainees are required to 

demonstrate competence and achieve performance standards during pre-registration training 

through ‘showing’ or ‘doing’.  The integration between what is learnt in the university setting and 

what is involved in practising in the practice setting are disassociated which can be problematic. 

As noted by Wright et al. (p.4),
297

 ‘too sharp a distinction between theory and practice in training 

often results in problems of application and a lack of understanding of the contexts of the 

professional action. It is one thing to know and another to do.’ The integration of pre-registration 

training into the curriculum, as proposed in a five year integrated degree,
247

 should facilitate the 

integration of theory and practice to work harmoniously in socialising trainees into the profession 

whilst allowing them to apply what they learn in the university setting in practice.  

An integrated approach to the MPharm degree is not a new concept to pharmacy in the UK, as  a 

five-year ‘sandwich’ programme has been in place at Bradford University for approximately 40 

years.
298

 Whilst the five-year sandwich programme offered by Bradford University is not fully 

integrated, because the two six month work-based training placements are distinct from the 

university-based education,
247

 this ‘intercalated’ approach to delivering the MPharm can serve to 

bridge university- and work-based learning more closely. Anecdotal evidence suggests this 

system has many strengths in producing highly competent pharmacists with an appreciation of 

both theory and practice during the five years as university education and practical experience are 

interlaced. 

5.7.2 Ensure consistency in training experiences 

Ensuring there is consistency in the pre-registration experiences is important given that NQPs can 

go on to practise in a different sector from where pre-registration training is completed. It is 

recognised that the individual experiences of trainees will differ during pre-registration training as 

there are many factors that feed into this. The individualistic nature of the development and  

socialisation process exudes from descriptions surrounding this, such as that of Merton when 

describing the process in relation to medical students (p.287)
84

: 

“Socialization takes place primarily through social interaction with people who 
are significant for the individual – in the medical school, probably with faculty 
members above most others, but importantly also with fellow-students, with 
the complement of associate personnel (nurses, technicians, caseworkers 
etc.), and with patients. Since the patterns of social interaction of medical 
students with these others are only similar and not identical, the variations 
result in different kinds of medical men emerging from what may at first seem 
to be the ‘same’ social environment.” 

Such characterisations of the socialisation process accept that experiences will differ as patterns 

of interactions differ. Though this may be true, the environments in which trainees undertake pre-

registration training in pharmacy are quite different, particularly between community and hospital 

pharmacy, and considerable differences in training experiences were highlighted. The day-to-day 
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tasks incumbent on trainees and NQPs differed between community and hospital pharmacy, as 

did the work environment in general. The process of professional socialisation into the pharmacy 

profession, and associated development of professional knowledge and skills, seemed to differ 

because of the distinct differences between the two sectors. With issues of consistency and 

standardisation in pre-registration training, it is worth considering how it could be more 

standardised. Perhaps more could be done to ensure pre-registration training premises are more 

closely aligned to offer trainees a similar experience. The current application and approval 

process for pre-registration training premises managed by the GPhC
299

  may need to be more 

robust to ensure training sites are fit for purpose.   

In Scotland there are standardised elements of pre-registration training in pharmacy as noted on 

their website
300

: 

“The [pre-registration pharmacist scheme] does not seek to train hospital pre-
reg trainees to work in hospital pharmacy, nor community based trainees to 
become community pharmacists - but rather, prepare pharmacists for 
registration, with the knowledge and skills defined in the Performance 
Standards, and able to deliver pharmaceutical services in either sector in NHS 
Scotland.” 

As part of the scheme, trainees participate in distance learning and local support events which 

feature the following
300

: 

 a statement on the organisation and delivery of workplace training, and the assessment of 

this, to ensure that the needs of the GPhC and NES are met 

 a programme of core direct learning events and a number of specified distance learning 

packs all of which must be attended / completed by all pre-registration trainee 

pharmacists in the pre-registration pharmacist scheme (PRPS) 

 a practice registration examination to be undertaken by all pre-registration trainee 

pharmacists in the PRPS 

 a First Aid training course organised by NES to be undertaken by all pre-registration 

trainee pharmacists in the PRPS 

 a period of cross sector experience to be undertaken by all pre-registration trainee 

pharmacists in the PRPS 

 a project on personal development to be undertaken by all pre-registration trainee 

pharmacists in the PRPS which may include a specialist placement with specific learning 

outcomes 

A more centralised system in place such as this could mitigate some of the differences that may 

be experienced by trainees, however, it is not yet known how successful this programme is 

compared to programmes in the rest of the UK.  Additionally, whilst there is some standardisation 

with some elements of pre-registration training in Scotland the in-house training delivered cannot 

be said to be standardised and may differ across various settings. 
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5.7.3 Improve training and support for staff involved in trainee 
support 

Given their central role in pre-registration training, the training and support available to pre-

registration tutors should be reconsidered as should the requirements of becoming a tutor. 

Currently, to become a pre-registration tutor one must be a registered pharmacist who has been 

practising in the sector of pharmacy in which they wish to tutor for three years or more and must 

not be under investigation by the GPhC.
301

 There is little stopping anyone who fulfils these 

requirements becoming a pre-registration tutor. The importance of having strong pre-registration 

tutors appears particularly true within the community environment: generally being a smaller work 

site, the tutor often has more control in monitoring staff behaviour and directing trainees’ learning. 

Thus, community settings can be influenced largely by an individual pharmacist (e.g. a pre-

registration tutor). Although perceptions of tutors from this research were positive in general, 

hospital tutors were rated higher by trainees in a couple areas compared with ratings of 

community tutors. Given the particular importance of community tutors, one would hope such 

differences would not exist or, if they did, would favour community tutors.  

Other research has shown that pre-registration tutors may not be considered good role models by 

some pharmacy pre-registration trainees.
251

 Considering this together with the findings of the 

present research, it would be advisable to provide more training and support to tutors (touching 

upon recommendations from Mills et al.
248

), particularly in understanding the importance of 

instilling professionalism in trainees through regular feedback and / or explicit instruction. The 

finding that tutors may not be involved with the selection of their trainees
124

 is a potential concern, 

as motivation to tutor may be a defining factor in their ability to be an effective role model. Support 

may be lacking in a number of cases as no formal training is provided to tutors by the GPhC, 

although a development resource booklet is available.
302

  Recent developments taking place have 

seen guidance for tutoring being developed which were released in January, 2014.
303

 The 

guidance serves as a supplement to standards of conduct, ethics and performance. It discusses 

initial education and training for pharmacists and pharmacy technicians and tutoring roles;  core 

requirements of the standards of conduct, ethics and performance; and general guidance to help 

tutors in their role.
303

 However, the content within the guidance goes little beyond what is 

stipulated in the trainee pre-registration manual or tutor development resource (currently being 

revised),
277

 simply stressing the importance of, for example, being a professional role model and 

supporting the trainee. 

Besides tutors, other members of staff such as pharmacy technicians and pharmacy support staff 

had important roles as well, particularly early on in the training year. All staff feed into the work 

environment and social milieu, or ‘hidden curriculum’ and their impact on the trainees’ 

development into a pharmacist cannot be underestimated. However, the awareness or recognition 

of their important role in supporting trainees appears limited given that they may not be assigned 

any specific role (e.g. mentor; assessor) or be given specific responsibilities in supporting 

trainees. It is important for staff to be aware of their effect on neophyte learners such as pre-
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registration trainees and provide support to them if they take on tutoring-related responsibilities – 

which appeared commonplace, particularly in hospital pharmacy.  

Ensuring that staff are aware of their important role and are trained and supported for this is 

challenging, particularly when some environments – namely, hospitals – have numerous staff 

from different disciplines whose behaviour may be hard to govern. The flipside of this is that there 

are more potential role models present within the larger hospital environment. However, this is not 

to say more is better, because it would seem the issue is more about quality than quantity. 

Nevertheless, the opportunities to selectively acquire the knowledge attitudes behaviours
84

 from a 

variety of role models appears greater in hospital where there was much involvement from other 

pharmacists in supervising and supporting trainees. However, it is not clear how prepared these 

various pharmacists were for their role in engaging with trainees who will benefit from active role 

modelling, encouragement and feedback to support their learning.  

5.7.4 Set explicit standards relating to elements of 
professionalism and improve assessment strategies 

An emphasis on professionalism, explicitly and comprehensively, appears to be lacking during 

pre-registration training. For example performance standard A1.1,
304

 ‘Behave in a manner 

consistent with membership of the profession’, is open to interpretation. If professional behaviours 

are to be assessed as part of a portfolio of evidence to achieve performance standards, there may 

need to be more explicit standards in place. These can be given with clear examples, perhaps 

utilising vignettes, which can describe practice scenarios clearly and can stimulate reflection on 

professionalism.
305

 A portfolio is useful compared to one-off assessments which may only provide 

a snapshot of a trainee’s ability.
297

 However, the main summative assessment in the pre-

registration year rests with the pre-registration assessment. This assessment tests knowledge 

and understanding and not performance (i.e. the ‘does’ element of Miller’s triangle
296

 is absent) or 

professional behaviour. Thus, the ability of an individual to demonstrate professionalism is judged 

primarily by the colleagues surrounding them and high standards may not be stressed; ‘sufficient’, 

rather than ‘exemplary’ professionalism, may be the goal. The subjective judgement of 

appropriate levels and demonstration of professionalism, without clearly defined standards and 

appropriate assessment, rests on opinions of staff. This may be problematic. For example, in 

community pharmacy a trainees performance and behaviours may only be witnessed and judged 

by few, primarily by the pre-registration tutor who is responsible for signing off the trainee as 

performing as ‘satisfactory
306

’ and demonstrating competence in different areas.
131

 Pre-

registration tutors in both sectors may be unconsciously incompentent and thus not be aware of 

issues with their own professionalism, let alone their trainee’s professionalism. 

Assessing professionalism is important when striving for high standards which is becoming 

increasingly important for the profession.
9
 In order to instil professionalism and monitor the 

progress of professional behaviours during pre-registration training, more robust assessment and 

feedback mechanisms may need be put in place. At present the pre-registration tutor makes acts 

as the main assessor, making judgements on a trainee’s competence and professionalism, as 
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well as taking on a supportive mentorship role that involves providing feedback. The tension 

between being an assessor and mentor that pre-registration tutors face was touched upon in the 

present study and has been noted as a challenge for tutors in a previous survey which included 

trainees and tutors.
307

 Consideration should be given to easing the conflict in roles facing tutors in 

order to develop a more robust system of assessment and feedback; this problem is arguably 

most challenging in community where pre-registration tutors have a more central role tutoring 

trainees; in hospital other pharmacists have opportunities to either assess or provide formative 

feedback.  

Assessing professionalism can be challenging, however, a number of methods are available to do 

this.
179

 It is worth considering a range of methods to assess behavioural professionalism and 

overall performance, and this could take the form of observational assessments such as OSCEs, 

or similar. In a 2002 survey, John et al.
122

 found that more than two-thirds of pharmacy pre-

registration trainees agreed that an OSCE would be a very useful part of the assessment during 

the pre-registration year and that it would help assess whether trainees were ready to practise as 

pharmacists. Whilst the questions did not focus specifically on the assessment of 

professionalism,
122

  the use of OSCEs as an assessment tool appears to be well received, and 

OSCEs can be used as a means to assess professionalism.
179

  

Whilst the assessment of professionalism during pre-registration is clearly important in order to 

raise standards, it is also important to consider assessing potential candidates wishing to pursue 

pharmacy as a profession on dimensions of professionalism prior to admission onto an MPharm 

programme. Ensuring that those who enter pharmacy training programmes have the right values 

and attitudes at the heart of professionalism, which lead to the demonstration of professional 

behaviours, seems of critical importance. Considering that the inculcation of values and attitudes 

that can occur during early (primary) socialisation during one’s upbringing, it would appear 

important that schools of pharmacy are attracting candidates with the values and attitudes in line 

with the profession. The importance of values based recruitment has been recognised following a 

mandate to Health Education England from the Department of Health,
308

 which stresses the 

importance of recruiting and training staff with the right values and behaviours to deliver high 

quality patient care. Health professions such as pharmacy will have to respond accordingly. 

5.7.5 Concluding comments 

The professionalism of a future pharmacist is contingent upon many factors, stemming from 

upbringing, education and practice. As such it is imperative to select pharmacy students that 

possess the right attitudes and behaviours, foster these during education and training, and 

recognise and promote their importance so pharmacists can strive for exemplary professionalism 

in their practice.  
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Appendix 1: Hammer et al.(2000) questionnaire: Items used 
to define and measure behavioural professionalism  

 

INSTRUCTIONS: 

Rate your student on the following items using the rating system described below.  A rating of 3 
should serve as the starting point.  If you feel your student performed satisfactorily, “average,” or 
met minimum requirements for a particular item, rate that student a “3” for that item.  If a student 
demonstrated above average or excellent performance for a particular item, rate that student a 
“4” or “5,” respectively.  Conversely, if a student performed below average or unsatisfactorily on 
a particular item, that student should rate a “2” or “1,” respectively.  If you have no basis for 
judgment on a particular item, use the “N” rating.  Base your ratings on your overall impressions 
of your student’s behavior during this rotation. 

 
 
 
 
 
 
 
 
 
 
 
 
 

1. Student is reliable and dependable, i.e., can be counted on to fulfill 

responsibilities and meet expectations. 

5 4 3 2 1 N 

2. Student practices personal hygiene, i.e., maintains personal health and 

grooming habits acceptable to practice setting. 

5 4 3 2 1 N 

3. Student produces quality work, i.e., tasks and assignments are 

complete, accurate, and meet their respective objectives. 

5 4 3 2 1 N 

4. Student is empathic, i.e., demonstrates appreciation of others’ positions; 

attempts to identify with others’ perspectives; demonstrates consideration 
towards others. 

5 4 3 2 1 N 

5. Student behaves in an ethical manner, i.e., acts in patients’ best 

interests; acts in accord with the profession’s and/or practice site’s code 
of ethics. 

5 4 3 2 1 N 

6. Student communicates articulately, i.e., clearly communicates 

thoughts; uses appropriate terminology and vocabulary for intended 
audience. 

5 4 3 2 1 N 

7. Student is punctual, i.e., arrives at practice site and meetings early or on 

time; meets deadlines for completion of tasks and responsibilities. 

5 4 3 2 1 N 

8. Student uses time efficiently, i.e., allocates and utilizes appropriate 

amounts of time to fulfill responsibilities; utilizes others’ time wisely. 

5 4 3 2 1 N 

9. Student is self-directed in undertaking tasks, i.e., after initial 

instruction of tasks/assignments/responsibilities, initiates activities to 
complete them; self-motivated; functions independently; seeks additional 
tasks after completing originals. 

5 4 3 2 1 N 

Rating descriptor guides: 

5 = Student demonstrated excellent skills in this area; was extremely effective and/or very 

consistent (could serve as a model). 

4 = Student demonstrated very good skills in this area; was above average in effectiveness and/or 
consistency. 

3 = Student demonstrated satisfactory skills in this area; was generally effective and/or consistent 

but needs some improvement (appropriate for this level). 

2 = Student needs improvement in this area; was somewhat ineffective and/or inconsistent. 

1 = Student needs significant improvement in this area; was ineffective and/or inconsistent 
(performance was unsatisfactory). 

N = Not enough evidence to evaluate. 
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10. Student maintains confidentiality, i.e., engages in discussions or other 

activities involving patient- and/or site-specific information for purposes of 
fulfilling professional responsibilities only; maintains confidential nature of 
patient- and/or site-specific documents. 

5 4 3 2 1 N 

11. Student is respectful, i.e., demonstrates regard for patients, superiors, 

colleagues, other personnel, and property; acts in a manner that shows 
recognition that he/she is a guest at the practice site as a professional 
student. 

 

5 4 3 2 1 N 

12. Student communicates using appropriate body language, i.e., utilizes 

gestures and mannerisms that enhance formal and informal 
communication. 

5 4 3 2 1 N 

13. Student demonstrates accountability, i.e., holds oneself liable for 

tasks/duties/responsibilities that he/she is responsible; does not blame 
others for mistakes or mishaps, nor avoids responsibilities. 

5 4 3 2 1 N 

14. Student prioritizes responsibilities effectively, i.e., organizes and 

approaches multiple tasks and assignments in a manner to produce 
desired outcomes. 

5 4 3 2 1 N 

15. Student accepts and applies constructive criticism, i.e., responds 

openly and positively to feedback; modifies behavior if necessary. 

5 4 3 2 1 N 

16. Student puts others’ needs above his/her own, i.e., demonstrates an 

attitude of service by taking the necessary time and actions to help others; 
gives of oneself to benefit others. 

5 4 3 2 1 N 

17. Student is nonjudgmental, i.e., demonstrates an attitude of open-

mindedness towards others and situations; does not “stereotype” others 
or prejudge situations. 

5 4 3 2 1 N 

18. Student communicates assertively, i.e., actively and appropriately 

engages in dialogue or discussion; not afraid to provide his/her viewpoint. 

5 4 3 2 1 N 

19. Student is an active learner, i.e., seeks knowledge; asks questions; 

searches for information; takes responsibility for own learning. 

5 4 3 2 1 N 

20. Student is cooperative, i.e., non-argumentative; willing and helpful. 5 4 3 2 1 N 

21. Student is diplomatic, i.e., is fair and tactful in all dealings with patients, 

superiors, colleagues, and other personnel. 

5 4 3 2 1 N 

22. Student “follows through” with responsibilities, i.e., if task is left 

incomplete or problem is not resolved, student seeks aid or explains 
situation to parties who can follow-up on task or problem. 

5 4 3 2 1 N 

23. Student wears appropriate attire, i.e., adheres to dress code (written or 

unwritten); attire is acceptable to practice setting. 

5 4 3 2 1 N 

24. Student demonstrates confidence, i.e., acts and communicates in a 

self-assured manner, yet with modesty and humility. 

5 4 3 2 1 N 

25. Student demonstrates a desire to exceed expectations, i.e., goes 

“above and beyond the call of duty;” attempts to exceed minimal 
standards and requirements for tasks/assignments/responsibilities. 

5 4 3 2 1 N 
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Appendix 2: Current arrangements for pre-registration 
training 

This appendix provides an overview of how pre-registration training is delivered, the requirements 

of training for registration as a pharmacist and requirements for training sites and tutors. The 

application process for pharmacy students seeking training places, funding available for pre-

registration training and future arrangements for training are also discussed. Whilst the 

information presented here was obtained through current documentation (i.e. applicable for 

2013/14), there have not been any significant changes since the time the data were collected for 

the programme of work conducted (2011/12).  

It is possible to undertake pre-registration training as part of a five-year degree. Two schools of 

pharmacy currently offer a five-year MPharm degree which incorporate pre-registration training: 

The University of Bradford
1
,
 
which has been established for around 40 years, and The University 

of Nottingham,
2 
which has only recently begun offering an integrated degree. It is also possible to 

undertake pre-registration training following an overseas pharmacists’ assessment programme 

(OSPAP)
3
 degree or a 2 + 2 degree,

4
 the majority of pharmacy students will undertake a four year 

(full time) programme and graduate with an MPharm degree before they enter their pre-

registration training year. The main focus here will be on this form of pre-registration delivery as it 

has been the focus of the programme of work conducted. 

Delivery of pre-registration training following the MPharm degree 

At present, there are 26 schools of pharmacy in the UK that are accredited to offer MPharm 

degrees. A further three universities are provisionally accredited.
5
 Although the GPhC is the 

regulatory body for pharmacy professional in Great Britain it accredits MPharm degrees in Great 

Britain and Northern Ireland (i.e. UK).  

Following completion of the MPharm degree, pharmacy graduates need to complete a year of 

pre-registration training if they wish to go on to register as pharmacists. Whilst the vast majority of 

trainees will undertake their training in a single sector (community or hospital) there are options 

for trainees to undertake a ‘split’ post with six months in hospital and six months in community.
6
 

There is also the possibility to undertake a ‘joint’ post: six months of training in a non-patient 

facing sector (e.g. industry; academia) and six months in community or hospital.
6
  However, only 

very few trainees enrol in such split or joint posts. Community pharmacy is the most common 

place for pre-registration trainees to undertake their pre-registration training; roughly two-thirds of 

trainees completed their pre-registration training in a community pharmacy and one-third were 

training in hospital for the 2013-14 training year (GPhC, data from personal communication, 

March, 2014).  
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Applying for training 

Pharmacy students generally make applications for a pre-registration place during the end of their 

third year of the MPharm degree. Students wishing to undertake their training in community 

pharmacy will make applications to employers directly and will often receive help in making 

applications from their school of pharmacy when doing this.
7
 For those wishing to undertake pre-

registration training in hospital pharmacy in England and Wales there is a central website which 

trainees apply to run by Pharmalife recruitment service.
8
 In Scotland, recruitment for positions in 

community and hospital is done through NHS Education for Scotland (NES).
9
 For trainees wishing 

to undertake pre-registration training as a joint or split programme the terms of employment will 

generally be negotiated between the two employers. 

Trainees are by no means guaranteed a place at their chosen organisation or sector. In fact, 

gaining a pre-registration place will likely become more competitive with the rise of student 

numbers – which are not capped – and graduates may not train in their desired organisation, or 

even sector. Concerns over rising student numbers and associated implications have been raised 

in recent publications by Higher Education Funding Council for England (HEFCE) and Health 

Education England (HEE),
10

 Centre for Workforce Intelligence
11

 and the British Pharmaceutical 

Students’ Association (BPSA)
12

 This may be a particular concern given that places for pre-

registration are not secure, particularly in community pharmacy where employers are under no 

obligation to recruit a set number of trainees each year. 

Requirements of pre-registration training prior to registration as a 

pharmacist 

If done full-time (i.e. 35-45 hours per week), pre-registration training takes a minimum of 52 

weeks.
13

 A ‘pre-registration tutor’ will need to act as a supervisor for the pre-registration trainee 

during the year.
13

  Throughout the year, trainees need to compile evidence that demonstrate 

competence across 76 performance standards relating to personal effectiveness, interpersonal 

skills and medicines and health.
14

 Performance standards are signed off by pre-registration tutors 

throughout the year. In addition, the completion of 13-weekly progress reviews
15

 at weeks 13,26 

and 39, where trainees are signed off as satisfactory or unsatisfactory by their tutor, must be 

completed. A final declaration, at the end of the training year (week 49) must also be signed off by 

the tutor.  

Trainees must also complete a registration assessment which they are eligible to sit following a 

‘satisfactory’ sign off at 39 weeks.
16

 The registration assessment consists of a closed book and an 

open book multiple choice exam. Trainees must score 70% across both papers; a minimum of 

70% in calculation questions is required. Trainees are allowed three attempts to pass the 

assessment.
16
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Following successful completion of training through receiving satisfactory sign offs, achieving all 

performance standards and passing the registration assessment, trainees can register as 

pharmacists and practise in any sector. 

Pre-registration training site and tutor requirements 

Organisations wishing to provide pre-registration training must complete an application form and 

submit it to the GPhC for review
17

 in order for their training site(s) to be approved. The application 

form includes a declaration list where the applicant must confirm, for example, that trainees will 

“be exposed to a sufficient range of clinical services that are patient focussed in order to attain 

competence.”
17

 A training plan must accompany the application which should be outcome based 

and in keeping with modern practice.
17

 Though there is no training plan template, there are 

stipulations for producing one: for example, the plan must be “written in a type written format” and 

the applicant needs to “states the objectives within each area of practice and map the activities to 

the Performance Standards to identify how all 76 standards will be met.” 
17

 

To become a pre-registration tutor one must be a registered pharmacist who has been practising 

in the sector of pharmacy in which they wish to tutor for three years or more and must not be 

under investigation by the GPhC.
18

 If tutors cannot work at least 28 hours over four days per week 

with their trainee(s) the GPhC may approve more than one tutor  (i.e. joint tutoring 

arrangement).
19

  

Funding of pre-registration training 

Community pharmacy employers can apply for a training grant which is currently set at £18,440 

per year for a trainee and is paid to employers by NHS England in arrears.
20

 The grant is not paid 

directly to the trainee and therefore the employer agrees terms with the trainee for their salary 

which may vary across training sites.  In hospital, the Department of Health provides Multi 

Professional Education and Training (MPET) funding which is allocated to the Local Education 

and Training Boards by HEE.
21

 Hospital trainees are salaried on Band 5 of the nationally agreed 

NHS salary scale. 
22

 The basic salary of a pre-registration trainee was £21,388 per year in April 

2013. Additional salary allowance may be provided to trainees in certain regions (London and 

South East England).
22

 If a trainee undertakes training as a joint or split programme the funding 

for the trainee is usually negotiated between the two employers.  

Future arrangements 

A recent discussion paper from the Modernising Pharmacy Careers Programme argued for 

pharmacy education and training to be completed in a five-year integrated degree programme.
23

 

Under these proposals, schools of pharmacy would work closely with employers and be jointly 

responsible for signing off of students’ academic and professional assessments.
23

 The currently 

preferred option for the main practice placements (i.e. integrated pre-registration training) is for 
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one six month placement at the beginning of year 4 and another at the end of year 5, transitioning 

directly into registered practice.
23

 These placements could be managed centrally through a 

system similar to that which is in existence in hospital already.
8, 23

 Quality of placements could be 

managed by a regional pharmacy deanery accountable to the GPhC.
23

 

Changes to funding arrangements for pharmacy education and training will be affected as a result 

of any changes to the current system. HEFCE currently funds pharmacy within the higher 

education institution as a science / laboratory-based subject (band B).
23

 The Modernising 

Pharmacy Careers Programme discussion paper (p.12)
23

 proposed that the five year MPharm 

programme “should be eligible for at least 12 months’ funding as a clinical subject in addition to 

the existing funding as a science-based subject.” Decisions on the future of pharmacy education 

and training are still being discussed. 

 

References 

1. The University of Bradford. Pharmacy (MPharm) 5 years.  2014  [cited 27/02/2014]; 
Available from: http://www.bradford.ac.uk/courses/view/?c=pharmacy-mpharm-5-years. 

2. The University of Nottingham. Pharmacy (with Integrated Pre-registration Scheme) 
MPharm.  2014  [cited 27/02/2014]; Available from: 
http://www.nottingham.ac.uk/ugstudy/courses/pharmacy/mpharm-pharmacy-(with-
integrated-pre-registration-scheme).aspx. 

3. General Pharmaceutical Council. Overseas pharmacists' assessment programme.  2014  
[cited 08/03/14]; Available from: 
http://www.pharmacyregulation.org/education/pharmacist/overseas-pharmacists-
assessment-programme. 

4. General Pharmaceutical Council. MPharm 2+2.  2014  [cited 25/02/2014]; Available from: 
http://www.pharmacyregulation.org/education/pharmacist/mpharm-22. 

5. General Pharmaceutical Council. Accredited MPharm degrees.  2014  [cited 18/02/2014]; 
Available from: http://www.pharmacyregulation.org/education/pharmacist/accredited-
mpharm-degrees. 

6. General Pharmaceutical Council. Pre-registration Manual: 4.4 Deciding where and how to 
train.  2014  [cited 26/02/2014]; Available from: 
http://www.pharmacyregulation.org/deciding-where-and-how-train. 

7. Bukhari, N. The Pre-registration Interview. 2007. London: Pharmaceutical Press. 

8. Service, N.-P.R. NHS Pre-registration Trainee Pharmacist Training.  2014  [cited 
28/02/2014]; Available from: http://www.pharmalife.co.uk/. 

9. NHS Education for Scotland. Pre-Registration Pharmacist Scheme.  2013; Available from: 
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/pharmacy/pre-
registration-pharmacist-scheme.aspx. 

10. Higher Education Funding Council for England and Health Education England. Ensuring a 
sustainable supply of pharmacy graduates - proposals for consultation (first stage).  2013  
[cited 12/03/2014]; Available from: 
http://www.hefce.ac.uk/media/hefce/content/pubs/2013/201319/HEFCE_2013_19.pdf. 

11. Centre for Workforce Intelligence. A strategic review of the future pharmacist workforce: 
Informing pharmacist student intakes.  2013  [cited 12/03/2014]; Available from: 
http://www.cfwi.org.uk/publications/a-strategic-review-of-the-future-pharmacist-
workforce/@@publication-detail. 

http://www.bradford.ac.uk/courses/view/?c=pharmacy-mpharm-5-years
http://www.nottingham.ac.uk/ugstudy/courses/pharmacy/mpharm-pharmacy-(with-integrated-pre-registration-scheme).aspx
http://www.nottingham.ac.uk/ugstudy/courses/pharmacy/mpharm-pharmacy-(with-integrated-pre-registration-scheme).aspx
http://www.pharmacyregulation.org/education/pharmacist/overseas-pharmacists-assessment-programme
http://www.pharmacyregulation.org/education/pharmacist/overseas-pharmacists-assessment-programme
http://www.pharmacyregulation.org/education/pharmacist/mpharm-22
http://www.pharmacyregulation.org/education/pharmacist/accredited-mpharm-degrees
http://www.pharmacyregulation.org/education/pharmacist/accredited-mpharm-degrees
http://www.pharmacyregulation.org/deciding-where-and-how-train
http://www.pharmalife.co.uk/
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/pharmacy/pre-registration-pharmacist-scheme.aspx
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/pharmacy/pre-registration-pharmacist-scheme.aspx
http://www.hefce.ac.uk/media/hefce/content/pubs/2013/201319/HEFCE_2013_19.pdf
http://www.cfwi.org.uk/publications/a-strategic-review-of-the-future-pharmacist-workforce/@@publication-detail
http://www.cfwi.org.uk/publications/a-strategic-review-of-the-future-pharmacist-workforce/@@publication-detail


214 

 

12. British Pharmaceutical Students’ Association. The imbalance between pre-registration 
training and undergraduate pharmacy student numbers.  2012  [cited 28/02/2014]; 
Available from: 
http://www.bpsa.co.uk/Press_Releases/BPSA_Student_Numbers_Discussion_Paper_-
_17th_July_2012.pdf. 

13. General Pharmaceutical Council. Pre-registration Manual: 3. Becoming a pharmacist in 
Great Britain.  2014  [cited 03/03/2014]; Available from: 
http://www.pharmacyregulation.org/becoming-a-pharmacist. 

14. General Pharmaceutical Council. Pre-registration manual: 7. The performance standards.  
2014  [cited 06/03/2014]; Available from: 
http://www.pharmacyregulation.org/performance-standards. 

15. General Pharmaceutical Council. Pre-registration Manual: 7.10 Observed evidence.  2014  
[cited 04/03/2014]; Available from: http://www.pharmacyregulation.org/observed-
evidence. 

16. General Pharmaceutical Council. Pre-registration Manual: 8. The registration assessment 
(the exam).  2014  [cited 05/03/2014]; Available from: 
http://www.pharmacyregulation.org/registration-assessment-exam. 

17. General Pharmaceutical Council. Application for Approval for the Provision of Pre-
registration Training 2013.  2014  [cited 01/03/2014]; Available from: 
http://www.pharmacyregulation.org/sites/default/files/Application%20for%20Provision%20
of%20Pre-Reg%20Training%202013.pdf. 

18. General Pharmaceutical Council. Pre-registration training - tutors.  2014  [cited 
01/03/2014]; Available from: http://www.pharmacyregulation.org/education/pharmacist-
pre-registration-training/tutors. 

19. General Pharmaceutical Council. Pre-registration manual: 5. Pre-registration tutors.  2014  
[cited 01/03/2014]; Available from: http://www.pharmacyregulation.org/pre-reg-tutors. 

20. Pharmaceutical Services Negotiating Committee. Pre-Registration Training Grant.  2014  
[cited 01/03/2014]; Available from: http://psnc.org.uk/funding-and-statistics/pre-
registration-training-grant/. 

21. Health Education England. Financial Planning.  2014  [cited 02/03/2014]; Available from: 
http://hee.nhs.uk/work-programmes/resources/. 

22. Service, N.-P.R. Hospital Pharmacy Pre-registration - Salary.  2014  [cited 02/03/2014]; 
Available from: 
http://www.pharmalife.co.uk/browsehospitals/menu/id/Mzg3/menutitle/SG9zcGl0YWwgU
Ghhcm1hY3kgUHJlLXJlZ2lzdHJhdGlvbg==. 

23. Smith, A. and Darracott, R. Modernising Pharmacy Careers Programme - Review of 
Pharmacist Undergraduate Education and Pre-registration Training and Proposals for 
Reform: Discussion Paper. 2011. London: Medical Education England. 

 

 

 

 

 

  

http://www.bpsa.co.uk/Press_Releases/BPSA_Student_Numbers_Discussion_Paper_-_17th_July_2012.pdf
http://www.bpsa.co.uk/Press_Releases/BPSA_Student_Numbers_Discussion_Paper_-_17th_July_2012.pdf
http://www.pharmacyregulation.org/becoming-a-pharmacist
http://www.pharmacyregulation.org/performance-standards
http://www.pharmacyregulation.org/observed-evidence
http://www.pharmacyregulation.org/observed-evidence
http://www.pharmacyregulation.org/registration-assessment-exam
http://www.pharmacyregulation.org/sites/default/files/Application%20for%20Provision%20of%20Pre-Reg%20Training%202013.pdf
http://www.pharmacyregulation.org/sites/default/files/Application%20for%20Provision%20of%20Pre-Reg%20Training%202013.pdf
http://www.pharmacyregulation.org/education/pharmacist-pre-registration-training/tutors
http://www.pharmacyregulation.org/education/pharmacist-pre-registration-training/tutors
http://www.pharmacyregulation.org/pre-reg-tutors
http://psnc.org.uk/funding-and-statistics/pre-registration-training-grant/
http://psnc.org.uk/funding-and-statistics/pre-registration-training-grant/
http://hee.nhs.uk/work-programmes/resources/
http://www.pharmalife.co.uk/browsehospitals/menu/id/Mzg3/menutitle/SG9zcGl0YWwgUGhhcm1hY3kgUHJlLXJlZ2lzdHJhdGlvbg==
http://www.pharmalife.co.uk/browsehospitals/menu/id/Mzg3/menutitle/SG9zcGl0YWwgUGhhcm1hY3kgUHJlLXJlZ2lzdHJhdGlvbg==


215 

 

Appendix 3: NHS ethics approval letter to conduct research 
for work stream 1  

 

 

 



216 

 

 

 

 

 

 



217 

 

 

 

 

  



218 

 

Appendix 4: Participant information sheet (trainees) 

 

 

 

 

 

 

PARTICIPANT INFORMATION SHEET 

 

Exploring the process of professionalisation during the pre-registration training year in 

pharmacy 

 

Introduction 

You are being invited to take part in a research study. Before you decide whether to take part, it 

is important for you to understand why the research is being carried out and what it involves for 

you. Please take time to read the following information carefully. Discuss it with others if you 

wish. If there is anything that is not clear or if you would like to receive more information, please 

feel free to contact the chief investigator (Sam Jee) on 0161 275 1807 or at 

sam.jee@postgrad.manchester.ac.uk. Take time to decide whether or not you wish to take part. 

Thank you for reading this information sheet. 

 

What is this study about? 

In order for pharmacists to provide good quality, patient-centred care to patients they require a 

set of skills, attitudes and behaviours that are associated with professionalism and acting 

‘professionally’. Many of the skills, attitudes and behaviours related to professionalism that 

pharmacists possess can be acquired through practice-based experience during the pre-

registration training year. At present, not enough is understood about professionalisation (the 

process whereby trainees develop the competencies, attitudes and behaviours of a professional 

pharmacist) during pre-registration training. Therefore, research is needed to address this gap in 

research and explore the different factors that are associated with this process of 

professionalisation throughout the pre-registration year. Exploring elements of professionalism 

and their development in trainees during the pre-registration year will improve our understanding 

of how professionalism is developed and changes through time and how it can be instilled within 

pre-registration trainees.  

 

What is the purpose of this study? 

This study aims to explore the process of professionalisation in trainees during the pre-

registration year in pharmacy. This study is being undertaken for educational purposes, as part of 

my PhD degree. 

mailto:sam.jee@postgrad.manchester.ac.uk
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Why have I been chosen? 

You have been chosen to take part in this study as you are a pre-registration trainee who has 

completed the MPharm degree and are currently undertaking pre-registration training in 

community or hospital pharmacy.  We therefore feel you have the necessary knowledge and 

expertise to contribute to this research. 

What will I have to do if I take part? 

If you decide to take part in this study, you will take part in four interviews and complete four 

brief questionnaires during the course of the pre-registration training year.  

The first interview will take place at the beginning of the training year with the subsequent three 

interviews taking place every four months after this. You will be provided with an outline of the 

topics that will be discussed so that you can think about them before you take part in the 

interview. The interview questions will touch upon your progress and professionalism during the 

pre-registration year. The interviews will be held at a convenient location or may be conducted 

over the telephone if necessary. Interviews will last for approximately 30-60 minutes. With your 

permission, the interviews will be sound recorded, transcribed and analysed. On transcription, the 

information will be anonymised. If you do not wish to be sound recorded, please indicate this to 

the chief investigator; you can still participate and he will simply take notes during the interviews. 

You will also be asked to complete four brief questionnaires around the same time as the 

interviews and each questionnaire should take approximately 10 minutes to complete. The 

questions on the questionnaire ask you to rate yourself between 1 (needs significant 

improvement) and 5 (excellent) on a number of professional behaviours. 

You will receive a £40 voucher and will be reimbursed for any travel expenses you incur for taking 

part in this study. 

Information about you and your progress and professionalism during the pre-registration may 

also be discussed in two interviews and in two questionnaires with your pre-registration tutor. 

The interviews/questionnaires your tutor undertakes would be very similar to the interviews and 

questionnaires you complete, except the tutor will be asked to give answers in relation to your 

progress and professionalism during the training year from their perspective. Though you would 

not need to directly take part in these interviews/questionnaires, it is important that you would be 

happy for your tutor to discuss your progress and professionalism and that you give you consent 

for your tutor to take part in these interviews and complete the questionnaires. 

 

Are there any risks or benefits to taking part? 

It is hoped that participants will benefit from the process of reflection involved in the study and 

its relevance to lifelong learning. There are no anticipated risks to taking part in this study. 

 

Will information about me remain confidential? 

All information obtained from you or your pre-registration tutor will be kept strictly confidential. 

The exception to this is if there is discussion of seriously unsafe practices which have the 

potential to cause harm to patients and/or staff. Should this situation arise, these issues will be 

raised with the interviewee in the first instance. The interviewer, after discussing the case with 

his supervisory team, may have to break confidentiality and inform the pre-registration tutor and 

relevant authority if necessary. Should this occur, we will discuss the matter with you, making it 

clear what is being done to address the situation. 
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To ensure data about you is confidential, data will be anonymised and securely stored. Your 

personal details will not be used in any analysis of data. Any personal identifiable information will 

be destroyed when it is no longer needed for correspondence and other anonymised research 

data will be destroyed approximately five years after the last publication of the anonymised 

research findings take place. The study will respect confidentiality of others and you will be asked 

not to mention patients or colleagues by name. If any of these details are mentioned they will be 

promptly removed from the transcripts of the interview data. 

 

Do I have to take part? 

No. It is up to you to decide whether or not to take part. If you decide to take part you are still 

free to withdraw from the study at any time, and without giving a reason. It is perfectly 

acceptable to refuse to take part in this study or withdraw at any time without any personal or 

professional detriment. Your participation or non-participation will not be disclosed to anyone. 

 

What if there is a problem? 

If you have any concerns about any aspect of this study, you should speak with the chief 

investigator who will do his best to answer your questions (see contact details at the end of this 

form).  

You may also wish to contact a member of the supervisory team: 

Dr Ellen Schafheutle 

School of Pharmacy and Pharmaceutical 

Sciences 

First floor, Stopford Building 

The University of Manchester 

M13 9PT 

 

Telephone: 0161 275 7493 

Email: ellen.schafheutle@manchester.ac.uk 

Professor Peter Noyce 

School of Pharmacy and Pharmaceutical 

Sciences 

First floor, Stopford Building 

The University of Manchester 

M13 9PT 

 

Telephone: 0161 275 2342 

Email: peter.noyce@manchester.ac.uk 

If you remain unhappy and wish to complain formally, you can contact the University Research 

Office on 0161 275 2743. This contact is independent of the chief investigator and his 

supervisors.  

 

Who has organised the study? 

The study has been organised and funded by the School of Pharmacy & Pharmaceutical Sciences 

and the Centre for Pharmacy Workforce Studies at The University of Manchester. 
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Who has reviewed the study? 

This study has been approved by the Newcastle and North Tyneside Research Ethics 

Proportionate Review Sub-Committee and The University of Manchester. 

 

What do I do next? 

Contact the chief investigator (Sam Jee) to demonstrate your interest in taking part in this 

research and to arrange an interview. It would be appreciated if you could also return a 

completed consent form. 

 

Contact details for further information 

If you wish to ask any questions about this study before deciding to take part, please do not 

hesitate to contact me: 

 

Sam Jee 

Centre for Pharmacy Workforce Studies  

1st Floor, Stopford Building 

University of Manchester 

Oxford Road, Manchester 

M13 9PT 

 

Telephone: 0161 275 1807 

Email: sam.jee@postgrad.manchester.ac.uk 

 

Thank you once again for taking the time to read through this information and 

considering taking part in this study. 
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Appendix 5: Participant information sheet (tutors) 

 

  

 

 

PARTICIPANT INFORMATION SHEET 

 

 

 

Exploring the process of professionalisation during the pre-registration training 

year in pharmacy 

 

Introduction 

You are being invited to take part in a research study. Before you decide whether to take part, it 

is important for you to understand why the research is being carried out and what it involves for 

you. Please take time to read the following information carefully. Discuss it with others if you 

wish. If there is anything that is not clear or if you would like to receive more information, please 

feel free to contact the chief investigator (Sam Jee) on 0161 275 1807 or at 

sam.jee@postgrad.manchester.ac.uk. Take time to decide whether or not you wish to take part. 

Thank you for reading this information sheet. 

 

What is this study about? 

In order for pharmacists to provide good quality, patient-centred care to patients they require a 

set of skills, attitudes and behaviours that are associated with professionalism and acting 

‘professionally’. Many of the skills, attitudes and behaviours related to professionalism that 

pharmacists possess can be acquired through practice-based experience during the pre-

registration training year. At present, not enough is understood about professionalisation (the 

process whereby trainees develop the competencies, attitudes and behaviours of a professional 

pharmacist) during pre-registration training. Therefore, research is needed to address this gap in 

research and explore the different factors that are associated with this process of 

professionalisation throughout the pre-registration year. Exploring elements of professionalism 

and their development in trainees during the pre-registration year will improve our understanding 

of how professionalism is developed and changes through time and how it can be instilled within 

pre-registration trainees. This study is being undertaken for educational purposes, as part of my 

PhD degree. 

 

 

 

mailto:sam.jee@postgrad.manchester.ac.uk
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What is the purpose of this study? 

This study aims to explore the process of professionalisation in trainees during the pre-

registration year in pharmacy. This study is being undertaken for educational purposes, as part of 

my PhD degree. 

 

Why have I been chosen? 

You have been chosen to take part in this study as you are a pre-registration tutor, currently 

acting as a tutor for a pre-registration trainee, and are working in a community or hospital 

pharmacy.  We therefore feel you have the necessary knowledge and expertise to contribute to 

this research. 

 

What will I have to do if I take part? 

If you decide to take part in this study, you will take part in two interviews and complete two 

brief questionnaires during the course of the pre-registration training year.  

The first interview will take place at the beginning of the training year with the second interview 

taking place either six months or twelve months later (i.e. half way through or at the end of the 

training year). You will be provided with an outline of the topics that will be discussed so that you 

can think about them before you take part in the interview. Interview questions will touch upon 

the trainee’s progress in the training year and their professionalism. 

The interviews will be held at a convenient location or may be conducted over the telephone if 

necessary. Interviews will last for approximately 30-60 minutes. With your permission, the 

interviews will be sound recorded, transcribed and analysed. On transcription, the information will 

be anonymised. If you do not wish to be sound recorded, please indicate this to the chief 

investigator; you can still participate and he will take notes during the interviews. 

You will also be asked to complete two brief questionnaires around the same time as the 

interviews and each questionnaire should take approximately 10 minutes to complete. The 

questions on the questionnaire ask you to rate your trainee between 1 (needs significant 

improvement) and 5 (excellent) on a number of professional behaviours. 

You will be reimbursed for reimbursed for any travel expenses you incur for taking part in this 

study. 

 

Are there any risks or benefits to taking part? 

It is hoped that participants will benefit from the process of reflection involved in the study and 

its relevance to lifelong learning. There are no anticipated risks to taking part in this study. 

 

Will information about me remain confidential? 

All information obtained from you or your pre-registration tutor will be kept strictly confidential. 

The exception to this is if there is discussion of seriously unsafe practices which have the 

potential to cause harm to patients and/or staff. Should this situation arise, the interviewer, after 

discussing the case with his supervisory team, may have to break confidentiality and inform the 

relevant authority. Should this occur, we will discuss the matter with you, making it clear what is 

being done to address the situation. 
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To ensure data about you is confidential, data will be anonymised and securely stored. Your 

personal details will not be used in any analysis of data. Any personal identifiable information will 

be destroyed when it is no longer needed for correspondence and other anonymised research 

data will be destroyed approximately five years after the last publication of the anonymised 

research findings take place. The study will respect confidentiality of others and you will be asked 

not to mention patients or colleagues by name. If any of these details are mentioned they will be 

promptly removed from the transcripts of the interview data. 

 

Do I have to take part? 

No. It is up to you to decide whether or not to take part. If you decide to take part you are still 

free to withdraw from the study at any time, and without giving a reason. It is perfectly 

acceptable to refuse to take part in this study or withdraw at any time without any personal or 

professional detriment. Your participation or non-participation will not be disclosed to anyone. 

 

What if there is a problem? 

If you have any concerns about any aspect of this study, you should speak with the researcher 

who will do his best to answer your questions (see contact details at the end of this form).  

You may also wish to contact a member of the supervisory team: 

Dr Ellen Schafheutle 

School of Pharmacy and Pharmaceutical 

Sciences 

First floor, Stopford Building 

The University of Manchester 

M13 9PT 

 

Telephone: 0161 275 7493 

Email: ellen.schafheutle@manchester.ac.uk 

Professor Peter Noyce 

School of Pharmacy and Pharmaceutical 

Sciences 

First floor, Stopford Building 

The University of Manchester 

M13 9PT 

 

Telephone: 0161 275 2342 

Email: peter.noyce@manchester.ac.uk 

If you remain unhappy and wish to complain formally, you can contact the University Research 

Office on 0161 275 2743. This contact is independent of the chief investigator and his 

supervisors.  

 

Who has organised the study? 

The study has been organised and funded by the School of Pharmacy & Pharmaceutical Sciences 

and the Centre for Pharmacy Workforce Studies at The University of Manchester. 

 

Who has reviewed the study? 

This study has been approved by the Newcastle and North Tyneside Research Ethics 

Proportionate Review Sub-Committee and The University of Manchester. 
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What do I do next? 

Contact the chief investigator (Sam Jee) to demonstrate your interest in taking part in this 

research and to arrange an interview. It would be appreciated if you could also return a 

completed consent form. 

 

Contact details for further information 

If you wish to ask any questions about this study before deciding to take part, please do not 

hesitate to contact me:  

 

Sam Jee 

Centre for Pharmacy Workforce Studies  

1st Floor, Stopford Building 

University of Manchester 

Oxford Road, Manchester 

M13 9PT 

 

Telephone: 0161 275 1807 

Email: sam.jee@postgrad.manchester.ac.uk 

 

Thank you once again for taking the time to read through this information and 

considering taking part in this study. 
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Appendix 6: Consent form 

 

 

 

 

CONSENT FORM 

 

 

Exploring the process of professionalisation during the pre-registration training year in 

pharmacy 

If you agree with the statements below please place your initials in the box provided 

 

I have read and understood the information sheet   

 

I have had an opportunity to ask questions and discuss   

this study 

 

I have received satisfactory answers to all my questions     

 

I have received enough information about the study            

 

I am happy for details about my training progress and professionalism        

to be discussed anonymously by my pre-registration tutor           

 

I understand that relevant sections of data collected during this study  

may be looked at by individuals from The University of Manchester,  

regulatory authorities or from the NHS Trust, where it is relevant to  

my taking part in this research. I give permission for these individuals to  

have access to my records 
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I understand that I am free to withdraw from the study at any time and  

without giving a reason for withdrawing  without my legal rights  

being affected    

          

I agree to take part in the above study   

 

Participant giving consent: 

 

Name (Please Print)…………..………………………..……………………………. 

 

Signed……………………………………………………………..  Date………………..   

 

Researcher taking consent: 

 

Name (Please Print)…………..………………………..……………………………. 

 

Signed……………………………………………………………..  Date……………….. 

 

 

Please indicate how you would prefer to be contacted to arrange your participation in an 

interview. Please provide your telephone number / email address:  

 

 

 

Telephone: …………………………….              Email: ………………………………………………….. 
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Appendix 7: University ethics approval letter to conduct 
research for work stream 2 
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Appendix 8: Survey invitation letter  

 

 

 

 

 

 

 

Development of professionalism during the pre-registration training year  

 

Dear Pre-registration trainee,  

I am a PhD student and would like to invite you to take part in a study I am conducting. You have 
been selected, from a database of current training premises provided by the General 
Pharmaceutical Council, as you are currently doing your pre-registration training in Great Britain. 

This study aims to examine how professionalism develops during the pre-registration year, 
and how elements of professionalism change as a result of factors such as supervision and 
involvement with patient care. I have undertaken a number of interviews with some of your fellow 
pre-registration trainees on several occasions during the training year which have informed the 
enclosed questionnaire.  The findings from those interviews suggest that many skills related to 
professionalism are developed during the pre-registration training year when trainee pharmacists 
experience (some for the first time) working in practice, and dealing with patients and other 
healthcare professionals. I am now trying to examine this with a much larger number of pre-
registration trainees. 

 

I would really appreciate you spending 15-20 minutes of your time to complete and return the 
enclosed questionnaire which contains sections about yourself, professional behaviours, 
individuals impacting on your development of professionalism and how much you believe you 
have mattered to patients. Please note that by completing and returning the questionnaire you are 
consenting to your responses being included in our study. 

All returned questionnaires will be stored securely, and responses will be transferred and stored 
securely and anonymously on an encrypted computer. Confidentiality will be maintained at all 
times. Your contact details have only been used to contact you now, and for one reminder 
mailing.  Each questionnaire has a unique ID number so that we know who to send a reminder to. 
Findings from this study will be published in a PhD thesis, journal articles and/or conference 
presentations, but your identity will never be disclosed.  This study has been approved by The 
University of Manchester Ethics Committee. 

Please contact me (or my supervisors) if you have any further questions about the study. If you 
agree to take part, we would ask that you complete the questionnaire booklet and send it back to 
us in the FREEPOST envelope provided. Many thanks. 

 

 

 

 

School of Pharmacy and Pharmaceutical Sciences 

The University of Manchester 

1
st
 Floor, Stopford Building  

Oxford Road, Manchester  

M13 9PT 
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Yours sincerely, 

 

 

 

 

Mr Samuel Jee,  

T: 0161 275 1807; E: sam.jee@postgrad.manchester.ac.uk 

 

Supervisors: Dr. Ellen Schafheutle (T: 0161 275 7493; E: ellen.schafheutle@manchester.ac.uk) 
& Professor Peter Noyce (T: 0161 275 2342; E: peter.noyce@manchester.ac.uk)  

 

If there are any issues regarding this research that you would prefer not to discuss with members 
of the research team, please contact the Research Practice and Governance Co-ordinator by 
either writing to 'The Research Practice and Governance Co-ordinator, Research Office, Christie 
Building, The University of Manchester, Oxford Road, Manchester M13 9PL', by emailing: 
Research-Governance@manchester.ac.uk, or by telephoning 0161 275 7583 or 275 8093. 

  

mailto:sam.jee@postgrad.manchester.ac.uk
mailto:ellen.schafheutle@manchester.ac.uk
mailto:peter.noyce@manchester.ac.uk
mailto:Research-Governance@manchester.ac.uk
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Appendix 9: Survey reminder letter  

 

 

 

 

 

 

 

 

 

RE: Development of professionalism during the pre-registration training year in pharmacy 

 

Dear Pre-registration trainee, 

 

I wrote to you recently to invite you to take part in a national survey of pre-registration trainees to 
examine the development of professionalism during the pharmacy pre-registration training year 
and possible factors associated with this. If you have recently completed and sent back the 
questionnaire, my sincerest apologies for sending you this reminder which you can ignore.  

You have been selected, from a database of current training premises provided by the General 
Pharmaceutical Council, as you are currently doing your pre-registration training in Great Britain. 
This study aims to examine how professionalism develops during the pre-registration year 
and how elements of professionalism change as a result of factors such as supervision and 
involvement with patient care. I have undertaken a number of interviews with some of your fellow 
pre-registration trainees on several occasions during the training year which have informed the 
enclosed questionnaire.  The findings from those interviews suggest that many skills related to 
professionalism are developed during the pre-registration training year when trainee pharmacists 
experience (some for the first time) working in practice, and dealing with patients and other 
healthcare professionals. I am now trying to examine this with a much larger number of pre-
registration trainees. 

I would really appreciate you spending 15-20 minutes of your time to complete and return the 
enclosed questionnaire which contains sections about yourself, professional behaviours, 
individuals impacting on your development of professionalism and how much you believe you 
have mattered to patients. Please note that by completing and returning the questionnaire you are 
consenting to your responses being included in our study. 
 
All returned questionnaires will be stored securely, and responses will be transferred and stored 
securely and anonymously on an encrypted computer. Confidentiality will be maintained at all 
times. Each questionnaire has a unique ID number so we can keep track of responses from the 
different training sites. Findings from this study will be published in a PhD thesis, journal articles 
and/or conference presentations, but your identity will never be disclosed.  This study has been 
approved by The University of Manchester Ethics Committee. 

Please contact me (or my supervisors) if you have any further questions about the study. If you 
agree to take part, we would ask that you complete the questionnaire booklet and send it back to 
us in the FREEPOST envelope provided. Many thanks. 

 

 

School of Pharmacy and Pharmaceutical Sciences 

The University of Manchester 

1
st
 Floor, Stopford Building  

Oxford Road, Manchester  

M13 9PT 



232 

 

 

 

Yours sincerely, 

 

 

 

Mr Samuel Jee,  

T: 0161 275 1807; E: sam.jee@postgrad.manchester.ac.uk 

 

Supervisors: Dr. Ellen Schafheutle (T: 0161 275 7493; E: ellen.schafheutle@manchester.ac.uk) 
& Professor Peter Noyce (T: 0161 275 2342; E: peter.noyce@manchester.ac.uk)  

 

If there are any issues regarding this research that you would prefer not to discuss with members of the 
research team, please contact the Research Practice and Governance Co-ordinator by either writing to 'The 
Research Practice and Governance Co-ordinator, Research Office, Christie Building, The University of 
Manchester, Oxford Road, Manchester M13 9PL', by emailing: Research-Governance@manchester.ac.uk, 
or by telephoning 0161 275 7583 or 275 8093. 

  

mailto:sam.jee@postgrad.manchester.ac.uk
mailto:ellen.schafheutle@manchester.ac.uk
mailto:peter.noyce@manchester.ac.uk
mailto:Research-Governance@manchester.ac.uk
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Appendix 10: Trainee interview schedule (round 1) 

Start with brief informal discussion about how pre-registration has been going to break the ice 

and open up conversation.  

First interview will collect basic demographic details & place of MPharm study, details of pre-

registration post, past work experience in pharmacy. 

Trainees’ learning / development that has taken place  

What skills do you think you have learnt and developed since starting your training/ the last 

time we spoke?  

Probe: Anything else? 

(follow with relevant prompts that explore four areas of professionalism: patients, other 

professionals, self, public): 

prompt about patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have you improved in this area since starting pre-registration training/the 

last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with a patient? 

Can you give an example of a time you believe you didn’t deal effectively with a patient? 

What do you believe has contributed most in your  ability to deal with patients? (e.g. 

upbringing, education (MPharm), practice experience) 

prompt about other professionals  

What about dealing effectively with work colleagues/other healthcare professionals (i.e. in 

terms of how patients would expect to be treated), have you improved in this area since 

starting pre-registration training/the last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with another 

colleague/healthcare professional? 

Can you give an example of a time you believe you didn’t deal effectively with another work 

colleague/other professional? 

What do you believe has contributed most in your ability to deal with work colleagues/other 

professionals? (e.g. upbringing, education (MPharm), practice experience) Which people? 

Have you improved in your ability to work with others as part of a team? 

How so? Can you give an example? 

prompt about self/public 
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Have you actively tried to improve your knowledge base and practical skills since starting pre-

registration training/the last time we spoke?  

How so? Can you give an example this? 

Do you believe you try to exceed expectations in working practices? 

How so? Can you give an example? 

Do you believe you dress appropriately for your role as a pharmacy professional? Is this 

important? 

So, no one has made any comments about your how you are dressed?  

Are you punctual - do you show up to work and engagements on time? Is this important? 

So, no one has made any comments about your punctuality? 

Where do you believe you learnt about these (previous 3 questions) aspects of pharmacy 

practice? (e.g. upbringing, education (MPharm), practice) Which people?  

                      _____________________ 

Professionalism is associated with ethical practice and attributes such as building trust and 

respecting confidentiality. Professionalism is also associated with demonstrating values such 

as honesty, empathy, altruism, compassion, and respect in your practice.  

Do you exhibit these values in your day-to-day practice? 

Where do you believe these aspects of professionalism were learnt or developed and how? 

(e.g. upbringing, education (MPharm), practice) Which people? 

Do you think these are important values to have for your job role? 

What is important? 

Do you think anything has prevented or hindered you in developing competencies in these 

various areas of being a pharmacist (i.e. dealing with patients, colleagues/other professionals 

and self improvement and values)? For example, lack of help and support, busy environment, 

lack of motivation 

Work colleagues and learning support during training 

Who do you work with regularly?  

Do you believe your work colleagues possess the attributes values of professionalism we 

discussed and exhibit them in their day-to-day practice? 

Do you believe your work colleagues are able to deal effectively with patients, and work 

colleagues/ other professionals? 

Do you believe your work colleagues possess good knowledge base and practical skills for 



235 

 

their job role? 

Have you ever had a reason to doubt that your work colleagues possess all of these elements 

of professionalism? Can you give an example? 

Do you believe your work colleagues are good role models (i.e. a person looked to by others as 

an example to be imitated)? 

Who would you say have been your role models at work? 

Do you believe that the way your work colleagues conduct themselves at work influences how 

you conduct yourself (i.e. do you try to align your behaviours to those of your colleagues)? 

Who do you think has supported your learning since starting/ the last time we spoke? (e.g. 

tutor, trainer, mentor, other pharmacist, pharmacy technicians, others; probe where necessary) 

Are different members of staff providing support at different times during the training year? 

How have they helped you? 

Do you receive feedback on the work you do? 

If Yes > from who? What kind of feedback? In what form is it given (verbal / written)? Can 

you give an example of an event and feedback given? 

Is this very beneficial for your development? What else do you think is beneficial? 

Do you use any other documents or portfolios besides the pre-registration workbook? 

If Yes > can you describe this/these?  

Do you benefit from having/using any of these?  

What skills have you developed by having this resource? 

Preparedness to practise as a professional pharmacist 

How prepared do you feel to practise as a professional pharmacist at this stage? (By 

professional pharmacist we mean a pharmacist who possesses the attitudes and behaviours 

expected by the profession and can carry out the role professionally – consider the aspects of 

professionalism we have talked about as well) 

What competencies do you believe you are lacking in order to practise as a professional 

pharmacist? 

What competencies do you believe you possess at this stage to practise as a professional 

pharmacist? 

What performance standards have you met and had signed off? 

Are there any that are simple to meet? Which ones? Why? (consider the different units: a) 

personal effectiveness; b) interpersonal skills; c) medicines and health) 
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Are there any that are hard to meet? Which ones? Why? 

How are you achieving your performance standards (e.g. through evidence from various 

people, or mostly observations from tutor)? 

Do you believe the performance standards guide your learning during training?  

Do you think about what you need to know for the registration exam during your training and 

seek out ways to prepare for it during training? 

Do you believe that the registration exam/syllabus guides your learning during training? 

Do you believe the MPharm has helped prepare you to be a professional pharmacist?  

How, in what areas? Give examples 

Do you think prior practice experience has helped prepare you to be a professional 

pharmacist? 

How, in what areas? Give examples 

Has your concept of what professionalism is changed since starting/ the last time we spoke? 

(e.g. in comparison to what you learned about professionalism in the MPharm) 
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Appendix 11: Trainee interview schedule (round 2) 

Trainees’ learning / development that has taken place  

Start out with asking about how the pre-reg year has been going since the last interview 

What kind of things they have been doing at work since the last interview 

What skills do you think you have learnt and developed since the last time we spoke?  

Probe: Anything else? 

(follow with relevant prompts that explore four areas of professionalism: patients, other 

professionals, self, public): 

prompt about patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have you improved in this area since the last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with a 

patient? 

Can you give an example of a time you believe you didn’t deal effectively with a patient? 

What did you learn about from this experience?  

prompt about other professionals  

What about dealing effectively with work colleagues/other healthcare professionals (i.e. in 

terms of how patients would expect to be treated), have you improved in this area since 

starting pre-registration training/the last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with another 

colleague/healthcare professional? 

Can you give an example of a time you believe you didn’t deal effectively with another work 

colleague/other professional? 

What did you learn about from this experience?  

Have you improved in your ability to work with others as part of a team? 

     Do you find yourself delegating tasks? 

prompt about self/public 

Have you improved your knowledge base and practical skills since the last time we spoke?  

We discussed things such as clinical knowledge  

How so? Can you give an example this? (go into a bit more detail about the ‘clinical’ stuff 

they are referring to) 
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     Still get study time? 

Have your responsibilities changed? How would you describe your role now? 

                      _____________________ 

As we’ve discussed before, professionalism is associated with ethical practice and attributes 

such as building trust and respecting confidentiality. Professionalism is also associated with 

demonstrating values such as honesty, empathy, altruism, compassion, and respect in your 

practice.  

Can you think of time/an incident where you think you were able to effectively demonstrate 

these elements of professionalism 

What about the other elements? (list ones not covered in the example) 

Can you think of any incidents that have happened since we last spoke where you 

witnessed these elements of professionalism in practice? – you may not have been 

directly involved yourself 

What did you learn about from this experience?  

Did this have any impact on how you think about these elements of professionalism? 

Have you improved in your ability to exhibit these values in your day to day practice? 

What do you believe has allowed this to happen? 

Is it important to you to strive to exhibit these elements of professionalism? 

If there were no rules/standards in place for your professional behaviour do you think you 

would act differently? 

Has your concept of what professionalism is changed since the last time we spoke? (e.g. in 

comparison to what you learned about professionalism in the MPharm) 

Do you have a stronger appreciation for what professionalism is and why it is important? 

What made this happen? 

Have you faced any conflicts of interest in acting a way you would consider unprofessional due 

to the working environment? (e.g. feeling pressured to do something that may not be in the 

best interest of someone else) 

Do you think anything has prevented or hindered you in developing competencies in these 

various areas of becoming a professional pharmacist (i.e. dealing with patients, 

colleagues/other professionals and self improvement and values)? For example, lack of help 

and support, busy environment, lack of motivation 

Work colleagues and learning support during training 
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Who have you been working with regularly since the last time we spoke? Have the people you 

work with changed? Give reference to the people they mentioned in the first interview  

Do you believe these people you have been working with possess the attributes values of 

professionalism we discussed and exhibit them in their day-to-day practice? 

They are able to deal effectively with patients, and work colleagues/ other professionals? 

They possess good knowledge base and practical skills for their job role? 

Have you ever had a reason to doubt that your work colleagues possess all of these elements 

of professionalism?  

If so, can you give an example? What did you learn from this experience? 

You think these work colleagues are good role models (i.e. a person looked to by others as an 

example to be imitated)? 

Who would you say have been your role models at work? 

Do you believe that the way your work colleagues conduct themselves at work influences how 

you conduct yourself (i.e. do you try to align your behaviours to those of your colleagues)? 

Who do you think has supported your learning since the last time we spoke? (e.g. tutor, trainer, 

mentor, other pharmacist, pharmacy technicians, others; probe where necessary) Reference 

the members of staff mentioned previously (often dispensing staff & tutor) 

How have they helped you? 

Have you been receiving feedback on the work you do? 

If Yes > from who? What kind of feedback (soft vs. hard skills)?  

In what form is it given (verbal / written)? Can you give an example of an event and 

feedback given?  

Preparedness to practise as a professional pharmacist 

How prepared do you feel to practise as a professional pharmacist* at this stage? (By 

professional pharmacist we mean a pharmacist who possesses the attitudes and behaviours 

expected by the profession and can carry out the role professionally – consider the aspects of 

professionalism we have talked about as well) 

What competencies do you believe you are lacking in order to practise as a professional 

pharmacist? 

What competencies do you believe you possess at this stage to practise as a professional 

pharmacist? 

Do you have a better sense of the importance of the MPharm now that you have been working 
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for a bit longer? 

Are you applying some of the things you learnt in the course more now?  

Which aspects? 

What performance standards have you met and had signed off now? 

Are there any that are simple to meet? Which ones? Why? (consider the different units: a) 

personal effectiveness; b) interpersonal skills; c) medicines and health) 

Are there any that are hard to meet? Which ones? Why? 

How have you been achieving your performance standards (e.g. through evidence from various 

people, or mostly observations from tutor)? 

Have the performance standards still been guiding your learning during training? 

 Have you been thinking about the registration exam since the last time we spoke and do 

you seek out ways to prepare for it during training? 

Do you believe that the registration exam/syllabus guides your learning during training? 
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Appendix 12: Trainee interview schedule (round 3) 

Trainees’ learning / development that has taken place  

Start out with asking about how the pre-reg year has been going since the last interview 

What kind of things they have been doing at work since the last interview 

As we’ve discussed before, professionalism is associated with ethical practice and attributes 

such as building trust and respecting confidentiality. Professionalism is also associated with 

demonstrating values such as honesty, empathy, altruism, compassion, and respect in your 

practice.  

You mentioned previously these are important for practice – how so? 

How has pre-registration training made you realise the importance of them?  

How so? Can you give an example of a time that made you realise the importance of 

these elements of professionalism? 

Have you improved in your ability to exhibit these values in your day to day practice? 

What do you believe has allowed this to happen? (e.g. opportunities with patients, help 

from colleagues, etc.) 

Does the way you behave with patients and colleagues reflect how you think you should 

behave or want to behave? (i.e. Has your attitude/internal state changed in relation to these 

elements of professionalism as a result of being in practice during training?) 

How have you learned about these aspects of professionalism during training? (e.g. observing 

and following; explicit instruction; feedback) 

Probe specific elements (ethical practice, building trust and respecting confidentiality, honesty, 

empathy, altruism, compassion, and respect in your practice) 

Is having the opportunity to engage with patients important in learning about these elements of 

professionalism? Do you think you have been provided with sufficient opportunities to do this? 

How important is encountering and dealing with patients in learning and developing these 

elements of professionalism?  

Would you say you have dealt with a variety of patients and scenarios?  

Do people ever state the importance of these aspects? 

Do you get feedback on how you portray these elements of professionalism with people? How 

and in what situations? 

Can you think of time/an incident where you think you were able to effectively demonstrate 

these elements of professionalism 
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What about the other elements? (list ones not covered in the example) 

Can you think of any incidents that have happened since we last spoke where you 

witnessed these elements of professionalism in practice? – you may not have been 

directly involved yourself 

What did you learn about from this experience?  

Did this have any impact on how you think about these elements of professionalism? 

Have you faced any conflicts of interest in acting a way you would consider unprofessional due 

to the working environment? (e.g. feeling pressured to do something that may not be in the 

best interest of someone else) 

What skills do you think you have learnt and developed since the last time we spoke?  

Probe: Anything else? 

prompt about patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have you improved in this area since the last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with a 

patient? 

Can you give an example of a time you believe you didn’t deal effectively with a patient? 

What did you learn about from this experience?  

prompt about other professionals  

Are you working more with anyone in particular now? 

What about dealing effectively with work colleagues/other healthcare, have you improved in 

this area since the last time we spoke?  

How so? Can you give an example of a time you believe you dealt effectively with another 

colleague/healthcare professional? 

Can you give an example of a time you believe you didn’t deal effectively with another work 

colleague/other professional? 

What did you learn about from this experience?  

Have you improved in your ability to work with others as part of a team? 

     Do you find yourself delegating tasks now? 

prompt about self/public 

Have you improved your knowledge base and practical skills since the last time we spoke?  

(We discussed things such as clinical knowledge)  
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How so? Can you give an example this? (go into a bit more detail about the ‘clinical’ stuff 

they are referring to) 

     Study time? Same amount? 

Have your responsibilities changed? How would you describe your role now? 

Do you think anything has prevented or hindered you in developing competencies in these 

various areas of becoming a professional pharmacist (i.e. dealing with patients, 

colleagues/other professionals and self improvement and values)? For example, lack of help 

and support, busy environment, lack of motivation. 

Work colleagues and learning support during training 

Are your work colleagues still exhibiting professional behaviours?  

Any cases where they have / have not? 

Who do you think has supported your learning since the last time we spoke? (e.g. tutor, trainer, 

mentor, other pharmacist, pharmacy technicians, others; probe where necessary) Reference 

the members of staff mentioned previously (often dispensing staff & tutor) 

How have they helped you? 

You talked about your work colleagues being good role models – what makes them good role 

models? 

What have you learnt from them? (probe elements of professionalism) 

Have you been receiving feedback on the work you do? 

If Yes > from who? What kind of feedback (soft vs. hard skills)?  

In what form is it given (verbal / written)? Can you give an example of an event and 

feedback given?  

What role has your pre-registration tutor played in helping you throughout this year? 

Preparedness to practise as a professional pharmacist 

How prepared do you feel to practise as a professional pharmacist at this stage? (By 

professional pharmacist we mean a pharmacist who possesses the attitudes and behaviours 

expected by the profession and can carry out the role professionally – consider the aspects of 

professionalism we have talked about as well) 

What competencies do you believe you are lacking in order to practise as a professional 

pharmacist? 

What competencies do you believe you possess at this stage to practise as a professional 

pharmacist? 
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What about all the professional attitudes and behaviours talked about, do you have these and 

do you think you are able to exhibit them? 

Do you see them as important in being prepared to practice?  

(Most did not mention they were lacking these professional behaviours at the initial stages – so 

how have they changed and why are they important?) 

Do you have a better sense of the importance of the MPharm now that you have been working 

for a bit longer? 

Are you applying some of the things you learnt in the course more now?  

Which aspects? 

Have you been thinking about the registration exam since the last time we spoke and do you 

seek out ways to prepare for it during training? 

Do you believe that the registration exam/syllabus guides your learning during training? 
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Appendix 13: NQP (former trainee) interview schedule 
(round 4) 

Start of interview 

 Cover information about where they are currently working  

 Date when they finished pre-registration training/working at their pre-registration site 

 Date when they started in their current role 

 Get a basic overview/description of current job role 
 

Transition into practising as a pharmacist 

How has the transition from pre-registration training into practising as a pharmacist been? 

What challenges have you faced? 

Did the pre-registration year prepare you well for your current role? 

How so?  (or how did it not?) 

Now that you are working as a pharmacist, is there anything you think should be changed 

about the pre-registration training year to better prepare you for practice?  

Learning / development that has taken place 

We spoke previously about professionalism which is associated with ethical practice and 

attributes such as building trust and respecting confidentiality. Professionalism is also 

associated with demonstrating values such as honesty, empathy, altruism, compassion, and 

respect in your practice...  

Did pre-registration change your views of professionalism at all (e.g whether it is truly important 

for practice; if people you worked with met your expectations of how professionals should 

conduct themselves)? 

Are possessing and demonstrating these elements of professionalism more important in your 

current role? 

How so? (or why not?) 

More so than during pre-registration training? 

What role did the pre-registration training year have in developing these elements of 

professionalism? 

What/who was involved in allowing you to develop in these areas? 

Abilities with patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have you improved in this area since starting in your new role?  
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How so?  

Can you give an example of a time you believe you dealt effectively with a patient since 

starting your new role? 

Can you give an example of a time you believe you didn’t deal effectively with a patient 

since starting your new role? 

Does your current role provide you with more or less opportunities than in pre-registration 

training to improve in this area? 

How so? (or how does it not?) 

How has pre-registration training aided your abilities in this area? 

How so?  

Abilities with colleagues / health care professionals  

What about dealing effectively with work colleagues/other healthcare professionals - have you 

improved in this area since starting your new role?  

How so?  

Can you give an example of a time you believe you dealt effectively with another 

colleague/healthcare professional since starting your new role? 

Can you give an example of a time you believe you didn’t deal effectively with another work 

colleague/other professional since starting your new role? 

Have you improved in your ability to work with others as part of a team? 

How so? Can you give an example? 

Does your current role provide you with more or less opportunities than in pre-registration 

training to improve in this area? 

How so? 

How has pre-registration training aided your abilities in this area? 

How so? 

Self / public 

Have you actively tried to improve your knowledge base and any other practical skills since 

starting your new role?  

How so? How has new role allowed this to happen? 

Can you give an example this since starting your new role? 

Have you had any issues with dress or punctuality? 
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Work environment / colleagues 

Who have you been working with? 

Do you believe these people you have been working with possess the attributes values of 

professionalism we discussed and exhibit them in their day-to-day practice? 

Who would you consider to be good role models (i.e. a person looked to by others as an 

example to be imitated)? 

Why? What have you learned from them? 

Who can you turn to for help?  

Who do you turn to for help? 

Do you feel isolated? 

How does this working environment compare to your working environment during pre-

registration training? 

How is it similar? How is it different? 

Does this working environment have an impact on your working practices (e.g. in dealing 

with patients and carrying out tasks in a different way than in your training site)? 

Do you think anything has prevented or hindered you in developing as a more well-rounded 

professional pharmacist (i.e. dealing with patients, colleagues/other professionals and self 

improvement and values)? For example, lack of help and support, busy environment, lack of 

motivation. 
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Appendix 14: Tutor interview schedule (round 1) 

Start with brief informal discussion about how pre-registration has been going to break the ice 

and open up conversation.  

First interview will collect basic demographic details & details of post, past work experience in 

pharmacy and years of experience; years of being a pre-registration tutor (if applicable) 

Trainees’ learning /development that has taken place 

What skills do you think the pre-registration trainee in your workplace has developed and 

improved in since they started training/ the last time we spoke?  

Probe: Anything else? 

(follow with relevant prompts that explore four areas of professionalism: patients, other 

professionals, self, public): 

prompt about patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have they improved in this area since starting pre-registration training/the 

last time we spoke?  

How so? Can you give an example of a time you believe they dealt effectively with a 

patient? 

Can you give an example of a time you believe they didn’t deal effectively with a patient? 

prompt about other professionals  

What about dealing effectively with work colleagues/other healthcare professionals (i.e. in 

terms of how patients would expect to be treated), have they improved in this area since 

starting pre-registration training/the last time we spoke?  

How so? Can you give an example of a time you believe they dealt effectively with another 

colleague/healthcare professional? 

Have they improved in their ability to work with others as part of a team? 

How so? Can you give an example? 

Can you give an example of a time you believe they didn’t deal effectively with another work 

colleague/other professional? 

prompt about self/public 

Do you think they have actively tried to improve their knowledge base and technical skills since 

starting pre-registration training/the last time we spoke?  
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How so? Can you give an example this? 

Do you believe they have tried to exceed expectations in working practices? 

How so? Can you give an example? 

Do you believe they dress appropriately for their role as a pharmacy professional?  

Are they punctual - do they show up to work and engagements on time? 

                      _____________________ 

Professionalism is associated with ethical practice and attributes such as building trust and 

respecting confidentiality. Professionalism is also associated with demonstrating honesty, 

empathy, altruism, compassion, and respect in your practice
3
.  

Do you believe the trainee exhibits these attributes and values in their day-to-day practice? 

Have you ever had a reason to doubt that the trainee possesses these elements of 

professionalism? Can you give an example? 

Have you witnessed the trainee’s improvement in these areas, or has it been somewhat 

consistent since the trainee started? 

Do you think it is hard to measure and see improvement such aspects of professionalism? 

Do you think these are important values to have for your job role? What is important? 

Work colleagues and learning support during training 

Do you work with the trainee regularly? How often? 

Do you believe that your work colleagues possess the core values of professionalism we 

discussed and exhibit them in their day-to-day practice? 

Do you believe your work colleagues are able to deal effectively with patients, and work 

colleagues/ other professionals? 

Do you believe your work colleagues possess a good knowledge base and practical skills for 

their job role? 

Have you ever had a reason to doubt that your work colleagues possess these elements of 

professionalism? Can you give an example? 

Do you believe you and your work colleagues are good role models (i.e. a person looked to by 

others as an example to be imitated)? 

What help and support have you been providing to the trainee since they started/ the last time 

we spoke?   
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How do you help/support them? 

Do you provide much feedback on the work they do? 

If Yes > When do you give feedback?  

In what form is it given (verbal / written)?  

Can you give an example of an event and feedback given? 

Does your trainee use any other documents or portfolios besides the pre-registration 

workbook? 

If Yes > can you describe this/these?  

In what way do you think this/these resource(s) benefit the trainee? 

Preparedness to practise as a professional pharmacist 

How ready do you believe the trainee is to practise as a professional pharmacist at this stage? 

(*By professional pharmacist we mean a pharmacist who possesses the attitudes and 

behaviours expected by the profession and can carry out the role professionally – consider the 

aspects of professionalism we have talked about as well) 

What competencies do you believe the trainee is lacking in order to practise as a professional 

pharmacist? 

What competencies do you believe the trainee possesses at this stage to practise as a 

professional pharmacist? 

Do you have any doubts or worries about the way the trainee has been conducting themselves 

at work?  

If yes > do you express these issues to the trainee and make note of this in assessments 

and reviews? 

What performance standards have you signed off for your trainee? 

Which performance standards do you believe have easiest for the trainee to meet and get 

signed off? (consider the different units: a) personal effectiveness; b) interpersonal skills; c) 

medicines and health) 

Are there any that have been hard to meet, or you think will take more time for the trainee 

to achieve? Which ones? Why? 

Do you sign performance standards off based mostly on observations or does the trainee bring 

a lot of evidence? 

Do you think meeting all the performance standards is a good benchmark for being ready to 

practise as a professional pharmacist? 
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Do you believe the performance standards are a useful guide to have during training? 

 Do you consider the registration exam/syllabus when helping your trainee during training? 

Do you consider the registration exam/syllabus when guiding the trainee during training (i.e. 

directing your teaching to help the trainee to be prepared for the exam)? 

 

  



252 

 

Appendix 15: Tutor interview schedule (round 3) 

Trainees’ learning /development that has taken place 

Start out with asking about how the pre-reg year has been going since the last interview 

What skills do you think the pre-registration trainee in your workplace has developed and 

improved in since they started training/ the last time we spoke?  

Probe: Anything else? 

(follow with relevant prompts that explore four areas of professionalism: patients, other 

professionals, self, public): 

prompt about patients 

What about dealing effectively with patients/customers (i.e. in terms of how patients would 

expect to be treated), have you witnessed improvement in this area since starting pre-

registration training/the last time we spoke?  

How so? Can you give an example of a time you believe they dealt effectively with a 

patient? How would this differ from they way they may have handled the situation earlier or 

at the beginning of training? 

Can you give an example of a time you believe they didn’t deal effectively with a patient? 

Any evidence that they learned from this? What? 

prompt about other professionals  

What about dealing effectively with work colleagues/other healthcare professionals (i.e. in 

terms of how patients would expect to be treated), have they improved in this area since 

starting pre-registration training/the last time we spoke?  

How so? Can you give an example of a time you believe they dealt effectively with another 

colleague/healthcare professional? How would this differ from they way they may have 

handled the situation earlier or at the beginning of training? 

Have they improved in their ability to work with others as part of a team? 

How so? Can you give an example? 

Can you give an example of a time you believe they didn’t deal effectively with another work 

colleague/other professional? 

Any evidence that they learned from this? What? 

prompt about self/public 

Do you think they have actively tried to improve their knowledge base and technical skills since 

starting pre-registration training/the last time we spoke?  
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In what way have their responsibilities changed over the year? 

                      _____________________ 

We previously talked about professionalism which is associated with ethical practice and 

attributes such as building trust and respecting confidentiality. Professionalism is also 

associated with demonstrating honesty, empathy, altruism, compassion, and respect in your 

practice.  

At the beginning of the year you seemed confident that the trainee possessed these attributes 

of professionalisms. Is this still the case – were your initial judgements right?  

How do you know this is the case? 

Do you believe the trainee exhibits these elements of professionalism in their day-to-day 

practice? Can you give an example? 

Have you ever had a reason to doubt that the trainee possesses these elements of 

professionalism? Can you give an example? 

Have you witnessed the trainee’s improvement in these areas, or has it been somewhat 

consistent since the trainee started? 

Do you express the importance of these values/attributes to the trainee? If so, how? 

Do you give feedback on these elements of professionalism and how the trainee is 

demonstrating them?  

Can you give an example of a time you did this? 

Would you say you try to model the appropriate behaviours for the trainee to follow when 

dealing with patients? 

Do you provide them with sufficient opportunities to deal with patients? Is this important for the 

trainee to develop these elements of professionalism? 

Work colleagues and learning support during training 

Previously you mentioned you were confident in the professionalism of your colleagues who 

may work alongside the trainee. Is this still the case? Has there been any incidents which have 

made you doubt this? 

Do you believe your work colleagues are still good role models (i.e. a person looked to by 

others as an example to be imitated)? 

What help and support have you been providing to the trainee since they started/ the last time 

we spoke?   

How do you help/support them? 

Have you been providing much feedback on the work they do? 
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If Yes > When do you give feedback?  

In what form is it given (verbal / written)?  

Can you give an example of an event and feedback given? 

Preparedness to practise as a professional pharmacist 

How ready do you believe the trainee is to practise as a professional pharmacist* at this stage? 

(*By professional pharmacist we mean a pharmacist who possesses the attitudes and 

behaviours expected by the profession and can carry out the role professionally – consider the 

aspects of professionalism we have talked about as well) 

What competencies do you believe the trainee is lacking in order to practise as a professional 

pharmacist? 

What competencies do you believe the trainee possesses at this stage to practise as a 

professional pharmacist? 

Do you have any doubts or worries about the way the trainee has been conducting themselves 

at work?  

If yes > do you express these issues to the trainee and make note of this in assessments 

and reviews? 

Did you sign performance standards off based mostly on observations or does the trainee bring 

a lot of evidence? 

Do you consider the registration exam/syllabus when helping your trainee during training? 

Do you consider the registration exam/syllabus when guiding the trainee during training (i.e. 

directing your teaching to help the trainee to be prepared for the exam)? 
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Appendix 16: Trainee behavioural professionalism 
questionnaire (rounds 1-3) 
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Appendix 17: Tutor behavioural professionalism 
questionnaire (round 1 and 3) 
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Appendix 18: NQP (former trainee) behavioural 
professionalism questionnaire (round 4) 
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Appendix 19: Questionnaire used in work stream 2 
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Appendix 20: MCTQ scale items 
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Appendix 21: Patient mattering scale items 

1. To what extent do you “make a difference” to patients? 

2. How helpful are you to patients? 

3. How important do you feel you are to patients? 

4. How much do you feel patients pay attention to you? 

5. How much would patients miss you if you went away? 

6. How interested are patients generally in what you have to say? 

7. How much do patients depend on you? 
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Appendix 22: Survey cover letter (more than one trainee) 

 

 

 

 

 

                     

 

                Development of professionalism during the pre-registration training year  

 

 

To whom it may concern,  

 

I would like to invite the pharmacy pre-registration trainees at this site who are completing their 
training during 2011/12 to take part in a study about the development of professionalism during 
the pre-registration training year.  

 

Appended is a copy of the invitation letter which outlines the study. Taking part involves 
completing a questionnaire which should take 15-20 minutes. 

 

I would very much appreciate it if you would pass on a copy of the invitation letter, questionnaire 
and a FREEPOST envelope enclosed to all trainees based at your training site. 

 

If you have any questions about this study please do not hesitate to contact me. 

 

Many thanks for your help. 

 

Yours sincerely, 

 

 

 

 

 

Mr Samuel Jee,  

T: 0161 275 1807; E: sam.jee@postgrad.manchester.ac.uk 

  

School of Pharmacy and Pharmaceutical Sciences 

The University of Manchester 

1
st
 Floor, Stopford Building  

Oxford Road, Manchester  

M13 9PT 

mailto:sam.jee@postgrad.manchester.ac.uk
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Appendix 23: Survey reminder letter (more than one trainee) 

 

 

 

 

 

 

Development of professionalism during the pre-registration training year 

 

 

 

To whom it may concern,  

 

I recently sent an invitation letter, and associated documentation, to this training site inviting 
the pharmacy pre-registration trainees who are completing their 2011/12 pre-registration 

training to take part in a study about the development of professionalism during the pre-
registration training year. I would now like to provide this reminder letter, along with all 
the necessary materials, to allow those trainees who have not responded another 
opportunity to do so. 

 

Appended is a copy of the invitation letter which outlines the study. Taking part involves 
completing a questionnaire which should take 15-20 minutes. 

 

I would very much appreciate it if you would pass on a copy of the invitation letter, 
questionnaire and a FREEPOST envelope enclosed to all trainees based at your training 
site who have not yet responded. I have included enough copies of these for all the 
trainees who did not respond after the first invitation. 

 

If you have any questions about this study please do not hesitate to contact me. 

 

Many thanks for your help. 

 

Yours sincerely, 

 

 

 

 

 

Mr Samuel Jee,  

T: 0161 275 1807; E: sam.jee@postgrad.manchester.ac.uk 

 

School of Pharmacy and Pharmaceutical Sciences 

The University of Manchester 

1
st
 Floor, Stopford Building  

Oxford Road, Manchester  

M13 9PT 

mailto:sam.jee@postgrad.manchester.ac.uk

