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Agenda
07 November 2019
13:30 to 16.00 approx.
Council Room 1, 25 Canada Square, London E14 5LQ

Public business
Item
Item
number

Presenter

1.

Attendance and introductory remarks

Jayne Salt

2.

Declarations of interest
Public items

All

Minutes of last meeting
Public session on 10 October 2019

Jayne Salt

4.

Actions and matters arising

Jayne Salt

5.

Workshop summary – 10 October 2019
For noting

Jayne Salt

6.

Performance monitoring and annual plan progress report - Q2
For noting

19.11.C.01
Duncan Rudkin

7.

Strategic plan 2017-20
For noting

19.11.C.02
Claire Bryce-Smith

8.

Guidance for pharmacist prescribers
For approval

19.11.C.03
Annette Ashley

9.

Remuneration Committee minutes (unconfirmed)
Minutes of the meeting on 03 October 2019
For noting

19.11.C.04
Elizabeth Mailey

3.

10. Council member remuneration
For approval

19.11.C.05
Laura McClintock

11. Audit and Risk Committee minutes (unconfirmed)
Minutes of the meeting on 24 October 2019
For noting

19.11.C.06
Digby Emson

12. Any other business

Jayne Salt
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Confidential business
Item
Item
number

Presenter

13. Declarations of interest
Confidential items

All

14. Minutes of last meeting
Confidential session on 10 October 2019

Jayne Salt

15. Confidential actions and matters arising

Jayne Salt

16. Remuneration Committee minutes (unconfirmed)
Confidential session on 03 October 2019
For noting

19.11.C.07
Elizabeth Mailey

17. Audit and Risk Committee minutes (unconfirmed)
Confidential session on 24 October 2019
For noting

19.11.C.08
Digby Emson

18. Any other confidential business

Jayne Salt

Date of next meeting
Thursday, 05 December 2019
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Minutes
Minutes of the Council meeting held on Thursday 10 October 2019 at
25 Canada Square, London at 13:00
TO BE CONFIRMED 07 NOVEMBER 2019
Minutes of the public session
Present
Nigel Clarke (Chair)
Neil Buckley
Digby Emson
Mark Hammond
Penny Hopkins
Ann Jacklin

Alan Kershaw
Elizabeth Mailey
Rima Makarem
Evelyn McPhail
Aamer Safdar
Jayne Salt

Apologies
Jo Kember, Arun Midha

In attendance
Duncan Rudkin (Chief Executive and Registrar)
Claire Bryce-Smith (Director of Insight, Intelligence and Inspection)
Laura McClintock (Chief of Staff)
Francesca Okosi (Director of People)
Mark Voce (Director of Education and Standards)
Jonathan Bennetts (Associate Director of Finance and Procurement)
Rachael Oliver (Head of Communications)
Annette Ashley (Head of Policy and Standards)
Damian Day (Head of Education)
Elisabeth Davies (Chair of the Assurance and Appointments Committee)
Melissa Nurse-Barrow (Associates and Partners Manager)
Janet Collins (Governance Manager)
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54. Attendance and introductory remarks
54.1

The Chair welcomed all present to the meeting. Apologies had been received from
Jo Kember and Arun Midha.

55. Declarations of interest
55.1

The Chair reminded members to make any declarations of interest before each
item.

56. Minutes of the last meeting
56.1

The minutes of the public session held on 12 September 2019 were confirmed as
a fair and accurate record and signed by the Chair.

57. Actions and matters arising
57.1

There were no actions due at this meeting and no matters arising.

58. Workshop summary – 12 September 2019
58.1

Council noted the discussions from the September workshop.

59. Engagement and communication report
59.1

Rachael Oliver (RO) introduced 19.10.C.01 which outlined the key communications
and engagement activities since June 2019 and highlighted upcoming events. The
main focus had been the launch of the pharmacy inspections publication website in
September 2019 and activity around the regulation of online pharmacies.

59.2

Communication with stakeholders had been an integral part of the inspection
publication project and there had been 18,000 visitors to the site in the first two
weeks.

59.3

There had been a range of work on online pharmacies, including asking all owners
using the GPhC voluntary internet logo to provide information on how they comply
with the relevant guidance, involvement in an article in the Times newspaper and
the development of digital resources to help patients use online healthcare services
safely. Draft text was being tested with patients, the public and organisations that
represented them, including Healthwatch England, Which? and Addaction before
being finalised and plans would then be made for launch.

59.4

Inspection activity was also focussing on online pharmacies known to be involved
with online prescribing services. Improvement notices were issued, conditions
imposed or referrals made to fitness to practise, as appropriate.

59.5

The Chair had written to relevant ministers requesting meetings and this would be
one of the subjects for discussion.
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59.6

Other issues covered in the engagement and communication report included the
publicity for the recruitment of Council members, the updated publication and
disclosure policy and the pharmacy registrant survey 2019, which had been carried
out by email for the first time. The survey had received a 23% response rate which
was at target and statistically significant.

59.7

The Council noted the engagement and communications report for June to
September 2019.

60. Revalidation: 2020-21 submissions and standards for pharmacy professionals
60.1

Annette Ashley (AA) introduced 19.10.C.02 which set out a proposal that Council
should agree to retain standards 3, 6, and 9 of the standards for pharmacy
professionals as those from which registrants could choose when writing their
reflective accounts during the 2020-21 cycle of revalidation.

60.2

The revalidation framework which the Council agreed in December 2017 included
the requirement that pharmacy professionals produce a reflective account each
year and submit it to the GPhC as part of the revalidation process. For the first year
of submissions, registrants were asked to reflect on one or more of standards 3, 6
and 9 using one or more examples from their practice.

60.3

In order to reduce confusion about which standards registrants on different
submission cycles should use in their reflective accounts, the paper proposed that
standards 3, 6 and 9 should be retained for the 20120-21 cycle. Registrants who had
already made one submission could choose a different standard from the three or
could continue to reflect on their practice under the same standard. For example, a
registrant who had completed their reflective account in relation to effective
communication or leadership could still have further work to do in that area during
the second year on which they could base their submission.

60.4

There was some discussion about the pros and cons of retaining the same
standards, changing all of them or changing one. It was noted that the process of
revalidation, including the reflective accounts and how they were being reviewed,
would be evaluated. Longer-term decisions could then be made about the future
direction, including the possibility of encouraging registrants to reflect on a
standard which might be causing concern (such as that on speaking up when things
go wrong) and the removal of specific requirements so that registrants could
identify the standards on which they could reflect to the most benefit.
60.5 The Council agreed that standards 3, 6 and 9 from the standards for pharmacy
professionals should be retained for a further year as those from which registrants
could select when writing their reflective accounts.

61. Update on the implementation of initial education and training standards for pharmacy
technicians
61.1

Damian Day (DD) presented 19.10.C.03 which updated the Council on the progress
made in implementing the initial education and training standards for pharmacy
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technicians, with particular reference to the development and introduction of
courses and qualifications.
61.2

‘Courses’ were developed by providers and accredited by the GPhC for registration
as a pharmacy technician, whereas ‘qualifications’ were written by awarding
organisations, delivered through a franchise network of providers and recognised
by the GPhC. One course had now been accredited and admitted trainees in
September 2019 and qualifications were being prepared for recognition with a start
date of March 2020.

61.3

In order to receive public funding for initial training as a pharmacy technician in
England, trainees had to enrol on a national apprenticeship overseen by the
Institute for Apprenticeships (IfA) which included a minimum period of at least two
years’ part-time work experience in a pharmaceutical environment; undertake a
recognised or accredited qualification or course; and pass an End Point Assessment
(EPA) delivered by an independent EPA organisation.

61.4

One of the aims of the apprenticeship scheme was to improve access to the
profession. The GPhC would be asking providers to monitor this as part of the
accreditation process.

61.5

The GPhC had confirmed with the IfA that the EPA for pharmacy technicians would
be integrated and could therefore begin before the end of the two-year period of
work experience, provided the trainee was ready. The EPA would not, in itself,
extend the minimum period of IET required before pharmacy technicians could
apply for GPhC registration.

61.6

The GPhC had also confirmed with the IfA that the EPA must be passed in order for
a pharmacy technician trainee to apply for registration with the GPhC and that such
registration would not be possible without the EPA.

61.7

The Council noted the progress on implementing the GPhC’s new initial education
and training standards for pharmacy technicians.

62. Report of the Assurance and Appointments Committee
62.1

Elisabeth Davies, Chair of the Assurance and Appointments Committee, joined the
meeting to present 19.10.C.04, the annual report of the Assurance and
Appointments Committee. She highlighted the things which had remained the
same, including the five workstreams and the focus on quality assurance where the
Quality Review Group, now well-embedded in the work of the Fitness to Practise
directorate, had a particular role; and those which had changed, including an
increased focus on training (as there had been no recruitment process in the
preceding year) and work with other regulators.

62.2

In relation to training, ED explained that there was a balance between ensuring that
panel members were fully familiar with GPhC processes, meeting member training
needs and covering wider issues such as vulnerability (including recognising
potential vulnerabilities, managing and assessing evidence from vulnerable people
and dealing with unrepresented registrants).
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62.3

The Chair thanked ED and the team for a significant amount of good work and for a
clear report.

62.4 The Council noted the annual report of the Assurance and Appointments
Committee.
63. Any other public business
63.1

There being no further public business, the meeting closed at 15.35.

Date of the next meeting:
Thursday 07 November 2019
These minutes are confirmed as a true and accurate record of the meeting.

Jayne Salt, Deputy Chair of Council (in the Chair’s absence)
7 November 2019
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Council action log
Meeting

Ref.

Action

Owner Due

Status

Comments/Update

June 2019

25.8

Evaluation of revised threshold criteria
to be shared with Council

CA

February 2020

Open

Evaluation underway

July 2019

n/a

Provide Council with a briefing paper on
controlled drugs and the goverance
surrounding them

LM

December
2019

Open

On December agenda

e
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Council workshop summary
Meeting paper for Council on 07 November 2019
Public

Purpose
To provide an outline of the discussions at the Council workshop on 10 October 2019.

Recommendations
The Council is asked to note the discussions from the October 2019 workshop.

1.

Introduction

1.1

The Council often holds a workshop session alongside its regular Council meetings. The
workshops give Council members the opportunity to:
•

interact with and gain insights from staff responsible for delivering regulatory
functions and projects;

•

receive information on projects during the development stages;
provide guidance on the direction of travel for workstreams via feedback from group
work or plenary discussion; and

•

receive training and other updates.

1.2

The Council does not make decisions in the workshops. They are informal discussion sessions
to assist the development of the Council's views. A summary of the workshop discussions is
presented at the subsequent Council meeting, making the development of work streams
more visible to stakeholders. Some confidential items may not be reported on in full.

2.

Summary of the October workshop
Pharmacy - Delivering a Healthier Wales

2.1

Andrew Evans (Chief Pharmaceutical Officer for Wales) presented Pharmacy: Delivering a
Healthier Wales. The pharmacy workforce in Wales was approximately 2500 pharmacists
and 1600 pharmacy technicians, with 716 community pharmacies and around 80 million
prescriptions dispensed annually in primary care. Delivering a Healthier Wales had been
developed in response to a recommendation from the Public Accounts Committee of the
National Assembly for Wales that the Welsh Government should seek to maximise the use of
pharmacy resource.
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2.2

Rather than the Welsh Government's plan for pharmacy, the document was the profession's
vision for how the pharmacy workforce could develop and further contribute its expertise to
patient care between now and 2030.

2.3

The presentation covered the themes (namely: enhancing patient experience, developing
the workforce, seamless pharmaceutical care and harnessing information and technology),
principles and goals which underpinned the vision. It explored key themes in hospital
pharmacy and primary care.

2.4

The National Common Ailments Service was having a significant impact on demand for
appointments with GPs in Wales, providing evidence-based treatments for 27 conditions
with patients receiving the same prescription medicine whether they saw their doctor, a
pharmacist or a nurse prescriber.

2.5

Community pharmacies needed to create an imperative for people to want to use them,
moving away from supply and towards the provision of services.

2.6

From 2023, all pre-registration pharmacists would be employed by the NHS and rotate
through a total of five months of hospital practice, five months of community pharmacy and
two months in general practice.
Regulating the continuum of education and training

2.7

Mark Voce (Director of Education and Standards) introduced a session in which Council
discussed the role that the GPhC should play in the continuum of education and training. The
Education Governance Oversight Board brought together the Chief Pharmaceutical Officers,
employers, professional bodies, universities, funding bodies and the GPhC.

2.8

Key questions were around the role of the GPhC and the professional bodies, how to ensure
clear accountability and what kind of advisory and governance arrangements there should
be.
Planning Approach 2020/21

2.9

Heather Walker (Head of Corporate Business Support and Development) gave a brief
overview of the approach to planning for 2020/21, including the improvements made in and
lessons learned from the previous year, the updated principles, an outline approach for the
current year and the key dates.
Vision 2030 - developing the Vision statement

2.10 Claire Bryce-Smith (Director of Insight, Intelligence and Inspection) introduced a session
seeking the Council's input to the development of the vision statement. This built on a
session at the previous workshop and a session with staff.
2.11 Members were given a long-list of vision statements which was a mix of those developed in
the staff workshop and some examples from the Council workshop. They were asked to
mark the ones they liked, record why they liked them and give any comments on
phraseology (positive or negative ) or adaptations that could be made.
2.12 This was done in tables with a feedback session at the end of the discussions. The results
would contribute to a short list on which there would be further engagement with staff; and
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the Vision and its accompanying statement would be presented to Council for approval in
November.
2020 Fee review
2.13 Jonathan Bennetts (Associate Director of Finance and Procurement), Vanessa Clarke (Senior
Finance Manager) and Annette Ashley (Head of Policy and Standards) led a session looking
at:

3.

•

the cost allocation model being used to understand fee income and how it was
distributed;

•

premises renewal fees; and

•

the relative merits of introducing charging for re-inspections.

Recommendations

The Council is asked to note the discussions from the October 2019 workshop.

Janet Collins, Governance Manager
General Pharmaceutical Council
30 October 2019
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GPhC performance report Q2 2019-20
Meeting paper for Council on 07 November 2019
Public Business

Purpose
To report to Council on three areas of the organisation’s performance in Quarter 2 (July
September) 2019/20. This includes:
• Financial performance
• Progress against the annual plan; and
• Operational performance

Recommendations
The Council is asked to note and comment on
i.

key areas of performance as highlighted in the cover paper

ii.

the finance update provided at Appendix 1

iii.

the report on progress against the 2019/20 annual plan at Appendix 2; and

iii.

the operational performance information provided at Appendix 3

1.

Introduction

1.1

Prior to submission to Council, the content of these reports is reviewed by the Senior
Leadership Group (SLG) operating as a Performance and Delivery Board. The focus of the
Board is on reviewing financial performance, monitoring the operational performance of the
organisation and delivery against agreed plans.

1.2

The allows a more pro-active and collective approach to be taken to emerging issues and
supports a closer link to be made between delivering our regulatory responsibilities and
dealing with operational challenges whilst continuing to deliver on strategic priorities. It also
provides an opportunity to acknowledge where good progress is being made.

2.

Summary: Key points

2.1

This section outlines some key areas of performance to note for quarter 2 of 2019/20:
Finance

Council meeting papers and agenda 7 November 2019

Page 13 of 153

•

A reduced deficit of £0.4m is now anticipated in 2019/20 predominantly driven by a
reduction in the expected levels of expenditure in the first six months of the year.

•

£1.1m of the £1.2m efficiency savings that were built into the initial budget have
been identified. The updated £0.4m forecast deficit is based on the expectation that
the remaining minimum target is achieved.

Progress
•

Overall progress against the organisation’s five strategic priority areas in the
2019/20 annual plan remains stable, with an improvement in developing a
proportionate and restorative approach to fitness to practise. Two of the other
priority areas remain green and on track, with acknowledgement of the significant
achievement and scope of work in launching the publication site for inspection
reports and examples of notable practice. Two strategic priority areas remain amber
due to mixed progress in planned activities, with mitigating action planned or
introduced. The annual plan represents an ambitious programme of work. Capacity
is fully utilised and there is limited room for engaging in and managing any
additional or unforeseen initiatives during the year.

Registration
•

Overall the register is increasing with the total number of pharmacists and pharmacy
technicians being slightly higher than the same time last year, with a small reduction
in the number of registered pharmacies. The number of pharmacists, pharmacy
technicians and registered pharmacies are broadly in line with budget forecasts,
although each shows a small reduction compared to what we expected.

•

The total number of new joiners/restorations this quarter is lower than this time last
year. This is due to the lower pass rate in the registration assessment this year
compared to last (at 72.3% vs 79%) and continuing low numbers of EEA pharmacist
registrations.

•

Most people who needed to renew their registration and submit revalidation
records did so. During Q2, 10,580 registrants were required to renew their
registration and submit revalidation records. 95.1% of registrants in this cohort
successfully renewed their registration. 98.5% of registrants who renewed also
successfully submitted complete revalidation submissions. 83 requests for voluntary
removals were processed during this quarter, around 1% of those expected to
renew. 30 registrants (0.3%) took no action in response to reminders of their
renewal deadline and so their registration has elapsed.

Contact centre
• The key performance indicator for answering emails in the customer contact centre
was achieved with 97% answered within 48 hours. However, there was a significant
reduction in the number of calls that were answered within 20 seconds and a higher
call abandonment rate this quarter, in what was a busy period for the contact centre.
Whilst a reduction in performance was anticipated this quarter due to resource
constraints, a significant additional factor concerned IT issues over the weekend of 31
August. The timing coinciding with the renewal and revalidation deadline for a large
cohort of registrants. Mitigation actions were put in place at the time and the
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reasons for the IT issue have been fully investigated and appropriate actions taken to
prevent a recurrence. Work also continues on the longer-term plan for the customer
contact centre.
Fitness to Practise
• Performance this quarter continues to be positive and improving at the front end of
the fitness to practise process despite an increase in concerns received (of 7%). This
reflects a change of approach, with greater senior oversight continuing to deliver
improved timeliness as well as important assurance that cases not appropriate for
investigation are closed at point of entry or taken forward through the inspection or
revalidation route.
• The progression of fitness to practise cases from stream 2 onwards through to
closure at the appropriate stage of the remaining fitness to practise process
continues to decline, albeit with an improvement in timeliness at Fitness to Practise
Committee. The open caseload remains relatively stable in overall numbers along
with the profile of cases over the age of 12 months, which had increased to 25% in
the previous quarter. However, 34% of this cohort of cases is on hold and 41% of
them are still at the investigation stage of the process, pre-IC.
People
• The voluntary turnover rate for permanent staff this quarter was 5%, the same as
quarter 1. Key reasons for leaving include career progression, pay and workload.
Career progression can be challenging with a relatively small headcount base but
secondments are being encouraged across the organisation. The stability rate (based
on the number of permanent employees with more than 12 months employment at
the GPhC) is 82.9% and remains on a par with the previous quarter, where a stability
rate of 83.6% was reported.
2.2

Further detail on our performance relating to the three areas of (i) financial performance, (ii)
progress against the annual plan, and (iii) operational performance is attached in the
appendices.

2.3

With regards to the annual plan progress report in quarter 2, only the overall strategic
priority receives a RAG status and direction of travel indicator this time, providing an overall
assessment of how we are progressing with that area of work.

2.4

In relation to the performance monitoring report in appendix 3, we recognise that the
content and presentation of our performance monitoring data still needs to evolve. There is
a commitment to develop a balanced scorecard approach, however, progress has been
slower than anticipated due to capacity limitations in key areas because of other competing
priorities. In the interim and as part of building a foundation for future work we are
continuing to refine and make improvements to the current report, as well as reviewing
some key metrics. This includes a significant change to Inspection reporting.

3.

Equality and diversity implications

3.1

Our aim is to embed equality, diversity and inclusion in both our role as a regulator and an
employer.
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3.2

One of our key activities is to develop an updated comprehensive Equality, Diversity and
Inclusion strategy with a focus on our regulatory functions. We will continue to look at how
we can monitor, demonstrate and report on our progress towards this aim.

4.

Communications

4.1

The development and publication of this report is reflective of our commitment to openness
and transparency concerning our performance.

4.2

We continue to carry out specific communications on each of the areas of reported
performance. This includes information on our website, wider communications through the
media and directly through our own publications and communications materials. These
activities are designed to reach all our key interest groups including patients and their
representatives, pharmacy professionals and their employees, education providers and
others.

4.3

Internal communications on our annual plan including the detail that sits underneath will be
important as we go through a period of change. There have been transparent and specific
communications around key stages of activities within the plan to inform and engage with
staff, including relevant content on the staff intranet.

5.

Resource implications

5.1

Resource implications are addressed within the report.

5.2

The allocation of resources required to progress with the annual plan as well as delivering
our statutory responsibilities continues to be a key consideration including in developing
proposals for the 2020/21 budget and future fee arrangements.

5.3

We will continue to monitor our resource capacity to deliver our statutory responsibilities,
progress the annual plan, whilst ensuring capacity to respond to unforeseen events and deal
with work reactionary in nature.

6.

Risk implications

6.1

The strategic risk register will continue to be reviewed as part of our management
framework and risks will be recorded and reviewed in relation to our work.

6.2

Any significant decrease in registrant numbers could lead to a lower income rate than
expected.

6.3

Main risks associated with the delivery of the annual plan are included as part of the annual
plan progress report.

6.4

With regards to operational performance, failure to maintain an accurate register and/or
carry out our other regulatory functions efficiently and effectively could have implications on
patient safety, and a significant impact on the GPhC's reputation.

7.

Monitoring and review

7.1

Council will receive a performance report on a quarterly basis, providing a financial update,
an overview of the delivery of the GPhC's regulatory functions and progress made against
the annual plan.
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7.2

As highlighted earlier in this paper, the Senior Leadership Group now convenes as a
Performance and Delivery Board reviewing financial performance as well as the content of
both the performance monitoring report and annual plan progress report, on a quarterly
basis prior to Council.

7.3

We continue to be mindful of and look to feed in learning from planning and reporting
previously as part of our commitment to continuous learning and improvement.

8.

Recommendations

The Council is asked to note and comment on
i.

key areas of performance as highlighted in the cover paper

ii.

the finance update provided at Appendix 1

ii.

the report on progress against the 2019/20 annual plan at Appendix 2; and

iii.

the operational performance information provided at Appendix 3

Duncan Rudkin, Chief Executive
General Pharmaceutical Council
01 November 2019
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Quarter two – Finance update
(19.11.C.01)
Meeting paper for Council on 07 November 2019
Public

Purpose
This paper provides an update on the GPhC’s 2019/20 financial plan following the quarter two
reforecasting exercise including a summary of:
•
•
•

the revised financial forecast for the year following a full reforecasting exercise
the most significant movements in income and expenditure
the main financial risks and opportunities that remain for the year

1.

Summary forecast changes to the 2019/20 budget

1.1

Following the quarter two reforecast, a reduced deficit of £0.4m is now anticipated in
2019/20 (£0.4m reduction from both the quarter one reforecast and the initially agreed
budget for the year). A full summary of the quarter two income and expenditure position is
provided in Appendix one.

1.2

The improved projected deficit for the year is predominantly driven by a reduction in the
expected levels of expenditure in the first six months of the year as illustrated in Appendix
two.

1.3

The GPhC has now identified £1.1m of the £1.2m efficiency savings that were built into the
initial budget. The updated £0.4m forecast deficit is based on the expectation that the
remaining minimum target is achieved.

2.

Income

2.1

Total forecast income has decreased by £0.05m (0.5%), which is predominantly driven by a
small drop in income from registered pharmacists.

2.2

The assumed rate of growth for the number of registered pharmacists for the year had been
revised down during the previous forecast. However, during the second quarter the
numbers of pharmacists on the register were still marginally lower than expected due to a
lower number of joiners and slightly more leavers. We have also seen a marginal decrease in
the actual number of premises during the second quarter.

2.3

The small reduction in income from pharmacists and premises income has been partially
offset via increased income from:

Council meeting papers and agenda 7 November 2019

Page 18 of 153

•

the September registration exam sitting (most likely due to the lower pass rate for
the previous June sitting) of the registration exam

•

the letting of hearing rooms during September

•

improved cost recovery from chargeable accreditation events

3.

Expenditure

3.1

The total forecast expenditure has decreased by circa £0.5m compared to the previous
reforecast.
One of the main drivers behind the reduced expenditure is continued lower than expected
volumes across some statutory functions. For example, there were fewer than anticipated
hearing days which has resulted in reduced spend on committees and associates. There has
also been an adjustment to the costs of revalidation reviews and a lower requirement for
exam questions this year.
More effective ways of working have also generated savings across operational areas,
including:

3.2

3.3

• including increased levels of in-house recruitment and a lower reliance on external
agencies
• reduced expenditure on postage and couriers as part of benefits realisation from
services being moved online have also generated savings across operational areas.
3.4

The costs associated with several IT development projects including the Application
Programming Interface (a platform for exchanging registration information across the GPhC
and the Royal Pharmaceutical Society (RPS)) and the finance system move to the cloud have
met the capitalisation criteria creating a further in-year reduction in expenditure.

3.5

It is important to note that the reduction in expenditure related to the capitalised projects is
essentially only a timing difference and doesn’t materially improve the GPhC financial
position over time. Instead of the full costs being borne in this financial year they will be
spread over future years via depreciation. There have also been notable increases in the cost
of budgeted capital expenditure such as the registrant online services and online inspections
publication that will further increase the rate of depreciation going forward.

3.6

A summary of the most significant changes in the financial plan is provided as follows:
Cost category

Value

Principle reasons for movements

Employee costs: Payroll

£0.27m

Predominantly reflects the additional savings
made towards this year’s efficiency targets
(£0.2m) plus the net impact of a higher than
forecast vacancy rate.

Employee costs: Other

£0.1m

Impact of reduced recruitment costs.

Committee and associate
costs

£0.23m

Reflects a combination of factors including:
- reduction in attendance fees because of a
lower number of FTP hearing days (£0.1m)
- increased clarity on the volumes and costs
associated with revaluation reviews (£0.05m)
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Cost category

Value

Principle reasons for movements
- no requirement for additional exam questions
as the bank is now considered adequate
(£0.03m).

Legal costs

£0.05m

Lower number of cases sent to panel firms over
the first half of the year.

IT costs

£0.12m

Reflects the reduction in expenditure from the
capitalisation of the API project and transferring
the finance system to the cloud (£0.12m).

Office costs

£0.06m

Reduced postage and courier costs.

Financial costs

(£0.04m) Increased charges from suppliers combined with
an increased volume of registrants paying by
card.

Depreciation

(£0.05m) In year impact of depreciation related to the
increased capitalisation of various IT
development activities.

Contingency

(£0.22m) Efficiency target set during budget setting identified efficiencies have been allocated to
appropriate cost line.

4.

Efficiency savings

4.1

As previously stated, the majority of the targeted £1.2m efficiency savings (general £0.7m
and IT £0.5m) have now been identified.

4.2

An additional £0.2m was identified in permanent structural savings in the second quarter
meaning the minimum target for the year of £0.7m has now been achieved in full. The
savings have been entirely headcount related which have been realised from departments
across the business either disestablishing or revising roles that were initially budgeted for.

4.3

In addition to the structural related headcount savings that have been identified, there has
been small in year savings generated from a higher than expected vacancy rate. A vacancy
factor of 5% was included during the first reforecast to account for not all roles being
fulfilled 100% of the time. The actual vacancy rate is currently running at around 6%, the 1%
saving in headcount costs has been offset by expenditure in temp staff for the quarter.

4.4

A cost reduction target of £0.47m was also included in the IT budget. £0.4m of this target
has been achieved with £0.07m yet to be realised. The savings achieved during quarter two
have been mainly attributed to review of services such a photocopier usage and benefits
realisation of development projects. There is further development work taking place over
the next quarter and we expect the remaining benefits to flow through in the coming
months. This will comprise of services no longer required as part of the managed services
contract as we move more IT services to the cloud.
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5.

Risks and opportunities

5.1

There are several potential financial risks and opportunities that have been identified that
could emerge over the remainder of the financial year which could further impact the final
financial position of the year.

5.2

The levels of volumes across statutory functions across the remainder of the year is likely to
have the largest impact on the level of expenditure going forward. If volume levels don’t run
as expected (most notably in the number of FtP hearings days) there could be continued
reductions in levels of expenditure. There is also uncertainty over whether planned research
expenditure will be fully utilised.

5.3

In terms of income the risk related to registrant numbers being less than anticipated remains
if more registrants chose to leave the register at the renewal point than expected. We
should have a good indication of future registration numbers in the coming days following
the annual renewal deadline on 31 October. This insight will help inform income projection
for the final quarter of 2019/20 and the budgeting assumptions for 2020/21.

5.4

There is the possibility of some small upside in income relating to increased use of GPhC’s
hearing space by other regulators should planned bookings go-ahead in the remainder of the
year.

6.

Conclusion

6.1

The reduced deficit that is now forecast for 2019/20 following the second quarter review is
welcomed as it reduces the rate of decline in the GPhC’s financial position (albeit this will be
partly offset by the increased rate of deprecation in future years).

6.2

It remains important that the GPhC prioritises replenishing the levels of reserves held over
the coming years to ensure the organisation has an appropriate level of financial headroom
and flexibility to manage the expected increase in costs of regulation going forward and to
invest in necessary initiatives in the years to come during the five-year strategy.

6.3

The possibilities of further reductions in expenditure that might arise in the remainder of the
year could present the GPhC with an opportunity to be agile and bring forward activity to
ease financial pressure in future years. The GPhC’s Senior Leadership Group are therefore
currently reviewing what strategic priorities or initiatives that have been identified through
the planning process could be brought forward if capacity and resources are available.

Jonathan Bennetts, Associate Director of Finance
General Pharmaceutical Council
30 October 2019
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Appendix 1: Summary income and expenditure
2019/2020
Reforecast 2
£000's

2019/2020
Reforecast 1
£000's

2019/2020
Variance
£000's

2019/2020
Variance
%

15,220
3,729
2,991
1,127
218

15,272
3,753
2,991
1,119
199

(52)
(24)
(0)
8
19

(0.3%)
(0.7%)
(0.0%)
0.7%
9.8%

23,334

(49)

(0.2%)

13,039
1,008

268
97

2.1%
9.6%

14,046

365
-

2.6%

2,071
1,025
622
1,722
447
321
307
2,218
214
1,017

2,301
1,010
672
1,845
430
382
301
2,233
174
970

230
(15)
51
122
(18)
61
(6)
15
(41)
(47)

10.0%
(1.5%)
7.5%
6.6%
(4.2%)
15.9%
(1.9%)
0.7%
(23.3%)
(4.8%)

217
(72)

42
217
(287)

4
0
(215)

10.1%
0.0%
74.9%

24,335

507

2.1%

160

(10)

(6.3%)

(841)

468

(55.7%)

Income
Pharmacist income
Premises income
Pharmacy technician income
Pre-registration income
Other income
Total income

23,285

Expenditure
Total employee costs: Payroll
Total employee costs: Other
Total employee costs

12,771
911
13,681

Total committee and associate
costs
Total professional costs
Total legal costs
Total IT costs
Total event costs
Total office costs
Total property cost
Total service level and occupancy
Total financial cost
Total depreciation
Total other costs

37

PSA levy costs
Contingency

Total expenditure

23,828

Interest and tax
Net operating surplus/(deficit)
after interest and tax

170

(372)
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Appendix 2: 2019-20 Cumulative Financial Position- Budget vs Actual and Forecast
2019/20 Financial position (surplus/(deficit))
£400

£200

£0

£324K

£106K
£38K

£106K
(£57K)

(£200K)

(£372K)

(£400K)

(£600K)

(£519K)

(£613K)

(£541K)

(£641K)
(£800K)

(£841K)
(£808K)

(£1,000K)
Qtr 1

Qtr 2
Budget
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Q1 Forecast

Qtr 4

Q2 Forecast
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Appendix 3: Investments Overview - Q2 Reforecast 2019-20
Cashflow 2019/20 Forecast vs 2018/19 Actual Results
Cashflow
35
30
25
20
15
10
5
0

31.69
24.07

24.85
APR

25.07

24.82

25.38
MAY

25.51

23.89

24.50

JUN

JUL

AUG

29.68

28.54

27.05

24.08

23.74

23.62

31.42

24.40
SEP
2018/19

31.03
OCT

30.98
NOV

29.61
DEC

27.90
JAN

26.71
FEB

25.04

25.03
MAR

2019/20 Fcst 2

Forecasted cash balances to the end of the financial are estimated to broadly in line with the cash balance at the same period for the previous
year. In terms of cash we started to receive higher receipts from July due to the fee increases, annual fees are received in advance and the
income recognised over the relevant 12 month period. Monthly expenses are expected to be higher in 2019/20, which is in line with the
organisation's planned expenditure to deliver on the strategic objectives.
Reserves
Reserves

Actual
31-Mar-19

General free reserves
Fixed asset reserves
Total Reserves
No. of month's operating
expenditure based on free reserves

Projected
31-Mar20

7,254
3,879
11,133

7,347
3,413
10,760

3.8

3.9
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In line with the predicted deficit for the financial year. The number of months of free reserves is expected to increase to 3.9 months, which is
above the agreed minimum level of reserves. As expected Fixed Assets will depreciate over time and the projected forecast has been updated
to account for this and any further capital expenditure for the year.

Investments to 30/09/2019
Bank Name
Balance
Invested funds % Rate
Goldman Sachs
2,572,791.76
10%
Variable
Natwest business
1,397,694.98
6%
Variable
Nationwide business 5,068,166.65
20%
1.1
Handelsbanken
1,000,402.62
4%
0.56
Santander
5,000,000.00
20%
1.1
Lloyds
5,000,000.00
20%
1.25
Barclays
5,000,000.00
20%
0.7
Total
25,039,056.01
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Annual plan progress report 2019/20
Quarter 2: July – September 2019

Introduction
This report sets out the key strategic priorities in our Annual plan 2019/20.
The reporting period covers quarter 2, July to September 2019.

Overview
Strategic Priorities

Key
Status

Direction
of travel

Building our data and insight capability
Developing a proportionate and restorative approach to fitness to
practise
Implementing our approach to regulating registered pharmacies
Setting and upholding standards
Operating as a professional, lean organisation
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Building our data and insight capability

RAG

Direction of travel

Strategic aim:
• The pharmacy team have the necessary knowledge, attitudes and behaviours
•

Registered pharmacies deliver safe, effective care and services
• Pharmacy regulation is efficient and effective
In 2019/20 we will:

What does success look like?

•

•
•

•
•
•
•
•
•

Continue to update our data, approach and procedures to ensure compliance with
data protection legislation
Develop a strategic engagement and research programme
Develop a strategic approach for how we will systemically evaluate the impact of
our work going forwards
Start to report more broadly on our performance based on good quality and
sustainable data sources
Develop and implement an intelligence model for managing incoming information
Develop a broader range of information for collection to support proactive and
intelligence informed actions
Invest in the scoping of a whole-organisation approach to managing incoming
enquiries about pharmacy

•
•
•
•
•

People trust us to use their data fairly and responsibly
Our research and engagement activities are well planned and driven by
our strategy
We understand the quality, efficiency, costs and impact of our work
All key governance and management performance monitoring reports
are standardised and automated
We are clear how we act on intelligence
We understand what information is important and where to get it from
We have a clear framework guiding our phased development work for
a whole organisation approach to enquiries

Key links and assumptions

Main risks

• Information governance work links to all priorities and data protection work
will be embedded in projects where changes to the way we collect and use
personal data are proposed
• The volume of data and information requests remains stable so that there is
capacity to do improvement work
• Resources for all business teams are available to do this work and teams will
work collaboratively with support from senior leaders and managers

•
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•

If resources (capacity and capability) are not available in business teams
or partner organisations, work will take longer to complete
Interdependencies between multiple pieces of work (added for Q2
reporting)

28

Outline timetable:
April-June 2019 (Q1)
• Annual refresher data protection
training for all staff and
associates
• Focussed data protection training
programme for specific functions
commences
• Develop records management
strategy
• Conduct a registrant workforce
survey
• Produce a logic model for the
whole organisation’s work which
will help design a consistent
approach to evaluation
• Continued standardisation and
consolidation activities for data
to improve data quality
• Begin development of a balanced
scorecard and KPIs to report on
our performance

July-September 2019 (Q2)
•

•
•
•
•
•

•
•

•

•

Scoping for records
management development
work
Review of document storage
Registrant workforce survey
finalised and reported on
Scope engagement and
research strategy and mediumterm programme
Develop and agree an
evaluation approach and
programme of work
Continue development of a
balanced scorecard and themed
insight reports
Develop intelligence model and
criteria for managing and acting
on incoming information
Develop plan and identify
datasets to collect and why, and
develop a plan to collect it
Prepare draft proposal for
managing potential concerns
using a new approach with clear
evaluation measures
Personal data processing
records reviewed and updated
(rescheduled at Q1 reporting)

Council meeting agenda and papers 7 November 2019

October-December 2019 (Q3)
•
•
•

•
•
•

•
•
•

•

Review of document storage
Consider results of registrant
workforce survey and develop
action plan
Develop budget and resource
proposals for future evaluation
work
Continued development and
phased implementation of the
balanced scorecard/MI reports
Review risk based routine
inspection scheduling model
Draft engagement and research
strategy and medium-term
programme
Begin to scope requirements for
additional data collection
Test the intelligence model for
managing and acting on
incoming information
Develop phased plan, budget
and resource proposals for new
approach to managing potential
concerns
Personal data processing records
reviewed and updated
(rescheduled at Q1 reporting)

January-March 2020 (Q4)
• Evaluate progress on records
management
• Scoping for next phase of records
management development work
and review document
management options
• Continued development and
phased implementation of the
balanced scorecard/MI reports
• Agree plan and requirements for
additional data collection
• Engagement and research strategy
and programme in place and
operational
• Prepare for implementation of the
evaluation programme
• Programme for additional data to
be collected commences
• Refine and fully operationalise
intelligence model
• Prepare for next phase of trialling
and phased implementation of a
new whole organisation approach
to managing potential concerns
• Develop logic model for wholeorganisation approach to
managing potential concerns
(rescheduled at Q1 reporting)
29

• Develop records management
strategy (rescheduled at Q2
reporting)

Commentary:
The overall RAG status is amber due to some mixed progress in timetabled activities this quarter. Some of these have been rescheduled to ensure
the outcome of business and financial planning work for 2020/21 informs the shape and scope of them.
Continue to update our data, approach and procedures to ensure compliance with data protection legislation

Annual refresher data protection e-learning was launched over the summer. At the end of September 75% of staff and 80% of associates had completed it
and the remainder will be followed up. In addition, a pilot specialist tailored data protection training session was run with the HR team to supplement the elearning, with feedback positive. Further sessions will be arranged for other key service areas over the coming months. The document storage review is
progressing, with a review of top-level shared drive folders completed. Good progress was made on work to update the information asset register, records
of personal data processing and retention periods, which is being carried out with business information asset owners, although this work will continue
through to Q4 to accommodate priorities in other areas. Work on the records management strategy and scoping for future records management
development has been rescheduled to Q4 to better align with the outcome of our business planning work for 2020/21 which is currently underway. A data
protection compliance audit also took place in August and the overall assurance assessment was ‘Reasonable Assurance’.
Develop a strategic engagement and research programme
There has been mixed progress on the two timetabled activities under this priority workstream this quarter. The registrant survey was closed in July with a
positive response rate of 23% of the register, which was above expectations. The draft report has been received and feedback provided. The next draft is
expected early October and will be reported to Council in December 2019. The second activity, the scoping of the engagement and research programme
has been rescheduled to Q3 to ensure information flows from business and financial planning process for 2020/21, the strategic plan and Vision 2030.
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Develop a strategic approach for how we will systematically evaluate the impact of our work going forwards
The activity scheduled for this quarter to develop and agree a more systematic approach for evaluating the impact of our work has been rescheduled to Q4
to ensure it is informed by the outcome of the business and financial planning process for 2020/21, the strategic plan and Vision 2030 work, and to enable
research staff to attend some training on different evaluation methodologies.
Start to report more broadly on our performance based on good quality and sustainable data sources
There has been mixed progress this quarter on the timetabled activity. Significantly, in September we successfully published our first themed insight report
on our ‘learning from inspections’ sharing what we have learnt from carrying out over 14,000 inspections covering every registered pharmacy in Great Britain
since 2013. The analysis identified some key themes, patterns and trends which every pharmacy and pharmacy team can use to improve. This insight report was
part of the launch of our new publication site for inspection reports and informed the design and functionality of the knowledge hub for the pharmacy
team, where examples of excellent, good and poor practice can be accessed to support continuous improvement in the quality of pharmacy practice. There
has been slower progress in the continued development of a balanced scorecard. This is mainly due to capacity limitations in key areas because of other
competing priorities, most notably the publication site for inspection reports. The inspection part of the performance monitoring report for Q2 represents
an interim holding position towards a more balanced scorecard approach to reporting whist development continues. In relation to improving data quality,
progress has been made in developing additional reports for managers at operational level to include enhanced exception reporting. The reporting
database has been also been successfully moved to an updated server.
Develop and implement an intelligence model for managing incoming information
We have made a good start on the activity planned to develop an intelligence model and criteria for managing and acting on incoming information. We now
have agreed principles to guide the triaging of intelligence we receive about pharmacies. This is used to inform a decision on whether to trigger an
intelligence-led inspection and considers the scale and nature of any risk of harm to patients and members of the public to ensure a proportionate and
consistent approach to these inspections. In addition, we are at an earlier stage in gathering a more corporate wider picture of the types of queries and
concerns received through different functional areas. Additional data collection has started, and an internal group now meets bi-monthly to review these
and to understand if there are any trends in queries and complaints received. Further work is required to develop an organisation wide categorisation
model to manage the incoming information and criteria for escalation and action.
Develop a broader range of information for collection to support proactive and intelligence informed actions
Our focus this quarter for this priority workstream has been on starting to engage with some external stakeholders to consider GDPR compliant information
sharing agreements (ISAs). During this quarter two ISAs have been approved and three more are in active development with other organisations.
Invest in the scoping of a whole-organisation approach to managing incoming enquiries about pharmacy
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An outline for this piece of work has been developed and will be considered as part of the 2019/20 budget reforecast and 2020/21 business and financial
planning exercise, including the consideration of the resources required to take this work forward. Timelines will be rescheduled following the outcome of
the planning activities which are currently ongoing. In the meantime, the feeder work to this of the fitness to practise concerns oversight panel moved into
phase 2 of its pilot during this quarter and the work on developing an intelligence model highlighted above continues.
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Developing a proportionate and restorative approach to fitness to practise

RAG

Direction of travel

Strategic aim: The pharmacy team have the necessary knowledge, attitudes and behaviours
In 2019/20 we will:

What does success look like?

•

• We achieve a high level of engagement during the development of
our future FtP strategy
• The future FtP strategy is drafted, reflects the learning from recent
reports and inquiries into health regulation and is ready for
consultation
• A revised process for managing health issues that supports
registrants and only uses our fitness to practise process where there
is a risk to the ongoing health of the registrant’s or public safety
• We will have identified the key changes we would like to make to our
communications and have a plan to embed these throughout our
fitness to practise process
• We have a clear plan in place to minimise the unintended impact of
fitness to practise processes identified

•
•
•

Develop and engage on a strategy for a proportionate and restorative approach to
fitness to practise
Design an approach to managing health issues that supports registrants back into
practice where appropriate
Improve the way we communicate with everyone involved throughout the fitness to
practise process
Improve our understanding of the unintended impact of the fitness to practise
process on everyone involved in the process

Key links and assumptions

Main risks

• We have the policy and quality assurance resource to be able to deliver the
strategy development and associated service improvements (updated for Q1
reporting)
• We have the resources and capability to engage meaningfully with
stakeholders during the development phase
• We continue to learn from other regulators in our sector and adopt good
practice, particularly from those who have reviewed their approach to FtP
• We will need to be responsive to any changes in the regulatory landscape

•
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•
•

The volume of concerns continues to rise meaning that resources
are diverted away from strategy development to operations
We are unable to recruit to key senior posts and cannot retain our
existing staff
Mismatch between different stakeholders’ appetites for change, the
developing direction of the strategy and our objective to protect
patients and the public
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Outline timetable:
April-June 2019 (Q1)
• Agree strategy development
engagement plan
• Introduce revised FtP case
categories to improve
understanding of concerns
profile
• Evaluate the impact and
effectiveness of senior
management oversight of triage
process
• Engage with stakeholders on
student FtP guidance

July-September 2019 (Q2)
•
•

•

•

•

Start main strategy development
engagement
Assess how we currently manage
health cases through the FtP
process
Develop options for managing
health cases and engage with
stakeholders
Evaluate effectiveness of
threshold criteria (introduced Feb
2018)
Initiate a comprehensive review of
the FtP process to understand its
unintended impact on everyone
involved throughout the ftp
process (rescheduled at Q1
reporting)
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October-December 2019 (Q3)
•
•

•

•

Report on approach to managing
health concerns
Evaluate effectiveness of new FtP
categories (rescheduled to Q2
2020/21 at Q2 reporting)
Report on outcomes and actions
from the FtP review to understand
the unintended impact on
everyone involved throughout the
ftp process
Agree student FtP guidance

January-March 2020 (Q4)
•
•

•
•

•
•

Develop and agree FtP strategy
consultation process
Finalise report to Council on
engagement and draft strategy
for consultation
Embed our agreed approach to
managing health concerns
Action final recommendations
from impact review work
including in-house changes and
those that influence future
strategy
Launch new student ftp guidance
Introduce revised FtP case
categories to improve
understanding of concerns
profile (rescheduled at Q2
reporting)
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Commentary:
The overall RAG status is green as we are on track with the majority of work highlighted in Q1 and Q2 of the outline plan. We expect that the key
deliverables scheduled to take place further in the year are still achievable before the end of the financial year, unless any key assumptions or risks
change significantly.
Develop and engage on a strategy for a proportionate and restorative approach to fitness to practise
Progress of the fitness to practise strategy is on track. Engagement with stakeholders took place in Q2 as planned and included opportunities to hear from
external stakeholders (for example, patient representatives, employers, professional associations and other regulators) and the Council and our inspectors.
The views captured will be analysed in Q3 and used to inform development of a draft strategy for Council’s consideration in Q4.
Considerable steps forward have been made to improve fitness to practise data quality and stewardship as part of the data quality strategy in Q2, although
this was at the expense of moving forward introduction of the revised FtP allegation categories. With the work we have planned in Q3 to further improve our
data quality, it is now forecast that the revised categories will be fully implemented in Q4. This will have an impact on the timing of the evaluation of the
revised criteria currently scheduled for Q3 which will need to be carried over to Q2 of 2020-21.
The progress to evaluate the impact of senior management oversight of triage is good. In Q2 the extended period for piloting took place as planned with
improvements made to the pilot arrangements. Regional Managers from the inspectorate now contribute to the oversight and learning from the input of
senior staff is now being recorded to inform evaluation and to drive further consistency in decision-making. In Q3 we will be conducting a further evaluation
exercise and taking decisions on the next steps.
Design an approach to managing health issues that supports registrants back into practice where appropriate
Progress to make improvements to managing health concerns has been good. The internal working group established in Q1 is developing a series of
proposals for consideration by the Fitness to Practise strategy board. These recommendations will be taken forward in Q3 and Q4 as planned. Preparatory
work has been taking place to deliver training to frontline staff in Q3 on supporting vulnerable people, including registrants who may have health issues.
Improve the way we communicate with everyone involved throughout the fitness to practise process
Progress to make improvements to our communications with parties involved in concerns has been good. The internal working group established in Q1
developed a series of proposals for consideration by the Fitness to Practise strategy board. These recommendations will now be taken forward in Q3 and Q4
as planned. As well as making recommendations for improvements to how we communicate, the working group has been reviewing our standard
communications to ensure that they are in plain English and adhere to our house style.
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Improve our understanding of the unintended impact of the fitness to practise process on everyone involved in the process
The work to understand the unintended impact of the fitness to practise process started in Q2 but later than planned owing to operational demands from
case management and launching the inspection reports website. The work will continue into Q3 as planned. It is still expected that the outcomes of this work
will feed into the development of the wider strategy over the course of Q3 and Q4.
Evaluate effectiveness of threshold criteria
The work to evaluate the effectiveness of revised threshold criteria is on track. The revised threshold criteria were introduced in February 2018 and have
been subject to a number of pre- and post-implementation evaluation efforts. This round of evaluation work (timed to start after the revised criteria had
been in operation for a year) has been completed and will be reviewed in light of any feedback we get from the independent audit conducted by the
Professional Standards Authority as part of our 2018-19 performance review.
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Implementing our approach to regulating registered pharmacies

RAG

Direction of travel

Strategic aim: The pharmacy team have the necessary knowledge, attitudes and behaviours
In 2019/20 we will:

•
•
•
•
•

Implement the updated principles and approach to how we regulate registered
pharmacies
Publish our inspection reports and examples of notable practice in the knowledge hub
Enhance our capability to assess the increasing range of clinical and technology
supported pharmacy services
Implement a pro-active programme of awareness raising and communication to the
sector and the public on key issues affecting patient safety
Make full use of our enforcement options in line with our enforcement policy

What does success look like?
•
•
•
•

•

Risks to patient safety are being effectively minimised and the
quality of pharmacy practice is continually improving
Inspection reports are easily accessible and useful to the public
and examples of notable practice are being used by the sector to
improve quality in pharmacy practice
We can effectively assess the quality of the full range of clinical
pharmacy practice and types of models operating
We are proactively providing the public with clear information to
help inform their health and well-being choices when using
pharmacy services
Different types of enforcement action are taken when
appropriate

Key links and assumptions

Main risks

• Publication of inspection reports by the revised end of the Summer 2019 is
dependent upon the build of the reporting web site with supporting
infrastructure (updated for Q1 reporting)
• Publication of inspection reports and implementation of the refined approach
is dependent upon the availability of sufficient resources to develop, project
manage and operationalise the key workstreams

• The operational preparedness of the inspectorate and the
development of the IT infrastructure to support the publication of
inspection reports is the key building block to the refined inspection
approach within the current timescales
• Publication of inspection reports exposes us to greater external
scrutiny and potential legal challenge of judgements made
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Outline timetable:
April-June 2019
• Implement refinements to our
approach to inspection which will
include different inspection
types, unannounced inspections
and changes to the overall
outcome
• Using a range of data,
information and intelligence to
inform our risk-based model and
decisions on inspection activities
• Baseline assessment of clinical
practice complete
• Promote and explain the updated
approach to how we regulate
pharmacies to all stakeholders
through a range of new resources
and channels
• Develop and initiate an online
awareness-raising campaign for
patients and the public on
obtaining medicines safely online

July-September 2019
•

•

•

•

•

Updating and finalisation of
range of inspection
methodologies for assessing the
full range of clinical pharmacy
practice and on line/distance
selling, hub and spoke types of
service models
Publication and promotion of
first batch of inspection reports
and notable practice case studies
(rescheduled at Q1 reporting)
Skills and knowledge framework
for inspectorate updated with
training programme and options
for enhanced clinical and
technology skills where required
completed
Publish a new online guide for
patients and the public on what
they can expect from
pharmacists, pharmacy
technicians and pharmacies
Ongoing activities to promote
the online awareness-raising
campaign for patients and the
public on obtaining medicines
safely online
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October-December 2019
• Start of work to develop a longerterm specialist and flexible clinical
and technical resource model to
support our work
• Publication of the first pilot themed
inspection report. Preparatory work
for second themed inspection
• Promote the publication of the first
pilot themed inspection report,
highlighting learnings and areas of
good practice
• Identify further opportunities to
promote the guide on what the
public can expect from pharmacies
and pharmacy professionals

January-March 2020
•

Specialist clinical and technical
affiliate resource model fully
operational
• Publication of second themed
inspection
• Seek further opportunities to
share notable practice examples
across the sector, including
through Regulate and through
other organisations’ channels
• Promote the publication of the
second themed inspection
report, highlighting learnings
and areas of good practice
• Complete methodology for
themed inspection reports for
piloting (rescheduled at Q1
reporting)
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Commentary:

The overall RAG status is green reflecting the significant achievement and scope of work in launching of the publication site for inspection reports
and examples of notable practice.
Implement the updated principles and approach to how we regulate pharmacies
The main focus of the activity under this priority workstream this quarter has importantly focussed on updating our operational approach to inspecting online pharmacies. This has included the deployment of an inspection team approach, as opposed to the more traditional inspection undertaken by a single
inspector. The change in approach has successfully ensured we have the right capacity to assess whether the pharmacy has met our standards, and that the
skill mix of the inspection team reflects the services provided. This updated approach includes the incorporation of independent pharmacist prescribing
skills as part of the team.
Publication of inspection reports and examples of notable practice in the knowledge hub
Work has progressed well in this quarter with the scheduled activity under this priority workstream. The publication site for inspection reports and
knowledge hub of notable practice examples was successfully launched with positive feedback. More than 1000 inspection reports were published on
launch day from inspections undertaken since April 2019. The new site also features an online ‘knowledge hub’ for the pharmacy team, with examples of
excellent, good and poor practice identified through pharmacy inspections. The ‘learning from inspections’ was also published on launch day, sharing what
we have learnt from carrying out over 14,000 inspections covering every registered pharmacy in Great Britain since 2013. The analysis identified some key
themes, patterns and trends which every pharmacy and pharmacy team can use to improve. Ahead of the launch, extensive engagement was undertaken
with key organisations within pharmacy, government officials and organisations representing patients and the public. On launch day, all pharmacy
professionals and pharmacy owners on the register were contacted via email to let them know about the new site and report. A toolkit of resources to
organisations was provided to help them promote the new publication site to their members and networks. The new site was also promoted via Regulate,
the pharmacy media and social media, as well as at a range of speaking events.
Enhance our capability to assess the increasing range of clinical and technology supported pharmacy services
Good progress has been made in relation to the timetabled activity this quarter. Inspectors received further skills and knowledge training around assessing
the quality of independent prescribing services and the wider range of clinical pharmacy services in September. This was specifically tailored to the types of
service scenarios increasingly seen being delivered in pharmacies and informed by the needs of the updated skills and knowledge framework. In addition to
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support inspectors a resource has been developed in partnership with NICE, mapping their good practice guidelines to our standards for registered
pharmacies. This provides a useful reference source on the application of the standards when assessing clinical practice.
Implement a pro-active programme of awareness raising and communication to the sector and the public on key issues affecting patient safety
In this quarter, there has been good progress on the outline activities to raise awareness among the public of patient safety issues. Development work is
complete with launch or publication to take place this quarter. A new poster and short online PDF guide for patients and the public has been produced to
promote the new inspections publication site and to inform patients and the public about what they can expect when visiting a pharmacy. This includes
how the pharmacy and pharmacy professionals will give them safe care. The poster and guide have been tested with patient representatives, pharmacy
owners and pharmacy representative bodies. Feedback is in the process of being reviewed before the launch of these new resources for patients and the
public in the next quarter. In this period, we also raised awareness among the public of the potential risks of online pharmacy websites where prescribing
decisions for high-risk medicines are based solely or primarily on online patient questionnaires. This was highlighted through national and trade media
coverage, social media activity and stakeholder engagement the action we are taking to protect patients from potential patient safety risks, including
enforcement action and requiring online pharmacy owners to provide information about how they are following our guidance in practice. In addition,
progress continues in the development of digital resources for a joint campaign with other regulators to raise awareness among patients and the public on
how to obtain medicines safely online. We have increased the scope of this work to involve others. Health regulators across the UK have indicated their
support for the draft resources. Testing of the draft resources with patients and the public and organisations that represent them is currently underway to
finalise the campaign materials in the next quarter.
Making full use of our enforcement powers in line with our enforcement policy
In this quarter, we have continued to use the full range of our enforcement powers in several cases to ensure that registered pharmacies are meeting our
standards. Details of these are set out in the performance monitoring report. Where necessary to secure the safe and effective practice of pharmacy, we
have restricted the services that a pharmacy may provide. In all cases where we have taken enforcement action, we publish a publicly accessible
enforcement summary on the inspection publication site.
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Setting and upholding standards
Strategic aim: The

RAG

pharmacy team have the necessary knowledge, attitudes and behaviours

In 2019/20 we will:
• Agree a revised set of initial education and training standards for pharmacists ready
for implementation
• Implement revised education and training standards for pharmacist independent
prescribers and consult on guidance for safe and effective prescribing
• Agree policy for the education and training of support staff in the pharmacy team
• Commence a review of how we accredit education and training providers
• Invest in the development of new standards for superintendents, chief pharmacists
and responsible pharmacists, subject to legislative change
• Implement the final part of our revalidation policy with registrants providing
reflective accounts and peer review submissions
• Commence accreditation of new education and training courses for pharmacy
technicians based on revised standards

What does success look like?

Key links and assumptions

Main risks

•

•

•
•

Direction of travel

Key stakeholders will engage with our proposals for changes to pharmacist
initial education and training
Stakeholders agree with our proposals for changes to pharmacist initial
education and training because they fit well with changes in the profession
Legislative change will be agreed and Rebalancing will start in 2019 (added
for Q1 reporting)
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•
•
•
•
•

•

Initial Education and Training (IET) standards for pharmacists drive greater
clinical and patient-centred education and training
Education and Training (ET) standards for pharmacist independent
prescribers equip pharmacist independent prescribers with the necessary
skills and knowledge to prescribe safely
Policy on the ET of support staff provides public assurance and reflects the
current pharmacy environment and changing roles of support staff
Standards set clear expectations and accountabilities in the interest of
public safety
Registrants demonstrate their continuing learning and development in the
interests of patients and other service users through revalidation for
pharmacy professionals

Factors beyond our control (changes to the funding of preregistration training/changes to the funding of high education) make
it difficult to implement the changes we are proposing to pharmacist
initial education and training
Key stakeholders (schools of pharmacy/funding bodies) do not
engage with our proposals and they cannot be implemented
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Outline timetable

April-June 2019
•
•

•
•
•

Analysis of consultation
responses
Conclude consultation on initial
education and training
standards for pharmacists
Consult and engage on our
policy on the education and
training of support staff
Consult and engage on
prescribing guidance
Promote supporting resources
for peer discussion and
reflective accounts to pharmacy
professionals

July-September 2019
•
•

•
•

•

Discuss findings and next steps
with Council
Promote supporting resources for
peer discussion and reflective
accounts to pharmacy
professionals
Publish final guidance on
prescribing
Scope our review of accreditation
of education and training
providers
Review of revalidation
functionality

October-December 2019
•
•

Agree standards and next steps
Finalise, publish and promote
updated standards for the initial
education and training of
pharmacists
• Develop proposals for revised
accreditation methodology for
education and training providers
• Confirm policy for the education
and training of support staff
(rescheduled at Q1 reporting)
• Start review of online guidance
(added at Q2 reporting)

January-March 2020
• Implement proposals for
revised accreditation
methodology for education and
training providers
• Begin to implement updated
standards for the initial
education and training of
pharmacists

To Note: Timescales relating to superintendents, chief pharmacists and responsible pharmacists to be added once legislative position
confirmed.

Commentary:
The overall RAG status is green with key pieces of work on schedule.
Agree a revised set of initial education and training standards for pharmacists ready for implementation
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Progress remains on schedule. We finalised the IETP consultation analysis report and wrote a post-consultation equality impact analysis in August 2019.
Both documents were presented to Council in September 2019. Following that Council meeting, we initiated the planning of the second phase of
stakeholder engagement, which will aim to identify how standards and learning outcomes for the five years of initial education and training could be
delivered in practice, picking up the key themes identified in the consultation.
Implement revised education and training standards for pharmacist independent prescribers and consult on guidance for safe and effective prescribing
The majority of this activity has been completed on schedule with one element slightly behind schedule. Just over fifty pharmacist independent prescribing
courses are accredited by the GPhC. Following the publication of the revised education and training standards for pharmacist independent prescribers, we
accredited nine providers to the revised standards. Of these nine providers, eight were previously accredited to the previous standards, one is new to the
delivery of independent prescribing education to pharmacists. The consultation on guidance for safe and effective prescribing has been completed; it has
been analysed and the report of the findings (together with the EIA) was presented to Council in September. Publication of the final guidance has been put
back slightly to allow more time to reflect and consider consultation responses and is now due to be finalised in Q3.
Agree policy for the education and training of support staff in the pharmacy team
This is on schedule. We have completed engagement on our revised requirements and are finalising our analysis of the responses. This should be available
in November 2019. Revisions to the guidance based on the feedback are underway. We expect to produce final analysis report, equality impact assessment
and revised version of our requirements for internal review in November 2019 and final sign off in December. We will also use the feedback to consider
whether and what activities or resources might be required to support the implementation of the revised policy.
Commence a review of how we accredit education and training providers
This activity is slightly behind schedule due to resources being focused on other education issues. Scoping of the review is now underway, with a likely two
stage review focussing on short-term business processes/operational improvements, and longer-term principles and system reviews
Invest in the development of new standards for superintendents, chief pharmacists and responsible pharmacists, subject to legislative change
This activity is dependent on the legislative position being confirmed. Background work is underway, including preliminary meetings with a superintendent
pharmacist, a chief pharmacist and a responsible pharmacist.
Implement the final part of our revalidation policy with registrants providing reflective accounts and peer review submissions
This activity is on schedule. The functionality for completing reviews of revalidation records has been rolled-out effectively. Communications activity to
promote the submission of peer review and reflective accounts has also taken place in this period, including presentations at stakeholder events and
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updated information put on the GPhC website. Support includes FAQs, examples of reflective accounts and peer review submissions across a number of
settings.
Commence accreditation of new education and training courses for pharmacy technicians based on revised standards
This is on schedule. One course has now been accredited and admitted trainees in September.
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Operating as a professional, lean organisation
Strategic aim:

RAG

Pharmacy regulation is efficient and effective
What does success look like?

In 2019/20 we will:
•
•
•
•
•
•
•
•

Direction of travel

Launch our 10-year vision and develop a supporting strategic plan
Develop a medium to long-term financial strategy
Move applications for pharmacist pre-registration training, the registration
assessment and pharmacy technician initial registration on-line
Continue the migration of our IT infrastructure and services to the cloud
Develop a medium to long-term strategy for the development of our key business
systems aligned to organisational priorities
Develop an updated comprehensive Equality, Diversity and Inclusion strategy with a
focus on our regulatory functions
Draft, plan and begin implementation of a 3-5-year organisational development
strategy
Initiate a review of our current and future accommodation requirements

•
•
•
•
•

•
•
•

We are clear where we are aiming to be in 10 years’ time and it is guiding
our business planning
We have a longer-term strategy which enables us to plan for and deliver a
sustainable financial position that supports the delivery of our vision
Pre-registration pharmacists and pharmacy technicians can complete their
pre-registration and registration assessment applications, and initial
pharmacy technician registration on-line simply and efficiently
Reduced cost of ownership for IT services
We have a clearly defined plan for our business systems in line with our
priorities
Our policies and practices reflect and support the diverse registrant and
organisational population, enhancing their experience
We are clear how our organisation needs to work in order to deliver our
priorities

Our accommodation strategy enables us to demonstrate value for
money alongside a commitment to reducing our carbon footprint

Key links and assumptions

Main risks

• This annual plan represents a transition period as we continue to set our
longer-term goals and develop our plans to achieve these
• We continue to keep our plans under review to respond to significant
challenges facing society in general and pharmacy in particular
• Relevant strategies are developed aligned to our future organisational
priorities

•
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We are seen as a regulator which is accessible to our stakeholders
across the three nation states
Lack of commitment and engagement to a longer-term vision,
strategic plan and supporting planning framework means our
strategic, operational and financial planning are unaligned
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• Progress of migration to cloud work dependent upon successful renewal
process for IT infrastructure manged services contract

•
•
•
•

April-June 2019
•

•

•
•
•
•

•
•

Complete engagement on draft
Vision and commence
development of supporting 10year plans
Complete implementation of
online pre-registration pharmacist
applications
‘One drive’ and ‘Intune’ go live
(replacing H drive and Maas 360))
Skype upgrade
Implement governance
arrangements for the development
of our key business systems
Develop a medium to long-term
strategy for the development of
our key business systems aligned
to organisational priorities
Develop models to understand our
cost base
Implementation of cloud-based
finance system

July-September 2019
•
•
•

•
•

•

•

Approval and launch of Vision
Continued development of
supporting 10-year plans
Development and initial testing of
online pharmacy technician initial
registration
Skype on line for video and
messaging go live
Assess the effectiveness of
governance arrangements for the
development of our key business
systems
Develop a medium to long-term
strategy for the development of our
key business systems aligned to
organisational priorities
Cost base established using model
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Capacity and resources to implement change across the different
pieces of work that make up this strategic priority
Interdependencies between multiple pieces of work
There is a reduction in performance during the implementation of the
new organisation design
The EDI strategy is not embedded in our regulatory and policy priorities

October-December 2019
•
•

•
•

•

•
•

Approval and launch of Vision
(rescheduled at Q2 reporting)
5-year Strategic plan (informed by
10-year plans) to Council for
approval
‘SharePoint’ online for Info point go
live
Implement, monitor and review the
medium to long-term strategy for
the development of our key
business systems aligned to our
organisational priorities
Final testing and go-live of online
pharmacy technician initial
registration
Initial development for online
applications for the registration
assessment
Draft budget and financial strategy
proposal delivered to council

January-March 2020
•
•
•

•
•
•
•

Annual plan and budget for
2020/21 to Council for approval
Continue development and testing
for online applications for the
registration assessment
Implement, monitor and review
the medium to long-term strategy
for the development of our key
business systems aligned to our
organisational priorities
Final budget and financial strategy
proposal for approval
Phased implementation of the new
operating model and organisation
design commences
Conduct external EDI strategy
engagement (rescheduled at Q2
reporting)
Produce draft EDI strategy by 31
March 2020 (rescheduled at Q2
reporting)
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•
•
•

Review and update allocation
model for assessing costs for the
different registrant groups
Conduct stakeholder engagement
on key themes for the EDI strategy
Identify potential options for
reducing costs in current
accommodation arrangements
include the exploration of income
generation opportunities

•
•

•
•

Go-live of cloud-based finance
system
Development of medium to long
term financial strategy to support
the 10-year Vision (including
Investment, fees and reserves
strategy)
Publish EDI strategy
Develop proposals for medium to
long-term accommodation
requirements

•
•

Produce EDI action plan and key
metrics
Establish the new operating model
and organisation design

•

‘One drive’ and ‘Intune’ go live
(replacing H drive and Maas 360))
(rescheduled at Q2 reporting)

Outline timetable:
Commentary:
The overall RAG status is amber as there is still significant work to do as part of this wide-ranging strategic priority, including action taken to address
delays in our EDI work. Nevertheless, it should be acknowledged that considerable progress has been made in key workstreams under this strategic
priority.
Launch our 10-year vision and develop a supporting strategic plan
As reported previously in Q1, activities relating to completing engagement on the draft Vision and developing supporting 10-year plans progressed well
although continued into Q2 to ensure as wider-ranging a response as possible. Engagement on the Vision 2030 is now complete with positive overall
feedback received from over 20 external stakeholders. Council received a verbal update outlining key themes from the engagement exercise in September
and a further update in October. In the meantime, work has progressed well and continues with Council and staff on a Vision statement for the organisation.
The draft Vision 2030 (and statement) will now come to Council for approval in December (Q3) and, if approved, will continue to shape our medium to long
term planning horizon. With regards to planning, work has continued on the development of a prototype single whole organisation 10-year plan. It is
intended that this is used to shape our 5-year Strategic Plan, annual plan and budget. Finance and Planning Committee was updated on the approach to
planning at its meeting in September and Council will receive an update in October.
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Develop a medium to long term financial strategy
Key areas of financial strategy have been progressed with the procurement for investment managers going live and the development of proposals for the
2020 fee review being presented to September Finance and Planning Committee in advance of October Council. The GPhC remains on track to deliver
2019/20 efficiency targets. Work has also progressed on the refinement of the cost allocation model which has been presented to both Senior Leadership
Group and Finance and Planning Committee and can inform the basis of the GPhC approach to fees and establishment of cost base.
Move applications for pharmacist pre-registration training, the registration assessment and pharmacy technician initial registration on-line
All currently agreed workstreams remain on track with the development of the online application for registration as a pharmacy technician commenced in
July and due for delivery for testing by early November with deployment to follow at a time to be mutually agreed by both the development and operational
teams. Development of the online application for registration assessment will commence once the test phase is completed for the pharmacy technician
workstream and will be deployed in time for the commencement of applications for the Summer assessment 2020
Continue the migration of our IT infrastructure and services to the cloud
Work has progressed on a broad front this quarter with some rescheduling and one change of approach. SharePoint migration to the cloud is on track for
completion in Q3. The Skype upgrade has also been completed in July following a change in approach. Video and messaging were upgraded on premise
rather than moved to cloud-based services due to the additional ongoing costs the original approach would have incurred. One drive is live for a pilot group
but full rollout has been rescheduled to Q4 due to supplier and internal resource availability. The cloud-based finance system went live in September. The
selection of migration partner for moving data centre servers to the cloud has commenced and migration will take place over the next 6 to 9 months.
Develop a medium to long-term strategy for the development of our key business systems aligned to organisational priorities
Work continued in Q2 on a draft roadmap showing a time phased development plan with interproject dependencies. This will now be reviewed as part of
wider business planning and budget activities. It is perhaps too early to assess the effectiveness of governance arrangements of the Systems Development
Steering Group, however, meetings continue to be scheduled.
Develop an updated comprehensive Equality, Diversity and Inclusion strategy with a focus on our regulatory functions
The timetable has been revised to take account of the delay to the project. We are in the process of establishing a programme board to oversee the
completion of the strategy and thereafter the implementation. A series of workshops have been diarised with colleagues from Education and Standards,
Insight, Intelligence and Inspection, Fitness to Practise, Adjudications and other internal stakeholders to establish the priority areas for action and develop
the detailed strategy. The majority of this work will be undertaken over the next three months and will be brought back to Council prior to engagement with
external stakeholders in February 2020. The final strategy will come to Council for sign off in March 2020.
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Draft, plan and begin implementation of a 3-5-year organisational development strategy
The key themes have been produced and were presented to the Finance and Planning Committee in September. The first draft of the OD Strategy will be
presented to the Senior Leadership Group in December 2019. It will come to Council by March 2020. A number of key areas have already been put into action
including the culture framework, the leadership development programme and the board effectiveness review. Work is currently underway to establish and
succession and talent management framework for the GPhC and the second full staff engagement survey will take place in quarter 4.
Initiate a review of our current and future accommodation requirements
More realistic milestones have been set for this work rather than there being a lack of progress. Negotiations continue on the rent review of the existing
accommodation and are due to be complete early in Q3. Senior Leadership Group has discussed key strategic principles in relation to the development of the
accommodation strategy and workforce consultants have been engaged with to review GPhC space requirements going forward. A high-level update has
been provided to September Finance and Planning Committee while further discussion with Finance and Planning Committee on the accommodation
strategy is scheduled for November.
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GPhC Performance Report Q2 2019-20
Quarter 2: July – September 2019

1. Customer services
1.1 Registrations
Table 1.1: Registrations – new joiners and restorations

New registration
joiners and
restorations

Route to
Register

Q1
2017/18

Q2
2017/18

Q3
2017/18

Q4
2017/18

Q1
2018/19

Q2
2018/19

Pharmacists

Total

83

2,334

727

195

99

2,176

UK

54

2,257

654

165

67

2,096

EEA

24

29

37

23

31

14

NonEU/EEA

5

48

36

7

1

66

Total

208

336

473

367

329

402

UK

208

333

472

365

325

401

EEA

0

3

1

0

4

0

NonEU/EEA

0

0

0

2

0

1

73

81

70

78

70

61

Pharmacy Technicians

Registered
pharmacies
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New registration activity for pharmacists is generally high this quarter following release of the registration assessment results for the June
sitting. However, the total number of new joiners/restorations this quarter is lower compared to this time last year. This is due in part to the
lower pass rate in the registration assessment this year compared to last year (72.3% vs 79%) and continuing low numbers of EEA pharmacist
registrations.
There continues to be an increase in the number of pharmacy technicians joining/restoring to the register compared to this time last year.
Numbers of new pharmacy registrations are continuing to decline.

1.2 Registration totals
Table 1.2: Registration totals as at 30 September 2019

Registration totals

Total

Budgete
d

Variance

Pharmacists

57,947

58,029

-82

Pharmacy technicians 23,664

23,734

-70

Registered
pharmacies

14,329

-65

14,264

Overall the register is increasing with the total number of pharmacists and pharmacy technicians being slightly higher that the same time last
year and a small reduction in the number of registered pharmacies. The number of pharmacists, pharmacy technicians and registered premises
are broadly in line with budget forecasts, although each shows a small reduction compared to what we expected.

1.3 Median application processing times for pharmacy professionals
Table 1.3: Median application processing times for pharmacy professionals for applications from 1 July to 30 September 2019

Council meeting agenda and papers 7 November 2019

52

Median application processing times
for pharmacists (working days)

Median application processing times
for pharmacy technicians (working
days)

Application receipt to approval

0.0 Application receipt to
approval

0.0

Application receipt to entry

4.0 Application receipt to entry

8.0

Application turnover for the period remains consistent. There has been a slight improvement from last quarter for pharmacist application,
receipt to entry, down to 4 days from 5, and pharmacy technician application, receipt to entry, down to 8 days from 9 despite having much
higher number of applications to process than before.
Pharmacy technician applications are currently paper-based and require manual processing upon receipt. Pharmacy technician applications
are due to go online later this year and we expect to see quicker decisions as a result.

1.4 Contact centre
Table 1.4: Contact centre activity

Contact centre activity by type

Q1
2017/18

Q2
2017/18

Q3
2017/18

Q4
2017/18

Q1
2018/19

Q2
2018/19

Calls made to GPhC

24,005

28,368

18,645

8,870

11,114

17,939

Calls answered within 20 seconds (KPI >
80%)

23.5%

27.5%

40.9%

82.9%

73.2%

49.1%

Calls abandoned (KPI < 5%)

38.0%

30.6%

25.9%

3.6%

4.7%

13.3%

Emails actioned within 2 days (KPI > 90%)

51.9%

71.1%

78.0%

99.8%

99.7%

97.0%
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We are continuing to work on our longer-term plan. The first phase of this is complete and we are now gathering information on the categories
of calls received. This is enabling us to analyse trends of common queries and areas where our information and processes can be improved.
This has already produced a more dynamic flow of information with our website updated quickly and more frequently in response to particular
queries, including on revalidation.
The phase we are currently working on is to assess the most effective performance indicators for the contact centre. In particular, we are
assessing how best to measure the quality of responses – including first call resolution - which does not feature in our existing indicators. We
are considering the relevant indicators in other regulators as part of our approach.
This is typically a very busy period for the Contact Centre, with this quarter covering the results from the June registration assessment and
subsequent registration of all successful candidates in August; appeals from those who were unsuccessful, applications to sit the September
assessment (including many adjustment queries), and the build up towards the deadline for renewal and revalidation for the main cohort of
c40,000 pharmacists.
Although the key performance indicator for answering emails was achieved with 97% answered within 48 hours, we have seen a significant
reduction in the number of calls that were answered within 20 seconds and a higher rate of call abandonment in this quarter. We expected a
reduction in performance in this period due to the departure of one member of the team in early August and pending the recruitment of a
replacement. A significant additional factor affecting performance in this quarter concerned IT issues over the weekend of 31 August resulting
in problems accessing the myGPhC system and this took until the middle of the following week to be fully resolved. The timing coincided with
the renewal and revalidation deadline for a large cohort of registrants and consequently generated a high volume of telephone calls with 800
calls received on the Monday alone. We mitigated this through messages on both the automated telephone lines our website and social
media. The reasons for the IT issue have been fully investigated and appropriate actions taken to prevent a recurrence.
We continue to track the length of time taken for those calls which are not answered within 20 seconds and the table below shows that over
70% of calls were answered within 2 minutes.
Table 1.5: Calls answered over 20 seconds

Calls answered 21 – 60
over 20 seconds sec

1-2 mins

2-5 mins

5-10 mins

> 10 mins

Q4 2018-19

5.8%

4.1%

4.5%

2.5%

0.2%

Q1 2019-20

11.5%

7.1%

8.3%

3.0%

0.6%
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Calls answered 21 – 60
over 20 seconds sec

1-2 mins

2-5 mins

5-10 mins

> 10 mins

Q2 2019-20

9.6%

16.7%

11.4%

5.4%

11.1%

Despite delays in call answering in some peak periods, complaints were minimal, and customers remain happy with the help they receive from
the team.
In addition, the Contact Centre have also been supporting the roll out of revalidation submission for those cycles submitting for the first time,
the review and feedback to the first registrants who have had their revalidation reviewed, and the first cohort to include peer reviews and
reflective accounts within their submissions – all of which continue to generate contact.
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1.5 Revalidation for pharmacy professionals
Table 1.6: Revalidation activities

Revalidation activities

Renewal
cohort

Complete
revalidation
submissions

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

Numbers expected to renew

45,495

4,324

19,969

10,580

Numbers of renewals

43,270

4,013

19,495

10,066

% renewals (all expected to renew)

95.1%

92.8%

97.6%

95.1%

Number of voluntary removals

1,523

118

175

83

% voluntary removal (all expected to renew)

3.3%

2.7%

0.9%

0.8%

Number of lapsed registrants

581

47

71

30

% lapsed registered (all expected to renew)

1.3%

1.1%

0.4%

0.3%

Number of revalidation submissions

43,155

3,967

19,470

10,014

% revalidation submissions (all expected to renew)

94.9%

91.7%

97.6%

94.7%

Number of revalidation and renewal

43,031

3,946

19,377

9,915

% revalidation and renewal (all expected to
renew)

94.6%

91.3%

97.0%

93.7%

% revalidation and renewal (all renewals)

99.4%

98.3%

99.4%

98.5%

2,696

458

761

637

% entered into revalidation remediation (all
renewals)

6.2%

11.4%

3.9%

6.3%

Number notified of intent to remove

1,805

189

379

150

Number notified of removal

171

19

3

8

Number administratively removed

67

4

2

-

Remediation Number entered into revalidation remediation

Removal

Revalidation activity totals updated for Q2 2019/20 as at 30 September 2019 only. Please note data for all previous quarters have not been updated.
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The revalidation process intends to provide assurance to members of the public that the people on our register are reflecting on their practice.
It provides an annual opportunity for our registrants to demonstrate professional learning and reflection and can act as a prompt for some to
consider their registration.
This is the fourth performance monitoring report to contain information on outcomes for revalidation for pharmacy professionals following its
launch in April 2018. The data was collected on 30 September 2019. The revalidation process takes time to complete and this snapshot of data
is only representative of the submission of revalidation records in Q2 2019/20. The data for quarters 3 and 4 in 2018/19 is a snapshot at 17
May 2019. Please note that the numbers in the cohort expected to renew can change slightly due to registrants restoring to the register and
maintaining the renewal date based on the anniversary of their initial date of registration.
Owing to the length of time it takes to provide registrants with opportunities to remediate and provide representations, it takes time to report
on the number of administrative removals from the renewal cohorts. So far there have been no administrative removals for the Q4 cohort.
During Q2, 10,580 registrants were required to renew their registration and submit revalidation records. 95.1% of registrants in this cohort
successfully renewed their registration. 98.5% of registrants who renewed also successfully submitted complete revalidation submissions.
We have processed 83 requests for voluntary removals during this quarter, around 1% of those expected to renew. We have also had 30
registrants (0.3%) take no action in response to reminders of their renewal deadline and so their registration has lapsed.
In this quarter, 637 registrants (6.3%) have been placed into remediation because they either submitted partial or no revalidation records,
which is a higher proportion than the last quarter but comparable with Q3 last financial year. 622 of these registrants went on to submit
complete records and so only 150 letters stating an intent to remove registration were sent. We have now seen most of the remaining
registrants take appropriate action to submit records. Only 8 letters of notice of removal have been sent.
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2. Fitness to practise (FtP)
2.1 Overall summary
Performance this quarter continues to be positive and improving at the front end of the fitness to practise process despite an increase in
concerns received (of 7%). The time taken to triage incoming concerns has continued to improve with performance now just short of the
performance target of 85% within 5 days at 82%. The change in approach, with greater senior oversight continues to deliver improved
timeliness as well as important assurance that cases not appropriate for investigation are closed at point of entry or taken forward through the
inspection or revalidation route. As a result, 43% of all concerns received are now closed at this stage. Performance at stream 1 remains good
and improving despite a continuing trend of increasing numbers. 224 stream 1 concerns were closed this quarter with 81% completed within 3
months, against a target of 85%.
However, the progression of cases from stream 2 onwards through to closure at the appropriate stage of the remaining fitness to practise
process continues to decline. 133 cases were closed (or referred) in this quarter at pre-IC, at IC or at FtP Committee. This represents a 17% drop
in closures from the previous quarter. The time taken to close or refer these cases also fell short of the performance standard. Only 46% of
stream 2 cases that were closed pre-IC or referred to IC did so within 10 months, and only 37% of stream 2 cases that reached IC did so within
12 months. Whilst less cases were closed at FtP committee this quarter (at 12), timeliness improved, with 75% closed with 2 years.
The open caseload remains relatively stable in overall numbers along with the profile of cases over the age of 12 months, which had increased
to 25% of the open caseload in the previous quarter. However, 32% of this cohort of cases is on hold and 40% of them are still at the
investigation stage of the process, pre-IC.
At this midpoint of the financial year we have seen the effect of continual staff turnover combined with new staff in training and development
on our fitness to practise numbers. We are undertaking a review of our resourcing requirements and are due to launch a renewed recruitment
campaign in Q3. Whilst performance this quarter has been mixed there are clear plans in place to understand the FtP pipeline and improve
performance. During Q4 our Quality Assurance and Consistency team will be fully staffed for the first time this year and will work with
colleagues across the GPhC to review and understand the changes in the progression of cases along the FTP pipeline, and to see if there are
identifiable reasons for these changes. We are also planning a more detailed review and scrutiny of older cases as part of our FTP Strategy
review. This will include looking at the options for resolving cases efficiently and effectively as well as looking to understand the impact of our
parallel investigations policy work. We are also continuing to engage regularly with other agencies that are undertaking investigations requiring
ours to be put on hold. These are contributing to the increasing open caseload over 12 months.
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The following tables provide more of the detail underpinning performance in Q2.

2.2 Fitness to practise performance standards
Table 2.1: Fitness to practise performance standards

FtP performance standards

Q1 2018/19

Q2 2018/19

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

All concerns received during this period

No. 681

635

702

656

662

709

All cases triaged during this period

No. 704

626

629

700

678

685

Of which cases triaged within 5 working
days

No

599

546

489

318

434

559

%

85.1%

87.2%

77.7%

45.4%

64.0%

81.6%

Of which cases were closed at triage

No

254

209

240

329

337

300

%

36.1%

33.4%

38.2%

47.0%

50.9%

42.3%

708 concerns were received this quarter, representing an increase of about 7% from Q1. 81.6% of concerns were being triaged within five
working days, just short of the target of 85%. This improved performance has been achieved with a stable and established team undertaking
the triage work along with more senior oversight. On average, just over 100 concerns are closed at triage per month. We previously reported a
potential plateauing of concerns and will be paying close attention to see whether this increase is a return to our previous trajectory or a result
of high-profile issues increasing public awareness.
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Table 2.1: Fitness to practise performance standards (continued)

FtP performance standards

No (%)

Q1 2018/19

Q2 2018/19

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

All stream 1 cases closed pre-IC

No.

252

217

232

249

267

277

Of which closed within 13 weeks No.
(3 months)
%

210

189

182

203

216

224

83.3%

87.1%

78.4%

81.5%

80.9%

80.9%

All stream 2 cases closed pre-IC
or referred to the IC

No.

154

118

159

164

125

102

Of which closed or referred
within 44 weeks (10 months)

No.

113

89

115

113

75

47

%

73.4%

75.4%

72.3%

68.9%

60.0%

46.1%

All cases closed or referred at IC

No.

28

25

30

13

22

19

Of which reach IC within 52
weeks (12 months)

No.

13

12

18

8

12

7

%

46.4%

48.0%

60.0%

61.5%

54.5%

36.8%

All FTP committee cases closed

No.

18

20

22

17

14

12

Of which closed within 104
weeks (24 months)

No.

7

7

4

7

8

9

%

38.9%

35.0%

18.2%

41.2%

57.1%

75.0%

The proportional fluctuation between closures at Stream 1 and Stream 2 continues and is reflective of previous quarters. The total number of
Stream 1 and Stream 2 cases closed this quarter during the pre-IC stage of the process is 379, which continues to be lower than the average
number closed in 2018/19. The number of Stream 1 cases closed continues to increase without a drop in KPI performance. IC and FtPC closures
continue to be lower than average.
The number of Stream 2 concerns referred from triage during the quarter was 93. The number of Stream 2 case closures in this quarter was
102, a decrease of 21% since last quarter. The number of cases closed or referred at IC has decreased and the KPI of reaching an IC within 52
weeks is very low. This is counterbalanced by the number of FTP hearings which has increased and a marked increase in the KPI of cases being
resolved within 104 weeks from 57% in Q1 to 75% in Q2.
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2.3 Case age profile
Table 2.2: Caseload age profile

Caseload age

No (%)

Q1
2018/19

Q2
2018/19

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

Under 26 weeks
(Under 6 months)

No.

453

498

516

414

369

404

%

60.2%

61.6%

60.8%

55.2%

53.3%

58.6%

26 - 52 weeks
(6-12 months)

No.

150

148

171

180

147

111

%

19.9%

18.3%

20.1%

24.0%

21.2%

16.1%

52 - 65 weeks
(12-14 months)

No.

40

50

43

41

61

46

%

5.3%

6.2%

5.1%

5.5%

8.8%

6.7%

65 weeks old and over
(15 months old and
over)

No.

109

113

119

115

115

128

%

14.5%

14.0%

14.0%

15.3%

16.6%

18.6%

Total

No.

752

809

849

750

692

689

%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%
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2.3 Cases over 52 weeks (12 months)
Table 2.3: Cases over 52 weeks (12 months)

Status

No (%)

Q1 2018/19

Q2 2018/19

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

On Hold

No.

37

49

48

49

56

57

%

24.8%

30.1%

30.0%

31.8%

31.8%

33.1%

No.

73

66

53

47

50

45

%

49.0%

40.5%

33.1%

30.5%

28.4%

29.1%

No.

39

48

59

58

70

72

%

26.2%

29.4%

36.9%

37.7%

39.8%

37.7%

No.

149

163

160

154

176

174

%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Post-IC
Pre-IC
Total

The total number of cases over the age of 52 weeks has stabilised overall and the total number of cases on hold and cases post IC has
decreased marginally. Pre-IC cases continue to rise.
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2.4 Cases over 65 weeks (15 months)
Table 2.4: Cases over 65 weeks (15 months)

Caseload age

No (%)

Q1
2018/19

Q2
2018/19

Q3 2018/19

Q4 2018/19

Q1 2019/20

Q2 2019/20

65 – 86 weeks
(15-19 months)

No.

41

39

50

40

40

56

%

37.6%

34.5%

42.0%

34.8%

34.8%

43.8%

86 - 108 weeks
(20-24 months)

No.

32

36

16

27

29

24

%

29.4%

31.9%

13.4%

23.5%

25.2%

18.8%

108 - 130 weeks
(25-29 months)

No.

13

16

29

17

7

16

%

11.9%

14.2%

24.4%

14.8%

6.1%

12.5%

130 - 152 weeks
(30-34 months)

No.

12

8

8

14

13

9

%

11.0%

7.1%

6.7%

12.2%

11.3%

7.0%

152 - 173 weeks
(35-39 months)

No.

5

10

7

6

11

7

%

4.6%

8.9%

5.9%

5.2%

9.6%

5.5%

173 - 186 weeks
(40-42 months)

No.

1

1

5

4

5

4

%

0.9%

0.9%

4.2%

3.5%

4.3%

3.1%

186 - 217 weeks
(43-49 months)

No.

4

3

2

6

7

8

%

3.7%

2.7%

1.7%

5.2%

6.1%

6.3%

217 weeks old or over
(50 months or more)

No.

1

0

2

1

2

4

%
0.9%
0.0%
1.7%
0.9%
1.7%
3.1%
Overall the total number of cases aged over 65 weeks remains stable, although the percentages vary as a few complex cases continue to age.
The number of cases aged between 130-186 weeks has reduced by 3 cases, although the total number of cases over 65 weeks has increased
from the Q1 total of 114 to 128 cases.
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2.5 Interim orders
The Fitness to Practise Committee considered 9 applications for an interim order this quarter. Two applications were adjourned but still heard
within the quarter and within 10 days of the initial listing date. 8 suspension orders were imposed. 1 application was refused and there were no
orders for interim conditions. No interim orders lapsed in this period and all applications for extensions were heard within the relevant
deadline.

2.6 DBS referrals
There were two DBS referrals in Q2 of 2019/20, which is the same as Q1.

2.7 Statutory appeals
We received a statutory appeal in May; and this is listed for a hearing in November this year.
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3. Inspection
This section of the report has been updated to reflect the changes to the inspection model implemented in April 2019. This represents a
holding position whilst development of a broader approach to reporting performance continues. The section is now divided into three areas
covering inspection activity related to pharmacies, efficiency of the inspection process, and inspection outcomes.

3.1 Inspection activity
Table 3.1: Inspection activity

Inspection
activity

Preregistration
visits

Inspections Routine

Inspections –
Follow up
Intelligence led visits

Re-inspection

Total

Q2 2019/20

17

696

75

1

818

29

Table 3.1 above sets out the full range of inspection activities now undertaken. Inspections have been subdivided to reflect the different types
of inspection undertaken as part of our updated approach. The re-inspection category has also been added for the first time to reflect the
requirement for pharmacies with an outcome of ‘standards not all met’ to be re-inspected at or around 6 months. This was to provide
assurance that improvements made by pharmacies to meet the standards for registered pharmacies after an inspection have been sustained.
In total there has been 818 inspection activities relating to pharmacies this quarter, compared to 750 in the last quarter. The number of routine
inspections has started to increase as changes to the new model start to bed down. 696 were completed this quarter, up from 687 in quarter 1.
The number of intelligence led inspections at 75 this quarter are demand led. These are initiated from information and intelligence received
either directly to the inspectorate or coming from concerns raised through fitness to practise. This compares to 61 in quarter 1 for context
purposes only. One pharmacy has been re-inspected this quarter in line with our updated approach set out above. We will start to see an
increasing number of re-inspections going forward.
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3.2 Efficiency of process
This is a new table setting out high level stages of the inspection process and our performance against these. The relevant performance
standards have been set out for each of these, and the supporting underpinning steps where relevant. Please note that the factual accuracy
check step is undertaken externally by the pharmacy owner. As we only started publishing any inspections reports from April 2019 in the
middle of September, we will start to report about the timelines of that stage of the process next quarter.
Table 3.2: Efficiency of inspection process

Stage

Inspectio
n

Report

Publication

On-site

Draft
report
prepared

QA of
report

Revisions

Fact
checking

Updates

Review of
scored
judgement
triggered

Review of
scored
judgement

Prepublication
check

Performanc
e standard

(1 day)

(3 days)

(2 days)

(1 day)

(5 day)

(2 days)

(5 days)

(10 days)

(3 days)

Q2 2019/20

1

8

2

2

7

2

N/A

N/A

Not
reported
this quarter

Performance in the efficiency of the inspection process is positive overall. Timeliness at steps of the on-site inspection, quality assurance,
sending of the draft report to the Pharmacy owner, and any amendments to the report after that are in line with performance expectations.
There are two areas of the process in particular that are taking longer than expected. These are at the initial drafting of report step after the
on-site inspection, and the turnaround of responses to any factual accuracy points by the pharmacy owner. We are continuing to monitor both
these areas as the changes to the model bed down to understand whether there are any further actions for us to take. We are aware that
some inspections can be more complex, and the reports take longer to draft. This is particularly relevant in the planned prioritisation of on-line
pharmacy inspections which started in September. These also operate on the basis of an inspection team approach, with up to three inspectors
collecting evidence to be brought together after the inspection.
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3.3 Inspection outcomes
This section reports on the published outcomes from inspections and includes data on published reports, notable practice examples, formal
enforcement action taken and re-inspections. The latter measure is a proxy indicator of effectiveness in so far as it is measuring sustainability
of improvements made in standards originally not met. This was one of the changes to the inspection model to provide some assurance that
improvements made become embedded and would continue.
Table 3.3: Published inspection reports

Published inspection report

Q2 2019/20

Total

996

Standards met

89%

Standards not all met

11%

A total of 996 inspection reports were published this quarter, although all inspections from April 2019 onwards were published at the same
time when the publication site was launched. The numbers of published inspection reports are therefore much higher than would normally be
expected. Overall 89% of those had an outcome from the inspection of ‘standards met’. For the 11% of pharmacies whose inspection outcome
was ‘standards not all met’ an accompanying improvement action plan was published.
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Table 3.4: Notable practice examples published

Notable practice examples
published

Q2 2019/20

Excellent practice

25

Good practice

65

Poor practice

31

Total

121

Table 3.4 indicates the number of notable practice examples published this quarter in the knowledge hub of the publication site, along with the
spread of the types of notable practice. Providing examples of notable practice is part of the updated approach to help support and drive
continuous improvement in the quality of pharmacy practice by providing examples from inspections for anyone to access at any time. Future
reports will include data on how often these are being viewed.
Table 3.5: Enforcement notices served

Enforcement notices served

Q1 2019/20

Q2 2019/20

Total

3

5

Improvement notices

2

1

Conditions

1

4

Average working days to
serve notice

13

13

Table 3.5 provides information on formal enforcement action taken this quarter in relation to registered pharmacies in line with approach to
enforcement set out in our enforcement policy. Five enforcement notices were served on owners of registered pharmacies, one of which was
an improvement notice and the remaining 4 were conditions notices, restricting the practice of the pharmacies. All enforcement activity this
quarter was related to on-line pharmacies.
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Table 3.6: Re-inspections

Re-inspections

Q2 2019/20

Total

1

Standards met

100%

Standards not all met

0%

Table 3.6 sets out the number of pharmacies re-inspected this quarter as part of our updated model. The outcome of a re-inspection serves as
a proxy indicator of effectiveness in so far as it gives an indication of whether improvements made by pharmacy owners to meet standards for
registered pharmacies after an inspection have been sustained. Only one pharmacy has been inspected this quarter, and the pharmacy
outcome was ‘standards met’.
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4. Complaints
2019/20

4.1 Formal complaints by category
Q2

1 2

Q1

1 1

2018/19

3

6

5

4

Q4
Q3

2

6

2

1

3

3

4
5

9

2

2

1

2

Equality & Diversity

3

3

Fees

1 2

GPhC Process

2

Q2

15
7

Q1

3

2
5

3

4

3

Information & Data
myGPhC

1

Other

17

2017/18

Q4

1 2

2

20

Q3

3
25

Q2

6

Q1
0

1 1
5

3
10

2

Outcome of a Decision
Staff Conduct

4
1 1

Standards & Assessment

3

6

5

1

2
15
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General trends in direction of travel noted in previous reports are again apparent in looking at complaints received in quarter 2. There was a
19% decrease in the number of complaints received, from 21 in Q1 to 17 this quarter and a significant decrease compared to previous years Q2
data, with 29 complaints received last year, equalling a 41% reduction.
The annual cycle in which there are more complaints in quarter 2 than quarter 1 no longer continues, due to a consistent quarterly reduction in
the number of ‘GPhC Process’ complaints. This year also sees a significant reduction in the combined total of Q1 and Q2 complaints received,
with 33 total this year against 45 in 2018/19 and 57 in 2017/18.
‘Outcome of a decision’ was the most common category, with 6 complaints. The majority of these were disputing the reasons for the closing of
an investigation. ‘Standards and Assessment’ and ‘Other’ followed with three complaints each. The ‘Standards and Assessment’ complaints
related to disruption at exam centres and to the Pre-Reg process and support structure for MPharm students. There is again no clear pattern to
complaints categorised as ‘Other’, with all three relating to the work of different teams. One complaint was upheld regarding an incorrect
request for a complainant to sign an interim order which was rescinded the same day. The remaining two ‘Others’ were a royal mail misdelivery issue and a complaint about MCA regulation following on from some meetings with the GPhC. Two ‘GPhC Process’, two ‘MyGPhC’ and
one ‘Fees’ complaint were either user related issues with system functionality, incorrect document submission to the applications team and a
query over the annotation admin fee, none were upheld.
Whilst the overall numbers remain small and continue to decline, we will monitor to ascertain if a specific focus to these complaints emerges.
Of the 17 complaints received in quarter 2, 15 were not upheld and one each was upheld (Other - FtP) and partially upheld (Outcome of a
decision - Inspections). The upheld complaint was an incorrect request for a complainant to sign an interim order which was rescinded the
same day, and an apology issued. The partially-upheld was regarding the wording of a closing letter in response to an outcome of inspection
complaint where the Director had reviewed the correspondence and would provide advice to the member of staff responsible.
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5. Education
5.1 Accreditation and recognition activity by academic year
Table 5.1: Accreditation and recognition activity by academic year

Course

Type

Master of Pharmacy
(MPharm) degree 4-year

Accreditation

Master of Pharmacy
(MPharm) degree 5-year
integrated

Oct – Dec
2018/19

Jan-Mar
2018/19

Apr-Jun
2018/19

Jul-Sep
2018/19

1

1

Reaccreditation

1

3

Interim visit

1

1

Accreditation

2

Reaccreditation
Interim visit

Master of Pharmacy
(MPharm) degree 2+2
Overseas

Accreditation

Overseas pharmacist
assessment programme
(OSPAP)

Accreditation

Reaccreditation

Reaccreditation

1

Level 3 Pharmacy technician Accreditation
knowledge/competence
Reaccreditation

2

Monitoring visit

1

1

Level 3 Pharmacy technician Accreditation
knowledge/competence
Reaccreditation
Council meeting agenda and papers 7 November 2019

1
2

2

6

1
2
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Course

Type

Oct – Dec
2018/19

Recognition
Level 2 medicines counter
assistant and dispensing
assistant

Jan-Mar
2018/19

Apr-Jun
2018/19

Jul-Sep
2018/19

1

Accreditation
Reaccreditation

3

1

All events went ahead as scheduled for 2018/19 academic year.
A large number of events in particular quarters is due partly to natural peaks in the accreditation cycles and prescribing events throughout the
calendar year. There has been an increase interest from providers in provision of 5-year integrated MPharm degrees, and the increase in the
need for pharmacist prescribers which has led to increased funding for pharmacist prescribing programme places, resulting in interest from
new course providers. 51 independent prescribing programmes are currently accredited. From June 2019 prescribing events have begun
accreditation to the new education and training standards for pharmacist independent prescribers.
In additional to routine accreditation events in this quarter, the learning outcomes and assessment strategy for pharmacy technician
qualifications and courses based on the GPhC’s 2017 Standards for the Initial Education and Training of Pharmacy Technicians were approved.
All qualifications and courses approved or recognised by the GPhC deliver the approved learning outcomes in full. The first new course
delivering the learning outcomes was accredited in April 2019 and the first cohort of trainees has begun.
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6. Human Resources
6.1 Headcount overview
Table 6.1: Head count overview

GPhC

Q2 2019/20

Headcount

227

Permanent

216

Fixed Term Contract

11

Total Leavers

15

Permanent leavers

14

Voluntary Turnover –
Permanent (Quarter 2)

5.0%

Voluntary Turnover –
Permanent (rolling 12
months)*

21.2%

Stability – Permanent staff

82.9%

*12 months: October 2018 to September 2019

This table summarises the headcount, voluntary turnover & stability position. The total number of leavers for this quarter was 15. 14 of which
were permanent employees. The voluntary turnover in the previous quarter (Q1 of 2019) was 12.
The turnover rate this quarter was 5%; there were 12 resignations and two redundancies. A turnover rate of 5% was also reported in Q1 of
2019. The turnover rate for the 12-month period to the end of Q1 from 01/07/2018 to 30/06/19 was 21.9%. Over the last 12 months, there
were 47 resignations from permanent positions; this represents a voluntary turnover rate of 21.2%, the sector average of 20.9% 1. The overall
number of leavers over the last 12 months was 66.
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The stability rate is the number of permanent employees with more than 12 months employment. As at 30th September 2019, there were 188
permanent employees who had more than 12 months service. This represents a stability rate of 82.9%, and remains on par with the previous
quarter, where we reported a stability rate of 83.6%.
There were three key reasons given by leavers for their decision to leave; career progression, pay, and workload. Within a relatively small
headcount base, career progression can be challenging, but secondments are encouraged across the organisation which can occasionally result
in a permanent role. This quarter there were ten instances where current GPhC employees were either given additional responsibilities or have
secured a new role (promotion), e.g., six employees had been given permanent additional responsibilities in Finance, Information Governance
and Data and Insight teams. Two employees were promoted following applications in to senior posts within Associates and Partners and
Fitness to Practise. Two employees were given additional temporary responsibilities within the People directorate. Line Managers will be
encouraged to discuss more developmental opportunities to stretch colleagues in their roles during the mid-year review process this year. The
Mid-year review cycle has now opened with a completion date of 22nd November 2019.
Now that the salary matrix has been launched (June 2019), the HR Business Partners & Talent Advisor will ensure that transparency regarding
remuneration packages are communicated at an early stage of the process to reduce confusion; whilst ensuring that developmental
opportunities are reinforced within the GPhC via directorate meetings with heads of departments.
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6.2 Organisational absence
Table 6.2: Organisational absence – absence percentages (July 2019 to September 2019)

Directorate (average headcount)

Absence %

Organisation (227)

2.5%

Education & Standards (56)

4.5%

Fitness to Practise (54)

1.9%

Insight, Intelligence & Inspection
(59)

2.7%

People (32)

1.1%

Executive Office (6)

None

Finance & Procurement (10)

0.2%

IT (10)

1.1%

This quarter, the overall absence percentage has reduced to 2.5% from 3% (last quarter).
The absence rate in the Education & Standards Directorate is attributed to a number of long-term sickness cases, requiring on going
occupational health support. It is likely that the absence percentage will remain or increase in the next quarter. There has been a significant
reduction in absence in the Fitness to Practise (FtP) Directorate which reported an absence percentage of 5.4 in the last quarter.
The reduction was due to consistent and appropriate interventions which included regular contacts, occupational health interventions and
other supporting factors such as phased return to work.
Formal absence review meetings take place to address absence concerns, discuss preventative actions, proactively support early return to work
and reduce absence through a formalised plan and action. In addition to LTS case management, absence review meetings are taking place with
colleagues through the formalised attendance management policy, designed to ensure that all absences are consistently managed; addressing
patterns of ad-hoc absences and trends.
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An attendance management workshop is being created to help managers manage absences with confidence, in a timely manner and to help
identify any trends regarding absences with the support of the HR team.

6.3 Employee relations (ER)
Table 6.3: Employee relations

Case Type

No. of
cases

Total Cases

14

Absence

9

Grievance

0

Disciplinary

1

Performance

2

Other

2 (DSAR)

There has been a slight decrease in the number of employee relations issues since the last quarter, from 17 cases down to 14. The majority of
ER cases are absence related. There have been two cases of Data Subject Access Requests (DSAR) during the current quarter, which are being
managed accordingly.

6.4 Learning and development (L&D)
The focus for L&D this quarter were on the following:
1.

The delivery of the ‘Our Responsibilities under the Equality and Human Rights Acts’ workshops

2.

Delivery of the first interpersonal skills workshop: Stress, Wellbeing and Resilience Training
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GPhC is dedicated to embedding equality, diversity and inclusion in both our role as a regulator and employer. As part of our commitment, L&D
and EDI worked closely together to provide three half day EDI training sessions on recognising equality and diversity as well as understanding
our legal responsibilities under the Equality and Human Rights Acts. The objectives of the training centred on understanding the requirements
of our ‘legal’ duties, how to go beyond the protected characteristics to treat people fairly as well as equally. To ensure that we reach people
and groups who are sometimes excluded or harder to engage, or those who are more affected by our proposals than others and understand
the law and terms to ensure that our policies and standards fully abide with legal duties and responsibilities. 45 colleagues from different
directorates attended the workshops and 62% responded to our online evaluation and feedback request. Generally, we received excellent
feedback with 92% of responders said the training would be useful in their work. “.very comprehensive and informative session….I thoroughly
enjoyed the group exercises, giving us the opportunity to discuss and close information we possibly would not think of discussing with others. It
provided new terminology that I was not otherwise aware of or use”.
In this quarter we delivered the first of our interpersonal skills workshops on Stress, Wellbeing and Resilience. The aim of the training is to help
colleagues stay productive and healthy in the workplace. Raising awareness of personal and organisational factors as well as recognising their
own response to change; will help colleagues manage their reaction to changing priorities/ deadlines, to potentially reduce absence and
improve performance in the longer term.
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Strategic plan 2017-20
(19.11.C.02)
Meeting paper for Council on 07 November 2019
Public

Purpose
To propose a holding position for this year’s submission of the Strategic Plan to the Privy Council
Office.

Recommendations
The Council is asked to:
i. agree that the Strategic plan 2017-20 continues in its current format until March 2020 as a
holding position;
ii.

note that a five-year Strategic plan 2020-25 will be presented to Council in February 2020
for approval; and

iii.

provide any feedback on the Strategic Plan 2017-20, to be finalised by the Chair in the light
of that feedback.

1.

Introduction

1.1

We have a statutory obligation to submit a strategic plan annually to the Privy Council Office,
to be laid before Parliament and the Scottish Parliament. This is timetabled for December of
each year.

1.2

The current strategic plan for 2017-20 was agreed by Council in November 2018 with some
updates to the foreword. This followed an interim review and can be found here.

1.3

The updates reflected how the continued pressures and challenges on the wider health and
social care system combined with the opportunities for advancements in new technologies,
medicines and treatment pathways was driving changes in the way services and care are
received and accessed by patients and the public. In doing so, we signalled the need for us to
develop a longer-term planning horizon to ensure we are fit to deliver efficient and
responsive regulation which is relevant to the fast-changing health care environment.

1.4

As a result, over the last year we have been working on the development of a 10-year vision
for the organisation which is also before Council for approval.
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1.5

To complement this longer-term planning horizon for the organisation and to support its
delivery, a new medium term 5-year Strategic plan is in development. The detail from this
will flow into and inform the annual plan and budget for 2020/21, and into subsequent
years. This process is currently underway and the new Strategic plan and supporting annual
plan and budget is scheduled to come to Council in February 2020.

2.

Proposed way forward

2.1

The approval of the current strategic plan 2017-20 last year followed an interim review. As
indicated in 1.3 above, updates to the foreword were made to reflect the changing external
health and social care landscape and our transitional position in moving towards a longerterm planning horizon. The body of the strategic plan did not change and remains relevant.
The current strategic plan ends at the end of March 2020.

2.2

The proposal to lay the current strategic plan as a temporary holding position enables us to
fulfil the statutory requirement to lay a strategic plan annually whilst enabling us to continue
with and complete the move to a longer term and more integrated planning horizon.

2.3

The 10-year Vision, also before Council, provides the overall strategic framework from which
all our plans flow. Any changes to the Vision made by Council will need to be fed through to
the new five-year Strategic plan. The annual plan and budget for 2020/21 will then be drawn
from this.

2.4

Progress in developing the new five-year strategic plan is positive. Council will continue to
receive updates and opportunities to shape its content before it comes for approval in
February 2020. Council will also be able to consider the annual plan and budget for 2020/21
at the same time as part of a more integrated approach.

2.5

The new Strategic plan 2020-2025, once approved, will be submitted to the Privy Council
Office in March 2020 to be laid before Parliament and the Scottish Parliament.

3.

Equality and diversity implications

3.1

Equality, diversity and inclusion issues will continue to be considered and identified explicitly
in all workstreams which follow as part of our business planning.

3.2

The strategic plan itself specifically highlights the diversity in healthcare and pharmacy
within and between the countries of Great Britain, which reflects our devolution strategy.

4.

Communications

4.1

The strategic plan itself, once [re-]laid before Parliament and the Scottish Parliament as a
holding position, serves a formal communication purpose as one of our core corporate
publications.

4.2

The strategic plan will also inform day-to-day operational, corporate and internal
communications, as an important source document, to be drawn on for authoritative
information about the GPhC's aims and priorities.
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5.

Resource implications

5.1. The strategic plan reflects a continuity of approach in this holding position and as such does
not include any specific new initiatives. The detailed evaluation of resource implications is
taking place as part of the development of the new 5-year Strategic Plan and the supporting
annual corporate planning and budgeting process.

6.

Risk implications

6.1

Our risk management work and processes relate back to our strategy inasmuch as we define
risk in terms of threats to the achievement of our objectives. We have work to do, under the
guidance of the Audit & Risk Committee, to further integrate our strategic and business
planning with our risk identification, measurement and mitigation work.

7.

Recommendations

The Council is asked to:
i.
agree that the Strategic plan 2017-20 continues in its current format until March 2020 as a
holding position;
ii.

note that a five-year Strategic plan 2020-25 will be presented to Council in February 2020
for approval; and

iv.

provide any feedback on the Strategic Plan 2017-20, to be finalised by the Chair in the light
of that feedback.

Claire Bryce-Smith, Director of Insight, Intelligence and Inspection
General Pharmaceutical Council
30 October 2019
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Guidance for pharmacist prescribers
(19.11.C.03)

Purpose
To provide Council with the revised guidance for pharmacist prescribers.

Recommendations
The Council is asked to:
i. Agree the revised guidance for pharmacist prescribers (Appendix 1);
ii. Note the equality impact analysis (Appendix 2).

1.

Introduction

1.1

Between 29 March and 21 June 2019, we undertook a consultation on new draft guidance
for pharmacist prescribers which outlined what they are expected to consider when
prescribing, to ensure they meet our standards for pharmacy professionals.

1.2

This work is closely aligned with our aims to support and improve the delivery of safe,
effective care and uphold trust in pharmacy. One of the ways in which we promote patient
safety is by making sure that pharmacist prescribers have the necessary skills and knowledge
to provide safe and effective care.

1.3

We sought views on:
• the key areas for safe and effective prescribing
• what pharmacist prescribers must do to prescribe safely
• prescribing and supplying
• safeguards when remotely prescribing certain categories of medicines, and
• the impact the guidance may have on various stakeholder groups

1.4

In September 2019, Council provided feedback on the consultation report, which included a
detailed summary of the feedback on the draft guidance.

2.

Guidance for pharmacist prescribers

2.1

The guidance for pharmacist prescribers has been revised using feedback from the
consultation and comments from Council in September 2019. The revised guidance can be
found in Appendix 1.

2.2

The following changes have been made:
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Context
2.3

At the start of the guidance more context has been provided for each area that expands on
the variables of the setting and scope including, for example, telephone consultations in the
context of remote prescribing, and prescribing in hospitals.

2.4

Changes to the guidance have also been made which consider the hospital setting and
reflect day-to-day hospital practice; for example, working as part of a multi-disciplinary team
(MDT), where pharmacist prescribers on ward rounds prescribe under the direct guidance of
another prescriber, such as a consultant. Information about consent, prescribing and supply
in the hospital setting has been amended.

Consistency with the GMC guidance and other regulators
2.5

Guidance produced by other regulators has been considered when developing our guidance.
In response to the feedback from the consultation, the prescribing guidance has been
developed with reference to guidance published by the General Medical Council and the
Royal Pharmaceutical Society to make sure it is consistent, unless there is evidence and good
reason to differ.

Prescribing at a distance and safeguards
2.6

The section on the categories requiring extra safeguards for online prescribing has been
amended by removing reference to non-surgical cosmetic medicinal products. This
acknowledges the guidelines from the Joint Council for Cosmetic Practitioners (JCCP), and
the GMC guidance which states that non-surgical cosmetic products are not suitable for
prescribing at a distance, and that face-to-face consultations are necessary before
prescribing can take place.

2.7

The prescribing guidance and our Guidance for registered pharmacies providing pharmacy
services at a distance, including on the internet, (hereafter referred to as our online
guidance), will be aligned to provide consistency.

2.8

The language used in this section has been strengthened to reflect our September 2019
position statement in respect of supplying high-risk medicines (those liable to abuse,
overuse or misuse, or where there is a risk of addiction and ongoing monitoring is important)
online. As the risk to patient safety is so high, a warning that the registration of the
pharmacist prescriber may be at risk if they prescribe high risk medicines without
appropriate risk management and safeguards in place has been included. This strengthening
is in line with GMC guidance, although reference has also been made in our guidance to the
possibility of exceptional circumstances. If a pharmacist prescriber does decide to prescribe,
they would need to set out the justification for their decision and record this clearly.

2.9

The sections on non-surgical cosmetic medicinal products and remote prescribing have been
moved to the ‘prescribing under certain circumstances’ section. Safeguards on remote
prescribing are now included in the remote prescribing section, as in our online guidance.

2.10 The title ‘prescribing under certain circumstances’ has been changed to ‘prescribing
considerations and clinical judgement’ to make it less limiting and to future-proof it.
Prescribing safely and access to records
2.11 Since access to a person’s medical record is not always possible, this section has been
strengthened. The importance of the pharmacist prescriber getting information from the
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person’s medical record, where available, and using other sources of information and their
professional judgement when making all prescribing decisions has been highlighted.
2.12 We will be taking forward further discussions with the relevant bodies to highlight the
importance of pharmacist independent prescribers having access to the necessary records.
2.13 In response to feedback, the wording has been strengthened in relation to capacity,
particularly with reference to the role of the lasting power of attorney and where this
applies.
Prescribe and supply
2.14 Additional examples have been provided where a pharmacist may prescribe and supply in
exceptional circumstances; for example, in an emergency, when no other prescriber is
available, and in remote settings. However, this includes a reminder that pharmacist
prescribers must always use their professional judgement.
2.15 More detail has also been provided regarding the hospital context of prescribing and
supplying; for example, at the point of discharge, out of hours or when on call.
Other changes
2.16 Changes have been made to the document structure and to some terminology (for example,
changing ‘opiates’ to ‘opioids’, and using ‘deprescribing’ instead of ‘stopping a medicine’).
Some terms have also been clarified; for example, unlicensed medicines.
2.17 The section on supplementary prescribers has been clarified to make it clear that they
cannot prescribe certain medicines. So, including them in the term ‘prescriber’ is not
appropriate in all cases; for example, veterinary medicines and non-surgical cosmetic
products. Clearer reference to candour has also been made in the document.
2.18 The section on religion, personal values and beliefs is in line with our previously published
guidance on religion, personal values and beliefs.
2.19 In response to feedback, changes have been made to the section on information for
pharmacy owners and employers of pharmacy prescribers. For example, this section has
been changed to acknowledge that the NHS (and others) also employ pharmacist
prescribers, but that the GPhC does not regulate those settings.

3.

Equality and diversity implications

3.1

The equality and diversity implications of the draft guidance were included in the full
analysis presented to Council. We have not identified any further equality and diversity
implications that have not already been addressed.

4.

Communications

4.1

Subject to Council approval, the draft guidance for pharmacist prescribers will be promoted
to pharmacist prescribers, pharmacy owners, and employers of pharmacist prescribers using
a range of communications channels. The guidance will also be published on our website
alongside our existing suite of guidance to support the standards for pharmacy professionals
and be available on our mobile phone app. It is hoped that the guidance will be published in
December 2019.
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4.2

The consultation highlighted that patients were not aware that pharmacists may also be
prescribers. Work with patient groups will be undertaken to make them aware of the role of
pharmacist prescribers.

5.

Resource implications

5.1

The resource implications for this work, including communication and implementation of the
new guidance, have been accounted for in existing budgets

6.

Risk implications

6.1

The guidance is closely aligned with our strategic objectives and it is important that it
reflects Council's commitment to recognising the valuable contribution of pharmacist
prescribers, whilst ensuring the delivery of safe and effective prescribing and pharmacy
services.

6.2

It is important to communicate clearly why Council has made its decisions, as this will assist
in communicating and explaining any changes to the guidance.

7.

Monitoring and review

7.1

The guidance for pharmacist prescribers, once approved, will be reviewed as and when
appropriate or when there are changes to our Standards for Pharmacy Professionals.

8.

Recommendations

The Council is asked to:
i. Agree the revised guidance for pharmacist prescribers (Appendix 1);
ii. Note the equality impact analysis (Appendix 2).

Annette Ashley, Head of Policy and Standards
General Pharmaceutical Council
29 October 2019
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Appendix 1: In practice: Guidance for pharmacist prescribers
About this guidance
Pharmacist prescribers must be able to justify their decisions and use their professional
judgement in the person’s best interests in applying this guidance in practice.
This guidance should be read alongside the standards for pharmacy professionals, which all
pharmacy professionals must meet.
It should also be read alongside our standards for registered pharmacies. All pharmacy owners are
responsible for meeting these, to ensure the safe and effective provision of pharmacy services from
the registered pharmacy. Where pharmacy owners provide pharmacy services at a distance
including on the internet, and pharmacist prescribers work for these services they should read our
guidance for registered pharmacies providing services at a distance, including on the internet.
Pharmacist prescribers should also keep to the other relevant standards and guidance that apply to
their place of work and role. These may be, for example, from the Care Quality Commission,
Healthcare Inspectorate Wales, Healthcare Improvement Scotland and the Advertising Standards
Authority
This guidance cannot cover every situation and does not give legal advice, as all pharmacy
professionals must use their professional judgement and keep to the relevant laws.
It gives guidance to pharmacist prescribers in applying the standards when prescribing. The
guidance applies in whatever setting pharmacist prescribers work. It sets out the key areas
pharmacist prescribers should consider when applying the standards to their prescribing practice
We want this guidance to support appropriate and effective provision of pharmaceutical care and
medicines, which keeps to the law and meets our standards. We believe this guidance will be
helpful for other organisations who employ pharmacist prescribers or provide pharmacy prescribing
services across a range of settings.
All pharmacy professionals should be familiar with the matters covered in this guidance and
understand their own responsibilities in relation to prescribers.
This guidance should also be read alongside any relevant regulatory and NHS documents for
England, Scotland and Wales, and any relevant guidance published by other organisations, including
professional leadership bodies and other regulators.
We have a range of guidance on our website to help pharmacy professionals apply our standards.
For more information on writing prescriptions, using electronic prescriptions, and the RPS
competency framework for all prescribers please see ‘Other sources of information’ at the end of
this document.
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Pharmacist prescribing
Pharmacist prescribers play a vital and important role in the delivery of high-quality healthcare
services and in the improvement of person-centred care across many sectors of the health
landscape in England, Scotland and Wales., They are well placed to use their knowledge of
medicines and their skills as prescribers, in the variety of new roles which are being developed and
integrated into future care models. Pharmacist prescribers are responsible for creating a culture of
person-centred professionalism wherever they work, and for ensuring prescribing services are
delivered safely and effectively.
A pharmacist prescriber may be a pharmacist supplementary prescriber (PSP) or a pharmacist
independent prescriber (PIP). Both can prescribe, supply and administer medicines and medical
devices.
BOX OUT: What do we mean by ‘supplementary prescriber’?
A supplementary prescriber works with a medical or dental practitioner within a specific clinical
management plan (CMP) but does not prescribe independently. The law sets out what the CMP
must include, and the limitations of what the PSP can prescribe and under what circumstances. A
supplementary prescriber cannot prescribe veterinary medicines or non-surgical cosmetic products.
A PSP may become a PIP through further training and by converting their qualification and can then
work as both a PSP and a PIP.
BOX OUT: What do we mean by ‘pharmacist independent prescriber’?
A pharmacist independent prescriber is a pharmacist who has completed the relevant approved
education and training to add an annotation to their entry in the register. The GPhC sets standards
for the education and training of pharmacists to become a PIP.
A PIP may prescribe all medicines autonomously for any condition within their scope of practice and
clinical competence. The exceptions to this are the three controlled drugs for the treatment of
addiction (cocaine, dipipanone and diamorphine), and unlicensed cannabis based medicinal
products (CBMPs).
A change in the law in November 2018 made cannabis and certain cannabis-based medicinal
products (CBMPs) schedule 2 drugs under the Misuse of Drugs Regulations 2001. However, CBMPs
can only be prescribed by a specialist doctor registered on the General Medical Council (GMC)
Specialist Register. Once a substance receives a marketing authorisation, this prescribing restriction
will no longer apply, and the product will be available for patient use as are other schedule 2 drugs.
Pharmacist independent prescribers can also prescribe certain prescription-only veterinary
medicines., in line with the current Veterinary Medicines Regulations.
A pharmacist can act as both a supplementary and independent prescriber. For example, if an
independent prescriber is working in a new area of competence they may wish to act under a
clinical management plan as a supplementary prescriber, while still be confident to prescribe in
another scope of competency as an independent prescriber.
BOX OUT: Prescribing in context
Prescribing can take place in different ways. It may involve the pharmacist prescriber making an
independent decision, after diagnosis to initiate the supply or refuse to supply a prescription-only
medicine or medical device on prescription. It may also include giving advice and information on the
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person’s medicines. This could occur across all settings, but usually the prescribing process is more
complex.
However, a pharmacist independent prescriber (PIP) is responsible for and accountable for the
clinical assessment and management of people with undiagnosed or diagnosed conditions, without
needing to consult another prescriber. They are also responsible for the prescribing decisions they
make.
Community pharmacy, pharmacist prescribers may prescribe for a range of minor conditions and acute
illnesses for people who walk in or may have been referred, as well as for some long-term conditions. Some
pharmacist prescribers work remotely and carry out consultations on the telephone from GP
practices or prescribe online. Increasingly pharmacy owners are employing or contracting with a
pharmacist prescriber or service provider to provide online prescribing services. Pharmacist
prescribers may also prescribe in prisons, armed forces, care homes and for travel and other
vaccinations, and private aesthetic clinics.
In hospitals, care homes and GP surgeries pharmacist prescribers optimise the use of medicines in
chronic conditions, identifying and treating acute illness and monitoring treatment outcomes. It is
increasingly the case when pharmacist prescribers carry out medication reviews and rationalise
polypharmacy, it leads to a shared decision, in partnership with the person and the multidisciplinary
team, to stop unnecessary medicines (deprescribing). This may include for people in care and
residential homes.
Within the hospital setting pharmacist prescribers, as part of the medicine’s reconciliation process
may prescribe on admission to hospital for existing conditions diagnosed for example by the GP,
and prescriptions at discharge. In this context there may be situations where the pharmacist
prescriber may not be competent to diagnose patients with that particular condition, but to ensure
continuity of care continue to prescribe a prescription initiated by another clinician.
Working as part of a multidisciplinary team (MDT), in which pharmacist prescribers are an
important part is key to improved care and patient safety, where they work alongside other
healthcare professionals to jointly agree on a person’s care. For example, on a ward round, the
pharmacist prescriber as part of the MDT may prescribe under the direct guidance or advice of
another prescriber such as a consultant or specialist. In this case the prescribing is not their sole
responsibility.
Some activities pharmacist prescribers undertake as part of their role include clarifying and
amending prescriptions, either electronically or manually, making dosage adjustments, dealing with
referrals, test requests and follow up care.
In this guidance we use the term ‘pharmacist prescriber’ to include both supplementary prescribers
and independent prescribers, as they can both work in the same settings, but where supplementary
prescribers cannot prescribe certain medicines we have highlighted this.

1. Taking responsibility for prescribing safely
People receive safe, effective and person-centred care when pharmacy professionals treat every
person as an individual with their own values, needs and concerns.
Pharmacist prescribers are responsible and accountable for their decisions and actions. This will
include when they prescribe or deprescribe, and for their prescribing decisions. To improve patient
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safety and to minimise patient risk, pharmacist prescribers must make sure prescribing is evidencebased, safe and appropriate. Any prescribing decision must be made in partnership with the person
being assessed, to make sure the care meets their needs and the pharmacist prescriber has consent
to prescribe, where appropriate. In hospitals there are situations where this may not always be
possible, as there is implied consent when a person is admitted to hospital which would include
access to the person’s medical notes.
Pharmacist prescribers should use their professional judgement, so that they act in the person’s
best interests and prescribe only the medicines they know to be safe and effective for the condition
they are treating.
Pharmacist prescribers must communicate effectively with the person to:
•
•
•

•

understand their needs
make sure there is a genuine clinical need for treatment, and
assess whether the person has capacity to make a decision about their care or consent. In
cases where the person may lack capacity either physically (for example because they are
unconscious) or because they are unable to make decisions about their care
come to a shared decision about the care they provide, by getting all the relevant
information from the person and giving the person all the relevant information in a way they
can understand so they can make an informed decision and choice. They must make sure
the person is aware of any risks involved in their treatment and the risks of any reasonable
alternative or different treatment option.

For more information on capacity and the legal authority given to certain people, (for example the
Lasting Power of Attorney (LPA)) to make decisions on behalf of people receiving care who lack
capacity and consent please see our In practice – guidance on consent, June 2018.
Pharmacy professionals must take responsibility for ensuring person-centred care is not
compromised by their own personal values and beliefs. People receive safe and effective care when
professionals recognise and value diversity and respect cultural differences. All pharmacy
professionals, including pharmacist prescribers have the right to practice in line with their religion,
personal values and beliefs as long as they act in accordance with equalities and human rights law
and make sure that person centred care is not compromised. This includes where they are working
as prescribers.
For more information please see In practice: Guidance on religion, personal values and beliefs.
To safeguard people, particularly children and vulnerable adults, it is important that pharmacist
prescribers know who to refer to, and act when necessary. This is particularly important when
prescribing at a distance.
Pharmacist prescribers must make sure incentives or targets do not compromise their professional
judgement. They must make sure the care they provide reflects the needs of the person and does
not compromise the health, safety and wellbeing of patients and the public
For more information on incentives and targets please see our ‘Other sources of information’ at the
end of this document.
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When prescribing, pharmacy professionals should consider the following three
areas:
Have all the necessary information to prescribe safely
To prescribe safely, it is important to be able to access a person’s medical records. However, access
is variable and there are potential risks in prescribing without such records. Pharmacist prescribers
should consider whether they have sufficient information and knowledge of the person’s health and
medical history including using medical records such as the summary care record (SCR) (in England),
the emergency care summary (in Scotland), or the Welsh GP record when these are available, to
make an assessment of the condition presented. Pharmacist prescribers should use other sources of
information, such as recent hospital discharge letters, test results and clinic letters to establish a
clear understanding of the person’s condition, to be able to mitigate any risks in deciding whether
they can prescribe safely. They should be able to demonstrate that they have made an assessment
and considered the risks when making a professional judgement, for example by keeping a record of
their reasons to prescribe in these circumstances. (See Section 3.1)
BOX OUT: What does we mean by medical history?
This may include , but is not limited to, finding out about: their family and social history; recent
surgery; any previous adverse reactions or allergies to medicines; allergies to flavouring and food
products; recent use of other medicines, including regular medicines, acute medicines (for example,
short-course antibiotics), OTC medicines, herbal medicines, alternative medicines and medicines
bought online, other medicines and medical conditions which may or may not be on their record
(for example, chemotherapy and home care medicines).They should encourage the person to be
open about the way they take their medicines, and about their adherence to the medicines they
have been prescribed.
They should consider the risks of prescribing:
• for different groups of patients (for example babies, children, young people, women and girls
of child bearing age, pregnant and lactating women, and older people) and those with
reduced renal or hepatic function and co-morbidities
• for people who share protected characteristics
• certain categories of medicines (for example, controlled drugs) and prescribing in certain
circumstances
• prescribing in different pharmacy contexts
and also, for:
• people seeking medicines or treatment- inappropriately
• requests of large quantities or frequent requests for medicines, particularly those subject to
abuse, overuse or misuse
and do everything they can to mitigate those risks.
Prescribe safely
Pharmacist prescribers must prescribe only within the limits of their knowledge, skills and area of
competence and should:
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• fully assess the person, and carry out an examination in cases when it is necessary, in an
appropriate environment which ensures the person’s privacy and confidentiality
• prescribe in line with clinical1, national and local guidelines – which are evidence-based –
whenever possible
• prescribe and review the person’s medicines, and communicate and document any changes to
the person’s medical record, in a timely manner when possible, to improve patient safety,
care and continuity of care This should include: a record of discussions, particularly when
prescribing is outside the national guidelines or is for an unlicensed or off-label medicine; the
reasons for their prescribing decisions; and arrangements for follow-up and monitoring.
• explain their reasons for not prescribing and any other options available to the person when
they consider prescribing to be inappropriate,
• refer the person to an appropriate healthcare professional when further examination or
assessment is needed
• be able to show that all prescribing arrangements are transparent, and do not cause conflicts
of interest such as: prescription direction; restricting a person’s choice; or unduly influencing
or misleading, deliberately or by mistake, people requesting prescribing services
• make prescribing decisions based on the needs of the individual person and not on
commercial interests or pressure from people, colleagues or pharmaceutical companies
• consider the impact of their prescribing on the person they are prescribing for
• consider when it may be appropriate to withdraw medicines, deprescribe or alter the
prescribed dose of a medicine
• review prescriptions with repeats, and repeat prescriptions as part of the NHS repeat
dispensing service (England and Wales), the Medicines: Care and Review (MCR) (Scotland) , or
when reviewing a person’s medicines; checking whether there have been any changes in their
circumstances, such as a hospital stay, or changes to their medicines following a hospital or
home visit
• in the case of an unlicensed or ‘off -label’ medicine, make sure there is sufficient evidence and
experience of the safety, effectiveness and the appropriateness of the use of the unlicensed
or off-label medicine to meet the needs of the person Some medicines are routinely used
outside the terms of their licence, for example in paediatrics and palliative care.
BOX OUT: What do we mean by ‘unlicensed medicine’?
The term ‘unlicensed medicine’ is used to describe medicines which have no licence for use in the
UK. Medicines commonly referred to as ‘off label’ are those which are licensed but are being used
outside the terms of their UK licence. Prescribing an unlicensed or ‘off label’ medicine may be
necessary to meet the patient’s need. For example, when only an adult formulation is licensed, and
the patient is a child, or when the suitably licensed medicine is not available due to medicines

1

NICE (England), Scottish Medicines Consortium and Health Improvement Scotland, Department for
Health, Social Services and Public Safety (Northern Ireland), All Wales Medicines Strategy Group
(Wales) and medical colleges and other authoritative sources
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shortages. In emergencies it may not always be appropriate to explain that the medicine is
unlicensed, or if itis likely to cause distress to the patient or the carer. For further information on
unlicensed medicines please see our guidance for registered pharmacies preparing unlicensed
medicines August 2018 and ‘Other sources of information’ at the end of this document.
Follow up
The pharmacist prescriber should:
• provide relevant information – including patient information leaflets – in a way the person can
understand, and check they have understood them
• identify the required monitoring associated with the prescribing activity and enable access to
this monitoring for the person, for example by giving the person any relevant forms where the
medicine prescribed requires therapeutic drug monitoring, to ensure continuity of care
• use reporting mechanisms for suspected adverse drug reactions (ADRs), and patient safety
incidents via the National Reporting and Learning System (NRLS) and local reporting systems
and make sure the person seeking care knows how to report ADRs
• take action when there is a need for urgent referral to another healthcare professional
• make sure, the person seeking care knows who to contact if they have any questions or
concerns
• plan appropriate follow up reviews that meet the needs of the person seeking care
• assess and monitor the outcome of the prescribing activity to make sure safe and effective
care is provided
• inform the person that if their condition deteriorates or there are any new symptoms or
changes in their condition to come back to the pharmacist prescriber to make sure no serious
conditions are missed (safety netting)

2. Keeping up to date and prescribing within your level of competence
Pharmacist prescribers can prescribe in many different clinical and therapeutic areas, either as a
specialist or generalist. As these roles continue to develop and expand, pharmacist prescribers must
maintain, develop and use the professional knowledge and skills relevant to their role and
prescribing area, to make sure the person receives safe, appropriate and up to date care. They
should use the Royal Pharmaceutical Society – A Competency framework for all prescribers , the
GPhC standards of initial education and training for pharmacist prescribers and the learning
outcomes, as well as other reference sources2, to help identify any gaps in their knowledge
With regards to the person’s condition and the medicines available to manage their health care,
pharmacist prescribers must prescribe only within the limits of their knowledge, skills and clinical
competence. They must maintain the competencies specific to their role as a prescriber and the

2

MHRA drug safety updates, NHS Central Alerting System, , the National Institute for Health and
Clinical Excellence (NICE) Medicines and prescribing, the electronic Medicines Compendium,
patient information leaflets (PILs), British National Formulary (BNF) and British National Formulary
for Children (BNFC)
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scope of their practice and reflect on the application of their knowledge and skills to keep
themselves up to date.
Pharmacist prescribers can gain and provide support to their peers, for example when working in a
multidisciplinary team, which helps them to communicate, learn and develop alongside other
healthcare professionals. This may also include having a close working relationship with their
medical supervisor or mentor after qualifying.
When a person’s condition or the medicines prescribed are outside a prescribing pharmacist’s scope
of practice, they must consider the person’s best interest’s and decide whether or not they have the
competence to prescribe. Where they are not competent to prescribe they must refer the person to
another appropriate prescriber.
When returning to prescribing practice after a break or prescribing in a different or additional
clinical area, pharmacist prescribers should undertake any additional training they need, which may
include for example, completing the CPPE return to prescribing course , work shadowing or
undertaking work experience in the new prescribing area. Pharmacist prescribers should also be
familiar with the relevant resources, and make sure that they are competent, for example using the
RPS competency framework to demonstrate their competence when prescribing in a new area.
Pharmacist prescribers should record the activities they have undertaken, for example keeping a
portfolio of evidence, supervised practice areas and any training and assessments.
For more information on a portfolio of evidence when returning to practice, please see the
returning to the register section of our website.
Pharmacist prescribers should make sure that some of their revalidation records directly address
their role as a pharmacist prescriber. This includes keeping up to date with relevant changes in the
law, as well as in the therapeutic areas in which they prescribe. Pharmacist prescribers should use
the GPhC’s revalidation framework to plan and to demonstrate that they remain up to date with
current guidelines when prescribing.
Pharmacist prescribers must make sure they are competent in the new area of prescribing and
check that they are covered by their professional indemnity insurer for any additional or different
prescribing roles they undertake and review their cover regularly as appropriate.
To continually improve their prescribing skills and the care they give, pharmacist prescribers should
get another person to regularly audit and monitor their prescribing. This may include a peer review
focusing on prescribing, reviewing the clinical outcomes of their prescribing and reflecting on any
feedback, errors or complaints received.
If pharmacist prescribers work outside NHS settings where clinical governance systems may be
different, or not be applied in the same way, they are responsible for understanding the governance
arrangements in which they work to make sure they are competent to practise.
For further information on training please see ‘Other sources of information’ at the end of this
document and accredited course for independent prescriber training on our website.
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3. Working in partnership with other healthcare professionals and people
seeking care
Pharmacist prescribers must communicate effectively, and work in partnership with other health
professionals and people seeking care, to deliver safe and effective care.
They must be open and honest with the person seeking care and those they prescribe for. They
should make sure people know they are prescribing as a pharmacist prescriber, either as part of an
NHS or private arrangement, and about any charges that apply.
Pharmacist prescribers must make sure they maintain a person’s confidentiality and privacy, as this
is a vital part of the relationship between the pharmacist prescriber and the person seeking care.,
particularly when carrying out consultations on the telephone or at a distance.
For more information on confidentiality please see our In practice: Guidance on confidentiality,
GPhC, June 2018

3.1 Working with people seeking care and sharing information with their regular
prescriber
Having all the available and relevant medical information about a person and their medicines is vital
to ensure safe prescribing. This information may be obtained by communicating with the person’s
regular prescriber or by having access to the person’s medical record. Pharmacist prescribers should
make sure they interact in a way that is person-centred if someone identifies in a way that is
different to what their records say. Pharmacist prescribers must ask the person for consent to
access their medical records, or to get other reliable information about the person’s health and
medicines from their regular prescriber if they have one. To ensure person-centred care, they must
give the person receiving care clear information, so they can make an informed decision, and must
discuss other available options when it is not appropriate to prescribe. They should make a record
of all decisions, including when they decide not to issue a prescription and the reasons why.
For every prescribing consultation, pharmacist prescribers must use their professional judgement
and take into account the person’s best interests to decide whether they have sufficient
information to prescribe safely. There may be occasions when:
•

they do not have access to the person’s medical records or information available
from secondary or specialist care

•

the person refuses to give consent to contact their prescriber for more information,

•

the person does not have a regular prescriber

•

where medication has been initiated by another healthcare professional

•

where a person is outside the UK

The pharmacist prescriber must then decide whether or not to prescribe. They will need to think
about the person’s best interests, make a risk-based assessment about whether they can prescribe
safely and made a clear record setting out their justification for prescribing.
Prescribing information should be shared with the person’s prescriber, or others involved in their
care, so the person receives safe and effective care. Pharmacist prescribers should use their
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professional judgement when deciding what information to share3. This is particularly important
when prescribing medicines liable to abuse, overuse or misuse, or when there is a risk of addiction
and ongoing monitoring is important.
Pharmacist prescribers should make sure the person has given consent and is clear what
information is going to be shared with the other prescriber or healthcare professional. The
pharmacist prescriber should give the other prescriber any relevant information (for example,
information on medicines prescribed, changes in doses, the reasons for any changes, and any
further monitoring requirements) accurately in a timely manner, so their medical record can be
updated. This information should be clearly recorded.
When carers ask for information about medicines on behalf of a person, pharmacist prescribers
should make sure they have the person’s consent to disclose this information. If the person lacks
capacity to give consent, they must decide whether it is in their best interests to share it.

3.2 Working in partnership with other healthcare professionals
Pharmacist prescribers must take responsibility for their practice and provide leadership to the
people they work with, for example supporting colleagues to further develop effective judgement
and leadership skills, to improve their prescribing.
Pharmacist prescribers who prescribe for people in environments such as a care home, nursing
home or a hospice should take care to ensure they only prescribe for the specific needs of the
person, and not prescribe for the convenience of others concerned with the care of that person.
They should communicate with the person or their carer and give the necessary information and
advice. They must make sure any information is understood by the person and carer.
When a person transfers between care settings, pharmacist prescribers should check the
information provided. They should make sure all the necessary information about the person’s
medicines is accurately recorded.
When a pharmacist prescriber continues the treatment prescribed by another prescriber, they are
still professionally accountable and responsible for the prescribing decisions they make. They must
make sure the medicine and the prescription is appropriate, meets the person’s needs, and allows
continuity of care4 for them.
When there is shared responsibility for a person’s care with a colleague, for example working as
part of a multidisciplinary team in a hospital, pharmacist prescribers must make sure there are clear
lines of accountability and that they are competent to share their part of the clinical responsibility.
If they are responsible for the initial diagnosis or assessment of a person, they must find out all the
information they need to be able to prescribe. Any decisions made about responsibility for follow
up and monitoring should be in the person’s best interests, and clearly communicated to everyone
involved in the arrangement.

3

For guidance on safe and appropriate online and remote provision of sexual health services please
see ‘Other sources of Information’ at the end of this document.
4 Continuity of care is the quality of care over time. It is the process by which the patient’s GP-led
care team work together to provide safe and effective healthcare throughout the treatment process
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If a pharmacist prescriber is supervising another prescriber in training, as a designated prescribing
practitioner (DPP), they must demonstrate leadership and exercise proper oversight to make sure
safe and effective care is provided.
For more information on the role of the DPP please see ‘Other sources of information’ at the end of
this document.

4. Prescribing considerations and clinical judgment
4.1 Prescribing for self, family and friends
Pharmacist prescribers must not prescribe for themselves or anyone with whom they have a close
personal relationship (such as family members, friends or colleagues), other than in exceptional
circumstances. This is particularly important when controlled drugs and drugs liable to abuse are
prescribed.
Pharmacist prescribers must not prescribe, unless in exceptional circumstances, for example when:
•

there is no other prescriber available to assess the person’s clinical condition, and to delay
prescribing would put the person’s life or health at risk or cause unacceptable pain or distress,
or

•

the treatment is immediately necessary to:
–

save a life

–

avoid serious deterioration in the person’s health and wellbeing, or

–

alleviate otherwise uncontrollable pain or distress

If in exceptional circumstances, a pharmacist prescriber prescribes for themselves or anyone they
have a close relationship with, they must:
•

be able to justify their decision to prescribe

•

consider whether their professional judgement is influenced or impaired because of the
person they are prescribing for

•

refer to another prescriber if they are not confident to prescribe

•

make a clear record, including the nature of their relationship with the person and the
reasons it was necessary to prescribe, so there is a robust audit trail.

4.2 Prescribing and supplying
Pharmacist prescribers should keep the initial prescribing separate from the supply of medicines
prescribed, to protect the person’s safety and minimise risk. When possible, a second suitably
competent person should be involved in carrying out the final accuracy check and the check for
clinical appropriateness. Pharmacist prescribers should use their professional judgement when
considering whether or not to prescribe and supply. The pharmacist prescriber should have robust
procedures and arrangements in place and weigh up the risks of supplying against not supplying.
The person should be given the choice to take their prescription to another pharmacy for supply.
In all cases, any decision to prescribe and supply must be made in the person’s best interests and
the pharmacist prescriber must make sure that the person’s health and safety is not compromised.
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There may be circumstances, for example in an emergency, in certain hospital situations, in
remote/rural areas where there is no other pharmacist available or when the person needs the
medicine urgently when the medicine should be supplied at the same time. If a pharmacist
prescriber prescribes, carries out the clinical check and supplies the medicines at the same time, it
must be within their competence and scope of practice.
They must also make a record of their prescribing and the reasons for their prescribing decision.
When a pharmacist prescriber also administers – for example, in a hospital or other setting, they
must make sure person-centred care is delivered, and the care of the person is their first priority.
Where this occurs pharmacist prescribers should have processes in place to mitigate any risks and
must protect patient safety. If a pharmacist prescriber administers or delegates the administering of
medicines to another person, they must make sure the other person has the necessary and
appropriate training and skills to administer safely.

4.3 Prescribing non-surgical cosmetic products
An increasing number of aesthetic pharmacists are now prescribing non-surgical cosmetic medicinal
products, such as botulinum toxin, and medical devices. Pharmacist prescribers have an important
role in making sure prescribing is safe and effective in this area, minimising any risks to the person.
(See section 1 -prescribing safely.) They must use their professional and clinical judgement, so they
act in the person’s best interests and only prescribe medicines and non- surgical cosmetic products
which are appropriate, taking extra safeguards when necessary.
Pharmacist prescribers who prescribe, supply and administer non-surgical cosmetic products must
have the appropriate training relevant to non-surgical cosmetic products and experience to
prescribe safely. They must only prescribe and administer non-surgical cosmetic products in line
with good practice guidelines, and only after there has been a physical examination of the person.
For this reason, it is not appropriate to carry out a remote consultation for non-surgical cosmetic
products.
Pharmacist prescribers must be satisfied that the services they are prescribing for meet the relevant
registration and regulatory requirements. They must make sure any procedures are carried out in
an appropriate and professional manner, and in an environment, which is safe and appropriate for
the procedures being carried out. Pharmacist prescribers must make sure that any person they
delegate the administration of the products to is a healthcare professional with the appropriate
training and skills to administer and carry out the procedure. Where the pharmacist prescriber
delegates the administration they are responsible for the person receiving treatment in relation to
the ongoing oversight for the assessment of the outcomes, interventions and reporting of adverse
incidents.
For more information on training and qualification requirements and good practice guidelines for
prescribing non-surgical cosmetic products, please see ‘Other sources of information’ at the end of
this document.
Before prescribing or administering non-surgical cosmetic products, we expect pharmacist
prescribers to:
•

have professional indemnity insurance to cover all activities

•

have the person’s consent to carry out the procedure
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•

be familiar with the procedure, including: what it involves, how long it will take, and whether
the products are appropriate and meet approved guidelines and any other options available

•

consider whether the person has capacity to consent to have the procedure carried out,
particularly if they are a young person

•

consider the psychological needs of the person

•

be prepared not to carry out the prescribing or the procedure if they think it is not
appropriate, or if the person wants more time to consider the procedure. In this case the
pharmacist prescriber should explain why, discuss alternative options and record the
decisions

•

be competent to manage medical emergencies that may occur as a result of cosmetic
treatment e.g. adverse drug reactions, and manage any complications from the treatment

Pharmacist prescribers must work with the person to make sure they have all the relevant
information to make an informed decision and choice. They should make sure they:
•

have realistic expectations and are clear about the potential outcomes

•

are clear about the potential risks and complications of the procedure and the availability of
any alternative products or procedures that could meet their needs with less risk

•

have enough information to decide whether to have the procedure

•

have enough information to support continuity of care

•

know what follow up and after care will be provided, including an assessment of the outcome
and

•

know when and how to get more help if there is a negative reaction or if something goes
wrong

Pharmacist prescribers must get the person’s consent to inform their regular prescriber of any
relevant information, where appropriate.

4.4 Online prescribing and safeguards for the online prescribing of certain
medicines
More and more often, people are accessing pharmacist prescribers not in the traditional face-toface way, but at a distance. This will be either by phone or video link, or more usually online
through prescribing services. In these cases, and in addition to Section 1 - prescribing safely,
pharmacist prescribers must make sure patient safety is not compromised particularly where the
person is vulnerable or at risk of addiction to certain medicines. Pharmacist prescribers must make
an adequate and safe clinical assessment, communicate effectively and obtain the person’s consent
to access their medical record. It is particularly important when prescribing at a distance that
pharmacist prescribers assess the capacity of the person seeking care.
Prescribing medicines at a distance, either as part of an online prescribing service or independently
via the internet, brings different risks than those when there is a face-to-face consultation. Certain
medicines are not suitable to be prescribed online, (for example non-surgical cosmetic products),
and some medicines require extra safeguards to be in place.
In light of the very real patient safety risks, pharmacist prescribers must not make prescribing decisions
for high risk medicines (for example, medicines liable to abuse, overuse or misuse, or when there is a
risk of addiction and ongoing monitoring is important) primarily informed by online questionnaires with
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no access to the person’s medical history or consent to contact the person’s regular prescriber.
Appropriate risk management and safeguards must be in place, or the registration of the pharmacist
prescriber could be at risk.

Pharmacist prescribers are accountable for their prescribing decisions including when prescribing at
a distance. They should prescribe only when they have adequate knowledge of the person’s health
and full medical and prescribing history, for example using the person’s medical record and other
sources of information to establish any allergies or interactions and are satisfied that the medicines
serve the person’s needs. Any decision about treatment are for both the pharmacist prescriber and
the person jointly to consider during the consultation.
If the pharmacist prescriber has not carried out a previous face-to-face consultation with the
person, they should explain to the person how the remote consultation will be carried out.
Pharmacist prescribers who prescribe for people in other countries must keep to any other laws
that apply. Countries have different restrictions, and some do not allow the online supply of
medicines at all.
While pharmacist prescribers can prescribe unlicensed or ‘off-label’ medicines, when prescribing for
a person abroad they should make sure the medicine they prescribe has the marketing
authorisation needed for it in the country of destination, as required by law5. They should make
sure the person can obtain the medicine and that the prescriber has considered the product’s
licensed name, indications and recommended dosage regimen in that country. Pharmacist
prescribers should consider how the person will be monitored by their local healthcare professional
or by the pharmacist prescriber.
Whoever they are prescribing for and wherever that person is located, pharmacist prescribers must
assess and manage any risks related to their prescribing and the care they provide, and that they
have sufficient indemnity insurance in place. Before prescribing at a distance, pharmacist
prescribers should consider:
•

how they can check that the person receiving pharmacy prescribing services is who they
claim to be, by carrying out an appropriate identity check6 (for example by keeping to the
Identity Verification and Authentication Standard for Digital Health and Care Services,
which provides a consistent approach to identity checking across online digital health and
care services)

•

the limitations of effective communication with the person through the consultation at a
distance (for example not being able to see physical symptoms or read their body language,
not being able to ask follow-up questions)

•

which medicines are appropriate for prescribing and supplying at a distance, including online

•

whether they can assess if the person has capacity to decide about their medicines

5

Regulation 28 of the Human Medicines (Amendment) Regulations 2013
For guidance on appropriate identity checks for online and remote provision of sexual health
services please see ‘Other sources of Information’ at the end of this document.
6
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•

whether a physical examination or other assessment is required

•

who the person contacts if they have any questions or want to discuss something

•

how they identify requests for medicines that are inappropriate, by being able to identify
multiple orders to the same address or orders using the same payment details – this
includes inappropriate combinations of medicines and requests that are too large or too
frequent.

Safeguards for the online prescribing of certain medicines
Pharmacist prescribers should be aware that some categories of medicines are not suitable to be
prescribed or supplied at a distance unless further safeguards (see below for more details) have
been put in place to make sure that they are clinically appropriate. The categories include:
•

•

•

Antimicrobials (antibiotics), when it is important to effectively manage their use, to help
slow the emergence of antimicrobial resistance and make sure that antimicrobials remain an
effective treatment for infection. These should be supplied only in line with good practice
guidance, taking into account the antimicrobial stewardship guidelines7 relevant for the
person and their location
Medicines liable to abuse, overuse or misuse, or when there is a risk of addiction and
ongoing monitoring is important. For example, opioids, sedatives, laxatives, pregabalin,
gabapentinoids,
Medicines that require ongoing monitoring or management. For example, medicines with a
narrow therapeutic index8, such as lithium and warfarin, as well as medicines used to treat
diabetes, asthma, epilepsy and mental health conditions. A particular example of a medicine
that requires ongoing monitoring and management is sodium valproate which is used for the
treatment of epilepsy and bipolar disorder but which puts babies in the womb at a high risk
of malformations and developmental problems.

Safeguards to put in place if the above categories of medicines are to be supplied online
If a pharmacist prescriber decides to prescribe at a distance or work with an online prescribing
service, the above categories of medicines should not be prescribed unless the prescriber:
• has robust processes in place to check the identity of the person, to make sure the medicines
prescribed go to the right person– for example, by keeping to the Identity Verification and
Authentication Standard for Digital Health and Care Services, which provides a consistent
approach to identity checking across online digital health and care services
• has asked the person for the contact details of their regular prescriber, such as their GP, and for
their consent to contact them about the prescription

7

Public Health England antimicrobial prescribing and stewardship competencies 2013,Public
Health England Summary of antimicrobial prescribing guidance – managing common infections
2019
8 Drugs with a narrow therapeutic index are drugs with small differences between therapeutic and
toxic doses.
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• will proactively share all relevant information about the prescription with other health
professionals involved in the care of the person (for example their GP)
• for medicines which are liable to abuse, overuse or misuse, or when there is a risk of addiction
and ongoing monitoring is important, has contacted the GP in advance of issuing a prescription,
and the GP has confirmed to the prescriber that the prescription is appropriate for the person
and that appropriate monitoring is in place
• has systems in place for circumstances where the person does not have a regular prescriber such
as a GP or there is no consent to share information, and the pharmacist prescriber has decided, in
exceptional circumstances, to still issue a prescription, and made a clear record setting out their
justification for prescribing (for example how they have mitigated any risks, the immediate need,
how they have arrived at their decision to prescribe, and the exceptional circumstances)
• is working within national prescribing guidelines for the UK and good practice guidance. This
would include following relevant guidance on prescribing a licensed medicine for an unlicensed
purpose known as ‘off-label’.
For more information please see our Guidance for registered pharmacies providing pharmacy
services at a distance, including on the internet and ‘Other sources of information’ at the end of this
document.

5. Raising concerns
All pharmacy professionals, including pharmacist prescribers, must speak up when they have
concerns or when things go wrong in line with the professional and statutory duty of candour. We
expect pharmacist prescribers to be candid with the person concerned and with colleagues and
employers, which means being honest when things go wrong.
If any pharmacy professional, including pharmacist prescribers, considers the prescribing of a
colleague is unsafe for a person, they should question the decision or action, and raise concerns if
the person’s health and wellbeing may be at risk. When pharmacist prescribers pick up concerns
about prescribing data, they must also raise these with the relevant person or regulator.
For more information please see our standards for pharmacy professionals and our guidance In
practice: Raising concerns May 2017.
The quality of care people receive is improved when pharmacist prescribers learn from feedback
(which may include complaints) and incidents, and challenge poor practice and behaviours.
It is important that pharmacist prescribers record, report and learn from errors and near misses, to
manage the risk of making and repeating mistakes.
Pharmacist prescribers must reflect on feedback or concerns raised by colleagues, people or carers
about their own practice and act when appropriate, to prevent the same thing happening again.

6. Information for employers of pharmacist prescribers
Employers of pharmacist prescribers, in whatever setting and context must have governance
arrangements in place to protect patient safety. While other regulators regulate NHS trusts and GP
practices, all organisations and employers of pharmacist prescribers must have procedures in place
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to identify and manage the risks involved in providing and managing prescribing pharmacy services.
This includes where a pharmacy owner works with an online prescribing service. Where pharmacist
prescribers work within organisations (including NHS and private) or are employed by pharmacy
owners, employers should make sure:
• appropriate governance arrangements are in place to ensure pharmacist prescribers meet local
and nationally agreed prescribing policies and standards
• there is a risk-based process to manage prescribing and supplying
• pharmacist prescribers can meet their own professional and legal obligations, and are able to
exercise their professional judgement in the interests of patients and the public
• pharmacist prescribers are competent and maintain their competencies in the area in which
they prescribe
• all members of the pharmacy or multidisciplinary team are familiar with the areas raised within
this guidance and understand their own responsibilities in relation to pharmacist prescribers
• where pharmacist prescribers carry out assessments and provide diagnostic testing to assess a
person’s condition, the equipment and facilities are safe to use and appropriately maintained
• they have systems in place for circumstances where the person does not have a regular
prescriber such as a GP or there is no consent to share information, and the pharmacist
prescriber has decided, in exceptional circumstances, to still issue a prescription, and made a
clear record setting out their justification for prescribing (for example how they have mitigated
any risks, the immediate need, how they have arrived at their decision to prescribe, and the
exceptional circumstances)
• incentives or targets do not compromise the health, safety and wellbeing of patients and the
public, or the professional judgement of staff

6.1 Pharmacist owners working with online prescribing services
Pharmacy owners must not work with online providers who are trying to circumvent the regulatory
oversight put in place within the UK to ensure patient safety throughout the healthcare system.
Working with prescribers who are not appropriately registered with the relevant UK professional
regulator, and with prescribing services not based in the UK, creates significant additional risks for
patients and the public. Significant patient safety concerns have recently been identified in relation
to the supply of high-risk medicines online, during recent pharmacy inspections.
For more information regarding online pharmacy services please see our statement on unsafe
supply of high-risk medicines by some online pharmacies and our Guidance for registered
pharmacies providing pharmacy services at a distance, including on the internet, and other sources
of information at the end of this document.

Questions to ask yourself
Below are some key questions that pharmacist prescribers should ask themselves when thinking
about how they can ensure and demonstrate that they have provided person-centred care:
•

Can I check the identity of the person requesting care?

•

Do I have sufficient information to be able to prescribe safely if I don’t have access the
person’s records?

•

Am I prescribing in line with clinical and national guidelines?
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•

Am I competent to prescribe these medicines?

•

Have I communicated with the person’s usual prescriber?

•

Do I have consent to access records where available?

•

Do I have consent to share information?

•

Do I have procedures in place for monitoring this person?

•

Am I prescribing within my scope of competence?

•

Have I made the care of the person my priority?

•

Am I concerned about the quantity of medicines being requested?

•

Have I considered what extra safeguards need to be in place for the medicines being
prescribed?

•

Am I able to justify my decision to prescribe outside national guidelines and best practice?

•

Does the person have capacity to consent?

•

Am I concerned about the frequency of medicines being requested?

•

Am I concerned about what medicines are being requested?

Other sources of information
Pharmacist prescribers can get more information and guidance from professional bodies, indemnity
insurance providers, and from other independent bodies such as those listed below:

Candour
Joint statement of professional duty of candour

Conflicts of interest
Joint statement from the Chief Executives of statutory regulators of health and care: conflict of
interest
Focus on conflicts of interest, GPhC, -, Regulate, August 2017 (the article includes case studies on
prescription direction)

Prescribing
•

Guidance on care standards, Care Quality Commission (CQC)

•

Standards for Online and Remote Providers of Sexual and Reproductive Health Services for
guidance on safe and appropriate online and remote provision of sexual health services,
Faculty of Reproductive Sexual Health (FRSH) and British Association for Sexual Health and
HIV (BASHH)
Good practice in prescribing and managing medicines and devices, General Medical
Council, March 2013
Guidance about sharing information with colleagues, General Medical Council - , December
2014

•
•
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•

A guide to good prescribing practice for prescribing pharmacists in NHS Scotland, NHS
Education for Scotland, July 2012

•

A Competency framework for all prescribers, Royal Pharmaceutical Society, July 2016
A practical guide to support pharmacist independent prescribers, Royal Pharmaceutical
Society, November 2018
Non-medical prescribing in Wales, The All Wales Medicines Strategy Group (AWMSG), May
2017

Prescribing cosmetic products
Cosmetic interventions, Advertising Standards Authority- January 2016,
Code of practice, British Association of Aesthetic Plastic surgeons, 2013,
Code of practice, British Association of Plastic Reconstructive and Aesthetic Surgeons, 2016
Cosmetic procedures – what do I need to consider, General Medical Council, June 2016
Guidance for doctors who offer cosmetic interventions, General Medical Council, June 2016
Guidance for practitioners who provide cosmetic interventions, Joint Council for Cosmetic
Practitioners/Cosmetic Practice Standards Authority
Professional Standards for Cosmetic Surgery, Royal College of Surgeons, 2016
Standards for Accreditation, Save Face. Save Face also hold a national register of Accredited
practitioners who provide non-surgical cosmetic treatments

Prescribing unlicensed medicines
Prescribing specials, Royal Pharmaceutical Society, April 2016
Off-label or unlicensed use of medicines: prescribers’ responsibilities, The Medicines and
Healthcare products Regulatory Agency (MHRA),2014
Supply unlicensed medicinal products (specials), The Medicines and Healthcare products
Regulatory Agency (MHRA), 2014

Online prescribing
Online advice, Advertising Standards Authority, February 2015
Online primary care: Information for providers, Care Quality Commission, 2019
Statement from regulators on online primary care services, 26 September 2019
Pharmacy regulator takes action on unsafe supply of high-risk medicines by some online
pharmacies, 18 September 2019
Inter regulatory High-level principles on remote prescribing

Training
Optimise programme-Deprescribing, Centre for Pharmacy Postgraduate Education--Prescribing, Centre for Pharmacy Postgraduate Education-, 2019
Prescribing in general practice, Centre for Pharmacy Postgraduate Education-
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Professional guidance on the administration of medicines in healthcare settings, Royal
Pharmaceutical Society, Jan 2019
Qualification requirements for delivery of cosmetic procedures: non-surgical cosmetic
interventions and hair restoration surgery, Health Education England, November 2015
Report on implementation for qualifications requirements for cosmetic procedures, Health
Education England, 2015
Standards for the education and training of pharmacist independent prescribers, GPhC January
2019
Professional & Clinical Modules, The Royal College of General Practitioners Curriculum, 2016
Royal Pharmaceutical Society is developing a Competency Framework for Designated Prescribing
Practitioners (DPPs).

Writing prescriptions and using electronic prescriptions
British National Formulary
Practical guide to prescribing, Royal Pharmaceutical Society’s
Keeping patients safe when they transfer between care providers – getting the medicines right,
Royal Pharmaceutical Society, 2012
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Appendix 2: analysis of the effects on equality: guidance on pharmacist
prescribing
Analysis completed by:

Carole Green

Date

29 October 2019

Decision approved by:

[Name[

Date

[Date]

Referred to the Senior Leadership group on:

Date

[Date]

Referred to the Council on:

Date

07 November 2019

Published on:

Date

[Date]

1. Aims and purpose of the project or policy
1.1. This equality impact analysis (EIA) focuses on the equality and diversity implications of proposed
new guidance for pharmacist prescribers to ensure they provide safe and effective care in order to
give effect to the Public-Sector Equality Duty under section 149 of the Equality Act 2010. To meet
Section 149 of the Equality Act 2010 we have due regard to each of the statutory duties:
• eliminate discrimination, harassment, victimisation and any other conduct that is prohibited
by or under this Act;
• advance equality of opportunity between persons who share a relevant protected
characteristic and persons who do not share it;
• foster good relations between persons who share a relevant protected characteristic and
persons who do not share it.
1.2. Conducting an analysis of the equality and diversity implications of our proposals also helps to
ensure that we are not acting in a way that is incompatible with a Convention right.
1.3. The EIA aims to help ensure that our proposed guidance does not unfairly affect groups with
protected characteristics.
1.4. Assessing the equality, diversity and inclusion impact of our policy development work is about
being proactive in facilitating opportunities for people with the widest possible range of
experiences and perspectives to engage with and influence our values, our culture, our strategy
and the work we do. We aim to take an inclusive approach to working with users of pharmacy
services, registrants, stakeholders and people affected in any way by our policy decisions.
1.5. In preparing this analysis, we have considered all of the statutory duties under Section 149 of the
Equality Act 2010.
1.6. This EIA includes an overview of the work we have completed to inform our understanding of the
equality and diversity dimensions of the proposed guidance. We aimed to identify any trends or
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issues that apply to people who share protected characteristics and considered potential negative
impacts on these groups.
1.7. We have updated the analysis throughout the different stages of the policy development process,
including pre-consultation, during the consultation and engagement period and post-consultation.
1.8. At all stages of the process, we have considered how best to engage with equality groups, and
equality and diversity issues have informed our policy development plans from the outset. We
have sought to identify and mitigate any adverse impact on groups of people with a protected
characteristic, including pharmacy owners and employers of pharmacist prescribers and pharmacy
professionals and people using pharmacy services. We have also considered how the proposed
changes can help make a positive impact on these groups.
1.9. The EIA has been informed by our quantitative and qualitative analysis of responses to the
consultation; the available data and/or evidence relating to groups of people with protected
characteristics; and engagement with stakeholders at a stakeholder event and patient focus
groups held across all three countries (England, Wales and Scotland) during March 2019. The
analysis is intended to assist Council in considering whether the In practice: Guidance for
pharmacist prescribers should be approved and/or subject to further amendment before
introduction.
Policy context
1.10. Pharmacist prescribers play a vital role in the delivery of high-quality healthcare services.
Pharmacist prescribers are responsible for creating a culture of person-centred professionalism
wherever they work and ensuring prescribing services are delivered safely and effectively.
1.11. Government policies and the changing demands from health services and patients across Great
Britain have significantly influenced and developed the role and use of pharmacist prescribers over
the last few years. Simultaneously, the number of annotated pharmacist prescribers has
significantly increased. While national pharmacy strategies vary across the countries in Great
Britain, what is consistent is a recognition that employing pharmacist prescribers across healthcare
settings makes the best use of pharmacists’ prescribing knowledge and skills and complements the
skills of other members of the healthcare team.
1.12. From time to time, the GPhC publishes guidance to support the standards for pharmacy
professionals. Given the increase in the number of pharmacist prescribers, and other influencing
drivers (for example new technologies being used for prescribing (remote and online)), we believe
it is necessary to issue guidance to help ensure pharmacist prescribers are meeting our standards.
1.13. Our Strategic plan (2017–20) sets out our aim to use our regulatory powers to support and
improve the delivery of safe, effective care and to uphold trust in pharmacy. One of the ways we
do this is to assure the public by making sure that pharmacist prescribers have the necessary
knowledge and skills.
1.14. Over the past three years we have carried out research to better understand the issues
pharmacist prescribers face when carrying out their prescribing role. This included looking at
information received through our prescribers’ survey (2016), the enquiries received through the
education and standards teams and our inspectors, fitness to practise cases, our discussion paper
on making sure patients and the public obtain medicines and other pharmacy services safely
online (June 2018), recent reports and consultations and guidance produced by other regulators
and professional bodies.
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1.15. In September 2018, we provided Council with an overview of the regulation of pharmacist
prescribing, and the work planned in this area. This included providing guidance for pharmacist
prescribers to help ensure patients and the public receive safe and effective care.
1.16. In January 2019 we published revised standards for the education and training of pharmacist
independent prescribers. We have recently consulted on our initial education and training for
pharmacists revising the learning outcomes so that they are more focused on developing clinical
skills and communication skills and making sure that students learn skills relating to prescribing
such as consultation and physical examination.
1.17. We have produced guidance for pharmacist prescribers to help ensure they provide safe and
effective care to patients and the public and to help them understand their obligations as a
prescriber and the importance of prescribing safely. It supports the standards for pharmacy
professionals which all pharmacy professionals must meet, including pharmacist prescribers
regardless of their area of prescribing or scope of practice.
1.18. Standard 1 on person centred-care of our Standards for pharmacy professionals (2017) requires
pharmacy professionals to take responsibility for ensuring person centred care is not
compromised by personal values and beliefs, including in the context of prescribing. People
receive safe and effective care when pharmacy professionals recognise and value diversity and
respect cultural differences.
1.19. All pharmacy professionals, including pharmacist prescribers, need to be aware of, and sensitive
to, the many different needs and perspectives of people. They need to be aware that individual
responses to clinical situations by people can be influenced by their religion or belief, or cultural
and social factors, as well as clinical factors.
1.20. We are working collaboratively with other regulatory agencies, for example the MHRA and CQC,
to help identify issues that affect patient safety, and to make sure pharmacist prescribers provide
safe and effective care.
1.21. We consulted on our proposed guidance between 29 March 2019 and 21 June 2019. We then
coded and analysed the consultation responses and incorporated the comments in our revised
guidance.
1.22. Once we have finalised the guidance, we will promote the draft guidance to pharmacist
prescribers and pharmacy owners and employers of pharmacist prescribers via a range of
communication channels, as well as with course providers and awarding bodies to make sure they
are aware of our current position.
1.23. In carrying out this analysis, we have considered the potential equality and diversity implications
of the proposed pharmacist prescribing guidance.
Legal framework
1.24. The Pharmacy Order 2010 provides powers in relation to publication of guidance and our powers
in relation to education and training and acquisition of experience.
1.25. In developing the guidance, we gave due regard to our statutory duties under Section 149 of the
Equality Act 2010 and we believe that the proposals align with our over-arching objective which is
the protection of the public.
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1.26. Overall, we believe that the proposals are fair and justified as good and beneficial for both the
people who receive pharmacy services and pharmacist prescribers who will be responsible for
meeting the guidance.

2. Review of available information
Developing our evidence-base
2.1 We have carried out a systematic and evidence-based approach to our policy development,
including our assessment and understanding of the equality and diversity dimensions of our
proposals.
2.2

Through our evidence gathering we have identified certain areas where it would be beneficial to
gather more evidence and data to inform our policy development. As the annotation of
prescribers on our register is relatively new, the available data in relation to equality and
diversity indicators has been limited.

2.3 We have used the data we gathered through our online survey in response to the equality
question.
Pharmacist prescriber data
GPhC commissioned surveys and reports
2.4

We commissioned several pieces of research related to registrants over the past eight years.
Some of them, even if it was not their initial focus, included information on prescribing practice.
To inform this EIA, we used data from the following reports:
•
•

GPhC Registrant survey 20139,
Prescribers Survey Report (2016)10.

2.5

The findings of this research are presented alongside our register data (next section) for more
clarity and ease of comparison.

2.6

The pieces of research mentioned above were considered during the drafting process for the
guidance for pharmacist prescribers, and we sought to ensure a broad range of groups were
represented throughout our consultation and engagement process.

General Pharmaceutical Council (GPhC) register data: characteristics of pharmacist independent
prescribers in Great Britain
2.7

The information on our register enables us to understand the demographic make-up of the
current pharmacist independent prescriber group. On 6th August 201911, there were 7,506
annotated independent prescribers, of these pharmacist prescribers, 977 had both independent

9

The GPhC Registrant survey (2013) A total of 29,068 registrants took part in the survey of which 13,730 were
pharmacists and 1,823 were pharmacist prescribers.
10
11

Prescribers Survey Report (2016)
Obtained from data and insight team-data set extract as of 06.08.19
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and supplementary prescribing annotations. There were 313 annotated supplementary
prescribers. In total there are 8796 pharmacist prescribers.
2.8

Since 2010, the number of annotated pharmacist independent prescribers has steadily increased
from 1,545 in 2010 to 7,506 in 201912. In part, this is due to the relative decline in the number of
supplementary prescribers, 1,431 in 201113 to 313 in 2019, as all accredited courses for
supplementary prescribers stopped by the end of 2009. As it was no longer possible to train as a
supplementary prescriber, pharmacists trained as independent prescribers instead, or applied for
a conversion course to become independent prescribers.

2.9

There are limits to the data we currently collect on sexual orientation, gender reassignment,
marriage/civil partnership, pregnancy/maternity. As a result, we recently modified our Equalities
Monitoring Form to collect further protected characteristics data from pharmacist independent
prescribers registering with us to address this gap.

2.10 Percentages are shown without decimal places and have been rounded to the nearest whole
number. As a result, some totals do not add up to 100%. This rounding also results in differences
of up to one percentage point when combining two or more response categories. Figures of less
than 1% are represented as <1%.
Age
2.11 44.4 per cent of pharmacist prescribers on our register are aged between 30 and 39 years old
and more than a third of the pharmacist prescribers on our register are between 40 and 54 (38.0
per cent)14.
Table 1: Age of pharmacist prescribers on our register

Age

Number of
Pharmacist
prescribers

Percentage
(%)

25-29

775

9%

30-34

2055

23%

35-39

1844

21%

40-44

1482

17%

45-49

1080

12%

50-54

780

9%

55-59

501

6%

12 GPhC

Register analysis and 2019 CRM data.
GPhC Register analysis, 2011
14 This data and the corresponding table extract is from CRM data as at 06/08/2019. There is data
available on the protected characteristic for supplementary prescribers but are focusing on independent
prescribers in this EIA as we are no longer accrediting supplementary prescribing courses
13
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60-64

208

2%

65-69

64

1%

70 and over

7

<1%

8796

100%

Total

2.12 In our registrant’s survey in 2013, of the 1823 pharmacist prescriber respondents, the largest age
groups among prescribers who responded were those aged 30-39 (44%) and 40-49 (33%).
2.13 In 2019, the pharmacist independent prescribers on our register aged between 30-49 made up
73 per cent of annotated registrants. This indicates there is a slight decrease in the most
predominant age band of our annotated registrants. During our pre-consultation engagement
for the IET Standards for PIPs, the education team repeatedly heard that course providers were
receiving increased applications from more recent graduates, as opposed to previously where it
was predominantly more experienced registrants.
Disability
2.14 In our registrant’s survey in 2013, of the 1823 pharmacist prescriber respondents, one per cent
of respondents reported they had a disability.
2.15 In 2019, the proportion of pharmacist independent prescribers on our register who stated they
had a disability was less than one per cent. Those that stated they did not have a disability were
32 per cent. However, 68 per cent of pharmacist prescribers on our register did not respond to
this question.15
Table 2: Pharmacist prescribers on our register who consider themselves disabled

Do you consider yourself to have a
disability

Number of
pharmacist
prescribers

Percentage
(%)

No

2828

32%

Yes

26

<1%

NULL

5942

68%

Total

8796

100.0%

Race
2.16 In our registrant’s survey in 2013, just over three quarters of prescribers (77%) described
themselves as ‘White’ (British and other), three per cent of pharmacist prescribers described
themselves as black and 16 per cent as Asian.
15

This data and the corresponding table extract is from CRM data as at 06/08/2019.

Council meeting agenda and papers 7 November 2019

Page 111 of 153

2.17 In comparison, in 2019, pharmacist prescribers on our register described themselves as ‘White’
(British, Irish and other) accounted for 58 per cent16. In 2019, the pharmacist prescribers who
described themselves as ‘Asian’ (Other, Bangladeshi, Indian, Pakistani) accounted for 26 per cent.
Only four per cent of pharmacist independent prescribers on our register described themselves
as ‘Black’.
Table 3: Race of pharmacist prescribers on our register

Race

16

Number of
Pharmacist
prescribers

Percentage (%)

Arab or Arab British

1

0%

Asian or Asian British: Bangladeshi

81

1%

Asian or Asian British: Indian

1333

15%

Asian or Asian British: Other

211

2%

Asian or Asian British: Pakistani

703

8%

Black or Black British: African

376

4%

Black or Black British: Caribbean

22

<1%

Black or Black British: Other

14

<1%

Chinese or Chinese British

203

2%

Mixed - Other

44

<1%

Mixed - White and Asian

35

<1%

Mixed - White and Black African

18

<1%

White - British

145

2%

White - Irish

589

7%

White - Other

4349

49%

Not recorded

181

2%

Not stated

309

4%

Any other ethnic group

182

2%

Total

8796

100%

This data and the corresponding table extract is from CRM data as at 06/08/2019
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Sex (Gender)
2.18 In 2013, pharmacist prescribers who responded were 70% female and 30% male.
2.19 Two thirds of the pharmacist prescribers on our register are women (67%) 17.
2.20 The gender breakdown of pharmacist prescribers has remained relatively stable between those
that responded to our registrant’s survey in 2013 and our data extract in 2019.
Table 4: Sex (Gender) of pharmacist prescribers on our register

Sex (Gender)

Number of
pharmacist
prescribers

Percentage (%)

Female

5909

67%

Male

2887

33%

Total

8796

100%

Religion
2.21 In our registrant’s survey in 2013, of the 1823 pharmacist prescriber respondents ,24 per cent of
pharmacist prescribers identified as having no religion, 58 per cent as Christian, six per cent as
Hindu, seven per cent as Muslim, two per cent as Sikh and one per cent as Jewish.
2.22 In 2019, 71 per cent of the pharmacist prescribers on our register did not respond to this
question. From the 29 per cent that did provide their religion, 10 per cent identify as Christians,
three per cent as Hindu, eight per cent as Muslim, less than one per cent as Sikh and one per
cent stated they did not have a religion18.
Table 5: Religion of pharmacist prescribers on our register

Religion

17
18

Number of pharmacist
prescribers

Percentage (%)

Buddhist

13

<1%

Christian

894

10%

Hindu

261

3%

Jewish

8

<1%

Muslim

707

8%

This data and the corresponding table extract is from CRM data as at 06/08/2019.
This data and the corresponding table extract is from CRM data as at 06/08/2019
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Other

494

6%

Sikh

35

<1%

None

113

1%

NULL

6271

71%

Total

8796

100%

3. Additional information relevant to equality and diversity issues
3.1 The table below shows that our guidance for pharmacist prescribers is impacted by the relevance
to the equality and diversity issues. A full equality impact analysis will need to be carried out.
Table 6: Impact of our guidance for pharmacist prescribers on equality and diversity issues

Issue
Age
Disability
Sex
Gender reassignment
Marriage or Civil
Partnership
Pregnancy/Maternity
Race
Religion or belief
Sexual orientation
Welsh Language
Scheme
Other identified groups

Relevant? Explanation
Yes No
☒ ☐
☒ ☐
☒ ☐
☒ ☐
☒ ☐
☒
☒
☒
☒
☒

☐
☐
☐
☐
☐

☒

☐

4. Decision on impact
4.1

Based on the answers above, does this project or policy require a full impact analysis? This
decision takes into account whether this policy or project would result in a substantial change or
overall impact for pharmacy

4.2

If approved, the proposed guidance will apply to all pharmacist prescribers, pharmacy owners and
employers, pharmacist prescribers.

4.3

The potential impact of these changes, from an equality and diversity perspective, has been
included in the impact assessment in Section 8 below.
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Yes

☒

No

☐

5. Consultation and involvement
Other consultation engagement relevant to this EIA
5.1

Before the consultation on the guidance for pharmacist prescribers was launched, we had
previously consulted19 on our initial education and training standards for pharmacist independent
prescribers (IET Standards for PIPs) and asked in their pre-consultation whether there were any
equality, diversity or inclusion issues raised by our proposals.

5.2

In the IET Standards for PIPs consultation responses, comments received focused on having a
strong focus on equality and diversity in the standards and a need for monitoring equality and
diversity issues of both pharmacists and training in practice supervisors.

5.3

However, it was agreed during the drafting of the standards that there was a need for further
emphasis on equality and diversity within the standards. Therefore, the draft IET standards for
pharmacist prescribers emphasise that equality and diversity data should be used actively to
inform course design, delivery and trainees’ experience (Domain 2).

5.4

In the consultation no issues were raised in relation to any of the protected characteristics during
the stakeholder engagement.

Formal consultation
5.5

We used a wide range of communication activities to maximise participation in the consultation
across a diverse range of stakeholder groups, as well as general and targeted engagement
approaches to reach all potential audiences. Below is a summary of our extensive consultation
and engagement activity:
a. Consultation launched via a press release on 29 March 2019.
b. Emails to all registrants and stakeholders with a link to the online survey, concurrent with the
launch (potential respondents were invited to respond via an online survey). Hard copy, large
font and other language versions of the document were available on request. We received some
responses by email.
c. Articles in the GPhC online publication ‘Regulate’
d. Follow up emails to registrants and stakeholders on 06/06/2019.
e. Members of staff on hand to answer any questions throughout the consultation process
f. The consultation was promoted at the Clinical Pharmacy Conference 7-8 June 2019
g. Multiple trade and national press articles relating to the consultation

Patient focus groups
5.6

19

We held three patient focus groups in London, Cardiff and Glasgow, which allowed us to discuss
the consultation questions in depth with patients and the public. Feedback gathered through
these groups, who were broadly representative of the British population in terms of age, gender
and ethnic background, is not intended to be seen as representing the views of all patients and

https://www.pharmacyregulation.org/previous-consultations#PIP2018
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members of the public, but rather a snap shot of a variety of views to inform our work. There were
58 participants.
Pharmacy stakeholder roundtable
5.7

We held one roundtable meeting in London, which was attended by 9 pharmacy stakeholders
including representatives from a professional membership body for pharmacists and pharmacy
technicians; NHS organisations; community and hospital pharmacy; and other stakeholders.

Date and method of consultation
5.8

The consultation on the draft guidance for pharmacist prescribers was open for 12 weeks
(29/3/2019-21/6/2019).

5.9

As part of the consultation survey, we included three questions about equality and diversity
(Question 16: ‘Do you think our proposals will have a negative impact on certain individuals or
groups who share any of the protected characteristics listed below? Please tick all that apply’,
Question 17. Do you think our proposals will have a positive impact on certain individuals or groups
who share any of the protected characteristics lists below? Please tick all that apply, and Question
18. Please describe the impact on each of the individuals or groups you have ticked in question 16
and 17.

5.10 We analysed the responses provided by stakeholders to questions 16-18 of the survey. They are
integrated in Section 6 of the EIA.
5.11 In total we received:
•
•
•
•
•

290 written responses, 41 from organisations and 249 from individuals in the survey.
154 responses were received from pharmacist prescribers.
From these 284 responses to the online survey everyone answered this question. 74
respondents provided further comment.
Overall the majority of respondents thought our proposals would have neither a positive or
negative impact on certain individuals or groups who share any of the protected
characteristics.
Of those respondents who thought our proposals would have an impact on certain
individuals or groups who share any of the protected characteristics, we have included their
views in Section 6 of this equality analysis.

Equality characteristics of consultation respondents
5.12

The equality monitoring questions in the consultation were optional to answer and not
compulsory. 154 individual respondents of the 249 who responded to the consultation
answered these questions, though not all respondents answered every question. The tables
show how many respondents skipped some questions.

5.13

Although 154 pharmacist prescribers responded to the EDI survey, due to the lack of data
about how many of the respondents to our equality monitoring questions were pharmacist
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prescribers, we cannot draw any conclusions here in relation to how representative the
responses are of this group as a whole.
5.14 Percentages are shown without decimal places and have been rounded to the nearest whole
number. As a result, some totals do not add up to 100%. This rounding also results in differences
of up to one percentage point when combining two or more response categories. Figures of less
than 1% are represented as <1%.
Age
Table 7: Age of consultation respondents
What is your age?

Total N of respondents

Less than 16 years
16-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65+ years
Prefer not to say
Total

* Total % of respondents

0
2
25
46
43
24
5
9
154

0%
1%
16%
30%
28%
16%
3%
6%
100%

*Not all respondents gave their age
5.15 Table 7 shows that 75% of respondents who responded to the equality monitoring question were
between the age of 25 and 54. There was a higher percentage of respondents aged between 35
and 44 years (30%) and 28% were aged between 45-54 years.
Disability
Table 8: Consultation respondents who considered themselves disabled
Do you consider
yourself disabled?
Yes
No
Prefer not to say
Did not provide a
response
Total

Total N of respondents

Total % of respondents

4
138
10

3%
90%
6%

2

1%

154

100%

5.16 As shown in table 8, 3% of respondents to our equality monitoring questions stated they had a
disability and 90% stated they did not have a disability.
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Race
Table 9: Race of consultation respondents
What is your race?

Number of
respondents

British

Total % of
respondents

106

69%

Irish

3

2%

Gypsy or Irish traveller

0

0%

Other white background (please fill in the
box at the end of this section)

9

6%

Caribbean

1

<1%

African

6

4%

Other black background (please fill in the
box at the end of this section)

0

0%

White and Black Caribbean

0

0%

White and Black African

0

0%

White and Asian

0

0%

Other mixed background (please fill in
the box at the end of this section)

0

0%

Indian

13

8%

Pakistani

3

2%

Bangladeshi

2

1%

Chinese

1

<1%

Other Asian background (please fill in the
box at the end of this section)

1

<1%

Arab

0

0%

Other ethnic group background (please
fill in the box at the end of this section)

1

<1%

Prefer not to say

7

5%

Did not provide a response

1

<1%

154

100%

Total
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5.17 Table 9 shows that 75% of respondents to our equality monitoring form described themselves as
‘White’ (British and other), 12% as ‘Asian’ (Other, Bangladeshi, Indian, Pakistani) and 5% as Black.

Sex (Gender)
Table 10: Sex (Gender) of consultation respondents
What is your sex?

Total N of respondents

Total % of respondents

Female

88

57%

Male

57

37%

Other
Prefer not to say

0
5

0%
3%

Did not provide a
response
Total

4

3%

154

100%

5.18 Table 10 shows that 59% of respondents to our equality monitoring questions identified as female,
38% of respondents identified as male and three per cent did not disclose.
Gender Identity
Table 11: Gender identity of consultation respondents
Does your gender
identity match your
sex as registered at
birth?

Total N of respondents

Total % of respondents

Yes

142

92%

No

1

<1%

Prefer not to say

8

5%

Did not provide a
response
Total

3

2%

154

100%

5.19 We heard from one respondent (<1%) identifying with a gender identity different to their sex as
registered at birth, and 5% preferred not to say (table 11).
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Sexual Orientation
Table 12: Sexual orientation of consultation respondents
What is your sexual
orientation?

Total N of respondents

Heterosexual/straight

Total % of respondents

133

86%

Gay woman/lesbian

1

<1%

Gay man

2

1%

Bisexual

1

<1%

Other

0

0%

Prefer not to say

16

10%

1

<1%

154

100%

Did not provide a
response
Total

5.20 We heard from a range of respondents who identified themselves as heterosexual (86%), gay (1%),
and bisexual/lesbian (<1%) (table 12). Eleven per cent preferred not to say.
Religion
Table 13: Religion of consultation respondents
What is your
religion?

Total N of respondents

Total % of respondents

Buddhist

0

0%

Christian

72

47%

Hindu

8

5%

Jewish

2

1%

Muslim

10

6%

Sikh

2

1%

None

41

27%

Prefer not to say

14

9%
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Other
Did not provide a
response
Total

3

2%

2

1%

154

100%

5.21 Table 13 shows that 27% of respondents to our equality monitoring questions stated they did not
have a religion. From the 62% that did provide their religion, 47% identify as Christians, 6% as
Muslim, 5% as Hindu, 1% as Sikh and 9% preferred not to say.

6. Full impact analysis
6.1 We analysed the responses provided by stakeholders to Questions 16, 17 and 18 of the
consultation survey. These are integrated in the EIA (full impact assessment in Section 6).
6.2

As part of the consultation survey, we also included a question about the impact of our proposals
on pharmacist prescribers, pharmacy owners and employers of pharmacist prescribers, other
pharmacy professionals, and people using pharmacy services.

6.3

We have looked at the views where our proposals are thought to have an impact and how to
mitigate this where possible.

6.4

Please refer to our analysis of consultation responses for further detail on the methodology.

6.5

We have presented below the breakdown of both the positive and negative impact respondents
felt our proposed guidance would have on certain individuals or groups who share any of the
protected characteristics in the Equality Act 2010. The base number of respondents in table 14
onwards is based on the full consultation respondents (n=284).

Table 14: Positive impact of our proposals on certain individuals or groups who share any of the
protected characteristics
None of the above –
positive impact
Responses
Yes
No
Total

Individuals
N
%
199
81%
48
19%
247
100%
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Organisations
N
%
34
92%
3
8%
37
100%

All respondents
Total N
Total %
233
82%
51
18%
284
100%
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Table 15: Negative impact of our proposals on certain individuals or groups who share any of the
protected characteristics
None of the above –
negative impact
Responses
Yes
No
Total

Individuals
N
%
217
88%
30
12%
247
100%

Organisations
N
%
36
97%
1
3%
37
100%

All respondents
Total N
Total %
253
89%
31
11%
284
100%

6.6

Table 14 shows that 18% of respondents thought our proposals would have a positive impact on
any individual or groups sharing any of the protected characteristics in the Equality Act 2010, and
11% thought our proposals would have a negative impact on these groups.

6.7

We asked respondents to tick all the groups of individuals or groups of people who have any of the
protected characteristics that they thought would be impacted by our proposals. Below are the
results:

Age
6.8

Different age groups have distinct healthcare needs and concerns. As part of our research and
engagement activity, we have sought to assess the impact of our proposals on people of different
ages.

Table 16: Positive impact on age
Age – positive
impact
Responses
Yes
No
Total

Individuals
N
43
204
247

%
17%
83%
100%

Organisations
N
%
2
5%
35
95%
37
100%

All respondents
Total N
Total %
45
16%
239
84%
284
100%

Table 17: Negative impact of age
Age – negative
impact
Responses
Yes
No
Total
6.9

Individuals
N
19
228
247

%
8%
92%
100%

Organisations
N
%
1
3%
36
97%
37
100%

All respondents
Total N
Total %
20
7%
264
93%
284
100%

We heard from a range of respondents who felt that people of different ages would be impacted
by our proposed guidance for pharmacist prescribers.

6.10 Table 16 shows that 16% of all respondents thought our proposed guidance for pharmacist
prescribers would have a positive impact on people of different ages, and seven per cent thought
our proposals would have a negative impact.
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6.11 One respondent highlighted that elderly people are the group that uses the majority of medicines.
They are also the group that may want to access local pharmacies near to their home where they
can take advantage of extra services. Another respondent however disagreed and thought that for
patients who are elderly, accessing prescriptions from a surgery or a chemist face to face may be
challenging, due to mobility issues and that accessing medicines by telephone/internet may be the
only option they have and make communication easier. However, another respondent thought
that the guidance may make pharmacist prescribers less willing to prescribe for those at extremes
of age. It was thought that improved access to medicines and the increased availability of
pharmacist prescribers could help the elderly and those with limited mobility to access such
services
6.12 Another respondent suggested that for those without access to remote prescribing (i.e. non-IT
users) they would be possibly disadvantaged, and these patients could come from anywhere in
society with a possible bias towards the elderly, poor, those with learning difficulties or homeless.
6.13 Several respondents commented on the impact on patients who cannot consent due to age. They
thought that while most of the groups of people with protected characteristics can speak for
themselves and ask appropriate questions, people who lack capacity are not able to and rely on
others eg their Lasting Power of Attorney (LPA) to do this for them. It was suggested that people
who have reduced capacity for informed consent may now not be able to have prescriptions
written remotely. They also thought that the elderly are often too intimidated to ask and may not
know the right questions to ask in relation to themselves.
6.14 The length of time taken to access a patient’s medical record was also raised as an issue that
would impact elderly patients, particularly if there were not seats available which may cause the
pharmacy team and patient to become stressed, and there wasn’t another pharmacist available to
help with this. (This point was raised by this respondent in relation to disabled people and
pregnant women. It has only been included here to avoid repetition.)
6.15 It was also thought that the additional safeguards might hinder/delay prescribing by some
pharmacists who may need to brush up on their competencies or ability to prescribe was also
cited as having a negative impact on people of all groups.
6.16 It was pointed out that older people are more vulnerable and therefore more likely to be at risk.
Another respondent thought that as a result of our proposals elderly patients would get better
polypharmacy reviews.
6.17 One respondent thought that some older or housebound patients may be slightly disadvantaged
on implementation of this guidance, but this would revert the workload back to the appropriate
person, eg the GP. They did however feel it would be positive for some.
6.18 One organisation commented that our proposals said pharmacist prescribers should consider the
risks when prescribing for different groups of patients (for example babies, children, young
people, women and girls able to have children, pregnant and lactating women and older people).
They questioned why these groups of people (including some with protected characteristics) were
included and suggested that we should add the rationale as to why they were specifically
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acknowledged. They highlighted as an example, the different pharmacodynamics/pharmacokinetic
effects of medicines on children.
6.19 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to age.
6.20 Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred
care is delivered when pharmacy professionals understand what is important to the individual and
then adapt the care to meet their needs – making the care of the person their first priority. As new
roles are emerging, and different pharmacy services provided in different ways, people of
different ages will have a greater choice of how they access their medicines. We published a
Regulate article Focus on delivering person-centred care for older people which helps pharmacy
professionals understand the issues relevant to this group of people.
6.21 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Disability
6.22 People with disabilities face many barriers in accessing healthcare. As part of the feedback we
have sought to assess the impact of our proposals on people with disabilities.
Table 18: Positive impact on disability
Disability – positive
impact
Responses
Yes
No
Total

Individuals
N
%
40
16%
207
84%
247
100%

Organisations
N
%
2
5%
35
95%
37
100%

All respondents
Total N
Total %
42
15%
242
85%
284
100%

Table 19: Negative impact on disability
Disability – negative
impact
Responses
Yes
No
Total

Individuals
N
%
14
6%
233
94%
247
100%

Organisations
N
%
0
0%
37
100%
37
100%

All respondents
Total N
Total %
14
5%
270
95%
284
100%

6.23 We heard from a range of respondents who felt that people with a disability would be impacted
by our proposed guidance for pharmacist prescribers.
6.24 Table 18 shows, 15% of all respondents thought our proposed guidance for pharmacist prescribers
would have a positive impact on people with a disability. Five per cent thought our proposals
would have a negative impact.
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6.25 Improved access to medicines by disabled people was thought by several respondents to be
beneficial as they may not be able to access 'traditional' avenues to obtain medication for lifestyle
conditions and that online/remote prescribing would be appropriate for them. It was also thought
that disabled people may find it easier to have a video call with their health professional, rather
than having to plan a journey into see their healthcare provider, which can sometimes be costly
and inconvenient. Some respondents thought that the increased availability of pharmacist
prescribers which will emerge due to the guidance would help those with limited mobility to
access such services.
6.26 Reduced access to medicines was highlighted by a few respondents, as they thought the guidance
was unnecessarily restrictive and pharmacist prescribers would not prescribe for disabled people
and there would be a reduced ability to remotely monitor these patients. It was also felt that some
of the requirements of the guidance would increase the waiting time for elderly patients who may
be vulnerable or had other disabilities such as hearing impairment.
6.27 Another respondent pointed out that there could be a negative impact on patients who are deaf
and dumb, and suggested that a trained sign language person may need to be in all premises.
6.28 A handful of respondents were concerned that the proposals could impact on a patient’s right to
confidentiality. Some drew attention to those with discreet mental disabilities who may not want
more than one healthcare professional accessing their medical records, at any given time.
6.29 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to disability.
6.30 Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred
care is delivered when pharmacy professionals understand what is important to the individual and
then adapt the care to meet their needs – making the care of the person their first priority. As new
roles are emerging, and different pharmacy services provided in different ways, people with
disabilities will have a greater choice of how they access their medicines.
6.31 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Sex (Gender)
6.32 We heard from a range of respondents who thought that people of different sex would be
impacted by our proposed guidance for pharmacist prescribers.
Table 20: Positive impact on sex (gender)
Sex – positive impact
Responses
Yes
No

Individuals
N
%
31
13%
216
87%
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Organisations
N
%
3
8%
34
92%

All respondents
Total N
Total %
34
12%
250
88%
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Total

247

100%

37

100%

284

100%

Table 21: Negative impact on sex (gender)
Sex – negative impact
Responses
Yes
No
Total

Individuals
N
%
2
1%
245
99%
247
100%

Organisations
N
%
1
3%
36
97%
37
100%

All respondents
Total N
Total %
3
1%
281
99%
284
100%

6.33 As shown in Table 20, 12% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on people of different sexes, and one per cent thought
our proposals would have a negative impact.
6.34 One respondent thought that females may have easier access to contraception options by using an
independent prescriber.
6.35 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to sex (gender).
6.36 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Gender reassignment
6.37 We heard from a range of respondents who felt that people who were undergoing or who had
completed gender reassignment would be impacted by our proposed guidance for pharmacist
prescribers.
Table 22: Positive impact on gender reassignment
Gender reassignment –
positive impact
Responses
Yes
No
Total

Individuals
N
29
218
247

Organisations

%
12%
88%
100%

N
3
34
37

%
8%
92%
100%

All respondents
Total N
32
252
284

Total %
11%
89%
100%

Table 23: Negative impact on gender reassignment
Gender reassignment –
negative impact
Responses
Yes
No
Total

Individuals
N
11
236
247

%
4%
96%
100%
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Organisations
N
0
37
37

%
0%
100%
100%

All respondents
Total N
11
273
284

Total %
4%
96%
100%
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6.38 Table 22 shows that 11% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on people who were undergoing or who had completed
gender reassignment, and four per cent thought our proposals would have a negative impact.
6.39 Regarding prescribing safely, one organisation highlighted, that the person must be asked if they
are taking any medicines that may not be on their medical records, for example medication
purchased online. For example, a trans person may be self-medicating with hormones bought
online. They may be anxious about disclosing this information. It was pointed out that by being
clear what is going to be done with this information (if anything) would be helpful. It was also
highlighted that pharmacists should not make assumptions around patient’s gender identity or
trans status and should aim to keep questions about medication broad e.g. it must not be ruled out
that someone presenting as male could be taking the contraceptive pill. Therefore, it would be best
to ask people ‘are you taking any medication?’ rather than assuming the person will definitely be
taking certain medications.
6.40 Regarding safeguards for prescribing remotely the same organisation highlighted that patients can
change their name and gender marker with their GPs so if pharmacists are going to check ID they
should be aware that the name on a patient’s medical record may not match the name on their ID
or which gender they are currently identifying with. It was suggested that pharmacists should
make patients aware, at the start of the consultation, that any information they disclose could be
shared with their GP and other relevant healthcare professionals. Providing examples of
information that could be shared will help patients understand their rights regarding
confidentiality and disclosure.
6.41 The same organisation who thought the proposals would not negatively impact patients,
suggested that for maximum impact and person-centred care pharmacists should recognise the
diverse needs and identities of their patients, the specific health needs of LGBT people and the
importance of informed consent including understanding confidentiality and sharing information.
6.42 One respondent thought that pharmacists would be reluctant to prescribe for patients who are
transgender, limiting their access to medicines, but did not give a reason why.
6.43 One respondent suggested that pharmacist prescribers may be encouraged to prescribe
inappropriately for patient who want gender reassignment therapy, as it could potentially be done
online.
6.44 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to gender reassignment.
6.45 Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred
care is delivered when pharmacy professionals understand what is important to the individual and
then adapt the care to meet their needs. This might include addressing the specific needs of
people from LGBT and other communities. We published a Regulate article Focus on pride in
practice which helps pharmacy professionals understand the issues relevant to this group of
people.
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6.46 We have considered these comments in the redrafting of the guidance and made changes as
described in paragraph 6.86.
6.47 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Marriage or Civil Partnership
6.48 Through the equality and diversity question in the survey, we heard from a range of respondents
who felt that people who were married or in a civil partnership would be impacted by our
proposed guidance for pharmacist prescribers.
Table 24: Positive impact on marriage and civil partnership
Marriage and civil
partnership – positive
impact
Responses
Yes
No
Total

Individuals
N
%
27
11%
220
89%
247
100%

Organisations
N
%
3
8%
34
92%
37
100%

All respondents
Total N
Total %
30
11%
254
89%
284
100%

Table 25: Negative impact on marriage and civil partnership
Marriage and civil
partnership – negative
impact
Responses
Yes
No
Total

Individuals
N
%
8
3%
239
97%
247
100%

Organisations
N
%
0
0%
37
100%
37
100%

All respondents
Total N
Total %
8
3%
276
97%
284
100%

6.49 As shown in Table 24, 11% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on married people or people in a civil partnership. Three
per cent thought our proposals would have a negative impact on this group of people.
6.50 One respondent highlighted that patients who are married or in civil partnerships may not wish for
their GP to be notified in fear of being found out that they are obtaining certain lifestyle
medications. Patients should be able to obtain their medication in a discreet, safe manner.
6.51 Another respondent thought there could be issues between partners if their details were found
out through online accounts.
6.52 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to marriage and civil partnership.
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6.53 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Pregnancy/maternity
6.54 We heard from a range of respondents who felt that people who were pregnant and those on
maternity leave would be impacted by our proposed guidance for pharmacist prescribers.
Table 26: Positive impact on pregnancy and maternity
Pregnancy and maternity
– positive impact
Responses
Yes
No
Total

Individuals
N
%
32
13%
215
87%
247
100%

Organisations
N
%
3
8%
34
92%
37
100%

All respondents
Total N
Total %
35
12%
249
88%
284
100%

Table 27: Negative impact on pregnancy and maternity
Pregnancy and maternity
– negative impact
Responses
Yes
No
Total

Individuals
N
%
10
4%
237
96%
247
100%

Organisations
N
%
1
3%
36
97%
37
100%

All respondents
Total N
Total %
11
4%
273
96%
284
100%

6.55 Table 26 shows that 12% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on pregnant women and those on maternity leave, and
four per cent thought our proposals would have a negative impact.
6.56 Several respondents felt that prescribing by pharmacist prescribers for these groups should be
safer due to this guidance.
6.57 The length of time taken to access a patient’s medical record was also raised as an issue that
would impact pregnant patients, particularly if there were not seats available which may cause the
pharmacy team and patient to become stressed.
6.58 There were differing views on access to medicines by pregnant patients. Improved access to
medicines was also raised as a positive impact for pregnant patients and those with young babies.
One respondent felt that the number of young pregnancies could be reduced, as they would have
greater access to contraception without being faced with judgmental attitudes. Another
respondent disagreed with this and felt there would be a negative impact on access to sensitive
areas such as contraception, PrEP and PEP.
6.59 However, other respondents felt that there would be a negative impact on pregnant women as
pharmacist prescribers may be reluctant to prescribe for them or receive appropriate prescribing.
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They felt this was because community pharmacists are unhappy to prescribe for pregnant and
post-partum patients outside the medicines licensing, and also unaware of addition resources for
information, as demonstrated by medication advice audits.
6.60 One organisation commented that our proposals said pharmacist prescribers should consider the
risks when prescribing for different groups of patients (for example babies, children, young
people, women and girls able to have children, pregnant and lactating women and older people).
They questioned why these groups of people (including some with protected characteristics) were
included and suggested that we should add the rationale as to why they were specifically
acknowledged. They highlighted as an example, the different pharmacodynamics/pharmacokinetic
effects of medicines on children.
6.61 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to pregnancy and maternity.
6.62 Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred
care is delivered when pharmacy professionals understand what is important to the individual and
then adapt the care to meet their needs.
6.63 We will consider these comments in the redrafting of the guidance
6.64 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Race
6.65 We heard from a range of respondents who felt that people of different races would be impacted
by our proposed guidance for pharmacist prescribers.
Table 28: Positive impact on race
Race – positive impact
Responses
Yes
No
Total

Individuals
N
%
26
11%
221
89%
247
100%

Organisations
N
%
2
5%
35
95%
37
100%

All respondents
Total N
Total %
28
10%
256
90%
284
100%

Organisations
N
%
0
0%
37
100%
37
100%

All respondents
Total N
Total %
8
3%
276
97%
284
100%

Table 29: Negative impact on race
Race – negative impact
Responses
Yes
No
Total

Individuals
N
%
8
3%
239
97%
247
100%
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6.66 As shown in Table 28, 10% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on people of different races, and three per cent thought
our proposals would have a negative impact.
6.67 One respondent thought that race may be impacted by our proposals but provided no details of
the way this would occur.
6.68 Another aspect highlighted under race was the possible negative impact on patients who cannot
speak or understand English very well.
6.69 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to race.
6.70 Equality and diversity are embedded in the standards for pharmacy professionals. In providing
person centred care we expect pharmacist prescribers to give the person all relevant information
in a way they can understand, so they can make informed decisions and choices.
6.71 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Religion or belief
6.72 We heard from a range of respondents, who felt that people with a religious belief would be
impacted by our proposed guidance for pharmacist prescribers.
Table 30: Positive impact on religion or belief
Religion or belief –
positive impact
Responses
Yes
No
Total

Individuals
N
%
26
11%
221
89%
247
100%

Organisations
N
%
2
5%
35
95%
37
100%

All respondents
Total N
Total %
28
10%
256
90%
284
100%

Table 31: Negative impact on religion or belief
Religion or belief –
negative impact
Responses
Yes
No
Total

Individuals
N
%
10
4%
237
96%
247
100%

Organisations
N
%
0
0%
37
100%
37
100%

All respondents
Total N
Total %
10
4%
274
96%
284
100%

6.73 Table 30 shows that 10% of all respondents thought our proposals for guidance for pharmacist
prescribers would have a positive impact on people with a religion or having no religion, and four
per cent thought our proposals would have a negative impact.
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6.74 A few individual respondents highlighted the impact the religious beliefs of the pharmacist
prescriber may have on people. It was felt that there was no reason any of these groups should be
affected as long as the pharmacist involved put their personal feelings aside and did not let their
religious beliefs affect the clinical judgement. One respondent thought that pharmacists with
certain religion/belief may not be able to comply with the guidance, and someone else thought
there would always be issues around religion and sex, for example the supply of emergency
hormonal contraception.
6.75 One organisation was concerned that our guidance would make it difficult for a pharmacist
prescriber who held a religious belief to prescribe. They felt that the guidance failed to include any
mention of the pharmacist’s freedom not to prescribe on the grounds of conscience, a freedom
which they said was already recognised in our Guidance on religion, personal values and beliefs.
6.76 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to religion.
6.77 Equality and diversity are embedded in the standards for pharmacy professionals. In providing
person centred care we expect pharmacist prescribers to recognise their own values and beliefs
but do not impose them on other people and take responsibility for ensuring that person-centred
care is not compromised because of personal values and beliefs. Our guidance on religion,
personal values and beliefs helps pharmacy professionals understand what it means to take
responsibility for ensuring person centred care is not compromised.
6.78 We strengthened the guidance to make it clear that all pharmacy professionals, including
pharmacist prescribers have the right to practice in line with their religion, personal values and
beliefs as long as they act in accordance with equalities and human rights law and make sure that
person centred care is not compromised. Our guidance on religion, personal values and beliefs
applies to pharmacists when they are prescribers.
6.79 We will monitor feedback during implementation to ensure that no negative impacts arise that
have not been identified and need to be mitigated in the future.

Sexual orientation
6.80 We heard from a range of respondents, who thought that people of differing sexual orientation
would be impacted by our guidance for pharmacist prescribers.
Table 32: Positive impact on sexual orientation
Sexual orientation –
positive impact
Responses
Yes
No
Total

Individuals
N
%
27
11%
220
89%
247
100%
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Organisations
N
%
3
8%
34
92%
37
100%

All respondents
Total N
Total %
30
11%
254
89%
284
100%
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Table 33: Negative impact on sexual orientation
Sexual orientation –
negative impact
Responses
Yes
No
Total

Individuals
N
%
8
3%
239
97%
247
100%

Organisations
N
%
0
0%
37
100%
37
100%

All respondents
Total N
Total %
8
3%
276
97%
284
100%

6.81 Eleven per cent of all respondents thought our proposals for guidance for pharmacist prescribers
would have a positive impact on certain individuals or groups who have any of the protected
characteristics, (Table 32) and three per cent thought our proposals would have a negative impact,
(Table 33)
6.82 One respondent considered that any guidance which is designed to promote good practice should
have a positive effect on everybody it affects because it will be protecting them from harm. They
thought patients may not feel it has a positive impact if it prevents them from obtaining
medication they think they need but patient safety is important, whatever their situation or
orientation.
6.83 Another respondent thought that the new proposals would not negatively impact patients.
However, they highlighted that for maximum impact and person-centred care, pharmacists should
recognise the diverse needs and identities of their patients, the specific health needs of LGBT
people and the importance of informed consent including understanding confidentiality and
sharing information.
6.84 We are aware that with limited data we cannot fully assess whether our proposals are likely to
have differing impacts in relation to sexual orientation.
6.85 Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred
care is delivered when pharmacy professionals understand what is important to the individual and
then adapt the care to meet their needs. (See section 6.54 for how we have mitigated against
this.)
6.86 We have strengthened the guidance by including areas where pharmacist prescribers need to
consider people who share protected characteristics, for example when presenting with different
identities and being clear with whom information is going to be shared. We will monitor feedback
during implementation to ensure that no negative impacts arise that have not been identified and
need to be mitigated in the future.

Other equalities related issues
6.87 We have also considered the following equality related issues.
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Workplace pressures and the pharmacy team
6.88 Some respondents highlighted the potential negative impact of the changes on workplace
pressures and the pharmacy team.
6.89 One organisation felt it would increase the burden and the work involved by requiring extra checks
to be made and contacting the GP regarding patients.
6.90 Another organisation thought staff capacity would be affected while another organisation felt that
team working would be impacted.
6.91 We will consider these issues as we redraft the guidance and continue our work on
professionalism under pressure across the organisation. This includes the inspection team looking
out for workplace pressures when inspecting pharmacies.
Different working environments
6.92 We are aware that pharmacist prescribers are working in emerging roles and government policies
are changing and prescribing roles can be very different.
6.93 In our 2016 prescribing survey report we asked pharmacist prescribers what types of settings they
had worked in as a pharmacist prescriber.
Table 34: Different work settings of pharmacist prescribers in our 2016 prescribing survey
Work setting
Hospital

Total %T
46%

GP practice

29%

Other

8%

Primary care organisation

8%

Community pharmacy

8%

Care home

1%

Prison
Education/training

1%
0%

6.94 In 2019, respondents to our consultation who were pharmacist prescribers indicated the areas in
which they worked:
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Table 35: Different work settings of pharmacist prescribers from our prescribing guidance consultation

Work setting

Total %

Hospital pharmacy

45%

GP practice

28%

Other

5%

Primary care organisation

9%

Community pharmacy

8%

Care home

1%

Prison pharmacy

1%

Research, education or training

3%

6.95 The number of pharmacist prescriber who responded, and the areas they indicated they worked in
is consistent with our prescriber’s survey from 2013.
6.96 Respondents highlighted that hospital pharmacies and other environments were not clearly
included in the guidance.
6.97 Our research and consultation responses to the initial education and training standards for
pharmacy technicians underlined differences in training in community and hospital pharmacies.
6.98 We will make sure in redrafting the guidance that working in different contexts is considered.

Other places
6.99 Several respondents suggested that there would be an impact on people who live in remote or
rural geographical locations, for example the Scottish Highlands and islands or rural areas in Wales
where no other access to medicines is practical or readily accessible. It was felt that it was
essential that pharmacist prescribers are not prevented from acting in the best interests of the
patients.
6.100 In our pre -consultation engagement, we piloted the questions we were asking in the prescribing
guidance consultation and received feedback. One assessor highlighted that the explanatory text
regarding a proposed question could relate to the homeless population, but the person may not
have a protected characteristic under the Equality Act 2010. They felt this population needed to
be considered as they felt our questions (16 and 17) were too narrow focusing solely on protected
characteristics and would impact on true equality of access to medicines.
6.101 One organisation suggested that our proposals should be expanded to take into consideration
prescribing for the homeless and those on the streets with no fixed abode. They also thought that
prisoners may find the guidance to be restrictive.
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6.102 We will consider these issues in the redrafting of our guidance to make sure homeless people will
not be negatively impacted by our proposals.

Welsh language scheme
6.103 A Welsh version of our guidance and consultation document was published. This ensured that
Welsh speaking stakeholders had the opportunity to provide input.
6.104 We will also provide a Welsh version of the finalised guidance.

7. Action needed as a result of the analysis
Equality and diversity are embedded in the standards for pharmacy professionals. Person-centred care
is delivered when pharmacy professionals understand what is important to the individual and then
adapt the care to meet their needs.
Our analysis indicates that we need to continue to consider the equality and diversity issues raised in
this analysis, as we redraft the guidance for pharmacist prescribers.

8. Monitoring and review
a) How will the implementation of the proposal be monitored and by whom?
This analysis is intended to assist Council in considering whether the proposed guidance for pharmacist
prescribers should be approved and/or subject to further amendment before introduction.
We will continue to consider how feedback is incorporated into evidence gathering and ensure we have
appropriate mechanisms in place to monitor any other equality concerns that emerge and how we will
mitigate against them.
We will continue to assess through our inspections whether pharmacist prescribers are prescribing
safely to ensure safe and effective care.

b) How will the results of monitoring be used to develop this proposal and its practices?
The results from the consultation have informed the draft guidance.
The issues identified through this analysis will be taken into account when deciding whether further
changes should be made to the guidance prior to implementation.

c) What is the timetable for monitoring, including key dates?
The guidance will be reviewed, as and when appropriate or when there are significant changes in
prescribing practice.

9. Summary of the analysis of the effects on equality
This section sets out what action will be taken as a result of the analysis.
No impact identified: no change to the policy or project
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Equality impact identified: continue the policy
Equality and/or Welsh language impact identified: adjust the policy and continue
Equality and/or Welsh language impact identified: stop and remove the policy

☒
☐
☐

The reasons for this decision are:
The Council will be considering the responses to the consultation held between March 2019 and June
2019 in making its decision, as described in the consultation analysis report and the EIA. Part of the
consultation analysis included a review of three questions designed to gather information about the
impact of our proposals on individuals or groups who share protected characteristics and any other
impacted individuals or groups. This information was used to update a full equality impact analysis.
Overall there was a general positive support for the proposals, with a small percentage of respondents
feeling there would be a negative impact across all the groups.
A minority of respondents felt that there would be negative impacts on groups and individuals that we
asked about – including patients and the public, pharmacy professionals, employers and pharmacy
owners, and groups and individuals sharing any of the protected characteristics.
The most common protected characteristic that respondents thought would be negatively impacted by
our proposals were individuals or groups with a disability (5%), followed by gender reassignment,
pregnancy and maternity and religion or belief (all 4%). This means that the impact of our prescribing
guidance more generally may be greater on some individuals or groups who share protected
characteristics.
Overall, respondents were supportive of our proposals and were encouraged that guidance would be
available in what was an emerging and developing issue in pharmacy practice. Some respondents took
the opportunity to reflect on the widening roles and responsibilities of pharmacist prescribers in
healthcare more generally and felt that the guidance would prove valuable in better understanding of
what was expected of them. This is a key time to make the patients and public aware of the changing
roles of pharmacist prescribers and the impact they can have on patient’s safe access to medicines.
There was some concern that our proposals could undermine pharmacist prescribers and their ability to
use their professional judgement. Many respondents queried how the guidance would apply to
pharmacist prescribers working in multi-disciplinary settings such as hospitals, where consent was not
always clear. Our guidance will clarify this and also what we expect of pharmacist prescribers who
prescribe remotely to ensure patient safety.
Considering the steps mentioned above, we are confident that we can mitigate any unintended negative
impacts of the guidance for pharmacist prescribers. We will do this by regularly reviewing and
monitoring the effectiveness of this guidance. We will also be working with the GPhC’s Equality,
Diversity and Inclusion (EDI) Leadership group to update and review this equality impact analysis, as and
when appropriate.
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Remuneration Committee minutes October 2019
(19.11.C.03)
Minutes of the Remuneration Committee meeting held on Thursday
03October 2019 at 25 Canada Square, London at 10.00 a.m.
To Be CONFIRMED 30 April 2020
Minutes of the public session
Present
Elizabeth Mailey (Chair)
Rob Goward
Ann Jacklin
Alan Kershaw
Janet Rubin

Apologies
Jo Kember

In attendance
Duncan Rudkin (DR - Chief Executive & Registrar)
Francesca Okosi (FO - Director of People)
Laura McClintock (LM -Chief of Staff)
Carol Anderson (CVA - Head of HR)
Janet Collins (JC - Governance Manager)
1.

Attendance and introductory remarks

1.1. The Chair welcomed those present. Apologies had been received from Jo Kember.
2.

Declarations of interest

2.1. The Chair reminded the Committee that any declarations of interest should be made before
each item.
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3.

Minutes of the last meeting

3.1. The minutes of the public session held on 30 April 2019 were confirmed as a fair and
accurate record.
4.

Actions and matters arising

4.1. There were no outstanding actions or matters arising.
4.2. In response to a question in relation to paragraph 7.2 of the minutes, it was confirmed that a
discussion on pension arrangements would take place at the next meeting.
5.

Council member remuneration

5.1. JC introduced 19.10.Rem.01 which provided updated information on Council member
remuneration across healthcare regulation and asked the committee to consider whether to
recommend an increase for GPhC members.
5.2. Elizabeth Mailey and Ann Jacklin declared an interest. Alan Kershaw was due to leave Council
in March 2020 and so would not be a member when any proposed change took effect.
5.3. The paper did not include comparative information on approximate day rates for the different
regulators in the way that had been done previously as, given that the actual (as opposed to
minimum) time commitments were variable, any attempt to calculate day rates would not be
accurate. There were also variations in travel time, preparation time and email discussions.
5.4. Two Council recruitment exercised had been run since the last increase. Application numbers
were rising and there was no evidence that the current level of remuneration was a deterrent.
5.5. It was noted that the government intended to put forward legislation which would require the
healthcare regulators to move to unitary boards. This would necessitate a fundamental review
of board structure, size and roles and was another reason not to recommend an increase at
present.
5.6. Members agreed that the current level of remuneration for members, the Chair and
committee chairs remained appropriate.
The Committee noted the report and agreed that it would not recommend any change to
Council member remuneration for 2020.
6.

Implementation of the reward and recognition process

6.1. CVA presented 19.10.Rem.02 which updated the committee on the pay review process
implemented for the 1 June 2019 pay review.
6.2. The new process was based on performance, a salary matrix approved by the committee in
April 2019 and a new behavioural framework. An online Performance Development Review
(PDR) process and calibration meetings for ‘exceed’ and ‘not met’ outcomes had also been
introduced. Workshops had been run for appraising managers to familiarise them with the
new process.
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6.3. One of the reasons for the introduction of the matrix had been to achieve greater consistency
between the awards given to staff performing at comparable levels across different teams.
Another was to address concerns held by some staff that the previous pay and reward system
was not transparent.
6.4. The median basic award in the three months to 31 July 2019 stood at 2.6%, up from the 2.5%
recorded in each rolling quarter since the start of the year. The pay awards for 2019 had
ranged from 1.9% to 3.4% depending on the individual’s zone and position on the matrix.
6.5. The total cost of the 2019 pay award was £221,559 slightly below the budgeted cost of £230k.
203 of the 207 staff eligible for a pay award had received one.
6.6. By 1 August 2019, 88% of staff eligible for a pay award had completed their PDR. The
outcomes were as follows:
•

20% received an Exceed rating;

•

72% received a Met rating; and

•

6% received a Not Met rating.

6.7. The effectiveness of the online PDR system was being assessed, including talking to those
people who had not completed theirs. 18% of staff had reported finding it difficult to use and
CVA agreed that there should be a check as to whether any correlation could be established
between those who had found the process difficult and those who had not met their
objectives.
6.8. Some specialist areas did not fit the matrix, namely IT and legal services. Market allowances
were in place to support recruitment but challenges remained.
6.9. Additional calibration sessions took place every six months outside the annual process.
6.10. There was some discussion about the zones and the way they were described (‘Recruitment
and development’, ‘Market’ and ‘High Performance and Contribution’). It was agreed that the
names could be improved and in particular that ‘recruitment and development’ was not a
useful description of zone.
6.11. EDI data in relation to the pay and reward process was still being analysed and would be
provided to the committee at a later date.
The Committee noted the report and the actions implemented for the June 2019 pay
review.
7.

Redundancy policy

7.1. CVA presented 19.10.Rem.03, which outlined the main elements of the GPhC’s redundancy
policy and the costs incurred so far. There had previously been a set of principles but no clear
policy. The new policy had been discussed and agreed by the Senior Leadership Group in June
2019.
7.2. The SLG had been clear that employees whose positions were being removed from the
headcount should be treated fairly, with dignity and in accordance with the organisations’
culture statement. To that end, it had approved a redundancy scheme which was above the
statutory minimum and closely reflected that used by the NHS.
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7.3. The updated redundancy policy would be circulated to members of the committee after the
meeting.
ACTION: CVA
The committee noted the paper.
8.

Update on ‘stay’ interviews

8.1

CVA updated the committee on the focus groups she had held with staff on reasons to stay at
the GPhC. Two groups had taken part, each of 12 staff, and there had been a good level of
engagement and honesty in the discussions. Four main topics had been covered: recruitment,
induction, learning and development and staff benefits.

8.2

The main positives and points for improvement were summarised for three of the areas as
follows:
i) recruitment - HR support and the diversity of panels were noted as positives; talent
attraction and the speed of the process as areas for improvement;
ii) induction – the corporate induction was well received; setting probation objectives and
aligning them to the PDR as areas for improvement;
iii) staff benefits – the range of benefits was seen as good, as were the benefits themselves;
pay was considered an area identified for improvement.

8.3

On learning and development, CVA noted that a range of management workshops were
currently being offered.

8.4

In response to a question, FO noted that there was currently no comprehensive statement of
rewards and benefits and that this was needed. This should also include the pension.
ACTION: FO

9.

Succession planning and talent management

9.1

CVA also updated the committee on the talent management programme which was being
developed. When discussing career progression, it was always necessary to bear in mind that
the GPhC was a relatively small organisation, meaning that progression could be limited and
some people would always need to move on to further their careers. Most people with whom
CVA had conducted exit interviews had cited career progression as their reason for leaving
and this was to be expected to a degree. The highest degree of attrition was at grade C, as
opportunities to move to the top two grades were naturally the most limited.

9.2

Providing people with the skills to further their careers elsewhere did have benefits, including
being seen as a developing employer and the risks of not developing staff were much greater
than the risks of doing so.

9.2

The ten-year vision would give an indication of the roles and skills that the GPhC would need
to achieve its objectives.

Council meeting agenda and papers 7 November 2019

Page 141 of 153

10. Any other business
10.1 The Chair thanked CVA for her considerable contribution to the meeting.
10.2 The Chair also thanked Alan Kershaw for his contribution to the work of the committee as this
was his last meeting.
10.3 There was no other business

Date of the next meeting:
Thursday 30 April 2020 (time subject to review).
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Council member remuneration
(19.11.C.03)
Meeting paper for Council on 07 October 2019
Public
Purpose
To review remuneration rates for Council members.

Recommendations
The Council is asked to:
i)
agree that the remuneration for Council members, the Chair of Council and the
discretionary payments for Chairs of the non-statutory committees (Audit and Risk, Finance
and Planning and Remuneration) should remain unchanged for the financial year 2020-21.

1.

Introduction

1.1

The Remuneration Committee's remit includes advising Council on the remuneration for Council
members and the Chair. At its meeting in November 2017, the Council approved the following
changes to remuneration, effective from 1 April 2018:
a) Council member remuneration increased from £12,000 to £12,500;
b) Chair remuneration increased from £48,000 to £56,000; and
c) discretionary payments for chairs of the Audit and Risk and Remuneration
Committees increased from £2,000 to £2,500.

1.2

The Remuneration Committee reviewed Council remuneration again in September 2018 and
recommended to Council that no further increase should be given at that time. Council accepted
the recommendation at its meeting in November 2018.

1.3

In April 2019, the Council agreed that the Efficiency and Effectiveness Assurance and Advisory
Group (EEAAG) should become the Finance and Planning Committee (FPC). The Chair of the EEAAG
also received the discretionary payment of £2500 paid to the Chairs of the Audit and Risk and
Remuneration Committees and this allowance continues to be paid to the Chair of the FPC.
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2.

Council member remuneration 2020

2.1

Data relating to Council member remuneration is considered every year. Since the last review
there have been no significant changes in the market or other relevant indicators. We have
obtained updated figures for Council remuneration across the other health and social care
regulators for comparison and to ensure that our rates remain comparable. The data, which was
considered by the Remuneration Committee at its meeting in October 2019, can be found at
Appendix 1.

2.2

As part of its discussion, the committee considered the need to keep Council remuneration
competitive in order to attract good quality candidates. There have been two Council recruitment
exercises in the last 12 months - one to appoint five new members with effect from April 2019 and
one that is currently underway to appoint three new members with effect from April 2020. The
2019 recruitment exercise attracted an average of 47 applicants per place available, while the
current round (for which longlisting has now taken place) attracted an average of 50 candidates
per place available. There is no evidence that the current level of remuneration deters applicants.

2.3

We asked the recruitment firm who worked with us on the Council member recruitment (and
liaised with applicants and potential applicants) whether there was any indication that the
remuneration level had acted as a barrier for any particular groups. They were able to confirm that
it had not. Although the current recruitment round is still 'live', we are able to confirm that we
received applications from a diverse mix of candidates in the broadest sense.

2.4

The committee took into account that the GPhC is currently operating a deficit budget and seeking
to return to a balanced budget within the next financial year. Not raising fees in absolute terms
would contribute to that aim. It also took into account the falls in the Consumer Price Index, which
stood at 1.7% in August 2019 (down from 2.5% in August 2018) and the Retail Price Index, which
stood at 2.6% (down from 3.2%) and noted that while member expenses are subject to different
pressures such as rises in rail or air fares, expenses are paid at cost and so these particular price
rises do not impact on the value of the remuneration.

2.5

The committee also noted that the government's ongoing discussions around regulatory reform,
including those relating to the operational frameworks of the regulators. If those discussions are
progressed in the near future, this would potentially necessitate a fundamental review of board
structure, size and roles and was another reason not to recommend any increase at present.

2.6

Taking all of this into account, the committee decided that it would not recommend any change to
Council member remuneration for the financial year 2020-21.

3.

Equality and diversity implications

3.1

Remuneration should be set at a fair rate for all those carrying out work on behalf of the GPhC.
Ensuring a fair rate of remuneration for the contribution of the groups covered by this paper is
part of this. As noted in paragraph 2.3 above, we are not aware that the level of remuneration
impacts on the ability or willingness of any people who share protected characteristics to apply for
Council membership.

3.2

Additionally, we received no negative feedback, either directly or through the search agency, that
the current levels of remuneration had discouraged candidates from applying in last year's round
(or in this year's round to date). Our recruiters have previously advised us that raising
remuneration has an impact in terms of increased general interest, including, but not specifically,
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from candidates from diverse backgrounds. This makes these roles more attractive for everyone,
not disproportionately more interesting for people from diverse backgrounds. However, we have
no evidence to suggest that the current rates have an adverse impact on applications or retention
of successful candidates.
3.3

Further, as part of our Council member recruitment work for the 2020 appointments round, we
produced a new Diversity Action Plan, which was designed to help us identify the practical steps
and actions that we can take, to attract a broad, diverse range of suitably qualified candidates, and
reflects learnings, insights and feedback from the previous appointments round as well as recent
reports in the external context that are relevant to our work.

3.4

Drawing on what we learned through that work, we are able to identify other important aspects to
consider as part of any wider discussions on remuneration. Looking at other examples in the
external context, the recent Lord Holmes report into opening up public appointments to disabled
people indicated that the review heard consistent messages around remuneration and expenses.
Although remuneration was strictly outside the scope of the review, feedback on the challenges
faced by disabled candidates in other sectors and organisations came up in the evidence-gathering
such as:
•

A lack of expenses or funding for adjustments adversely affected applicants and
appointees, and unremunerated posts were more likely to exclude disabled applicants.

•

The review heard from disabled applicants, particularly but not exclusively those with
mobility issues, that any role that did not explicitly offer travel expenses were out of
bounds.

•

Even where expenses are offered, the review heard about poor processes. One appointee
found that although his role offered travel expenses, the public body had no mechanism to
pay them. The assumption was that appointees would not claim. A system to reimburse
them had to be established from scratch.

•

One former appointee was informed during feedback that her mobility-related adjustment
was too expensive and consequently they were offering the role to someone else.

•

Even where payments are offered, there was anecdotal evidence of pressure to perform
duties for free. One disabled appointee, for whom non-executive appointments are their
principal income source recounted how they had been encouraged not to take their fee.

3.5

GPhC Council member posts are remunerated and we offer reasonable childcare, carer and travel
expenses. Additionally, we offer adjustments to candidates and members and we have recently
updated our candidate packs to make sure that the language we use is positive, purposeful and
welcoming. On that basis, we do not think there is anything in our current processes relating to
the wider issues associated with remuneration that would have a negative impact in terms of
attracting or retaining members.

4.

Communications

4.1

Council remuneration, including that of the Chair, is published on the website and is detailed in
the annual report.

5.

Resource implications

5.1

Should the Council agree that remuneration rates are maintained at the current level there will be
no additional impact on budget or other resources.
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6.

Risk implications

6.1

The risks for the GPhC in setting its remuneration policy are those of continuing to attract and
retain high quality members of the Council, its committees and advisory groups, while ensuring
value for money. There is currently no evidence that this is not the case.

7.

Recommendations

The Council is asked to:
i)
agree that the remuneration for Council members, the Chair of Council and the
discretionary payments for Chairs of the non-statutory committees (Audit and Risk, Finance
and Planning and Remuneration) should remain unchanged for the financial year 2020-21.

Janet Collins, Governance Manager
General Pharmaceutical Council
30 October 2019
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Appendix 1: remuneration comparison across healthcare regulators
Regulator

Income
Annual pay

Council members
Time commitment
Four Council meetings
(some last 2 days) plus
Committees
Eight Council meetings plus
Committees

Committee chair
supplement

Annual pay

Chair
Time commitment

Last reviewed

No

£23,000

No data

Feb-13

£3,000

£55,000

No data

Feb-17

£110,000

No data

General Chiropractic
Council (GCC)

£2.7m

£6,650

General Dental Council
(GDC)

£46.4m

£15,000

General Medical Council
(GMC)

£112.5m

£18,000

Seven Council meetings plus
committees

General Optical Council
(GOC)

£8.7m

£13,595

Eight Council meetings plus
Committees

£3000 for 'senior
members')

£57,260

No data

General Osteopathic
Council (GOsC)

£2.9m

£7,500

Four Council meetings plus
Committees

£2,250 for Policy
Committee

£27,000

78 days p.a. (1.5 days
per week)

General Pharmaceutical
Council (GPhC)

£22.7m

£12,500

Ten Council meetings plus
committees

£2,500

£56,000

156 days p.a. (3 days
per week)

Health and Care
Professions Council (HCPC)

£34.4m

£12,000

Eleven Council meetings
plus committees

£2,000

£65,000

156 days p.a. (3 days
per week)

March 2019
recruitment for
Chair

Nursing and Midwifery
Council (NMC)

£92m

£14,724

36 days p.a.

No

£78,000

156 days p.a. (3 days
per week)

April 2017 for
members, May
2018 for Chair

Pharmaceutical Society of
Northern Ireland (PSNI)
(*Rates per half day)

£1.2m

£118 *

No data

£25*

£168*

No data
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Audit and Risk Committee minutes October 2019
(19.11.C.04)
Minutes of the Audit and Risk Committee meeting held on Thursday
24 October 2019 at 25 Canada Square, London at 10:00
TO BE CONFIRMED 5 February 2020
Minutes of the public session
Present
Digby Emson (Chair)
Helen Dearden
Rima Makarem
Aamer Safdar
Jayne Salt

Apologies
None

In attendance
Duncan Rudkin (Chief Executive and Registrar)
Carole Auchterlonie (Director of Fitness to Practise)
Jonathan Bennetts (Associate Director of Finance and Procurement)
Claire Bryce-Smith (Director of Insight, Intelligence and Inspection): Item 10 only
Janet Collins (Governance Manager)
Carole Gorman (Information Governance Manager): Item 10 only
Thanzil Khan (TIAA)
Ashley Norman (TIAA)
Mark Voce (Director of Education and Standards): Item 6 only
1. Attendance and introductory remarks
1.1

The Chair welcomed those present to the meeting.
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2. Declarations of interest
2.1

Members were asked to declare any interests at the start of each item.

3. Minutes of the last meeting
3.1

The minutes of the public session of the meeting held on 17 July 2019 were agreed as a
true and accurate record.

4. Actions and matters arising
4.1

There were no outstanding actions or matters arising.

5. Chief Executive’s update
5.1

This was a new item designed to give the committee some context around the items on the
agenda. Two things were taking a large amount of time, effort and leadership focus, namely
responding to issues around the online supply of medicines and the rapidly changing nature of
pharmacy practice.

5.2

In relation to online supply, the GPhC was using its new powers to some effect but new issues
continued to arise. The was a need to consider what regulatory tools and approaches could be
used to have the greatest impact.

5.3

Changes in pharmacy practice led to challenges around the regulatory models in a number of
areas including education and training, inspection and fitness to practise. Other regulators
whose registrants were increasingly becoming frontline clinicians were experiencing similar
challenges.

5.4

The committee needed to be thinking not only about whether the GPhC was doing what it did
well and better, but whether it was still doing the right things. Inter-agency co-operation was
critical and was working but there was a need to get upstream of some of the problems.

5.5

It had been noted at the Council workshop in October that the GPhC was currently working to
its capacity and so there was a question about where the capacity to work on these issues
would be found, as both resource and expertise would be needed.

6. Serious incident review – reports of possible credit card fraud
6.1

Mark Voce (MV) introduced 19.10.ARC.01, ensuring that the committee was sighted on a
number of incidents of possible credit card fraud reported to the GPhC by registrants between
13 and 16 August 2019. While the GPhC was moving to having all applicant and registrant
services online, there were still a small number of processes which were done manually and it
was these which were the focus of the internal investigation. There was no evidence that the
online payment system had been compromised. While it was not possible to completely rule
out internal involvement, no evidence of this had been found during the investigation.

6.2

A number of options were being considered for removing the need for registrants to provide
card details to the GPhC and an action plan was in place which was set out in the paper.
Progress would be reported back to the committee.
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ACTION: MV
6.3

The committee noted the incident review.
Mark Voce left the meeting

7. PSA audit of fitness to practise
7.1 Carole Auchterlonie (CA) presented 19.10.ARC.02 which provided an update on the PSA’s
recent audit of fitness to practise, the key concerns raised and the GPhC’s response to date.
The PSA would not produce a separate report on the audit as it would form part of their
judgment for the annual review of performance.
7.2 The audit and outcomes were being used as a learning and improvement exercise within the
team and an opportunity to have conversations with staff about culture and the need to hold
ourselves to high standards.
7.3 Areas in which the PSA’s concerns had been accepted were customer service, record-keeping
and the need to better explain the reasons for decisions. There were some areas in which
more discussion with the PSA was required and others in which the PSA’s view was strongly
resisted. The latter included the risk that some early case closures may have posed a risk to
patient safety – each of these cases had been thoroughly reviewed and the GPhC was
confident that this was not the case. There was a possible difference of view over what
constituted proportionate regulation – some of the comments were accepted while others
would have required the GPhC to take action which was considered disproportionate or which
was beyond our powers.
7.4 There was some concern, in the light of the previous item, that the identified data security
issue may illustrate a wider problem. However, while it was an ongoing challenge to
strengthen awareness and understanding of the data protection requirements, there were
also multiple complicated decisions in fitness to practise cases around who needed to know
what and at what stage.
7.5 The audit had been useful to CA as a relatively new arrival to the GPhC and had highlighted
some areas which she had already noted, such as the use of language and the oversight of
case progression (where changes had already been made). It had also given visibility to the
lack of sign-off for cases which were closed with no further action at triage. This had now
been rectified with the introduction of peer review of these decisions.
7.6 The committee noted the update report.
8. Pilot of the new PSA Standards of Good Regulation
8.1 Janet Collins (JC) presented 19.10.ARC.03, written by Laura McClintock, which provided the
committee with an update on the GPhC’s participation in the PSA’s pilot of its new Standards
of Good Regulation. The GPhC had piloted standards 2,3 and 4 which related to applying
policies appropriately and ensuring that relevant learning was shared; understanding
diversity and ensuring that processes did not impose inappropriate barriers on or
disadvantage people who share protected characteristics; and reporting on performance and
considering the implications of public inquiries and other relevant reports.
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8.2

Had this been a full review, based on what the GPhC had provided, the PSA would have asked
for further information in relation to standards 2 and 4 and would have judged standard 3 to
be met with some examples of good practice. The pilot had therefore been beneficial in
helping the GPhC to identify the kinds of information and evidence that the PSA would be
looking for when the new standards were introduced into the annual performance review in
2020.

8.3

The committee noted the report of the pilot

9. Update on Health and Safety
9.1

Duncan Rudkin (DR) presented 19.10.ARC.04 which provided a progress report on the work to
improve Health and Safety compliance. An Office and Facilities Manager had been appointed
and would take over the role of the ‘Competent Person’ from Workplace Solutions over the
next two months.

9.2

A comprehensive new Health and Safety policy had been introduced, a comprehensive fire
risk assessment carried out and the Health and Safety Working Group revamped. Dynamic risk
assessments would be carried out with inspectors and Workplace Safety Solutions (who had
been employed to direct and oversee all this work) would carry out six-monthly audits for the
next two years to ensure that the GPhC remained compliant and was providing a safe working
environment for all employees. Internal audit would also monitor the situation.

9.3

The committee noted the progress made to improve Health and Safety compliance at the
GPhC.

10. Internal audit reports, Q2 2019
Compliance with GDPR
10.1 Carole Gorman and Claire Bryce-Smith joined the meeting for this item. TIAA had carried out
an audit of the GPhC’s compliance with the key 12 steps for GDPR compliance, with a
particular focus on Subject Access Requests (SARs). The audit report was provided at
19.10.ARC.05a and the outcome was a reasonable level of assurance (on a four-point scale of
substantial, reasonable, limited and no assurance). This was on the basis that:
•

a GDPR implementation had been followed and reported on regularly;

•

policies, communications and training had been updated appropriately and staff were
required to undertake regular refresher training;

•

SARs were responded to within the required timeframes and in a way which compared
well to other organisations;

•

some updating of the Information Asset Register was needed.

10.2 The audit had been thorough and the outcome was agreed to be fair. It was noted that, in
relation to contractors who had not yet confirmed that they were GDPR compliant, a
follow-up exercise was underway focussing on the highest risks first. All new and renewed
contracts contained the relevant clauses. In relation to the Information Asset Register it was
noted that all forms and processes had been reviewed to ensure that teams were not
collecting any unnecessary information but not all of this had yet been recorded.
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10.3 Annual assurance would be provided to the committee that compliance was being
maintained.
Carole Gorman and Claire Bryce-Smith left the meeting
Procurement
10.4 The procurement audit was provided at 19.10.ARC.05b. This had resulted in a limited level of
assurance, on the basis that:
•

limited information was available to demonstrate that value for money was being
considered;

•

many current contracts had been rolled over;

•

deviations to the procurement policy were not always authorised in the way required
by the policy; and

•

budget holders were able to approve requisitions above their delegated financial limit.

10.5 The committee was concerned by the latter point and highlighted a possible cultural issue, in
that even if the system could not prevent it happening, staff should know not to do it. There
was also concern about tender waivers which, although sometimes necessary, needed to be
clearly documented.
10.6 Jonathan Bennetts noted that this was an area which was recognised as not performing well.
Deviations from the procurement policy were now subject to closer scrutiny and the timing of
contracts was being monitored so that the procurement activity necessary when they were
due to expire would be built into business planning. The deviations log would be shared with
the committee in future.
ACTION: JB
10.7 The payment part of the finance process was well-controlled and so there was little chance
that weaknesses in the procurement process could lead to fraud. DR noted that both the
Authority Framework and Scheme of Delegation were due to be refreshed, which would
provide a good opportunity to embed the requirements with the staff. A new purchase order
system was in place and would also help.
10.8 The auditors were happy with the GPhC response to the audit. The actions required would be
added to the follow-up tracker and reported back to the committee.
10.9 The committee noted the audit reports on GDPR compliance and procurement.
11. Internal audit progress report and recommendation tracker
11.1 Ashley Norman presented the progress report and recommendation tracker (19.10.ARC.06a
and 06b). TIAA had also provided client briefing papers on modern slavery (for information)
and email tampering (for action). The executive would consider the implications for the GPhC
and report back to the committee on any actions that were deemed necessary.
11.2 The first recommendation tracker contained all the actions following audits already
completed as this was the first one which had been provided. The committee discussed how
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much information it wished to see in future reports and agreed on priority 1 actions and
exceptions.
11.3 The updated audit plan had been discussed with the executive. There were no major changes
but some alterations to priority. The plan for 2020-21 would be brought to the February
meeting.
12. Any other public business
12.1 There being no further public business to discuss, the meeting closed at 12.15.
Date of the next meeting:
Wednesday 5 February 2020
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